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PREFACE

The five year tenure of office of this Board coincided with a time of radical change in
postgraduate training in both dentistry and medicine.  As a Board we are pleased with our
contribution to this process and with a number of key achievements.

The process of change in postgraduate medical education from loose amalgamations, to
structured schemes of general professional and higher specialist training has largely been
driven by EU directives.  The contribution by the Medical Council, adopting a more
proactive approach to its function in regulation of postgraduate medical education, was also
was a strong force for change.  For its part the Department of Health and Children realised
the importance of adequately funding postgraduate training and the individual training bodies
have risen to the challenges presented.  The renegotiation of NCHD contracts has resulted in
a much improved financial and educational deal for trainees.  The prevailing view of NCHDs
as primarily service providers has now irrevocably changed.

The Board has been intimately involved in facilitating these changes through direct funding
of the training agencies, contributions to key fora, and Board driven initiatives particularly in
the area of dentistry.  The successful establishment of vocational training in dentistry and of
continuing dental education accreditation which have been a long time in gestation and are
now seen to be successful operations, and a source of much credit to the dental committees of
the Board.

In recognising these successes of the Board over the past five years, it is clear however that
much remains to be done in the area of postgraduate education and also redefining the role of
the Board.  Whilst the Board’s functions are limited by statute, we have formulated important
policy which has been integrated into the prevailing consensus.  We have facilitated new
developments, for example in occupational medicine and ophthalmology and very recently in
relation to part time training at specialist registrar level.  Awareness of the limitations of the
Board’s role led to our formulating proposals for the future, submission of these proposals to
the Minister, and anticipation that most, if not all, will be incorporated in future planning and
legislation.

The next eight years will see a major change in the organisation and delivery of medical
services and postgraduate training.  EU legislation is again the catalyst for change.  The
introduction of the 48-hour week for NCHDs will require significant change in mechanisms
of service delivery.  Planning this change will be difficult and will require innovation and
flexibility.  Whatever new structures evolve must ensure that top quality services are
delivered to the public by doctors who are happy in their work and proud of the system in
which they practice.

Finally, on behalf of the Board members, I would like to thank the Chief Officer and the
Secretariat for the excellence of the service provided to Board members and to all who have
dealings with the Board.  A steadily increasing workload has been efficiently administered
and the reputation of the Board has been enhanced.

B.G. Loftus
Chairman
March, 2002
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CHAPTER 1

Functions and Membership of Board

Introduction

1.1 The Postgraduate Medical and Dental Board publishes an “end of term” report to
coincide with the conclusion of the term of office of each cohort of Board members.
This is the fourth such report to be published and is concerned principally with the
activities of the Board since the last Report in 1996 to March, 2002.

Establishment of Board

1.2 Section 39 of the Medical Practitioners Act, 1978 provided for the establishment of a
body known as the Postgraduate Medical and Dental Board.  The Board was
established with effect from 7 March, 1980 and replaced a former non-statutory
Council for Postgraduate Medical and Dental Education.

Functions

1.3 The Board's statutory functions are defined in section 40 of the Medical Practitioners
Act, 1978 as follows:-

(a) to promote the development of postgraduate medical and dental education and
training and to co-ordinate such developments;

(b) to advise the Minister, after consultation with the bodies specified in sections 9(1)
(a), 9(1) (b), 9(1) (c), 9(1) (d) and 9(1) (e) of this Act, and with such other bodies
as the Board may consider appropriate, on all matters, including financial matters,
relating to the development and co-ordination of postgraduate medical and dental
education and training;

(c) to provide career guidance for registered medical practitioners and registered
dentists.

Membership

1.4 The Medical Practitioners Act, 1978 provides that the Board shall consist of twenty-
five members appointed by the Minister for Health, of whom each shall be a person
having practical experience or special knowledge of the matters relating to the
functions of the Board and not less than twenty shall either be registered medical
practitioners or registered dentists.
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The Act also provides that the Minister for Health shall, before making appointments to
the Board, consult with the Medical Council, the Dental Council, University College,
Cork, University College, Dublin, University College, Galway, University of Dublin,
the Royal College of Surgeons in Ireland, the Royal College of Physicians of Ireland, a
body or bodies, as in his opinion represent psychiatry, a body or bodies, as in his
opinion represent general medical practice, any body recognised by the Medical
Council pursuant to section 38(3) of the Act (i.e. any body recognised by the Medical
Council for the purpose of granting evidence of satisfactory completion of specialist
training), and with any organisation which in the Minister's opinion represents, in the
State, registered medical practitioners or registered dentists.

1.5 The first appointment of members was for the five year period to 6 March, 1985.  The
second and third appointments of members were for the five year periods to 31 May,
1990 and 16 July, 1996 respectively.

1.6 In 1997 the following persons were appointed by the Minister for Health to be
members of the Board for the period ending on 26 March, 2002.

Dr. J. Barry, Baggot Street Hospital, 18 Upper Baggot Street, Dublin 4

Dr. N. Brennan,* Mercy Hospital, Grenville Place, Cork

Dr. G. Burke, Department of Medicine, Regional Hospital, Dooradoyle, Limerick

Dr. J. Buttimer,* 1 Princeton, Ardilea Estate. Roebuck, Dublin 14

Mr. P. Connellan, 188 Rathgar Road, Dublin 6

Dr. J. Daly, St. Senan's Hospital, Enniscorthy, Co. Wexford

Dr. M. Darling, Rotunda Hospital, Dublin 1

Ms. J. Doran, 4 Arkendale Road, Glenageary, Co. Dublin

Dr. Rita Doyle, 'St. Helen's', Meath Road, Bray, Co. Wicklow

Professor J. Feely, Department of Pharmacology and Therapeutics, Trinity College,
Dublin 2

Ms. M. Flynn, Main Library, University College Dublin, Belfield, Dublin 4

Professor MX Fitzgerald, St. Vincent's Hospital, Elm Park, Dublin 4

Mr. T. Holland, Dental School and Hospital, Wilton, Cork

Dr. R. Hone, Mater Hospital, Eccles Street, Dublin 7

Professor B.G. Loftus, University College Hospital, Galway

Dr. C.S. Macnamara,* Chatsfort, Newtown, Waterford
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Ms. E. McGovern, Blackrock Clinic, Rock Road, Blackrock, Co. Dublin

Dr. D. O'Halpin, The Childrens Hospital, Temple Street, Dublin 1

Mr. D. O'Shea,* Regional Chief Executive, Eastern Regional Health Authority, Mill
Lane, Palmerstown, Dublin 20

Dr. D. Osthoff,* 3 Sruthan an Chláir, Oughterard, Co. Galway

Professor F. Shanahan, Cork University Hospital, Wilton, Cork

Professor D. Shanley, Dublin Dental School and Hospital, Lincoln Place, Dublin 2

Dr. A. Synnott, Beaumont Hospital, PO Box 1297, Beaumont Road, Dublin 9

Mr. G. Watson, Waterford Regional Hospital, Dunmore Road, Waterford

Dr. M. Wrigley, Department of Psychiatry of Old Age, 61 Eccles Street, Dublin 7.

(*outgoing member, re-appointed for a further term of office).

1.7 There have been two changes in the membership of the Board during the period under
review.  Professor D. Shanley resigned in February, 2001 and was replaced by Professor
J. Clarkson, Dublin Dental School and Hospital, Lincoln Place, Dublin 2.  Dr. G. Burke
resigned in June, 2001 – because of the relative proximity of his resignation to the end of
the term of office of all Board members he was not replaced.

Chairman and Vice-Chairman

1.8 At their first meeting in May, 1997 the new Board members appointed Professor B.G.
Loftus and Professor D. Shanley to be Chairman and Vice-Chairman respectively.
Following Professor Shanley’s resignation from membership of the Board in 2001 the
members appointed Mr. T. Holland to be Vice-Chairman.

Administrative Staffing

1.9 Chief Officer: Mr. J. Gloster
Section Officer: Mr. J. Cosgrave
Staff Officer: Ms. A. Shaw
Clerical Officer (Grade IV): Ms. A. Linnane.
Clerical Officer (Grade III): Ms. N. Palacios
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Meetings

1.10 During the period covered by this report the Board held 26 meetings.  In addition there
were many committee meetings -mainly concerned with finance and with dentistry and
also dealing with training structures and the Board's role.  Representatives of the Board
also met with representatives of the Department of Health and Children, Medical
Council, Training Bodies, the Irish Medical Organisation and Northern Ireland and
Scottish Councils for Postgraduate Medical and Dental Education.

Board's representatives on, or nominees to, other Bodies

1.11 The Board is represented by or has nominated the following persons to the Bodies
listed:

Steering Committee of National Task Force on Medical Staffing:  Professor B.G.
Loftus

Medical Education and Training Advisory Group of National Task Force on
Medical Staffing:  Professor B.G. Loftus and Mr. J. Gloster

RCPI  Sub-Committee on General Professional  Training:  Professor M.X.
Fitzgerald and Dr. D. Osthoff.

Irish Committee on Higher Medical Training:  Dr. N. Brennan

Irish Committee for Specialist Training in Dentistry:  Mr. J. Gloster

Training Committee, College of Anaesthetists:  Dr. A. Synnott

Steering Committees of the General Practitioner Specialist Training Schemes in
Dublin, the Midlands, Mid-West, North-East, South-East and in the West:  Mr. J.
Gloster.
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CHAPTER 2

Promotion and Co-ordination of Postgraduate Medical Education

PROGRAMMED TRAINING

Recognition of Professional Bodies

2.1 For the purpose of its functions under the Medical Practitioners Act, 1978 the
Postgraduate Medical and Dental Board has recognised the following ten main
Irish professional bodies as filling major roles in programmed training for doctors:-

(i) The College of Anaesthetists;

(ii) The Irish College of General Practitioners;

(iii) The Irish College of Ophthalmologists;

(iv) The Irish Committee on Higher Medical Training;

(v) The Institute of Obstetricians and Gynaecologists of the Royal College of
Physicians of Ireland;

(vi) The Faculty of Pathology of the Royal College of Physicians of Ireland;

(vii) The Irish Psychiatric Training Committee;

(viii) The Faculty of Radiologists of the Royal College of Surgeons in Ireland;

(ix) The Irish Surgical Postgraduate Training Committee;

(x) A Committee of the Royal College of Physicians of Ireland, which deals with
general professional training in Medicine.

GENERAL APPROACH OF THE BOARD

2.2 The general approach adopted by the Postgraduate Medical and Dental Board
could be summarised as follows:-

(a) Programmed training is under the immediate guidance of the recognised
professional bodies;

(b) The laying down of criteria and standards for training is the responsibility of
the professional bodies (subject to the powers of the Medical Council as
defined in section 35 of the Medical Practitioners Act, 1978);
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(c) The professional bodies are responsible for the general organisation and
monitoring of training;

(d) While responsibilities as at (a), (b) and (c) are regarded as lying primarily
with the professional bodies their authority cannot be absolute.  The Board to
fulfil its functions, has to exercise a general supervision of the development
and co-ordination of postgraduate education and, with its overall view of the
situation, it has the right to question and make suggestions regarding the
existence of adequate programmes and their implementation;

(e) While the Board has responsibilities as at (d) it desires to interfere as little as
possible with the professional bodies and its aim is to help and encourage
them to carry out the functions set out at (a), (b) and (c) and in co-operation
with them to seek ways and means of bringing about changes and
improvements considered desirable;

(f) The Board deals only with the main professional bodies.   It does not deal
directly with regional training committees or with committees concerned
with sub-divisions of specialties.

POSTGRADUATE TRAINING PRINCIPLES

2.3 The Board has determined that the following principles should underpin the
organisation and delivery of postgraduate training.

(i) The aim of postgraduate training is to provide high quality schemes which
will produce fully trained, certified, competent specialists with relevant
knowledge, skills and attitudes to serve the Irish public and staff the health
care system.

(ii) Successful programmes of postgraduate training require the commitment of
time, effort and finance.

(iii) Postgraduate training is divided into general professional training and higher
specialist training.  Entry to higher specialist training is contingent on
successful completion of general professional training.

(iv) The role of the postgraduate training bodies is to construct curricula, organise
training schemes, accredit and inspect hospitals and other training locations,
posts and trainers, arrange regular mentoring and assessment of trainees and
advise the Medical Council on the award of certificates of specialist doctor.
These bodies should be accountable to the Department of Health ensuring
that the schemes are of uniformly high quality and conform to EU
regulations, and that entry, appointment procedures and assessments are fair.

(v) Training posts are primarily for training. Provision of the bulk of service by
trainees rotating through jobs at regular intervals is unsatisfactory for patient
care and unfair to patients and trainees. Creation and maintenance of training
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posts is justifiable only if there is a need for training.  The number and
location of training posts should be regulated nationally.  All training posts
must be suitable for either general professional or higher specialist training.
Posts which are not so suitable or which do not attract trainees should be
phased out and funding diverted to alternative service provision.

(vi) The role of the Postgraduate Medical and Dental Board by statute is to advise
on all aspects of postgraduate training, to promote and co-ordinate
postgraduate training and to offer career guidance. As a statutory body the
PgMDB should act as the focus for accountability for the postgraduate
training bodies which are supported by public monies.

GENERAL PATTERN OF POSTGRADUATE TRAINING

2.4 The broad pattern of postgraduate training as it has evolved or is in this country is
set out in summary form in the following paragraphs.

(a) Intern Posts

Irish graduates are required to obtain provisional registration and to serve for
twelve months as interns in approved intern posts before they are eligible to
apply for full registration as medical practitioners.

All intern posts must be in hospitals and posts approved by the Medical
Council.  The Medical School which awarded the primary qualification will
on satisfactory completion of the intern year, grant a Certificate of
Experience.  This enables an application to be made for full registration.

Appointments to intern posts usually start in July each year with further
appointments (e.g. rotation) in January.  Most posts are filled through
matching schemes operated jointly by the medical schools and their
associated teaching hospitals.  Some posts are filled following advertisement
in the national newspapers.

The reform of the intern year has been under active consideration by the
current and previous Medical Councils.  The Council’s existing guidelines
which specify the overall aim of the year, the objectives, and educational
proposals, and content can be accessed on its website www.medicalcouncil.ie

(b) Training in Specialties other than General Practice

Following the intern year training is divided into two periods - a preliminary
period and an advanced period, usually referred to as general professional (or
basic specialist) training and higher specialist training.  The general pattern is
a two year period of general professional training, followed by three to six
years of higher specialist training (see Appendix 2).

The aim of all programmes of training is to bring the trainee to the stage of
accreditation - that is the stage where the appropriate professional body
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certifies that the trainee has satisfactorily completed a full and approved
course of training.  The trainee will be entitled at this stage to apply to the
Medical Council to have his/her name entered on the Register of Medical
Specialists.

There are eight main groups of the specialties - Anaesthesia, Medicine,
Obstetrics and Gynaecology, Paediatrics, Pathology, Psychiatry, Radiology
and Surgery.  There are several divisions in some of these specialties - (30 in
medicine, 4 in obstetrics and gynaecology, 5 in pathology, 6 in psychiatry, 2
in radiology and 9 in surgery) so that there are over 50 specialties or sub-
specialties in all.

There are “Joint Training Committees” for some specialties (e.g. Medicine,
Psychiatry, Surgery) dealing with specialist training in Ireland, England and
Wales, Scotland and Northern Ireland.  In the case of all other specialties
while there are no Joint Committees between Ireland and the UK there is a
considerable degree of co-operation between the training bodies in each
country.

For general professional training the programme is laid down by the relevant
Irish College (e.g. RCPI, RCSI, ICGP) or other appropriate Irish training
body.  In the case of higher specialist training the programme is laid down by
the Irish training body concerned and by the Joint Committee where such
exists.  Similar arrangements apply in relation to the recognition of posts for
training purposes and information in this regard is given in Appendix 3 and
the principal medical career structures are shown in Appendix 4.

(c) Training in General Practice

Criteria for training in general practice are determined by the Irish College of
General Practitioners.  The College recommends that vocational training for
general practice is undertaken for at least three years, after completion of the
intern year, in hospital and general practice posts approved for the purpose.

GENERAL PROFESSIONAL TRAINING

2.5 Non-consultant hospital doctor posts are recognised by the appropriate College or
Faculty as suitable training posts both for those intending to make a career in a
particular specialty and for those aiming at a different branch of medicine for
which the experience is valuable.  One such post may thus be suitable for training
for a number of branches of medicine.  For example a house officer post in
paediatrics might be accepted towards accreditation in general medicine, in
psychiatry and in paediatrics and could also form part of a rotation in a training
programme for general practice.  This means that a doctor need not necessarily
decide on his or her future career as soon as he or she is on the medical register.
However, if this decision is delayed for too long, it may well mean that in the end it
may take longer than the minimum time to be accredited in a particular specialty.
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The training period immediately post-registration includes, in the main experience
in such posts, or in posts recognised specifically for the appropriate higher
qualification where this is required before higher specialist training can begin.

SUGGESTED GENERAL PROFESSIONAL TRAINING REQUIREMENTS
LEADING TO HIGHER TRAINING PROGRAMMES

2.6 In the medical specialties general professional training (GPT) occupies a period of
not less than two years after full registration provided the MRCPI or equivalent is
obtained during that period.  The Royal College of Physicians of Ireland requires
that the training should be obtained in posts approved for the purpose.  To be
eligible for a Certificate of Completion of GPT in General Internal Medicine
candidates must have spent 18 months in posts providing experience in dealing
with acute emergencies and a minimum of 12 months in posts giving exposure to
acute, unselected medical take.   Not more than 6 months should be spent in any
single specialty, as trainee physicians should not specialise in one of the special
areas of medicine until they have demonstrated their competence in medicine by
obtaining the Membership of the Royal College of Physicians of Ireland (MRCPI).
General professional training (GPT) should provide a wide range of experience
usually at House Officer (HO) level in a variety of specialties.  Sometimes, e.g. in
Paediatrics or Obstetrics & Gynaecology, particular experience is specified, as a
requirement prior to entry into Specialist Training.  For example, in clinical
specialties within Internal Medicine, of the minimum two years in GPT, not more
than twelve months should be spent in posts restricted solely to acute general
medicine; and not more than six months should be spent in a single specialty such
as neurology or dermatology.  Those planning clinical as opposed to Public Health
or laboratory-based careers must spend at least two years in posts involving direct
contact with patients.

In paediatrics general professional training should be primarily a training in the
general medicine of children and adults and should normally occupy two or three
years after completion of the intern year of which 18 months should be spent in
paediatrics.  Six months of this time should be in neonatal paediatrics and a further
six months in acute general paediatrics.

The Royal Surgical Colleges in Ireland and Great Britain have recently reviewed
the structure and procedures for Basic Surgical Training (BST) and Examinations
(BSTE) and have agreed on a number of reforms of the syllabus, training
requirements, eligibility criteria for the BSTE, format and conduct of the
examinations, assessment of trainees and training posts and the log book.  These
reforms have been introduced with the following objectives:

•  to shorten Basic Surgical Training
•  to make the training more relevant to modern requirements
•  to link the examinations more meaningfully with training.

The minimum duration of Basic Surgical Training will be two years and the
disciplines covered are chosen to provide training in basic surgery such that those
who successfully complete it and the examination will be well suited to compete
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for a Higher Surgical Training post.  The award of Associate Fellowship of the
Royal College of Surgeons in Ireland (AFRCSl) on successful completion of BSTE
signals that the trainee is at an intermediate stage in training.  The FRCSI will be
awarded to candidates successful in the Intercollegiate Specialty Examination
towards the end of Higher Surgical Training.  The new arrangements apply to all
those commencing BST on or after July 1st 1996.  Those who started BST before
July 1st 1996 will be given the opportunity to complete the FRCSI examination
under the old system.  Full details are available from the Royal College of
Surgeons in Ireland.

The Institute of Obstetricians and Gynaecologists of the Royal College of
Physicians of Ireland requires that one of the three years should be devoted to a
branch of clinical medicine other than obstetrics and gynaecology, or to supervised
experience or research in disciplines such as anatomy, bio-chemistry, pathology or
physiology.

The Faculty of Radiologists requires that candidates should have at least one year's
clinical experience after full registration before entering general professional
training in radiology.  Radiology training leading to an award of CSD entails five
years of certified training in accredited institutions.  The Part I examination is
taken after one full academic year of recognized training.  The Fellowship
examination may be taken after three years.  A Higher Training Scheme for fourth
year Specialist Registrars has been developed.

Basic specialist training in Anaesthesia is of a minimum of two years' duration.
Trainees may sit the Primary Examination for the Fellowship of the College of
Anaesthetists RCSI after one year.  This is mandatory for progression to Specialist
Registrar training, which is of five years' duration and includes rotation through all
the major sub-specialities, Pain Medicine and Intensive Care.  The Final
Fellowship can be taken on completion of 30 months training in approved training
posts.  Year Three SpR can be used to do full-time research or a specialist clinical
fellowship abroad. Basic training is organised by the four regional training
committees and specialist training is organised at a national level by the Training
Committee of the College of Anaesthetists RCSI.  A Certificate of Specialist
Training is awarded to all eligible trainees.  Development and assessment of
training has been greatly enhanced by the appointment of a Postgraduate Dean in
April 2001.

The Royal College of Pathologists recommends that aspiring pathologists be
encouraged to spend a year in hospital appointments in an appropriate clinical
specialty (or specialties) before starting their training in pathology.  Training must
be undertaken in recognised laboratories.  Prior to acceptance for specialist training
in histopathology, applicants must complete twelve months training in an approved
laboratory and must also be successful in an aptitude test.  Trainees intending to
specialise in haematology, however, should spend one of the three years in an
appointment in general medicine.  The Faculty of Pathology of the Royal College
of Physicians of Ireland is the Irish body recognised by the Postgraduate Medical
and Dental Board and it works closely with the Royal College of Pathologists.  The
requirements for training in Pathology in Ireland are being reviewed at present and
up to date details can be obtained from the Faculty of Pathology.
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General professional training in psychiatry lasts three years and comprises two
components, namely in-service training in hospitals or units approved by the Irish
Psychiatric Training Committee and a didactic day-release programme organised
on a regional basis by the regional committees of the Training Committee.  Much
of the general professional training period should involve the supervised
experience of the assessment and management of patients of all ages suffering
from disorders representative of the whole range of psychiatric practice.  The in-
service programme involves rotation through the various modules of general
psychiatry and the specialties of child and adolescent psychiatry, psychiatry of old
age, mental handicap and forensic psychiatry.  Provision must also be made for
training in psychotherapy.  Provision is made for trainees, who have sought prior
approval, to spend part of their general professional training in other fields of
medicine including research.

The general professional training required for Public Health Medicine conforms to
the recommendations of the committee of the Royal College of Physicians of
Ireland which has been nominated to control General Professional Training in
Medicine in Ireland.  It is recommended that this period of training should last at
least two years following completion of the intern year – details of the exact
requirements for obtaining a certificate of completion of GPT are available from
the Education Office of the Royal College of Physicians of Ireland.  Experience in
public health medicine is not mandatory for entry to Higher Specialist Training but
candidates must have passed Part I of the Membership of the Faculty of Public
Health Medicine of the Royal College of Physicians of Ireland.

The Faculty of Occupational Medicine requires candidates to have spent two years
in training posts approved by the Faculty for completion of general professional
training prior to the commencement of higher training in the specialty.  Completion
of an Irish College of General Practitioners (ICGP) training course is an acceptable
alternative.  Possession of an MRCP(I) or (UK) or MICGP diploma is desirable but
not essential for entry into specialist training in Occupational Medicine.

TRAINING IN GENERAL PRACTICE

2.7 As already mentioned the Irish College of General Practitioners recommends that
specific training for general practice is undertaken for at least three years, after
completion of the intern year, in hospital and general practice posts approved for
the purpose.  The training generally consists of 2 years rotating through suitable
hospital SHO posts and 1 year attached to a recognised training practice.  During
the 3 years, trainees attend a weekly academic release course.  The Irish College of
General Practitioners is advocating an extension to training to 5 years including 3
years in General Practice / Primary Care.

Since 1 January, 1995 it has been an essential requirement for entry to the General
Medical Services Scheme for doctors to:

(i) have graduated from a recognised vocational training scheme, or

(ii) possess acquired rights under EU Council Directive 93/16.
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Doctors who have not been vocationally trained but who were contract holders as
at 31 December, 1994 under the Agreement to provide services under the GMS
Scheme possess acquired rights under the Directive.  This definition includes
assistants formally appointed by the relevant health board before 31 December,
1994.

The Department of Health indicated in December, 1994 that the following
registered medical practitioners also possess acquired rights under the Directive

- those who would meet the then existing* entry requirements for
appointment to a GMS post by 31 December, 1994 and

- those 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.
[Practitioners intending to seek recognition for a self-structured
training programme were required to notify the Medical Council
before 28 February, 1995;  The Irish College of General
Practitioners has ceased to recognise self-structured hospital training
posts.].

*[In December, 1994 the minimum experience for entry to the General Medical
Service ('Choice of Doctor Scheme') for doctors who commenced full-time
general practice after 1 July, 1982 was two years experience subsequent to full
registration in the Medical Register.  It was specified that the required
experience would comprise: -

(i) Six months experience in full-time General Practice.  While it would
be expected that this would be in an established practice it was
recognised that this may not in all cases be possible.  The six months
experience need not have been continuous but must have been in
full-time general practice.  Experience gained in short term locums,
in a locum bureau or in employment otherwise than as a full-time
general practitioner would not be reckonable towards the aggregate
of the six months.

(ii) Periods of six months hospital experience in each of any three of the
following specialties (or three months in the case of participants in a
recognised Vocational Training Scheme):  Accident and Emergency
Medicine or General Surgery, General Medicine, Geriatric
Medicine, Obstetrics and/or Gynaecology, Paediatrics, Psychiatry.
(At least six months hospital experience in either General Medicine
or Paediatrics was obligatory).
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SELECTION PROCEDURES FOR GENERAL PROFESSIONAL TRAINING
POSTS

2.8 The selection procedures for entry into general professional training vary between
the specialties.  In some cases there is a strong input in the procedure from the
training body concerned whereas in some other specialties the training body is not
so involved.  In the following paragraphs there is a summary of the position.

Medicine, Obstetrics/Gynaecology, Pathology

In the case of these specialties the training bodies are not involved in the selection
of trainees at general professional level - such selection is carried out by the
hospital authorities in whose hospitals the training posts exist.

Anaesthesia

There are four regional training committees.  These Committees set up the
selection boards (representative of the Committee, medical schools and hospital
authorities) to select and recommend trainees for appointment to the hospital
authorities in whose hospitals the training posts exist.

Psychiatry

Doctors are recruited at house officer/or registrar level by the rotational training
schemes, or in some limited cases by hospital authorities, as vacancies arise in the
normal course.

Radiology

An intake of trainees takes place each year.  The trainees are selected by the
training body on which the training hospitals concerned are represented.

Surgery

Seven of the nine Basic Surgical Training programmes now participate in the
central application and appointment system run by the Royal College of Surgeons
in Ireland (RCSI).  These programmes have a total of 158 trainees.  Two
programmes have yet come into the central application and appointment system but
it is hoped that they will do so in the near future.  These two programmes between
them have 24 trainees.

The RCSI also runs a training programme in Otolaryngology/Head & Neck
Surgery.

TRAINING PROGRAMMES IN GENERAL PRACTICE

2.9 There are now 11 Training Programmes in General Practice - Cork, Dublin (3
programmes), Galway, Letterkenny, Midlands, Mid-West, North-East, Sligo
and the South-East.  The annual intake is about 75 and the trainees are selected
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by the Training Committees following advertisement and competition.  Posts on
all the programmes are advertised by the Irish College of General Practitioners,
and following shortlisting and interviewing by the individual programmes the
trainees are assigned to those programmes through a matching scheme operated
by the Postgraduate Medical and Dental Board.

SELECTION PROCEDURES FOR SENIOR AND SPECIALIST REGISTRAR
POSTS

2.10 Doctors are recruited to higher training programmes at senior or specialist level,
through competitions organised by the training bodies.  While the specific entry
criteria vary from specialty to specialty, in general, applicants are required to have
satisfactorily completed the appropriate general professional or basic specialist
training and have acquired the relevant Membership or Fellowship.

HIGHER SPECIALIST TRAINING

2.11 Higher Training in anaesthesia, the medical and surgical specialties, obstetrics/
gynaecology, pathology and radiology is usually obtained in the grade of Specialist
Registrar and in the grade of Senior Registrar in the case of psychiatry.  The length
of higher training varies as between specialties e.g. a minimum of three years in
psychiatry, four years in many medical hospital specialties, obstetrics/gynaecology,
occupational medicine, public health medicine, five years in accident and
emergency medicine, anaesthesia, paediatrics and five to six years in the surgical
specialties.

Every post occupied by a senior or specialist registrar must be approved by the
appropriate Higher Training Committee, College or Faculty as suitable for leading
to accreditation of the holder.

The number of senior and specialist registrar posts is regulated by Comhairle na
nOspidéal.  In the period covered by this report there has been a very significant
increase in the number of posts approved at this level.  In October, 1996 there were
some 105 senior registrars in post whereas in February 2002 the number of senior
and specialist registrar posts had grown to 695.5.  Details are given in Appendix 5.
This increase arises from the major restructuring of the organisation of higher
training schemes which has taken place in the period under review.

With financial support from the Board formal national higher training schemes
have been established in all specialties whereas in the past very few higher training
posts existed, and were confined mainly to the specialties of anaesthesia, obstetrics/
gynaecology, psychiatry and surgery.

The basic approach of the revised arrangements is that each trainee should proceed
as a Specialist Registrar (SpR) through pre-planned specialty programmes, at the
end of which, subject to satisfactory achievement throughout, he/she will be
awarded a certificate attesting to satisfactory completion of specialist training
(CSCST). Programmes are constructed in such a way as to provide opportunity for,
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experience in a variety of general hospitals that meets all the curriculum
requirements of the chosen specialty or specialties, ensuring the availability of
opportunities to acquire the full range of competencies deemed necessary.
Although structured, programmes must be sufficiently flexible to allow the
development of particular interests within a specialty, to provide movement of
trainees and to ensure that those wishing to take time out for research can do so
without disadvantage.

All training bodies have now available written curricula for all the hospital
specialties which include details of:

• the length of training required;

• the skills, competence and experience which the trainee must acquire;

• the entry requirements to begin specialist training in the Specialist or
Senior Registrar grade; and

• the assessment requirements before the trainee can successfully complete
specialist training in order to apply for Certificate of Specialist Doctor
(CSD).

Most training bodies have now appointed Deans or Co-ordinators of higher training
(and in some cases complemented by Associate Deans).  In addition, National
Specialty Directors have been appointed in respect of all the disciplines within
Medicine and in respect of Child and Adolescent Psychiatry and Obstetrics/
Gynaecology, while a Programme Director has been appointed in respect of each
surgical specialty higher training scheme.

The role of a Dean (or Co-ordinator) relates to (i) the strategic management of
postgraduate education and training within his/her specialty, (ii) the development,
management and co-ordination of the higher training process and of quality control
system within such training, (iii) medical workforce planning and (iv) strategic
liaison with those involved in the training process.

Functions of National Specialty Directors and of Programme Directors generally
include most of the following functions; (i) advising on curriculum and related
training matters, (ii) facilitating the inspection of training programmes, (iii)
ensuring that the recommended standards of specialty training are maintained by
monitoring activities of trainers and trainees, (iv) the placement of higher specialist
trainees within the training programme, (v) advising the Dean on training
requirements including those relating to out of programme experience, (vi) career
guidance and counselling of trainees, (vii) the establishment and co-ordination of
the end of year assessment process for higher specialist trainees.

Up to the relatively recent past the stated object of the Comhairle was to align in a
flexible manner the intake of trainees to the Senior Registrar grade with the
anticipated need for consultants.  The intention being to avoid the over-production
of highly-trained personnel for whom there might not be outlets either in this
country or abroad.  However in the past number of years in approving large



20

numbers of specialist registrar posts sought by training bodies, Comhairle na
nOspidéal has made it clear to those bodies and to the Department of Health and
Children that no link was envisaged between the large number of such posts it has
approved and the future availability of consultant posts.  In adopting this approach
Comhairle has taken account of the emerging consensus nationally on the need for
a significant increase in consultant posts, the deliberations of the Forum on
Medical Manpower and the absence to date of a clear national medical manpower
policy.  The Comhairle has also signalled its intention to review the complements
of specialist registrar posts (Appendix 5) it has approved in each specialty when a
national medical manpower policy emerges.  The Board welcomes the commitment
to conduct such a review.

ACCREDITATION:  Completion of Specialist Training

2.12 Doctors who have satisfactorily completed a programme of higher specialist
training receive a certificate from the relevant training body attesting to this.  This
enables an application to be made to the Medical Council for specialist registration
and in the case of EEA nationals, whose primary medical qualification has been
awarded by an EEA Member State, an application may also be made for a
Certificate of Specialist Doctor (CSD).

It is important to realise that higher professional training can be flexible and
accreditation can be granted to doctors who choose an alternative but suitable
pathway e.g. training in the USA;  in research medicine.  If accreditation and
specialist registration is the goal it would be wise for the doctor in training to check
with the appropriate Higher Training Body before embarking upon such a
programme.

As of now specialist registration is not mandatory for appointment to a consultant
post in Ireland.  Comhairle na nOspidéal adopted a revised schedule of titles and
qualifications for consultant posts in November 2000 (see: www.comh-n-osp.ie).
In essence, the revised qualifications introduce for each consultant appointment the
option of inclusion on the Register of Medical Specialists in the relevant
division(s) as an alternative to the traditional experience based criteria.  The latter
have been revised in respect of duration and a greater emphasis is placed on
postgraduate training in the wording to be used in future.  It is Comhairle’s
intention to review these revised qualifications in a few years when the position
becomes clearer regarding the (voluntary) Register of Medical Specialists.  Since
the beginning of 1997 it has been a legal requirement for doctors to be on the [UK]
GMC's Specialist Register before they can take up a consultant appointment in the
UK.

OUTLINE OF BOARD'S ACTIVITIES IN RELATION TO PROGRAMMED
TRAINING

2.13 In this paragraph the activities undertaken by, and the issues raised by, the
Postgraduate Medical and Dental Board in the period since 1997 in relation to
programmed training are outlined and summarised:-
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- welcoming the increased responsibilities which the Board would have to
undertake in funding training bodies to the greatly increased extent now
being sought and agreed the Board prepared and submitted to the Minister
for Health and Children in 2000 a Position Paper outlining its views on the
enhanced role it should be enabled to undertake so that it would be facilitated
in playing a key role in the formulation and implementation of policy
relating to the promotion and delivery of postgraduate medical and dental
education [see Chapter 8 and Appendix 1],

- adopted, and circulated widely, sets of principles which should (i) underpin
the organisation and delivery of postgraduate medical and dental education;
and (ii) hospital medical staffing structures

- the Board agreed that it would cite the issues of (i) medical manpower, (ii)
adequate resourcing, in terms of finance and protected time, for training and
research and (iii) the development of general practice as the priority areas for
consideration, from the Board's perspective, in the formulation of a new
Health Strategy.

-  agreed to recognise the Irish College of Ophthalmologists as the
postgraduate training body in respect of ophthalmology.

- asked the Faculty of Pathology to prepare and submit a national plan for the
development of training in pathology specialties,

-  expressed support for the introduction of a higher training scheme in
Accident and Emergency Medicine,

-  expressed support for the Health Research Board’s priorities for health
sciences research for the period 2000-3

-  held discussions with representatives of the Department of Health and
Children, the Medical Council and various training bodies, including the
College of Anaesthesia, Irish College of Ophthalmologists, Irish Surgical
Postgraduate training Committee and the RCPI on various topics related to
medical manpower and postgraduate training,

- held discussions with representatives of the Northern Ireland and Scottish
Councils for Postgraduate Medical and Dental Education,

- adopted the view that trainee groups should be funded through their parent
training bodies and that the Board would be prepared to reimburse those
bodies reasonable costs in this regard.

- wrote on a number of occasions to the Department of Health, health boards
and hospital authorities indicating that structured training posts and schemes
(including facilities for attendance at courses) must be preserved if
organised postgraduate education is to survive without severe disruption or
without being seriously jeopardised,
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- indicated to the Department of Health that facilities for study and research
must be an integral part of specialist registrar training and that contractual
arrangements should so provide,

- provides an administrative service for the Irish Psychiatric Training
Committee,

- the Board was one of the member agencies on the Forum on Medical
Manpower,

- in the light of the recommendations in the Reports of the Forum on Medical
Manpower and of the National Joint Steering Group on the working hours of
NCHDs, the Board wrote to the training bodies asking them to indicate what
capacity they have to increase the numbers of specialist registrar posts and to
indicate what steps and timeframe would be necessary to achieve such
increases.

- agreed to seek the necessary funding to enable the Board to establish a pilot
scheme on flexible (i.e. non wholetime) training;  [in its initial phases the
scope of the scheme to be confined to specialist registrar training, but could
be extended later to general professional training;  the Board to have the
fund holding role and initially funding to be sought for the equivalent of 10
fulltime salaries;]

- the Board agreed that it should appoint, on a sessional basis, a medically
qualified co- coordinator/director for the pilot scheme on flexible training,

- asked all the training bodies and, the employing authorities to nominate
flexible training co-ordinators/advisers,

- following consultation with the Irish Medical Organisation advertised in
1998 inviting proposals for the provision of residential communications
skills workshops for NCHDs, and subsequently funded such workshops
organised by the RCSI/IPA Partnership,

- the Board received and noted the evaluation report prepared following the
seven Workshops on Professional Skills Development for NCHDs
commissioned by the Board and held in Tullamore in the period November,
1999 to October, 2000.  In general the programme was very well received.
The results of the evaluation indicate significant differences in participants'
perceptions of their communication skills in a variety of settings following
the attendance at the workshops.  A majority of 184 NCHD participants were
male (81%) and general surgery was the most represented specialty (almost
32% of attendees).  It was agreed to approach the Irish Medical Organisation
seeking suggestions as to how to broaden the appeal of the workshops
among NCHDs generally.  Three further workshops were held in October,
November and December 2001,
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-  continued contacts with the Department of Health on the feasibility of
introducing a National Matching Scheme for NCHD appointments,

- conducted, in association with the ICGP, national matching schemes for the
July, 1997, 1998, 1999 and 2000 trainees intake to the Vocational Training
Programmes in General Practice.  The matching schemes were operated by
the Board on behalf of the ten Vocational Training Programmes and the
National Association of Programme Directors,

- conducted surveys of NCHD staffing as at 1 October, 1998 and 2000,

- published the findings of its 1995 Survey of NCHD views on postgraduate
training and career counselling,

-  brought to the attention of the Department of Health and Children, the
HSEA and the training bodies views expressed in a snapshot survey
conducted by the Board in 2000 among a small but influential and informed
group of NCHDs in training,

- noted the increased costs being incurred by Irish training bodies arising
from a greater involvement in UEMS Specialist Sections and European
Boards and sought additional funding from the Department of Health to
enable it to increase its contribution towards the costs involved,

- the Board's Chief Officer is a member of the Steering Committees of the
Eastern Regional, Midland, Mid-Western, North-Eastern, South Eastern and
Western Training Programmes in General Practice,

- provides financial assistance to the professional bodies in their exercise, as
national bodies, of a general control over programmed training (see Chapter
6),

- funded the development of restructured higher specialist training schemes in
anaesthesia, medicine, occupational medicine, paediatrics, psychiatry and
surgery,

- provided funding to various training bodies in respect of the academic
programmes organised for trainees,

- provided financial assistance towards the ongoing costs of the Royal College
of Surgeons in Ireland Vocational Training Scheme for General Practice,

- provided financial assistance to the Royal College of Surgeons in Ireland
(RCSI) to help defray some of the costs incurred by the RCSI in organising
management courses for senior and specialist registrars,

- provided financial assistance to the RCSI to help in the funding of the
Diploma Course in Management for Medical Doctors which is organised
under the aegis of the RCSI and the Institute of Public Administration,



24

- provided financial support to the UCD-based Diploma Course in Healthcare
Risk Management,

- provided, as a special measure, financial assistance to the Faculty of
Pathology towards the costs incurred by it in subsidising the costs of its
higher specialist trainees who attend courses abroad specifically orientated
towards the final MRCPath. examination,

- provided financial assistance to the Faculty of Occupational Medicine to
help fund the appointment of its Tutor/Co-ordinator for a Common Core
Course in Occupational Safety and Health,

- provided financial assistance towards the costs incurred by the Faculty of
Public Health Medicine in subsidising the expenses incurred by its trainees
undertaking training at Communicable Disease Surveillance Centres in the
UK,

- agreed to make funding available to the Western Health Board Training
Programme in General Practice to enable that programme’s directorate
undertake the University of Wales, College of Medicine, Postgraduate
Certificate Course in Medical Education,

- contributed towards funding the costs levied on the RCPI in respect of its
membership of the Academy of Medical Royal Colleges (in Ireland and in
the UK),

- paid a grant to the Faculty of Pathology to help it to meet some of the costs
incurred by it in hosting the International Liaison Committee of Presidents of
the Faculties and Colleges of Pathology,

- agreed to provide funding to various training bodies (e.g. Faculties of Public
Health Medicine and of Radiologists, ICHMT), in respect of "training the
trainer" courses,

-  provided funding for the ICGP’s General Practice Postgraduate Resource
Centre,

- agreed to subsidise the attendance of doctors and dentists at a course run in
UCD leading to the Certificate in Healthcare Informatics,

- continued to administer a scheme whereby NCHDs are reimbursed the fees
paid by them in respect of specified postgraduate examinations and courses,

- agreed in principle to support financially the RCSI plan to begin the phased
implementation of a national network of video conferencing.

- agreed to the proposal put forward by the Department of Public Health
Medicine and Epidemiology, UCD seeking assistance in establishing a
modular course or courses open to trainees in all specialties on issues related
to research.  The Board's agreement to funding is in respect of one year to
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enable the preparatory work to be undertaken.  It is the Board's wish that the
development of the proposal should take account of needs of trainees
nationwide and that the possibility of the course being made available outside
Dublin, through distance learning and/or physically, should be specifically
addressed in developing the proposal.

- the Board expressed the view that NCHD changeover dates should in future
be set for a nominated day (say 1st  Monday or Wednesday) in August and
February;  the Board's views on this matter were brought to the attention of
the Department of Health and Children, the Medical Council and the Health
Service Employers Agency,

- provided financial assistance to health boards, voluntary hospitals and
postgraduate centres to purchase teaching resources (see Chapter 6).

Flexible (i.e. Part-time) Training

2.14 The topic of part-time (including job-sharing) training in medicine is dealt with at
some length in the Board's previous Reports.  It is clear that it is possible to
successfully train on a part-time basis in many specialties.  It is also clear that there
is a demand for such training arrangements although this demand has not been
quantified.  The Board adheres to the view expressed in its previous reports that
part-time and flexible training can best be provided in an organised framework
where some person (or persons) has clear responsibility for its organisation and
where that person is sufficiently senior in status and knowledgeable to help resolve
any difficulties which may arise.  The training bodies have set out the criteria
which they will accept as regards part-time training.

The Board has acknowledged that individual doctors, however, found it very
difficult, to obtain part-time (or shared) training opportunities.  The Board felt that
the principal reason for this was because there was no organised framework and
that the various steps which a young doctor has to take are first of all not well
known and are in any event time consuming.  The Board recommended that the
following measures should be adopted as an initial step towards rectifying this
position -

- the organised profession should establish and maintain an up to date
register of doctors who are interested in training on a job-shared basis,

- the professional training bodies should nominate a person (or persons) to
liaise with and advise young doctors interested in training on a part-time
basis with a view to helping such doctors with the processing of their
applications,

- the employing authorities should jointly develop a protocol or procedure
for dealing with applications for part-time or shared  training
arrangements and individually nominate persons to deal with such
applications and to continue to be available to liaise with successful
applicants.
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The measures recommended above did not result, however, in the greater
availability or take up of part-time training.  This was a matter of concern to the
Board.  Following further consideration, the Board agreed in mid 2001 that it
would seek funding from the Department of Health and Children to enable it to
establish a pilot scheme on flexible (i.e. part-time) postgraduate medical and dental
training.  The purpose of flexible training is to retain within the health service
doctors who might otherwise leave because they are unable to train on a full time
basis.  Flexible training allows and facilitates trainees to work less than full-time in
posts that are fully recognised for training and have the educational approval of the
Training Bodies.  Where a postholder expresses the wish to train flexibly steps
should be taken to accommodate the request.  In constructing its proposed scheme
the Board took the following decisions–

•  it should be modelled closely on the arrangements which apply in Northern
Ireland,

•  it should embrace a variety of training arrangements e.g. in supernumerary
posts or job sharing and/or partnerships in existing posts,

•  in its initial phases its scope should be confined to specialist and senior
registrar training, but could be extended later to general professional
training,

•  the Board should have the fund holding role and initially funding should be
sought for the equivalent of 10 fulltime salaries, which would allow on
average two flexible trainees per major specialty group;  if the demand
were such the Board would seek to expand those numbers at an early date;
in the event of there being a very big demand for flexible training it should
prove possible, however, to accommodate such training within the existing
complements for NCHD posts rather than by creating additional
supernumerary positions,

•  the Board should appoint, on a sessional basis, a medically qualified
Director for the pilot scheme,

•  all the training bodies and the employing authorities be asked to nominate
flexible training co-ordinators/advisers,

•  all flexible training programmes/placements require educational approval
from the relevant Training Body, the length of the training programme is
usually extended pro-rata of a full-timer so that an equivalent training is
completed,

•  the process for appointment to a training post to be the same for both full-
time and flexible applicants.  Entry to be through competition and judged
on merit alone.  Once candidates are notified that they have been selected
for training they may then apply to the Postgraduate Medical and Dental
Board to be considered for flexible training.  For a trainee to commence
training in a part-time capacity funding, educational approval, hours of
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work and the agreement of a Hospital/ Health Board to accept a flexible
trainee have to be organized,

•  senior or specialist registrars (Sen/SpRs) or those hoping to enter those
grades should seek advice from the PgMDB’s Director of Flexible Training
as soon as they decide that they may want to spend a period of their special
training working flexibly,

•  the PgMDB’s Director of Flexible Training would be responsible for
ascertaining whether an individual's request for flexible training is based on
well founded individual reason,

•  having established eligibility the PgMDB’s Director of Flexible Training
would determine the feasibility of acceding to the request,

•  if funding is identified for a supernumerary flexible training post the Board
will fund lOO% of the basic salary cost including the employer's PRSI
contribution and costs relating to indemnity and training allowances/grants.
Funding for additional sessions approved for job partnerships will be
allocated on the same basis.  Funding will be allocated to the relevant
Health Board or Hospital for payment of the trainee's salary.  The
responsibility for funding the payment of overtime will rest with the
employing authority,

•  the administrative processes and arrangements of the pilot scheme should
undergo a major review after a period of three years.

Further details on the proposed scheme are set out Appendix 6.

The Board is pleased that its proposals received the financial backing of the
Department of Health and Children. Dr. W. Blunnie was appointed, following
competition, to be the first Director of the scheme.  He took up the position on 1
December, 2001.  The Board will advertise shortly in the medical press announcing
the commencement of the pilot scheme and inviting enquiries and applications.

As indicated in the Board's earlier reports training on a part-time or shared basis
can be done successfully.  It needs careful organisation and monitoring.  To pursue
one's entire postgraduate training on a part-time basis would indeed be a truly
formidable and daunting undertaking that few would recommend.  It is probable
that most people who would wish to train on a part-time basis would wish to do so
for part of their postgraduate training.  The Board is very pleased that its pilot
scheme is about to commence.  The Board aided by its newly appointed Director of
Flexible Training will monitor its implementation and effectiveness.

Specialist Training in General Practice

2.15 In 1990 there were five recognised vocational training schemes for general
practice in the country.  The annual intake of trainees to those schemes was 28.  It
was widely acknowledged that this intake level was far below national
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requirements.  In the period covered by the Board’s Third Report very significant
progress was made in increasing the availability of general practice specialist (or
as it was then called ‘vocational’) training.  In the years 1991 to 1993 five
additional training schemes were established, and the annual output from all
schemes increased to 55 trainees per year.  The Board was pleased to have been
instrumental in bringing about those increases.

The past five years has seen the schemes created in the early 1990s consolidate
their position.  The Board has also welcomed the appointment in February 2000 of
a National Director of Specialist Training in General Practice.  In its Third Report
the Board said that there would continue to be a need to keep the numbers in
training under review.  There is now an emerging consensus that the output from
the training schemes needs to be expanded considerably.  Other issues relating to
specialist training in general practice for consideration in the period immediately
ahead concern the length of such training and the balance to be struck between the
various component parts of that training.  There is a need to consider whether the
balance between hospital based and the general practice based components of the
training schemes should be altered.  In general trainees currently spend two years
in approved hospital posts together with one year in approved training practices,
but a number of schemes have now altered the duration of training to four years
and the extension of training to 4 and 5 years is under active consideration by all
other schemes.

The current policy of the Irish College of General Practitioners (ICGP) aims for
an extension of training to 5 years incorporating 3 years in General Practice /
Primary Care and 2 years general professional training.  The College has also
advocated that single stem General Practice Training should be introduced in a
joint basis between the 3 main postgraduate colleges.  The ICGP has also
proposed an annual expansion of trainee intake to 100 over the next 2 years and
prioritised General Practice manpower / training.  Expansion is taking place
incrementally (the intake of trainees increased by 10 to 65 in 2000) and at the time
of writing a new five year scheme ( with an annual intake of six trainees) based on
UCD Department of General Practice and the East Coast Area Health Board is
being established.

The Board continues to have “hands-on" experience in relation to the organisation
and administration of General Practice Vocational Training.  The Board funds half
the costs of the Training Programme based on the RCSI.  The Board's Chief
Officer is a member of the Steering Committees of the Schemes based in the
Eastern Region, Midlands, Mid-West, North-East, South-East and West.  The
annual trainee intakes to the 65 places on all 10 schemes are assigned to the
individual schemes through a matching scheme operated by the Board.  The
Board is also pleased that it was able to provide £58,000 in the past four years in
grants to various general practice training schemes to purchase teaching resources
such as audio visual equipment, videos and books.
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2.16 General Practice Postgraduate Resource Centre

In the period 1996 to 2000 the Board has provided £920,000 in funding for the
operation of the General Practice Postgraduate Resource Centre by the Irish
College of General Practitioners

The Centre’s role involves

# the further development, professionalisation and co-ordination of
structures and programmes in postgraduate education and training for
general practice,

# the development of new programmes/courses to the highest standard,

# the delivery of such programmes/courses in a friendly and acceptable
manner to general practitioners,

# responding to the education/research needs in a more efficient and rapid
manner,

# making provision for local/regional/national quality assurance initiatives
including peer review and practice audit,

# responding to the needs of state bodies in the area of postgraduate
education and research,

# the development of appropriate linkages with other educational/training
and research bodies, both national and international,

# the provision of advice on service needs and/or health service planning.

Examples of some of the activities being undertaken by the ICGP and its
Postgraduate Resources Centre are

•  The appointment of Skills Fellows in women’s health, information
technology, immediate care, minor surgery and palliative care

•  A Quality in Practice Programme which is an educational resource for
doctors involved with the development of educational packages and
background material covering common problems in general practice

•  Distance learning programme,

•  Quality assurance/research

•  The organisation of a wide range of training courses and seminars, for
example on immediate cardiac care, immediate trauma care, minor
surgery, palliative care, drug treatment programme, computerisation in
general practice.
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2.17 1995 Survey of House Officer and Registrar Career Aspirations and Views on
Postgraduate Training

The previous Board decided to conduct a survey in October, 1995 of the career
aspirations of all house officers and registrars and of their views on postgraduate
training.

Questionnaires were distributed to all the 2,101 registrars and house officers.  The
questionnaire contained a total of 48 questions relating to existing posts held and
previous employment history, training in existing posts, learning opportunities and
career counselling.

A total of 1,453 (69%) questionnaires were returned.  The survey was the biggest
of its type ever undertaken of the views of registrars and house officers in this
country.

The results of the survey were published and circulated shortly before the existing
Board members were appointed.  The findings of the survey identified many
issues which needed attention e.g.

•  799 (56%) House Officers and Registrars had not received a job
description

•  829 (57%) of House Officer and Registrar posts were not in rotational
training schemes

•  50% of respondents when asked to assess the training in their current posts
rated it as less than ‘Good’

•  59% of respondents felt training in Medicine was less than ‘Good’;  the
corresponding % for Obstetrics/Gynaecology and Surgery were 56% and
54% respectively

•  68% said they did not know whether a particular person had been
designated to be responsible for their training

•  37% said that they were not allocated any time within the working week
for postgraduate study

•  985 (69%) of House Officers and Registrars considered they had
insufficient or no time for personal study

•  27% rated the supervision of their patient management as less than
‘Good’;  21 persons said such supervision was non-existent

•  25% said that they were inadequately trained for the procedures they are
expected to perform;  [The 7 most frequently cited procedures being (a)
various surgical procedures (36 citations), (b) central line access (30), (c)
management/treatment of psychiatric patients (27), (d) chest drain
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insertion (26), (e) lumbar puncture (25), (f) cardiac pacing (24), (g)
intubation (20);  lumbar puncture was most frequently indicated in this
regard by Irish respondents (being mentioned by 23 Irish NCHDs)
followed by Central Line Access and Management/Treatment of
Psychiatric patients each being mentioned by 21 Irish NCHDs]

•  Commenting on the learning opportunities in their existing posts 55%
indicated that formal teaching sessions in their own hospitals did not exist
and 52% did not have the opportunity for special teaching rounds/case
conferences

•  10% of all respondents said they spent over 50% of their time on work
inappropriate to NCHDs, 24% spent over 35% of their time on such
inappropriate tasks

•  61% rated the library facilities at current hospital as less than ‘Good’ - 90
persons (6%) saying such facilities were non existent

•  66% rated the computer facilities at their hospitals for research purposes as
less than ‘Good’ and indeed 27% said such facilities were non-existent

•  85% of Irish respondents hoped to undertake some postgraduate training
abroad with 46% saying that there were better training facilities abroad
and 55% were of the opinion that they would improve their job prospects
in Ireland if they trained abroad

 
•  43% of Irish respondents said they would like to make their medical career

in Ireland but do not think it would be possible due to lack of job
opportunities

•  44% felt that the career advice they have been given was less than ‘Good’

•  43% said they had been given no feedback (formal or informal) on
performance in existing posts.

The issues listed above, and many others, were brought to the attention of the
training bodies employing authorities, the Medical Council and the Department of
Health and Children.  The issues raised needed to be taken into account when the
training bodies set out to restructure their higher training schemes.  There is a
need for each training body to ensure that it has in place quality assurance
schemes that provide timely information on the processes of its training.  There is
a need also for periodic overviews on the training processes available nationally.
Now that structured reformed higher training schemes have been introduced in all
specialties consideration will be given by the incoming Board as to when a new
national survey could best be undertaken.
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CHAPTER 3

The Board and Continuing Professional Development and
Education in Medicine

3.1 In its Third Report the Board said that continuing medical education (CME)
may be defined as all educational activities which relate to improving medical
care, which occur after qualification and are not specifically directed towards
passing examinations or fulfilling vocational or specialist training
requirements.  The Board also stated that CME applies to all members of the
profession whether they work in hospital, general practice, public health
medicine, industry, the civil service or wherever.  In short, if a doctor is
working he/she needs CME.

Financing of Continuing Education

3.2 The remit of the Postgraduate Medical and Dental Board includes the
promotion of the development of postgraduate continuing medical education
and the co-ordination of such developments.  As indicated in previous reports
the Board believes that such education is essential and the need for appropriate
funding is inescapable.  Continuing education is necessary to maintain and
improve competence. Continuing education is an essential component of
professional life, and is necessary for continued efficiency, effectiveness and
morale.  The provision of future and updated expertise is very much part of
sound economic planning.  Medical staff must be enabled to participate in
continuing education on a regular on-going basis.  Similarly there is no doubt
that ongoing investment in medical libraries and in audio-visual facilities must
be maintained, holdings updated and improved.  The Board pointed out in its
Third Report that without such an approach the standard of Medicine would
gradually decline thus affecting the ultimate welfare and care of patients.

3.3 In its previous five year Reports published in 1985, 1990 and 1996 the Board
indicated that each employing authority (i.e. health boards and voluntary
hospitals) should have a specific budget for postgraduate medical and dental
education.  The Board now reiterates that view.  The Board again strongly
urges that an enlightened approach should be adopted by employing
authorities in ensuring that an investment continues to be made in maintaining
and developing the expertise of their medical staffs.  Without such an
approach the maintenance of standards would be seriously jeopardised.
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3.4 In general the Board feels that courses, seminars, organised by different bodies
should be self-supporting e.g. by fees payable by or on behalf of those
attending.  Health Boards and hospital authorities are empowered to pay or
contribute towards the costs of Continuing Education of doctors employed by
them.  The Board has already recommended that health boards and voluntary
hospitals should make adequate budgetary provision for the continuing
education of their medical and dental staffs.  The Board is strongly of the view
that budgetary provision should be made to finance the level of continuing
education which the Department of Health and Children has traditionally been
prepared to approve and which is incorporated into the contracts of consultants
- this provides broadly for leave with pay and recoupment of course fees (if
any) and travelling expenses in respect of attendance at courses and
conferences to a limit of seven days in each year and attendance at clinical
meetings of societies appropriate to the officer's specialty, again with a limit of
seven days in one year.  It should be a matter for each employing authority in
consultation with its medical staff to decide on the expenditure from its
continuing education budget within certain guidelines.  Guidelines for the
operation of specific budgets for continuing education were detailed in its
previous Reports, and included the following-

(a) preference should be given to courses within the country, unless there is
knowledge or techniques to be learned abroad which are not available in
this country.

(b) In considering applications for help for visits abroad preference should
be given to:-

i) Persons who wish to attend meetings with a major educational
content - particularly scientific meetings of the major specialised
societies - or who wish to study new and important techniques
which are not available in this country.

ii) Persons who are engaged in providing continuing education.
(Consultants going abroad should be expected to report on their
visits to their own departments).

iii) Persons who are asked to read papers at conferences.

(c) In considering applications to go abroad health boards and voluntary
hospitals should ask themselves:-

i) is the primary purpose of the course the continuing education of
those attending?

ii) is all or a substantial part of what the applicant can learn at the
course likely to be of benefit to him/her in the carrying out of
his/her duties?

(iii) will the cost represent an undue proportion of the funds available or
could they be distributed to greater advantage?
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iv) is the course of a type to which the applicant would normally elect
to go even at his/her own expense?

(d) For the purpose of acquiring new skills and techniques associated with
the introduction of new services, a hospital may consider it necessary to
allow some of its staff to attend special courses.  The Board considers
that time devoted to such work should not be counted as normal study
leave.

3.5 The revised Consultants Contract introduced in 1991 indicated that it is the
duty of each consultant to take the initiative in relation to a programme of
continuing medical education relevant to his responsibilities both as a
practising consultant and as a manager of resources.  The contract recognised
that the extensive benefits that accrue from continuing medical education
include the maintenance of the highest standards of service for patients,
efficient network arrangements for patient care, rapid assessment of medical
advances, and excellent training for non-consultant medical support staff.
Employing authorities in recognition of the importance of continuing medical
education for consultants, agreed to provide, following consultation with
individual consultants, an appropriate level of resources to facilitate the
pursuance of continuing medical education on a systematic basis.  The contract
said that the method of allowing for the expenses involved will be such as to
facilitate and support the efforts of the consultant involved.  In addition to the
existing monies then available under this heading a further earmarked fund of
£500,000 per annum was allocated for this purpose.  It was agreed that the
requirements for individual consultants in regard to continuing medical
education would be assessed and determined in the context of his/her practice
plan.   The Board welcomed the establishment of a special fund for continuing
education as part of the consultants' new contract.  In a short submission to the
Review Body on Higher Remuneration in the Public Sector the Board, in July,
1995, asked that the Review Body would recommend a standard CME package
for all consultants which it should price realistically.  It further asked that the
Review Body recommend that study leave entitlements and required locum
cover should be provided especially for consultants in smaller hospitals who
have the least on-site opportunity for CME.  The Review Body was also asked
by the Board to recommend that all hospitals should have on site core library
facilities.  In the Board’s view all consultants should have equal financial
support to attend the CME programmes and in its view the points made in the
submission to the Review Body and summarised above remain valid today.

3.6 In its Third Report the Board remarked that continuing medical education,
especially outside of general practice, tends to be less structured than specific
training leading towards accreditation.  By and large in Ireland it is organised
by clinical societies and other interested groups.  Leave to attend and financial
assistance may be provided by employing authorities and there is also funding
from the pharmaceutical industry.  Employing authorities must live up to their
obligations in this regard.  The Board wishes now to repeat that employing
authorities should and indeed must budget therefor.
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Grants Paid by Board

3.7 The health boards and various voluntary hospital authorities have the primary
responsibility for the provision of adequate finance for the continuing
education of their medical and dental staff.  Nonetheless, the Board would hope
to be in a position on occasion to provide some assistance.  When available
such financial assistance from the Board normally takes the form of a grant to
help towards the purchase of some teaching equipment or other resource. Such
equipment or resources would, of course, be also available for programmed
training as well as for continuing education and it has already been indicated to
health boards that where they are grant-aided by the Board to purchase
equipment they must make facilities available to allow private practitioners
avail of the equipment concerned.  While the Board may not be able to
guarantee the availability of grants every year it was able to pay grants in the
period 1996 to 2001 to health boards, hospitals and to postgraduate centres
amounting to €554,298.  These grants were designed not only to help towards
the purchase of teaching equipment but also in a number of cases to help to
upgrade library facilities.

Co-ordinators of Postgraduate Education

3.8 Chapter 4 deals with the role and functions of the Co-ordinators of Postgraduate
Education engaged by the Board.  It will be seen that their involvement with
the organisation and provision of continuing education includes: -

- initiation, development and, in some instances, organisation of
continuing education programmes in various hospitals - the programmes
referred to here cover the full range of continuing education activities
including regular specialty conferences, journal clubs, research seminars,
mortality conferences, occasional symposia, annual meetings (e.g. study
days),

- participation in the development, management and administration of
postgraduate centres and in the organisation of the programmes of
activities in such centres.

General Practice Continuing Education Schemes

3.9 The Board's First Report set out the background leading to the submission to it
in 1980 by the then Irish Institute of General Practice of proposals for a
national structure of continuing education for general practice.  In summary
these proposals were based on the appointment of a national network of 20-25
general practitioners as part-time tutors to organise, promote and conduct
continuing medical education amongst their 1,800 plus general practitioner
colleagues.  The proposals produced by the Irish Institute of General Practice
aimed to overcome the deficiencies common to continuing education by:-
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(  i) Providing the co-ordinating and organisational framework for existing
and new educational activities.

( ii) Motivating general practitioners by actively promoting continuing
education rather than by compulsion or inducement.

(iii) Providing a comprehensive system to reach all general practitioners
and not just "the enthusiasts".

( iv) Establishing an ever-increasing pool of educational skill.

(  v) Accepting the discipline of the essentials of planning a programme of
continuing education as outlined above.

( vi) Adding to the existing didactic lecture programmes by establishing
small groups of general practitioners (6-8 in each) and approaching
individual general practitioners to participate in active learning
programmes.

(vii) Evaluating the acceptability of the proposals among the profession
and their educational effectiveness in terms of success and outcome.

In submitting its proposals in 1980 to the Postgraduate Medical and Dental
Board for consideration, the Irish Institute of General Practice proposed that
the Board fund a pilot study or studies to test their effectiveness.  The Board
agreed to this suggestion and subsequently agreed to a proposal from the
Institute that it fund a pilot study for a period of two years based on an area in
South-West Cork - this period was later extended by a further six months to
permit the completion of a full second year of educational activity and allow
sufficient time for completion of a report and assessment of same.  The area
chosen for the pilot study was south and west of Blarney.  It is largely a rural
area with a number of small towns.  It was then served by 65 general
practitioners with their centres of practice separated by a maximum distance of
80 miles.  Dr. Michael Boland, a general practitioner in Skibbereen, was
appointed as part-time tutor and this pilot study effectively commenced at the
beginning of April, 1981.

It had been agreed that in the initial months, the tutor would have the tasks of
devising specific objectives for the study and of establishing as many small
groups of general practitioners (6-8 in each) as possible which would meet on 8
or 9 occasions per year.  The tutor would also have the task of co-ordinating
the activities of the small groups to complement the lecture programme of the
clinical society in the area.

3.10 The first thirty months of the pilot study are described in some detail in
paragraph 3.14 of the Board's First Report.  Information is provided on
motivation and response, numbers of groups established, determination of
learning needs, methods used by the groups and the content thereof, assessment
and feedback, funding and monitoring.  56(86%) of the general practitioners in
the area agreed to join in small group learning activity.  Seven groups of eight
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doctors in each were established, meeting monthly, eight times per year.  The
overall monthly average attendance at the group meetings was 35, i.e. over
63% of those who had joined or 54% of all doctors in the area.  Nearly 60% of
the doctors in the area attended more than half of their scheduled 13 monthly
meetings held during the period to summer 1983.  Experience showed that a
group of eight is perhaps somewhat too small when account is taken of the
unavoidable absences of some members from some meetings.  Following a
review based on the experience of the first 30 months the group size was
increased from 8 to a maximum of 12.

3.11 The Board's First Report also relates the first twelve months experience of a
similar pilot study commenced in Waterford in July, 1983 and mentions that a
third scheme commenced in October, 1984 in the West Midlands.

3.12 The Leeuwenhorst European Working Party (which was a grouping of European
general practitioners aiming to promote general practice as a discipline by
learning and teaching) in its 1980 statement 'Continuing Education and General
Practitioners' said "We see the small group as the most appropriate method for
most of the established practitioner's learning needs".  In its report published in
August, 1984 the Working Party on the General Medical Service said that the
"most effective form of continuing education for general practitioners is
medical audit” and in a later paragraph referring to the Pilot Studies in West
Cork and Waterford the Working Party recommended "that this mode of
provision of continuing education be developed and expanded to the point
where all doctors who are able and willing to participate have the opportunity
to do so".

3.13 The Postgraduate Medical and Dental Board welcomed and supported this
recommendation.  Indeed in April, 1984 the Board had already indicated to the
Department of Health and to the Irish Institute of General Practice that it
wished to encourage the expansion of such continuing education programmes
and that it supported the concept that there should be a national network of
such schemes.

3.14 In the period since 1984 the Board has continued to lend its support to the
concept of the development and maintenance of a national network of GPCME
schemes.  A total of 33 schemes have been established - the fourth scheme was
set up in Sligo in 1985; 6 schemes were established in 1987 based on
Carlow/Kilkenny, Cavan/Meath, Louth/Monaghan, Mayo, North and East
Cork, Dublin (William Stokes and Mount Carmel ICGP Faculty areas) and in
1988 three schemes were established based on Cork City, Limerick and Dun
Laoghaire/Merrion.  15 Schemes were established in the years 1991-1993 as
follows:-  1991:  Bray, Dublin (ICGP Faculty areas:  Corrigan, North Dublin,
West Dublin/Kildare), Kerry;  1992:  Clare/North Tipperary,  Donegal,  Dublin
(ICGP Faculty areas:  Merrion, Dublin South-West), Wexford;  1993:  Cork
City (2nd scheme), Dublin (ICGP Faculty area:  William Stokes/Mount Carmel
-  2nd scheme), East Midlands, Galway and Laois/Offaly.   In 1996 the 29th

scheme, which was based on Tipperary, was established and the 30th scheme
was formed in 1999 when the then existing North and East Cork scheme was
subdivided.  3 further schemes were established in January 2002 with the
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subdivision of the existing schemes in Donegal, Galway and Kerry, as reported
in the Board's Second Report a further important step in the development of the
national network was also taken in 1986 with the decision to appoint a National
Director for the GPCME schemes (paragraph 3.16 refers).  The general
practitioners holding posts as tutors at January, 2002 are listed beneath.

Bray:

Dr. Philip Sheeran-Purcell, Apollonia Dental & Medical Centre,
Apollonia, Ashford, Co. Wicklow

Carlow/Kilkenny:

Dr Tom Foley, 'Tullomgrange', Leighlinbridge, Co. Carlow

Cavan/Monaghan:

Dr. Illona Duffy, Swan Park. Monaghan

Clare:

Dr. Michael Harty, Kilmihil Health Centre, Kilmihil, Co. Clare

Cork City:  (Scheme A)

Dr. Mary Favier, 3 Sydney Villas, Sydney Place, Cork

Cork City:  (Scheme B)

Dr. Tom English, Broad Lane Family Practice, 72 Great William
O'Brien Street, Blackpool, Cork

East Cork:

Dr. Brian Jordan, Rathellen, Baneshane, Midleton, Co. Cork

North Cork:

Dr. Harry Casey, Medical Centre, 15 Beecher Street, Mallow, Co. Cork

South-West Cork:

Dr. Martin Lane, Chapel Lane, Bandon, Co. Cork

Donegal:  (Scheme A)

Dr. M.J. Cooke, Health Centre, Glenties, Co. Donegal
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Donegal:  (Scheme B)

Dr. Kevin Quinn, Arranmore Island, Co. Donegal

Dublin:  (William Stokes/Mount Carmel - Scheme A)

Vacancy

Dublin:  (William Stokes/Mount Carmel - Scheme B)

Dr. Claire McNicholas, 5 Bushy Park Road, Rathgar, Dublin 6

Dublin:  (ICGP North Dublin Faculty area)

Dr. Mel McEvoy, 138 Collins Avenue, Dublin 9

Dublin:  (ICGP Corrigan Faculty area)

Dr. Austin O'Carroll, 53 Mountjoy Street, Dublin 7

Dublin:  (ICGP West Dublin & Kildare Faculty areas)

Dr. Mary Archer, 123 River Forest, Leixlip, Co. Kildare
Dublin:  (Merrion ICGP Faculty area)

Dr. Cathy Cullen, 99 Wesbury, Stillorgan, Co. Dublin.

Dublin:  (South-West)

Dr. Liam Quigley, Glenfield Family Practice, 20 Glenfield Avenue,
Clondalkin, Dublin 22.

Dun Laoghaire:

Dr. Paul Lacey, 1 Lower Glenageary Road, Dun Laoghaire, Co. Dublin

East Midlands/Roscommon & Longford:

Dr. Kevin Flanagan, Keon’s Terrace, Longford

Galway:  (Scheme A)

Dr. Declan Larkin, 1 Ashleigh Grove, Ballymoneen Road,
Knocknacarra, Galway

Galway:  (Scheme B)

Dr. Conor Hanrahan, Roundstone, Connemara, Co. Galway



40

Kerry:  (Scheme A)

Dr. Gary Stack, Park Road. Killarney, Co. Kerry

Kerry:  (Scheme B)

Dr. Pat Daly, 5 Lower Main Street, Castleisland, Co. Kerry

Laois/Offaly:

Dr. Mary Sheehan, Bellair, Clonaslee, Co Laois

Limerick:

Dr. Mel Fullam, Bishop Street, Newcastle West, Co. Limerick

Louth/Meath:

Dr. John McKeown, 'Cill Eoin', North Commons, Carlingford, Co.
Louth

Mayo:

Dr. Pat Durcan, Dillon Terrace, Ballina, Co. Mayo

Sligo:  (Sligo, Leitrim, Roscommon)

Dr. Frank Hayes, 1 Wine Street, Sligo

Tipperary:

Dr. Liam Meagher, Killenaule, Co. Tipperary

Waterford:

Dr. Alasdair FitzGerald, 6 Kincora Way, Collins Avenue, Waterford

West-Midlands:  (Ballinasloe, Loughrea, Ballygar, Athlone, Moate, Birr.etc.)

Dr. Annette Jennings, Marina House Medical Centre, Ballinasloe, Co.
Galway

Wexford/Avoca:

Dr. Mark Walsh, Mount Elliott, New Ross, Co. Wexford

The Board wishes to express its appreciation to the following who have also
held appointments as Tutors for various periods during 1997 to 2001:  Drs. J.
Delap, Coolock:  P. Doherty, Monaghan:  C. Donovan, Cork:  R. Doyle, Bray:
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H. Finnegan, Ballinasloe:  M. Griffin, Limerick:  M. Houston, Ashbourne:  J.
Latham, Dublin:  T. Lynch, Moyne:  B. Mahon, Delvin:  D. Mahony,
Dungarvan:  M. McCarthy, Sandycove:  P. McGrath, Tallaght:  P. Moran,
Celbridge:  D. Murphy, Kilkenny:  T. Murray, Goatstown:  B. Norton, Ballybay:
D. O’Cuill, Dundalk:  N. O’Farrell, Glasnevin:  B. Rochford, Clonnel:  and G.
Wheeler, Ennistymon.

Job Description and Conditions of Service of GPCME Tutors

3.15 Tutors are appointed following competition for an initial period of two years,
subject to review.  They are responsible to the Council of the Irish College of
General Practitioners (ICGP) and report to the National Director.  They will
normally remain in post for five years and are eligible to re-apply.

Tutors undertake to devote at least two sessions per week of their time to the
following activities:

- motivating all active general practitioners (GPs) in the designated area to
undertake CME including where possible participation in small group
learning and performance review,

- notifying all participating GPs, where possible by personal contact, of all
small group meetings.  A minimum of 10 hours of CME should be
provided directly by the tutor for each participant per annum.  A tutor
should ensure that at least 10 hours of formally organised accessible and
worthwhile CME is available to GPs in his/her area,

- providing a curriculum for all the small groups in consultation with the
participants, with the National Director and with other providers of CME
within faculties in the designated area.  Where necessary tutors will
prepare material for discussion and/or use prepared material from other
sources.  Copies of all material used should be forwarded monthly to the
National Director CME,

- maintaining full attendance records of all meetings and returning these
monthly to the National Director.  These monthly reports should include
the number of meetings held, their format, the attendance at each
meeting, a copy of the agenda and material used, and any other relevant
comments,

- working closely with those who submitted the proposal for a tutor
(usually a local faculty or other representative GP group);  where
possible joining with them in the preparation of their educational
programme for the coming year which should be so constructed as to
enable the tutor to discharge his/her responsibilities,

- convening a local advisory committee composed of participants
(normally individual group leaders).  Advisory Committees should meet
2-3 times per year,
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- convening a local consultative group consisting of the tutor, the advisory
committee, the Co-ordinator of Postgraduate Medical Education
appointed by the Board, a representative of local faculty(s) of the ICGP
and other relevant CME organisers.  This group should help in the
planning of the curriculum, provide advice in relation to the ongoing
running of the scheme, and help to provide feedback from all the doctors
in the area.  The group should meet at least once a year,

- being available to attend national/regional tutors' meetings at least three
times per year and to attend courses relevant to their role as tutors,

- being available to serve from time to time on interview boards for new
tutors and on visiting teams evaluating other schemes,

- using methods of assessment to evaluate the benefits of the programme to
individual participants,

- co-operating with the Co-ordinator of Postgraduate Medical Education in
the area in organising multidisciplinary CME activities involving GPs.

- contributing regularly to the ICGP publication “Forum” making regular
presentations and/or organise sessions at national meetings, local study
days and submitting papers to international meetings.  Tutors should
work closely with the Clinical Standards and the Quality Assurance
Committees of the College.

The Board pays the Tutors' sessional fees (2 sessions per week) and their
travelling expenses.  The Board also makes a contribution towards their secretarial
and other administrative costs.  Tutors are provided at the outset with the means to
prepare and copy “typed” material.  The average cost per scheme per annum in
respect of fees, travelling and administrative expenses is of the order of £20,000
(€25,500).

3.16 Appointment of National Directorate for the GPCME Schemes

With monies specially provided by the Department of Health the Board was in a
position in 1986 to fund the appointment, under the auspices of the Irish College
of General Practitioners, of a National Director of general practice continuing
education schemes.  Following public competition Dr. Michael Boland was
appointed to the post for a three year period with effect from 15 September, 1986.
Following reviews and competitions Dr. Boland's appointment was extended for
further three year periods until March, 1997 when he was appointed Director of
the (ICGP) General Practice Postgraduate Resource Centre.  Following some
interim arrangements when the post was held on a shared basis by Drs. Finnegan,
McNicholas and Wilson Dr. H. Finnegan was appointed after competition, as
National Director with effect from 1 October, 1998.
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The Board and the ICGP further strengthened the co-ordination and monitoring of
the national network by the appointment with effect from 1 July, 1996 of an
Assistant National Director, who was recruited following competition, from
within the existing cadre of GPCME Tutors and assigned two additional sessions
per week.  Dr. Rita Doyle was the initial appointee to the post and the present
holder thereof is Dr. C. McNicholas who was appointed in November, 2000
having previously held it for brief periods in a locum or acting capacity,
sometimes on her own and on other occasions in a sharing arrangement with Dr.
P. Durcan.

Purpose of the National Directorate:

The purposes of the posts of National Director and Assistant National Director are
to provide at national level the administration, co-ordination, educational support
and assessment necessary for the efficient running of existing schemes within the
national network of GPCME schemes, and to encourage promote and develop new
schemes to complete the network.

The National Directorate's principal duties and responsibilities are -

(a) In relation to existing schemes:

(  i) to monitor the objectives, methods and curricular content of each
scheme on an annual basis.

( ii) to maintain a register of the number of GPs within each tutor's area,
the number and membership of all small groups and their attendance
records.

(iii) to assist in the education and training of small group leaders;  in co-
operation with the tutors arranging, where necessary, for national and
regional courses.

( iv) to establish the necessary national structures for tutors to meet and
formulate educational priorities in consultation with interested
statutory and academic bodies such as the Department of Health and
Children, the Board, the medical schools, and the Colleges, Faculties
and Institutes representing other professional colleagues.

(  v) to establish and keep up to date a bank of educational resources for
use by small groups including a library of simulated problems, patient
management problems, topic discussions and a relevant index of
review articles on subjects related to general practice.  To establish a
computer link with the RCGP on line search service and through it to
other larger data bases.  To maintain a list of GPs, Consultants, and
others with areas of special expertise willing to become involved in
education.
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( vi) to establish and maintain a system whereby group participants could
gather information about different aspects of their practice activity and
relay it confidentially for statistical analysis.  To process each doctor's
individual results and present them in an understandable form using
computer graphics together with national and area comparisons so that
they can be used as the basis for group discussion.  To liaise with the
GMS Payments Board for the purpose of using their practice profile
and prescribing information to supplement such data.

(vii) to arrange the regular visitation of schemes for the purposes of
continuing approval and funding by the Board.  To provide for the
nomination of visitors by the Board and the College.  To provide a
framework of assessment for their approval and use.  To ensure that
regular meetings of monitoring committees are held and that tutors'
reports are received.

(viii) to integrate the activities of the schemes with the educational policies
and activities of the ICGP and others involved in organising meetings.

(b) In relation to new schemes

(   i) to identify areas where new schemes might successfully be
established.

(  ii) to travel to all parts of the country to describe the advantages of small
group education, the principles of performance review and the
practicalities of establishing a scheme and becoming a GP tutor.

( iii) to keep under review the approved guidelines for selecting tutors and
to make the necessary arrangements for holding competitions for the
appointment of new and/or replacement Tutors.

(  iv) to advise newly appointed tutors on the establishment of groups, their
size and composition.  During the initial six month start up period to
assist in generating interest amongst the participants.

The National Director reports annually to the Board on the activities undertaken
and on the operation of the GPCME schemes generally.

As in the case of the Tutors, the Board pays the National Directorate's sessional
fees (five sessions per week in the case of the National Director and two sessions
per week in the case of the Assistant) and travelling expenses.  The Board also
contributes towards the secretarial and other administrative costs and has helped in
the purchase for it of teaching and secretarial equipment.

3.17 GPCME Schemes:  Summary of Activities

The first GPCME scheme funded by the Board formally commenced in 1981.
Thirty three schemes have now been established, four of which were created in the
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period since 1999.  All parts of the country are now served by the GPCME
network.

Tutors report regularly and in detail to the National Director on the progress of
their schemes.  The number of small groups formed by the Tutors has now
reached 126.  Average group size is currently 13 members and on average each
participant attends 3.8 monthly meetings per year.

The National GPCME Tutor Scheme is intended to serve the needs of all GPs.   A
key role for the tutor is to motivate his/her colleagues to participate in the
programme and join a group.  The total number of GPs participating is 1560,
which is an estimated 68 % of all GPs.

A very varied selection of methods are used by the small groups within the
GPCME schemes including Topic Discussion, Simulated Problem Cases (Short),
Simulated Problem Cases (Long), Problem Case Discussion, Video Recordings
(Outside Material), Medicolegal Matters, Specific Research Projects, Practice
Activity Analysis, Multiple Choice Questions, Random Case Discussion, Experts
sitting in, Experts Consulted (but not sitting in), The Doctor's Bag, Random
Prescriptions Review, Principles of Research, Content Planning, Theory of
Groups, The 'Check' Programme, The 'Case' Programme, Attitude Statements,
'Mea Culpa', Video Recordings (Own Consultations), Modified Essay Questions,
Equipment Review, 'Prompt' Cards, Review of Records, Practice Visiting, Skills
Training, Practice Management, Members' presentations.

In 1999 the “Quality in Practice” programme of the ICGP supported by Glaxo
Welcome through the ICGP Research and Education Foundation published a
handbook for GPCME tutors.

Education and training and ongoing support of tutors is achieved through the
Tutors' Workshop.  The workshop meets three times a year for an intensive
residential day and a half.  The aims of the workshop are to: (a) increase tutor
knowledge about small group educational principles, (b) increase group leadership
skills, (c) create an opportunity for tutors to try out new methods and subjects, (d)
provide the opportunity for tutors to view material that has already been used by
another tutor, (e) address both local and national issues that are important to the
work of a tutor, (f) allow outside agencies the opportunity of accessing tutors to
provide information or resources, (g) provide support and a social network to
tutors.  The work involved in the organisation of the academic and social content
of the workshop is considerable.  This is part of the work of the national and
assistant directors.  The educational content of the workshop is planned,
programmed and evaluated.  At the end of each workshop the weekend is
reviewed and any necessary changes arranged for the future workshops.  The task
of providing training in small group methods and leadership, curriculum
development, educational methods, and scheme organisation has become
increasingly complex.  In addition it has become impossible to respond to all the
requests from colleagues, policy makers and special interest groups for the
inclusion in their agendas of important new information or a renewed emphasis on
aspects of existing care.  The activities of the workshop include poster sessions to
display programmes delivered or planned; meetings of subgroups by region,
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degree of experience or special interest; and 'fishbowl' exercises where the task
and process of an inner small group of tutors is observed and commented on by an
outer circle.  Curriculum development and organisational matters are also
included.  Several observers have asked to attend the workshop and occasionally
outside resources have been invited.

The tutors seek to delegate the task of leading their groups to group leaders.
Recruiting leaders can be difficult as most GPs have little experience of group
leadership and feel inadequately trained for the task.  The availability of leaders
has varied greatly from one area to another.  Some 40 Group Leaders are in place.
Group leaders other than the tutor need both training and supervision.  This
training has been provided in two ways, either informally by the tutor where a new
group leader is briefed on the principles of peer group education and more
formally where training workshops has been held with the specific purpose of
recruiting and training future group leaders.  With a view to consolidating the
advances made to date and also with the aim of enhancing the GPCME Schemes
generally it is the Board’s wish to recognise the important role which has and can
be played by Group Leaders by the introduction of a monthly sessional payment.
It has asked the Department of Health and Children to consider this request
favourably.

It has been agreed that the small group meetings should be seen as a central part of
the ICGP faculty CME programme and not as a rival activity.  To give effect to
this decision GPCME tutors also function as the faculty education officers and sit
on the faculty Board.  Tutors now work with other faculty officers to prepare
annual programmes of CME which include the small group activity.

While attendance at local small group peer-review meetings remains the most
popular activity, GPs now have a menu of activities to choose from.  In addition to
the sources already mentioned, the ICGP, through the Postgraduate Resource
Centre, is now offering the individual GP an increasing array of courses and
programmes to satisfy the continuing professional development (CPD) needs of
most doctors.  There are Skills Courses in palliative care, minor surgery,
immediate care;  Distance Learning Modules in therapeutics and palliative care,
computer/IT courses for GPs and practice staff, Breast Check, cervical screening
information and training programmes (depending on location), smoking cessation
modules and “Helping patients with alcohol problems” modules, management
practice courses and practice staff training courses.  As faculty education officer,
the CME tutor works closely with tutors providing other courses to avoid clashes
in the curriculum.

Traditional lecture based CME continues to be provided by hospitals, clinical
societies and faculties of the ICGP.  GPCME tutors now have an important role in
working with others to co-ordinate these activities.  In some instances they have
been invited to assist in planning innovative annual hospital study days with very
positive results.  As mentioned earlier the ICGP has developed a number of skills
courses for GPs which are available to faculties.  GPCME tutors are in a position
to ensure that their small group programmes do not clash with other worthwhile
CME.
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GPCME tutors have been encouraged to work constructively with the GP units in
their areas.  This is particularly important where the policies of the units are to be
achieved by informing, educating, or increasing the awareness of GPs. Adequate
notice, good communication and co-ordination is essential here as elsewhere.

The national distribution of tutors has been largely successful but does require
constant review.  During the period covered by this Report four schemes, viz:
North/East Cork, Donegal, Galway and Kerry, because of their size, were
subdivided and four additional tutors appointed.  The Board is pleased that the
necessary funding for this purpose was made available to it.

In recent years some difficulties have been experienced in retaining existing
and/or in recruiting new Tutors.  The efforts of the ICGP in seeking to overcome
these difficulties is much appreciated and have shown quite an amount of success
in the past year.  However, some difficult recruitment problems persist and the
Board and the ICGP will need to explore further the underlying causes for this and
hopefully find solutions.  The need for a highly motivated national network of
GPCME Tutors will not only continue to exist in the future but will be even
greater than heretofore as progress is made in implementing the proposals in the
Health Strategy “Primary Care:  A New Direction” and with the introduction of
the Medical Council’s proposals relating to competence assurance.

Scheme visits (somewhat akin to the 'approval visits' which take place to
inspect/approve NCHD posts for training purposes)  are a very important element
in the evaluation of the programme.  Evaluation is undertaken by examining a
number of areas: (i) scheme background, (ii) organisation, (iii) funding, (iv)
attendances, (v) participants’ impressions, (vi) methods, (vii) personal
development of tutor, (viii) content, (ix) outcomes, (x) future plans.  Scheme
visiting is also an important part of the educational process of CME.  It: (a)
evaluates a CME scheme, (b) aids the existing tutor, (c) aids the national director,
(d) audits the quality and standards of the overall educational programme and (e)
trains new tutors.  To achieve this a substantial investment in manpower and
resources is required - up to 4 general practitioners visit each scheme and each
visit lasts a minimum of 9 hours.  A new tutor is usually visited two years after
appointment and other schemes are usually visited on three year cycle.  Thus the
aim is that at least five to six scheme visits take place on a yearly basis.  24 such
visits were completed between 1997 and 2001.

The visit reports provide detailed information on the schemes and give a general
indication of both the theoretical basis for this form of CME and the practical
difficulties in implementing it.  The reports generally contain sets of
recommendations dealing, inter alia, with organisational and educational matters.
While all of the recommendations relate specifically to the scheme visited, many
can have application to other schemes and in such cases form the basis of joint
action/study by the national tutors group.

The Board has made a substantial investment in the GPCME scheme with its
average annual expenditure on the schemes since 1996 amounting to almost
£467,000 (€593,000).  The Board continues to be pleased with the take up of CME
within the scheme but acknowledges that there is still room for improvement.  It is
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pleasing to record that the tutor network has and continues to generate
considerable international interest.  The dedication and professionalism of the
tutors and the national directorate are to be commended.  The Board is confident
that they will not allow complacency set in and will continue to be conscious of
the need to introduce and implement further systems of quality assurance and
quality improvement which the present Board, and no doubt its successors will,
wish to see developed.

Continuing Professional Development (CPD)

3.18 Internationally there is a move from continuing medical education (or clinical
update) to continuing professional development, including medical, managerial,
social and personal skills.

In an editorial1 in the BMJ in February 2000 du Boulay said that “Continuing
medical education is part of the process of lifelong learning that all doctors
undertake from medical school until retirement and has traditionally been viewed
by the medical profession in terms of updating their knowledge.  However, all
career grade doctors need skills that extend beyond updating their medical
knowledge in order to practise effectively in the modern NHS.  Such skills include
management, education and training, information technology, audit,
communication and team building.  These broader skills are embraced by
continuing professional development, which, in a welcome move last year, was
endorsed by the Academy of Royal Colleges.  Thus the colleges have now
accepted responsibility for both continuing medical education and professional
development of hospital doctors (with parallel arrangements for general
practitioners).  The task is now to establish schemes and develop methods that
both achieve the desired outcomes and are seen to do so.”

3.19 Further Definitions/Descriptions of CPD

1 In a working paper2 published in May, 1998 the then Standing Committee on
Postgraduate Medical and Dental Education [SCOPME] in England said that
CPD goes wider than CME (which it said was largely concerned with
clinical, specialty-based issues) as it is a process that assists clinicians to:

“
•  Achieve personal and professional growth;

•  Keep abreast of, and manage, clinical, organisational and social
changes that affect professional roles in general;

•  Widen, develop and change their own roles and responsibilities;

•  Acquire and refine the skills needed for new roles and
responsibilities or career development;

                                                  
1 BMJ 2000;  320 : 393-4
2 SCOPME 1998;  Continuing professional development for doctors and dentists.   A working paper.
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•  Put individual development and learning needs into a team and
multiprofessional context.

CME is a key element in this overall process and makes a significant
contribution to CPD, but it is not all of CPD.”

2 In a recent Declaration3 the European Union of Medical Specialists (UEMS)
defined CPD “as the educative means of updating, developing and enhancing
how doctors apply the knowledge, skills and attitudes required to their
working lives.  The goal of CPD is to improve all aspects of a medical
practitioner’s performance in his/her work.”

3 Peck4 writing in the BMJ in February, 2000 said that “Continuing
professional development is the process by which health professionals keep
updated to meet the needs of patients, the health service, and their own
professional development.  It includes the continuous acquisition of new
knowledge, skills, and attitudes to enable competent practice.  There is no
sharp division between continuing medical education and continuing
professional development, as during the past decade continuing medical
education has come to include managerial, social, and personal skills, topics
beyond the traditional clinical medical subjects.  The term continuing
professional development acknowledges not only the wide ranging
competences needed to practise high quality medicine but also the
multidisciplinary context of patient care.”

3.20 Some Recommendations made about CPD

1 In this paragraph a number of recommendations relating to CPD made by
SCOPME are quoted for information purposes.  Suitably adapted those
recommendations could and should underpin the development of CPD
policies to this country.  In its 1998 working paper already referred to
SCOPME made two overarching recommendations about CPD policies in
relation to hospital consultants and made more detailed recommendations for
action to be taken by, among others, NHS trusts and consultants.  These
recommendations are reproduced below.

Overarching recommendations

Trusts and health authorities should have sound policies for consultant
professional development as part of their core business and long-term
strategic planning in the NHS. These should include the appropriate
frameworks and processes and time for learning.  Trusts should also include
- priorities for, and the equitable use of, educational funding and study leave
allocations.  Evaluations of the results, particularly outputs and cost
effectiveness, should be a feature of these policies.

                                                  
3 UEMS 2001;  Based Declaration:  UEMS Policy on Continuing Professional Development.
4 BMJ 2000;  320 : 432-5
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Educational and career development support for consultants should be a
joint responsibility of the individual, the employer, the purchasers, and the
professions.  They should be encouraged to engage the universities and
other institutions of higher education in support of any initiatives at an early
stage.

Recommendations for trust chief executives and medical directors

Trusts should actively assist consultants to develop and pursue career
options and choices.

Continuing professional support processes should be set up specifically for
newly appointed consultants.  These should take account of their educational
needs and the values of the new consultant generation and enable them to
pursue the flexible career and learning pathways that they seek increasingly.

Well-resourced, local, professional development frameworks should be
created for established consultants, making it possible for them to anticipate
and respond to changing professional demands, trust needs, patient
expectations and shifts towards multiprofessional working.

CPD processes should be created for experienced consultants which allow
them to be retained in the service during mid or late career through
changing or extending their roles as opportunities arise.

All consultants should have access to, and time for, regular developmental
reviews.  Support for this should be provided in the form of time and
resources to prepare for the review, for educational and career planning
and for participation in relevant CPD activities.

All trusts should examine the benefits of having a director of medical
education, the remit of whom should include consultant CPD.

Trusts should review the way in which local structures for managing audit,
R&D and education contribute to consultant CPD.

Trusts should consider how these local structures can be adapted to
facilitate multiprofessional/interprofessional learning using the improvement
of patient care as the entry point.

Recommendations for hospital consultants

Consultants should employ effective adult education approaches, based on
the principles of self-directed learning, regular self-evaluation, reflection
and systematic identification of learning needs, ideally leading to a personal
development plan.
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2 In 1999 SCOPME published a report “A strategy for continuing education
and professional development for hospital doctors and dentists “in which it
expanded its views on CPD as follows.

“
•  CPD is the individual component of a collective process focused on

enhancing professional and clinical effectiveness.  Clinicians pursue
careers within the setting of a practice community, and it is through
participation in the practices of that community that careers are
advanced and service innovation developed.  It is the capacity of the
practice community to provide and support opportunities for
innovation, experiment and change which lies at the heart of CPD;

•  CPD is a process belonging to the individual clinician that has to be
complemented by a collective perspective which recognises that
development of the individual is embedded in the development of the
practice community;

•  CPD should respond to service requirements rather than be seen to
be in conflict with them;

•  CPD should be linked to a general process of review, at trust and
directorate level, of all career grade staff which will allow regular
and prospective planning of a clinician's educational needs and
review of their past achievements.  Such a process, which may
include formal arrangements for appraisal - however this shall be
defined - should be given serious consideration as an alternative to
current methods of validating the commitment of doctors and dentists
to continuing education”.

Continuing Professional Development and Education: Concluding Remarks

3.21 Substantial progress has been, and continues to be made, in structuring continuing
medical education for general practitioners.  In its previous Reports the Board
noted that structuring of CME for other medical practitioners had not been
undertaken on the same scale and indeed in many specialties it remained largely
unstructured.  The Board remarked that this lack of structuring represented a
serious gap in the overall organisation of postgraduate medical education.  The
Board strongly advocated that each professional training body should consider the
development of a planned approach to the delivery of continuing medical
education.  The Board acknowledges that all Irish professional bodies have now
adopted policies relating to continuing medical education and have put in place
procedures for recording the level of participation in same - the general
arrangements are outlined in Appendix 7.   As a general rule participation is on a
voluntary basis, although it is mandatory for certain staff.  Most systems are based
on the accumulation of credits over a five year cycle.  All training bodies use a
diary or other recording/monitoring systems.  In the policies adopted CME
activities are categorised and in certain instances minimum targets are to be met
within certain categories and in others a ceiling is placed on the number of credits
which may be obtained in certain categories.  All Irish professional training bodies
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have stated that they will require evidence of satisfactory participation in
continuing medical education from all those wishing to be involved in the
education, assessment and examination of trainees.  The Board would wish to be
able to assist the Training Bodies in their endeavours in this very important matter.

The period ahead offers a variety of opportunities, which should not be missed, to
greatly enhance the availability and the structure of continuing education and
development for medical staff.  The Medical Council is keen to introduce
competence assurance structures which are likely to utilise CME/CPD, peer
review and performance review.  There is a strong commitment in the recently
published Health Strategy “Quality and Fairness;  A Health System View” for the
development of a culture that emphasises the value of continuous learning and
improvement in the skills and experience of everyone working in the health
system.  There is, however, no escaping the fact that CME/CPD needs to be
properly resourced, both locally and at national level.  A specific budget to
support these activities must be maintained both by employing authorities and by
the agency responsible for their co-ordination and development.

The Board is a significant funder of the infrastructure for the delivery of
continuing education for general practitioners (both medical and dental).  For
other medical and dental practitioners there is at present an over-reliance on
industry for support for continuing education.  For the future the Board should
in consultation with the Medical Council and training bodies agree the
strategic and policy direction for the advancement of continuing professional
development and education, and it should be funded appropriately to enable
it to (i) co-ordinate and promote the development of continuing education for
all doctors and dentists and (ii) provide the financial support necessary for its
delivery.
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CHAPTER 4

Co-ordinators of Postgraduate Medical Education

4.1 The Board employs a regional network of Co-ordinators of Postgraduate Medical
Education.  The Board's previous reports traced the history of the initial
establishment of these posts.

4.2 The initial six appointments in 1977 were made on the basis of one each for the
Cork and Galway Regional Hospital Board areas and four for the Dublin Regional
Hospital Board area.

During the course of reviews in 1982 and subsequently, it became increasingly
apparent that as the Co-ordinators were employed on a sessional basis and because
of the concentration of non-consultant hospital doctors in Cork, Dublin and
Galway, it was becoming more and more difficult for the Co-ordinators to have
any real lasting impact outside of those three centres.  The Board, therefore,
decided to increase, on a phased basis, the number of Co-ordinators as soon as
finances allowed.  Additional appointments were made in 1983, 1984, 1986 and
1999 to the areas shown in the following table.

Year No. of Additional
Appointments

Functional Area

1983

1984

1986

1999

2

1

1

1

(a)  North-Western Health Board
(b)  South-Eastern Health Board

      Mid-Western Health Board

      North-Eastern Health Board

      Based in Tallaght and serving
      region of South-Western Area
      Health Board
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4.3 Co-ordinators in post at 1st January, 2002

ERHA and Midland Health Board areas:

Dr. W. McNicholas, St. Vincent's Hospital, Elm Park, Dublin 4.

Dr. F. O'Connell, The William Stokes Postgraduate Centre, St. James's Hospital,
James's Street, Dublin 8.

Dr. D. O’Neill, Robert Graves Postgraduate Centre, Tallaght, Dublin 24

Professor D. Powell, Mater Hospital, Eccles Street, Dublin 7.

Mr. D. Rawluk, Beaumont Hospital, Beaumont, Dublin 9.

Mid-Western Health Board area:

Mr. P.V. Delaney, Regional Hospital, Dooradoyle, Limerick.

North-Eastern Health Board area:

Dr. L. McEntee, Pinebrook Surgery, Trim, Co. Meath

North-Western Health Board area:  (filled on a job-sharing basis)

Dr. J. Smith, General Hospital, The Mall, Sligo

Dr. M. Lawler, St. Conal's Hospital, Letterkenny, Co. Donegal.

South-Eastern Health Board area:

Dr. R. Tait, Regional Hospital, Ardkeen, Waterford.

Southern Health Board area:

Dr. D. O’Halloran, ‘Knocknacool’, College Road, University College, Cork.

Western Health Board area:

Dr. Fiona Stevens, University College Hospital, Galway.
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4.4 The Board wishes to express its appreciation to the following who have also held
appointments as Co-ordinators of Postgraduate Education for various periods
since 1997:  Drs. J. Cooney, Cork;  S. Healy, Sligo;  J. Monaghan, Cavan and D.
O’Donoghue, Dublin.

4.5 Co-ordinators’ Duties, Responsibilities and Conditions of Service

The purpose of the post of Co-ordinator of Postgraduate Medical Education is to
aid the Board in the co-ordination and promotion of postgraduate medical
education.

Duties and Responsibilities

(a) to seek to co-ordinate and encourage the development of postgraduate
medical education, both at the level of programmed training and
continuing education,

(b) to help to stimulate learning by all trainees,

(c) to co-operate with the Board, the professional training bodies, the health
boards and the teaching hospital authorities in the promotion of
postgraduate education,

(d) to seek to identify the educational requirements of groups and individuals
and help in ensuring that adequate programmes are available to meet these
needs,

(e) to seek to ensure that adequate educational resources are available for
teaching and learning throughout his/her assigned area,

(f) to promote the development of educational expertise at all levels,

(g) to participate in the management and administration of postgraduate
centres, where such exist, and in the organisation of the programmes of
activities in such centres,

(h) to help the Postgraduate Medical and Dental Board in the development and
organisation of its career guidance programmes,

(i) to participate in the consultative groups which have the tasks of helping the
tutors on the General Practitioner Continuing Education Schemes in
curriculum planning, advising in relation to the ongoing running of those
schemes, and helping to provide feedback from the participants,

(j) to help to foster links between postgraduate medical education provided
for those who work in hospitals, general practice and public health
medicine,

(k) to undertake any special tasks or projects assigned by the Board.
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Reporting and Working Relationships

The Co-ordinators report directly to the Postgraduate Medical and Dental Board
and have a close working relationship with the professional training bodies, the
health boards and voluntary hospital authorities and work closely and co-operate
with one another.

Conditions of Service

The appointments are temporary and are for a period of three years which may be
renewed.  The current appointments are for the period to 30 June, 2002.
Remuneration is at the rate of two sessions per week.

Secretarial Services for the Co-ordinators

The Board has made arrangements with the various hospitals, health boards and/or
universities where the Co-ordinators are based to provide secretarial services for
them.

4.6 Illustrative listing of Specific Tasks undertaken by Co-ordinators

The main tasks undertaken by the Co-ordinators are set out in this paragraph.   It
will be appreciated that the emphasis differs from area to area but the listing
illustrates the position generally:-

(a) the organisation of

# basic science symposia,

# clinical science courses,

# regional medical, obstetrical/gynaecological and
surgical conferences,

# surgical pathology conferences,

# clinico-pathological conferences,

# inter-hospital postgraduate education meetings,

# seminars on topics relevant to general practice and
assisting local groups of general practitioners with
the organisation of continuing education
programmes,
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# postgraduate education programmes in various
hospitals, [the programmes referred to here cover
the full range of continuing education activities
including regular specialty conferences, journal
clubs, research seminars, mortality conferences,
occasional symposia, annual meetings (e.g. study
days), etc.,],

# various postgraduate lecture programmes,

# computer courses for doctors,

# pre Membership tuition courses and clinical
tutorials,

# a day release course for SHOs in internal medicine,

# seminars in research methodology.

(b) participation in the development, management and administration of postgraduate
centres and in the organisation  of the programmes of activities in such centres,

(c) maintaining liaison with hospitals outside their main bases and advising on the
development of facilities in such hospitals for libraries, continuing education etc.,

(d) providing career guidance to individual NCHDs and organising in Cork, Dublin
and Galway the career guidance fairs held under the aegis of the Board,

(e) exploration of educational needs, at local level, of doctors in various specialties,

(f) helping the Board in the conduct of various surveys,

(g) monitoring postgraduate education activities and facilities in their areas and
reporting on same to the Board.

4.7 Concluding Remarks

The Co-ordinators of Postgraduate Education continue to perform a range of
important functions on behalf of the Board.  They have helped in the initiation of
many worthwhile undertakings such as the Basic Science Symposia referred to,
the regional medical, obstetrical/gynaecological and surgical conferences and the
Career Guidance Fairs.  They continue to be aware of the many tasks which
remain to be tackled, time constraint continues to be an inhibiting factor as is a
shortage of finance.  The Co-ordinators are only too pleased, however, to hear
from hospitals or groups which might like some advice or assistance.  The most
effective way of delivering the functions performed by the Co-ordinators will
continue to be kept under review.  It is envisaged that many of the Co-ordinators’
tasks will be subsumed within the role of the senior postgraduate tutors which the
Board envisages appointing [see Par. 8.12]



58

CHAPTER 5

DENTISTRY

5.1 The Board has the same functions and responsibilities in regard to postgraduate training
in dentistry as in medicine.  These are to (a) promote the development of postgraduate
education and training and to co-ordinate such developments;  (b) advise the Minister
for Health and Children on all matters, including financial matters, relating to the
development and co-ordination of postgraduate education and training; and (c) provide
career guidance.

5.2 To advise it in its task of promoting the development of postgraduate dental education
and training and co-ordinating such developments the Board has appointed two special
committees and two sub-committees as follows:-

i) Dental Affairs Committee which has the task of advising the Board on all aspects
of postgraduate training in dentistry, other than continuing education.  The
membership of this committee, which is drawn from within the membership of the
Board is:  Mr. T. Holland (Chairman), Professor J. Clarkson and Dr. P. A.
Connellan and Mr. D. O'Shea.  To enable it to develop and introduce vocational
training in dentistry the Dental Affairs Committee established a Special Steering
Committee, the membership of which was Mr. T. Holland (Chairman), Professor
Clarkson, Drs. P.A. Connellan, B. Harrington, B. Murphy and P. Rigney.  Dr.
Harrington was nominated by the Irish Dental Association and Dr. Murphy and
Mr. Rigney were nominated by the Eastern and Southern Health Boards
respectively.

(ii) Continuing Dental Education (CDE) Committee: The remit of this Committee is
to advise the Board in relation to the promotion and co-ordination of continuing
education in dentistry, to suggest to the Board the criteria and standards for
continuing education in dentistry where this is not already a function of other
bodies and thirdly to oversee the work of the Board’s regional dental committees
(the broad function which is the promotion of continuing dental education within
their areas) and finally to examine on behalf of the Board special problems or
issues affecting or related to continuing education for dentists.   The membership
of this Committee consists of all members of the Dental Affairs Committee
together with Drs. M. Connolly, M. Delaney, P. G. Heavey, M. Houlihan, M.
Kenny, G. McCarthy, S. McMahon, J. Mullen, V.M. O'Connor, E. O'Flynn, G.
Papathomas and M. Quirke.  Dr. J. Mullen was nominated to the Committee by
the Society of Chief and Principal Dental Surgeons of Ireland, Drs. Connolly,
Kenny, McCarthy, McMahon, O’Connor and Quirke are the Chairmen of the
Board's regional dental committees in the North-East, Midlands, South/Mid-West,
North-West, West and South-East respectively and the other five persons named
earlier in this paragraph were nominated by the Irish Dental Association.  The
Board’s CDE Committee established a Sub-committee with the task of
implementing its accreditation policy (see paragraph 5.16).  The membership of
the Sub-Committee comprised Drs. Connellan, Flint (of the Dublin Dental
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Hospital) Holland, Houlihan, Mullen, O’Flynn and Tully (Course Organiser,
South East Regional Dental Committee).  Dr. G. Gavin, Chief Dental Officer,
Department of Health and Children attended the meetings of the Sub-Committee
in an observer capacity.

The Board is greatly indebted to the members of the committees and sub-
committees for the manner in which they have undertaken the tasks assigned to
them.  The Board wishes to express its particular appreciation of the contributions
made to its deliberations by the Chairmen of the regional dental committees and
by those members who were nominated by the Irish Dental Association, by the
Society of Chief and Principal Dental Surgeons of Ireland and by the Eastern and
Southern Health Boards.  The Board acknowledges the important contribution
made by M. O’Boyle, Mallow and D. O’Meara, Castlepollard to the deliberations
of the Continuing Dental Committee during the periods since 1996 when they
chaired the Regional Dental Committees in the South/Mid-West and in the
Midlands respectively.

Joint Committee for Specialist Training in Dentistry (JCSTD)

5.3 The Joint Committee for Specialist Training in Dentistry (JCSTD) draws its
Membership from the four Royal Colleges of Surgeons of the U.K. and Ireland, the
Specialist Associations, the Deans of Dental Schools and the (UK) Postgraduate Dental
Deans.  This country is represented by the Faculty of Dentistry.   The Dental Council,
the Chief Dental Officer and the Irish Committee for Specialist Training in Dentistry
have observer status on the Joint Committee.  The JCSTD has a number of Specialist
Advisory Committees (SACs) - in Oral and Maxillofacial Surgery, Orthodontics,
Paediatric Dentistry, Restorative Dentistry (comprising Prosthodontics, Endodontics
and Periodontics) Dental Public Health and the additional Dental Specialties (viz. Oral
Medicine, Oral Pathology, Oral Microbiology and Dental and Maxillofacial Radiology).
The RSCI through the Faculty of Dentistry has representatives on each of these SACS.

Faculty of Dentistry, RCSI

5.4 The Faculty of Dentistry of the Royal College of Surgeons in Ireland is concerned with
general professional training and postgraduate specialist training in Dentistry for which
it provides examinations and awards Membership and Fellowship diplomas.  For its
purposes under the Medical Practitioners Act, 1978 the Board has recognised the
Faculty of Dentistry.  An agreement was reached in 1984 with the Faculty regarding the
establishment of a special committee concerned with higher specialist training.  With
the agreement of the Board and of the Dental Council this Committee was reconstituted
in 2002 and redesignated as “The Irish Committee for Specialist Training in Dentistry”
(ICSTD).  It is a standing committee of the Faculty of Dentistry but with a broad
membership drawn from a wide spectrum of the Dental Community – i.e. the Faculty,
the Dental Schools, the practising profession, the Dental Council, representatives of
Specialist and Consultant groups, the Department of Health and Children, the PgMDB
and Trainees.  There is also representation from the JCSTD and the Northern Ireland
consultant groups.  The functions of the ICSTD are as follows:
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(i) inspect, recommend approval and oversee the conduct of specialist training
programmes in dentistry

(ii) advise the Competent Authority (Dental Council) as a body recognised by it
(the Dental Council)for the purpose of granting evidence of satisfactory
completion of specialist training [Dentist Act 1985, 37 (3)]

(iii) consult with and advise the appropriate bodies on training issues

(iv) ensure continued collaboration and reciprocal recognition of specialist
training programmes with other EU countries by continuing to liase with the
Joint Committee for Specialist Training in Dentistry (JCSTD) and other
similar EU bodies

(v) nominate a representative to the JCSTD

(vi) promote collaboration between all institutions involved in specialist training
in dentistry in Ireland with a view to promoting the highest standards

(vii) advise from time to time on the incorporation of additional specialities onto
the scheme.

The ICSTD has appointed advisory committees in Oral Surgery (OSAC) and
Orthodontics (OAC) in the first instance which have a similar role to the U.K.
SACs.

The Dental Council has determined that the Irish Committee for Specialist
Training in Dentistry shall be the body which it will recognise in the State for the
purpose of granting evidence of satisfactory completion of specialist training
[section 37 (3) of the Dentists Act, 1985].

Director of Specialist Training in Dentistry

5.5 During 2001 the Board agreed to make funding available to enable the ICSTD to
appoint, on a half time basis, a Director of Specialist Training in Dentistry.  Dr. B.
McCartan was appointed to the Director post, by competition, with effect from 1
November, 2001.  He is responsible, subject to the direction of the ICSTD, for the
strategic management and direction of Specialist Education and Training in Dentistry
including (i) development and management of the processes involved, (ii) development
and management of quality control systems, (iii) implementation of national policy
developments in relation to Specialist Training in Dentistry, (iv) co-ordination of
training process, (v) ensuring that Specialist Training policies and programmes are in
line with agreed Dental workforce policies, (vi) strategic liaison with relevant agencies.

The role of the Director will relate to Orthodontic and to Oral Surgery training
programmes initially and to the other Dental Specialties as and when recognised.
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Hospitals and Posts Approved for Training

5.6.1 General Professional Training

At this time the Cork Dental Hospital and Dublin Dental Hospital are approved
for general professional training required for the MFD and FDS (General
Fellowship) examinations.  There are 20 HO/SHO/Registrar posts recognised in
those hospitals.  The Faculty’s Hospitals Recognition Committee will shortly
arrange an inspection at Our Lady’s Hospital, Crumlin for 1 Paediatric Dentistry
SHO post and inspections will occur during 2002 in the Dublin and Cork Dental
Schools and the Maxillofacial Units in St. James’s Hospital, Dublin and
Limerick Regional Hospital for continued recognition by the Faculty of
Dentistry for its Membership and Fellowship Examination.

5.6.2 Specialist Training

Programmes in Higher Specialist Training in the Republic of Ireland have been
approved in Orthodontics, Paediatric Dentistry, Dental Radiology, Restorative
Dentistry, and Oral and Maxillofacial Surgery and in Oral Medicine.  Eleven
senior registrar posts are currently approved - 8 in Orthodontics, 1 each in Oral
and Maxillofacial Surgery, Prosthodontics and Restorative Dentistry.

The Dental Council has designated the National University of Ireland, Cork,
University of Dublin and the Royal College of Surgeons in Ireland as the bodies
recognised by it for the purposes of dental specialist training [section 34 (c) of
the Dentists Act, 1985].

St James’s Hospital, Dublin and units in the North-Eastern, South-Eastern and
Western Health Boards have current approval for specified periods of specialist
training.

Irish Organisations (other than the Board) involved with Dental Continuing
Professional Education

5.7 The Irish Dental Association through its various regional branches, the Dental Schools
in Cork and Dublin, the Faculty of Dentistry and a number of Specialist Societies all
contribute extensively to Continuing Dental Education not only to their respective
groups but also to the practising profession as an a whole.  The Board’s role in relation
to continuing education in dentistry is described in paragraphs 5.10 to 5.16 inclusive.

Special Considerations in regard to Dentistry

5.8 In its earlier Reports the Board stated that in many ways the position in regard to
postgraduate education in dentistry is similar to that in medicine, but acknowledged that
in addition there are several factors which make continuing education in dentistry, if
anything, more necessary than in medicine.  It is worth repeating here the principal such
factors enumerated in those reports:-
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i) Most dentists work in their own surgeries, many in relatively isolated areas,
the number of dentists is relatively small and they are not brought into
regular contact with colleagues as are many medical practitioners.  At 31
December, 2001 there were 2,004 dentists on the Dental Register of Ireland
– of these 56 are registered as specialists in orthodontics and 19 in oral
surgery.  About 400 dentists are employed in the health boards and dental
schools/hospitals, thus the vast majority are in private practice.

ii) Health Boards can contribute towards continuing education etc. for dentists
employed by them but, otherwise there has been no State aid for
postgraduate education in dentistry, with the exception of the help provided
directly by the Board to professional bodies and by the Board and the health
boards to the regional dental committees established by the Board.

iii) There is not in Dentistry, as in Medicine, a pre-registration year during
which a graduate can gain increased practical experience.

iv) There is only a very small number of hospital posts where graduates can
obtain practical postgraduate experience. [Furthermore up to 1999 no
vocational training posts existed in this country – as will be seen from
paragraph 5.17 this position has now changed but the number of vocational
trainees currently in post is just 13 and is unlikely to increase beyond 30 in
the immediate future].

v) Continuing education for dentists must include a large proportion of
participatory and “hands-on” courses as new techniques and the use of new
materials and equipment can frequently be learned only by work with
patients.

5.9 Outline of Board's activities in relation to Dentistry

5.9.1 One of the first reports considered by the Postgraduate Medical and Dental
Board when first appointed in March, 1980 was one prepared in January, 1980
by the Dental Committee to the former Council of Postgraduate Medical and
Dental Education.  That report dealt with all aspects of postgraduate education
and training in Dentistry, but was particularly concerned with continuing
education.  The conclusions and recommendations of that report were
summarised in the Board’s previous reports.

5.9.2 The main recommendations in the report concerned the establishment and
funding of regional committees to promote continuing education in dentistry.
These proposals and the actions taken in relation to them are discussed in
paragraph 5.11 and subsequent paragraphs.  During the period since the
publication of the Board’s Third Report in mid 1996 three further Regional
Dental Committees have been established, located in the East, Midlands and
North East, thus completing a national network of such committees.

5.9.3 The report referred to in paragraph 5.9.1 recommended that “Subject to the
development of suitable programmes of training and an agreed need for more
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dental consultants, we consider it desirable that there should be increased
provision for Programmed Training in this country.  We consider schemes of
training desirable not only to enable dentists to obtain training in this country,
but also because of the beneficial effects schemes of training can have on the
general practice of Dentistry.  We recommend that the Irish Committee on
Higher Training in Dentistry should enter into discussions on the matter with
the Department of Health and the new Postgraduate Medical and Dental
Board”.

In the period covered by this report increased attention has been paid to the
development of specialist training in dentistry.  As indicated in paragraph 5.4
the Irish Committee for Specialist Training in Dentistry (ICSTD) has been
reconstituted.   The Board has made funding available to it which has enabled
a Director of Specialist Training in Dentistry to be appointed.  The Department
of Health and Children has indicated that increased funding will be made
available for specialist training and the Dental Council has, with the consent of
the Minister for Health established a Register of Specialist Dentists with two
divisions:  oral surgery, orthodontics.  The Board welcomes the commitments
in the recently published Health Strategy “Quality and Fairness:  A Health
System for You” to the preparation and implementation of a plan for the
delivery of specialist dental services on a prioritised basis and to approve areas
of specialisation in dentistry and to provide public funding for the
establishment of specialist training programmes in any additional specialist
areas recognised.

5.9.4 The costs of programmed training in Dentistry are met in the same way as in
Medicine.  The Board contributes to the financing of the Faculty of Dentistry
in exactly the same manner as applies to the other bodies recognised by the
Board.  The system of financing involved is dealt with in Chapter 6.

5.9.5 During the period 1 January, 1996 to 31 December, 2001 the Board's direct
expenditure on dentistry - related matters amounted to €1,285m (some 6% of
total expenditure) as follows:

PgMDB’s Direct Expenditure on Dentistry 1996-2001

Activity Amount (€)

Regional Dental Committees

Vocational Training

Faculty of Dentistry

CDE Accreditation

776,920

334,062

165,824

8,457

Total €1,285,263
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Further information on the Board’s expenditure on vocational training in
dentistry and the regional dental committees is given in paragraphs 5.15 and
6.10.4.

5.9.6 Reference is made in Chapter 3 to the need for all health boards and hospitals
to make adequate financial provision for continuing professional development
and education for the medical staffing.  Those comments apply with at  least
equal force to continuing professional development and education  in
dentistry, and all correspondence with employing and funding authorities has
made this clear.

Continuing Dental Education

5.10 As in the period prior to 1996 a particular focus of the Board's 1996/2001 activities in
relation to dentistry has been the development of continuing education.  Soon after its
establishment in 1980 the Board considered how best to promote continuing dental
education.  This appraisal or review arose from consideration of the 1980 report of the
Dental Committee of the former Postgraduate Council for Medical and Dental
Education.

Regional Dental Committees

5.11 The Postgraduate Medical and Dental Board adopted proposals in 1981 which
envisaged the establishment of a network of regional dental committees.  Stated in
general terms the objective of a regional committee is the promotion of continuing
dental education within its area.  Particular functions and activities to achieve this
objective of a regional committee are as follows: -

(a) Co-operation with other bodies involved in postgraduate dental education.  It
should co-operate with the Continuing Dental Education Committee (of the
Board) in trying to have implemented criteria or standards suggested by that
Committee, with local Dental Associations and, where appropriate, with Dental
Hospitals/Universities.  It is important that the Regional Dental Committees
should not be seen as in any way supplanting existing bodies within their areas.
Their aim should be not only to assist and encourage existing bodies, but to help in
co-ordinating their activities and in promoting additional activities.

(b) The general guidance of the activities of a Course Organiser and co-operation with
the Course Organiser in the advancement of postgraduate dental education in its
area.

(c) The making of recommendations to the Board’s CDE Committee as to the
developments necessary in its area.

(d) A consideration of the education needs of dental practice and of the relevance and
effectiveness of particular activities in meeting these needs.
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(e) An examination of the steps necessary to assure that the whole field of Primary
Care is covered over a period.

Co-ordinator and Course Organisers, Regional Dental Committees

5.12 The Eastern Regional Dental Committee employs a part-time Co-ordinator and each of
the Board’s other Regional Dental Committees employs a part-time Course Organiser,
whose general duties are to promote and encourage continuing dental education at
individual, group and regional level, to liase with all groups interested in such
education, to make recommendations to the regional committee on local needs, to
provide continuing dental education as appropriate and to be involved in the assessment
of the relevance and effectiveness of different courses and activities organised within
the functional area of the regional committee.  On 31 December, 2001 there were six
posts of Course Organiser (one each in the Midlands, North-East, North-West, South-
East, South/Mid-West and in the West) and one post of Co-ordinator in the East.
Following are the names of those who held the posts on that date: -

•  L. Buckley, University Dental School and Hospital, Wilton, Cork.
•  W. Cosgrave, 7 Cannon Row, Navan, Co. Meath.
•  B. Flanagan, Wine Street, Sligo.
•  S. Flint, School of Dental Science & Dublin Dental Hospital.
•  J. Lee, Dental Clinic, Arden Road, Tullamore, Co. Offaly.
•  D. Tully, St. Andrew’s Terrace, Newtown, Waterford.
•  M. Walshe, Dental Dept., General Hospital, Roscommon.

The Board wishes to express its appreciation to the following who have also held
appointments as course organisers of regional dental committees for various periods
since 1996: N. Farvardin, Mullingar and P. McCabe, Oranmore.

Number, Location and Establishment  of Regional Dental Committees

5.13 The proposals originally adopted in 1981 envisaged the establishment of 5 regional
committees, based on Dublin, Cork, Galway, the North West and the South East.
Financial constraints dictated that a phased approach had to be adopted in establishing a
national network of regional dental committees.  When the Board’s Third Report was
published in 1996 the Board had established, in partnership with the relevant health
boards four regional dental committees vis:  North-West in 1983, South and Mid-West
in 1984, South-East in 1986 and Western in 1987.  As indicated in two of its previous
Reports the Board recognised that the proposals for a network of regional dental
committees would need modification before being implemented in a region embracing
the functional areas of the (then) Eastern, Midland and North-Eastern Health Boards.
Following reviews the Board was satisfied that a single regional dental committee
covering that entire area would find it very difficult to be responsive to the needs of all
dentists it would seek to serve.  The Board was convinced that the establishment of
separate regional dental committees in the East Midlands and in the North-East would
provide a much more effective structure for those areas.  The Board is pleased therefore
that with the additional monies made available to it in 1996 and in 1998 it was enabled
to provide the necessary funding to establish those three additional regional dental
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committees.  The Regional Dental Committee In the North-East held its first meeting on
12 June, 1996, appointed its Course Organiser with effect from 10 October, 1996 and
held its first course in December of that year.  The Midland Regional Dental Committee
held its first meeting at the end of June, 1996, appointed its course organiser with effect
from end February, 1997 and held its first course in May, 1997.  The inaugural meeting
of the Eastern Regional Dental Committee took place in November, 1998, during which
the members agreed that there would be a greater emphasis by their Committee on the
co-ordination of courses than is the case in other regions.  They agreed to appoint a Co-
ordinator.  Following public advertisement and competition he took up duty on 1 June,
1999.

The regional committee based on Dublin serves Dublin, Kildare, and Wicklow;  the
committee based on Cork serves the Southern and Mid Western Health Board areas; the
other committees serve the health board areas in which they are located.  It is not
intended however that there should be a rigid division by areas and dentists are free to
attend courses or activities outside their own areas if they wish.

Membership of Regional Dental Committees

5.14 The Board's wish is that while the membership of a regional committee should be small
it should be as representative as possible of the dentists in the area being served.   In
general it is felt that there should be about 5 private dental practitioners and 3 public
dental officers together with one member of the Continuing Dental Committee of the
Postgraduate Medical and Dental Board and one health board representative on each
regional committee.  It is recognised that in some instances local circumstances might
make it desirable to vary these numbers.  The dental schools are represented on the Cork
and Dublin based regional committees.  The membership of the regional committees
established to date conforms to the general scheme set out in this paragraph.

Summary of Activities (1997-2001) of Regional Dental Committees

5.15 The six regional dental committees in the Midlands, North-East, North-West,
South/Mid-West, South-East and West have between them organised some 316 courses
in the period January 1997 to December, 2001 (see Appendix 8).  Those 316 courses,
which have been held in a total of 35 venues, have attracted total attendances of 4,708
dentists.  Course topics have included Crown and Bridge, Cross Infection Control,
Dental Materials, Endodontics, Paedodontics, Preventive Dentistry, Periodontics, Resin-
Bonded Bridges, Osseointegration, Other Restorative, Hepatitis B/AIDS, Oral Surgery,
Orthodontics, Occlusion, Oral Cancer, Pharmacology, Veneers, Aesthetic Dentistry,
Emergencies in the Dental Surgery, Implants, Dentine Bonding, Dental Radiographs,
Relative Analgesia, Stress, Computers in Dentistry, Health and Safety in the Dental
Surgery, Employment legislation, Practice Management, Treatment of the medically-
compromised patient, Fluoridation, Nutrition and the Updates referred to later in this
paragraph.  Various course types have been adopted e.g.: lecture programmes,
participation/demonstration courses, evening lectures, extended 'hands-on' courses,
video-conferencing.  A number of time-limited informal study groups have been
established from time to time in the North-East, North-West, South/Mid-West and in
the West.
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Library information services have been operated by the regional dental committees in
the North-West, South-East and in the South and Mid-West.  A dental video-loan
service has also been operated in the South and Mid-West.  On occasion some regional
dental committees have published in booklet form and widely distributed the
presentations made at their courses.

A particular feature of the programme in the South and Mid-West has been the number
of Dental Updates which have been held.  The concept of the updates is to provide
current knowledge on dental subjects to the practising dentist by means of a series of
short lectures given concurrently at a local meeting.  These lectures are condensed
information given by experts on the subject.  They are of 15-20 minutes duration; a
number of different subjects can be covered in a session of say 2 hours.   At the end of
the session the participating dentists are encouraged to question the speakers who come
together and hold a seminar for 20 minutes approximately.  The Dental Update
programme has also resulted in a number of time limited ad hoc study groups being set-
up in local areas.  Updates have been held in the following venues:  Bantry, Charleville,
Cork, Dunmanway, Ennis, Killarney, Limerick, Listowel, Mallow, Midleton, Nenagh,
Thurles and Tralee.

The Regional Dental Committee in the South and Mid-West is establishing a data
transfer and conferencing facility to its outlying areas.  There has been an increasing
demand for an emphasis in providing “hands on” courses.  Many of the regional dental
committees publish and circulate newsletters to the dentists in their areas.  The Regional
Dental Committees survey periodically the dentists in their areas to elicit information on
perceived needs and preferences for topics, formats, location and timing of future
courses.  The Eastern Regional Dental Committee has taken the lead role in developing
the segment of the Board’s website which seeks to co-ordinate and provide information
on continuing dental education activities being organised.  The site provides a wealth of
information on forthcoming CDE events and while its principal focus initially was on
events taking place in the greater Dublin area its scope has been extended so that any
organisation in the country organising a CDE activity may have advance information in
relation thereto posted on the web.

Most of the organisational costs of the regional dental committees are met by the Board.
These costs include the sessional payments of their Course Organisers and Co-
ordinator, their travelling expenses and those of the members of the regional dental
committees (who generally meet about 4 to 5 times a year) together with a contribution
towards the administrative/secretarial costs provided by the health boards and by the
Cork and Dublin Dental Schools and Hospitals.  The Board has also provided grants,
amounting to almost €77,300 in the period 1997 - 2001, towards the purchase of some
teaching aids.  The Board's total expenditure on regional dental committees in the
period amounted to €690,500.  More information in regard to the Board’s funding of
regional dental committees is given in paragraph 6.10.4.

The Board is pleased to take this opportunity to pay tribute to the work undertaken by
the regional dental committees under their chairmen and assisted by their Course
Organisers/Co-ordinator.  The Board is very satisfied that by their combined efforts all
involved continue to contribute significantly to stimulating the growth of continuing
dental education in a very cost effective manner.
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Continuing Dental Education Accreditation

5.16 Shortly before the publication of its Third Report in 1996 the Board adopted a policy
relating to recognition of participation in continuing dental education activities.  The
following principles and procedures underpinned that policy:  (a) CDE is essential, (b)
participation in CDE should be on a voluntary basis, (c) incentives should be available
to encourage participation in CDE, (d) the accreditation system should be based on the
accumulation of credit points, (e) CDE accreditation should be time limited, (f) an
Accreditation Body/Committee should be established by the Board, (g) for the purposes
of CDE accreditation, courses, seminars etc. will in the future need to be evaluated - [in
developing policies and procedures for this it should be possible to draw on the
experience of other agencies and professions both at home and abroad], (h) the Board
should issue CDE accreditation certificates - such certificates were seen as an
encouragement and incentive to participate, (i) account must be taken of access to CDE,
(j) if a recognition system is introduced "due credit should be given to the many dentists
who have made CDE part of their professional lives without seeking any recognition to
date".

The Board’s Sub-Committee given the remit to bring forward proposals for the practical
implementation of a policy on "Recognition for participation in CDE" based on those
principles and procedures reported in March, 1996.  It proposed a non bureaucratic
system which could promote continuing dental education through a system of
accreditation.  It envisaged that participation therein would be voluntary and non-
threatening and should be developed in such a way as to gain maximum acceptance,
support and participation from its inception.  The Board endorsed and accepted the
proposals.  The present Board and its Continuing Dental Education Committee were
therefore pleased when the Board’s financial allocation for 1998 provided specifically
for the establishment of a CDE Accreditation Programme.  The members of the Board
and of the CDE Committee appointed a special Sub-Committee to make the practical
arrangements for the introduction of the accreditation system and to seek the support of
the dental profession.  Among the practical arrangements which had to be made were
the development of a database and operational arrangements for the recording of credits,
the seeking of support from the dental profession and the enrolment of individual
dentists.  The Sub-Committee was keen that the system should be operational as quickly
as possible.  The scheme was formally established on 1 January, 2000.  The principal
operational decisions taken by the Sub-Committee are set out in appendix 9 and could
be summarised as follows

•  The initial accreditation cycle, which would be of two years duration, would
commence in January, 2000

•  Certificates of CDE Accreditation should be awarded in 2002 to those
participating dentists who attain 30 CDE credits in the previous two years;
thereafter certificates to be awarded on an annual basis to those who attain 30
credits in the preceding two years,

•  One credit is earned in respect of each hours participation in approved/
recognised verifiable CDE activities in Ireland or abroad.
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•  Persons or organisations organising CDE activity notify the Board of the names
of those who attend.

The dental profession has responded very enthusiastically to the establishment of the
CDE accreditation system.  By mid-February, 2002 a total of 1,344 dentists have
enrolled in the scheme – this represents 67% of all registered dentists [or 69% when
adjusted to take account only of registered dentists with addresses in the State].  Again
at mid-February 2002 attendance returns have been received in respect of 400 separate
CDE events held in the preceding two years, which attracted attendances by some 1,358
individual dentists (including 227 who have not enrolled to date to participate in the
accreditation scheme).

It is intended that the first tranche of CDE Accreditation Certificates will issue soon
after the end of March of this year, with the recipients being those participating dentists
who have attained 30 verifiable CDE credits in the period since January, 2000.  403
dentists have attained 30 (or more) such credits as at 20 February, 2002 and it is likely
that this figure will grow further in the period to end March 2002.

A further tranche of certificates will be issued mid year to other participating dentists
who did not have 30 credits at 31 March but who at 30 June, 2002 have acquired 30
credits in the preceding two years.  From 2003 onwards, as a general rule, certificates
will be issued around March or April to all participating dentists who have acquired 30
credits over the two preceding calendar years.

Vocational Training in Dentistry

5.17 In its Third Report in 1996 the Board set out the background which led it and the Dental
Council to set up a joint working group to bring forward proposals for the establishment
of vocational training in dentistry in this country.  The working group completed its task
in March, 1993.  The report recommended, inter alia,:

•  A pilot scheme on vocational training in dentistry should be established

•  The training period should be one calendar year

•  The total number of trainees involved should be about ten in the first instance

•  The pilot scheme should be designed to test the feasibility of introducing, on a
national basis, vocational training specifically designed for Irish general dental
practice.

The proposals prepared by the joint working group were endorsed by the Board and
submitted to the Department of Health in April, 1993 for approval and funding.  The
Board was pleased therefore when its financial allocation in respect of 1998 provided
funding specifically for the “the establishment of a pilot scheme in vocational training
to reflect the training requirement of vocational trainees in the Health Board dental
services”.  The Board then established a Steering Committee to (i) undertake the
preparatory work necessary to develop a scheme and (ii) to oversee the organisation and
conduct of the scheme when established.  The preparatory work involved was quite
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considerable and included

•  agreeing on

# the exact nature of the scheme

# the criteria for the appointment of trainers

# the intake levels

# salary and grant levels for trainees and trainers

•  the appointment of a Co-ordinator

•  the development of an academic day release course

•  the appointment of trainers and trainees.

The original proposals submitted by the Board had envisaged a scheme designed to test
the feasibility of introducing vocational training specifically designed for Irish general
dental practice.  The Department’s initial agreement to funding indicated that the
scheme should reflect the training requirement of vocational trainees in the health board
dental services.  The Board is pleased to report that following further discussions with
the Department of Health and Children and with the dental profession it was possible to
reach agreement that the Board’s pilot scheme would have the aim to provide a
transitional year for newly qualified dental graduates to help prepare them for either
general dental practice or the public dental services.  It was agreed, therefore, to
introduce an innovative pilot scheme combining training placements in both general
dental practice and in the public dental service with a first intake in September, 1999.

The Board appointed with effect from 6 April, 1999 Frank Ormsby, BDS, DGDP (UK)
to be the Co-ordinator for the pilot scheme, his current commitment is for four sessions
a week and he is responsible to the Board for the overall promotion and co-ordination of
the pilot scheme.

The hope was to have an initial intake of six and that the training locations would be in
the greater Dublin and Cork areas in the first year.  The aim of commencing the scheme
in September, 1999 was met but due in the main to difficulties encountered in recruiting
suitable trainers the initial intake of trainees was three and they were assigned to
training placements in the Dublin area.  In September, 2000 eight trainees were
recruited and they were assigned to training posts in Dublin and in the North-Eastern
and South-Eastern Health Board areas.  The trainee intake was increased further to
thirteen in September, 2001 and all health board regions are now involved in the
Scheme.
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Outline of Principal Features of Board’s Pilot Scheme on Vocational Training in
Dentistry

5.18 # Board’s financial allocation for 1998 provides for the development of pilot study
on vocational training.

# During 1998 and 1999 Board reaches agreement with Department of Health and
Children and with the dental profession on the nature of a pilot scheme.

# In April 1999 Board appoints Co-ordinator for the scheme.

# In 1999 the Postgraduate Medical and Dental Board (PgMDB) establishes a pilot
scheme for vocational training in dentistry

# Participation in the Scheme is voluntary.  The pilot scheme was rolled out with an
intake of 3 in September 1999, 8 in 2000.  There are currently 13 new graduates
on the third year of the Scheme, which commenced in September 2001.  The
female:male ratio this year is 12:1.  There is an almost even split between Dublin
and Cork graduates, with no graduate this year, on the scheme from outside these
two dental schools.  All Health Board regions are involved in the current scheme

# The aim of vocational training in dentistry is to provide a transitional year for the
newly qualified dental graduate to help prepare him/her to assume responsibility
for the running of a general dental practice or a public dental service clinic and to
acquire more efficiency in the skills and competencies required in the delivery of
comprehensive primary dental care.  It should provide a supportive environment
for the new graduate in which he/she can adapt to the demands of general dental
practice or the health board dental service

# Vocational Training lasts twelve months and each trainee on the scheme is placed
with suitable trainers in both private practice and in the health board dental service
- two days per week in each training setting.  Trainees also attend weekly
academic sessions

# The PgMDB is the employing authority for trainers who are in private practice
and pays a grant of £5,000 [€6,348.69] to each training practice.  Income
generated by a trainee while attached to the private practices accrues to the
practice

# The PgMDB also pays a grant of £5,000 [€6,348.69] to health boards in respect of
each trainer provided by them to help the health boards in question to replace the
service deficit resulting from the trainers commitment to vocational training and to
recoup a payment of £2,460 [€3,123.56] to each health board trainer.

# The health boards are the employing authorities for all trainees (VDPs).  The
salary level for the post of VDP is £24,750 [€31,426.06] from 1 October, 2001.
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Review of the Vocational Training Pilot Scheme

5.19 The Board committed itself to review the pilot scheme within three years of its
establishment.  The review has now been completed and the full report thereon is
reproduced at Appendix 10.  The principal recommendations arising from the review
are as follows -

# Vocational Training should be established nationally on a permanent basis

# The existing format of the training scheme based on a weekly schedule of two
days in private practice, two days in the health board dental services and one day
at an academic course should be maintained,

# In each health board area there should be, on an ongoing basis the equivalent of
one health board training post per community care/dental area, providing a pool of
at least thirty posts

# The ultimate aim should be to provide vocational training for all graduates of Irish
dental schools with a short-term aim to increase the intake level to 25 for the
training year commencing September, 2003 and to increase it further to 30 the
following year,

# Arrangements should be made to periodically uprate the trainer grants,

# An increase in the number of trainees above 15 will require additional day release
courses and additional co-ordination sessions,

# For the purposes of eligibility to sit the MFDS/MFD examinations, training and
experience gained in vocational training should be accorded the same recognition
as that gained in clinical posts in hospital, community practice and dental public
health approved for training by the Faculties of Dental Surgery/Dentistry of the
Royal Colleges of Surgeons in Ireland and of the UK.

# A small representative Steering Committee reporting to the PgMDB should be
given the responsibility of overseeing and developing vocational training.

As will be evidenced from the recommendations enumerated above the Board is
very pleased with what has been achieved to date in the pilot scheme.  Providing a
training scheme which places young graduates in a combination of, or, paired
training settings in the public dental service and in general dental practice is not
only novel and innovative but is also challenging.  The review of the pilot scheme
has demonstrated that this form of vocational training is feasible and attractive (41
newly graduated dentists sought places on it in 2001 and the number of
applications for the 13 trainer positions in general dental practice was 38, although
the number of general dental practitioners in Cork and Dublin offering themselves
as potential trainers continues to be low).  The Board strongly recommends that
vocational training in dentistry should now be established nationally on a
permanent basis and that the intake should be increased, on a phased basis, in the
short term to 30.  The Board will be seeking the requisite funding from the
Department of Health and Children to enable it to expand the scheme to that
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number of training places.  To make such an intake possible it will be necessary
for health boards to commit themselves to the provision of adequate numbers of
training posts, and difficulties in recruiting private practice trainers in Dublin and
Cork will need further attention.

The successful launch of the pilot scheme would not have been possible without
the hard work and commitment of many individuals.  The Board is indebted to its
Steering Committee, its Co-ordinator and most particularly to the trainees and
their trainers.  The Board is very appreciative of the support received from the
Department of Health and Children, the dental profession, the Health Boards and
the Dental Schools/Hospitals in Cork and Dublin.  The Board is also very pleased
to acknowledge the advice and encouragement received from the Northern Ireland
Council for Postgraduate Medical and Dental Education.

Dentistry: Concluding Remarks

5.20 The principal activities undertaken by the Board in the last five years in relation to
postgraduate training in dentistry are outlined in the preceding paragraphs.  The
highlights have been

•  funding the appointment of a Director of Specialist Training in Dentistry,

•  completion of the national network of Regional Dental Committees for the
provision and co-ordination of continuing dental education,

•  the establishment of a CDE accreditation system, and

•  the development and establishment of a pilot scheme of vocational training in
dentistry.

The Board is pleased with the progress which it has been able to achieve and looks
forward with confidence to its successors building on the initiatives which are outlined
above.  It is likely that when the next “end of term” report comes to be written
substantial further progress will have been made in the development of specialist
training in dentistry, the regional dental committees will have been further consolidated,
the CDE accreditation system will have been firmly established and will be developed
further by the introduction of quality assurance and quality improvement enhancements
and vocational training will not only be firmly established but greatly expanded and
consideration will have been given as to whether schemes of general professional
training in dentistry should be introduced.
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CHAPTER 6

Finance

6.1 Source of Board's Finance

Section 39(2)(d) of the Medical Practitioners Act, 1978 provides that the Minister for
Health may, out of moneys provided by the Oireachtas, make grants towards the
expenses of the Board.

6.2 Income and Expenditure

In the period 1 January, 1996 to 31 December, 2001 the Board's income amounted to
£16.731m (€21.434m).  The income received in 1996 amounted to £1,396.423 which
represented an increase of 17% over that received in 1995.  The Board's income in each
of the next five years increased by 27.2 %, 30.7 %, 29.7 %, 30.6 % and 8.8 %
respectively over that received for the preceding year.  At the time of going to press
notification of the Board’s grant for 2002 is awaited.

The Board's expenditure in the five year period 1996 - 2001 amounted to £16.490m
(€20.938m) - details are given in Table 1.  The increased grants received by the Board
during that period enabled it not only to maintain existing services and projects but also
to fund the following additional activities -

•  the development of higher training schemes in Medicine, Obstetrics and
Gynaecology, Occupational Medicine, Paediatrics, Pathology, Psychiatry,
Anaesthetics, Radiology and Surgery (financial assistance to training bodies for
specialist training has increased from £239,000 (in 1996) to £2.31m. (in 2001)
[an increase of almost 967%],

•  completion of the establishment of a national network of GPCME Schemes (see
Chapter 3),

•  many of the activities of the ICGP’s General Practice Postgraduate Resource
Centre,

•  the scheme whereby NCHDs are reimbursed fees paid by them in respect of
specified postgraduate examinations and courses,

•  the provision of communications skills workshops for NCHDs,

•  subsidisation of the attendance of doctors and dentists at a course run in UCD
leading to the Certificate in Healthcare Informatics,
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•  development of the Board’s website,

•  establishment three new regional dental committees,

•  establishment of an Accreditation System for Continuing Dental Education,

•  establishment of a Pilot Scheme on Vocational Training in Dentistry,

•  a new post of Director of Specialist Training in Dentistry,

•  a new post of Director for the Board’s pilot scheme on Flexible Training for
Specialist Registrars,

It is intended to maintain during 2002 the level of services and activities undertaken in
2001 and fund the:

- establishment of some additional GPCME Tutorships

- launch of the Board’s pilot scheme on flexible training for specialist
registrars

- further development of specialist training in dentistry

-  RCSI proposals to install a national network of videoconferencing
facilities for postgraduate medical and dental training

- subsidisation of the development of a research course in the medical
faculty in UCD.

6.3 Audit of Accounts

Section 21 of the Medical Practitioners Act, 1978 provides for the accounts of the Board
to be audited by an auditor appointed by the Minister for Health.  The Minister has
appointed the Comptroller and Auditor General.  The accounts in respect of the years to
31 December, 2000 have been audited and as required by the Act they have been
printed, published, put on sale and laid before each House of the Oireachtas.  The
accounts in respect of 2001 will soon be ready to be audited.
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TABLE 1

THE POSTGRADUATE MEDICAL AND DENTAL BOARD

Expenditure 1 January, 1996 - 31 December 2001

  €  
Salaries         774,382
Travelling and Subsistence          91,194
General Administration         359,231
Accommodation/Servicing         133,372
Rates and Insurance          22,778
Payments to Professional Bodies      7,855,587
     Anaesthetics    1,027,536  
     Dentistry       165,824  
     General Practice       282,826  
     Medicine    3,277,502  
               Hospital Medicine     2,617,690   
               Occupational Medicine        488,131   
               Public Health Medicine        171,681   
      Obstetrics/Gynaecology      152,500  
      Ophthalmology       19,081  
      Paediatrics      133,105  
      Pathology      159,256  
      Psychiatry      260,889  
      Radiology      180,989  
      Surgery   2,196,079  
Audit Fees         29,267
Career Guidance         29,435
CDE-Accreditation            8,457
Competence Assurance            6,349
Co-ordinators of Postgraduate Education      1,115,056
Flexible Training            2,396
General Practice CME      3,619,459
General Practice Postgraduate Resource Centre      1,110,608
General Practice Vocational Training         859,079
Grants to Health Boards and Voluntary Hospitals         253,853
Grants to Postgraduate Centres         300,445
Informatics          26,004
NCHD Communication Workshops         229,528
NCHD Refunds of Examination/Course fees to NCHDS      2,497,802
NCHD Surveys/Census          11,347
RCSI/IPA Management Course         433,489
Regional Dental Committees         776,920
Risk Management Diploma Course          57,773
Vocational Training in Dentistry         334,062

TOTAL    20,937,873
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6.4 Board's Finance Committee

The Board has appointed from within its own membership a Finance Committee to
advise it on all aspects of its financial affairs including: -

- monitoring expenditure on its behalf

- preparation of estimates and budgets

- advising on the cost implications of proposals submitted to the Board

- advising on financial policies to be adopted.

The members of the Finance Committee during the period covered by this report were
Drs. C.S. Macnamara (Chairman), P. A. Conellan, J. Daly, Professor J. Feely and Mr. G.
Watson.

Policy on the Financing of Postgraduate Education and Training

6.5 Board's functions in regard to financing of Postgraduate Education and Training

The Board has the function, after consultation with various bodies, of advising the
Minister for Health on all matters, including financial matters, relating to the
development and co-ordination of postgraduate medical and dental education.
Following these consultations it has been agreed that postgraduate education should be
financed in accordance with the policies set out beneath.  The policies deal with finance
under two main headings:-

(a) Programmed Training,

(b) Continuing Education.

PROGRAMMED TRAINING

6.6 Position of Professional Bodies

As indicated in paragraph 2.2 the Board accepts, in principle, that programmed training
should be under the immediate guidance of professional bodies.  The Board has,
however, been given the responsibility of promoting and co-ordinating the development
of postgraduate education, of providing career guidance and, as already stated, of
advising the Minister on financial matters.  To fulfil its functions, and with its overall
view of the situation of postgraduate education, the Board reserves the right to ask
questions, or to make suggestions on particular programmes, e.g. on programmes which
seem to depart seriously from the general trend, on numbers being trained and on co-
ordination between different programmes.  The general aim of the Board, however, is to
help and it anticipates that any differences of opinion between it and the professional
organisations can be solved amicably.  To fulfil its functions the Board has to exercise a
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general over-view of postgraduate education - subject to any criteria and standards laid
down by the Medical Council.  Its primary objective, however, is to help the
professional bodies and if it thinks that modifications in any programme are desirable it
proposes to discuss the matter with the body concerned to reach a solution acceptable to
both sides.  As indicated in Chapters 2 and 5 the Board has recognised eleven main Irish
professional bodies as filling major roles in programmed training.  Details as regards
these bodies are given in the chapters referred to.

6.7 Methods of Financing

The policies operated to date by the Board visualise broadly that:-

(a) contributions towards the expenses of professional bodies which would not be
applicable to any employing authority (health board or voluntary hospital) should
be paid directly by it,

(b) the agreed expenses directly related to trainees should be paid by the employing
authorities i.e. health boards and voluntary hospitals.  [However it is now the
Board’s view that its role in the supervision and regulation of postgraduate training
would be facilitated greatly if it held a substantial proportion of basic salary costs
of trainees].

6.8 Expenses payable by the Board

6.8.1 The Board assists the professional bodies in their exercise as national bodies, of
a general control over programmed training in the specialties dealt with by them.
The following are the types of expenditure in respect of which the Board helps:

(a) The organisational costs of the professional bodies in activities undertaken
by them in organising and running higher specialist training programmes,

(b) other organisational costs of the professional bodies in activities wholly or
substantially concerned with the development of postgraduate education in
a recognised specialty or sub-specialty.  These organisational costs relate
principally to general professional and basic specialist training and are
concerned in the approval of programmes, the setting of standards and
similar matters (not the costs of running individual programmes) and cover
administrative and travelling costs;

(c) expenses of representatives of Joint Committees, or similar bodies, who are
visiting Irish hospitals, or programmes of training;

(d) approved expenses of  representatives of the Irish professional bodies who
have to attend meetings of European Boards, Joint Committees, or similar
bodies, or their Specialist Advisory Committees;

(e) contributions of the Irish branches of the Joint Committees towards the
expenses of the Joint Committees.
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6.8.2 The Board meets the approved organisational costs of training bodies in respect
of higher specialist training programmes.  The substantial growth in the
development of higher training programmes since 1996 can be seen by the very
significant increase in the Board’s expenditure under this heading, rising as it did
from just under €24,000 in 1986 to over €2.33m in 2001.  The costs met by the
Board include salaries of Deans, national specialty directors, administrative staff,
as well as general administration and office overheads, information technology
and recruitment costs.  The normal level of help from the Board in respect of the
other organisational (other than travelling) costs referred to in paragraph 6.8.1(b)
and in respect of financial contributions of Joint Committees is calculated at
two-thirds of the cost to the Irish professional body.  There is one principal
variation from this - the Board provides the administrative services for the Irish
Psychiatric Training Committee.

6.8.3 The Board's assistance to the training bodies to meet the various travelling
expenses referred to in paragraph 6.8.1 are calculated by reference to the
prevailing rates applicable in the health services generally and only in
exceptional cases are rates in excess of public transport costs applied in respect
of journeys within Ireland.  The Board meets two-thirds of the approved travel
and subsistence costs of representatives of Irish professional bodies who attend
meetings of, European Boards, Joint Committees and Specialist Advisory
Committees.  The professional bodies themselves are responsible for meeting the
balance of the travelling costs concerned.

6.8.4 Each professional body submits to the Board, an annual estimate of the costs, as
set out in 6.8.1, in which it will be involved.  Subject to agreement on the nature
and extent of costs in these estimates the Board visualises that claims for
expenses should be submitted by the professional bodies as they arise in the case
of travelling claims and quarterly in the case of administrative expenses.  In this
way the professional body and its members should not be out of pocket for
extended periods and the Board should not be faced with unforeseen
expenditure.  In recent years the Board has adopted the practice of indicating to
the training bodies as early as possible in the year the likely financial assistance
the Board should be able to make.  In practice in the period 1996 - 2001 the
Board was able to meet, within the broad policy outlined above, all the claims
made on it by the professional bodies.

6.8.5 As shown in Table 1 the payments made by the Board to professional bodies
during the period 1 January, 1996 to 31 December, 2001 amounted to €7.856m
(37.5% of all expenditure).  The distribution of those payments between the
specialties is shown also in Table 1.  Table 2 shows the distribution of those
payments of €7.856m by function.
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TABLE 2

GRANTS PAID TO TRAINING BODIES 1996-2001

Purpose of Grant
Amount €

Administrative Costs      811,372
Contributions to Joint Committees      273,844
Grants for audio-visual equipment, books      13,626
Joints Committees/SAC Visitations to Ireland 31,917
National Higher Training Schemes      5,601,882
       Anaesthetics            790,039  
       Dentistry              34,969  
       Medicine5         2,551,179  
       Occupational Medicine            331,460  
       Psychiatry            182,653  
       Radiology              61,213  
       Surgery         1,650,369  
North/South Training      280,820
Senior Registrar Management Courses      41,369

Travel Expenses      771,454
       Ireland     524,876  
       Abroad     246,578  
Workshops      29,303
TOTAL       7,855,587

6.9 Expenses attributable to employing authorities

6.9.1 Most persons undergoing programmed training are employed by health boards
and voluntary hospitals as either House Officers, Registrars, Specialist or Senior
Registrars.  A considerable amount of service is provided by the person in
training.  Traditionally the Board has not regarded it as necessary to attempt to
cost, or to draw a clear distinction between the service element and the training
element.  Similarly it regards training by precept and example, by supervision,
by clinical demonstration, by case conferences as forming part of the normal life
of any hospital providing training.  Again it considers that it would not be
feasible or desirable to attempt to differentiate between the training element and
the service element of the training staff, except in regard to some activities
which are primarily related to training e.g. the giving of special lectures.  The
major cost of training i.e. the salaries and emoluments (if any) of the trainees are
borne automatically by the employing authority - although it is the Board’s wish
it should be given the fundholding role in relation to a substantial proportion of
the basic salary costs of trainees.  Additional costs may also arise. Some of these
relate to limited number of trainees e.g. travelling expenses, and have to be dealt
with on an individual basis.  The question of whether such costs should be borne
by the trainee, or by the employing authority, may be related to the question of

                                                  
5 Includes hospital medical specialties, public health medicine and obstetrics/gynaecology, paediatrics and
pathology.
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the terms and conditions of the trainees' employment - a matter which is outside
the functions of the Board.  Some suggestions (paragraphs 6.9.4-6.9.8) are made,
however, regarding costs of a more general nature which may arise.

6.9.2 Some trainees will work outside hospital e.g. doctors receiving training in the
community.  The Board considers that similar financial arrangements should
apply to them as apply to hospital doctors employed by health boards; their
salaries and other approved expenses  should be paid by health boards.

6.9.3 Where training bodies are obliged to levy costs which are not strictly applicable
to one particular employing authority (e.g. a lecture, or course of lectures,
provided for trainees from a number of centres) the costs may have to be
apportioned between the employing authorities concerned e.g. on the basis of the
numbers of trainees catered for in each centre. In the event of disagreement, the
matter should be referred to the Department of Health and Children for an
apportionment of costs.

6.9.4 Most trainees will purchase standard text books and some journals for their own
use.  It is not practicable, however, to expect trainees to buy the wide range of
literature, the study of which is an essential part of their training, and the Board
considers that health boards and voluntary hospitals engaged in training should
provide adequate library facilities (including online access) and teaching aids
either in hospitals or other centres, or by arrangement with other centres.  Regard
will be had, of course, to the number of trainees who will use the facilities
provided and the ease, or otherwise, of access to alternative facilities.

6.9.5 The Board regards special lectures as an essential part of training.  The number
and range of such lectures which are desirable is a matter for consideration, in
the first instance, by the professional body concerned.  Some consultants regard
the giving of lectures as part of their normal commitment to teaching.  If a fee is
claimed the question of whether it is to be regarded as payable, or as covered by
the lecturer's normal duties, is a matter for consideration, in the first instance, by
the employing authority.

6.9.6 Health Boards and voluntary hospitals should make provision for study leave for
trainees.  There have been agreements since the 1970s between the employing
authorities and the Irish Medical Organisation that adequate study leave
arrangements are desirable for non-consultant hospital doctors.  While it is not
accepted that training requirements should take absolute preference, nor that
officers had "entitlements" irrespective of the needs of the service.  It is,
however, recognised that essentially non-consultant hospital doctor posts are
training posts, the holders of which provided a level of service on behalf of the
hospital compatible with their grade and experience; in other words each post
comprised two basic elements -training and service.  In the past, the Department
of Health and Children has urged health boards and voluntary hospitals that in
any conflict of needs they should, in a spirit of goodwill, try to work out a
satisfactory solution in consultation with the staff concerned.   It is agreed that
study leave as follows may be allowed:
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(a) for sitting examinations, which in the opinion of the Chief Executive
Officer or voluntary hospital authority  are relevant to the work on which
the officer is engaged - the leave necessary for the examination only with
pay;

(b) for attendance at courses, conferences, etc. recognised and approved by the
Minister for Health and which the Chief Executive Officer or voluntary
hospital authority is satisfied are relevant to the work on which the officer
is engaged - special leave with pay for 7 days in each year;

(c) study leave for examinations for approved higher degrees or diplomas;

(d) to attend clinical meetings of societies appropriate to their specialties - not
more than 7 days in any one year, with pay.

The study leave provisions listed above apply to all NCHDs and apply also to
registrars in general practice training programmes.  The senior and specialist
registrar contracts make provision for time for research and professional leave
additional to the education leave applicable to NCHDs generally; provision is
also made in those contracts for a contribution of £475 per annum for continuing
medical education.

6.9.7 Where health boards, or voluntary hospitals, agree that trainees, as part of their
training, should attend particular courses in Continuing Education appropriate
costs should be paid (see the following section on Continuing Education –
paragraph 6.10).

6.9.8 During two sets of discussions on the conditions of service of NCHDs
agreements were reached in 1997 and in 2000 to provide substantial additional
funding for the education and training of NCHDs.  Brief details are given
beneath.

(a) in 1997 it was agreed to provide funding of £500,000 per annum [almost
€635,000 p.a.] to support education and training for NCHDs through the
Postgraduate Medical and Dental Board.  This funding has been utilised in
two ways viz. (i) the Board commissioned and funded a series of
workshops on professional skills development which are referred to in
paragraph 2.13 and (ii) the introduction of a scheme, operated by the
Board, whereby NCHDs in public sector hospitals are entitled to claim
refunds of up to £350 per annum [now revised to €450 in respect of
specified postgraduate examination and courses - see Appendix 11].  The
Board’s expenditure on the refund scheme has in the period to 31
December, 2001 amounted to almost €2.5m and further details in this
regard are given in table 3.

(b) in the year 2000 health service employers agreed to the establishment of an
annual training fund.  This was in addition to all then existing expenditure
on training and is used to reimburse NCHDs for examination fees, courses,
conferences, seminars and other approved educational activities.  It was
agreed that a sum of £3,000 (just over €3,800) would be provided annually



83

for each approved NCHD post.  It was also agreed that £1m would be
made available on a national basis to meet the travel and subsistence costs
associated with activities funded under this scheme.

(c) while the training fund scheme referred to paragraph (b) above is
administered by the health boards and voluntary hospitals the Board is
responsible for the administration of the “refund of examination and course
fee scheme” referred to paragraph (a) above.  These arrangements are not
only confusing for NCHDs but are also anomalous.  In the Board’s view a
very strong case exists for merging both schemes.

6.9.9 In general it is the view of the Board that if health boards and voluntary hospitals
wish to have trainees for programmed training there is an obligation on them to
create the conditions which will attract trainees and which will permit of their
receiving adequate training.

6.9.10 Under existing arrangements the Board has regarded most of the costs
mentioned, other than the examination refund scheme, as part of the on-going
costs of health boards and voluntary hospitals.  It does not regard it as necessary
that professional bodies should be involved in the payment of these costs.  The
expenses involved relate primarily to salaries and grants for the trainees,
travelling costs, provision of library facilities, payment where appropriate of
lecture fees, provision where appropriate of locums, provision of study leave,
etc.  These items are for the most part clearly known and should therefore be
budgeted for.  The Board now takes the view that as training programmes
become more structured the funding arrangements for NCHD posts should be
such as to emphasise and draw attention to their training components.  Funding
for postgraduate training should be clearly identifiable and in the Board's view
this could best be done by the assignment to it of a fund holding role.

TABLE 3

NCHD Contracts; Examinations/Course Fees Refund Scheme

Payments 1997-2001

Specialty of Examination   € Courses   €
Anaesthetics   226,232 ACLS   98,083
Dentistry   12,308 ALSC   1,721
General Practice   80,524 APLS   20,861
Medicine   761,444 ATLS   98,670
Obstetrics/Gynaecology   174,244 Basic Surgical Skills   73,956
Paediatrics   124,634 PALS   23,801
Pathology   16,947   
Psychiatry   253,349    
Radiology   48,285    
Surgery   482,743    
      
All Examinations   2,180,710 All courses   317,092

TOTAL
EXAMS/COURSES   

2,497,802
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CONTINUING EDUCATION

6.10 Method of Financing

6.10.1 In general the Board feels that courses, seminars, etc. organised by different
bodies should be self-supporting e.g. by fees payable by or on behalf of those
attending.  There are, however, occasionally very important lectures to which it
is desirable to attract as many doctors or dentists as possible and where the
charging of a fee is not practicable. In such cases the Board may be able to help
provided the organisers obtain prior agreement of the Board where its aid is
being sought.

6.10.2 The Board does not have funds at its disposal from which it can normally
provide sponsorship for individual meetings.  In a small number of cases the
Board has been able to provide to the Irish organisers of international
postgraduate meetings being held in this country a commitment to provide some
assistance should the organisers incur a deficit.  The amount of money which the
Board can set aside for this purpose in any one year is severely limited and
applications must be made well in advance.  The Board is pleased to record that
in the vast majority of cases where a guarantee was given in the past fifteen
years to help meet such deficits the organisers did not in the event have to have
recourse to such funds.

6.10.3 Health Boards and voluntary hospitals are empowered to pay, or contribute
towards the costs of Continuing Education of doctors and dentists employed by
them.  The Board has already recommended, see Chapters 3 and 5 of this Report,
that health boards and voluntary hospitals should make adequate budgetary
provision for the continuing education of their medical and dental staffs.  The
Board is strongly of the view that budgetary provision should be made to finance
the level of continuing education which the Department of Health has
traditionally been prepared to approve and which is incorporated into the
contracts of consultants and non-consultant hospital doctors - this provides
broadly for leave with pay and recoupment of course fees (if any) and travelling
expenses in respect of attendance at courses, conferences etc. to a limit of seven
days in each year and attendance at clinical meetings of societies appropriate to
the officer's specialty, again with a limit of seven days in one year.  The
Memorandum of Agreement relating to the existing contract for consultants
provided also that an earmarked fund of £500,000, additional to existing monies,
would be allocated for continuing medical education.  Guidelines for the
operation of specific budgets for continuing education are detailed in paragraph
3.4 of this report.

6.10.4 As indicated in Chapters 3 and 5 the Board is helping to fund (a) thirty-three
continuing education schemes for general practitioners and (b) seven regional
committees for continuing education for dentists.  In the case of the GPCME
schemes the bulk of the expenses are met by the Board and some expenses are
funded with the aid of the pharmaceutical industry.  In the period 1996-2001
17.5% of the Board's total expenditure was devoted to the GPCME schemes, and
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this amounted to €3.619m.  The funding arrangements for the seven regional
dental committees include the course organisers' fees and their travelling
together with the travelling expenses of the members of the committees being
met by the Board.  (In addition to a small quantum of sponsorship income the
regional dental committees generate income from the fees charged to course
participants - the fees in question are designed primarily to cover course costs
and are not designed to generate profits although the fees received for some very
well attended courses do provide subsidies in some instances for other courses
which are expensive to mount, and which by their nature, in many cases, have to
be confined to a smaller number of participants).  In the case of one committee
the secretarial services are funded by a health board while the Board meets these
costs in the case of the other committees.  Dental School facilities and Health
Board hospital clinics and premises are of course made available at no cost to the
committees.  In the period 1996 - 2001 the Board provided almost €777,000 in
support of the regional dental committees - this represents 3.7% of overall
expenditure during that period.

6.11 Grants paid by the Board

Information has already been provided in Chapters 3 and 5 on some special grants
which have been made available by the Board for continuing medical and dental
education - mainly for the purchase of some teaching equipment or other resources and
in some limited number of cases for help towards course costs or helping to defray
deficits incurred in programmes.  The Board is pleased that it has been able to provide
such help but wishes to stress that this help should not be seen as a substitute for
adequate budgetary provision being made by health boards and hospital authorities.  The
need to make such provision is strongly recommended and attention is drawn to the
guidelines proposed in paragraph 3.4 as to the operation of specific budgets for
continuing education.
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CHAPTER 7

Career Guidance and Medical Workforce

CAREER GUIDANCE

Introduction

7.1 The Postgraduate Medical and Dental Board has the function of providing
career guidance for doctors.  This is an important and complex task.  It
involves the provision of advice to individual doctors as to the career options
they might choose, and once a choice has been made it is concerned with
providing guidance as to how to make progress in that career.

7.2 As stated in the Board's earlier Reports it is not practicable nor indeed possible
for the Board to provide individual career guidance to every young doctor in
training.  Individual career guidance and advice must be provided on a
personal level by those who know the doctor and his/her aptitudes and
abilities and by those involved in providing training programmes.  Ultimately
decisions in relation to career choice must be made by the individual bearing
in mind his/her own talents and interests, while assessing the advice given by
others and availing of the opportunities presented.  It will never be easy to
arrive at a final decision.  The advice and information given to a young doctor
will play a crucial role in helping him/her to come to a decision.  This
information should be readily available and there should be opportunities to
obtain more should it be required.  In a major survey, undertaken on the
Board’s behalf in 1995, of the views of house officers and registrars on
training and career counselling, 53%of respondents indicated that they sought
career advice from other medical colleagues, 50% sought advice from their
own consultant, and 42% sought advice from other hospital consultants.  A
surprisingly low 13% sought career advice from postgraduate organisers,
clinical tutors, co-ordinators of postgraduate medical education.   14% of the
respondents had never sought career advice.

7.3 The Board sees its principal role in the area of Career Guidance as ensuring
that adequate information is easily available to young doctors both on the
career prospects in the various branches of medicine and on the training
requirements for each of these branches.
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7.4 As mentioned in previous reports the principal aim of the Board's career
guidance programmes and activities is to help a young doctor to choose the
field of medicine in which he or she might make a career.  This choice is of
course entirely personal, but the opportunity to discuss the career prospects
and the training needs of each discipline must be available to each doctor who
might seek it.

7.5 Advice and information is available from many sources.  The individual
consultant with whom a young doctor is working should be only one of the
first of a group to be consulted.  The group will also include the Co-ordinator
of Postgraduate Education (employed by the Postgraduate Medical and Dental
Board) and the persons designated by the training bodies to give information
on their specialties.

7.6 The Board (i) organises career fairs for young doctors, (ii) has established
panels of advisors willing to give career guidance and advice and (iii) provides
career guidance information on its website [www.pgmdb.ie]

Panel of Doctors available to provide career guidance

7.7 The Board has established, with the co-operation of the training bodies, a panel
of doctors who are available to give career guidance and information to non-
consultant hospital doctors.  There are about 200 doctors on this panel,
located mainly in Cork, Dublin and Galway with a small number outside of
those centres.  Details are given in Appendix 12.

Career Guidance Publications

7.8 During the 1980s the Board published a series of booklets and leaflets dealing
with aspects of medical manpower and describing the training requirements in
surgery, public health medicine and in psychiatry.  Those publications were
circulated to all interns, first-year house officers and final year medical
students at the time of publication.   They were also circulated to training
bodies and to health boards and hospital authorities.   There continues to be a
demand for information dealing with training for, and prospects in, individual
specialties.  However, the frequency of changes in the organisation of training
programmes and the continuing changes which occur in the detailed
manpower statistics means that any career guidance publication has, or would
have, a very short lifespan.  The Board does not have the resources to revise,
and prepare for printing, numerous updated booklets on a regular ongoing
basis and in any event such an arrangement would no longer make economic
sense.  A more useful service is provided by ensuring that comprehensive
hand-out material is available for distribution at the Board’s career guidance
fairs.  This material now comprises about 120 pages of information relating to
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training for different specialties together with some general information on
medical manpower and can be, and is, readily updated on a regular basis.

Information on Board’s website

7.9 Traditionally the information contained in the handout material referred to in
the previous paragraph was, and still is made available to all young doctors
and medical students seeking career guidance data.  An important
development during the term of office of present Board members was the
launch in 1999 of the Board’s website [www.pgmdb.ie].  Thus, the Board has
been enabled to make its career guidance material much more readily
available and accessible and gives it the capability of seeking to ensure that
the information it has in the public arena at any given time can be kept
updated.

Career Guidance Fairs for Interns and House Officers

7.10 In the period 1996 to 2001 the Board and its Co-ordinators of Postgraduate
Medical Education organised 20 "Medical Careers Fairs".  These fairs are
geared primarily for interns and first year house officers but others, including
final year medical students, are welcome to attend and in fact many do so.
About 1,250 young doctors and medical students attended the 20 Fairs held
since 1996.  The format adopted at the Fairs consists of each main specialty
having a manned booth to which interested doctors or students can call to
obtain information on training and career prospects.  In total 18 careers fairs
dealing with all specialties were held in the period 1996 – 2001;  fairs were
held in each of those years in Cork, Dublin and Galway.  Two further fairs
(one each in 1996 and 1997) were held in Dublin dealing with medical
specialties and medical sub-specialties only - these fairs were organised
arising from comments made in the evaluation forms completed at earlier fairs
that there was a need to provide more detailed information in relation to
medical specialties.  The attendance at these more specialised or narrowly
focussed fairs would not justify organising them on an annual basis.  The
Board has considered whether it is necessary to hold general medical careers
fairs annually now that career guidance information is readily available on its
website but the feedback it receives from those who attend the fairs is greatly
supportive of the continuation of the Fair concept.  The Fairs held in 1999 and
in 2001 each attracted about 220 attendees and these numbers are the highest
ever achieved since 1989 when this programme of activities commenced.  In
the period immediately ahead it is envisaged that career fairs will continue to
be held on an annual basis in Cork, Dublin and Galway and the Board will
continue to keep under review whether a similar programme should be held in
other parts of the country, but the size of the potential audience in those other
areas would not be such as to justify annual programmes.
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7.11 The issues raised by the non-consultant hospital doctors and by medical
students attending the career fairs have been very varied but have, in the main,
concentrated on:

- training pathways,

- job prospects,

- seeking information on sub-specialties,

- medical manpower,

- career opportunities in areas other than general practice, hospital
medicine and public health medicine (e.g. medical computing, sports
medicine, biotechnology…)

- how to obtain good training posts abroad, particularly in Canada, UK
and the USA.

2001 was the 17th consecutive year in which the Board organised Career
Fairs in Dublin dealing with all specialties - from 1984 to 1989 general
practice always featured as the specialty those attending most wished to hear
about; in 1990 and 1991 this trend changed when Medicine overtook it.
General Practice was in third position in 1992, fourth in 1993 and second in
1994–1996, and sixth in 1997, in first or joint first position in 1998-2000, and
in second position in 2001.

7.12 The development of the Board’s website and fairs referred to form the core of
the Board's overall career guidance programme.  The website makes career
guidance information universally available and accessible.  The Fairs enable
young doctors to get at one time an overview of the training pathways and
prospects in many different specialties and also provide an important forum
through which the Board is able to get, at first-hand, an insight into the type
of information young doctors wish to obtain.  This two-way flow of
information helps to shape the programme for the coming year.  The
evaluation forms completed by those attending have consistently indicated,
for instance, that interns and first year house officers not only wish to obtain
information from hospital consultants, general practitioners and others in
career posts but also greatly value the opportunity to obtain information from
more experienced NCHDs (e.g. registrars and senior and specialist
registrars).

7.13 A number of questions relating to career counselling and guidance were
included in the questionnaire which the Board sent to all house officers and
registrars in October, 1995.  In summary, information was sought on the
sources from which those NCHDs sought career guidance and how they rated
the advice obtained.  Information was also sought as to whether feedback on
performance was received from the consultants for whom the NCHDs
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worked.   A summary of the responses received in relation to sources for
which career guidance information was sought is given in paragraph 7.2
above.   37% of respondents rated the advice obtained as “Good”, while 25%
rated it as “basic” and 14% said it was “inadequate”.  11% of the respondents
said that they received formal feedback on their performance in existing post
from consultant, 47% had received informal feedback and 43% had received
no feedback.  37% of the survey respondents had attended at least one
Medical Career Fair organised by the Postgraduate Medical and Dental
Board, 50% of those rated the fairs as ‘Good’ or ‘Excellent’ and 50% felt
they were ‘Basic’ or ‘Inadequate’.  The Board has striven to improve the
quality of the career guidance data which it makes available and has
successfully made it more accessible.  The Board is also pleased that much
greater emphasis than heretofore is given to assessment in the restructured
higher specialist training programmes.  There is a need to ensure that the
same attention is paid to this important facet of training in the general
professional and basic specialist training schemes.  The Board for its part
wishes to enhance and extend the range and scope of its career guidance
activities by ensuring

o that a mentoring system is introduced for all doctors and dentists in
training - principal elements of this system to embrace training issues,
career guidance, career counselling and matters concerned with
health, safety and welfare,

o that individual training agreements are introduced,

o that the evaluation of training programmes includes an assessment of
the career guidance facilities available.

Medical Workforce

7.14 The Board has commented previously that career guidance cannot be divorced
from career prospects.  Career prospects are, of course, inextricably linked
with medical workforce numbers.  The many uncertainties affecting the Irish
medical workforce make the Board's tasks in relation to career guidance very
difficult.  These uncertainties have not diminished in the past five to six years.
The Board has remarked in previous reports that while written and spoken
about a great deal bringing about change in the Irish medical workforce was
not an issue which had generated much real concerted action in the past.  In
its Second Report in May, 1990 the Board said that it was difficult to escape
the conclusion that “Irish medical manpower can provoke endless debate but
little enough by way of action plans or sustained commitment”.

7.15 In its First and Second Reports in 1985 and in 1990 the Board strongly urged
that the process of looking at medical manpower issues in a planned cohesive
integrated way begin.  The Board went on in those reports to suggest that it
would be helpful to establish a special committee or body, with representation
drawn from various statutory agencies, charged with the task of bringing
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forward proposals.  The Board’s Third Report in 1995 was preceded by the
publication in 1993 of the Discussion Document (“The Tierney Report”) by a
joint Department of Health/Comhairle na nOspidéal/Postgraduate Medical
and Dental Board collaborative study on medical manpower in acute
hospitals.

7.16 Forum on Medical Manpower

In 1998 the then Minister for Health and Children established a Forum on
Medical Manpower to develop a programme of action to deliver changes
necessary in the hospital medical workforce.  The Minister stated that "new
initiatives are required relating to career structure and service delivery" and
that the purpose of the Forum was to "facilitate the development and
implementation of a comprehensive manpower policy relating to training,
career structure, and service delivery, designed to address the problems that
have been identified.”

The membership of the Forum consisted of the Presidents/Chairmen of the
Medical Council, Comhairle na nOspidéal, the Board, the RCSI, the RCPI, the
IMO, the IHCA and also representatives of health board and voluntary
hospitals CEOs and the Chief Medical Officer of the Department.  The Forum
was chaired by the Secretary General of the Department.

The agreed aim of the members of the Forum was to enable the Department of
Health & Children, the statutory bodies, the professional bodies representative
of the medical profession, training bodies, health boards and voluntary
hospitals to participate in building solutions to those problems identified in
over two decades of debate and a series of reports.  The Forum reported in
2001.  The overall thrust of the report envisaged change in consultant work
patterns, together with a substantial increase in the number of consultant posts
as the most coherent, efficient, and cost effective way of resolving deficits in
the medical workforce and improving patient care.

Paragraphs 7.25 To 7.28 of this report outline the issues raised in the Forum
Report, the steps which have been taken to address them and outline the
principles which the Board feel should underpin hospital medical staffing
structures.

7.17 In the Board's earlier Reports a listings are given of a significant number of
changes which had occurred, in the period 1977-95 which had an impact on
issues relating to medical workforce.  Some of the principal changes and
issues which have arisen since are listed in this paragraph:-

7.17.1 The number of doctors in active whole-time medical practice has
risen from 6,715 in 1995 to at least 7,775, now giving 21.4 doctors
per 10,000 population as compared with 19.0 in 1995, 12.0 in 1971
and 12.4 in 1976,



92

7.17.2 As at 1 May, 1996 the approved establishment of consultant posts in
the public sector was 1,270 and the number of specialists in private
practice was 257; the corresponding figures for 1 January, 2002 were
1,632 and 173 respectively,

7.17.3 The number of non-consultant hospital doctor posts (NCHDs) in
public sector hospitals rose by over 650 to 3,238 in the period 1996
to 2000 which represented an increase of 25.4%; the consultant
establishment rose by 290 from 1,270 to 1,560 in the period
January, 1996 to January, 2001 representing an increase of 22.8%,

7.17.4 The most significant differences between the 1996 and 2000 NCHD
staffing figures were increases of:

o 104 in the number of Irish females employed,

o 484 (64%) in the number of male non-national NCHDs

o 101 (75%) in the number of female non-national

NCHDs.

o just 24 in the number of Irish males employed as

NCHDs;

o 319 (303%) in the number of specialist/senior registrar

post reflecting the introduction of restructured higher

training schemes;

Figures 1 and 2 illustrate these changes.

Fig. 1
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Fig. 2

7.17.5 The 2000 Census of NCHD posts was the first such census to reveal
vacancies in NCHD posts.  52 vacancies were reported.

7.17.6 Employing authorities are devoting considerably more resources, than
hitherto, in seeking to recruit potential NCHDs from abroad.

7.17.7 In the period 1996 to 2001 the total number of graduates from the
five Irish medical schools was 3,221, of whom 1,801 were from the
Republic of Ireland;

7.17.8 The average annual intake of medical students from the Republic of
Ireland in the years 1997 to 2001 inclusive has been 293,

7.17.9 In January, 1991 53.2% of medical undergraduates from the
Republic of Ireland were female; this percentage increased each
year to 1994 when it reached 57.4% and stabilised at 57% in 1995
and 1996 and remained almost unchanged until 2000 when it
increased to 58% and increased further to 60.5% and 62% in
January 2001 and 2002 respectively; 56% of new Irish medical
graduates in the years 1996 to 2001 inclusive were female (the
corresponding percentages in the five year periods 1991/96 and
1986/90 were 51% and 47% respectively);

7.17.10 The number of Doctors' Panels in the General Medical Service
increased from 1,652 at 31 December, 1995 to 1,798 five years
later;

7.17.11 It is envisaged in the recently published Health Strategy “Primary
Care:  A New Direction” that an additional 500 general practitioners
will be required over the next ten years – this will represent a
formidable challenge; the annual intake level to general
practitioners specialist training programmes increased from 55
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during much of the 90s to 65 in 2001 and is set to increase to 75 in
2002.

7.17.12 In order to comply with the EU Working Time Directive NCHD
working hours will have to be reduced to 48 hours by end 2009,
with interim targets of 58 hours by 2004 and 56 by 2007 [it has been
reported that NCHDs in Irish hospitals are currently working an
average of 77 hours per week including on call off site, the average
being 75 hours per week excluding off site on call],

7.17.13 2001 saw the publication of the Reports: (i) Forum on Medical
Manpower and (ii) National Joint Steering Group on the Working
Hours of NCHDs.  Early in 2002 the Minister for Health and
Children established a National Task Force on Medical Staffing in
Ireland.  Paragraphs 7.27 and 7.28 of this report deal with these
developments.  In the paragraphs immediately following, statistical
information is given in relation to the Irish medical workforce

MEDICAL MANPOWER IN IRELAND

7.18 General

7.18.1 At 4 January, 2002 there were 13,004 doctors who were fully
registered on the General Register of Medical Practitioners
maintained by the Medical Council.  About 9,439 of those were
resident in the Republic of Ireland, of whom 8,186 were under 65
years of age.

7.18.2 In addition to those doctors who are fully registered there are in the
region of 2,000 other doctors in practice - those who are registered
either provisionally or temporarily (viz. about 400 interns and 1,600
doctors from outside the EU).

7.18.3 Number of Doctors in Practice

Based on the numbers outlined in paragraphs 7.18.1 and 2 there
could be up to 10,000 doctors engaged in the practice of medicine in
the State.  However, some of those on the register are probably either
not medically employed or are practising on a very part-time basis.

Based on information which has been published elsewhere and on
information it has gathered from various sources the Postgraduate
Medical and Dental Board has estimated that at present there are at
least 7,775 doctors in whole-time medical practice in the Republic of
Ireland made up as shown in the following table: -
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Non Consultant Hospital Doctors6

                   senior/specialist registrars
                   registrars
                   house officers
                   interns

Third-year General Practice Trainees

Hospital Consultants

Specialists in Private Practice

Public Health Medicine

Defence Forces

General Practice

Occupational Medicine

Academic Medicine

Others

       419
       965
    1,434
       401

3,219

     54

1,572

   173

   247

     27

2,100

     15

     90

   2777

Total 7,775

7.19 Medical Posts in the Hospital Service

Appendix 13 shows the number of consultant posts by specialty as at 1
January, 2002 and the number of anticipated retirements to 2021.  The
appendix also shows by specialty the number of house officer and registrar
posts during 2000 and the number of senior/specialist registrar posts during
2002.

Appendix 14 gives a more detailed breakdown of the distribution of house
officer, registrar and senior/specialist posts between the specialties.

7.19.1 Further information in relation to consultant manpower can be
obtained from the publications and website of Comhairle na
nOspidéal.

                                                  
6 The NCHD figures are taken from the Board’s 2000 Census and probably understate the present
numbers.   A new Census is due to be taken by Board in respect of October, 2002.
7 Includes about 200 doctors working in the large teaching hospitals usually at registrar or SHO level
who are engaged mainly in research/teaching.   They are sponsored/employed by the hospitals
themselves, research bodies, pharmaceutical companies, medical schools and foreign governments.
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7.19.2 A survey of non-consultant hospital doctor staffing as at 1 October,
2000 conducted by the Board showed that:-

-  An NCHD complement in public sector hospitals of 3,328
comprised of 424 senior/specialist registrar, 966 registrars, 1,447
house officer and 401 intern posts;

- the male/female ratio of Irish NCHDs was 45:55

- 46% of all NCHDs were non-nationals, 61% of all registrars were
non-nationals as were 49% of all house officers;

Further information is given in Appendix 15.

7.20 NCHD Staffing Surveys 1984 and 2001

There has been an interval of 16.5 years between the Board’s October 2000
survey of NCHD staffing and the first such survey conducted by it in April
1984.  In that period:-

-  The approved complement of NCHD posts has increased from
1,795.5 to 3,237.5 - an increase of 1,442 (80%)

-  The percentage increases in NCHD complements ranged from
57% in the West to 230% in the Midlands

-  The complement of senior/specialist registrars rose from 72 to
424,

- The house officer and registrar complements in the medical and
surgical groups of specialties have risen by 281 (84%) and 252
(74%) respectively

-  The number of Irish Nationals employed as NCHDs has
increased from 1,574 to 1,741 and the number of Non-National
NCHDs increased from 242 to 1,478

- Females now comprise 55% of Irish NCHDs, the corresponding
percentage in 1984 was 39%

- In 1984 Non-nationals comprised 13% of the NCHD workforce,
the corresponding figure for 2000 was 46%

- The ratio of approved NCHD posts to consultant posts changed
from 1.57:1 in 1984 to 2.13:1 in 2000.

Further information is given in Appendix 16.



97

7.21 General Practice

Precise figures are not available on the number of doctors engaged in general
practice.  The Postgraduate Medical and Dental Board estimates that there are
at least 2,100 wholetime general practitioners.  At 31 December, 2000 there
were 1,798 doctors' panels in the General Medical Services as follows:-

  Health Board Number Health Board Number
Eastern Regional 573 North-Western 120

Midland          101 South-Eastern 194

Mid-Western          163 Southern           289

North-Eastern          145 Western           213

The number of agreements between Health Boards and General Practitioners
for the provision of services to GMS persons reflects the policy position agreed
between the Department of Health and Children and the Irish Medical
Organisation on entry to the GMS.  In December 2000 there were 1,798 such
agreements – this would not have been the total number of GPs providing
services to GMS persons as many practitioners retain assistants who share in
the work of their practices including the provision of services to GMS persons.
There were 258 GPs who do not hold GMS agreements and who were
registered as providing services under the Primary Childhood Immunisation
Scheme, the Health (Amendment) Act 1996 and the Methadone Treatment
Scheme at year end.

The figure of 1,798 Agreements compares with 1,679 the previous year, 1,666
in 1994 and with 1,421 doctors participating in the GMS at the end of 1982 and
1,568 at end of 1998.

The annual intake to the specialist training schemes in general practice was 55
for most of the 1990s; it increased to 65 in 2001 and is set to increase again to
75 this year.

7.22 Women in Irish Medicine:  Some Statistics

Information gathered by the Board from various sources shows that -

- 62% of Irish medical undergraduates at 1 January, 2002 were
female as compared with 57% in 1996, 51% in 1990 and 45% in
1984,

- 56% of new Irish medical graduates in the period 1997 - 2001 were
female, compared with 51% in 1991/96 and 47% in 1986/90,

- 55% of Irish non-consultant hospital doctors on 1 October, 2000
were female, [it should also be borne in mind that only 58 female
Irish nationals were employed on 1 October, 2000 in the 594 posts
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available as registrars and house officers in the surgical
specialties],

- at 1 January, 2002 23% of Hospital Consultants were female;  the
percentage varied considerably between the specialties e.g. 48%
and 36% of Psychiatrists and Pathologists respectively were female,
as were 35% of Paediatricians and 29% of Anaesthetists.  The
corresponding percentages in the other hospital specialties were
much lower viz. Accident & Emergency 10%, Radiology 18%,
Obstetrics/Gynaecology 15%, Medicine 14% and Surgery 4%.  59
of the 178 temporary consultants in post as 1 January, 2002 were
female.

- 28 (29%) of the 97 doctors who commenced consultant practice
during 2000 were female; the corresponding percentages for the
years 1990-1999 ranged from 18% to 44% with the median being
25% and the mean being 27%,

- at least 23% of General Practitioners are female (66% of the
persons who commenced General Practice Specialist Training on 1
July, 2001 were female; the percentage female intake in each of the
five preceding years ranged from 64 to 74%, with an average of
70%).

7.23 Undergraduates in Irish Medical Schools in January, 2002

Origin Female Male Totals

Republic of Ireland        1,147           703        1,850

Northern Ireland             56             55           111

Elsewhere           815        1,063        1,878

Totals        2,018        1,821        3,839
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7.24 Number of Medical Graduates from Irish Medical Schools 1985 to 2001

Year Total Republic of Ireland Northern Ireland Other

M F M F

1985

1986

1987

1988

1989

1990

1991

1992

1993

1994

1995

1996

1997

1998

1999

2000

2001

441

440

442

405

437

431

426

435

437

466

470

487

513

531

509

576

605

189

183

169

149

153

147

139

163

147

143

143

123

131

135

113

144

131

148

138

156

138

139

139

146

139

139

172

184

188

182

162

161

168

163

13

13

12

7

10

8

4

6

5

5

3

5

5

14

7

9

15

15

5

9

8

13

9

7

4

3

4

6

8

9

20

10

9

11

76

101

96

103

122

128

130

130

143

142

134

163

186

200

218

246

285

7.25 Medical Workforce Planning: Issues to be addressed

The Board is in agreement with the issues enumerated in the 8th Report of
Comhairle na nOspidéal in December, 2000 as requiring to be addressed in the
development of a viable and coherent hospital medical staffing policy.  Among
the issues to be addressed are:

- Staffing Mix

- Frontline services provided by doctors in training

- Ratio of trained doctors to doctors in training

- Career opportunities for trained doctors in Ireland
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- Doctors from outside the European Union

- Gaps in the age profile of hospital doctors

- Increasing numbers of fully trained specialists

- Increasing specialisation in medicine

- Recruitment and retention of health services staff

- Consultant contractual arrangements / work patterns

- Public / Private mix

- Greater emphasis on part-time and job-sharing consultant posts

- Impact of European Union Directive on Working Time

- Medical Council procedures for temporary registration

- Availability of funding

- Increasing population.

7.26 Principles for Hospital Medical Staffing Structures

It is the Board’s view that the principles listed beneath should underpin hospital
medical staffing structures;

1. The hospital service should be characterised by excellence in quality of
care available to all.

2. Structures should be designed to meet the needs of the population,
including

• A 24 hour service for emergencies, with access as
required to appropriate tertiary level services.

• A consultative service to assist and support general
practitioners

• Services for the diagnosis, treatment and support of
people with acute and chronic health problems.

• Collaboration with primary care and community care
health services in the following areas:

(a) Health surveillance, illness prevention and health
promotion.

(b) Identification of people with special needs.
(c) Rehabilitation
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(d) Management of chronic illness
(e) Continuing medical education.

3. Medical services should be provided by doctors with an appropriate
level of training.

4. Training schemes are an integral part of the health service.  The
trainees engaged in such schemes should be supervised and supported
at all times by trained staff.

5. The current medical hierarchy of Consultant, Registrar, Senior House
Officer and Intern is based on a larger number of trainees than trained
doctors.  The provision of medical services by trained doctors will
mean changes in work practices with greater emphasis on team work
and shared responsibility.  There should be a clear vision for trainees
of any new medical staffing configuration/model, including in
particular the respective roles and functions of consultants and
specialists therein.

6 Rigid demarcations between the various categories of hospital staff be
re-evaluated from the patient perspective.  Health care tasks should be
carried out by personnel with adequate training and expertise.

7. Structures in medical staffing should be underpinned by investment of
personnel expertise, paying particular attention to continuing
professional development throughout the doctor's career, personal
development, motivation and support thereby ensuring continuous high
quality care.

8. The easier availability of a high quality service will encourage
demand.  This demand will require improved management systems to
ensure appropriate utilisation of services between primary and
secondary care.

7.27 Report of Forum on Medical Manpower

The Report of the Forum on Medical Manpower was published in January,
2001.  The fundamental principle which sustained and underpinned the
document is that high quality and safe hospital services must be available to
patients at all times.  This necessitates, the document states, that a fully trained
doctor shall be available to all hospital patients when necessary and that the
patient is entitled to the highest quality service within the available resources
and resources must be used in the most efficient and effective manner possible.

The precise mechanism through which these recommendations are
implemented, and in particular, the specific model on which workforce reform
will be centred was the subject of extensive consideration by the Forum.  All
parties recognised that detailed implementation strategies will be required if the
recommendations in the report are to be fully realised.  The Forum has
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however, established guidelines within which reform of the hospital medical
workforce will take place.  These guidelines draw on submissions from each
party to the Forum.  They have significant structural implications, will be
supported by investment in support services, and recognise the diverse needs of
a mix of public and private hospital services.

The Forum’s report identified the problems with the current system and set out
detailed recommendations on a wide range of issues relating to increased
consultant staffing, specialised training, flexible working and training, audit,
accreditation, networking of hospitals, women in medicine, part- time and job-
sharing posts, clinicians in management and the changing roles of nurses.

The Forum's recommendations are intended to improve quality of care for
patients in public hospitals.  The Forum has also proposed the establishment of
a project group.  The recommended Project Group's task would be to plan and
conduct an assessment of the measures necessary for improvement of services
to public patients through effective implementation of the Forum's
recommendations.

7.28 National Task Force on Medical Staffing

7.28.1 The Board welcomes the recent establishment by the Minister for
Health and Children of a Task Force to prepare a detailed programme to
implement the EU Working Time Directive (Council Directive
93/104/EC and 2000/34/EC) and to progress proposals regarding a
consultant-provided, rather than a consultant-led, public hospital
service.

The Task Force will consist of a Steering Group which will oversee the
work of two Project Groups - an Implementation Group on NCHD
Hours and a Medical Education and Training Advisory Group.

7.28.2 The objectives of the Steering Group and of the Project Groups are as
follows:

Steering Group

“Co-ordinating the work of the Task Force and devising, costing
and promoting implementation of a new model of hospital service
delivery based on appropriately trained doctors providing patients
with the highest quality service, using available resources as
equitably, efficiently and effectively as possible”.

The Steering Group will co-ordinate and oversee the work of each of the
Task Force’s Project Groups, viz. the Implementation Group on NCHD
Working Hours and the Medical Education and Training Advisory
Group.
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The Steering Group is to complete a detailed study, within an agreed
timeframe, to quantify the resource implications and costs arising from
the recommendations contained in the Report of the National Joint
Steering Group on the Working Hours of Non Consultant Hospital
Doctors and the Report of the Forum on Medical Manpower.

Implementation Group on NCHD Working Hours

“Ensuring compliance, nationally and locally, with the EU Working
Time Directive’s requirements for phased reductions in the
working hours of non-consultant hospital doctors”.

The Group is to prepare a detailed implementation strategy for an
agreed programme to reduce NCHD working hours in compliance with
the EU Working Time Directive (48 hour working week by 2010, with
interim targets of 58 hours by 2004 and 56 hours by 2007).

The National Joint Steering Group on the Working Hours of NCHDs in
its report published in January, 2001 commented that in order to
achieve the necessary high standard of training within the 48 hour
working week a more structured approach to training would be required
-

o  All NCHDs should be in structured, recognised training
posts.

o Dedicated training time should be 'ring fenced' for N.C.H.D.
training.

o  Consideration should be given to the development of an
employment and training contract.   This should clearly
outline service responsibility and structured training time for
each recognised post.

o Revised work attendance patterns such as shift work should
be flexible to facilitate attendance at designated training
times.

Medical Education and Training Advisory Group

“Addressing the present and future medical education and training
needs of all hospital doctors”.

The Group, in consultation with all the key stakeholders is to quantify
the education, training and relevant structural requirements arising from
the recommendations of the Report of the Joint Steering Group on the
Working Hours of Non-Consultant Hospital Doctors and the Report of
the Medical Manpower Forum, and will formulate an appropriate
implementation plan.
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7.28.3 The Board trusts that the Task Force and its constituent groups will set
about their deliberations with vigour and resolution.  The Board wishes
to reiterate that the creation and maintenance of training posts is
justifiable only if there is a need for training.  While duly
acknowledging the complexities involved in manpower planning there
must be an appropriate balance between the numbers in training and the
workforce requirements.  There is a need for information and agreement
on the medical staffing arrangements which will apply in the future.
The delivery of structured postgraduate training will require additional
trained staff.  Linking training posts to career opportunities and
workforce requirements and a greater concentration on training will
have service implications and require a different medical workforce
configuration than exists at present.  The recent growth in NCHD
numbers cannot be justified in terms of training requirements.  The
Board should have a major role in the regulation of numbers in general
professional/basic specialist and higher specialist training.

The outcome of the Task Force’s consideration will, no doubt, play a
most vital part in framing the work programme of the incoming
members of the Postgraduate Medical and Dental Board.  In the next
chapter and in Appendix 1 the views of the existing members as to how
the remit of the Board should be developed and enhanced are outlined.
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Chapter 8

The Immediate Future

8.1 The main purpose of this report has been to provide basic background information on
postgraduate medical and dental education as well as to provide brief information on the
activities undertaken by the Postgraduate Medical and Dental Board in relation to such
education and in relation to career guidance.  The report has been concerned mainly with
the period to 1996 to 2001 but has also drawn attention to some of the activities undertaken
by the Board in the period before then.  The Report would be incomplete without a very
brief look to the immediate future.  The purpose of this Chapter is to mention some of the
activities which lie ahead of the incoming Board.

8.2 Reform of Postgraduate Training

It was forecast correctly in the Board’s Third Report that when the Fourth Report came to
be written the structure of postgraduate training would have changed fundamentally.  As
will be evident from Chapters 2, 5 and 6 of this Report very considerable progress has been
made in restructuring higher specialist training in almost all medical specialties and in
dentistry as well.  Higher training schemes at specialist or senior registrar level have been
successfully launched over the past five years.  The Board has contributed substantial
funds for these schemes.  In the period ahead the progress made to date will need to be
consolidated, quality assurance and quality improvements will need to be introduced,
adequate funding will need to be assured for the academic components of the schemes and
serious attention will need to be devoted to determining the number of trainees which
should be accommodated within each scheme.  Over the past number of years the focus of
priority attention in restructuring training has concentrated on higher specialist training.
There is a need now for energy and resources to be applied to general professional and
basic specialist training, and particular attention will need to be devoted to training in
accident and emergency medicine.

8.3 Medical Workforce and Postgraduate Training

The Board was pleased to be one of the participating agencies in the Collaborative Study
Group on Medical Manpower in Acute Hospitals [The Tierney Group] and subsequently in
the Forum on Medical Manpower.  Unarguably there is a need to alter the configuration of
the Irish hospital medical workforce.  The availability of satisfying career opportunities at
the end of training is one important and critical input when a young doctor is considering
his/her postgraduate training options.  As shown in Chapter 7 of this Report while the
number of consultant posts increased by 290 in the period 1996 to 2001 there was an
increase of 650 in the number of NCHD posts in the period 1996 to 2000.  It is likely that
the next census of NCHD posts due to be taken on 1 October, 2002 will reveal further
substantial increases in numbers.  It is often said that the Irish hospital service is relying to
a greater extent than ever before on overseas doctors and while this is true it is also a fact
that the numbers of Irish NCHDs has not diminished.  At 1 October, 2000 there were 1,741
Irish nationals employed as NCHDs as compared with 1,516, an increase of 224.  In the
same period the number non nationals working as NCHDs increased by 678.
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Reforms in Irish postgraduate training are undoubtedly of interest to Irish trained doctors
but unless the reforms are coupled with greater career opportunities at home they are
unlikely to give rise to either retaining or increasing the existing numbers of Irish NCHDs.
In the six year period 1996 to 2002 499 persons were identified as taking up consultant
posts in this country for the first time.  In broad general terms just 650 to 700 NCHD posts
are required to produce that number of consultants.  Taking a longer term perspective,
without any increase in numbers about 800-850 consultant vacancies will arise between
2002 and the year 2021.  Somewhat less than 350 to 400 training posts would be required
to fill those vacancies, even if one assumes postgraduate training extending over 8 years,
all of which being undertaken in Ireland.  At present the structured general practice
vocational training programmes require 150 hospital based NCHD posts.  Based on
existing training requirements for all specialties, including general practice, there is a
numerical need for less than 850 NCHD posts above intern levels.   There are, however,
over 2,800 such NCHD posts.  These sets of figures clearly illustrate the need for radical
reform in career structures if an equitable balance is to be struck between those in training
and the ultimate numbers of career opportunities available.  The figures demonstrate a
number of very fundamental issues and tensions within postgraduate training and the
medical workforce.  They illustrate very starkly the imbalance which exists between the
number of NCHD posts and the numbers of career opportunities.  NCHD posts have dual
functions, not alone must they provide training but also they make a very significant
contribution to the delivery of services.  These two roles are not, of course, mutually
exclusive and indeed overlap.   It is not easy to strike the right balance between them.  The
Board has on previous occasions expressed the view that the existing balances are not the
correct ones.  Service demands, rather than the training role, tend to be the dominant
component of very many NCHD posts.

The development of structured, actively managed and delivered postgraduate training
requires in many instances a greater time commitment to training by both NCHDs and
consultants.  Much of this time for training purposes will need to be protected.  A better
system of training will be in place but less time will be available for service delivery.
Therefore one of the challenges facing the development of medical workforce policies is
the establishment of a system which would permit a greater commitment to training but
also provide for the maintenance and development of existing hospital services to patients.
A further challenge will be posed by the changes which will be required to reduce the
working hours of NCHDs.  The detailed workforce policies needed are outside the scope of
this Report, save to say that they must be along the general lines envisaged in the Report of
the Forum on Medical Manpower and should be in accordance with the principles outlined
in paragraph 7.26 of this Report.  It must be recognised and acknowledged that training
posts are primarily for training.  Provision of the bulk of service by trainees rotating
through jobs at regular intervals is unsatisfactory for patient care and unfair to patients and
trainees.  The creation and maintenance of training posts is justifiable only if there is a
need for training.  The number and location of training posts should be regulated
nationally.  All training posts must be suitable for either general professional or higher
specialist training.  Posts which are not so suitable or which do not attract trainees should
be phased out and funding diverted to alternative service provision.  There must be a
significant shift in the balance between career and training posts.  The Tierney Report
indicated that the existing balance between consultant and NCHD posts is undesirable and
has adverse implications for patient care, for the efficient operation of hospital services and
for the future career prospects of doctors in training.  In the period 1988 to 2001 the rate of
growth in the number of NCHD posts has been three times greater than that of
corresponding growth in the number in consultant posts.  That trend needs not only to be
halted but to be reversed if the deficiencies identified in the Tierney Report and in
subsequent reports on the medical workforce are to be addressed and corrected.  The Board
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has stated on many occasions in the past that the issues of reform of postgraduate training
and of the medical workforce are inextricably linked.  The Board believes that these
issues/problems must now be tackled.  A recent initiative has been the establishment of an
interagency informal Consultative Group on Medical Education, Training, Regulation and
Service Delivery Issues.   This Group should play a valuable role in facilitating an
exchange of information between the various agencies involved with medical workforce
planning, regulation and training and should lead to a greater understanding between the
various agencies of the policies of the constituent parties of the consultative group and will
also enable each party to be aware of the wider impact of the policies it adopts.  The Board
is particularly pleased that the medical education and training needs of all hospital doctors
are to be especially considered by the recently established National Task Force on Medical
Staffing.  The Board would urge that no time be wasted in getting the work of the Task
Force underway and completed.  It is imperative that no further delays are experienced in
bringing about much needed reform.

8.4 North/South Rotations

There has always been a North/South dimension in the health area.  The Royal Colleges of
Physicians and of Surgeons and many of the specialist organisations are all-island bodies.
Many trainees in the North West attend academic day release activities in Northern Ireland
and the academic courses for senior registrars in child and adolescent psychiatry and in the
psychiatry of learning disabilities are organised on an all-island basis.  A cross-border
training programme at senior/specialist registrar level in the paediatric surgery has been in
existence since January 1997.  The Irish Committee for Higher Training in Medicine has
proposals to establish a number of cross-border training programmes.

The Minister for Health and Children has commented that in the post Good Friday
Agreement era the whole island has at its disposal the necessary tools to enable it to gear
up to a higher and more sustained level of North/South contact and focussed action.  The
North/South Ministerial Council provides an all-island framework to develop consultation,
co-operation and action within the island of Ireland, including through implementation on
an all-island and cross-border basis, on matters of mutual interest.  The Council comprises
Ministers of the Northern Ireland Administration and the Irish Government working
together to take forward co-operation between both parts of the island to mutual benefit.
Within the context of this Report the area of professional training is one of the areas
identified for future co-operation.  The Board, at the request of the Department of Health
and Children manages, on behalf of this jurisdiction, the existing North/South rotational
training scheme and it looks forward to being involved in the development and
management of many more such schemes.

The principal features of a 1997 agreement or understanding between the various
authorities in Dublin and Belfast on how North/South rotations would operate included the
following

o Appointments should be on a secondment basis either to the North or South,

o The substantive initial employer to be responsible for salary, terms and conditions
throughout the training, including in the host state. Where there is not a direct
exchange the salary would be recouped by the donor hospital from the host
hospital.

o Medical protection/defence subscription, to provide supplementary cover to be the
responsibility of the trainee.
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o It was agreed that the doctor rotating should not be out of pocket. If the host job is
more onerous, he/she, would need to be compensated accordingly by the host
hospital.

o The fees incurred in registration, with either the General Medical Council or the
Medical Council as appropriate to be the responsibility of the State of initial
employment.

o  Removal expenses in both directions would be paid by the initial employing
authority.

o The Postgraduate Dean in Northern Ireland to be responsible for monitoring the
quality of training and progress towards the completion of higher specialist
training of trainees initially appointed within the North; in the South the recognised
training body in the particular specialty or a person nominated by that Body would
be responsible for the quality of training and progress.

Some persistent difficulties have been encountered in the operation of the scheme outlined
above.  The difficulties have centred mainly on taxation, PRSI, differences in NCHD
contracts North and South, fluctuating currency rates. Some of the difficulties seem to be
compounded when the trainee's initial placement on the scheme is not in the jurisdiction in
which the trainee normally resides.  While ad hoc solutions have been found to many of the
difficulties there are outstanding issues relating to superannuation and PRSI together with
the absence of an agreed approach between employing authorities and trainees as to the
particular arrangements/conditions which should apply to ensure that trainees are not at a
loss.  The Board is satisfied that it will be possible in consultation and dialogue with its
counterpart in Northern Ireland and with the Departments and Health in both jurisdictions
to find acceptable solutions to the difficulties which have been encountered.  With the
benefit of experience it does seem that perhaps that part of the initial agreement which
envisaged trainees being seconded from one jurisdiction to another has proven to be flawed
and might with advantage be replaced with a system whereby the trainee's employing
authority is determined at any given time by the location at which the he/she is working.

8.5 General Practice

In Chapter 3 of this Report the activities undertaken by the Board in relation to continuing
education for general practitioners are described in some detail.  It has been possible to
provide the necessary funding to enable the national network of GPCME schemes to be
established and to flourish.  There are now 33 GPCME tutor posts together with posts of
National and Assistant National Director.  The Board is satisfied that there has been a very
good return on the investment made.  The challenge for the future will be to maintain and
build on the momentum which has developed and to introduce and implement further
systems of quality assurance and quality improvement.  The Board will also look forward
to the extensive programme of activities organised by the General Practice Postgraduate
Resource Centre being maintained and further developed.

There is at least one general practice specialist training programme in each health board
area.  The aggregate annual intake during much of the earlier half of 1990s was 55, and
increased to 65 in 2001 and is increasing up to 75 this year.  Up to the present almost all
general practice specialist trainees have spent two years in hospital training posts and one
year in a training practice.  The format and duration of many of the training schemes is
now being changed – training in the restructured schemes will last four years with an even
division between the time spent in general practice and hospital training posts.
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The recently published Health Strategy “Primary Care – A New Direction” acknowledges
the central role of primary care in the future development of the health services and
proposes the introduction of an interdisciplinary team based approach.  The stated aims of
the proposed developments are “to provide (a) a strengthened primary care system which
will play a more central role as the first and ongoing point of contact for people with the
health-care system (b) an integrated, inter-disciplinary, high-quality, team-based and user-
friendly set of services for the public, and (c) enhanced capacity for primary care in the
areas of disease prevention, rehabilitation and personal social services to complement the
existing diagnosis and treatment focus”.  It is estimated in the strategy report that
approximately an additional 500 GPs will be required over the next ten years on the
assumption that of two-thirds implementation of the strategy proposals.

To produce 500 additional GPs during the lifetime of the Strategy will present a formidable
challenge.  The intake to the existing ten GP Specialist Training Schemes is being
increased to 69 this year and this will be augmented by a new scheme based on the
Department of General Practice at UCD which will have its first intake in July, 2002.  The
new scheme will be of 5 years duration and is expected to have an annual intake of 6, thus
producing 36 new GPs by June, 2012.  That in effect would mean that other schemes will
have to increase their outputs by 80 per year from 2007 onwards.  This of course will
require a further 80 NCHD posts to be reserved for GP Training and an additional 160 GP
Trainers will have to be found, appointed and trained.

8.6 Dentistry

The principal activities undertaken by the Board in the last five years in relation to
postgraduate training in dentistry are described in Chapter 5.  In summary the main
developments have been:

o funding the appointment of a Director of Specialist Training in Dentistry,

o  completion of the national network of Regional Dental Committees for the
provision and co-ordination of continuing dental education (CDE),

o the establishment of a CDE accreditation system, and

o the development and establishment of a pilot scheme of vocational training in
dentistry.

The Board is pleased with the very considerable progress which it has been able to achieve.
It looks forward with confidence to its successors building on the initiatives which are
outlined above.  Among the aims will be that when the next “end of term” report comes to
be written:

o substantial further progress will have been made in the development of specialist
training in dentistry including the establishment of training programmes in
additional areas of specialisation as envisaged in the Health Strategy,

o the regional dental committees will have been further consolidated,

o  the CDE accreditation system will have been firmly established and developed
further by the introduction of quality assurance and quality improvement
enhancements,
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o vocational training will not only be firmly established but greatly expanded, and

o consideration will have been given as to whether schemes of general professional
training in dentistry should be introduced.

8.7 Flexible (i.e. Part-time) Training

The Board members are very pleased that, as they leave office, they were enabled to launch
this year a pilot scheme on flexible training.  Detailed information on the scheme is given
elsewhere in this report (paragraph 2.14 and Appendix 6) and is also available on the
Board’s website (www.pgmdb.ie).  The scheme is designed to embrace a variety of training
arrangements e.g. in supernumerary posts or job sharing and/or partnerships in existing
posts.  In its initial phases its scope is being confined to specialist and senior registrar
training.  This year the Board will have funding for the equivalent of ten fulltime salaries
which would allow on average two flexible trainees per major specialty group.  This is an
important beginning.  No doubt the incoming Board will keep the operation of the pilot
scheme under continuous review.  If the demand is such funding will be sought to increase
the number of flexible training placements.  Once sufficient experience is gained from the
scheme the intention will be to seek to extend its scope to embrace general professional
and basic specialist training.  The success of the pilot scheme will be dependent not only
on the demand and take up by trainees but also by ensuring that standards are maintained.
The training bodies must ensure there is parity of standards between whole-time and part-
time training.  Furthermore it must be ensured that trainees are of the same calibre, whether
training on a whole-time or flexible part-time basis.  It is for this reason that it has been
agreed that the process of appointment to a training post will be the same whether the
desire is to train on a fulltime or flexible basis.

8.8 Career Guidance

The Board’s career guidance programme will continue to be kept under review.  The
Medical Career Fairs organised by the Board in Cork, Dublin and Galway appear to be
successful in providing information to young doctors.  There continues to be a need to
consider whether similar Fairs should be held occasionally in other centres, although
experience has shown that when career guidance fairs have been organised outside of the
University centres they have not always been well attended.  With the development of the
Board’s website career guidance information is much more readily available to and
accessible by NCHDs.  It will be the intention to further enhance this service.

The Board wishes to have resources made available to it to enable it to extend the range
and scope of its career guidance activities by ensuring that:

� a mentoring system is introduced for all doctors and dentists in training -
principal elements of this system to embrace training issues, career
guidance, career counselling and matters concerned with health, safety
and welfare,

� individual training agreements are introduced,

the evaluation of training programmes includes an assessment of the career
guidance facilities available.
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8.9 Continuing Education and Development

The Board has often stated that continuing education is necessary for all doctors and
dentists.  It has continued to devote considerable financial resources to the development of
networks for the provision of continuing medical education for general practitioners and for
the co-ordination and development of continuing dental education.  The Board has been
able to provide the necessary resources to extend these networks so as to provide a full
national coverage.  There are now 33 GPCME Schemes in operation and the Board has
established 7 Regional Dental Committees.  The first cycle of the Board’s new CDE
Accreditation system is nearing completion and the Board’s website is playing a very
valuable role in disseminating information regarding continuing dental education activities
and in seeking to co-ordinate them.  The Board will continue to work with the Irish College
of General Practitioners to not only maintain but also enhance by quality improvement
initiatives, the existing GPCME schemes.

Substantial investment has been made in structuring and delivering continuing medical
education for general practitioners.  Structuring of CME for other medical practitioners has
not been undertaken yet on the same scale.  Nonetheless all Irish professional bodies have
now adopted policies relating to continuing medical education and have put in place
procedures for recording the level of participation in same - the general arrangements are
outlined in Appendix 7.  All Irish professional training bodies have stated that they will
require evidence of satisfactory participation in continuing medical education from all
those wishing to be involved in the education, assessment and examination of trainees.  The
Board would wish to be able to assist the Training Bodies in their endeavours in this very
important matter.

Increased attention will be paid in the period ahead to issues relating to the availability,
structure and effectiveness of continuing education and development for medical staff.  The
Medical Council wishes to introduce competence assurance structures which are likely to
utilise CME/CPD, peer review and performance review.  Furthermore the recently
published Health Strategy “Quality and Fairness; A Health System View” commits the
health service to the development of a culture that emphasises the value of continuous
learning and improvement in the skills and experience of all staff.  There is no escaping the
fact that CME/CPD needs to be properly resourced, both locally and at national level.
Initiatives relating to CME and CPD must be underpinned by the commitment of
appropriate resources, including time and funding.  Time must be contractually available
and a specific budget to support these activities must be maintained both by employing
authorities and by the agency responsible for their co-ordination and development.  The
Board is a significant funder of the infrastructure for the delivery of continuing education
for general practitioners (both medical and dental).  For other medical and dental
practitioners there is at present an over-reliance on industry for support for continuing
education.  For the future the Board should in consultation with the Medical Council and
training bodies agree the strategic and policy direction for the advancement of continuing
professional development and education, and it should be funded appropriately to enable it
to (i) co-ordinate and promote the development of continuing education for all doctors and
dentists and (ii) provide the financial support necessary for its delivery.

The Board has pointed out in the past that more attention should be paid in future to the
effectiveness and appropriateness of continuing medical and professional education.
Systems must be put in place which will enable individual doctors to identify their learning
needs and to plan to meet them.  Learning needs are likely to extend beyond specialty
interests.  It will be necessary for doctors and employing authorities to consider how best
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to meet continuing professional development needs.  Continuing professional development
includes traditional CME but also provides for:

•  strategies for personal coping and professional growth,

•  career developments and role adaptations,

•  ability to manage,
•  multidisciplinary and multiprofessional working and learning.

The Board wishes to draw attention again to the following recommendations and
conclusions on Continuing Professional Development (CPD) which were contained in the
1994 working paper8 issued for consultation by the then [UK] Standing Committee on
Postgraduate Medical and Dental Education -

“_ Performance. accountability and education of doctors and dentists is in the public
domain.

_ Time for CME is being eroded by a cascade of change.
_ Role changes and career development may be required but these are not covered

by specialty-based CME.
_ The professional development process should centre on the individual clinician’s

needs but take into account the wider context of the delivery of health.
_ opportunities for doctors and dentists to reflect on their professional experience

should be a regular part of practice.
_ Professionally led peer review should be encouraged and its effectiveness

evaluated.
_ Professional development plans should be supported by relevant cost-effective

educational activities.
_ Purchasers and Trust management should link with postgraduate deans and royal

colleges to ensure that CPD strategies are developed through contracts.
_ Funding arrangements for CME should be examined to see whether they support

CPD.”

8.10 Educational Innovation

For postgraduate medical and dental education to flourish there must be a continuing
programme of research and development of the educational methods employed.  It is the
Board’s wish to commission such research and development, to draw on the expertise of
and liaise with the Medical Education Departments of the Medical Schools, and to set up
an Educational Innovation Centre.  It is seeking funding for this purpose.

8.11 Research and Training

Research is vital in improving standards of patient care.  Postgraduate trainees should be
encouraged to engage in research.  Acquisition of skills in the design, implementation and
analysis of research projects will allow trainees to continue research throughout their
careers, and also improve critical reading skills in interpreting new research evidence.

                                                  
8 SCOPME 1994: A working paper on Continuing Professional Development for Doctors and Dentists.
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The Board, in liaison with the employing authorities, training bodies and funding agencies
(e.g. Health Research Board), will support and encourage the conduct of research as an
integral part of higher training.  The Board wishes to see a system of educational contracts
and training agreements being introduced and these would ensure that trainees undertaking
research are provided with the necessary funding and supports.

8.12 Postgraduate Tutors

The present infrastructure for the delivery and quality control of postgraduate training at
local level is inadequate.  The Board is seeking funding to enable it to appoint and support
a network of locally based senior postgraduate tutors accountable for the maintenance of
educational standards and for monitoring the local provision and effectiveness of
postgraduate training.  These senior postgraduate tutors should be responsible for

(i) promoting and supporting postgraduate education within their localities,

(ii) identifying education and training needs of NCHDs, most particularly those in
general professional training,

(iii) facilitating the provision of generic training applicable to all specialties,

(iv) the management of postgraduate centres, where such exist.

8.13 Internships

The Board supports the view held by many others, that many improvements are needed in
the existing arrangements for the intern year.  The Board acknowledges that the Medical
Council and the Medical Schools have devoted considerable time and effort in the recent
past to seeking ways to bring about much needed improvements.  Throughout this Report
(and in Appendix 1) the Board has set out proposals for the enhanced part it should be
enabled to play in the co-ordination and development of postgraduate medical and dental
education.  The basic concepts relating to training agreements and contracts, career
guidance, educational innovation and fundholding should apply equally to the intern year,
as to other postgraduate years.  Accordingly in the Board’s view it should have assigned to
it responsibility for this, the first postgraduate training year.

8.14 Proposed UK Medical Education Standards Board

There have always been very close links between postgraduate medical training bodies in
Ireland and their counterparts in the UK.  Very similar training structures exist in both
jurisdictions.  As indicated in paragraph 2.4(b) there are “Joint Training Committees”
dealing with specialist training in the specialties of medicine, psychiatry and surgery in
Ireland and the UK and while there are no joint committees in relation to other specialties
there is a considerable degree of co-operation between the training bodies in each country.
Other bodies which draw their membership from the Royal Colleges in Ireland and the UK
include the Academy of Medical Royal Colleges and the Senate of Surgery of Great
Britain and Ireland.  The Joint Higher Training Committees were established after the
publication in the UK in 1968 of the Report of the Royal Commission on Medical
Education.  When the Board published its Third Report in 1996 work had commenced in
the UK on the introduction of restructured specialist training programmes based on the
recommendations in the April, 1993 report of a UK Working Group on Specialist Medical
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Training “Hospital Doctors:  Training for the Future” [the Calman Report].  Since then
many Irish Training Bodies introduced very similar restructured specialist training
programmes.  Arising from of the ‘Calman Report’ on medical training arrangements in
the UK a new Body – the Specialist Training Authority (STA) was established in 1996 and
was designated as the UK competent authority for higher specialist training.  It has
statutory responsibility for: (a) ensuring that the duration and standards of specialist
training for awards of CCST9 in the UK comply with the requirements of both UK and
European legislation, (b) scrutinising and approving CCST curricula submitted by Colleges
and ensuring that they are published, (c) awarding CCSTs to doctors who have been
appointed to and successfully complete a recognised CCST training programme, (d)
ensuring that the training leading to the award of a CCST is approved by the STA and
takes place in specific posts and units recognised and educationally approved by the STA
for training purposes (on the basis of recommendations made by Royal Colleges and
Faculties), (e) ensuring that the arrangements for flexible (part-time) training meet the
requirements of the legislation, (f) approving other eligible specialists for inclusion on the
Specialist Register, (g) certifying periods of postgraduate training undertaken in the UK for
doctors who wish this to be recognised towards completion of specialist training in another
European (EEA) Member State, (h) establishing an independent appeal mechanism for
doctors whose applications for a CCST or Specialist Registration were not successful.  The
establishment of the Specialist Training Authority brought about changes in the
relationship between some of the Irish training bodies and their UK counterparts.  While
some Joint Committees continued to exist, some others did not and in some instances
previously existing arrangements whereby training posts in schemes in this country were
inspected by duly appointed sub-committees of “Joint Committees” ceased.

It is likely that the existing relationships between Irish training bodies and their UK
counterparts may be about to undergo further change.  In a Consultation Paper published
recently the British Government has set out a proposal to establish a “Medical Education
Standards Board”.  It is proposed that the Board would have a UK-wide remit of setting
standards for and supervising postgraduate medical education (PGME).  It would approve
programmes of medical training leading to the award of certificates of completion of
training, entitling the holder to be registered in the UK either as a “fully trained general
practitioner or as a fully trained specialist doctor”.  The Board would also play a role in the
proposed NHS University, as its supervisory and standard-setting role covers all doctors in
post- registration training and employed in the NHS.

The British Government is also moving rapidly to provide 100% funding of the basic
salaries for the Specialist Registrar grade in England from central budgets as proposed in
the NHS Plan.  This will take effect from April 2002, and it is said that this will support the
work of the proposed Medical Education Standards Board by facilitating the establishment
of quality training programmes, which will no longer be restrained by the need for part-
funding basic salaries from Trusts.  In turn it is envisaged that this should ensure that new
programmes can be more easily established in specialties such as radiology or pathology,
where trainees provide little service in the early training years and will support improved
workforce planning and service delivery.

The functions of the Medical Education Standards Board are to include:

•  Supervising PGME in the UK, setting standards in PGME, ensuring that
training meets UK requirements (which will encompass European minimum
training requirements);

                                                  
9 Certificate of completion of specialist training [the UK counterpart of a Certificate of Specialist Doctor (CSD)
awarded in this country by the Medical Council]
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•  Approving programmes of training;

•  Assessing whether individual doctors have completed training in a satisfactory
manner;

•  Issuing certificates attesting to the satisfactory completion of training;

•  Assessing the degree of equivalence of the training of doctors, coming to the
UK, and who do not satisfy EEA requirements for mutual recognition of
qualifications; and

•  Controlling entry to the Registers of doctors entitled on the basis of their
training and qualifications “to work as specialists or as general practitioners”
and thereby guaranteeing the training standards of doctors in the NHS.

It is intended therefore that the Medical Education Standards Board will supervise
postgraduate medical education and training, set curricula, and issue certificates showing
that individual doctors have reached the standard required at the end of training.  In doing
so the it will have to be satisfied, amongst other things, that a programme of training is
appropriate for its purpose and is appropriately supported by organisations and resources.
In approving training the Medical Education Standards Board will work through the
existing local postgraduate deanery arrangements in England (where postgraduate medical
deans are responsible for managing the delivery of training to the standards set by the
Board) and through SCPMDE/NICPMDE in Scotland and Northern Ireland.  It will set and
publish the criteria underpinning the standards it requires, and ensure that Postgraduate
Deans implement these in the deaneries.  The Board will monitor by a systematic visitation
of each deanery, using "visiting panel" teams of both lay and professional people.  This is
to ensure that deans, in putting together programmes of education and training, do so in a
way that takes account of both educational issues and local service pressures including the
needs of the NHS and patients.  It is also to avoid duplication of visiting and the service
loss which ensues, ensuring consistency across all disciplines in all parts of the UK, and
streamlining the process as far as is practicable.  The Consultation Paper states that in
discharging these functions the Board would involve the relevant Royal Colleges and
Faculties.

It is of interest that many of the functions proposed for the putative [UK] Medical
Education Standards Board mirror those which the Postgraduate Medical and Dental Board
feels should be assigned to it in relation to postgraduate training in this country (see
paragraph 8.16).

It would be difficult to predict with accuracy what change may come about in the
relationship between Irish postgraduate training bodies and their UK counterparts
following the establishment of the proposed Medical Education Standards Board.  It does
seem clear, however, that the new body will itself “monitor by a systematic visitation of
each deanery using visiting panel teams of both lay and professional people” to ensure that
programmes of education and training are put together in a way that takes account of both
educational issues and local service pressures.  This would seem to suggest “visiting
teams” would no longer be assembled by individual training committees.  Training Bodies
in this country will need to consider the implications for them of these revised
arrangements if it continues to be their wish to have training posts in hospitals in this
country visited and assessed by external teams drawn from their sister colleges and
committees in the UK.
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8.15 European influence on postgraduate education

There is a European dimension to and influence on postgraduate training and these are
likely to grow in the years ahead.  Indeed this process has already begun.  In June 1975 the
Council of the European Communities adopted two directives which have become known
as the Doctors Directives.  They came into effect in December, 1976 and their aims were
threefold namely- (i) to give effect to the mutual recognition of medical qualifications
obtained in the Member States by nationals of the Member States, (ii) to facilitate, in the
case of doctors, the exercise of the right, conferred by the Treaty of Rome, of nationals of
Member States to establish themselves and to provide their services anywhere in the
Community, and (iii) to specify minimum standards of training of doctors at general
practitioner and specialist levels and to provide machinery for the maintenance of those
standards.  Similar directives, in relation to dentistry, came into effect in April, 1980.  Both
of those Directives were amended in May, 2001 [Directive 2001/19/EC of the European
Parliament and of the Council].

In July, 1986 an EC Directive on specific training in general practice was adopted.  It
required, inter alia, that from 1 January, 1995 the exercise of general medical practice
under national security systems shall be conditional on possession of a certificate of
satisfactory completion of a specific training programme - the existence of that directive
was a powerful influence on the acceptance in the 1990s of the need to expand the
availability of general practice vocational training in this country.

In the period immediately ahead another European Directive (i.e. the Working-time
Directive) will have a major impact on the Irish medical workforce when the average
working hours of NCHDs will be reduced.

The medical profession in Ireland plays a very active part in European non governmental
medical organisations.   The Irish Medical Organisation has held the presidency of the
European Union for General Practitioners (UEMO) and currently Dr. C. Twomey, Cork is
President of the European Union of Medical Specialists (UEMS).  Irish doctors are
represented on all, or almost all, of the over 30 sections of the UEMS.  The UEMS is
concerned with the interests of specialists, the quality of specialist care and co-operation
within the medical profession in the European Union.  It has been particularly active in the
last decade, as will be seen from the following selection of tasks which it has completed-

1993: Publication of Charter on Training of Medical Specialists

1994: Publication of Charter on Continuing Medical Education

1995: Publication of Compendium describing the training requirements in over
thirty specialties throughout the European Union

2000: Establishment of European Accreditation Council for Continuing
Medical Education.

2001: Policy Declaration on Continuing Professional Development.

Many of the UEMS specialist sections have established “European Boards” for the purpose
of guaranteeing the highest standards of care in the specialties concerned by ensuring the
training of specialists is raised to an adequate level.  The Boards seek to achieve these aims
by the following means (i) recommendations for setting and maintaining standards of
training, (ii) recommendations for training quality, (iii) recommendations for setting
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standards and recognition of training institutions, (iv) monitoring of the contents and
quality and the evaluation of training in the EU member states, (v) facilitation of exchange
of trainees between the EU member states, (vi) facilitation of free movement of specialists
in the EU.   It is likely that the European Boards will be very influential and it is also likely
that they will have a significant input or influence on any future medical training
directives.  It is important that this country plays its full part in shaping the future policies
of those Boards.  The Postgraduate Medical and Dental Board is keen to help the training
bodies in their endeavours in this regard.  The Board reimburses within the constraints of
its resources the costs incurred by representatives of the Irish training bodies.

It is of concern to the Board that no formal effective means currently exist through which
decisions being taken at European level which are likely to influence and shape the future
of Irish medical workforce and training policies are communicated to all interested parties
at national level.  There previously existed a Forum on Specialist Training in Europe.
There would be considerable merit in a similar body being re-established.

8.16 Empowering the Board for the future

8.16.1 Role and Functions of Postgraduate Medical and Dental Board

The aim of postgraduate training is to provide high quality schemes which will
produce fully trained, certified, competent specialists with relevant knowledge,
clinical and communication skills, and attitudes to serve the Irish public and staff
the health care system.  To this end the arrangements for the governance and
advancement of postgraduate medical and dental education need to be robust.
The existing role of the Board is to promote and co-ordinate the development of
postgraduate medical and dental education.  This role should be enhanced so that,
in the future, the Board should

�  be responsible for funding, supervising, regulating and evaluating
postgraduate medical and dental education,

�  develop strategies for the promotion, development and delivery of
postgraduate medical and dental education and create clear
accountability for its delivery,

� be the fundholder of a substantial proportion of the basic salary costs of
trainees,

� continue to advise the Minister for Health and Children on all matters,
including financial issues relating to the development and co-ordination
of postgraduate medical and dental education and training, and

�  have a major role in the regulation of numbers in general
professional/basic specialist and higher specialist training,

�  commission research of the educational methods employed in
postgraduate medical and dental education,

� continue to provide career guidance for registered medical practitioners
and registered dentists.
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8.16.2. Membership of Board

The Medical Practitioners Act, 1978 stipulates that the Board shall consist of 25
members appointed by the Minister for Health and Children, of whom (a) each
shall be a person having practical experience or special knowledge of the matters
relating to the functions of the Board and (b) not less than twenty shall either be
registered medical practitioners or registered dentists.  Before making
appointments the Minister is obliged to consult with the Medical Council, the
Dental Council, the Medical Schools, Royal Colleges, training bodies and the
representative medical and dental organisations.

To enable the Board to carry out effectively the enhanced role envisaged for it in
the preceding paragraph and throughout this Report its membership in future
should:

(i) include

(a) a number of directly nominated representatives of the postgraduate
medical and dental training bodies,

(b) four trainees, of whom one should be a dental trainee,

(c) representatives of the Department of Health and Children and the
Health Employing Authorities,

(d) representatives of the General Public.

(ii) be representative of all sectors of the medical and dental professions and
encompass those working in general practice, public health, academic
medicine and dentistry and secondary and tertiary hospital care.

8.16.3 Title of the Board

The title of the Board should be amended to include the word “Education” e.g.
‘Postgraduate Medical and Dental Education Board’.

8.16.4 Staffing and Resources

The extended role envisaged for the Board will necessitate a considerable increase
in staffing and resources.

8.17 Concluding Remarks

The Postgraduate Medical and Dental Board does not itself provide postgraduate medical
and dental education and training.  It is, however, charged with the responsibility of
promoting, developing and co-ordinating such education and training.  To carry out its
functions the Board is dependent on the action, the co-operation and the efforts of many
other bodies and persons - including training bodies and hospitals, employing authorities,
statutory agencies, individual doctors and dentists.  The Board, like its predecessors, is
appreciative of the help and co-operation which it has received.
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As will be evident from this Report considerable progress has been made in restructuring
higher specialist training and very significant increases in funding has been made available
for that purpose.  Work is about to commence on bringing to fruition the vision in the
recently published Health Strategy “Quality and Fairness:  A Health System for You”
which outlines the programme of investment and reform which is to be put in place
immediately and to extend across the next decade and which from the perspective of this
report contains very strong commitments to developing the human resources in the health
services and contains specific commitments relating to specialist training in dentistry and
to the development of primary care with an identified need for at least 500 extra general
practitioners.  The work of the National Task Force on Medical Staffing is beginning and
will have a major impact on medical workforce planning for the foreseeable future.
Competence assurance, built on continuing professional education, peer review and audit,
is likely to become a central focus of postgraduate medical education in the immediate
future.  Separately each of those activities would have a major impact on medical or dental
workforce policies.  Taken together their impact is almost immeasurable but the synergy
which should be created between them all promises the prospect of changing
unrecognisably the dental and medical workforce structures.  This synergy will need to be
harnessed lest the enormous potential which it offers is lost and dissipated.  There will be a
greater need than ever to promote, deliver, evaluate and co-ordinate postgraduate medical
education and training.  This will involve many interests, agencies and individuals.  The
Postgraduate Medical and Dental Board will wish to play its full part and to be enabled to
do so.  The present Board members firmly believe that the proposals which they have put
forward for enhancing the role of the Board would enable their successors to have a pivotal
role in the formulation and delivery of quality postgraduate dental education and training
needed for the years ahead.

As their term of office ends the present Board members know that great opportunities lie
ahead for the development, strategic direction and for the delivery of quality medical and
dental postgraduate education.
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Appendix 1

An Enhanced Role for the Postgraduate Medical and Dental Board:  Proposals
submitted to Minister for Health and Children

1 Role and Functions of Postgraduate Medical and Dental Board

The aim of postgraduate training is to provide high quality schemes which will produce
fully trained, certified, competent specialists with relevant knowledge, clinical and
communication skills and attitudes to serve the Irish public and staff the health care system.
To this end the arrangements for the governance and advancement of postgraduate medical
and dental education need to be robust.  The existing role of the Board is to promote and
co-ordinate the development of postgraduate medical and dental education.  This role
should be enhanced so that, in the future, the Board should

•  be responsible for funding, supervising, regulating and evaluating
postgraduate medical and dental education,

•  develop strategies for the promotion, development and delivery of
postgraduate medical and dental education and create clear accountability for
its delivery,

•  continue to advise the Minister for Health and Children on all matters,
including financial issues relating to the development and co-ordination of
postgraduate medical and dental education and training, and

•  continue to provide career guidance for registered medical practitioners and
registered dentists.

2 Fund-holding

The Board’s role in the supervision and regulation of postgraduate training would be
facilitated greatly by the Board holding a substantial proportion of the basic salary
costs of trainees.  Such a fundholding role linked to a system of educational contracts
would provide the Board with significant leverage to ensure that the educational and
training elements of NCHD posts are fully recognised.

3 Medical Workforce Planning

The creation and maintenance of training posts is justifiable only if there is a need for
training.  While acknowledging the complexities involved in manpower planning there
should be a relationship between the numbers in training and the workforce requirements.
There is a need for information and agreement on the medical staffing arrangements which
will apply in the future.  The delivery of structured postgraduate training will require
additional trained staff.  Linking training posts to career opportunities and workforce
requirements and a greater concentration on training will have service implications and
require a different medical workforce configuration than exists at present.  The recent
growth in NCHD numbers cannot be justified in terms of training requirements.  The
Board should have a major role in the regulation of numbers in general
professional/basic specialist and higher specialist training.
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4 Educational Innovation

For postgraduate medical and dental education to flourish there must be a continuing
programme of research and development of the educational methods employed.  The
Board should commission such research and development, draw on the expertise of
and liaise with the Medical Education Departments of the Medical Schools, and set up
an Educational Innovation Centre.

5 Research and Training

Research is vital in improving standards of patient care.   Postgraduate trainees should be
encouraged to engage in research.  Acquisition of skills in the design, implementation and
analysis of research projects will allow trainees to continue research throughout their
careers, and also improve critical reading skills in interpreting new research evidence.

The Board, in liaison with the employing authorities, training bodies and funding
agencies (e.g. Health Research Board), will support and encourage the conduct of
research as an integral part of higher training.  The Board should see to it that
educational contracts and training agreements ensure that trainees undertaking
research are provided with the necessary funding and supports.

6 Career Guidance

The Board (i) organises career fairs for young doctors, (ii) has established panels of
advisors willing to give career guidance and advice and (iii) provides career guidance
information on its website.  The Board should extend the range and scope of its career
guidance activities by ensuring

•  that a mentoring system is introduced for all doctors and dentists in training -
principal elements of this system to embrace training issues, career guidance,
career counselling and matters concerned with health, safety and welfare,

•  that individual training agreements are introduced,

•  that the evaluation of training programmes includes an assessment of the
career guidance facilities available.

7 Postgraduate Tutors

The present infrastructure for the delivery and quality control of postgraduate training is
inadequate.  The Board will appoint and support a network of locally based senior
postgraduate tutors accountable for the maintenance of educational standards and
for monitoring the local provision and effectiveness of postgraduate training.   These
senior postgraduate tutors should be responsible for

(i) promoting and supporting postgraduate education within their localities,
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(ii) identifying education and training needs of NCHDs, most particularly those in
general professional training,

(iii) facilitating the provision of generic training applicable to all specialties,

(iv) the management of postgraduate centres, where such exist.

8 Continuing Professional Development and Education

The Board is a significant funder of the infrastructure for the delivery of continuing
education for general practitioners (both medical and dental).   For other medical and dental
practitioners there is at present an over-reliance on industry for support for continuing
education.  In the future the Board should

•  in consultation with the Medical Council and training bodies agree the
strategic and policy direction for the advancement of continuing professional
development and education, and

•  be funded appropriately to enable it to (i) co-ordinate and promote the
development of continuing education for all doctors and dentists and (ii)
provide the financial support necessary for its delivery.

9 Internships

The Board supports the view held by many others, that many improvements are needed in
the existing arrangements for the intern year.  The Board acknowledges that the Medical
Council and the Medical Schools have devoted considerable time and effort in the recent
past to seeking ways to bring about such needed improvements.  In the preceding
paragraphs of this Paper the Board has set out proposals for the part it should play in
postgraduate medical and dental education.  The basic concepts relating to training
agreements and contracts, career guidance, educational innovation and fundholding
should apply equally to the intern year, as to other postgraduate years.  Accordingly
the Board should assume responsibility for this, the first postgraduate training year.

10 Title of Board

The title of the Board should be amended to include the word “Education” e.g.
‘Postgraduate Medical and Dental Education Board’.

11 Membership of Board

The Medical Practitioners Act, 1978 stipulates that the Board shall consist of 25 members
appointed by the Minister for Health and Children, of whom  (a) each shall be a person
having practical experience or special knowledge of the matters relating to the functions of
the Board and (b) not less than twenty shall either be registered medical practitioners or
registered dentists.  Before making appointments the Minister is obliged to consult with the
Medical Council, the Dental Council, the Medical Schools, Royal Colleges, training bodies
and the representative medical and dental organisations.
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To enable the Board to carry out effectively the enhanced role envisaged for it in this
Paper its membership in future should

(i) include

(a) a number of directly nominated representatives of the postgraduate
medical and dental training bodies,

(b) four trainees, of whom one should be a dental trainee,

(c) representatives of the Department of Health and Children and the Health
Employing Authorities,

(d) representatives of the General Public.

(ii) be representative of all sectors of the medical and dental professions and
encompass those working in general practice, public health, academic medicine
and dentistry and secondary and tertiary hospital care.

For the purposes of effectiveness and efficiency the Board should have a
Management Board and a number of Standing Committees.

12 Staffing and Resources

The extended role envisaged for the Board will necessitate a considerable increase in
staffing and resources.

Postgraduate Medical and Dental Board
30 November, 2000
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Appendix 2

Minimum Duration (in years) of General Professional (Basic Specialist) and Higher Specialist
Training

Specialty GPT/BST HST

Accident & Emergency Med.

Anaesthetics

ENT

Medical Ophthalmology

Medicine

Obstetrics/Gynaecology

Occupational Medicine

Ophthalmic Surgery

Paediatrics

Pathology Specialties

o Chemical Pathology,
o Haematology,
o  Microbiology
o Histopatology

Psychiatry Specialties

Public Health Medicine

Radiology

Surgical specialties

2

2

2

3

2

2

2

3

2

2
2
2
1

3

2

3

2

5

5

6

1

4-6*
*(depending on specialty)

4

4

4.5

5

5
5
5
5

3

4

2

6

December, 2001
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Appendix 3

Recognition of Training Posts

Details of the bodies responsible for the recognition of posts in training programmes are set out below.

(a) Hospital specialties

Specialty Body Responsible for recognition Notes

Anaesthesia

Medicine

Obstetrics and
Gynaecology

Pathology

Psychiatry

Radiology

Surgery

The College of Anaesthetists recognises posts for
general professional and higher specialist training.

The Royal College of Physicians of Ireland
recognises posts for general professional training
and the Irish Committee on Higher Medical
Training recognises posts for higher specialist
training.

The Institute of Obstetricians and Gynaecologists
of the Royal College of Physicians of Ireland
recognises posts for training for the D.Obst. RCPI
(designed to meet the requirements of general
practice) and for the MRCPI (Reproductive
Medicine) and for higher specialist training.

The Royal College of Pathologists recognises
posts for training for the Primary Examination and
the Final Examination for Membership -
M.R.C.Path..

The Irish Psychiatric Training Committee
recognises posts both for general professional
training and for higher specialist training.

The Faculty of Radiologists recognises posts for
training for the Primary and Final Examinations
for the Fellowship.

The Royal College of Surgeons in Ireland
recognises posts for basic surgical training.  Posts
for higher specialist training are recognised by
Specialist Advisory Committees of the Joint
Committee on Higher Surgical Training and by
the Irish Surgical Postgraduate Training
Committee.

The Joint Committee
also recognises the posts
for higher specialist
training

Posts are also recognised
by the Royal College of
Obs t e t r i c i ans  and
Gynaecologists
(London) for training for
MRCOG

Pathology differs from
most other specialties in
that the Membership
examination comes
towards the end of
training.

The Specialist Training
Committee of the Royal
College of Psychiatrists
also recognises the posts
for specialist training in
psychiatry.
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(b) General Medical Practice:  The Irish College of General Practitioners approves training
programmes in general practice.

(c) Public Health Medicine:  The Royal College of Physicians of Ireland recognises posts for
general professional training and the Irish Committee on Higher Medical Training
recognises posts for higher specialist training;

(d) Dentistry:  The Faculty of Dentistry of the RCSI recognises posts for general professional
training.   The Irish Committee for Specialist Training in Dentistry recognises posts for
higher specialist training.
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Career
Grades

General
 Practitioner

2,100

Hospital
Consultant

1,632

Public Health
Medicine

219

Senior/
Specialist
Registrar

695.5

3/
6
y
e
a
r
s

Registrar

966

2/
3
y
e
a
r
s
*

Higher
Trainees in

Public Health
Medicine

17

4
y
e
a
r
s

Registrar
in

General
Practice

65

1
 y
e
a
r

House
Officers
1,447

2/3 years

Interns

401

Medical
Students
3,839**

1 year

6 years

Under-
graduates

Post-
graduate
Training
Grades

Notes:
1   the figures shown for the establishment of each grade are the latest published for the grades shown.
2  The length of time spent in individual grades varies as between specialties.
3  This chart does not deal with (a) careers in academic medicine, (b) occupational medicine, (c) hospital
    specialists and other hospital doctors working exclusively in the private sector.

*Where higher training takes place in the registrar grade this period would be extended to 5/6 years depending
  on the specialty.
**1850 of these medical students hail from the Republic of Ireland.

THE PRINCIPAL CAREER STRUCTURES
Appendix 4



Appendix 5

NUMBER OF POSTS AT SENIOR/SPECIALIST REGISTRAR LEVEL APPROVED BY
COMHAIRLE NA nOSPIDÉAL - THE POSITION ON 1 FEBRUARY, 2002

Specialty Number Approved

Accident & Emergency Medicine 2

Anaesthetics 85

Cardiology 21

Cardiothoracic Surgery 6

Chemical Pathology 5

Child & Adolescent Psychiatry 7

Clinical Pharmacology & Therapeutics 3

Dermatology 6

Endocrinology & Diabetes Mellitus 13

Forensic Psychiatry 1

Gastroenterology 33

General Medicine 70

General Surgery 31

Genito-Urinary Medicine 2

Geriatric Medicine 9

Haematology 8

Histopathology 53

Microbiology 18

Nephrology 12

Neurology 10

Neurosurgery 8

Obstetrics/ Gynaecology 9.5

Ophthalmic Surgery 8

Oral & Maxillofacial Surgery 1

Orthopaedic Surgery 40

Otolaryngology 5

Paediatric Surgery 5

Paediatrics 75

Palliative Medicine 6



Plastic Surgery 7

Psychiatry (General Adult) 14

Psychiatry of Learning Disability 2

Psychiatry of Old Age 4

Psychiatry of Substance Misuse 1

Radiology 70

Rehabilitation Medicine 4

Rehabilitation Psychiatry 1

Respiratory Medicine 26

Rheumatology 8

Urology 6

Overall total 695.5
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POSTGRADUATE MEDICAL AND DENTAL BOARD

A GUIDE TO FLEXIBLE TRAINING FOR SENIOR AND SPECIALIST REGISTRARS

INTRODUCTION

Many doctors (male and female) are seeking different working arrangements, often because of
domestic responsibilities.  The purpose of flexible (part-time) training is to retain within the health
service doctors who might otherwise leave because they are unable to train on a full time basis.  This
is in line with European Law (EC Directive EC 93/16/EEC).  Flexible training allows doctors and
dentists to work less than full-time in posts that are fully recognised for training and have the
educational approval of the Training Bodies. Where a postholder expresses the wish to train flexibly
steps should be taken to accommodate the request.  In the case of senior and specialist registrars
(Sen/SpRs) this role falls to the Postgraduate Medical and Dental Board (PgMDB) and its Director of
Flexible Training.

APPLYING TO ENTER THE SENIOR OR SPECIALIST REGISTRAR GRADE

The process for appointment to a training post is the same for both full-time and flexible applicants.
Entry is through competition and is judged on merit alone. It is not part of an appointment
committee's job to consider, before making a decision, whether a candidate wishes to train flexibly on
entry or in the future.  Once candidates are notified that they have been selected for training they may
apply to the Postgraduate Medical and Dental Board to be considered for flexible training.  For a
trainee to commence training in a part- time capacity funding, educational approval, hours of work
and the agreement of a Hospital/ Health Board to accept a flexible trainee have to be organised.

APPLICATION FOR FLEXIBLE TRAINING

Senior or Specialist Registrars (Sen/SpRs) or those hoping to enter those grades should seek advice
from the PgMDB’s Director of Flexible Training, Dr. W. Blunnie, as soon as they decide that they
may want to spend a period of their time as SpRs working flexibly.  Application forms can be
obtained from the Postgraduate Medical and Dental Board, Corrigan House, Fenian Street, Dublin 2
[Tel:  (01) 676 3875;  E-mail:  info@pgmdb.ie] or downloaded from the Board’s website
www.pgmdb.ie.  The complete process from evaluation of the application to entry into a programme
requires careful planning and it is best to give as much notice as possible.

The PgMDB’s Director of Flexible Training will ascertain whether an individual's request for flexible
training is based on well founded individual reasons.  Usual reasons include pregnancy, the need to
care for young children, ill or disabled dependants or the doctors/dentists own health or disability.
Both men and women are eligible.  Having established eligibility the PgMDB’s Director of Flexible
Training will determine the feasibility of acceding to the request. This will depend on:

•  The specialty the trainee has chosen
•  The stage of training
•  The presence of other flexible trainees enhancing the possibility of job-sharing or partnership

arrangements
•  The availability of resources, where having exhausted other possibilities, the Director decides

to establish a supernumerary post
•  Suitable educational approval for the supernumerary post



If a flexible training slot is not immediately available applicants will be placed on a waiting list.  Full-
time trainees can apply to become flexible trainees and flexible trainees can apply to revert to full-
time training at any time.

PART-TIME/FLEXIBLE TRAINING PLACEMENTS

Job-Shares

A job-share can be created by dividing a training placement between two trainees.  All the duties of
the original full-time post must be covered by the two trainees.  Provided the Postgraduate Medical
and Dental Board is satisfied that the job-sharers are the best candidates for appointment no eligibility
criteria are needed.  The two job-sharers organise their joint application, arrange how they will work
together, share the obligations of their contract between them, decide how annual leave, study leave
and pay are divided.

Job-Partnerships

Job partnerships can be arranged by the Postgraduate Medical and Dental Board.  Using flexible
training funds for an additional session, each partner works 60% of full-time.  This allows each
partner to fulfil the duties of half of a full-time post and for both to attend protected teaching sessions
and audit, with time for a formal hand-over of responsibilities.  Part of the extra time can be used for
additional training sessions or for service needs.  Trainees eligible for flexible training may be placed
in job partnerships.

Flexible Supernumerary Posts

New training opportunities are created by supernumerary placements additional to the normal
complement of trainees.  Supernumerary posts are needed when a trainee needs specific specialist
training and cannot be paired with a suitable partner in a job-share.  These posts are funded by the
Postgraduate Medical and Dental Board.

Full-time Placements

Some part-time trainees may be placed in "full-time"' slots but working less than full- time with the
agreement of all those concerned.  This may be particularly useful for those wanting to work 80% or
90% of full-time.

FUNDING

The Postgraduate Medical and Dental Board (PgMDB) has limited funds available for flexible
training and priority will be given to those with a definite need for the opportunity to train flexibly.  It
may be easier to fund trainees with a finite duration of training, as overall funding may vary from year
to year.  Continued funding for trainees requiring a long period of training flexibly will depend upon
satisfactory progress and the availability of funds.  Job-sharing is a less expensive option, so those
prepared to job-share or enter into a partnership arrangement may find it easier to obtain funding.
Those interested in pursuing the option of flexible training are advised to speak to the PgMDB’s
Director of Flexible Training at the earliest opportunity so that the availability of funding can be
assessed and planned.

If funding is identified for a supernumerary flexible training post the Postgraduate Medical and
Dental Board will fund lOO% of the basic salary cost including the employer's PRSI contribution and
costs relating to indemnity and training allowances/grants.  The payment will be based on 50% of a
full-time post calculated at the mid-point of the senior or specialist registrar salary scale.  Funding for
additional sessions approved for job partnerships will be allocated on the same basis.  Funding will be



allocated to the relevant Health Board or Hospital for payment of the trainee's salary.  The
responsibility for funding the payment of overtime will rest with the employing authority.

EDUCATIONAL APPROVAL

All training programmes/placements require educational approval from the relevant Training Body.
Some of these programmes may include flexible training placements which have been approved
already.  In others, educational approval will need to be obtained for the individual placement/
programme.

The flexible trainee will need to discuss his/her training needs with the training programme director
and the educational supervisor.  The educational supervisor will suggest appropriate training sessions,
depending on the trainee's needs and the hospital's priorities.   Sometimes the best training sessions
may be available on days that are inconvenient or difficult for the trainee.  The best compromise
between the service/hospital needs and the trainee's restrictions will be agreed.  In addition the on-call
commitment must be considered.  An induction programme should be arranged at the start of the new
placement.

The training programme director should ensure that the agreed training programme is submitted to the
relevant Training Body if required.  It is advisable to allow time to do this as it may take the Training
Body a month or two to grant educational approval.   Time for protected teaching/study/research/audit
should be included within the normal working week pro rata as organised for full-time trainees.

HOURS OF WORK

Full-time doctors and dentists are contracted for a 39 standard hour week and additional hours.  The
number of standard hours worked determines the duration of the training and the salary for the
flexible trainee.

The weekly duty commitment. in line with the requirements of the EU Directive must be at least 50%
of the full-time equivalent i.e. 19.5 standard hours a week plus additional hours.  Flexible trainees
must expect to take on a pro-rata share of the out-of-hours duties required of their full-time colleagues
in the same programme and at the equivalent stage.

Flexible trainees may have important reasons limiting their possible hours of work and nights on-call
and wherever possible these will be accommodated. In return it is expected that the flexible trainee
will help in providing unexpected service needs e.g. a colleague is unwell and cover is needed.  As
this is not part of the normal contract, the flexible trainee has the same rights as a full-time trainee to
refuse.

Flexible trainees occupying supernumerary posts, will be funded for 19.5 standard hours per week.  If
the trainee wants to work more hours than this the Postgraduate Medical and Dental Board will
negotiate with the employing authority to try and obtain the additional funds.

CONTRACT

The employment contract is issued by the employing Hospital or Health Board.  The terms and
conditions of employment which will apply should comply with those laid down in the Uniform
Conditions of Service for Senior or Specialist Registrars, as relevant.  The contract should be the
same for both full-time and flexible trainees, the only difference being in the hours of work
contracted.

The length of the training programme is usually extended pro-rata of a full-timer so that an equivalent
training is completed.  Where trainees have already been given an expected date for completion of
specialist training the date will require to be recalculated and the educational contract adjusted.
Flexible trainees as with full-time trainees will be given 6 months post completion of training.



EDUCATIONAL SUPERVISION

All trainees must have an educational supervisor i.e. a named consultant/trainer responsible for
supervising their placement.  All training programmes will comply with national educational
standards and appropriate Training Body guidelines.  Trainees will have their training needs assessed,
be given educational objectives and the opportunities to achieve them.  Trainees will be appraised and
given feedback on their performance at appropriate intervals.  They will be formally assessed
annually by the appropriate specialty training committee.

STUDY LEAVE

Flexible trainees are entitled to study leave pro-rata i.e. a trainee working 50% of full- time will have
approximately half the study leave entitlement of the full-timer.  Thus the flexible trainee will take
less study leave per year but over a longer period of time.  The study leave may fluctuate from year to
year according to need. If the total study leave required exceeds the year’s entitlement this can be
decreased the following year as compensation.

All trainees are recommended to discuss their educational objectives with their educational
supervisors and have appropriate courses agreed in advance.  Study leave will be approved by the
appropriate Training Programme Director/Specialty Adviser and Educational Supervisor.

ANNUAL LEAVE

The number of weeks of annual leave is the same for full-time and flexible trainees remembering that
the latter's working week is shorter than full-time.  For example the total year's entitlement for a
flexible trainee working 50% (19.5 standard hours or 5 half days per week) and 32 days annual leave
plus 8 working days in lieu of the liability of being rostered on a public holiday per year is 40 half
days or 20 full days per year.

TERMINATION OF FLEXIBLE TRAINING

The flexible trainee should inform his/her Training Programme Director and the PgMDB’s Director
of Flexible Training if he/she wishes to finish flexible training.  If a flexible trainee wishes to transfer
to full-time it is best to give as much notice as possible for this to be planned.  Usually the trainee can
transfer as soon as there is a vacant full-time placement providing his/her training needs.

MATERNITY/SICK LEAVE

For Senior and Specialist Registrars one period of 3 months of maternity leave and/or sick leave can
be allowed without extending the duration of training and therefore altering the completion of training
date.  However, if previous sick leave and or maternity leave has used this 3 month period already
then the completion date will need to be revised if further sick leave or maternity leave is required.

Attachments

1 Application Form for Flexible Training

2 Listing (with contact details) of persons nominated by training bodies to liaise with doctors and
dentists wishing to train on a flexible basis.

Postgraduate Medical and Dental Board
December, 2001



POSTGRADUATE MEDICAL AND DENTAL BOARD

APPLICATION FOR FLEXIBLE TRAINING:

   To be completed by the applicant and forwarded to the Director of Flexible Training,
   Postgraduate Medical and Dental Board, Corrigan House, Fenian Street, Dublin 2.

   NAME OF APPLICANT: (Block Capitals)

   HOME ADDRESS:

   E-MAIL:  ………………………….…..  HOME TEL.:  …………………………………..

   CURRENT POST/GRADE:   ----------------------------------------------------------------------

   Specialty:                   ………………….………………………………………………….

   Hospital/Scheme:      ……………………………………………………………………...

   ANTICIPATED COMPLETION OF TRAINING DATE:-  ………………...….…………
   (if applicable)

   REASONS FOR APPLYING FOR FLEXIBLE TRAINING:
   (Please state clearly the date from which flexible training is required)

   …………………………………………………………………………………………………

   …………………………………………………………………………………………………

   …………………………………………………………………………………………………

   …………………………………………………………………………………………………

   …………………………………………………………………………………………………

   APPROVED:  …………………………….

   ………………………………………………………
                     (Director, Flexible Training PgMDB )                   (Date)  …………………

   FOR OFFICE USE ONLY:  (Support of Specialty)



Postgraduate Medical and Dental Board

Pilot Scheme on Flexible Training

Useful Contacts

PgMDB/
Specialty

Name Address Telephone No./
E-Mail

PgMDB Dr. W. Blunnie Corrigan House, Fenian Street,
Dublin 2

(01)676 3875
info@pgmdb.ie

Anaesthetics Dr. M. McCarroll 97 Merrion Park, Blackrock, Co
Dublin

(01) 8032281
anaes@mater.ie

Dentistry Dr. B. McCartan Dublin Dental Hospital, Lincoln Place,
Dublin 2

(01) 612 7200
bmccrtan@dental.t
cd.ie

Medicine Dr. G. Murnaghan Dean of Higher Medical Training,
Royal College of Physicians of
Ireland, 6 Kildare Street, Dublin 2

(01) 6616677
georgemurnaghan
@rcpi.ie

Dr. Christopher Dick Associate Dean of Higher Medical
Training, Royal College of Physicians
of Ireland, 6 Kildare Street, Dublin 2

(01) 6616677
chrisdick@rcpi.ie

Public Health
Medicine

Dr. A. Clarke Department of Public Health and
Epidemiology, University College
Dublin, Earlsfort Terrace, Dublin 2

(01) 716 7294
anna.clarke@ucd.ie

Obstetrics/
Gynaecology:

Dr. P. Crowley Private Clinic, Coombe Womens
Hospital, Dublin 8

(087) 254 7633
patc@indigo.ie

Occupational
Medicine:

Dr. D. Courtney 3 Bradford Gardens, Carrickfergus,
BT38 9EH

048 93 361911
cour@ford348.free
serve.co.uk

Dr. J. Gallagher Faculty of Occupational Medicine,
Royal College of Physicians of
Ireland, 6 Kildare Street, Dublin 2

(01)  661 6677
djgall@indigo.ie



Ophthalmology: Dr. Denise McAuliffe
Curtin

Royal Victoria Eye & Ear Hospital,
Adelaide Road, Dublin 2

(01) 678 5500

Paediatrics: Dr. Susan Keane Central Remedial Clinic, Vernon
Avenue, Clontarf, Dublin 3

(01) 833 2206
batet@tinet.ie

Dr. A. Nicholson Our Lady of Lourdes Hospital,
Drogheda, Co. Louth

(041) 9837601
alf.nicholson@neh
b.ie

Dr. M. O’Neill Department of Paediatrics, Mayo
General Hospital, Castlebar, Co. Mayo

(094) 21733
kateon@iol.ie

Pathology Dr. M.P.G. Little Department of Pathology, University
College Hospital, Galway

(091) 544417
Fax. (091) 544902

Dr. P. Kelly Pathology Department,  Mater
Hospital, Eccles Street, Dublin 7

 (01) 803 2377
Fax (01)803 4781
pmakelly@eircom.n
et

Dr. M. Madden Haematology Department, Mercy
Hospital, Cork

(021) 427 1971
mmadden@mercy-
hospital-cork.ie

Dr. M. Murray, Haematology Department, University
College Hospital, Galway

(091) 544591
margaret.murray@
bsi.ie

Dr. Kieran Sheahan Consultant Histopathologist, St.
Vincent's Hospital, Elm Park, Dublin 4

(01) 209 4733
k.sheahan@st-
vincents.ie

Dr. Philip Mayne Consultant Chemical Pathologist, The
Children’s Hospital, Temple Street,
Dublin 1.

(01) 87 4863
Fax(01)874 5142
p.mayne@eircom.n
et

Dr. Niamh O’Sullivan Consultant Microbiologist, Our Lady’s
Hospital for Sick Children, Crumlin,
Dublin 12

(01) 455 8111
nuala.coleman@olh
sc.ie



Psychiatry Professor B. Lawlor St. Patrick's Hospital, PO Box 136,
James's Street, Dublin 8

(01) 249 3283
psychel@stpatsmail
.com

Dr. A. Campbell Department of Psychiatry, Cork
University Hospital, Wilton, Cork

(021) 4922592

Dr. M. Delaney-
Warner

Brothers of Charity Services,
Woodlands Centre, Renmore, Co.
Galway

(091) 755 241
warnermary@irelan
d.com

Dr. T. Carey St. Davnet's Hospital, Monaghan ( 0 4 7 )  8 1 8 2 2
careytgm@gofree.i
ndigo.ie

Dr. A. Jackson Clonard House, Market Square,
Navan, Co. Meath

(046) 71648
anne.jackson@neh
b.ie

Dr. T. Carroll Dept. of Child & Adolescent
Psychiatry, University College
Hospital, Galway

( 0 9 1 )  5 2 1 7 5 5
stannecc@indigo.ie

Radiology: Dr. D.P. MacErlean Department of Radiology, St.
Vincent's Hospital, Elm Park, Dublin 4

(01) 269 4533
Fax: (01)260 9256

Surgery Ms. E. McGovern Crest Directorate, St. James’s Hospital,
Dublin 8

(01) 416 2323
emcgovern@stjame
s.ie

Ms. L. Viani Cochlear Implant Department,
Beaumont Hospital, Beaumont
Road, Dublin 9

(01) 809 2191
laura.viana@bea
umont.ie



CME/CPD Policies and Procedures

                         Specialty

Policy/Procedure

Anaesthesia RCPI (Medicine,
Obstetrics/ Gynaecology,
Pathology, Paediatrics,
Public Health Medicine,
Occupational Medicine)

Psychiatry Radiology Surgery

CME/CPD Cycle 5 years 5 years 1 year 5 years 5 years
Credits 250 (over 5 years) 250 (over 5 years) 50 hours (over 1 year) 250 (over 5 years) 250 (over 5 years)
Voluntary (or Mandatory) Voluntary Voluntary (except that

Institute of Obstetricians &
Gynaecologists says it is
mandatory)

Voluntary (but mandatory
for Psychiatric Tutors,
Examiners, Educational
Supervisors)

Voluntary Voluntary

Diary and/or other recording/
monitoring system

yes yes yes yes Yes

CME/CPD activities categorised
----------------------------------------

#   with certain minimum
     targets to be met within
     some categories
----------------------------------------

#   with certain categories
    ‘capped’ (i.e. a ceiling on the
    number of credits which may
    be obtained in certain
    categories)

yes
-----------------

-

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

-

yes
--------------------------

-

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

yes

(except occupational
medicine)

yes
---------------

yes

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

yes

yes
-------------

yes

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

yes

yes
-----------

yes

-----------

yes

Notes:

Incentives/Sanctions: All the Professional Bodies have stated that they will require evidence of satisfactory participation in CME/CDP from all those
wishing to be involved in the education, assessment and examination of trainees.

November 2001
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Appendix 8

Regional Dental Committee (RDC) Courses:  January, 1997 – December, 2001

Regional Dental
Committee

Number of Courses
in 1997/2001
(a t t e n d a n c e s  b y
dentists)

Selection of Topics Covered

Midland

North-East

North-West

South & Mid-
West

South-East

West

40(422)

44(470)

38(453)

72(1,666)

39(717)

83(976)

Adhesive Dentistry, CPR, Cross-infection control, Crown and
Bridge, Endodontics, Fluoridation, Implants, Oral Cancer &
Precancer, Oral Surgery, Orthodontics, Paedodontics,
Periodontics, Prosthodontics, Radiation Protection, Restorative
Dentistry, Risk Management, Sedation

Adhesive Dentistry, Computers in Dentistry, CPR, Cross-
infection Control, Crown and Bridge, Difficult Dentures,
Employment Legislation, Endodontics, Fluoridation, Full Upper
& Lower Dentures, Implants, Oral Cancer, Oral Medicine, Oral
Surgery, Paedodontics, Practice Management, Prosthetics

Adhesive Dentistry, Aesthetic Dentistry, Computers in
Dentistry, CPR, Cross-infection Control, Dental Radiology,
Endodontics, Implants, Oral Surgery, Orthodontics,
Periodontics, Practice Management, Restorative Dentistry,
Treatment Planning

Anaesthetics, “Anomalies of Eruption”, CPR, Dental
Prescribing, Dental Radiology, Dental Traumatology, Dental
Updates,  “Denture Problems”, Diagnosis and Management of
TMJ Dysfunction, Endodontics, “Faces Spaces Braces”,
Implants, Lasers, Oral Surgery, Orthodontics, Periodontics,
“Porcelain Laminate Veneers”, Restorative/Perio Interface,
‘Tooth wear’, Treatment of medically compromised patients,
Treatment options for the partially dentate patient, “Wisdom
Teeth Revisited”

Bleaching, Composites, CPR, Dental Materials, Dental
Radiology, Fluoridation, Health and Safety, Implants,
Management of Hepatitis C patient, Nutrition;  Software
Solutions, Oral-Facial Pain, Restorative Dentistry, Stress
Management, Prosthodontics, Treatment of medically
compromised patients, Worn Dentition

Amalgam, Bleaching, Caries Diagnosis, Cross Infection
Control, Dental Public Health, Endodontics, Epidemiology,
Fissure Sealants, Fluoridation, General Anaesthesia, Health
Promotion, Implants, Oral Medicine, Oral Radiology, Oral
Surgery, Orthodontics, Paedodontics, Patient Satisfaction,
Periodontology & Heart Disease, Practice Management, Role &
Functions of Dental Council, Special Needs, Veneers
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Appendix 9

POSTGRADUATE MEDICAL and DENTAL BOARD

CDE Accreditation

OPERATIONAL DECISIONS

Certificates of CDE Accreditation

Certificates of CDE Accreditation will be awarded in 2002 to those participating dentists who
attain 30 CDE credits in the two year period January, 2000 to December, 2001.   Thereafter
Certificates will be awarded on an annual basis to those who attain 30 credits in the preceding
two years.

Course Approval/Recognition

It will not be necessary for courses to be approved in advance.

Notification by CDE Activity Organisers

Course providers are to notify the PgMDB of the names of those who attend courses (A form is
available for this purpose.)

Card indicating Registration Number

Each participant has been provided with “plastic card” indicating his/her registration number.
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Credits

One credit will be earned in respect of each hour’s approved/recognised CDE activity.

Credit Points for Individual CDE activities.

(a): Research and publication in peer reviewed/CPD journals.

1st author:   5 points

Co-author:   2 points

(b): Paper/Poster presentations/lectures to peers.

Congress papers/posters:   2 points

Long papers(>20 minutes),
e.g. Invited lectures, keynote addresses:   4 points

(c): Relevant additional qualifications obtained:

Completed Diplomas
6 month Diploma:   3 points
1 year Diploma:   6 points
2 year Diploma: 12 points

Completed Masters or Doctoral degrees: 15 points

These points are in addition to any points obtained during the study period.

(d): Examinations/Evaluations/Assessments:

These activities include, but are not restricted by the following:
Undergraduate and postgraduate examinations; Evaluations undertaken on
behalf of registering authority; Assessment of these scripts.

1 point per hour.

(e): Supervision of Degrees (Masters/Doctoral students (thesis or dissertation))

Promotor/mentor/study leader for Masters or Doctoral qualifications.

5 points per graduate.
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Credits for ‘CDE Course Presenters’

Persons resourcing a CDE course will be granted the same credits as those who attend the course
– subject to credits not being awarded on more than three occasions in respect of “basically the
same lecture/presentation”.

Video Conferencing.

Courses held by the means of video conferencing will attract CDE credits in the same manner as
conventional courses.

Study Groups

Credits (computed on the basis one credit for each hour) will be awarded in respect of recognised
Study Group activity.  Study Groups will have to seek the approval of the Steering Committee
and attendance sheets will have to be returned.   The Board may ask its Regional Dental
Committees to accredit Study Groups in their areas.

Credits for Courses Abroad

Dentists seeking to claim credits in respect of courses held outside the Republic of Ireland should
send the data detailed below to the PgMDB -

•  Their own name and registration number.

•  Third party confirmation of attendance at the course in respect of which credits are being
claimed (this confirmation should normally be obtained from the course organiser).

•  Details of the course programme.

Courses on ‘non-clinical’ Topics

In the initial phases of the system, a maximum of three credits per annum may be earned in
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respect of attendance at courses on non-clinical topics oriented towards dentistry.

Private Reading

Private reading, because it is not verifiable, will not qualify for credits.   The Postgraduate
Medical and Dental Board will however, explore the possibility of the Irish Dental Journal
publishing the occasional educational edition/ issue which would incorporate a system for earning
CDE credits along the lines available with the publication “CPD Dentistry”[see next paragraph]

Credits awarded through publication ‘CPD Dentistry’

Recognition on a “one for one” basis will be granted in respect of the hours of validated CPD
which are awarded to those who complete the MCQs associated with the publication “CPD
Dentistry” published by Rila Publications Ltd. London.

Faculty of Dentistry CPE Scheme

There is a need to consider what linkages/co-ordination should exist with the Faculty of Dentistry
CPE Scheme.

Postgraduate Medical and Dental Board
December, 2001
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Appendix 10

Review (2001) of Pilot Scheme on Vocational Training in Dentistry.

1 Background Information

1 Introduction

In 1999 the Postgraduate Medical and Dental Board (PgMDB) established a pilot scheme for vocational
training in dentistry.

2 Aims of Vocational Training

The aim of vocational training in dentistry is to provide a transitional year for the newly qualified dental
graduate to help prepare him/her to assume responsibility for the running of a general dental practice or a
public dental service clinic and to acquire more efficiency in the skills and competencies required in the
delivery of comprehensive primary dental care.   It should provide a supportive environment for the new
graduate in which he/she can adapt to the demands of general dental practice or the health board dental
service.

3 Outline of Pilot Scheme

Vocational Training lasts twelve months and each trainee on the scheme is placed with suitable trainers in
both private practice and in the health board dental service - two days per week in each location.   Trainees
also attend weekly academic sessions.   The third intake of trainees (thirteen in all) joined the Scheme in
September, 2001.

4 Co-ordinator

Dr. Frank Ormsby, BDS, DGDP(UK) has been appointed as Co-ordinator for the pilot scheme.

5 Trainers

Twenty-six trainers (thirteen in general dental practice and thirteen in the public dental service) will be
engaged for the third year of the Pilot Scheme – each trainee has two trainers, one in general practice and one
in the health board service.

The PgMDB invites applications for trainer posts from amongst all dentists in private practice.

Recruitment of suitable dentists from the Health Board Dental Service as trainers is by way of request to the
health boards concerned.

Training is provided for trainers.
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The PgMDB is the employing authority for trainers who are in private practice and is responsible for the
allocation of a £5,000 [€6,348.69]grant to each training practice.  Income generated by trainees attached to
private practices accrues to the practice.

The PgMDB also pays a grant of £5,000 [€6,348.69] to health boards in respect of each trainer provided by
them to help the health boards in question to replace the service deficit resulting from the trainers commitment
to vocational training and to recoup a payment of £2,460 [€3,123.56] to each health board trainer.

6 Trainees (Vocational Dental Practitioners)

The PgMDB invites applicants for trainee (VDPs) posts from amongst the final year students in the dental
schools in Cork and Dublin, and also accepts applications from other final year dental students.

The health boards are the employing authorities for all trainees (VDPs).   The salary level for the post of VDP
is £24,750 [€31,426.06] from 1 October, 2001.

7 Outline of Annual Timetable for Recruitment of Trainers & Trainees

January: Information sessions with Cork and Dublin final year students
Information session for Dentists

March: Application forms returned from Dentists
Practice visitations
Practice visits by potential trainees

April: Trainer Applicants Interviewed
Trainee interviews held

June: Trainer/Trainee Matching Process completed
Trainer Induction Day

September: Training Year commences

8 Certification of Completion of Vocational Training

All Vocational Trainees keep a Professional Development Record and are obliged to attend the Day Release
Course, undertake a research project and participate satisfactorily in the clinical activities of their general
practice and health board training placements.

A certificate attesting that they have successfully completed these requirements is presented at the end of the
year.

9 Evaluation of Scheme

It was agreed that the pilot scheme would be evaluated on an on-going basis but particularly so after three
years.
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2 Issues considered in Review

10 Basic Facts of Experience to date

Participation in the Scheme is voluntary.  The pilot scheme was rolled out with an intake of 3 in September
1999, 8 in 2000.  There are currently 13 new graduates on the third year of the Scheme, which commenced in
September 2001.  The female:male ratio this year is 12:1.  There is an almost even split between Dublin and
Cork graduates, with no graduate this year, on the scheme from outside these two dental schools.

11 Format/Make-up of Vocational Training

The scheme commences in September and lasts for one year.  VDPs work a 5 day week and are entitled to 24
days annual leave.  They spend 2 days working in private practice and 2 days in the Health Board and attend
up to 30 study release days.  In weeks where there is no day release course, VDPs work a third day in either
private practice or Health Board.

Conclusions

The existing format of the training scheme is based on a weekly schedule of two days in private practice, two
days in the health board dental services and one day at an academic course.  Alternative models could be
based on (i) training solely in a health board or private practice setting or (ii) a continuous period of six
months in a health board followed by six months in private practice [or vice versa].  An academic release
course should also form part of the alternative models outlined. The experience to date has shown that the
existing model has worked well and should in the Steering Committee’s view be maintained.  That said, the
Board would be open to consider, in particular circumstances or in the light of changing circumstances,
alternative models along the lines already outlined.  Such alternatives could, of course, only operate if the
specific training location could provide sufficient clinical activity for four or five consecutive days in a week.

12 Location and Number of Training Posts

All Health Board regions are involved in the current scheme. In some Health Board areas the  private  practice
trainer is in close proximity to the Health Board clinic (trainer) while in others there can be a distance of up to
30 miles separating the locations.  The existing thirteen trainees are based in Ballinasloe, Cavan, Clonmel,
Cork, Dublin, Ennis, Galway, Kildare, Longford, Newcastlewest, New Ross and Sligo.

Conclusions

In each health board area there should be, on an ongoing basis, the equivalent of one health board training post
per community care/dental area.  This would provide a pool of at least 30 posts.  These training posts should
be additional to the normal complement.  The role of the Clinical Dental Surgeon (Grade I) post should be
reviewed in the light of the development of vocational training.
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13 Numbers that can be trained

Various factors limit the number of VDPs that can be trained.  These include the number of private
practitioners with suitable training premises willing to become Trainers, the number of Health Board dentists
willing to become Trainers, the number of VDPs which could potentially be accommodated by Health Boards.
From a potential of 80 final year students, 40 applications were received in 2001 together with one application
from an Irish graduate of a British Dental School.  57 general dental practitioners sought application forms for
trainer positions and health boards offered at least 24 posts.

Conclusions

The ultimate aim should be to provide vocational training for all graduates of the Irish dental schools.  It
would not be possible to meet that aim immediately but realistic targets would be to increase the intake level
to 25 for the training year commencing September, 2003 and to increase it further to 30 the following year.

14 Private Practice Trainers

There are at present 13 private practice Trainers.  For the training year commencing September, 2001 there
was interest shown in the scheme by 57 general dental practitioners after an awareness campaign of regional
roadshows and mailshot notification.  28 of these went through the entire selection procedure. This procedure
involved completing a formal application, undergoing a practice visitation and attending for interview.  Only
multi-surgery practices were considered for selection.  The Trainer’s contract lasts for one year and they
receive a training grant (currently £5,000 [€6,348.69]) the PgMDB and also all the earnings of the VDP.  The
successful applicants are required to attend a Trainer induction day where the principles of the Trainer’s role
are outlined and communication skills are enhanced.  There are 3 meetings during the year to facilitate an on-
going review and evaluation of the training process and the trainer/trainee interaction  Some Trainers have
undertaken to participate in the Day Release Programme.  Interest among General Dental Practitioners in Cork
and Dublin has been low.

The criteria for selection as trainers are set out in the Annex.

Conclusions

The existing recruitment process whereby all trainers are selected and recruited de novo each year is
cumbersome and needs to be streamlined.  It is proposed that the following process be adopted – interview for
appointment to a panel of trainers for a three year period with an actual appointment being for a period of one
year, renewable.

The trainer grant was set at £5,000 [€6,348.69] per annum in September, 1999.  It has not been updated since
then.  It is recommended that the quantum of the grant should be uprated periodically and that the rate of
increase should correspond with the level of pay increases under national pay agreements.

While there has been some welcome evidence that the interest among private practitioners in Cork and Dublin
may increase there is a need for research to determine and overcome the factors which have given rise to the
low interest shown to date.

15 Health Board Trainers

In the training year 2000/2001 there are 13 Health Board Trainers.  The Health Boards select their own
Trainers, from amongst their dental staff, using criteria very similar to that used by the PgMDB when
selecting private practice Trainers.  In some regions there was competition for the positions. Health Board
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Trainers receive an additional allowance of £2,460 [€3,123.56] p.a. to their salary.  The successful applicants
are required to attend a Trainer induction day where the principles of the Trainer’s role are outlined and
communication skills are enhanced. Some Trainers have undertaken to participate in the Day Release
Programme.

Conclusions

At the inception of the pilot scheme the Department of Health and Children agreed that the Postgraduate
Medical and Dental Board would, in respect of each training post, pay a grant of £5,000 [€6,348.69] to the
Health Boards involved to enable the boards replace the service deficit resulting from the trainers
commitment.  Health Boards pay to their trainers a proportion (currently £2,460 [€3,123.56] )of the grant.  It
is the Board’s view that these grants should be regularly updated, on the same basis as recommended in
paragraph 14 above and that 50% of the grant should be paid to the health board trainers.

16 Trainees

In February/March 2001 the Co-ordinator visited the two Dental Training Schools in Cork and Dublin and
brought the advantages and benefits of the Vocational Training Scheme to the attention of interested final year
students.  The PgMDB received 41 applications.  All applicants were requested to attend a Health Board
assessment interview and were subsequently notified by the PgMDB of available Private Practice Trainers and
locations.  The applicants were advised to visit Private Practice training locations and associated HB Principal
Dental Surgeons and return to the PgMDB their ranked preference of the training placements.  24 of the
original 41 applicants visited Practices and so were involved in the assignment/ matching process.  The mean
number of practices visited was four.

Conclusions

It is recommended that the existing trainee recruitment process be retained.

17 Day Release Course

During the VT year trainees attend 30 day-long academic sessions, most of which take place in Dublin at the
Postgraduate Centre in St James’s Hospital. Presentations are usually held on a Monday and commence at 11
am and finish at 4.30 pm.  Topics covered on the programme range from purely clinical through to
administration and management. Sessions are reserved to include specific topics as requested by the VDPs
based on their working experiences.  Two release days are designated for hands-on sessions. Six of the day
release sessions will be held in venues outside Dublin.  Although the presentations have a structured format,
the sessions are interactive and the VDPs gain ‘added value’ by relating the topics to their actual working
experiences. Modern IT and projection equipment are essential.  There is on-going appraisal and assessment
of topics and Presenters.
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Conclusions

The maximum number of trainees which can attend at the day release course, without impairing educational
effectiveness, is 15.  So as to accommodate the increased numbers of trainees envisaged in this report it will
be necessary to develop a second parallel course.  While decisions have yet to be taken in this matter it is
envisaged that one course would continue to be held principally in Dublin and that the second course could be
located principally at another centre.

18 Co-ordination

There is presently one Co-ordinator  of the Scheme who is employed on a sessional basis (four sessions per
week) and reports to the Chief Officer and the Steering Committee.  The duties of the Co-ordinator involve the
implementation, development and evaluation of the Scheme as an alternative route for the new dental graduate
while working within the established structures of the profession e.g. Private Practitioners, Health Boards,
Training Hospitals.

Conclusions

The Steering Committee wishes to retain the concept of a national scheme under the general direction of one
Co-ordinator.  It is clear, however, that an expansion of the Scheme along the lines envisaged in this report
would require additional co-ordination sessions which could be delivered by a combination of increasing the
sessions of the existing Co-ordinator and supplementing them by the appointment of Associate Co-ordinators,
with one or two sessions, on a regional basis.

19 MFDS/MFD

Many young dentists wish to acquire the Diploma of Member of the Faculty of Dental Surgery/Dentistry
(MFDS/MFD).  To be eligible for the award of the diploma a candidate must, inter alia, “have completed
satisfactorily 24 months full time equivalent postgraduate experience in dentistry of which at least 12 months
must have been gained in clinical posts in hospital, community practice and dental public health which have
been approved for training by the Faculties of Dental Surgery/Dentistry of the Royal Colleges of Surgeons in
Ireland and of the UK”.

Conclusions

The Steering Committee is strongly of the view that training and experience gained in vocational training
should be accorded the same recognition as that gained in the clinical posts already referred to.

20 Costs

The costs of running the pilot scheme have been shared by the Postgraduate Medical and Dental Board and the
Health Boards.  The health boards have met the salary and travelling costs of trainees and the Postgraduate
Medical and Dental Board has met all other costs (for example co-ordination, trainer fees, day release courses,
induction training).  The costs incurred in the period 1999 to 2001 and the estimated full year costs (at current
prices) of maintaining the intake at current levels and of increasing it to 20, 25 and 30 trainees per annum are
shown in the following tables.
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TABLE 1:  COSTS INCURRED 1999 - 2001

AGENCY PgMDB HEALTH BOARDS

YEAR
IR £s EURO € Ir £s EURO €

1999 30,000 38,000 20,000 25,500

2000 84,000 106,500 102,000 129,500

2001 150,000 190,500 232,000 294,500

TABLE 2:  VOCATIONAL TRAINING FULL YEAR COSTS10

PgMDB HEALTH BOARDSA
G
E
N
C

Y

TRAINEE NOs.

EURO € IR £s EURO €

15

20

25

30

242,000

330,000

392,000

454,000

307,500

419,000

498,000

576,500

375,000

500,000

620,000

745,000

476,000

635,000

787,000

946,000

21 Future Governance of Vocational Training

A Steering Committee is responsible to the PgMDB for the running of the pilot scheme. Its membership
consists of the three dental members of the PgMDB together with a Principal Dental Surgeon of the ERHA,
the General Manager for the SHB and a representative of the IDA.

Conclusions

                                                  
10 Estimated costs at 2001 prices. Euro estimates have been rounded to nearest 500 euro.
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It is the Steering Committee’s view that in future the Postgraduate Medical and Dental Board should continue
to have a small Steering Committee responsible to it for overseeing the organisation and development of
vocational training.  The Committee should be composed of Board Members together with representatives
from the Irish Dental Association and from the Health Board dental service.

22 2 Year General Professional Training (GPT)

22.1 The Steering Committee is aware that there is a growing number of GPT schemes in the UK

22.2 Those Schemes are made up as follows

22.2.1 2 year integrated schemes consisting of 1 year in General Practice VT and 2 six-month
periods in the Community Dental Service and in Hospital Dental Service.

22.2.2 1 year scheme consisting of equal periods in Community Dental Service and in the Hospital
Dental Services but previous participation in one year VT being obligatory.

22.2.3 Day release courses of 30 days per year are also a feature of both of the above models of
GPT.

Conclusions

22.3 If GPT were to be introduced here a number of questions would arise

22.3.1 How would it be constituted?   If the existing VT model is retained presumably the second
year of GPT would be composed of training periods in private practice and in the hospital
service.

22.3.2 How would it be funded?

22.3.3 What numbers should be involved?  (What is the capacity of the Dental Schools in this
regard?  Would it be possible to utilise HB orthodontic and oral surgery units?)

22.4 A model along the lines set out in 23.3.1 above would require significant numbers of GP Trainers

22.5 It will be a matter for the incoming Postgraduate Medical and Dental Board to consider whether (and if
so, when) general professional training in dentistry should be introduced in Ireland.  The Steering
Committee is of the view that vocational training should be recognised as part of any general
professional training scheme introduced.

23 Concluding Remarks/Recommendation

The Steering Committee is satisfied that the pilot scheme has operated satisfactorily and recommends that
vocational training be established nationally on a permanent basis.

December, 2001
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Annex

VOCATIONAL TRAINING SCHEME IN DENTISTRY

The Training Practice:  Criteria for Approval

Minimum Guidelines

The practice should comply with all relevant statutory legislation.

The practice should be adequately equipped and should have modern sterilising and easily accessible X-
ray equipment.

Emphasis is given to the arrangements for the prevention of cross-infection and adherence to health and
safety regulations within the practice:

1. Sterilisation should be by autoclave for all instruments and materials which would not be damaged
by this method.  Ultrasonic cleaners should be available.  Where cold sterilisation is appropriate, it
should be used as recommended.

2. Hand-pieces should be sterilised between patients and their supply should be sufficient to permit
this.

3. Gloves, masks, spectacles should be worn when treating patients.

4. Rigid safe containers should be used for disposable sharps, etc.  Evidence of contract for the
satisfactory disposal of all clinical waste.

5. The production of dental amalgam should be by closed mechanical devices.

6. X-ray Equipment:  the Principal must hold a licence from the Radiological Protection Institute.

There should be adequate reference books available.

The practice should have arrangements for the undertaking of emergency cases.

The physical layout of the practice should ensure that accessible support to the Vocational Dental
Practitioner (VDP, preferred name for Trainee) could be provided by the Trainer for not less than three
days per fortnight.

Appropriate equipment, instrumentation and materials should be available to provide for four-handed and
low-seated dentistry.  The VDP's surgery should be of sufficient area to accommodate comfortable
working conditions.

There should be adequate back-up support from reception/secretarial staff and the VDP should have full-
time assistance from a suitably experienced DSA.

Adequate arrangements should be made for laboratory work to be done.

There should be adequate space for reception and secretarial staff, and a well-kept waiting room.
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The range, quantity and pattern of work will vary from practice to practice.  An upper or lower limit is not
placed on the potential gross earnings of the VDP.  The workload of the practice is important.  However, a
balance has to be struck between ensuring the applicant has adequate time to meet the teaching
commitment and that the practice can provide sufficient clinical experience for the proper development of
a VDP.

A single-handed practice is encouraged to demonstrate that there is enough work for a VDP, a suitably
equipped second surgery or room to provide same.

Trainer:  Person Specification, Knowledge and Experience, Skills and Abilities

Role of Trainer - An Overview

The Trainer has a key role to play in the professional development of the VDP.   His/her three main roles
are:

1. To interact with the VDP to provide tuition, advice, information and facilities to fulfil the aims and
objectives of VT.

2. To prepare for the role of Trainer by acquiring knowledge of the educational processes and
interpersonal skills necessary, and learning to apply them in the dental practice setting.

3. To liaise with the Co-ordinator, the Co-trainer and other relevant personnel to ensure that the VDP
completes VT.

Person Specification

A dentist who owns and runs a well-organised practice or a Health Board dentist who holds a senior
position.

A dentist who is interested in adding knowledge to dental practice or can show a commitment to
continuing professional development by:  Participation in peer review, clinical audit or research in general
practice or Health Board dentistry.

Knowledge and Experience

A dentist with high clinical and ethical standards.

A dentist who provides a wide range of treatments.

A dentist who shows a commitment to postgraduate education and training by certificates or other records
of attendance at recent postgraduate courses.

A dentist who understands the legal framework of practice.

A dentist who has been in practice for four years or more (upon initial appointment).
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Skills and Abilities

A dentist who works as part of a team within a well run practice or service.

A dentist able to cope with change, who is flexible and can handle uncertainty.

A dentist who is able to communicate effectively with patients and other team members.

A dentist who is available and accessible to patients through an efficient appointments system and other
methods of access.

A dentist who is willing to reorganise his/her daily routine and that of the practice or service to take
account of the presence of a VDP.

A dentist who has developed a critical faculty for self assessment and can demonstrate this.

A dentist who can demonstrate involvement in staff training and development.

Postgraduate Medical and Dental Board
January 2000
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Appendix 11

REFUND OF EXAMINATION AND COURSE FEES TO NCHDs

APPROVED POSTGRADUATE EXAMINATIONS AND COURSES

Membership and Fellowship Examinations

(i) FRCSI - Fellows of the Royal College of Surgeons in Ireland, Sections A & B

(i) FFR - Fellows Faculty of Radiology, Royal College of Surgeons in Ireland, Primary and
Final

(iii) FFARCSI - Fellows Faculty of Anaesthetics, Royal College of Surgeons in Ireland,
Primary, FFA Parts 1 and 2 and Final.

(iv) FFDRCSI - Fellows, Faculty of Dentistry, Royal College of Surgeons in Ireland, Primary
& Final.

(v) MFD, RCSI – Member, Faculty of Dentistry, Royal College of Surgeons in Ireland, Parts
A, B and C.

(vi) AFRCSI - Associate Fellowship, Royal College of Surgeons in Ireland, Parts 1, 2 and 3.

(vii) MRCOG - Member Royal College of Obstetricians and Gynaecologists. Parts 1 & 2

(viii) MRCPI - Member Royal College Physicians of Ireland Parts 1 & 2

(ix) MRC Path. - Fellow Royal College Pathologists. Parts 1 & 2

(x) MRCP - (Ophthalmology) Parts I, 2 & 3

(xi) M.I.C.G.P. - Member Irish College of General Practitioners

(xii) M.R.C.Psych., - Member Royal College of Psychiatrists, Parts I & 2

Diploma Examinations

(i) Diploma in Child Health

(ii) Diploma in Psychological Medicine (parts 1 & 2)

(iii) Diploma in Clinical Psychiatry
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(iv) D.Obs/DGO./DOWH

(v) Dip. Geriatric Medicine/DME

(vi) Family Planning

Intercollegiate Examinations

(i) Intercollegiate Examination in Urology

(ii) Intercollegiate Examination in General Surgery

(iii) Intercollegiate Examination in Trauma and Orthopaedic Surgery

(iv) Intercollegiate Examination in Otolaryngology

(v) Intercollegiate Examination in Paediatric Surgery

(vi) Intercollegiate Examination in Plastic Surgery

(vii) Intercollegiate Examination in Neurosurgery

(viii) Intercollegiate Examination in Oral & Maxillofacial Surgery

(ix) Intercollegiate Examination in A & E Medicine

(x) Intercollegiate Examination in Cardiothoracic Surgery

Courses

(i) Basic Surgical Skills

(ii) ACLS - Advanced Cardiac Life Support

(iii) ATLS - Advanced Trauma Life Support

xiv) APLS - Advanced Paediatric Life Support

(v) PALS - Paediatric Advanced Life Support

(vi) Diagnostic Radiology Course provided by AFIP (Armed Forces Institute of Pathology),
Washington
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Appendix 12

CAREER GUIDANCE ADVISERS NOMINATED BY TRAINING BODIES

Anaesthetics: Dr. J. McAdoo, Cork University Hospital, Wilton, Cork
Dr. G. Coughlan, University College Hospital, Galway
Dr. R. Dwyer, Beaumont Hospital, Beaumont Road, Dublin 9
Dr. C. McDowell, Our Lady of Lourdes Hospital, Drogheda, Co. Louth

General Practice: Dr. F. O'Kelly, Eastern Regional Vocational Training Scheme for General
Practice, GP Unit,  Eastern Health Board, Dr. Steevens Hospital, Steevens
Lane, Dublin 8
Dr. P. Ryan, Vocational Training Scheme for General Practice,
'Knocknacool', College Road, Cork
Dr. P. Quinn, Vocational Training Scheme for General Practice, General
Hospital, Sligo
Dr. C.S. Macnamara, Chatsfort, Newtown, Waterford
Dr. G. McGuire, General Practitioner Training Scheme, c/o University
College Hospital, Galway
Professor W. Shannon, RCSI Department of General Practice, Mercer's
Health Centre, Stephen Street Lower, Dublin 2
Dr. J.P.R. Stewart, Ballintemple, Falcarragh, Co. Donegal
Dr. M. Griffin, Mid-Western Health Board GP Training Scheme, Level 2
Foundation Building, Universtiy of Limerick, Castletroy, Limerick.
Dr. G. Kidney, Vocational Training Scheme for General Practice, Midland
Health Board, Arden Road, Tullamore, Co. Offaly
Dr. M. Rouse, Vocational Training Scheme for General Practice, Regional
Hospital, Ardkeen, Waterford
Dr. O. Clarke, Vocational Training Scheme for General Practice, NEHB,
Railway Street, Navan, Co. Meath
Dr. E. Nelson, Acting Director, RCSI Department of General Practice,
Mercers Health Centre, Stephen Street Lower, Dublin 2
Dr. E. Shanahan, Knockaderry, Farranfore, Killarney, Co. Kerry
Dr. M. Flynn, 42 Sefton, Rochestown Avenue, Dun Laoghaire, Co. Dublin
Dr. M. Dunne, Elmwood, Curraghconway, Frankfield, Douglas, Cork
Dr. M. Boland, Director, Postgraduate Resource Centre, ICGP, 4-5 Lincoln
Place, Dublin 2
Professor C Bradley, Department of General Practice, Distillery House,
University College, Cork
Professor T O'Dowd, Department of Community Medicine and General
Practice, Trinity College, Dublin 2
Professor A Murphy, Department of General Practice, Clinical Sciences
Institute, University College Galway, Galway
Professor G Bury, University College Dublin, Coombe Health Centre,
Dolphin Barn Street, Dublin 8
Dr R Brennan, The Health Centre, Ballyhale, Kilkenny

General Professional Dr. Helen Enright, Adelaide & Meath Hospital, Tallaght, Dublin 24
Training, Medicine: Dr. Derek McCoy/Dr. Peter Weineke, General Hospital, Bantry, Co.Cork

Dr. Frank Murray, Beaumont Hospital, Dublin 9
Dr. Brendan Buckley, Bon Secours Hospital, Cork
Dr. Patrick Manning, Bon Secours Hospital, Glasnevin
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Dr. J.P. O’Regan, Bon Secours Hospital, Tralee
Dr. James Hayes, Cavan General Hospital
Dr. Domhnaill O’Halloran, Cork University Hospital, Wilton, Cork
Dr. Dominic Cooke, General Hospital, Ennis, Co. Clare
Dr. James Lucey, James Connolly Memorial Hospital, Blanchardstown,
Dublin 15
Dr. Brian Callaghan, General Hospital, Letterkenny, Co. Donegal
Dr. James O’Hare, Limerick Regional Hospital
Dr. Sean Murphy, Longford/Westmeath General Hospital, Mullingar
Dr. T.W. O’Callaghan, Louth County Hospital, Dundalk
Dr. P. Sullivan, General Hospital, Mallow, Co. Cork
Dr. Tony O’Brien, Marymount Hospice, Cork
Dr. Conor McCarthy, MaterMisericordiae Hospital, Dublin
Dr. John Murphy, Mayo General Hospital, Castlebar, Co. Mayo
Dr. Neil Brennan, Mercy Hospital, Cork
Dr. J.J. Gilmartin, Merlin Park Regional Hospital, Galway
Dr. N.P. Pillay, Monaghan General Hospital
Dr. Joan Power, General Hospital, Naas, Co. Kildare
Dr. Padraig Murray, National Rehabilitation Hospital, Dun Laoghaire
Dr. M.Kearney, Our Lady’s Hospice, Harold’s Cross, Dublin
Dr. Dorasami Raman, Our Lady’s Hospital, Manorhamilton, Co. Leitrim
Dr. K. McGarry, Our Lady’s Hospital, Navan, Co. Meath
Dr. J.P. Long, Our Lady of Lourdes Hospital, Drogheda, Co. Louth
Dr. P. Kelly, Peamount Hospital, Newcastle, Co.Dublin
Dr. J.F. Groarke, Portiuncula Hospital, Ballinasloe, Co. Galway
Dr. John Connaughton, Portlaoise General Hospital
Dr. P. McHugh, Roscommon County Hospital
Dr. Morgan Crowe, Royal Hospital, Donnybrook, Dublin 4
Dr. Donal Murray, Sligo General Hospital
Dr. Howel Walsh, South Infirmary Hospital, Cork
Dr. J. Fennell, St. Columcille’s Hospital, Loughlinstown
Dr. Finbar O’Connell, St. James’s Hospital, Dublin 8
Dr. C. Cronin, St. John’s Hospital, Limerick
Dr. P. O’Regan, St. Joseph’s Hospital, Conmel, Co. Tipperary
Dr. J. Kellet, St. Joseph’s General Hospital, Nenagh, Co. Tipperary
Dr. Donal Hollywood, St. Luke’s Hospital, Dublin
Dr. G. Courtney, St. Luke’s General Hospital, Kilkenny
Dr. J. Noel, St. Mary’s Hospital, Phoenix Park, Dublin
Dr. Malachi McKenna, St. Michael’s Hospital, Dun Laoghaire
Dr. A. Watson, St. Vincent’s Hospital, Elm Park, Dublin 4
Dr. Robert McEneaney, Tralee General Hospital
Dr. H. O’Connor, Tullamore General Hospital
Dr. J.J. Gilmartin, University College Hospital, Galway
Dr. F. Walker, Waterford Regional Hospital
Dr. P. McKiernan, Wexford General Hospital

Cardiology: Dr. P. Crean, St. James's Hospital, James's Street, Dublin 8
Dr. K. Daly, Universtiy College Hospital, Galway
Dr. W. Fennell, Cork University Hospital, Wilton, Cork
Dr. J. Galvin, James Connolly Memorial Hospital, Blanchardstown, Dublin
15

Chest Diseases: Dr. C. Bredin, Cork University Hospital, Wilton, Cork
Dr. C. Burke, James Connolly Memorial Hospital, Blanchardstown, Dublin
15
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Dr. L. Clancy, St. James's Hospital, James's Street, Dublin 8
Professor M. Fitzgerald, St. Vincent's Hospital, Elm Park, Dublin 4
Dr. J.J. Gilmartin, University College Hospital, Galway
Dr. W. McNicholas, St. Vincent's Hospital, Elm Park, Dublin 4
Dr. S. O'Neill, Beaumont Hospital, PO Box 1297, Beaumont, Dublin
9

Clinical Pharmacology: Dr. M. Murphy, Department of Pharmacology & Therapeutics, Cork
University Hospital, Wilton, Cork
Dr. J. Feely, Department of Pharmacology & Therapeutics, Trinity Centre
for Health Sciences, St. James’s Hospital, Dublin 8

Public Health Medicine: Dr. A. Clarke, Specialist in Public Health Medicine, Department of Public
Health Medicine and Epidemiology, University College Dublin, Earlsfort
Terrace, Dublin 2
Dr. E. Keane, Director of Public Health, Southern Health Board, Wilton
Road, Cork

Dermatology: Dr. P. Collins, Hume Street Hospital, Dublin 2
Dr. F. Powell, Mater Misericordiae Hospital, Eccles Street, Dublin 7

Endocrinology: Professor T.J. McKenna,  St. Vincent's Hospital,  Elm Park, Dublin 4

Gastroenterology: Dr. D. O'Donoghue, St. Vincent's Hospital, Elm Park, Dublin 4
Dr. H. O'Connor, General Hospital, Tullamore, Co Offaly
Dr. C. O'Morain, Tallaght Hospital, Tallaght, Dublin 24
Professor F. Shanahan, Cork University Hospital, Wilton, Cork

General Internal Medicine: Dr. J. Fennell, St. Columcille's Hospital, Loughlinstown, Co. Dublin
Dr. T. Pierce, Limerick Regional Hospital, Dooradoyle, Limerick

Genito-Urinary Medicine: Dr. F. Mulcahy, St. James's Hospital, James's Street, Dublin 8

Geriatrics: Dr. D. O’Shea, St. Vincent's Hospital, Elm Park, Dublin 4
Dr. C. Cunningham, St. James's Hospital, James's Street, Dublin 8

Haematologv: Professor E. Egan, University College Hospital, Galway

Infectious Diseases: Dr. C. Bergin, Dept. of Infectious Diseases, St. Jame’s Street, Dublin 8
Dr. M. Horgan, Department of Infectious Diseases, Cork University
Hospital, Wilton, Cork

Nephrology: Dr. Y. O’Meara, Mater Misericordiae Hospital, 41 Eccles Street, Dublin 7
Dr. H. Brady, Mater Misericordiae Hospital, Eccles Street, Dublin 7
Dr. P. Conlon, Beaumont Hospital, Beaumont, Dublin 9
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Dr. L. Plant, Cork University Hospital, Wilton, Cork
Dr. G. Mellote, AMNCH, Tallaght Hospital, Belgard Road, Tallaght,
Dublin 20

Neurology: Dr. M. Hutchinson, St. Vincent’s Hospital, Elm Park, Dublin 4
Dr. T. Lynch, Mater Misericordiae Hospital, 41 Eccles Street, Dublin 7
Dr. B. Sweeney, Cork University Hospital, Wilton, Cork
Dr. O. Hardiman, Beaumont Hospital, Beaumont, Dublin 9
Dr. R. Murphy, Department of Neurology, AMNCH, Talllaght Hospital,
Belgard Rd., Tallaght

Occupational Medicine: Dr John Malone, Chief Medical Officer for the Civil Service, 3rd Floor
Frederick Buildings, South Frederick Street, Dublin 2
Dr. David Courtney, Chief Medical Officer, Occupational Health Unit,
Seapark, Northern Ireland
Dr. J. Gallagher, Occupational Physician, Department of Occupational
Health, Cork University Hospital, Wilton Cork

Oncology: Dr. F. Breathnach, Our Lady's Hospital for Sick Children, Crumlin, Dublin
12
Dr. D. Carney, Mater Private Hospital, Eccles Street, Dublin 7
Dr. J. Crown, St. Vincent's Hospital, Elm Park, Dublin 4
Dr. P.A. Daly,  St. James's Hospital, James's Street, Dublin 8
Professor E. Egan, University College Hospital, Galway
Professor J. Fennelly, St. Vincent's Private Clinic, Herbert Avenue, Dublin
4
Dr. G. Mullins, Bon Secours Hospital, College Road, Cork
Dr. A. O'Meara, Our Lady's Hospital for Sick Children, Crumlin, Dublin 12
Dr. M. Pomeroy, Suite 19, Blackrock Clinic, Rock Road, Blackrock, Co.
Dublin

Paediatrics: Professor B.G. Loftus, Department of Paediatrics, University College
Hospital, Galway
Professor H. Hoey, Tallaght Hospital, Tallaght, Dublin 24
Professor P. Kearney, Department of Paediatrics, Cork University Hospital,
Wilton, Cork
Dr. T.A. Clarke, Rounda Hospital, Dublin 1
Professor B. Drumm, Our Lady's Hospital for Sick Children, Crumlin,
Dublin 12

Rehabilitation Medicine: Dr. M. Delargy, National Rehabilitation Hospital, Rochestown Avenue,
Dun Laoghaire, Co. Dublin
Dr. N. Ryall, National Rehabilitation Hospital, Rochestown Avenue, Dun
Laoghaire, Co. Dublin

Rheumatology: Dr. G. McCarthy, Mater Misericordiae Hospital, Eccles Street, Dublin 7
Dr. R. Coughlan, Merlin Park Hospital, Merlin Park, Galway
Dr. M. Molloy, University College Hospital, Wilton Cork
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Obstetrics/ Gynaecology: Dr. J. Clinch, Coombe Womens Hospital, Dolphins Barn Street,
Dublin 8
Professor D. Jenkins, Erinville Hospital, Western Road, Cork
Dr. M. Mylotte, University College Hospital, Galway
Dr. H. Lamki, Royal Maternity Hospital, Grosvenor Road, Belfast

Pathology: Dr. John Hogan, Department of Pathology, Cork University Hospital,
Wilton, Cork
Dr. Edmond Smyth, Consultant Microbiologist, Beaumont Hospital, PO
Box 1297, Beaumont, Dublin 9
Dr. M.P.G. Little, University College Hospital, Galway
Professor E.C. Sweeney, St. James's Hospital, James's Street, Dublin 8
Dr. P. Kelly, Pathology Department, Mater Hospital, Eccles Street, Dublin
7
Dr. M. Madden, Haematology Department, Mercy Hospital, Cork
Dr. M. Murray, Haematology Department, University College Hospital,
Galway
Dr. Kieran Sheahan, Consultant Histopathologist, St. Vincent's Hospital,
Elm Park, Dublin 4
Dr. Philip Mayne, Consultant Chemical Pathologist, Mater Hospital, Eccles
Street, Dublin 7

Psychiatry: Dr. P.A. Carney, Department of Psychiatry, University College Hospital,
Galway
Dr. A.G. Carroll, Department of Child Psychiatry, University College
Hospital, Galway
Dr. A. Campbell, Department of Psychiatry, Cork University
Hospital, Wilton, Cork
Dr. J. Daly, St. Senan's Psychiatric Hospital, Enniscorthy, Co. Wexford
Dr. A. Jackson, North Meath Mental Health Service, Clonard House,
Navan, Co. Meath
Dr. T. Carey, St. Davnet’s Hospital, Monaghan
Advice in the Eastern Region may be obtained from anyone of the
recognised psychiatric tutors in the Region (Current up-to-date lists may be
obtained from Professor B. Lawlor, Academic Organiser, IPTC (Eastern
Region), St. Patrick's Hospital, PO Box 136, James's Street, Dublin 8)

Radiology: Dr. H. Fenlon, Training Programme Director, Department of Radiology,
Mater Hospital, Eccles Street, Dublin 7
Dr. S. Eustace, Department of Radiology, Mater Hospital, Eccles
Street, Dublin 7
Dr. S. Skehan, Department of Radiology, St. Vincent's Hospital, Elm
Park, Dublin 4
Dr. L. Spence, Department of Radiology, Cork University Hospital, Wilton,
Cork
Professor P. McCarthy, Department of Radiology, University College
Hospital, Galway
Professor M. Lee, Department of Radiology, Beaumont Hospital, PO Box
1297, Beaumont, Dublin 9
Dr. W. Torreggiani, Department of Radiology, Adelaide & Meath Hospital,
Tallaght, Dublin 24
Dr. N. McEniff, Department of Radiology, St. James’s Hospital, James’s
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General Surgery: Mr. 0. McAnena, Department of Surgery, University College Hospital,
Galway
Professor G. O’Sullivan, Mercy Hospital, Cork
Professor P. Grace, Regional Hospital, Dooradoyle, Limerick.
Mr. O. Traynor, Dean, Postgraduate Surgical Studies, Royal College of
Surgeons in Ireland, St. Stephen's Green, Dublin 2
Mr. M.K. O'Malley, 71 Eccles Street, Dublin 2
Professor P. Redmond, Cork University Hospital, Wilton, Cork
Mr. P. Gillen, Consultant General Surgeon, Our Lady of Lourdes Hospital,
Drogheda, Co. Louth
Mr. T. Ryan, General Surgeon, General Hospital,Letterkenny

Accident & Emergency: Mr. D. Barton, Accident and Emergency Consultant, James Connolly
Memorial Hospital, Blanchardstown, Dublin 15

Cardiothoracic Surgery: Mr. A.E. Wood, National Programme Director, Cardiothoracic Surgical
Training, Department of Cardiothoracic Surgery, Mater Misericordiae
Hospital, Eccles Street, Dublin 7
Ms. E. McGovern, St. James’s Hospital, Dublin 8
Mr. A. O’Donnell, Department of Cardiothoracic Surgery, University
College Hospital, Wilton, Cork

Neurosurgery: Mr. D. Rawluk, Beaumont Hospital, Beaumont Road, Dublin 9

Ophthalmology: Ms. Alison Blake, Royal Victoria Eye and Ear Hospital, Adelaide Road,
Dublin 2.

Otolaryngology: Mr. R. Gaffney, Beaumont Hospital, Beaumont, Dublin 9
Mr. J. Russell, St. Vincent’s Hospital, Elm Park, Dublin 4

Orthopaedic Surgery: Mr. R. O’Sullivan, Merlin Park Regional Hospital, Merlin Park, Galway
Mr. J. Corrigan, Regional Hospital, Ardkeen, Dunmore Road,
Waterford
Mr. A. Macey, St. Joseph’s Hospital, Garden Hill, Sligo
Mr. D. Mulcahy, Our Lady’s Hospital, Navan, Co. Meath
Mr. E. Masterson, Croom Orthopaedic Hospital, Croom, Co. Limerick

Paediatric Surgery: Professor R. Fitzgerald, Our Lady's Hospital for Sick Children, Crumlin,
Dublin 12

Plastic & Reconstructive Mr. D. Lawlor, Mater Hospital, Eccles Street, Dublin 7
Surgery:

Urological Surgery: Mr. T. Creagh, Dept. of Urology, Beaumont Hospital, Beaumont Road,
Dublin 9
Mr. E. Kiely, Dept. of Urology, Cork University Hospital, Wilton, Cork
Mr. J. Flood, Dept. of Urology, Regional Hospital, Dooradoyle,
Limerick
Mr. H. Bredin, Dept. of Urology, University College Hospital, Galway

Maxillofacial Mr. F. Brady, St. James’s Hospital, James’s St., Dublin 8
Surgery:
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PANEL OF CAREER GUIDANCE ADVISORS IN DENTISTRY

Child Dental Health: A. O’Connell, TCD
T. Holland, UCC

Special Care: J. Nunn, TCD

Dental Public Health: J. Clarkson, TCD
D. O'Mullane, UCC
H. Whelton, UCC

Dental General Practice: P. Cudmore, UCC
B. Harrington, TCD

Vocational Training: F.Ormsby,PgMDB

Oral Pathology: M. Toner, TCD

Oral Medicine: B. McCartan, TCD
C. O'Brien, UCC

Oral Surgery D. Ryan, TCD
S. Sleeman, UCC

Orthodontics: T. Garvey, TCD
D. Field, UCC

Radiology: D. McDonnell, TCD

Restorative Dentistry: R. McConnell, UCC
 (comprising Conservative F. Burke, UCC
Dentistry, Periodontology F. Allen, UCC
and Prosthetic Dentistry) H. Ziada, UCC

B. O’Connell, TCD
N. Claffey, TCD
F. Houston, TCD

Specialist Training: B. McCartan, RCSI



Medical Workforce Statistics by Specialty

A&E Anaes-
thetics

ENT
Surg.

Medicine Obs./
Gynae.

Ophthal-
mology

Ortho-
paedics

Paed-
iatrics

Path-
ology

Psych-
iatry

Radio-
logy

Surgery

Consultants

1 Establishment (1/1/02)

2 Vacancies (1/1/02)

3 No. of retirals by end 2006

4 No. of retirals 2007 to 2011

5 No. of retirals 2012/2021

      21

        1

        -

        3

        7

   258

     39

     18

     30

     73

     32

       4

       ξ

       ξ

       ξ

    296

      42

      20

      36

      82

     90

       5

     12

     18

     22

       35

         5

         ξ

         ξ

         ξ

      65

        4

        ξ

        ξ

        ξ

      88

      10

        6

      18

       31

   149

     26

     10

     22

     40

    261

      58

      16

      24

      81

    153

      23

        8

      20

      46

    184

      21

      27

      48

    125

A
ppendix 13

NCHDs

6 House Officer Posts (2000)

7 Registrar Posts (2000)

8 Snr/Sp. Registrars (2002)

    138.5

     68

       2

     77

   115

     85

     28

     26

      5

   407

   210.5

   223

     99.5

     65

      9.5

       30

       18.5

         8

       76

       47

       40

      142

        67

        75

      31.5

      44

        84

    205.8

    142

      30

      -

        6

      70

    211.5

    157

      64

Footnote:

In this Appendix the establishment (and vacancies) for “surgery” excludes surgeons in ophthalmology, orthopaedics and ENT;  however, the retirement figures shown for “surgery”
relate to all surgical specialties.



Appendix 14

Distribution by Specialty of House Officer, Registrar Complement (2000) and Specialist Registrar Complement (2002)

Specialty House Officer Registrar Sen/Spr

A&E Casualty 138.25 68 2

Anaesthetics 77 115 85

Bacteriology 1 1 -

Cardiology 28 13 21

Cardio-Thoracic Surgery 8 14 6

Chemical Pathology - 5 5

Child & Adolescent Psy 3 32 7

Clinical Immunology - 1 -

Clinical Pharm/Therapeutics - 4 3

Dermatology 8 3 6

Diagnostic Radiology - 6 70

Drug Dependence/Psychiatry  6 6 1

Endoc & Diabetes Mellitus 18.5 14 13

Forensic psychiatry - 7 1

Gastroenterology 22 13 33

General (Int) Medicine 157.5 63.5 70

General Surgery 145 88 31

Genito-Urinary Medicine 3 - 2

Geriatrics 48 20 9

Haematology 13 8 8

Infectious Diseases 11 4 -

Learning Disability 3.3 6 2

Liver Medicine - 2 -

Medical Oncology 20 27 -

Metabolic Medicine - 2 -

Microbiology 3.5 8 18

Morbid Anatomy/Histopathology 14 21 53

Neonatalogy 15 7 -
Nephrology 16 12 12

Neurological Surgery 9 9 8

Neurology 12 4 10

Obstetrics/Gynaecology 99.5 65 9.5

Old Age Psychiatry 2 4 4

Oncology/Haematology 3 - -

Ophthalmic Surgery 29 18.5 8

Ophthalmology 1 - -

Oral Maxillo Surgery 3 6 1

Orthopaedic Surgery 76 47 40

Otolaryngology 28 26 5

Paediatric Surgery 12 9 5

Paediatrics 127 60 75

Palliative Medicine 5 3.7 6

Plastic Surgery 12 13 7

Psychiatry (Gen/Adult) 189.5 86 14

Radiotherapy/Oncology - 1 -

Rehab Medicine 5 3 4

Rehab Psychiatry - 1 1

Research (Psychiatry) 2 - -

Respiratory Medicine 33.5 16 26

Rheum/Phyiscal Medicine 16.5 5.33 8

Transplantation Surgery 1 - -

Urology 12.5 13 6

Vascular Surgery 9 5 -
Totals 1446.55 966.03 695.5

165
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2 Male/Female Ratios

2.1 General

The following table shows the percentages of males and females employed:

Nationals Non-Nationals Totals
Grade

M F M F M F

Sen./Sp. Registrars
Registrars
House Officers
Interns

54
43
42
44

46
57
58
56

84
89
83
67

16
11
17
33

60
71
62
50

40
29
38
50

All Grades 45 55 84 16 63 37

2.2 Analysis by Gender and Specialty of Irish Nationals employed as NCHDs

Sen/Sp Registrar Registrar House OfficerSpecialty

M F M F M F

A/E & Casualty

Anaesthetics

Medicine

Obs/Gynae

Paediatrics

Pathology

Psychiatry

Radiology

Surgery (all
Specialties)

%

100

55

47

46

27

20

38

53

80

%

-

45

53

54

73

80

62

47

20

%

48

42

50

22

19

27

30

100

78

%

52

58

50

78

81

73

70

-

22

%

37

51

38

20

30

49

34

-

66

%

63

49

62

80

70

51

66

-

34

Totals (%) 54 46 43 57 42 58
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3 Numbers of Non-Nationals employed

3.1 The survey shows a total of 1,478.3 non-nationals employed as NCHDs at 1 October, 2000.   This
figure, which represents 46% of the total, was made up as follows:-

Sen/Sp. Registrars 91 (22% of all Sen/Sp. Registrars)

Registrars 587 (61% of all Registrars)

House Officers 703.3 (49% of all House Officers)

Interns 97 (22% of all interns)

-----
Totals 1,478.3 (46%)

3.2 Percentages of Registrar and House Officer posts filled by Non-Nationals, analysed by employing
authority

Employing Authority Registrars House Officers

Area HBs in Eastern RHA

Midland HB

Mid-Western HB

North-Eastern HB

North-Western HB

South-Eastern HB

Southern HB

Western HB

Voluntary Hospitals

All Employing Authorities

%

33

98

80

81

98

81

63

65

47

61

%

66

72

61

73

71

59

47

43

34

49
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3.3 Percentages of Senior/Specialist Registrar, Registrar and House Officer posts filled by
Non-Nationals, analysed by Specialty

Specialty Sen/SpRs Registrars House Officers

A&E & Casualty
Anaesthetics
Medicine
Obstetrics/Gynaecology
Paediatrics
Pathology
Psychiatry
Radiology
Surgery (all specialties)

         %

        -
       22
       26
       24
       15
        -
        -
       15
       29

         %

      58
      86
      52
      74
      60
      30
      26
      83
      79

            %

          48
          43
          44
          59
          39
          20
          50
           -
          60

All Specialties        22       61           49

4 Distribution by Specialty of Senior/Specialist Registrar, Registrar and House Officer
Complement

Sen/SpRs Registrars House Officers All Grades

A&E & Casualty
Anaesthetics
Medicine
Obstetrics/Gynaecology
Paediatrics
Pathology
Psychiatry
Radiology
Surgery (all specialties)

          2
        85
      126
          8.5
        25.5
          5
        26
        47
        99

      68
    115
    210.53
      65
      67
      44
    142
        6
    248.5

        138.25
          77
        407
          99.5
        142
           31.5
         205.8
          -
         345.5

      208.25
      277
      743.53
      173
      234.5
        80.5
      373.8
        53
      693

All Specialties     424     966.03      1,446.55    2,836.58
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Appendix 15

Survey of NCHD Staffing at 1 October, 2000

1 Number of NCHDs employed in the public sector on 1 October, 2000

Grade Approved Nationals Non-Nationals Totals

TOTAL
Complements

M F M F M F

Intern     401.00 134.00 170.00 65.00 32.00 199.00 202.00    401.00

House
Officers

1,446.55 305.25 425.00 580.30 123.00 885.55 548.00 1,433.55

Registrar     966.03 161.33 217.20 521.50   65.50 682.83 282.70    965.53

Senior/Sp
Registrar

    424.00 177.00 151.00   76.00 15.00 253.00  166.00    419.00

TOTAL 3,237.58 777.58 963.20 1242.80 235.50 2,020.38 1,198.70 3,219.08

Note: Approved complement means the complement authorised and funded by Department of Health and
Children.   In relation to Senior/Specialist Registrar posts information was sought only regarding posts
which are approved by the appropriate Joint Committee or Training body and which have also been
approved by Comhairle na nOspidéal and which have been funded either specifically or by the
’conversion’ of some other NCHD post.

0
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200

300

400

500

600

700

800

SR/SPR Registrar House Officer Intern

NCHD Census October 2000

National Male

National Female

Non-National



170

5 Vacancies in NCHD posts.

This was the first census which revealed vacancies in NCHD posts.  Brief details are given beneath:

Grade No. of Hospitals
Reporting Vacancies

Number of
Vacancies

Specialties Involved

Snr/Specialist
Registrar

6 9 Anaesthetics               3
General Surgery         2
Medical Specialties    2
A/E                             1
Neo-natology              1

Registrars 15 19 Anaesthetics               8
Surgical Specialties    3
Medical Specialties     3
Psychiatry                   3
Paediatrics                  1
Pathology                    1

House Officers 12 24 Anaesthetics                2
Medical Specialties    15
Pathology                     2
Psychiatry                    5

6 Comparisons with 1998 Survey

Following are some comparisons between the findings of the 2000 and 1998 surveys –

•  The NCHD complement increased by 463 (16.7%)
•  House Officer complement increased by 141
•  Registrar complement increased by 63
•  Senior and specialist registrar complement increased by 225, reflecting the introduction of

restructured higher training schemes.
•  The combined Senior/Specialist Registrar, registrar and house officer complement in the

medical specialties increased by 124 while the corresponding complements in surgery and A/E
increased by 82 and 58 respectively

•  While the NCHD complement nationally increased by 16.7% the complements in the South-
East and in the Mid-West increased by 34% and 27% respectively.

•  The number of Irish Nationals employed as NCHDs increased by 34 to 1,741
•  55% of Irish NCHDs are now female as compared to 54% in October 1998
•  Only 58.5 of the 594 registrar and  house officer posts in the surgical specialties were filled by

Irish Female NCHDs; at 9.8% this shows a slight decrease(0.5%) from the position two years
earlier

•  The number of Non-National NCHDs increased by 378 to 1,478 (46% of all NCHDs - a seven
percentage increase since October 1998).

•  On 1 October 2000 the ratio of approved NCHD posts to consultant posts stood at 2.13 : 1, as
compared with 2.00 : 1 on 1 October 1998.
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7 Comparisons with 1984 Survey

There has been an interval of 16.5 years between the Board’s October 2000 survey of NCHD
staffing and the first such survey conducted by it in April 1984. In that period –

•  The approved complement of NCHD posts has increased from 1,795.5 to 3,237.5 – an
increase of 1,442  (80%)

•  The percentage increases in NCHD complements ranged from 57% in the West to 230% in
the Midlands

•  The house officer and registrar complements in the medical and surgical groups of
specialties have risen by 281 (84%) and 252 (74%) respectively.

•  The number of Irish Nationals employed as NCHDs has increased  from 1,574  to 1,741
and the number of Non-National NCHDs increased from 242 to 1,478

•  Females now comprise 55% of Irish NCHDs, corresponding percentage in 1984 was 39%
•  In 1984 Non-nationals comprised 13% of the NCHD workforce, the corresponding figure

for 2000 was 46%.
•  The ratio of approved NCHD posts to consultant posts changed from 1.57: 1 in 1984 to

2.13: 1 in 2000.

8 Private Hospitals

On 1 October, 2000 52 wholetime NCHDs were employed in 6 private hospitals.  Those NCHDs
were comprised of 1 Sen./Sp. Registrar, 15 registrars, 32 house officers and 4 interns.  Most of the
NCHDs concerned worked in Medical Specialties and/or provided cover in all disciplines.

Source:  Surveys conducted by Postgraduate Medical and Dental Board in 1984, 1998 and 2000.
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Appendix 16

Comparisons between 1984, 1994 and 2000 NCHD Staffing Surveys

(public sector hospitals only)

NCHD Census 1984 1994 2000

1   Approved NCHD
     complements analysed
     by grade

     #  sen . / sp registrars

     #  registrars

     #  house officers

     #  interns

     #  all grades

72

494

866.5

363

1,795.5

96

751.5

1,250.5

353

2,451

424

966.03

1,446.55

401

3,237.58

2   Approved total NCHD
     complements analysed
     by health board area

Eastern

Midland

Mid-Western

North-Eastern

North-Western

South-Eastern

Southern

Western

National

944.5

39

104

88

75

87

253

205

1,795.5

1,229

87

144.5

137

106

163

336.5

248

2,451

1,537.53

129

217.55

189

153

264

424

323.5

3,237.58
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NCHD CENSUS 1984 1994 2000

2 (a)  Approved Registrar
         complements analysed
         by health board area

          Eastern

         Midland

         Mid-Western

         North-Eastern

         North-Western

         South-Eastern

         Southern

         Western

         National

305

9

21

20

17

21

59

42

494

433.5

17

39

31

33

48

92

58

751.5

456.53

48

63

70

48

86

111.5

83

966.03

2 (b)   Approved House Officer
         complements analysed
           by health board area

         Eastern

          Midland

         Mid-Western

         North-Eastern

         North-Western

         South-Eastern

         Southern

         Western

         National

391.5

22

61

46

51

56

129

110

866.5

533.5

62

85.5

89

64

105

174.5

137

1,250.5

578.5

68

115.55

94

87

148

198.5

157

1,446.55
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NCHD CENSUS 1984 1994 2000

3   Approved House Officer
     complement analysed by
     specialty

A & E Casualty

Anaesthetics

Medicine

Obstetrics / Gynaecology

Paediatrics

  Pathology

Psychiatry

Radiology

  Surgery (all specialties)

42

50

234.5

77

105

28

97

13

220

100

88

339.5

90

116

28.5

167.5

9

312

138.5

77

407

99.5

142

31.5

205.8

-

345.5

4   Approved registrar
     complement analysed
     by specialty

A & E Casualty

Anaesthetics

Medicine

Obstetrics / Gynaecology

Paediatrics

Pathology

Pyschiatry

Radiology

      Surgery (all specialties)

5

37

102

25

27

22

143

11

122

26

78

189.5

40.5

50

32

102

33

200.5

68

115

210.53

65

67

44

142

6

248.5

5    NCHD: Consultant Ratio 1.57 : 1 2.02 : 1 2.13 : 1
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NCHD Census 1984 1994 2000

6   Percentage of Irish Nationals
     employed as NCHDs who
     were female

#   Sen. / sp. Registrars

#   registrars

#   house officers

#   interns

 #   all grades

24%

42%

39%

39%

39%

36%

42%

53%

57%

50%

46%

57%

58%

56%

55%

7   Numbers of Non-Nationals
     employed as NCHDs

#   Sen. / sp. Registrars

#   registrars

#   house officers

#   interns

 #   all grades

2

103

119

18

242

2

343.5

480

54

879.5

91

587

703.3

97

1,478.3

8   Percentage of NCHDs who
         were Non-Nationals

#   Sen./Sp. Registrars

#   registrars

#   house officers

#   interns

#   all grades

3%

21%

13%

5%

13%

2%

46%

38%

15%

36%

22%

61%

49%

22%

46%


