
ERHA annual report 2004 (6.12 MB)

Item Type Report

Authors Eastern Regional Health Authority (ERHA)

Rights Eastern Regional Health Authority

Download date 26/05/2023 17:42:47

Link to Item http://hdl.handle.net/10147/45474

Find this and similar works at - http://www.lenus.ie/hse

http://hdl.handle.net/10147/45474


Regional Maps 

Chairman's Report 

Authority Board Members 

Board Committees 

Service Providers 

Management Team 

Regional Chief Executive's Report 

Population Health 

Customer Services 

Cardiovascular Health Strategy 

Children & Families 

Physical & Sensory Disabilities 

Intellectual Disabilities 

Older Persons 

Adult Homelessness 

Youth Homelessness 

Social Inclusion 

Addiction 

P2 

p4 

p6 

p12 

p14 

p20 

p22 

p26 

p41 

p43 

p50 

p62 

p65 

p69 

p74 

p78 

p80 

p85 

Mental Health 

Primary Care 

Eastern Health Shared Services 

Acute Hospitals and National 

Specialist Services 

Ambulance and Emergency Planning 

Capital Investment 

Public Health 

Nursing and Midwifery Planning 

and Development 

Corporate Services 

Monitoring and Evaluation 

Finance 

ICT 

Planning, Commissioning and Change 

Communications 

Human Resources 

p93 

p99 

p110 

p114 

p130 

p133 

p138 

p157 

p165 

p171 

p174 

p178 

p182 

p185 

p188 







Section 02 
The Chairman's Report 

In line with the government's planned reform of the health service, the Board was 
officially wound up in the middle of 2004, making for a rather fractured year for us all. 
However, with great flexibility, our members were able to adjust to the demands and 
I am able to say with confidence that, thanks to their dedication and hard work, much 
was achieved. We were able to progress many matters and to pass on a well-organised 
bedrock on which to build the future. 

At the time of writing, the new health service is still at the emerging state. We all have 
high hopes of the new structures, and a belief that, with goodwill on all sides, great 
strides can be made in implementing change to the benefit of our clients. While some 
of us may have reservations about the shape of the reform - I personally regret the 
opportunity for public representatives to have an active role in the day-to-day running of 
the services through participation as health board members, for example - there is no 
doubt that if these aspirations are realised, a more patient-friendly, client-centred service 
will emerge. 



The Chairman's Report 

In the year under review, much valuable work was concluded. The Board's Committees 

were particularly busy. Their members worked hard to leave behind them an orderly 

situation on which the Chief Executive and his management team could build. A brief 

look at what each of them discussed will give some idea of the range and extent of their 

involvement. The Continuing Care and Social Services Committee, The Acute Hospitals 

and Primary Care Committee, the Finance and Property Committee and the Protocol 

Committee for example, amongst other topics, examined the National Health Strategy, 

the concept of integrated patient care; needs assessment and referral processes for 

patients presenting with psychosocial issues in A&E departments; factors influencing the 

retention of midwives and nurses in the Dublin Maternity Hospitals; the National 

Homelessness Strategy, the Report on the Work of the Council for Children's Hospital 

Care; Paediatric Dental Services; Acute Hospital Waiting Lists, Peamount Hospital; the 

Critical Care review, the Implementation Framework for the Primary Care Strategy; The 

Service Plan 2004; Property Acquisitions and Disposals; the National Development Plan, 

and Protocols and Procedures for the Board. 

This list of topics underlines the breadth of understanding the board members brought 

to their work and their sense of dedication to progressing it. I think each and every one 

of us, from whichever party we came or by whomever we were nominated, felt 

privileged to serve on the Board. We have always tried to act in the best interests of our 

clients, and for the good of the region. Members developed their expertise in the wide-

ranging topics discussed by the Board, and put their considerable talents at its disposal. 

In this way, a great deal was achieved which would not otherwise have been concluded, 

and many differing viewpoints and skills were available for the solution of problems. 

I would therefore like to take this opportunity of thanking all the staff of the ERHA 

whom we worked with over the years for their unfailing courtesy and impressive 

efficiency and sense of service. I would like to thank my Vice-Chairman, Cllr. Laurence 

Butler, all the Board Members, and the Executive for all they did to further the strategies 

and policies on which the health and personal social services of the region are so 

securely grounded. 

I would like to remember the life and work or Cllr. Martin Miley, who died in office in 

2004. Martin, who was a member of the South Western Area Health Board, and was 

appointed by Kildare County Council, was a hardworking and dedicated member of our 

Board, and his death was a great loss to us. We were delighted to co-opt his son, 

Martin Junior, to the last meeting of our Board. 

I would also like to pay tribute to two Board Members who resigned in 2004 - Cllr 

Adrian Kane, a member of the South Western Area Health Board, and Mr. Larry Tuomey, 

a member of the Northern Area Health Board. 

Aid. Joe Doyle 

Chairman 
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Section 03 
Authority Board Members 

Aid Joe Doyle 

Chairman, Eastern Regional Health Authority 
Member E.C.A.H.B 
Appointed by Dublin City Council 

Cllr Laurence Butler 

Vice-Chairman, Eastern Regional Health Authority 
Member E.C.A.H.B 
Appointed by the Minister for Health and Children 

Board Meetings 

Until its dissolution under the health services 
reform programme in May, the Board of the 
Eastern Regional Health Authority met on the 
first Thursday of each month at 6.00 p.m. It also 
held special meetings from time to time to 
consider issues meriting special consideration. 

Helen Stokes, Board Liaison Officer. 











Authority Board Members 

Ms Anne Harris 

Member S.W.A.H.B. 
Voluntary Service Providers 

Ms. Catherine Quinn 

Member N.A.H.B. 
Appointed by the Minister for 
Health and Children 

Mr Patrick Aspell 

Member S.W.A.H.B. 
Appointed by the Minister for 
Health and Children 

Cllr. Martin Miley, Snr. 
Member S.W.A.H.B 

Cllr. Martin Miley, who died at the end of April, was a member of the Board of 
the Eastern Regional Health Authority since its inception in March 2000 and of 
its Acute Hospitals & Primary Care Committee. 

At the final Board meeting, Mr. Michael Lyons, Regional Chief Executive, joined 
the Chairman in paying tribute to Cllr Miley and on behalf of the management 
and staff of the Authority he extended his deepest sympathy to his family. 

He said that until his last illness Cllr. Miley assiduously attended Board and 
Committee meetings and contributed to the development of policies on a broad 
range of issues. He would be remembered particularly for the level of courtesy 
that he brought to debate and indeed to all his dealings with ERHA staff. 

Cllr. Miley was an active and dedicated member of the South Western Area 
Health Board and served on the Board's Primary, Acute & Community Services 
and Finance & Property Committees. 

Ar dheis De go raibh a hanam dilis 

Cllr. Adrian Kane 
Member S.W.A.H.B 

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

Continuing Care and Social Services Committee 

The Committee met on the first Monday of every month at 11.00 a.m. The membership of the 
committee in 2004 was as follows: 

Cllr Jane Dillon Byrne (Chair), Cllr Tony Fox (Vice Chair), Aid Joe Doyle, Dr Philip O'Connell, Cllr 
Liam Creaven, Cllr Pat Hand, Cllr Ann Devitt, Cllr Pat Doran, Cllr Eric Byrne, Cllr Tommy Cullen, 
Dr Kieran Harkin, Cllr Michael O'Donnovan, Mr Larry Tuomey, Ms Noeleen Harvey, Ms Anne 
Harris, Cllr Colm McGrath, Cllr Dr William O'Connell, Mr John Dolan, Mr Paul Ledwidge, Cllr Jim 
Daly, Cllr Louise Cosgrave, Dr Siobhan Barry, Cllr Don Tipping, and Cllr Fiona O'Loughlin 

During the year the Committee discussed the Regional Health Strategy; Integrated Patient Care; 
Maternity Hospital & Intellectual Disability Agencies; Needs Assessment and referral processes for 
patients presenting with psychosocial issues in A&E Departments; factors that influence the 
recruitment and retention of midwives and nurses in the Dublin Maternity Hospitals and the 
National Homelessness Strategy - New Action Plan. 

Acute Hospitals and Primary Care Committee 

The Committee met on the third Monday of every month at 6.00p.m. The membership of the 
Committee during 2004 was as follows: 

Cllr Christy Burke (Chairman), Dr Marie Laffoy, Cllr Gerry McGuire, Dr James Reilly, 
Cllr Liam Creaven, Cllr Deirdre Heney, Cllr Dermot Murray, Cllr Ann Devitt, Cllr Eamonn O'Brien, 
Mr Martin Cowley, Mrs Catherine Quinn, Cllr Laurence Butler, Aid Joe Doyle, Dr Maurice Gueret, 
Ms Maria Hoban, Dr Bernard Murphy, Cllr Martin Miley, (R.I.P - April 04), Cllr. Martin Miley 
(Junior), Cllr. Mary Mooney, Cllr Catherine Byrne, Cllr James Reilly, Mr Gerard Brady, 
Mr Patrick Aspell, Dr John Fennell, Dr Michael Molloy, Dr Ray Hawkins, Cllr Tony Fox, 
Cllr Andrew Doyle, Mr Michael Murphy, Cllr. John Stafford, Cllr. Mary Murphy, Cllr. Tom Stafford. 

During 2004, the committee considered the Report on the Work of the Council for Children's 
Hospital Care; Paediatric Dental Services; Acute Hospital Waiting Lists; Peamount Hospital; 
Critical Care Review and the Implementation Framework for the Primary Care Strategy. 

Finance & Property Committee 
The Finance and Property committee met to assist the board in relation to financial and property 
matters. The members of the Committee were as follows: 

Aid. Joe Doyle (Chairman), Dr. James Reilly, Cllr. Jane Dillon Byrne, Cllr. Tony Fox, 
Cllr. Don Tipping, Cllr. John Stafford, Cllr. Laurence Butler, Aid. Mary Mooney, 
Cllr. Gerry McGuire, Dr. Philip O'Connell, Cllr. Catherine Byrne, Mr. Martin Cowley, 
Mr. Michael Murphy, Cllr. Christy Burke, Cllr. Liam Creaven, , and Cllr Jim Reilly, 

Protocol Committee 
The Protocol Committee assisted the Board on matters of protocol. The members in 2004 were: 

Aid. Joe Doyle (Chairman), Dr. Mick Molloy, Cllr. Jane Dillon Byrne, Cllr. Dr. William O'Connell, 
Mr. Paul Ledwidge, Cllr. Pat Doran, Cllr. Laurence Butler, Cllr. James Reilly, and 
Cllr. Gerry McGuire. 

During the period 1st January to the 15th June 2004 the Finance & Property Committee and the 
Protocol Committee discussed among other matters: Signing off on the Service Plan for 2004; 
Adoption of Consolidated Annual Financial Statements for the Authority and Three Area Health 
Boards; Property acquisitions and disposals and recommending decisions to the main Board; the 
National Development Plan for the Region; Protocols and Procedures for the Board of Authority 
including Standing Orders; and it also agreed nominees to represent the Authority on a number 
of Boards and Committees. 
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Section 06 
Management Team 

Michael Lyons 

Regional Chief Executive 

Suzanne Bushnell 

Manager, Regional Chief. 
Executive's office, to March, 
seconded to IHSE. 

Patricia Perry 

Manager, Regional Chief 
Executive's office from March 







Regional Chief Executive's Report 

The increase in numbers of elderly persons in the region is in itself perhaps a tribute to the 
better healthcare available, which has prolonged years of life and improved its quality. 
There has been a particularly significant increase in the numbers aged 75 and over, and it is 
acknowledged that people in the older age groups generally have the highest level of 
needs in relation to health and social care services. Hospitals have experienced an increase 
in the number of older persons being admitted through accident and emergency units -
over 2,600 more in 2004 than in the previous year. While older persons account for 
approximately 20% of A&E attenders, they make up over 35% of A&E admissions and 
their average length of stay in the acute hospital tends to be longer. 

Within the Eastern Region there are eight adult and three paediatric emergency 
departments operating emergency facilities 24 hours a day, 365 days of the year. One 
other hospital within the region also operates an Emergency department for twelve hours a 
day, and a specialist emergency department operates in the Eye and Ear hospital. All were 
continuously busy during the year, and new attendances were up by over 1 %, with 19.6% 
of these requiring admission. In all, there were 97,078 emergency admissions in acute 
hospitals, or almost 70% of all inpatient admissions. 

Designated national specialist services in the region include heart-lung transplantation, liver 
transplantation, cochlear implants, metabolic screening, bone marrow transplantation, adult 
cystic fibrosis, spinal injuries, paediatric cardiac services, medical genetics, renal 
transplantation and haemophilia. In 2004 the Heart Lung Transplant Unit in the Mater 
Hospital was formally opened by An Taoiseach Mr. Bertie Ahern, TD and the first transplant 
will take place there under the national programme once a suitable donor and recipient 
present themselves. In the meantime, the programme in the Mater is being run in 
conjunction with the Freeman Hospital, Newcastle. This programme provides up to 15 
transplants for Irish patients every year. Since May of 2004, the Mater has been providing 
pre- and post- assessment for Irish patients travelling to Newcastle. 

Currently over 300 other organ transplants take place in Ireland each year and the success 
rates are very high. For example, in 2004, a total of 146 kidney transplants were carried out 
in Beaumont Hospital, 45 liver transplants took place in St. Vincent's Hospital, and there 
were 27 cochlear implants (a procedure that can help adults and children with profound 
hearing loss) carried out in Beaumont Hospital on 16 children and 11 adults. A total of 70 
bone marrow transplants were carried out in St. James's Hospital during the year. 

St. James's also distinguished itself by taking two of the four Derek Dockery Awards for 
innovation in the provision of health and personal social services in 2004. These were for 
the development of a chest pain assessment unit, and for the development of a hospital-
wide performance indicator programme. The Awards, launched in 2003, were a way of 
stimulating and rewarding innovative ways of providing better service to our clients. 

The breadth and range of the Authority's activities have always been extensive: in 2004, for 
example, these qualities are exemplified by three important new initiatives which it 
launched. This report contains detailed descriptions of each of these: a new procedure for 
dealing with complaints about health and personal social services across the region; a new 
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Regional Chief Executive's Report 

strategy for delivering services to the vastly increased number of people from ethnic 
minorities within the region, and Phase 2 of its €48 million Heart Health Action Plan for 
the region. Each of these initiatives in its own way is aimed at improving the health of our 
service users and providing better personal social services for them. 

It has also been a year when the Authority was pleased to fully commission four new units 
at James Connolly Memorial Hospital, St. James's, Crumlin and Naas General. In JCMH, 
over €100 million was invested in the commissioning of the Surgical Block, the Intensive 
Care Unit, the A&E Department and operating theatres. The Coronary Care Unit and the 
Therapeutic Psychiatry of Old Age Unit had already moved in to the new facility. The new 
unit has significantly increased the capacity of the hospital with the provision of 2 
additional theatres, and 21 additional beds. 

The major capital development at Naas General Hospital, begun in 1999, continued with 
additional facilities commissioned in 2004. These included the Outpatients' Department, 
the Emergency Department, X-ray, Pharmacy, Pathology, Medical Records, and Chaplaincy 
as well as a new geriatric Day Hospital. 

In Our Lady's Hospital for Sick Children, the full commissioning of the new operating 
theatre department was approved. It includes 5 replacement theatres, two new theatres, a 
day surgery unit, and a new central sterile services department. 

New facilities at St. James's include 66 additional beds including 41 additional inpatient 
beds, a new 13-bed day surgical centre, a new Haematology/Oncology 6-bed day unit, and 
a new 6-bed endoscopy day unit. 

Hospital capacity was one of the challenges which the ERHA pinpointed as a problem area 
at its inception. These significant developments in hospital capacity and services for 2004 
can be added to those commissioned since the Authority's establishment in 2000, all of 
which have greatly added to the capacity of the system to meet the needs of its clients. 
More capacity is required, and indeed has been funded by Government. This and other 
challenges like A&E congestion, hospital waiting lists and waiting times, the need for 
further capital investment, infrastructural improvements, and service innovation, are not 
exclusive to the east, they are reflected nationally, and they cannot be fixed quickly. The 
reform of the health service, well-heralded and now under way in earnest, is set to try to 
tackle them on a nationwide basis. As part of the reform programme, the former health 
boards, the area health boards in the east, and the Authority itself will become part of the 
new national Health Service Executive at the beginning of 2005. The way is being cleared 
for the health service of the future. 

The arguments for the restructuring of the service are many, and are based on sound 
principles. But as one who has been, in a sense, in the vanguard of this restructuring, I 
hope I may be permitted to look back on the Authority's contribution to it. The Eastern 
Regional Health Authority, as it was constituted, was an innovative response to the 
situation in the region at the end of the 1990s where integrated and co-ordinated 
planning and provision of health services involving both the statutory and voluntary sector 
had to be addressed. The ERHA was born in a new millennium, and replaced the venerable 
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structure of the Eastern Health Board, an entity which had been operating since the early 
1970s. The EHB had served its purpose well, but it had been overtaken by the huge 
demographic, social and economic changes of the last three decades of the twentieth 
century, and it was widely recognised that new structures were needed in Dublin, Wicklow 
and Kildare. 

Those of us who were involved in the new structures came to them with great hope and 
with a vision of furthering the aims of the Authority: to offer a more client-centred, 
seamless and integrated system of health and personal social services in the eastern region. 
As the CEO of the East Coast Area Health Board in 2000, I had a chance to see what were 
then the new structures operating on the ground. It was in many ways a challenging 
experience, and a very valuable one. I also had the opportunity of seeing the Authority 
working under its first Regional Chief Executive, Donal 0 Shea, who brought his own 
vision, and a tireless energy, to the Task Force which set up the Authority, and then to the 
first years of the ERHA. 

We also had a chance to examine at first hand the gaps in service which had to be filled, 
and the need for the disciplines of monitoring and evaluating, for planning and 
commissioning, for change and change management. Five years later, it now seems 
strange to say that these were new concepts at the time, but it is also gratifying that these 
disciplines and structures and their primacy are reflected in the design of the new Health 
Service Executive delivery system. 

I want to take this opportunity of thanking the Chairman, Aid. Joe Doyle, the 
Vice Chairman, Cllr. Laurence Butler, and all the members of the Board, for their tireless 
work, advice and support in 2004. 

My gratitude also goes to the former Minister for Health and Children, Mr. Micheal Martin, 
T.D., and to his Ministers of State at the Department, Mr. Ivor Callely, T.D., and Mr. Tim 
O'Malley, T.D., and to the Tanaiste and new Minister, Ms. Mary Harney, T.D., and her new 
Ministers of State, Mr. Sean Power and Mr. Brian Lenihan, T.D., who took up their task at 
the end of September. 

I would also like to thank Mr. Michael Kelly, Secretary General of the Department of Health 
and Children and his officials, for their courtesy, help, co-operation and support at all times. 

Five years from now, the health service will have instituted even more changes. Hopefully 
the Authority's original vision of a client-centred service will survive to be at its centre. If 
that happens, then the work of the Authority, and its 39 provider agencies, will live on as a 
worthwhile legacy to the future. None of us could hope for more. 

Michael Lyons, 

Regional CEO 

Eastern Regional Health Authority 
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Population Health 

While the health of people in the East has improved substantially over the past 30 years, 
we still have higher premature mortality than many of our European neighbours. 
Cardiovascular disease and cancer account for half of all deaths. Many diseases are lifestyle 
and social class related e.g. heart disease, cancer, obesity, injuries and infectious diseases. 
Inequalities in health and social class gradients are major factors in determining 
health status. 

Population health is an approach that aims to improve the health of the entire population 
and to reduce health inequalities. It acts on a broad range of measures that influence 
health 'determinants of health' e.g. income and employment, living conditions, social 
environments, biology and genetic factors, personal health practices. This approach reflects 
the evidence that factors outside the health care system significantly affect health and that 
delivery of healthcare is only part of what constitutes health (see diagram). 

Determinants of Health 

Key elements of a population health approach: 

• Focus on the health of populations 

• Address the determinants of health and their interactions 

• Base decisions on evidence 

• Increase upstream investments 

• Apply multiple strategies 

• Involve collaboration across sectors and levels 

• Employ mechanisms for public involvement 

• Demonstrate accountability for health outcomes. 

The Population Health approach is grounded in the notion that the earlier action is taken 
the greater the potential for health gain. Hence, we need to move away from tackling 
individual risks with "downstream" individually oriented treatments, towards refocusing 
"upstream" towards addressing the social structures and processes within which ill-health 
originates. For example, health promotion and behaviour change strategies rely on the 
concept of 'lifestyle', but it is not enough to measure the association between social 
disadvantage and conventional risk factors such as smoking and diet. The important 
questions concern why different groups behave in certain ways, adopt certain behaviours 
and resist or accept professional advice and what would enable them to change. 
Interventions must be based on understanding social, cultural, and economic processes that 
affect particular patterns of behaviour. 

Intersectoral action is a key direction for improving health status as many of the factors that 
determine health fall outside the remit of the traditional health sector. Improving health is 
a shared responsibility with shared accountability. Joint action to improve health outcomes 
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Population Health 

is required, not only from within the health sector, but also from groups who are not 
normally associated with health, but whose activities may have an impact on health or the 
factors known to influence it. Health impact assessment (HIA) is a tool for examining the 
impact on health of factors or interventions which are not seen to directly affect health 
i.e. transport. 

This approach calls for an increased focus on health outcomes as opposed to inputs and 
processes and on determining the degree of change that can be attributed to an 
intervention. Changes are examined in health status, determinants of health and health 
status inequities between population sub-groups. 

Figure 1: Key elements of a population health approach 

Health inequalities 

Health inequalities are defined as: differences in health status or in the distribution of 
health determinants between different groups e.g. differences in mortality between 
different social groups. 

People who are poor, who suffer disadvantage or who are socially excluded have poorer 
health that others e.g. higher rates of mortality, disability and morbidity. Socio-economic 
status, income and wealth have a strong health relationship. Health inequalities result from 
avoidable and unjust differentials in health status. When compared with the EU average, 
the health of the Irish is poor. We have higher rates of heart disease, cancer and smoking-
related illness. In Ireland the life expectancy for men is 73 years and 78.6 for females. The 
life expectancy for males at age 40 is the 4th lowest in the EU and the lowest of EU 
countries at aged 65 years. 
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Population Health 

There are differences in health status in different regions and among different 
groups in Ireland: 

There was a three-fold difference in death rates between men in the highest and lowest 
socio-economic groupings between 1989-1998 in Ireland, (Institute of Public Health, 2001). 

In the Eastern Region people living in lower social class areas suffer more premature 
mortality. Examples of health inequalities include: 

Men: 

• Have higher death rates at all ages and for all the leading causes than women. 

• Their main causes of deaths are circulatory (40%), cancer (27%) and respiratory (13%). 

• Differences in mortality for men and women are particularly pronounced in relation to road 
traffic injury and suicide. 

• Those in unskilled jobs have higher death rates than their professional counterparts. 

• The SLAN survey found that those with less education were more likely to smoke, drink 
more alcohol than recommended, eat less fruit and vegetable and exercise less. 

• Men have limited contact with their GP compared with women and they often present late 
in course of an illness. 

Children: 

• Children who live in poverty are more likely to experience ill health. 

• In 2000 there were 8% of Irish children living in consistent poverty and 24% were living in 
relative income poverty. The percentage of children in consistent poverty has remained 
comparatively stable since 1987. The degree of relative poverty experienced by children 
appears to have increased. 

• Children in lone parent households and those of traveller and asylum seeking families are 
particularly at risk of poverty and ill health. 

• Perinatal and infant mortality rates are higher in lower socio-economic families and 
communities. Sudden Infant Death Syndrome (SIDS) remains a leading cause of death in 
babies. Parental smoking is associated with the risk of SIDS. 

• Adequate income, equal and affordable access to health care, decent accommodation and 
access to education are important in improving health status of children who experience 
poverty, social exclusion and disability. This requires ongoing investment in family and 
parent support initiatives and policies that improve standards of living for all families 
with children. 

Older people 

• An estimated 38% of pensioners live in the lowest 20% of households in terms of income. 

• Income levels greatly impact on health of older people 

• The proportion of older people is expected to increase by 13% over the next 50 years. 
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Travellers 

• Members of the travelling community live 10 years less than settled people. 

• Poor accommodation and living conditions contribute to poor health status. 

• Compared with the national average travellers suffer greater rates of infant mortality. 

• Only 3% of all travellers are aged 65 years or more, compared with 11 % of the 
national population. 

Homeless people 

• Homeless people are at greater risk of preventable diseases and mental ill health. 

• They are more likely to have poor physical health, higher rates of hepatitis, HIV, TB, poor 
nutrition, alcohol and drug addiction. 

Given the evidence that ill-health is clearly related to social disadvantage, exclusion 
and poverty: 

• All ERHA policies are considered in terms of their potential impact on health inequalities. 

• Policies are formulated in such a way that by favouring the less well off they will, wherever 
possible, reduce health inequalities 

• In assessing policies and proposals for their positive and negative impacts on health a 
balance is struck between securing the greatest health gain for the population as a whole 
and protecting and promoting the health of vulnerable and marginalised groups. 

• Existing policies that are reviewed and found to contribute to inequalities are altered, 
where possible. 

Health status 

Demography 

The census of 2002 showed that the population in the Eastern Region was 1,401,441, 
having increased by 8.1% since 1996. The largest percentage population increase occurred 
in counties Kildare (21.4%) and Wicklow (11.7%), compared with Dublin (6.1 %). 

Estimates available in 2004 from the Central Statistics Office suggest further growth in the 
population of the region. These estimates are available at a sub-regional rather than on a 
county basis, with an estimate for the population of Dublin as a whole and an estimate of 
the population in counties Kildare, Wicklow and Meath (Meath is outside the Eastern 
region) combined. Since 2002, it is estimated that the population of Dublin has increased 
by 21,579 (1.9%), while the combined population of Kildare, Wicklow and Meath has risen 
by 24,675 (6.0%). The change in each individual age group has not been uniform. With 
the exception of children of school-going age, there has been a rise in the number and 
percentage in all age groups. Although the highest numerical increase was in the 25-35 
year age groups, particularly in Dublin (Fig. 1), the fastest percentage growth rate was in 
the age groups 55-65 and 80 years or more (Fig. 2). 
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Births 

The number of births in the region continues to increase. Provisional data from 2003 show 
that there were 23,414 births to mothers resident in the region. The last time births 
reached this level was in the early 1980s. Figure 3 shows total births and births to mothers 
resident in each county from 1993-2003. 
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A gradual rise is apparent from 1993-97. However, the continuous rise from 1998-2003 is 
in a large part a consequence of immigration, such as non-nationals and asylum seekers, 
and Irish returning from abroad. 

The implications are three-fold. Firstly, there is a greater demand on maternity services due 
to more births. Secondly, asylum seeking mothers frequently present at maternity hospitals 
in an advanced state of pregnancy, often without previous ante-natal care and therefore 
have a higher risk of complications that necessitates more specialist care. Thirdly, an 
increasing number of births implies increasing demand on the full range of child health and 
social services. 

The numbers of teenage births remains constant at 6-7%, and the proportion of older 
mothers aged 35 or more remains at approximately 20% of total births. 

Fig. 3. Births by county in the eastern region from 1993-2003 

Mortality 

Data on deaths is usually not complete until nearly two years after the year in question. 
This is a result of late registration of deaths, and inquests, which may take many months to 
complete. Provisional data for 2003 is available, and show that 9,070 deaths occurred 
among residents of the region in that year. Fig 4 shows that the two main categories of 
death were circulatory disease (36.5%) and cancers (27.8%). Respiratory disease (14.6%) 
was the next major distinct category. Injuries and poisonings accounted for only 4.9% of 
all deaths. 
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Fig 4 Deaths in the Eastern Region in 2003 - all ages 

Within the cancer category, lung, colon, breast and prostate cancers are the most frequent. 
Premature deaths (under 65 years of age) in 2003 show a different pattern (Fig 5). The 
most important cause of death was cancer (34.1 %) with less than a quarter of deaths from 
circulatory disease. 

Fig. 5 Premature deaths in the Eastern Region in 2003 

Trends in deaths from various causes usually develop over a number of years as the effects 
of major initiatives aimed at reducing deaths e.g. cancer and cardiovascular strategies, 
usually need a number of years to show their full impact. The primary risk factors for 
these two main causes of death are behavioural (smoking, diet and lack of physical 
exercise). These behavioural risk factors are more prevalent in communities of poorer 
socio-economic circumstance. 

Mental health 

The most recently available data from the National Psychiatric Inpatient Reporting System 
relates to 2002. In that year, there were 8,222 admissions for patients in the Eastern 
Region, representing a rate of 746.2 per 100,000 population aged 16 years or more. This 
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was at the lower end when comparing the Area Health Boards in the Eastern Region 
combined and the other health boards. Of the total, 2,435 (30%) were first admissions 
and the remaining 5,787 (70%) were re-admissions. The highest rate of admission was in 
the 45-54 year age group, followed by the 65-74 year age group; the lowest admission 
rate was among those aged 16-19 years. The 75 year or more age group had the highest 
first-admission rate. Overall, 10% of admissions were non-voluntary The most common 
reason for admission was depressive disorders, schizophrenia, mania and alcoholic 
disorders. There is a clear association with psychiatric morbidity, service use and socio
economic disadvantage, although it is unclear if it occurs as a result of disadvantage per se, 
or downward drifting to socio-economic disadvantage as a consequence of chronic 
psychiatric illness. The rate of admission was highest among those of socio-economic 
disadvantage and whose marital status was divorced or single (as is the situation 
nationally). One should note that the rates of admission are crude rates and do not reflect 
the demographic variation within health boards, considering that admission rates vary 
among different age groups. A quarter of patients were discharged within one week of 
admission and 65% by 2-4 weeks after admission. 

There were 127,972 attendances at the 66 community outpatient clinics in the region in 
2002 of which 90% were return attendances. A total of 42,048 people attended the 
16 day hospitals in the region in 2002 and there were 83,377 attendances in the 
22 day centres. 

Suicide 

Suicide is an important cause of premature mortality in younger people. Fig 6 shows a 
gradual rise in the number of deaths from suicide throughout the 1980s and 1990s, 
remaining stable at the highest levels from 1998 onwards, both nationally and in the 
Eastern Region. The numbers for 2003 are provisional. The rise in deaths from suicide in 
the 1990s is less pronounced than nationally. 

Fig. 6 Number of suicides in Ireland Eastern Region from 1981-2003 
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Cardiovascular Disease 

One quarter of all deaths in the Eastern region are caused by heart disease and 19% of 
premature deaths are due to ischaemic heart disease. Deaths (Standardised death rate 
SDR) from heart disease are declining in the east, nationally and internationally (Fig. 7) 

Fig. 7 Trends in mortality from IHD, all ages (Ireland, East., EU average) 

Data on discharges from hospitals are collected in the HIPE system. These data show an 
increase in cardiovascular discharges through the 1990s with a more marked pattern for 
Ireland as a whole compared with the Eastern region, Fig 8. 
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Trend in risk factors for heart disease 

Many risk factors associated with heart disease are high in Ireland. Data from the 
SLAN/HBSC (Health Behaviour in School-aged Children) surveys show that factors are social 
class rather than geographically based. The national survey shows good and bad news 
when comparison is made between 2002 and 1998, table 1. There has been a reduction 
in smoking but a worrying increase in obesity, table 2. 

Table 1 Data on smoking from SLAN surveys 1998 and 2002 

Smoke cigarettes 

Mean no. of years been a smoker 

Smoked cigarettes in the past 

Males 1998 

32.1 

21.6 

58.1 

Males 2002 

28.3 

22.3 

42.6 

Females 1998 

30.7 

20.5 

65.3 

Females 2002 

25.8 

21.1 
48.7 

Table 2 Data on gender distribution of BMI (Body Mass Index) 

Male 

Female 

Total 

Normal 
1998 
50 

67 

58 

Overweight 
1998 

39 
24 

32 

Obese 
1998 

11 
9 

10 

Normal 
2002 

44 

63 

54 

Overweight 
2002 

41 
25 

34 

Obese 
2002 

14 
12 

13 

During 2004 the ERHA continued: 

To implement the region's Action Plan in a climate of change in the health service. 
Prioritised areas were: 

a) modernising services for acute coronary syndromes, 

b) putting heart failure services in place, 

c) resuscitation training among health care professionals, 

d) secondary prevention through improved cardiac rehabilitation and Heartwatch, 

e) improving direct access to diagnostics for GPs and their patients. 

Keeping the momentum for change and improvement by initiating second year of 
Action Plan. 

Investigating and advocating for salt reduction in the catering process for staff and patients 
in the Eastern region. Salt, by raising blood pressure, is a major risk factor for stroke and 
heart attack. 

A systemic diabetic retinopathy screening programme to be established in one site in the 
Eastern region. 

p36 



Population Health 

Cancer 
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Cancer is the second most common cause of death after cardiovascular disease in the 
Eastern Region. It is the most common cause of death in the under 65 age group. A 
reduction in both cancer mortality and morbidity is a principal objective as is the provision 
of effective care and treatment for people who develop cancer. These objectives are all the 
more important as a large increase in the actual number of cases is forecast due to our 
ageing population. 

Cancer Incidence 

Excluding non-melanoma skin cancer, there were 29,981 new cases of cancer registered for 
the Eastern Region for the years 1994-2000 (annual average 4,283). The number of cases 
decreased between 1994 and 1995 but increased every year afterwards; the number of 
new cases in 2000 was 4,583 (Fig. 9). Further increases are expected because of an ageing 
population. Childhood cancers accounted for 8% of all cancers; 56% of cancers were for 
persons aged 65 or older. 

Lancer in males 

The three most common sites of cancer in men (all ages) were: 
Prostate: 2,676 cases (18%) 
Lung: 2,605 cases (18%) 
Colorectal: 2,229 cases (15%) 

These three cancers accounted for 51 % of all cancers in males. At the time of diagnosis, 
39% of male cancers were aged less than 65 years i.e. 5,727 cases. The three most 
common sites in men (under 65 years) were: 

Lung: 827 cases (14.4%) 
Colorectal: 811 cases (14.2%) 
Prostate: 605 cases (10.6%) 

Almost all (99%) of testicular cancers were registered in the under 65 age group whereas 
only 23% of prostate cancers, were diagnosed in those aged less than 65 years, as it is a 
disease which is more likely to occur in older men. 
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Cancer in females 

The three most common sites of disease in females (all ages) were: 

Breast: 4,411 cases (29%) 
Colorectal: 1,826 cases (12%) 
Lung: 1,645 cases (11%) 

These three cancers accounted for 52% of all cases diagnosed in females. Breast cancer is, 
by far, the most common form of the disease in women. 

At the time of diagnosis, 48% of female cancers were aged less than 65 years i.e. 7,376 
cases. The three most common sites in women (under 65 years) were: 

Breast: 2,869 cases (39%) 
Colorectal: 576 cases (8%) 
Lung: 464 cases (6%) 

In women aged under 65 years, nearly two out of every five cancers diagnosed were sited 
in the breast (39%). Gender-specific cancers, i.e. breast, ovary, cervix and corpus uteri had 
the majority of their cases diagnosed in the under 65 age group. This proportion was 
highest for cervical cancer with 400 of the 484 cases (83%) aged under 65 years. 

Thirty-nine percent of breast cancer cases were diagnosed in the age groups targeted for 
screening, that is 50 to 64 years. 

Malignant melanoma. 

Malignant melanoma is a skin cancer that if left undetected has a high mortality. Repeated 
episodes of sunburn, particularly during childhood, is an important risk factor. Preventive 
measures include avoidance of exposure to sunlight particularly by use of sun creams and 
avoidance of sunbeds. Although the number of cancers due to melanoma is small in the 
Eastern Region accounting for approximately 3% of total cancers between 1994 and 2000, 
greater than two thirds occurred in those less than 65 years. 

Outline of cancer services 

Surgical procedures for all the major solid tumours are carried out in hospitals in the 
Eastern Region. In addition the ERHA was the predominant provider of services to other 
regions for cancer such as lung, oesophagus, pancreas, ovary, cervix, and prostate. In the 
year 2001 cancer discharges made up 8% of all discharges in acute public hospitals in the 
Eastern Region; of these just over half, 51 %, were inpatient discharges with 49% as day 
cases. In the same period cancer diagnoses accounted for 14% of all bed days used in 
acute public hospitals. The main length of stay for cancer discharges was 14.9 days 
compared with 8.3 days for all discharges. The implementation of the Cancer Strategy in 
the East was reviewed in 2004. 

Health Protection - Infectious Diseases (see also Infectious Diseases chapter) 

Important issues in 2004 included the introduction of new Infectious Disease Legislation, 
which increased the number of notifiable diseases and changed reporting obligations. 
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Other issues included a continuation of the large outbreak of measles in 2003, and 
outbreaks of norovirus and other gastro-intestinal disease. Immunisation rates improved in 
2004 but a^e still short of the level required for herd immunity. 

The day-to-day investigations by the Department of Public Health must be maintained to a 
high standard. Standard operating procedures and protocols are used for the investigation 
of communicable diseases. Meningitis, gastrointestinal diseases, Legionnaire's disease etc. 
must be promptly investigated. Implementation of proposed public health reforms should 
ensure that high standards and resources in infection control are maintained. In recent 
years there has been an upsurge in Hepatitis B and sexually transmitted infection. 
Strategies for the management of these conditions are a priority. Recognising the 
persistent threat of SARS/influenza/biological threats, a regional committee has been 
established to ensure the preparedness of the region. 

Health intelligence 

Health Atlas 

The ERHA Health Atlas is being developed on an iterative basis by the Health Information 
Unit, Department of Public Health. The core purpose of the Atlas is to ensure that better 
use can be made of available health information in the Eastern Region by providing access 
to a range of information of everyday use to stakeholders. 

It will allow drill-down through a user-friendly Windows environment onto a range of 
health data by small area within the region. The key to this functionality is that the major 
datasets are being accurately geo-coded on an ongoing basis, by electoral division (ED) of 
which there are almost 500 in the Region using the Electronic Eastern Regional Street 
Index. Such data can be combined, as required, to give data for any sub-regional 
administrative areas. It will provide for different levels of access to the data in light of 
information governance requirements 

Information will be presented in tables, charts and map formats identifying health black-
spots. Street level maps will show administrative catchment areas as an aid to local service 
delivery and planning. 

The Atlas will support: 

Population health surveillance. 
Health service monitoring, planning and evaluation. 
Health needs assessment. 
Surveillance and control of communicable diseases. 

The Atlas will provide health information by: 

Electoral division (ED). 
HSE areas in the region and community services areas. 
Hospital and other catchment areas as required. 
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Other priorities facilitated by the Health Atlas in 2004 include: 

• Census 2002: As data become available from the CSO, it is provided to stakeholders 
primarily through the Health Atlas. 

• Cancer incidence: As each year's data becomes available, they are geocoded with 
appropriate access provided through the Health Atlas. 

• Mortality: As each year's data becomes available, they are geocoded with appropriate 
access provided through the Health Atlas. 

• GMS prescribing: The GMS database provides a powerful resource for the Authority. 
Work will be undertaken to examine prescribing patterns in the East. 

• Vaccine uptake: Vaccine uptake data is obtained by a range of users throughout the 
Region. With the advent of CHIS (the proposed replacement of RICHS), local access to 
some data will be provided. Epidemiological and mapping data will be provided through 
the medium of the Health Atlas. 

• Street Index: The Electronic Eastern Region Street Index provides the backbone to 
geocoding datasets by ED. Maintenance of the index is ongoing. 

Risk Management and the Department of Public Health. 

A risk is hazard, a danger, or exposure to mischance or peril. Essentially a risk has the 
potential for an unexpected or unwanted outcome.Risk management is a structured 
process to identify what can go wrong, to quantify and assess associated risks, and to 
implement/control the appropriate approach for preventing or handling each risk identified. 
It consists of a cycle of activities. At its simplest it aims to: 

Identify risks 
Analyse risks 
Plan risk-handling actions 
Track and control the risks. 

It is an iterative process, allied to quality management. Within each section or part of the 
cycle there are specific activities that need to be undertaken and these may vary according 
to the area being examined. The ERHA is in the process of developing a risk management 
strategy. The scoping document for the strategy prioritises the following: 

• Embedding risk management as part of day to day work culture 

• Building on existing work in the health system 

• Using a partnership approach between the Authority and service providers in 
developing initiatives 

• Linkage to quality development and a quality improvement programme 

• Forming an integral part of ERHA. business plan 

As part of this work the Department of Public Health has undertaken a risk analysis exercise 
of the risks specific to the department. These risks are now being rated and risk handling 
actions will be undertaken during the coming year 

In addition an incident reporting system tailored to the needs of the Department will 
be adopted. 
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Customer Services 

The main role of the department is to provide information and advice on: 

• The full range of health and personal social services provided in the region 

• Eligibility criteria 

• How to access/make an application for services 

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

• How to make a complaint in the event of a customer being dissatisfied with any aspect of 
a service being provided. 

Access to the service is provided through the freephone service 1800 520 520. Calls are 
channelled through the main switchboards of Dr. Steevens' Hospital and the ERHA in 
Palmerstown. Information is also given via email, and an after-hours message-minder 
service is in place where customers who leave a message between 5pm in the evening and 
9am in the morning have their calls returned. For customers who call in person, services 
are provided in a client-friendly information environment with a facility for private 
interviewing when necessary. 

Health Promotion 
Living the Active Life, 
Garreth Egan (age 10), 

The department carries the full range of health promotion literature, which is on display Jonathan Gantiey (age 6) 
and Sean Roe (age 8) 

and available to the public. pictured at the launch of 
the Ireland's Changing 
Heart campaign in the 
South Western Area 
Health Board. 

2004 

The Department provided guidance and advice on the new European Health Insurance Card 
(EHIC) and the ban on smoking in the workplace. 

The department provided information sessions on customer services to staff of the Area 
Health Boards, and assisted in the development of an information manual for frontline staff. 

Customer Services staff development continued with regular in-house training sessions, and 
all staff underwent training on the operation of the EHIC registration system. 

Customer Satisfaction Survey: This survey has shown a very high satisfaction rate with the 
service provided. 

Activity 2004 

Number of calls 118,462 
Number of Personal Callers 3,930 
Average daily contacts 490 
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Introduction 

Deaths from heart disease are declining in the eastern region (as seen nationally and 
internationally) yet one quarter of all deaths in the region are caused by heart disease. 

There are inequities in mortality from heart disease in the Eastern Region: 

• Twice as many males die from heart disease as females 

• There are also geographical differences with significantly higher death rates in two Boards -
the Northern Area Health Board and the South Western Area Health Board 

• The All-Ireland study has shown that for males, the lowest social class has significantly 
higher rates than the highest - a fact that is highly likely to be true also in the 
Eastern Region. 

Death rates from stroke are also on the decline but, in contrast to heart disease rates in 
Ireland are close to the EU average. In the Eastern region, death rates from stroke are 
similar to the national picture for males whereas rates for females are significantly lower 
than those for the country as a whole. Within the region, only the South Western Area 
had levels of mortality significantly above the regional average. 

While death rates from heart disease are on the decline, hospital discharges are slightly 
increasing. This is, undoubtedly, due to increased survival, the changing nature of the 
disease to that of a chronic one, and an ageing population. Eastern residents are more 
lightly to receive certain interventions (PTCA) but have a similar chance of receiving surgery 
(CABG) compared with Irish residents overall. The basis for this statement is the HIPE 
(Hospital Inpatient Inquiry System) system of data collection on public hospital activity and 
does not include private hospital activity. 

Risk factors for heart disease are high in Ireland. A number of these risk factors have a 
strong social class relationship rather than showing geographical differences. Targeting 
effective interventions at areas of lower social class is an important factor in reducing 
inequity from the burden of heart disease. A multisectoral approach is essential. 

Heart Health Action Plan (HHAP) 

Mindful of the burden of heart disease in the Eastern Region and wishing to implement the 
national strategy in a coherent and integrated way, the Authority formed a multidisciplinary 
and multisectoral Steering Group whose first task was to develop an Action Plan to improve 
heart health status. 

Having launched the Heart Health Action Plan in October 2003, the Regional Steering 
Group entered Phase 2 of its work in 2004 i.e. to oversee and monitor the implementation 
of the regional HHAP, to ensure the needs of the population of the eastern region are 
being met. 

The Action Plan, (at a revenue cost of €40 million and capital injection of €8 million), 
through its 45 objectives in the six areas of health promotion, primary care, pre-hospital 
and hospital care, cardiac rehabilitation, information audit and research, sets out the 
roadmap to address the burden of heart disease experienced by people throughout the 
Eastern Region. 
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Heart Health Action Plan Achievements 

The first progress report on the Heart Health Action Plan was launched in December 2004. 

Health Promotion 

There has been significant progress in the area of Health Promotion with implementation in 
a range of community & acute sector settings while targeting specific risk factors and 
groups, including: 

Public policy 

The introduction of the legislation to ban smoking in the workplace is the most significant 
policy measure to be taken. In the area of policy within the region risk factor action plans 
for tobacco, physical activity and nutrition have been developed. Various policies including 
a breastfeeding, smoke free policy at work, alcohol and drugs free workplace policies are 
being finalized. 

Media 

The health promotion departments in each of the Area Health Boards have worked closely 
with their local communications departments and the national promotion programmes to 
encourage healthy lifestyles and many initiatives have been publicized through local and 
national radio and newspapers. The EU Presidency offered an opportunity to raise the 
profile of healthy living in the region. A submission was made to the broadcasting 
Commission of Ireland on food advertising to children advocating responsible advertising to 
promote good health among children. 

Settings 

The health promotion departments are supporting the implementation of 'Social, Personal 
and Health Education' in schools through in-service training and support to secondary 
school teachers. 

Health service workplaces within the region have been identified as a priority for workplace 
health promotion and policies are being developed in this regard. The health promotion 
departments co-ordinate and facilitate training for health service staff and others covering a 
wide range of topics and programmes including; being smoke free, eating well, stress 
awareness and being more active. 

Many community based health promotion needs assessments and programmes have been 
established throughout the region with particular emphasis on disadvantaged groups 
and communities. 
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Risk factors 

Physical activity programmes have been established in each of the settings, including; a 
pilot Tai Chi programme, the Go for Life, a Swim programme, Sli na Slainte routes and an 
Active Parents programme. Smoking cessation services have been established in each of 
the three boards and in the Dublin Academic Teaching Hospitals to support others to quit 
smoking. Many nutrition programmes have been developed for disadvantaged 
communities and schools. Training on alcohol awareness was provided to youth workers in 
association with the National Youth Council. A strategic framework for addressing the 
problematic use of alcohol was finalized in NAHB. The health promotion departments in 
each of the area boards and the Department of Public Health, ERHA have made 
submissions to the National Task Force on Obesity. 

Primary Care 

Heartwatch 

Heartwatch, a national pilot programme for secondary care of patients with established 
heart disease, implemented in 2002, was extended to the end of December 2004, and is 
being evaluated. The Authority works closely with the Area Health Boards to co-ordinate 
the provision of this service. 

• In the SWAHB area 20% of GPs were recruited i.e. 53 GPs. There are 28 participating 
practices. There are 850 patients involved in the programme 

• In the ECAHB area 20% of GPs were recruited i.e. 39 GPs. There are 22 participating 
practices and 662 patients recruited 

• In the NAHB area they are at full quota, with 45 GPs recruited to the programme. 
There are 30 participating practices and 782 patients 

This totals to 2294 patients for the region and is approximately one quarter of patients 
registered for the pilot nationally. 

Through supporting and developing the Heartwatch programme we have now ensured that 
various facilities are available through general practice i.e. Echocardiograph (ECG) and 
Ambulatory Blood Pressure Monitors (BPM). 

G.P. direct access to diagnostic services 

A number of hospitals have recently introduced direct access to diagnostics for GPs i.e. 
holter monitoring, twenty-four hour blood pressure monitoring (BPM), echocardiograms 
(ECG) and exercise stress testing. Specifically, an initiative between St Vincent's Hospital, 
East Coast Area Health Board, GPs and the ERHA was set up in 2003 and is being 
evaluated at present. 

The service provides GPs with direct access to non-invasive cardiac investigations, assists 
them in the continued management of their patients and facilitates greater integration 
between hospital and primary care services. The GP Direct Access Cardiac Diagnostics 
Programme in the East Coast Area Health Board saw a total of 303 tests carried out to 
end 2004. 
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Direct access diagnostic procedures at SVUH 

Cardiac Diagnostics 
Echocardiograms 

Exercise stress tests 
24 hr BP Monitor 
24hr ECG monitor 
Total 

Totals 
121 
111 
75 

103 
410 

Diabetes Shared Care Programme 

Diabetes shared care programmes were supported in all three Area Health Boards. 

The Department of Health and Children is considering a proposal from the Authority for 
further support for diabetes shared care. 

The diabetic shared care programme in the South Inner City Partnership was expanded 
This shared care programme is undergoing second audit of clinical care and health service 
activity (ERHA in conjunction with the SWAHB). 

Pre-hospital Sector 

The administration of aspirin to patients with chest pain by Eastern Regional Ambulance 
Staff forms part of the protocol for the management of cardiac related chest pain. 

Ambulances have been equipped with Automated External Defibrillators as a result of 
cardiovascular funding. 

The Eastern Regional Ambulance Service is currently developing a community-based 
'First Responded scheme. 

Hospital Sector 

• Enhancement of Services for Heart Failure: 

The Authority has commissioned further Heart Failure services in St. Vincent's and 
St.Michael's Hospitals. The Authority is using organized hospital visits to explore the 
development of HF services in the acute sector. 

• Improved Catheter Lab Facilities 

Following the Catheter Laboratory Review in October 2003 the Authority was successful in 
getting funding to facilitate the opening of a second laboratory in the Mater Hospital in 
2004 bringing to seven the number of Cath labs in Dublin's public hospitals. There are 
three Cath labs in the private sector bringing the total complement for the region to 10. 
A formal submission for funding for a further Catheter Laboratory in the region was 
submitted to the DoHC in 2004. 

Activity in the Catheter Laboratories has increased considerably so that the target of 1,200 
angioplasties per million set in Building Healthier Hearts to be reached by 2002 has been 
well exceeded. 
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• Cardiology Manpower 

The final consultant cardiologists under Phase 1 of the National Cardiology Manpower 
Review saw a seventh new cardiologist for the region being commissioned for St. James's 
Hospital in 2004. Costing for a further cardiologist for the region to commence Phase 2 of 
the review has been submitted to the DoHC. 

Chest pain assessment developments 

We established the first designated Chest Pain Assessment Unit in Ireland, providing a 
consultant led multi-disciplinary service on a 24-hour basis for this potentially high-risk 
patient cohort. 

Modern assessment and observation of acute chest pain/acute coronary syndrome (ACS) in 
A&E/ Cardiology units have been supported in hospitals in the region following a successful 
seminar in 2002. Currently the position is that two hospitals have fully established 
facilities, five are advanced in planning facilities and the remaining two are initiating plans. 

Cardiac Rehabilitation developments 

In the year 2000 eight out of nine hospitals offered a phase 3 CR service with a regional 
capacity of 1212 places meeting circa 50% of need. By 2002 capacity had increased to 
1520 and a further increase to 1868 places was noted in 2004 with all hospitals now 
offering the service. While this is an increase of 54% in four years, ironically the need for 
the service has increased as diagnostic services uncover unmet need. Funding has been 
allocated to those hospitals that have submitted plans for the development of their 
services. The Authority has asked the remaining hospitals to develop and submit plans for 
future development of CR services to address current need and expected increases in need. 

Information System, Audit and Research 

Promoting evidenced based care - Research bursary structure 

The Authority announced in October in 2003 that a Heart Health Research Bursary 
programme would be put into place in 2004 to promote the development of early research 
and evaluation skills in health professional staff working in the heart health arena within 
the Eastern Region. 

A total of 22 completed applications were received for Year 1 of the Heart Health Research 
Bursaries. The applications were of a very high standard and the judging panel awarded a 
total of seven bursaries. It is intended that the bursaries will be an annual process. 
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Follow up on Audits: 'Door to Needle Time' and Cardiac Rehabilitation 

In 2004 the Authority commenced a round of site visits to the nine participating hospitals. 
These visits incorporated discussions around the results of both audits and developments 
since completion of the audits. Discussion also took place around the future developments 
of the services for ACS and Cardiac Rehabilitation. 

A report on the findings of the visits is being compiled and the agencies have been asked 
to submit plans for improvements in service and capacity as identified in the audits. 

Uniform dataset in acute setting (part of the EU presidency initiative) 

At a conference in Cork in May 2004 agreement was reached on the adoption of data 
standards with representatives of the EU member states, including those from the ten 
countries who had joined the EU on 1st May 2004. 

The Cardiology Audit and Registration Data Standards (CARDS) project will develop and 
agree data standards in relation to: 

a) Acute Coronary Syndrome/ Coronary Care Units 

b) Percutaneous Coronary Intervention (PCI) 

c) EP (Pacemakers), Implantable Cardioverter Defibrillators (ICD), and ablation procedures. 

Acute Coronary Syndrome Guidelines: 

James Connolly Memorial Hospital (JCMH) is one of three national sites for piloting the 
international guidelines on care of ACS published in 2004 along with the data set (CARDS) 
agreed at the conference for the EU Presidency. 

Patient Held Record: 

A number of hospital posts in place specifically target the need to improve the 
communication between hospital clinicians, GPs and patients. Also emphasis has been 
placed on the importance of the patient held record in empowering the patient and 
promoting adherence to medication and lifestyle change. The Irish Cardiac Nurses 
Association has developed a record, which has been acceptable to many people. It is now 
in use in many hospitals as well as in the Heartwatch practices in the region. 
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Census 2002 indicates that there were 340,270 persons under 18 years in the eastern 
region, a 6.8% decrease since the census of 1996. Some services, particularly those related 
to child health, are targeted at all children in the region. Services such as child welfare and 
protection, childcare and family support are aimed at children and families experiencing 
particular difficulties. The context within which services are delivered and developed is also 
characterised by increasing public awareness of the plight of children who are neglected, 
abused, or homeless or those who appear before the courts. 

The Regional Child Care Framework was the cornerstone for agreeing the direction 
for services. 

Throughout all of the key priorities for 2004 and particularly in relation to the current 
resource constraints, particular attention was given to the opportunities to take into 
account a more integrated and cross-cutting approach to the development and design of 
services to ensure that better attention is paid to wider needs of young people in terms of 
addiction, mental health, disability and social inclusion. (See section on Mental Health for 
report on services for child and adolescent psychiatry and childhood autism.) 

Commissioning Principles 

The Authority has identified the following principles to underpin our planning and 
commissioning arrangements for children and families. These are fundamental to the 
delivery and development of services even in periods of financial constraint. 

Enabling children and families to achieve their maximum health potential and 
social well-being. 

This is the basic purpose of services to children and families. The Authority will work with 
providers to ensure that the aims, objectives and outcomes of all services should clearly 
reflect the extent to which they make a contribution to achieving this goal in line with Goal 
1 of Quality and Fairness. 

Giving priority to children's best interests. 

Services will be designed in a manner which is child-centered. This means developing 
services that meet children's needs in both the short and longer term. It also involves 
consultation with children and giving due regard to their views in accordance with their age 
and maturity (Q & F Actions 50, 84) and taking account of the particular needs and 
experiences of children covered under the grounds of the Equal Status Act 
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Working with children within the context of their families. 

The family generally affords the best environment for raising children and external 

intervention will be aimed at supporting families within their communities to provide safe 

and nurturing care for their children where possible. Exceptional circumstances in which it 

is justifiable to work with a child in isolation include situations in which all efforts to 

engage families have failed or where involvement of families would be considered 

damaging to the child (Q & F Action 53). 

Early Intervention 

The Authority will adhere to the good practice principle of early and minimal intervention in 

resolving difficulties before they escalate into crisis proportions (Q & F Actions 53, 68, 84). 

Providing services in local, community-based setting. 

As far as possible, services will be community based, accessible and locally relevant. 

Exceptions to this include services in response to difficulties that require a degree of 

specialist intervention that would not be cost effective to replicate in every locality and 

could be provided centrally in a manner that adheres to the principle of children's best 

interests. Another exception could be services that may be stigmatising if offered locally (Q 

& F Actions 53, 68, 84). 

Providing alternative care when all other interventions have proven inadequate to 

ensure children's safety. 

When the provision of alternative care is necessary, all efforts will be made to provide an 

alternative family environment as near to the child's original family and community as 

possible. Investment in maintaining continuity in relationships, unless this is not in the 

child's best interests, is essential. Rather than seeing alternative care and family support 

services in an either/or relationship to one another, alternative care should be seen as part 

of a continuum of services. There are children who need alternative care on a long-term 

basis. There are others who may need alternative care on a respite basis from time to time 

in addition to other forms of family support services. The option of reuniting children with 

their families should always be considered unless this would be deemed unsafe for the 

child. This means working with families towards reunification, either total or partial, while 

alternative care is being provided, unless it can be demonstrated that this would not be in 

the child's best interests (Q & F Actions 50, 51, 52, 53). 
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Current Services 

Day Nurseries/Pre-schools 

Nurseries/pre-schools provide day care and or early pre school education for children under 

five years of age. The target group of these services are children who are considered 

vulnerable, living in a disadvantaged area or, who are at risk of experiencing disadvantage. 

There are currently 1471 pre-schools in operation in the Eastern Region providing in excess 

of 27,000 childcare places 

Neighbourhood Youth Project 

The main purpose of these projects is to provide social, recreational and educational 

support for young people who are considered to be at risk or whose families are 

experiencing difficulties. The main activities include after school supports, homework clubs, 

sports, clubs, life skills and computers. These projects are provided in 17 centres with 

approximately 768 places 

Parent Support Schemes 

This service is for first and second time parents, in which local volunteers known as 

community mothers carry out monthly visits to parents in their own homes. The 

community mothers are trained and guided by family development nurses. This service is 

available in disadvantaged areas in every Community Care Area (Q & F Action 19). The 

target group includes prenatal parents, lone parents, teenage parents, traveller parents and 

asylum seekers/refugees. There are approximately 1,000 and their parents availing 

themselves of these schemes. 

Family Support Projects/Centres 

These projects/centres offer practical assistance to families within and outside their home 

and/or focus on intervening therapeutically to strengthen family functioning. The target 

group for these services are families under stress, including traveller families and those 

particularly challenged by the effects of disadvantage. Their activities include assessment of 

needs, risk assessment, developmental work with children and families, information and 

advisory services, summer projects. These projects, provided in 44 centres, provide for 

approximately 1,300 families and 600 individuals. 
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Child Welfare and Protection Services (Social Work Departments) 

This service caters for children up to 18 years of age, their families and carers. Referrals are 
voluntary, from parents, neighbours, doctors, hospitals, Gardai, courts, schools, voluntary 
groups, community and statutory groups and the Department of Health and Children. The 
main activities of the service are assessment of need, risk assessment, referral to 
appropriate services, provision of care for children deemed to be in need of alternative care, 
court work, after school provision, family support and preventative family programmes to 
support families to care for their children, outreach work for vulnerable adolescents, advise 
and counselling, advocacy and community development supports. The other headings for 
core provision cover a number of these services. 

The table below sets out the number of child abuse cases referred in the region in 2003; 
32% of the reported cases were confirmed with 40% of the assessments ongoing. The 
remaining 28% fell into one of two categories: Confirmed Non Abuse/Unfounded, or 
Inconclusive Assessment. 

Children In Care 

There was a very slight increase (1 %) in the total number of children in care from 2003 to 
2004, the main increase is in relation to foster care and the number of children in "other" 
care decreased by 25%. 
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Foster Care accounts for 82% of the children in care in 2004. The placement of children in 
appropriate foster care is facilitated and managed by social work departments in each of the 
ten Community Care Areas, most of which have dedicated fostering teams. There is one 
voluntary organisation working in partnership with an Area Health Board that operates a 
foster care placement service. There were 1575 children in foster care in the Eastern Region 
in 2004. A breakdown of foster care by type for 2004 is presented in the table below. 

Children in Foster Care in the Eastern Regional 

Residential Care accounted for 14.8% of the children in care in 2004. The target group of 
these residential homes are children and adolescents who require residential care due to the 
fact that they are unable to live at home. The table below presents a breakdown of the 
number of children/adolescents in each type of residential care in the Eastern Region and 
includes the following range of provision: 

Children in Residential Care in the Eastern Regional Health Authority 

Overall there is a 0.4% increase in the number of children in residential care in total from 
2003 to 2004. There is a slight decrease in the number of children in general residential 
care and in high support care. While there was a 23.5% increase in the number of 
children in special care from 2003 to 2004 it must be noted that this is actually an increase 
of only 4 children in the Eastern Region. 

Supported lodgings refer to alternative care situations where young people live within a 
family home as a 'lodger' but receive support from social work departments. The target 
group of this service is young people whose care arrangements have broken down and 
lone parents or young people leaving care who may not be ready for independent living. 

Special Arrangements are made for individual young people or a group of siblings when no 
other appropriate alternative is available in mainstream services to meet their needs. 
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Young Mothers' Homes 

There are two residential facilities in the region that provides accommodation for young 
mothers and their babies. This service is run by the East Coast Area Health Board and 
provides residential care for young mothers aged 15 to 25 years. 

High Support/Special Care 

There are three high support/special care facilities in the region, where the two high 
support units provide a regional service and the special care unit provides a national service. 
There are approximately 36 young people in these centres currently. 

Crisis Intervention Service 

The CIS operates on a regional basis and provides, in partnership with the voluntary sector, 
a range of services for children and young people aged 12-17 years who are out of home. 
These services are available outside of the 9-5 office hours of the community care teams. 
The services include an outreach service, an out of hours social work service, a social work 
day service team, seven residential units provided by both statutory and voluntary sectors, a 
daytime drop-in service for young people and a reception unit, both provided by the 
voluntary sector. The referral pathway to the service is through Garda Stations who refer 
children/young people to the out-of-hours social work team. The residential units have 56 
beds available with 29 ring-fenced for emergencies. 

Separated Children Seeking Asylum 

This is a significant service to a vulnerable group managed by the East Coast Area Board on 
behalf of the region. It provides assessment, support and residential services which are 
operated in conjunction with the local authority, to young children who are outside their 
country of origin and separated from both parents (Q & F Action 23). Referrals to this 
service significantly increased from 97 in 1999 to 1085 in 2001 representing over 60 
different countries of origin. In 2002 and 2003 this number reduced to 863 and 789 
respectively. In 2004 there was a total of 620 referrals to this service. This represents a 
21.4% decrease on the number of referrals in 2003. Some 67% of these referrals were 
actually re-united with family and the percentage of referrals placed in care has been 
decreasing each year (37.7% in 2002, 35.1% in 2003 and 27.1% in 2004). 

p56 



Children & Families 

Youth Homelessness 

From January to December 2003 there were 207 young people out of home in the Eastern 
Region. This represents a 14.5% decrease from the number of young people out of home 
in 2002. The table below provides a breakdown by age group of the number of young 
people out of home in 2002 and 2003 and shows that the decrease is reflected across all 
of the age groups. 

Young People out of Home 

In 2002 and 2003 the primary reason cited for these young people being homeless was 
"child with emotional / behavioural problems". This was followed by "child abusing drugs 
or alcohol" in 2002 and "family member abusing drugs or alcohol" in 2003. Other 
common reasons cited include abuse of the child, parent unable to cope/family difficulty re 
housing or finance and child involved in crime. 

All of these young people who come to the attention of the health boards are provided 
with a service. The majority either return home or are provided with residential / hostel 
accommodation. The table below provides a detailed breakdown in the services offered to 
young people out of home in 2002 and 2003 and the percentage variance. 

Young People out of Home 
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Inter Country Adoption 

The main activities of this service are assessment of applicants, preparation group training 
for adopters and post placement reports. The service also deals with a small number of 
tracing requests. 

Number of Completed Assessments 

During 2004 there was a total of 158 assessments carried out in this service; 106 first 
assessments and 52 second assessments. This is an increase of 5.3% in the total number 
of assessments carried out during 2003 (150 assessments). While there was a slight 
decrease in the number of first assessments carried out from 2003 (119 assessments) to 
2004 (106 assessments) there was a substantial increase in the number of second 
assessments carried out; from 31 in 2003 to 52 in 2004, representing a 67.7% increase. 

Assessment Waiting Times 

The waiting time for a first assessment remained constant from the last quarter of 2003 to 
the last quarter of 2004 (20 months). The waiting time for a second assessment decreased 
from 15 months in the last quarter of 2003 to 12 months in the second quarter of 2004. 
This represents a 20% decrease in waiting time for second assessment. Furthermore, this 
12-month waiting time remained constant throughout 2004. 

Duration of Assessment 

The duration of assessment has remained constant in this service from the first quarter of 
2003 to the last quarter of 2004. This is 8-9 months for the first assessment and 4 months 
for the second assessment. The duration of first assessment remains in line with the 
national average of 9 months and the duration of second assessment in the Eastern Region 
is less than the national average of 6 months. 
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Social Worker Complement 

The total number of social workers involved in this service increased from 16 in the first 

quarter of 2004 to 18 in the last quarter (a 12.5% increase). This increase is also reflected 

in the whole time equivalent of social workers carrying a caseload (i.e. excluding those 

involved in a support/supervisory capacity). This increased from 8.15 in the first quarter of 

2004 to 11.6 in the last quarter (an increase of 42.3%). 

Domestic Adoption 

Social work departments facilitate domestic adoption applications in all ten Community 

Care Areas, with two voluntary agencies providing domestic adoptions in the region. The 

social work departments along with the voluntary agencies also deal with requests for 

tracing and reunion of adopted children with birth parents. 

Domestic Violence 

There are 11 services providing supports for victims of domestic violence (Q & F Action 34). 

These services provide support for women and children who have experienced domestic 

violence. One of the services provides advice and support for victims of sexual violence -

this service is open to male and female clients. Two of the services target women involved 

in prostitution. 

Pregnancy Counselling Services 

This service is provided by eight voluntary organisations based in Dublin and Maynooth that 

provide information and advisory services on a national basis. In addition, a locally based 

initiative also operates in three Community Care Areas in the Northern and South Western 

Area Health Boards. 

Child Health 

These services are provided by a range of disciplines in a variety of settings namely, the 
child's home, health centers, GP surgeries and schools. Services are mainly focused on pre
school children and children attending national school. 

Services under this heading include: 

• screening for metabolic disorders in new-boms 

• immunisations 

• the seven-nine month developmental examination 

• home visiting by public health nurses 

• well-baby clinics 

• school medical examinations 

• vision and hearing screening 

• ophthalmic services for children 

• health services for Traveller children. 
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The table below presents the latest (2004, Quarter 3) immunisation uptake statistics. 

Birth Cohort at 24 Months in the Eastern Regional Health Authority 

Number in Cohort % D3T3 % P3 % Polio3 % HiB3 % MenC3 % MMF^ 

5859 86.2% 85.9% 86.2% 86.2% 84.5% 75.8% 

Notes: 

• D3T3 Completed course of 3 Diphtheria and Tetanus vaccinations 
• P3 Completed course of 3 Pertussis vaccinations (Whooping Cough) 
• Polio3 Completed course of 3 Polio vaccinations 
• HiB3 Completed course of 3 HiB vaccinations (Haemaophilus influenzae type b) 
• MenC3 At 12, 24 months, completed course of 3 Meningococcal C vaccinations 
• MMR1 Related to single shot of MMR at 15 months 

Women's Health 

The women's health service aims to ensure that gender specific services are available to 
women. Services include family planning and pregnancy counselling services, teenage 
sexual health and relationship projects and a home birth outreach project at the 
National Maternity Hospital. 

Survivors of Abuse 

Counselling services are provided in the three Area Health Boards for adults who as 
children have experienced sexual, physical, emotional abuse or neglect. This abuse 
may have occurred in the family, community or institutional setting. These services are 
part of the national counselling service and operate under the Department of Health 
and Children's guidelines and are delivered in an individual or group setting. All 
counsellors/therapists employed are health care professionals from differing clinical 
backgrounds, nursing, social work, psychology and medicine and all have accredited 
qualifications in counselling/psychotherapy. 

Developments during 2004 

• After Care services enhanced by the development and implementation of a regional 
after care policy and also the opening of the Foyer Project in collaboration with DCC, 
Cara Housing and St. Catherines Community providing supported housing, training 
and support to young people leaving care. St. Catherine's Foyer in Marrowbone Lane, 
Dublin 8 is managed by CARA housing association and opened officially in March 
2004. The facility integrates short-term housing, education and training to help 
vulnerable young adults make the transition from dependent to independent living. 
Foyers are a based on a French concept and CARA housing association discussed the 
feasibility of opening a Foyer in Dublin with a multi-agency group including Dublin City 
Council, ERHA, Dept of the Environment and St. Catherine's Combined Communities 
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Group before its opening. The Foyer has 48 beds in total and residents are aged 18-25 and 
pay rent and service charges of €55 a week for their room (€40 of which may be covered 
from rent allowance). All applicants to the Foyer undergo a selection process and if 
successful are assigned a key worker with whom they develop a personal development 
plan. They may remain a tenant of the Foyer for a maximum of 2 years. There are 
currently approximately 36 residents, 80% of whom are male. 

• The Authority and the Area Boards completed a review of need for high support care in the 

region and is part way through the review of the extent of hidden homelessness and a 

review of the current services of CARL 

• The Authority facilitated advanced discussions and agreements in relation to the 

reconfiguration of services for the assessment and treatment of child sexual abuse. 

• Key HR learning and development initiatives included working collaboratively with the Area 

Health Boards to further develop the Dublin Institute of Technology course design and 

delivery to suit the needs of the those employed in residential care in the region; initiating 

new learning projects on a collaborative basis under the Action Plan for People 

Management (APPM); initiating other measures to address the upskilling of residential child 

care workers through addressing issues of equivalency in child care and Accreditation of 

Prior Learning initiatives. 

• The Authority as a member of the Eastern Region Planning Committee for Violence Against 

Women has led and contributed to the development of a strategic plan and the initiation 

of a detailed needs assessment for services for women and children experiencing 

domestic violence. 

Evaluation 

An interim report from the ongoing evaluation of the Youth Advocacy Programme (YAP) 

project was produced during 2004. This report provided an overview of the status of the 

project to date and the profile of the participants and advocates currently engaged in the 

programme. The report also provided qualitative information on the value of YAP from the 

perspectives of young people and their families, social workers and advocates. Phase 2 of 

the evaluation commenced during 2004. This phase of the evaluation places greater 

emphasis on outcomes and cost-effectiveness. The Youth Advocacy Programme has 

demonstrated significant initial potential in relation to providing value for money in the 

delivery of care services for children at risk. A substantial economic component of the YAP 

evaluation will seek to identify value for money opportunities associated with this project. 
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Current Service 

Core services provided to persons with physical & sensory disability are planned, 
commissioned and delivered along a continuum of care, these services include: 

• Early Intervention/Therapy Services: Early intervention is provided through a range of 
services in support of young children and their families and includes provision of 
assessment, information, support, advice and referral to appropriate therapy or related 
services. Some therapy is also provided to children with disabilities at a number of 
mainstream schools as well as at schools such as St. Josephs School for Visually Impaired 
Children, and St. Mary's School for Hearing Impaired children. 

• Personal Assistance, Home Care Assistance, Home Support: These services facilitate 
disabled persons to live with optimal independence in their own homes. There was a 
greatly increased demand for these services in 2004. Approximately 32% of persons with 
physical and sensory disability are registered on the Regional Physical and Sensory Disability 
Database in the Eastern region, and approximately 2175 of this group used this range of 
service during 2004. 

• Day Activity Services: attendance at day centres within the community offers 
opportunities to disabled service users to participate in social, cultural and recreational 
activities, as well as to avail of appropriate therapeutic and rehabilitative interventions. 

• Community-based therapy and outreach services: These include Physiotherapy, 
Occupational Therapy, Public Health nursing, Speech and Language Therapy, 
and Psychology. 

• Respite services: The need for either centre based or home based respite to be offered to 
consumers and their carers is an important element of core service provision. The Regional 
Physical and Sensory Disability Database confirms that 1089 of those registered have 
availed of respite services in 2004. 

• Residential accommodation: core service provision includes a range of residential options, 
from comprehensive hospital care or home based placement with high support and nursing 
care, through to supported living where service users are assisted in living independently in 
their own homes, with appropriate care and support. Approximately 212 of those on the 
Regional Physical and Sensory Disability Database are at present availing of this range of 
residential services, together with appropriate care and support. 

• Rehabilitation: The National Rehabilitation Hospital, as the national centre for primary 
rehabilitation for children and adults, provides a specialised service in areas of spinal injury, 
acquired brain injury, amputation, neurology and paediatric rehabilitation. Provision of 
orthotics and prosthetics form an additional area of specialisation. Earlier in the year, formal 
approval was granted by the Department of Health and Children towards the building of a 
new rehabilitation hospital in the grounds of the existing centre. 
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• Therapeutic, rehabilitative, remedial and medical support services are provided in various 

settings in the region through a range of agencies catering for different categories of 

service users, as well as through services provided through each community Care Area. 

These agencies collectively provide a range of therapy, education, training and employment 

services for children and young adults with primary and secondary disabilities. The demand 

for these services is reflected in Central Remedial Clinic's statistics which demonstrate that a 

total of 96,775 attendances were registered for 2004, an increase of 20% from the 

previous year. 

• Specialised services: Core specialist services include those national specialty services 

offered at Rehabilitation Hospital, as well as provision of assistive technology by Central 

Remedial Clinic and Enable Ireland. 

• Aids, Appliance and Assistive Devices: Provision of aids and appliances such as 

wheelchairs, splints and aids to performing activities of daily living, plays an essential part in 

facilitating independent living and in enabling persons with physical or sensory disability to 

remain in their homes and communities rather than having to move to a residential facility. 

• General Support Services and Financial Allowances: Counselling, advisory, advocacy, 

information and general support services are provided by a number of agencies in 

the region. 

• Financial allowances, intended to alleviate some burden of disability, include Mobility, Blind 

Welfare and Domiciliary allowances. 

• Rehabilitative training is discussed in the Chapter on Intellectual Disabilities. 

Developments 2004 

Allocations from an additional €6,971,644m spent on the sector this year included: 

• €1,073m towards priority services pressures identified at local level. This amount, together 

with approximately €440,000 available from realignment of monies from previous years 

(e.g. that available from previous once off funding arrangements) was allocated across the 

region as follows: €452,000 to NAHB, €468,000 to SWAHB and €350,000 to ECAHB 

towards priority service pressures, including provision of home support, respite care, and 

personal assistance services; €45,000 to SWAHB, €40,000 to NAHB and €30,000 to 

ECAHB towards provision of essential aids and appliances; €23,000 to National Association 

of Deaf People towards appointment of a Clerical Officer; €15,000 once off to National 

Rehabilitation Hospital towards the pilot programme for Healthcare Assistants. €40,000 

once off to Our Lady's Hospital for Sick Children towards provision of care for a designated 

child discharged home. 

• €2.5m towards alleviation of the under-resourcing of Voluntary agencies. 

• €300,000 towards Post Polio Foundation 

• €994,644 for services for 18 young chronically disabled service users 

• €578,000 for the Peter Bradley Foundation 

• €771,000 for continued roll-out of the Physical and Sensory Disabilities database 
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This funding enabled the following new service developments to take place: 

• Emergency Places: arising from additional funding in 2004 for emergency places a total of 
146 clients have received either new full time or part time places or an enhancement to 
their current residential arrangements 

• Day Places: arising from additional funding in 2004 a total of 321 clients will receive either 
a new full time or part time place or an enhancement to their current day service 
arrangements. This includes 89 school leavers and 19 new rehabilitative training places. 
This funding has also supported the development of 2 social and recreational home based 
respite services and 76 once off respite breaks. 

• Health Related Support Services: in 2003 the Authority received €0.350m additional 
funding for this service. This funding was used to create once-off short-term respite and 
holiday breaks for children. In 2004 this funding has been utilised as follows: 

- Over 450 children received short-term respite, holidays and social and recreational 
services on a once off basis 

- A medical officer function was developed in the East Coast area, (Anne Sullivan Centre) 
on a permanent basis 

- Two WTE Staff Nurses for the Children's Sunshine Home. 

In 2004 a further €0.695m was provided for services for children with intellectual disability 
and those with autism. This funding has been used to commission the following: 

• Four Staff Nurses, one Senior Physiotherapist and one Basic Physiotherapist for the 
Children's Sunshine Home 

• Provision of psychology, speech and language and occupational therapy services to St. 
Michael's House 

• One Senior Occupational Therapist for the South Western Area Health Board (Enable 
Ireland) 

• One Senior Occupational Therapist, 0.5 Speech and Language Therapist, one Basic 
Psychologist and one Basic Social Worker for St. John of God (St. Raphael's Special School, 
Kildare Services) 

• One WTE Speech and Language Therapist in the Northern Area Health Board (CCA 6) 
dedicated to support children with a mild learning disability attending mainstream schools 
and pre-schools 

• Provision of home and pre-school supports for children in the Northern Area Health Board. 

Rehabilitative Training (RT) and Sheltered Work Services (SWS) 

• Funding has been given to the East Coast Area Health Board (Eve Tuiscint) to create a post 
RT programme with elements of supported work, community involvement and ongoing 
personal development. 

• Work continues to develop the SWS Database and it is expected that this system will be 
operational in early 2005. This will enhance the Authority's ability to monitor the delivery 
of this service and plan future developments. 
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There are 878 rehabilitative training places in the Eastern region and the Authority monitors 
the utilisation of these on a quarterly basis. Utilisation rates are between 90-100%. 

Challenging Behaviour Services 

The full development of the Outreach component of this service continues and sanction for 
a Consultant Psychiatrist post has been sought from Comhairle. Interviews for an 
additional psychologist post were held in August 2004. 

The Authority has provided capital funding for the acute unit for this service, which will 
be located in Moore Abbey, Monasterevin, Co. Kildare. The building design has 
been approved. 

Intellectual Disability Standards 

The ERHA is represented on the National Disability Authority's Standards Advisory 
Committee, which has guided the recent pilot project for the National Standards for 
Disability Services. The development of National Standards drew on earlier work conducted 
by the ERHA. The pilot project is now complete and each pilot agency has been assessed 
using a combination of internal and external assessors in terms of its conformance to the 
standards. An evaluation of the pilot project has also been completed. 
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Day Service Type 

5,524 clients are availing of one or more multidisciplinary supports; 560 of these are 

receiving services from a dedicated early intervention team. 

Multidisciplinary Support Services 

Home Support 

Early Intervention Services ONLY* 

Ordinary Pre-School 

Special Pre-School 

Ordinary School 

Resource Teacher 

Special Class - Primary 

Special Class - Secondary 

Special School 

Generic Vocational Training 

Rehabilitative Training 

Activitation Centre 

Programme for the Elderly 

Special High Support Day Service 

Special Intensive Day Service 

Sheltered Work Centre 

Sheltered Employment Centre 

Multi Disciplinary Supports ONLY* 

Centre-based day respite service 

Other Day Service 

Enclave within open Employment 

Supported Employment 

Open Employment 

Generic Day Services 

Home Help 

Total 

465 

355 

89 

144 

195 

149 

51 

205 

30 

1486 

126 

483 

1667 

270 

101 

70 

1544 

69 

297 

130 

90 

8 

857 

37 

59 

7 
8984 

Community Nursing 

Nutritionist 

Medical Services 

Occupational Therapy 

Physiotherapy 

Psychiatry 

Psychology 

Social Work 

Speech and Language Therapy 

Other Multidisciplinary Support Service 

TOTAL 

370 

876 

2584 

1370 

1753 

2378 

2671 

3440 

1420 

578 

17440 
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Projections based on Census 1996 were that by 2006 the number of older people in the region 
would increase to 144,190 (9.6% of the total population) of which 56,863 will be over 75 
years. This projected increase will result in a continued strong demographically induced growth 
in demand for health and social care services for older people. Significant development of 
services will be required to meet this demand. Estimates available in 2004 from the Central 
Statistics Office reinforce this conclusion, with the over 80 age group being one of the two 
groupings with the highest percentage growth rate between 2002 and 2004. (The other group 
was the 55-65 age group.) 

The principles on which services for older people are delivered and developed further are 
as follows: 

• To maintain older people in dignity and independence at home in accordance with the 
expressed wishes of older people. 

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

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

• To restore to independence at home those older people who become ill or dependent 

• To encourage and support the care of older people in their own community by family, 
neighbours and voluntary bodies in every way possible 

• To ensure that older people have equity in access to acute hospital services 

• To ensure that older people who are being discharged from acute hospitals have access to 
whatever service is appropriate to their needs i.e. home support or short term care 

• To provide a high quality of extended care for older people when they can no longer be 
maintained in dignity and independence at home 

• To ensure that statutory and voluntary providers work in a coordinated way to ensure that older 
people receive a seamless and integrated high quality service. 

• To ensure that services are provided in a manner that is free from any form of ageism. 

Current Services 

A wide range of services is in place in the region to meet the specific needs of older people. 
The three Area Health Boards, voluntary hospitals and institutions, supported by voluntary 
agencies and community groups, provide services for older people in the region. The range of 
services at primary, community, secondary and long-term care is as follows: 

Community Services 

• GP services 

• Dental/aural/ophthalmic services 

• Public health nursing services 

• Community paramedical services 

• Home care assistants and home help services. There are currently 35 organisations providing 
home help services, employing approximately 3,800 home helps 

• Meals on wheels 

• Day centres/clubs 
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• Occupational therapy, physiotherapy, speech and language therapy 

• Chiropody services 

• Support for carers 

• Continence advisory service 

• Nutritional advisory service 

• Assessment, supply and fitting of medical appliances 

• Home improvement scheme 

• District Care Units providing community rehabilitation services 

• Rehabilitation and stroke day services. 

• Coordinated care packages in the home provided through Home First and Slan Abhaile 
programmes. 

Hospital services 

• Acute departments of medicine for older people 

• Secondary rehabilitation care 

• Day hospital for older people 

• Mobile day hospital 

• Day care units for older people 

• Outreach teams to enable people to return home after discharge 

• Respite/intermittent care is provided in public and private establishments. In home respite is 
provided for a number of people with dementia. 

Extended Care 

There are over 2,700 beds in publicly funded nursing homes, units, and hospitals. There 
are 534 people being cared for in their own homes, supported by major packages of care 
from the Area Health Boards. 

Subvention Payments 

The area health boards are currently spending over €62 million per annum on nursing 
home subventions. 

Psychiatry of Old Age 

Specialist psychiatric services for older people are concerned with mental disorder arising 
anew in people over the age of 65 years. Broadly, it deals with two groups of people: 

• Older people developing functional psychiatric disorders for the first time over the age 65 years. 

• Dementia sufferers with behavioural or psychological problems for which psychiatric 
intervention is required. 
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Psychiatry of old age forms part of the secondary level services, along with medicine for the 
older people in addressing more complex cases presenting in the primary care and community 
sectors. The management and treatment of patients is primarily community-based but 
where the treatment requires a different level of care, options along a continuum of care 
are identified and new resources are allocated to provide for this developing service. 
Core services as outlined above are available to all those over 65 years, but where specific 
need arises within the two categories outlined, the continuum specifically provides for: 

• Domiciliary assessment and home-based management 

• Psychiatric day hospitals 

• Liaison assessment to acute hospital and a seamless approach to the transfer of care 
where appropriate 

• Outpatient clinics 

• Acute inpatient beds in psychiatric units 

• Extended care facilities providing for respite and longer term residential care 

Major €1.32m refurbishment of Cabra Health Centre opened 

At the official opening of the refurbished and extended Cabra Health Centre were Mr.Adrian Charles, NAHB General Manager 
Area 6, Mr, Andrew Kelly, Chairperson, Community Committee, An Taoiseach Mr. Bertie Ahem T.D., Cllr. Deirdre Heney, NAHB 
Vice Chairman, Deputy Dermot Fitzpatrick T.D. and Mr. Michael Walsh, NAHB Deputy Chief Executive. 
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Nursing 

A two-year regional nursing practice development project in older person care funded by the 
National Council for the Professional Development of Nursing and Midwifery was established. 
Three project managers appointed to lead this project have completed a consultation process, 
which looked at service provision and areas for development. The recently published 
intermediate report will guide the project. The focus is to enhance nursing practice in care of 
older persons in primary, acute, mental health, intellectual disability and continuing care and 
nursing homes, leading to an improved experience for clients. A clinical governance 
framework to ensure that robust systems are in place for improving quality of service and 
safeguarding high standards of clinical care. 

The development of leadership and empowerment of nurses working with older people will 
in turn empower the clients. Links with the national network facilitate the sharing of best 
practice initiatives in relation to care of the older person. Exploration of relevant service areas 
in older person services where the establishment of CNS and ANP posts will enhance the 
quality of services for older people. 

Activity 

Delayed Discharges 

There have been some 530 patients discharged from the regions major Acute Hospitals under 
the various phases of the Delayed Discharges Initiative since September 2003. The majority of 
these were older people, with the remainder young chronic disabled. 

p73 





Adult Homelessness 

There was a reduction in 2004 in the numbers of people sleeping out. The number of 

people in temporary accommodation, though not significantly reduced, has stabilised. 

The Homeless Persons Unit, on an agency basis, with the Department of the Environment 

and Local Government, provide a placement service in bed-and-breakfast establishments 

and in hostels for those who are out of home. Information on the extent and nature of 

homelessness is fundamental to understanding and developing effective and appropriate 

responses. Data collected by the Homeless Persons Unit, which provides a dedicated 

welfare and placement service to people who are homeless illustrate the trends outlined. 

Homelessness usually is a process rather than a single event in a person's life and the 

factors leading to homelessness are complex and multidimensional. These are primarily 

linked to structural issues such as poverty and unemployment, while the lack of appropriate 

accommodation is also an important dimension. Additional factors such as childhood or 

youth experiences of abuse (physical and/or sexual) alcohol dependence and/or illicit drug 

use and dependence, history of institutionalisation, discharge from prison, extensive and/or 

chronic mental health difficulties, all contribute to the risk of homelessness. The fracture of 

significant relationships, either within the family or within the community, is another 

important trigger to homelessness for some people. The area health boards have 

P75 



Adult Homelessness 

responsibility for the provision of direct health services and in-house care needs of homeless 
persons by funding staff in hostels, transitional housing and supported housing. In line 
with Making it Home the new action plan on homelessness in Dublin 2004-2006; Quality & 
Fairness, Sustaining Progress, the Preventative Homelessness Strategy, the Primary Care 
Strategy, and the National Drugs Strategy, a wide range of services have been developed 
which are provided either directly by the area health boards and/or in partnership with a 
range of statutory and voluntary organisations. The role of NGOs in the provision of 
support services to homeless people is very important and most NGOs derive the majority 
of their funding from the state sector for this work. 

Our key priorities in respect of homeless people are to;-

• Create awareness and effective services amongst mainstream health services to the needs 
of people who are homeless 

• Work in partnership with key statutory, voluntary and community sectors to develop and 
fund appropriate and effective services 

• Provide designated health & social services for homeless people either on an outreach basis 
or within hostels and day services that homeless people use 

• Ensure that services can respond and support homeless people who have mental health 
problems and/or alcohol or drug dependency 

• Put in place effective services to prevent homelessness when people are being discharged 
from hospitals and when young people leave care 

• Provide funding for staff working in homeless services including emergency 
accommodation, hostels and transitional housing 

• Provide training and support for staff working in the homeless sector 

Direct provision of health & social services to people who 
are homeless;-

These services include Multi Disciplinary Primary Care Teams, Primary Care teams in 
homeless services, Mental Health Homeless Teams and Dental Services. The range of staff 
employed in these services include Public Health Nurses, Community Mental Health Nurses, 
General Practitioners, General Nurses, Chiropodists, Counsellors, Dental Surgeons, Dental 
Practice Nurses, Social Workers, Addiction Workers, Community Welfare Officers, 
Consultant Psychiatrists and support workers. 

The Homeless Multi Disciplinary Primary Care Team continues to provide an innovative and 
responsive service to homeless people who are finding it difficult to access health and social 
services, and also provides information and consultancy to organisations working with 
homeless people. 
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In 2004, a total of 187 people were referred to the Multi Disciplinary team, which also 
continued to work with 45 people who had been referred to them in 2003. The main 
referral agencies were hostels, the Homeless Persons Unit, the Probation & Welfare Service, 
the voluntary sector and the hospitals. The main presentational issues were alcohol 
dependency, mental health, opiate dependency and disability arising from chronic 
alcohol abuse. 

Funding to the voluntary sector 

Over 40 Non Governmental Organisations now receive funding for staff in homeless 
services, including those providing emergency accommodation, hostels and transitional 
housing. The amount of funding provided by the ERHA to be directed to NGOs in 2004 
was approximately €12m. 

Examples of service; 

The Simon Community has been funded to provide an alcohol detoxification service, 
relapse prevention and after-care support and step-down service to homeless people. It has 
been recognised for some time that prevalence rates for problematic and dependent 
alcohol use is very high amongst homeless people and in particular those who sleep rough 
and/or use emergency accommodation. The most recent study in Ireland found that 50% 
of respondents were dependent on alcohol and 29% were defined as severely dependent. 
Homeless people with alcohol problems are more likely to have serious health problems as 
a result of their drinking than the population at large. Liver disease, seizures, nutritional 
deficiencies, skin diseases and hypertension are very common. In addition to this they are 
more likely to be involved in risky behaviour such as street drinking, getting into fights, 
being involved in traffic accidents and falls. They are therefore more likely to present at 
Accident & Emergency Hospital Departments. The need then to provide an accessible and 
responsive service for people who are homeless with alcohol dependency is critical both for 
the people themselves and also to reduce inappropriate presentations at hospitals. 

Simon Community Detoxification Unit 
The aim of the service is to provide respite and safe management of alcohol withdrawal 
and to support people to move to accommodation where they can sustain an alcohol free 
lifestyle. In 2004, there were 247 referrals to the Detox Unit, 156 were accepted and 119 
completed the programme, a completion rate of 76%. This is an excellent completion rate 
and compares very favourably on international benchmarks. The team in the unit includes 
5 nurses, who work on a 24-hour rota basis, a project worker, a cook, a cleaner and a 
consultant psychiatrist who provides consultancy and support to staff. Once people have 
completed the detoxification programme they can then move to step down 
accommodation where support and relapse prevention is provided. 
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Youth Homelessness 

The CIS includes an outreach service, an out of hours social work service, a social woiLday 
team, a daytime drop in service for vouna people. a__recepliflnjipit and 7 residential units . 
The referral pathways to the service include area community care teams, a reception walk 
in unit, an outreach service and garda stations. The numbers of young people presenting 
to community care areas and/nj^thp f risk Sprvices in 2004 was approximately 210. There 
has been a steady reduction year on year since 2000when numbers peaked at 268j 

In 2004 changes continued to be made to ensure that the best possible match could be 
made between young people's needs and the provision of services. This reduction in 
numbers is partly a result of the changes that have taken place in the youth homeless 
services and also the development of more appropriate services for young people. 
Alongside changes and developments to the City Centre Services, the funding that has 
been provided to local areas (e.g. Blanchardstown and Clondalkin to carry out needs 
assessment, produce directories of local services, provide training across the community, 
voluntary and statutory sector on youth homelessness and enhance co ordination) has also 
been important, and the challenge in 2005 will be to develop local services that can 
respond when a crisis occurs. This will help to prevent young people being out of home. 

Leaving Care 

The audit and analysis of young people in care which has provided an overview of the 
numbers of young people in care in the Eastern Region, the type of residential care in 
which they are residing, and the numbers of young people who will reach their 18th 
birthday each year beginning 2004, has been a significant milestone in addressing the 
needs of young people leaving care. National and international research indicates that 
young people who have been in state care have a higher risk of becoming homeless and 
the ERHA developed a Leaving Care Policy in 2004 which informs and underpins leaving 
care policies and practice. This has already begun to be implemented and, in 2004, we 
entered into partnership with Dublin City Council and CARA Housing Association on the 
development of a Foyer in Dublin to provide 49 units of accommodation, support and 
training for young people who are homeless or at risk of being homeless including young 
people who are leaving care. This project has been developed within St Catherine's 
community in Marrowbone Lane and has as a priority to respond to the needs of young 
people from that community. The Foyer concept is an international model that provides 
accommodation, training, support and transition for young people to independent living. 
The Foyer has 32 young people in residence at the end of 2004 and will be fully 
operational by spring 2005. 





Social Inclusion 

Ethnic Minorities 

Left: Dancers who 
performed Fall and 
Recover, a performance 
emerging from John 
Scott's choreographic 
workshops with survivors 
of torture, clients of the 
Centre for the Care of 
Survivors of Torture (CCST), 
at the launch of the ERHA's 
Strategy for Ethnic 
Minorities. The piece 
focused on exploring and 
expressing the dignity and 
determination of survivors 
of torture. The dance and 
movement celebrates the 
power of the human spirit 
to strike out a new life in a 
new land in the face of 
trauma, uncertainty 
and confusion. 

Overview 

The Authority's Regional Health Strategy for Ethnic Minorities, launched by the Minister of 
State at the Department of Health and Children, Mr. Ivor Callely, T.D., in September 2004, 
identifies and addresses the unique multiple care and support needs of this group. In 
particular, it acknowledges the health needs of those traditionally socially excluded groups 
of asylum seekers, refugees, and migrant workers. The situation of unaccompanied minors 
seeking asylum is discussed in the chapter on Children & Families. 

The number of persons applying for asylum in Ireland has decreased steadily over the last 
couple of years, with 4,766 applications for asylum received through the Reception and 
Integration Agency in 2004. Applications for 2001, 2002, and 2003 were 10,325, 11,634 
and 7,900 respectively. The Department of Enterprise, Trade and Employment issued 
33,266 work permit applications in 2004, many of which would have originated from 
persons belonging to different ethnic minority groups. Persons from 141 nationalities 
received work permits, with the top 5 nationalities being Philippines (12.9%), Ukraine 
(6.4%), Romania (6.4%), South Africa (6.1%), and Poland (5.8%). Polish applicants 
received the largest proportion of new permits granted, followed by persons from Turkey, 
while the largest proportion of renewed permits were issued to applicants from 
the Philippines. 

Current information systems do not record ethnicity of health service users, and it is not 
possible to estimate with any degree of accuracy the numbers of persons from ethnic 
minority groups requiring, accessing or availing of care in the health services. At the same 
time, use of statistics around non-EU nationals may be misleading and do not always 
present a complete picture of the health needs, status, or experiences of persons from 
ethnic minority communities. Against this background, the Regional Health Strategy 
recommends that ethnic monitoring be considered a strategic priority. 

The Regional Strategy for Ethnic Minorities provides a framework for promotion and 
facilitation of increased responsiveness to the needs of this heterogeneous group of 
individuals. Recommendations of the strategy are grouped around three pillars: 

Development of an interpretation service which facilitates and improves communication 
and understanding between service users and providers 

Resourcing nongovernmental organisations involved in capacity building, and health service 
delivery among ethnic minority communities and 

Provision of cultural awareness training and associated support and resourcing for all staff 
working with people from ethnic minority groups. 

Outline of services 

In addition to the usual range of health and related care and support services to which 
persons are entitled, a number of targeted services are provided either directly via the Area 
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Health Boards or indirectly through a range of agencies contracted by the health boards. 
Such services are designed to address specific identified needs of persons from ethnic minority 
communities and include: 

• Health screening, 

• Psychological Services, 

• Outreach maternity services, 

• Programmes designed and 

• Interpretation services 

Health screening offered to asylum seekers and refugees, including screening and vaccinations 
for TB, Hepatitis and Polio. During 2004, a total 3,527 asylum seekers were offered 
screening, with 2,929 availing of it. 

Psychological services for asylum seekers at St. Brendan's Hospital. 

Outreach maternity services at Balseskin Reception Centre, operated through a joint initiative 
of the NAHB, the Rotunda Hospital and the ERHA. The clinic has capacity for 22 women. 
General medical services, including GP services, public health nursing, and community welfare 
services are provided at a range of accommodation and reception centres for asylum seekers 
and refugees across the region, including Balseskin, Parnell Square, and Kilmacud Reception 
Centres. Supplementary Welfare Services are also provided at a number of these centres. 

Programmes designed to address the needs of subgroups with specific health and personal 
social support needs are offered by a range of NGOs including Access Ireland, CAIRDE, Spirasi 
and the Vincentian Refugee Centre. Examples of such programmes include Spirasi's peer-led 
Health Information programme, and CAIRDE's Healthwise Community Impact programme and 
the Women's Health Action Project. Medical services for persons who have suffered torture 
are provided through Spirasi 

Interpretation services for those service providers requiring this for consultations with service 
users are provided on a limited basis through privately-operated interpretation services. 

Developments in 2004 

Following approval by the Board of the Authority of the Regional Health Strategy for Ethnic 
Minorities, the Regional Implementation Forum was established for the purpose of driving and 
overseeing implementation of the strategy. This Forum consists of representatives of the 
ERHA, the Area Health Boards, NGOs, statutory agencies such as the Family Support Agency, 
and service users from ethnic minority communities. 

Priority areas of implementation have been identified by the Forum and two subgroups 
addressing issues of interpretation and training respectively have been formed. Proposals 
around mental health issues of persons from ethnic minority communities were also 
developed in 2004, and a pilot primary healthcare project will also be established. 
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Towards the end of 2004, funding was received to pilot a strategic interpreting service 
within primary care. Seed Funding for once-off projects designed to facilitate access of 
persons from ethnic minority groups to health services was also provided. Examples of 
these projects include provision of health-related leaflets in various languages, provision of 
culturally appropriate play materials at a health centre, erection of appropriate signage at a 
specific health centre, provision of trained cultural mediators and support for a primary care 
needs assessment among ethic minority service users. 

A number of service providers, recognising the urgency of addressing issues of cultural 
diversity within their areas of operation, have initiated projects and programmes in this 
area. Such initiatives include the Migrant Friendly Project at James Connolly Memorial 
Hospital; the establishment of a Committee at Temple Street Children's Hospital exploring 
and implementing mechanisms for facilitating culturally appropriate care and support of 
children and families utilising the hospital services; and the appointment of a Cultural 
Diversity Officer at St. James's Hospital. 



Social Inclusion 

Social Inclusion: Travellers 

Overview 

Traveller Health: a national strategy 2002- 2005 guides all planning and prioritising around 
actions targeting unique, multiple health and personal social support needs of persons from 
the traveller community. 

The SWAHB manages Travller Health on behalf of the three Area Health boards, through 
the Traveller Health Unit. This Unit, with representation from both the Area Health Boards 
and the Travelling Community, is charged with planning, implementing and evaluating 
actions related to recommendations of the Traveller Health Strategy. 

The East is actively involved in planning and design of the Traveller All Ireland Health Study, 
which aims to form an accurate picture of the health status and associated health and 
support needs of Travellers in both the North and South of Ireland. Findings from this 
study should further inform appropriate actions required in areas of Traveller health. 

Current Services 

In addition to the usual mainstream services to which all persons are entitled, a number of 
targeted programmes exist, aimed at addressing a range of Traveller-specific health and 
personal support needs. Such projects are mainly aimed at addressing primary health care 
needs of Travellers and are operated, in large measure, by Traveller women trained as 
community health workers. 

Developments in 2004 

• A total of €360,000 was made available towards implementation of a number of priority 
primary health care actions of the National Traveller Health strategy. These actions were 
agreed jointly by Traveller representatives and service providers, following consultation 
across the region, supporting the development of local Traveller implementation groups at 
community level and improvement of access to primary health services for Travellers. 

• Funding of €100,000 was allocated to Pavee Point towards provision of training and 
support for the implementation of the Travellers All-Ireland Health Study 

• A further €50,000 was allocated to Pavee Point towards the development of culturally 
appropriate play materials for Travellers' Children. 

With growing awareness of increasing addiction issues emerging within the Traveller 
Community, the Traveller-Specific Drugs Initiative, operated by Pavee Point, continues to 
promote appropriate Traveller Inclusion in existing mainstream policy and services dealing 
with drugs issues (see Addiction chapter). 
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Alcohol Services 

Implementing the Alcohol Action Plan: 

• In partnership with the ICGP and our Primary Care colleagues, a range of primary care 
practices are being funded to provide alcohol screening along with funding for alcohol 
counsellors who will be sited within the GP practices. 

• Minor refurbishments have been funded in the alcohol services to improve the environment 
for those using and working in the alcohol services. 

• Funding is being provided to the voluntary sector, which plays an important part in the 
delivery of alcohol services, including funding to the No Name clubs which provide an 
alcohol-free space for young people. 

• Training for staff across health and social services on alcohol awareness and the model of 
brief intervention is being developed 

• Funding is being provided to homeless services where problematic alcohol use is a 
significant issue for clients. This funding will be directed towards providing alcohol 
screening, detoxification, support and after care for clients 

Drug user services 

Recent figures from the NACD General Population Drug Prevalence Survey show that the 
lifetime use of illegal drug misuse within the Region varies from 24% in the South Western 
Area Health Board and 26% East Coast Area Health Board to 29% in the Northern Area. 

Cannabis remains the most commonly used illegal drug within the region with prevalence 
rates for the three area health boards for lifetime use at 24% ECAHB; 27% NAHB and 
23% SWAHB and current use (use in the previous month) at 4% for ECAHB and SWAHB 
and 5% in NAHB. 

In the ECAHB the lifetime use for cocaine powder and magic mushrooms (6% each) and 
ecstasy, amphetamines and LSD (5%) were high compared with boards outside of the 
region. Similarly lifetime use of other illegal drugs in the NAHB was also quite high at 7% 
for ecstasy, 6% for Magic mushrooms and 5% for Cocaine powder. Lifetime use of 
amphetamines, LSD and poppers was 4%. The SWAHB had lifetime prevalence figures of 
6% for ecstasy and magic mushroom; 5% for amphetamines, cocaine powder and LSD and 
3% for poppers. Minimal levels were reported for the use of crack cocaine; with 1 % in the 
ECAHB and less than one in the NAHB and SWAHB. 

The most accurate prevalence figure in relation to opiate mis-use within the region is from 
the National Advisory Committee on Drugs (NACD) May 2003 capture/recapture study. 
This estimated that 14,452 people were using heroin in 2001. Of these, 12,456 were in 
the Dublin area. This represents a decrease on a 1996 figure, which estimated that 13,461 
people were using heroin in the Greater Dublin area. It also indicates that about half of 
those misusing opiates are currently receiving methadone treatment. 
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The addiction services in East cover a range of services including: 

/• [Prevention and Education services: helping to implement the education component of 
the National Drugs Strategy and providing services to drug users, schools, families, local 
communities and professional groups on drug related issues. 

• Drug treatment services: a range of interventions including assessment, stabilisation, 
harm reduction measures, care planning, methadone maintenance, counselling and 
detoxification within specialist clinics, residential settings and within community settings. 

• Outreach Services: making contact with drug users not currently accessing services, 
advising on services, on safer injecting and sex practices, providing needle exchange. 

• Drug Rehabilitation Services: the provision of a range of options including residential and 
day programmes and a planning and brokerage service designed to equip drug users with 
the skills and tools for progression and reintegration. 

In the main, medical intervention such as methadone is delivered directly by the health 
boards. Such services are delivered in a range of settings (large clinics, satellite clinics, 
primary care centres / GP surgeries), in a chain of service delivery (e.g. prescribing GPs and 
dispensing pharmacists) and in partnership with local communities. The general health 
services also provide community welfare services to assist clients with accommodation and 
income maintenance needs. Specialist services in the East (e.g. mental health services, 
homeless services, etc) provide a liaison service in cases of complex or specialised needs. 

Services provided by a range of voluntary and community sector services which are funded 
and co-ordinated by the Health Boards include: 

Drop-in services e Peer support services 
• Family Support ,• Education services 
••••Counselling services • Rehabilitation and aftercare services 
• HIV/Aids support • Training services 
• Personal development training 

Methadone Treatment Services 

Current capacity 

Over the course of 2004, a total of 8,364 patents accessed 12,286 methadone treatments; 
96% of those in the eastern region. At the end of December 7,301 clients were receiving 
methadone treatment nationally. 6,954 were in receipt of services in the eastern region. 
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General Practitioners 

Nationally, there were 219 general practitioners offering treatment to 2,467 patients. In the 

East 177 GPs were treating 33% of the patients receiving treatment. 

A total of 81 % (177) of the general practitioners participating in the methadone treatment 
protocol are located in the Eastern Region. In the East there are approximately 831 GPs of 
which 593 are GMS GPs. Thus, the E.R.H.A. has a 30% participation rate in the 
methadone scheme of GMS GPs. 

Pharmacies 

On a national scale there were 320 community pharmacies dispensing methadone to 3911 

patients on methadone treatment. 6 1 % (195) of all dispensing pharmacies are located in 

the Eastern Region and dispense methadone to 3567 of patients in receipt of methadone 

in the region. 
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Client Profile 

Table 2 shows the age range of the patients in treatment. At the end of September 2004 
almost half of all patients in treatment were between 20 and 29. 

Waiting Lists 

At the end of September 2004 there were 292 patients awaiting methadone treatment in 
the Eastern Region. This is up 13% on the figure for September 2003. Table 3 below 
gives a breakdown by Area Health Board. 

Table 3 - Waiting List by Area Health Board 

Harm Reduction 

Needle Exchange 

Up to the middle of May 2004, 1200 patients had availed of needle exchange services in 
the Eastern Region. Of these there were 95 new attendees and 1105 return visits. 
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Activity and developments in 2004 

Service Provision for people presenting with Cocaine Addiction: 

In 2002 / 2003 the National Advisory Committee on Drugs commissioned a survey of which 
the main focus was to obtain prevalence rates for key illegal drugs such as cannabis, 
ecstasy, cocaine, heroin etc. The survey focused on three areas of prevalence lifetime, last 
year and last month. 

The prevalence of cocaine usage in the Eastern Region is broken down by Area Health 
Board in Table 1. 

* last year / last month relates to the period of the study 

Cocaine use has been associated with a range of physical, mental, and social problems, 
including increased risk of contracting viral illnesses, increased risk of contracting sexually 
transmitted diseases, poor psychosocial functioning, and criminal behaviour. While statistics 
for numbers using cocaine are not readily available, in recent years the results of toxicology 
testing in treatment centres suggest that more and more people receiving methadone 
maintenance treatment for heroin dependency are also active cocaine users. 

The recent Northern Area Health Board submission to the National Drugs Strategy Team 
suggested that 3 - 4 % of drug users in its area were long-term cocaine-dependent, the 
majority injecting the drug. 

The Board said the problem was most severe in the north inner city, and that there had 
been a considerable rise in the number of patients presenting with complications of cocaine 
misuse. These include deep vein thrombosis, pulmonary emboli, and all forms of sepsis, 
including abscesses, septicaemia, subcutaneous bacterial endocarditis, with complications 
including stroke and patients needing cardiac valve replacement. A small number 
presented with acute renal problems, including renal failure. Three patients had full renal 
failure requiring long-term dialysis. In addition, injecting cocaine users are passing used 
syringes from one to another, increasing the risk of contracting HIV. Some treatment 
centres are now providing needle exchange alongside methadone maintenance for chronic 
cocaine dependent injecting drug users. Messages about the dangers of overdosing on 
cocaine or a combination of cocaine and heroin ('speedballing') are being given out. 
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In the East Coast Area Health Board, analysis of urine tests over a nine month period in 

three locations in 2003 and 2004 were compared and the results illustrate an increase: 

Cocaine Positive Results 2003 Cocaine Positive Results 2004 Location 

3.3% 5% 1 

9.3% 11.3% 2 

7.4% 6.6% 3 

Figures for 130 attending a needle exchange between January and May show that 111 

were using both cocaine and opiates; 13 were using cocaine only and 6 were using cocaine 

and cannabis. 

In the South Western Area Health Board, 7.4% of urine samples provided by those in 

treatment with a primary addiction to heroin or other opiates in one month in 2004 across 

25 treatment locations tested positive for cocaine. In addition, 21 people without an 

opiate addiction presented in the three months to March 2004 requesting services relating 

to their self-reported cocaine use: 17 of them presented in the Kildare region and the 

majority were polydrug users. In the same period, 39 people presented to SWAHB syringe 

exchanges who were primarily injecting cocaine. (This does not include data from the 

Merchant's Quay needle exchange.) 

Within the SWAHB services for those presenting with problematic cocaine use are focussed 

on counselling interventions and referral to appropriate residential services. A ten-week 

psychotherapeutic group intervention for cocaine misuse is being piloted in one treatment 

clinic in the SWAHB and a training programme in cognitive therapy has also been put in 

place. In addition, outreach staff provide a harm reduction service for individuals who are 

injecting cocaine 

Four pilot projects aimed at cocaine users have been approved for funding by the NDST in 

the region and are due to get under way shortly: 

• A pilot programme for 104 users in the north inner city injecting cocaine only, or a 

combination of cocaine and heroin, who are on methadone treatment, has been developed 

by the Northern Area Health Board 

• Another pilot scheme, managed by the South Western Area Health Board, is being put in 

place in the south inner city, among heroin users on a methadone maintenance programme 

who are also using cocaine. 

• A further SWAHB pilot scheme in Tallaght, where there is reportedly a relatively high 

incidence of cocaine use, is to be targeted at people who are now problematic intranasal 

users after initially mild levels of usage described as "snorting usually at weekends" 

• A pilot managed by the East Coast Area Health Board aims to help female problematic 

cocaine users who work in the sex industry. 
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Monitoring Framework 

The monitoring framework that has been in place over 2004 sets out to provide 

information on treatment capacity, treatment demand and harm reduction initiatives. 

Information sources relating to treatment capacity and demand comprised the following: 

• Methadone Treatment Services: The information on persons receiving methadone 

treatment is accessed from the Central Treatment List, of which the Authority has statutory 

responsibility under S.I. No. 225/1998 for maintaining at a national level. 

• Waiting List Information: Information in relation to persons who are awaiting access to 

methadone treatment in the Eastern Region is collated on a monthly basis from the three 

Area Health Boards and The Drug Treatment Centre, Trinity Court. 

• Performance Indicators: There are two performance indicators for addiction services. 

These are collated on a quarterly basis from the Area Health Boards and information 

obtained from the Central Treatment List. 

• Needle exchange information: This information is collected by Outreach workers and 

collated by the Dept of Public Health. 

Over the course of 2004 work was undertaken to strengthen the monitoring frameworks 

that existed to ensure that information on new capacity (number of new 

clinics/GPs/pharmacies joining the protocol) and untapped capacity (number of clinics / GPs 

/ pharmacies not participating in the methadone protocol) were reported on. 

The Authority has also worked with the provider agencies over the course of 2004 to 

develop a new template to capture information on counselling services. A consultation 

process took place in the first quarter of 2004 to reach agreement with the Area Health 

Boards on the implementation of this template. Further discussions are expected to take 

place early 2005 to move this process forward. 

The Authority has also worked hard to monitor the movement of clients within the 

treatment services. 

In the last quarter of 2004 the development of a monitoring system in this area of 

rehabilitation was initiated. Again consultation work was undertaken by the Authority with 

relevant personnel to develop this framework. It is hoped that this can be implemented 

in 2005. 

The Department of Public Health has been developing a database to capture information 

on patients who present to the addiction services and are diagnosed with Hepatitis C. In 

2004 comprehensive information from the Needle Exchange database was incorporated 

into Monitoring Reports. 
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It is predicted that by 2020, depression will constitute the second biggest cause of disease 
burden worldwide. Suicide is now the leading cause of death among young men (15-24 
years) in Ireland. The Report of the National Task Force on Suicide (1998) recommends the 
use of primary prevention and promotion strategies in order to bring about a reversal of the 
rising trends in suicide. 

These facts call for the broadening of our traditional approach to treating mental illness 
in an isolated way, towards the development of a comprehensive integrated mental health 
promotion approach with increased emphasis on a choice of responses available at 
primary care level through to the effective range of best practice treatment models in 
psychiatric care. 

Studies indicate that GPs are presented with the largest proportion of psychiatric morbidity 
(90% of diagnosed mental illness) leaving a smaller and atypical proportion (10%) to the 
specialised psychiatric services (Planning for the Future). Studies in the United Kingdom 
have indicated that between one-quarter and one-third of all illness treated by GPs fall into 
the category of mental disorder. It is accepted that primary care services should be 
developed and enhanced to provide treatment for the majority of people who present with 
mental health problems and psychological distress. 

A framework for future direction of mental health in the Eastern Region was set out in 
2003. A number of implementation projects were identified and work commenced in 2004 
and will be carried forward into 2005. As well as promoting the most effective use of 
existing resources through the strategic improvement of services, an important goal of the 
Board of the Authority in adopting the framework was to highlight the under provision of 
resources to mental health services relative to needs. This applies both generally, when 
resourcing of mental health is compared with other care groups nationally, and specifically 
in relation to the Eastern Region where the resources available to mental health services are 
proportionately less than those available in a number of health boards. The Authority is 
conscious of the difficult financial climate but stresses the merits of enhancing mental 
health services. 

Current Services 

Adult Mental Health 

The key to effective service delivery is that care is provided in a way that is experienced as 
seamless and integrated by service users. The adult psychiatric services are provided for in 
a comprehensive way through nine geographic catchment areas. The core services are 
delivered through a network of acute and continuing care beds, day hospitals, day centres, 
and outpatient clinics. Community residences, rehabilitation and training facilities are also 
part of the community care approach being advanced to provide for need in an accessible 
and acceptable way. 
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The range of services includes: 

• Acute beds in psychiatric hospitals 
• Acute psychiatric units in general hospitals 
• Community accommodation 
• Day hospitals 
• Day centres 
• Long stay/continuing care 
• Forensic services 

The National Forensic Service 

The Central Mental Hospital is a national centre offering specialist forensic psychiatric 
inpatient care, prison clinics, court reports and court appearances and, increasingly, specialist 
consultations with general psychiatry colleagues throughout the country. 

The services include hospital inpatient care, prison clinics at Mountjoy, Wheatfield, Arbour 
Hill and St. Patrick's Institution and advisory on-site consultancy to the local prison service 
and a range of treatment modules. 

The service has an active involvement with voluntary sector organisations i.e. Alcoholics 
Anonymous, Friends of Central Mental Hospital, Mental Health Ireland, Simon Community, 
Marist Fathers, the St. Vincent de Paul Society, all of which are involved in providing support 
and welfare to patients both while in the hospital and following discharge. Presently, a 
Project Team, established by the Department of Health and Children, is progressing with a 
need assessment and option appraisal in relation to the future development of the Central 
Mental Hospital but also for the National Forensic Service. 

More immediately, the Department of Health and Children has prioritised the need for 
immediate access to the Central Mental Hospital for mentally ill people in prisons. This followed 
a commitment by the Minister for Justice, Equality and Law Reform, on behalf of the 
Government, to the European Committee for the Prevention of Torture and Inhumane or 
Degrading Treatment (CPT) that 'no mentally ill prisoner who is awaiting transfer to the Central 
Mental Hospital will be held in a padded cell unless... as a... time-limited measure'. Revenue 
and Capital (€1m each) allocated in 2004 allowed this project to recruit additional staff and 
commission a closed unit to provide additional capacity at the Central Mental Hospital. 

The Homeless Programme for the Mentally III 

The aim of the homeless programme for the mentally ill in the region is to develop and 
implement a comprehensive management programme for the homeless mentally ill in 
collaboration with existing psychiatric sector services and with other statutory and voluntary 
organisations caring for the homeless with mental health problems. The service provision at 
present consists of both hospital and community beds with a component focusing on 
rehabilitation outreach services and support through the day service at Ushers Island. 
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Mental Health Information Strategy 

The Authority will continue to develop its mental health information strategy supported by 
the implementation of information and communications technologies across the services. 
This strategy concentrates on the development of needs assessment information, activity 
and outcome monitoring systems and the use of consumer appraisal information to 
evaluate the effectiveness of services. 

Inspector of Mental Health Service 

The report of the Inspector of Mental Hospitals forms a key element of audit of the 
psychiatric services each year. The report of the Inspector plays an important role in the 
planning of existing and future services. The final report by the present Inspectorate was 
completed in 2004 for the audit of the 2003 services. The Inspectorate function has now 
moved to the Mental Health Commission. 

Parasuicide 

The third Annual Report (2003) of the National Parasuicide Registry has reported on 
persons presenting to hospitals with deliberate self-harm (parasuicide). The Registry is now 
close to achieving its primary aim - to establish the extent of the problem of hospital 
-treated parasuicide in Ireland. Nationally, the estimate is approximately 11,200 
presentations to hospitals due to deliberate self-harm involving approximately 8,800 
individuals in Ireland. There is some evidence that parasuicide is an increasing problem in 
Ireland. Rates among women are approximately 36% higher than among men. Rates are 
particularly high in the young, and this poses a particular challenge for our health system as 
individuals in this age group may fall between child and adult mental health services. 
Although the data in the Eastern Region is incomplete, overall the report indicates that the 
rates of parasuicide in the larger urban centres generally exceed those observed in rural 
areas, with significantly lower rates in residents of the North Western, Southern and 
Western Health Boards. 

The method of self-harm, which was most common, was taking a drug overdose, 
representing 78.5% of all acts registered in 2003. Self-cutting was the second most 
common method, used as the main method in almost one in five of all cases (18%). 
Cutting was significantly more common in men (23%) than in women (14.3%). This is in 
sharp contrast to findings in the international literature where there is a female 
preponderance among people who cut themselves. 

Alcohol is associated with both fatal and non-fatal suicide behaviour. In a total of 43% of 
all episodes of parasuicides registered in 2002, there was evidence of alcohol consumption 
before the act of parasuicide. 

The report from which this information is produced highlights the challenges that 
deliberate self-harm poses for our health system and for our society as a whole. "It is also 
a potent symptom or indicator of the mental health of our population, the tip of the 
iceberg of mental distress" (National Parasuicide Registry Ireland, Annual Report 2002) 
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Child and Adolescent Psychiatric Services 

A Working Group on Child and Adolescent Psychiatric Services, established by the 
Department of Health and Children, has issued two reports (Q & F Action 14) 

The first report to the Minister, addressed the development of services for Attention Deficit 
Hyperactivity Disorder (ADHD/HKD) and the development of child and adolescent 
psychiatric inpatient units. 

The second report outlined the way forward in addressing the 16 to 18-year-old with 
mental illness. 

Child and Adolescent Psychiatry 

Services are delivered by providers through the child and family centres, supported by 
multidisciplinary teams within geographic areas. These teams offer treatment to the 
individual children, support to families and the school system, while also providing for 
'special schools' for children who would be unable to be facilitated in the routine school 
programme. There are two-day hospitals. The three children's hospitals in the region have 
core psychiatric teams, offering a range of consultations and treatments, to be targeted at 
children from the region. One treatment unit, Warrenstown House, has increased capacity 
in 2004, and a project team is established for the development of a second unit, at St. 
Vincent's Hospital, Fairview. 

Services Number 
Mental Health Child Guidance Clinics 

Special Schools 
Day Hospital 
Treatment Units (Warrenstown) 

16 
7 
2 
1 

Childhood Autism excluding Intellectual Disability 
Early identification of this condition is through the child guidance clinics and the children's 
hospitals service. Through these services they are offered the range of clinical and 
therapeutic services to confirm the diagnosis and proceed with early intervention, with a 
great emphasis on information and education. Pre-school is recommended following 
diagnosis. This is followed by support to the school-going child who may attend a special 
school within autism services or specific outreach services (Beechpark) which supports the 
educational placement of children with autism in designated outreach classes in 
mainstream schools within the child's local community. The range of services available 
includes ongoing assessment, early therapy, intervention and rehabilitation programmes, 
clinical and therapeutic services, respite and family support services, home support, summer 
schemes, parenting and sibling support services. 
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Services Number 
Mental Health Child Guidance Clinics 

Children's Hospitals 

Outreach Teams 

Residential/Respite 

Special Schools (Ballyowen Meadows, Setanta, St. Paul's Beaumont) 

Outreach classes 

ABA Classes 

16 

3 

3 

5 

3 

35 

17 

Psychiatry of Old Age 

Specialist psychiatric services for older people are concerned with mental disorder arising 
anew in people over the age of 65 years. Broadly it deals with two groups of people: 

• Older people developing functional psychiatric disorders over the age of 65 years 

• Dementia sufferers with behavioural or psychological problems for which psychiatric 
intervention is required. 

Psychiatry of old age forms part of the secondary level services, along with medicine for the 
older people, in addressing more complex cases presenting in the primary care and 
community sectors. The management and treatment of patients is primarily community-
based but where the treatment requires a different level of care, options along a continuum 
of care are identified and new resources are allocated to provide for this developing service. 
Core services relating to Older People are available to all those over 65, but where specific 
need arises within the two categories outlined, the continuum specifically provides for 

• Domiciliary assessment and home-based management 
• Psychiatric day hospitals 
• Liaison assessment to acute hospital and offer a seamless approach to the transfer of care 

where appropriate 
• Outpatient clinics 
• Acute in-patient beds in psychiatric units 
• Extended care facilities providing for respite and longer-term residential care. 

Monitoring and Evaluation 

Monitoring 

During 2004, the ERHA continued to participate in the implementation of the mental 
health performance indicator suite. The Authority worked with providers to improve the 
quality of information returned and information returns significantly improved during 2004. 

Evaluation 

During 2004, the Authority continued its review of mental health services for older persons. 
This evaluation is reviewing the delivery of mental health services to older persons in the 
context of the ten-year action plan on older persons and other policy documents such as 
the action plan on dementia. 
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National and Regional Policy Framework 

The Health Strategy: Quality and Fairness: A Health System for You (2001) sets the vision 

for the health system as: 

'A health system that supports and empowers you, your family and community to achieve 

your full health potential. A health system that is there when you need it, that is fair and 

that you can trust. A health system that encourages you to have your say, listens to you, 

and ensures that your views are taken into account.' 

Primary Care, A New Direction envisages a wide-ranging change programme by: 

• Putting services users at the centre by integrating services; 

• Providing the right care, in the right place, at the right time; 

• Maximising the potential of primary care. 

The Authority established a Regional Steering Group and a number of working groups with 

Area Health Boards and a range of other stakeholders to determine the practical actions 

needed to deliver the Primary Care Strategy, A New Direction in the Eastern Region. 

Primary Care Strategy: Making it Happen, A Framework Action Plan for Local 

Implementation in the Eastern Region sets out detailed areas for action at regional and 

local level. 

The Framework Document outlines the important stepping-stones required for the 

implementation of the Primary Care Strategy based on the needs of the population in the 

region. It supports the following key areas: 

• Primary care plays a significant role in addressing the broad determinants of health and 

well-being and provides increased health promotion, illness prevention and disease 

management programmes; 

• A team approach underpins the strategy. Primary Care Teams/Networks together with 

service-users, carers and the broader community are involved in the planning and 

evaluation of primary care services through Community Health Planning; 

• Implementation acknowledges the diversity of the population within the eastern region. 

Communities will be encouraged to identify their particular needs and agree 

service responses. 

The Framework Action Plan provides a clear road map of the change to be delivered in 

partnership with stakeholders over the coming period. 

It sets out the agreed framework within which stakeholders will act to develop primary care 

services to meet the needs and expectations of service-users in the eastern region, 

consistent with the vision set out in the Primary Care Strategy. 

In many cases, these actions will be fine-tuned through Local Action Plans to reflect the assessed 

needs of individual communities and the current state of primary care services in each area. 

In line with the Primary Care Strategy, the Framework Document envisages the realignment 

of primary care providers within a teams/networks structure to deliver a broad range of 

health and social care service in the region. 
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This will be delivered in an integrated manner by a range of professionals working together 
at a local level to meet the appropriate needs and demands of the communities they serve. 

The process involves groups of primary care providers coming together to form 
interdisciplinary Primary Care Teams (PCTs). 

A wider network of health and social professionals and services will be formed to work 
across a number of the primary care teams. 

In light of ongoing Health Services Reform, it is envisaged that actions to be taken forward 
on a national basis will be led by the Primary, Community and Continuing Care Pillar of the 
National Health Services Executive. Actions to be undertaken at a regional and local level 
will be taken forward by Regional Health Office(s) and Local Health Office(s). 

Primary Care Implementation Teams 

The locations of the three implementation primary care project sites in the eastern region 
are as follows: 

• The Liberties (SWAHB); 
• Ballymun (NAHB); 
• Arklow town ( ECAHB); 

Development to date has involved the three Area Health Boards actively addressing all 
issues concerning the establishment of the teams. 

The rate of progress has been slower than anticipated. This is due mainly to certain factors 
including issues relating to physical infrastructure, tightening staff ceiling level controls and 
the need to work collaboratively to secure the commitment and support of a range of 
professionals on an agreed basis. 

As a first priority each team appointed a project manager. This has proven to be a key 
factor in advancing the development of the primary care team. 

Following the appointment of the project manager, each Area Health Board established a 
project team. The main focus of the project teams has been on capital developments, core 
operational issues and challenges affecting the development of the team and the delivery 
of the new and/or enhanced primary care services. 

A major priority and challenge for the groups has been the identification and 
recruitment/realignment of team members. To date, a number of staff members for each 
of the individual teams have been identified and work is currently underway to proceed 
with the recruitment of the remaining team members. 

In light of the challenges presented under the tightening staff ceiling level controls, the 
Area Health Boards have used a combination of approaches in the identification of team 
members. These vary from the appointment of a new staff member to the provision of 
session services and the realignment of community staff to the primary care team from 
local community care areas. 
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The teams have also been supported by the provision of some additional funding for ICT 
developments and minor capital works. The primary care team in the Liberties will be 
accommodated in a new unit on the site of the old Meath Hospital where a major 
refurbishment project has taken place. Work on this unit is now complete and is ready for 
occupation by the team. 

In Ballymun and Arklow members of the team are being accommodated in temporary 
locations until more suitable facilities are made available. Work is currently underway on 
the building of a modular unit in Arklow town, and is due to be completed shortly. Every 
effort is being made to secure appropriate accommodation for the primary care team in 
Ballymun. In all team areas the requirements for an appropriate ICT infrastructure to 
support the team is being addressed and progressed. 

For each of the implementation projects it is critical that barriers are identified and 
addressed as soon as possible. 

These pilots provide valuable learning opportunities in identifying the functional barriers to 
implementation. It is important that this learning/knowledge is captured, recorded and 
shared in order for other teams to benefit during future rollout. 

Of particular importance will be the process of engaging community and primary care staff 
so that all share the vision for primary care, that their different roles are understood and 
valued and that the opportunities for real improvement in their ability to deliver care 
are demonstrated. 

Current Services 

Staffing 

The range of primary health care services are provided by multidisciplinary health care 
professionals with whom the patient/service user mostly makes contact with: 

General Practitioners 781 

Public Health Nurses 

Practice Nurses 

Community Pharmacists 

Dentists 

Social Workers 

Therapists 

Additional nursing services are 

Registered. General Nurses 

Psychiatric nurses 

Midwives 

Intellectual disability 

provided by 

427 

186 

402 

809 
386 

149 

212 

223 

21 

12 
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Development funding in 2004 progressed key actions, i.e. public health nursing, ICT 
infrastructure, integration initiatives, change management initiatives towards realigning 
existing staff structures to team model and strengthening membership of existing and 
further networks. 

General Practice 

GPs operate either single-handedly or in groups of two or more. The majority of practices 
in the region (65%) are single-handed. 

The workforce profile has changed considerably in recent years and now includes higher 
female participation (the ratio is three females for every male) as well as greater 
cultural diversity. 

In this context, the availability of twenty-four hours, seven-day coverage will present certain 
challenges e.g. family friendly work policies, work life balance and practice partnerships. 

Primary Care Units 
Primary care units in each of the Area Health Boards promote the development of general 
practice and enhance the interface between general practice and other healthcare providers. 

Health Protection 

The Department of Public Health collates, interprets and disseminates information in 
relation to infectious diseases in terms of prevention (immunisation programmes) and 
control of sporadic cases and outbreaks of infectious diseases. 

Childhood vaccinations are considered one of the most important and cost effective 
medical interventions. It is important to acknowledge that in recent times there has been a 
national and regional decline in uptake trends. A number of measures were introduced to 
address this critical situation. Work is ongoing in the ERHA towards the achievement of a 
target of 95% uptake. 

Primary Care Partnerships 

There are currently six primary care partnerships in varied stages of operation/development 
in the region (South Inner City, Dublin South West, Tallaght/Clondalkin Forum, Kildare 
West Wicklow, North Inner City North Dublin and North County Dublin) and other special 
arrangements among primary care providers. 
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These partnerships/arrangements enhance seamless integrated delivery of primary care 
services to people by fostering health professionals, hospitals and community services to 
work together in prioritising the health care needs of their individuals and communities. 

Currently the Regional Nursing, Midwifery Planning Development Unit are developing the 
accreditation of an Advanced Nurse Practitioner within the South Inner City partnership. 

Dublin South West Partnership 

There are 63 GPs involved in this partnership delivering health care services with other 
health professionals to a population of approximately 145,000. In 2004 there have been 
approximately 7,354 attendances at physiotherapy, dietetics, wound clinics and smoking 
cessation clinics. 

North Inner City Partnership 

There are 49 GPs (31 practices) currently participating in this partnership along with 
partnership team nurses, a social worker and a psychologist employed directly by the 
Partnership. Working closely with community services they provide services to the patients 
of participating GPs. Other services are provided such as direct access to physiotherapy, GP 
courier services (for medical specimens/smears) and ICT links. 

South Inner City Partnership 

There are currently 52 GPs (29 Practices) participating with key relationships with St. 
James's Hospital, The Coombe, community services and health care professionals working 
directly with the partnership. Ongoing initiatives include: 

• Courier Services; 
• Womens health; 
• Information IT/ electronic messaging. 

Approximately 5,000 attendances presented to direct access physiotherapy, wound, 
dietetic, cardiovascular dietician and warfarin clinics, smoking cessation, chiropody services, 
shared care diabetes and continence promotion 

G.P. Out of Hours Co-Ops 

Out of hours Co-Operatives (Dub-Doc, DL-Doc, East-Doc, K-Doc) in the region have achieved 
coverage of approximately 53% of the GMS population in the Eastern region with approximately 
41 % of the total number of GMS GPs in the region involved in GP Co-operatives. 
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GP Co-operatives and Out-of-Hours Services 

Within the Eastern Region the current structures of GP out of hours services are: 

• Model A OOHs for defined periods, specific sites 
• Dub-Doc (64 GPs/150,000 patients), covering South Inner City area 
• East-Doc (59 GPs/126,000 patients), covering the South East City area 
• Dun Laoghaire-Doc (45 GPs/100,000 patients) covering the Dun Laoghaire and North 

Wicklow area. 
• Model B 24/7 GP co-operative services 
• K-Doc (70 GPs/120,000 patients) serves the population of Kildare and West Wicklow. 
• Model C Collaborative arrangements NAHB/NEHB and ECAHB/SEHB 
• Balbriggan & Arklow (20.5 GP/26,000 patients) 
• Model D GPs own arrangements with private Deputising/Contractor Services 

Dental Services 

The services of Health Board dentists concentrate largely in providing oral health and treatment 
services to children and special needs groups with an emphasis on preventive programmes. 
The range of dental services provided include preventive primary care dental services such 
as dental health education, examination, scaling and cleaning and preventive treatments 
such as fissure sealing as well as routine dental care. 

In addition to and in order to satisfy its academic role and requirements, the Dublin Dental 
School and Hospital also provides a range of services to the public. These include 
emergency services, general dental services, specialist services, oral surgery, oral medicine, 
oral pathology, restorative dentistry, paediatric dentistry, oral radiology and emergency 
procedures in selected acute settings. 

The Dental Treatment Service Scheme (DTSS) allows for the provision of primary dental care 
services for adults (persons over 16 years of age) by private dental practitioners 
participating in the DTSS. 

Orthodontics 

There were 6,358 persons in treatment (a 17% increase on year-end 2003). A total of 
1,417 patients have commenced orthodontic treatment, and over 268 patients completed 
their treatment and were discharged, in 2004. 

Health Board Dental Services 

As part of the Dental School screening programme, approximately 41,000 (77%) school 
children in designated classes have been screened. 
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Dental Treatment Services Scheme 

A total of 300,034 treatments were carried out under the DTSS scheme, a 1 % increase 
over 2003. A total of €14.8 million was paid out on the scheme, an increase of 12.3% 
on the same period in 2003. 

General Medical Services 

The General Medical Services scheme (GMS) is based on a system of means testing and 
covers 25% of the population of the region. The scheme makes available to GMS 
cardholders, the provision of primary health care services, prescribed medicines, dental and 
ophthalmic care, free at the point of contact. 

Community Drug Scheme 

The Drug Payment Scheme introduced in July 1999 ensures that non-GMS cardholders 
(individual or family) pay no more than €78 in a calendar month for approved drugs 
medicines and appliances. As of December 2004, there were 88,534 registered persons 
under the Drugs Payment Scheme and 49,276 covered under the Longterm Illness Scheme 
(up 8.3% on 2003). 

Drugs Payment Scheme 

In 2004, there was a 6% increase in the number of items claimed and a 9% increase in 
costs on the same period in 2003. 

Long Term Illness Scheme 

Persons Covered 

Number of Items Claimed 

Cost 

2004 
49,276 

733,378 

37,981,755 

2003 
46,576 

641,742 

32,436,442 

The Long Term Illness Scheme has shown a 14% increase in the number of items claimed 
and a 17% increase in costs on 2003 figures. 
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Health Board Community Ophthalmic Services Scheme 

Under the Health Board Community Ophthalmic Services Scheme (HBCOSS), eligible 
persons have access to free eye examinations and necessary spectacles/aplliances. 

2004 2003 

Patients Treated 

Number of Treatments 

Cost 

50,122 

119,582 

4,544,251 

44,831 

105,298 

3,893,698 

There has been a 14% increase in the number of treatments and a 12% increase in the 
number of patients treated under the HBCOSS, on 2003 figures. 

Community Health Care Services 

Community health care services are delivered through a number of professional groups. 

Hepatitis C 

The Health Amendment Act 1996 provides a statutory entitlement to a range of primary 
care services for people who have contracted Hepatitis C from the receipt of blood/blood 
products. A designated central liaison person in the Authority has lead responsibility for 
the region. Services include GP services, medicines, home nursing and home support, 
dental, ophthalmic, aural and counselling services. 

A Regional Hepatitis C Forum is established that includes representation from primary and 
acute care service providers, the Authority and the advocacy groups. 

Nursing 

Nursing services within the community and primary care are provided by public health 
nurses (PHNs) and general nurses (RGNs) and practice nurses in GP practices. Community-
based nursing and midwifery services also include Midwives (RMs) psychiatric nurses (RPNs) 
and mental handicap nurses (RMHNs) who provide community based domiciliary and 
outreach programmes of care from secondary care services. 

Public Health Nurses practise as part of a multidisciplinary team to deliver health care. 
Public Health Nurses have a very wide remit encompassing primary, secondary and tertiary 
care at three levels including individual, family and community (Hanafin et al, 2002). 
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They have responsibility for the provision of a nursing service in the community to multiple 
clients groups with any type of condition. Public health nursing is an amalgamation of 
services incorporating midwifery, public health and home nursing. The role is threefold, 
combining that of manager, clinician and health promoter. 

Increasingly, nursing and midwifery practice crosses between community and acute sectors. 
The growth in day care procedures and hospital at home schemes further blurs the 
boundaries between the acute and primary care sectors. This serves to emphasise the 
importance of a holistic view of health as cross setting, multi-agency and of concern to all 
nurses and midwives. 

Nurses and midwives form a key link between sectors in the provision of health promotion, 
care and treatment. Public health nursing activity spans the full spectrum of public health 
action, i.e. from, immunisation and continence promotion to community empowerment. 

Monitoring Mechanisms and Evaluation 

Monitoring information is collected on a routine and ad hoc basis through various 
templates and the National Performance Indicator framework. In 2003 arrangements were 
in place for the Monitoring of: 

Orthodontic services: Information is sourced from the Area Health Board Orthodontic 
Units on a quarterly basis, detailing waiting list, numbers in receipt of treatment and the 
numbers completed treatment. This information is returned to the Department of Health 
and Children through the National Performance Indicator process and directly to the 
Community Health section of the Department of Health and Children. 

Dental services: Principal Dental Surgeons in each of the Area Health Boards return data 
on an annual academic year basis relating to the Dental Schools program. This information 
is returned as part of the Primary Care Performance Indicators. Routine information is also 
collected from the Dublin Dental Hospital detailing both waiting lists and activity. 

Therapy Services: The Authority monitors the assessment and treatment waiting lists on a 
quarterly basis, for Speech and Language Therapy, Occupational Therapy and Physiotherapy 
across the Community Care Areas. Monitoring and Evaluation has identified this as an area 
for particular focus in terms of the implementation of the Primary Care Strategy. 

Primary Care Partnerships: Quarterly information returns are received from the more 
developed Partnerships in the region, which outlines available appointments, number of 
attendances and the current caseload for the various services available. The Authority 
continued efforts in 2004 to extend this Monitoring framework to all Primary Care 
Partnerships in the region. 

Demand Led Schemes: In 2004, work to develop an appropriate Monitoring system for the 
schemes administered through the GMS Payments Board and those administered directly by 
the Area Health Boards has continued. The Authority now routinely collects information 
relating to activity and costs relating to the demand led schemes on a monthly basis. 
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Evaluations 

Direct Access to Cardiac Diagnostics 

This review examined, in detail, the implementation, operation and effectiveness of a GP Direct 

Access to Cardiac Diagnostics Clinic. The clinic has demonstrated significant benefits for 

patients in terms of improved waiting times and quality of life. The clinic has contributed to the 

maximisation of the level of appropriate attendances at OPD and continues to assist GPs in the 

ongoing management of their patients within a primary care setting. 

Community Based Phase III Cardiac Rehabilitation 

This pilot programme demonstrated that Community Based Phase III Cardiac Rehab 

programmes are a safe and effective means of delivering this phase of a rehab programme with 

benefits including better uptake and compliance rates amongst participants and the fostering of 

continued interest in regular exercise 

Out of Hours Services 

A situational analysis of Out of Hours Services was undertaken in 2004. The Authority is 

currently progressing options to extend out of hours cover in the region. 

Evaluation of Primary Care Teams: 

The Authority works collaboratively with all relevant stakeholders to fulfil the Evaluation 

requirements set out in the National Framework for Monitoring & Evaluation of Primary 

Care Teams. 

Research, Quality and Value for Money (VFM) initiative 

An ERHA Corporate cross directorate Project Team (PC&C, M&E, Finance, Public Health, 

Regional Pharmacy) is currently examining the trends in the various community schemes with 

specific reference to public health, planning, financial/audit and quality assurance. 

This group is examining the recent growth in expenditure in these schemes with a view to 

increasing knowledge and understanding of community schemes and pharmaceutical utilisation 

within the eastern region that constitute 14% of the overall healthcare budget in the region. 

In the Authority's role to plan, commission and oversee health services it is paramount that the 

determinants of use of these schemes, the drivers of changes and significant differences in 

trends both nationally and within the region are clearly understood. It is the aim of this review, 

following detailed examination to make recommendations to increase value for money, 

efficiency of resources, governance, and accountability and ensure a more robust and informed 

health planning process. 
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Eastern Health Shared Services 

Often referred to as "Inside Outsourcing", Shared Services principles centre on the supply 
of support services in a service-oriented, business-to-business, measurable manner. 
Through focused management and continuous improvement, the Shared Services approach 
leads to the delivery of real economies of scale, skill and scope. 

Since its establishment in March 2000, EHSS has succeeded year on year in moving the 
shared services agenda forward in a manner that has benefited the ERHA and the three 
Area Health Boards in terms of service quality and cost. Services provided by EHSS are:-

• Property & Capital Projects 

• Procurement & Materials Management 

• Information & Communications Technology 

• Financial Services 

• Employee Services 

The year 2004 has been one of continuous growth and improvement in EHSS. The 
organisation has once again made excellent progress in developing the shared services 
value proposition within the public service, driving costs downwards and continually 
improving the quality and efficiency of services. 

The multi-functional shared services model established in EHSS, which was developed in 
partnership with its clients, has gained global recognition both in private and public sector 
organisations. This recognition was re-affirmed during 2004 by the number of site visits 
EHSS hosted at the request of shared services organisations from as far away as South 
Africa and New Zealand, as well as Canada, the UK and Ireland. 

It is hoped that the experience gained in the Eastern Region since the establishment of 
EHSS will be of significant value as the new National Shared Services Organisation develops 
within the Health Service Reform Programme. 

In 2004 there were specific advancements in the business relationship between EHSS and 
its clients with detailed Service Level Agreements, which cover all aspects of the service 
portfolio on offer; these are in the final stages of negotiation. Initiatives have also been put 
in place that assist greatly in the management of such a complex multi-functional 
organisation such as regular Key Performance Indicators (KPI's) production and an 
Organisational Balanced Scorecard. 

EHSS prides itself on its drive to continually improve. In 2003, a structured Programme of 
Action for Continuing Excellence (PACE) was launched across the organisation. This is a 
dedicated programme of quality improvements and enhancements for EHSS services, 
implemented through EHSS structured project management methodology. The PACE 
programme identified 41 projects to be completed in 2003. Such was the success of PACE 
that it was decided to adopt this formal approach to continuous improvement and 
development and make the programme an annual event. In PACE 2004, a total of 18 
projects with clear specific deliverables were identified and progressed. PACE ensures that 
EHSS continues to develop its sourcing strategies to ensure that clients receive optimum 
value and return on investment, and EHSS employees further develop their skills and talents 
to maximum potential. 
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Highlights in 2004 

ICT Services 

Innovation in the area of ICT saw the formation of a strategic alliance with Hewlett Packard 
Managed Services (HP - Ireland) for the provision of extensive hosting services at their 
multi-million euro state of the art Data Centre in Citywest in Dublin. This world-class 
service combined with full back up and Disaster Recovery capabilities from the HP Recovery 
Centre in Santry provides a fully resilient 24x7 service for EHSS clients. It is also the first 
dedicated healthcare ICT Disaster Recovery Service in Ireland. 

Financial Services 

In 2004 Financial Services worked closely with ICT Services and their clients in Dublin North 
City Community Services, Northern Area Health Board, to identify ways to improve 
administration efficiency especially in relation to buying goods and services and processing 
relevant transactions. This work has contributed to the introduction of scanning 
technology for processing purchase invoices in shared services and improved purchasing 
arrangements in all Area Health Boards. 

Financial Services has also implemented SAP Plant Maintenance for all three Engineering 
Bases in the Eastern Region and early in 2004 Management Accounting implemented an 
automated accounts package for recording patient property. Work is ongoing with clients 
to transfer all payments from cheque to Electronic Funds Transfer (EFT). 

Employee Services 

Developments in Employee Services this year saw the establishment of a new interview 
suite facility in Dr Steevens' Hospital to complement the recruitment service. This facility 
has increased the efficiency of the interview process, while providing more comfortable and 
relaxed accommodation. In May 2004, Recruitment Services received the Independent 
Newspapers 'Excellence in Recruitment Advertising' award for the nurse recruitment 
campaign 'Local Hero' which was co-ordinated on behalf of the ERHA and the Area Boards. 
In Payroll, over 80% of temporary staff previously paid by cheque were automated to 
payment by pay-path, a move that benefits the employee and the organisation greatly. 

The implementation of Phase II of PPARS (Personnel, Payroll and Related Systems) 
commenced in January 2004 in ERHA Corporate, the three Area Health Boards and EHSS. 
EHSS is project managing PPARS on behalf of its client organisations. Phase II will introduce 
more modules of SAP HR to increase system functionality and increase the efficiency of HR 
management thereby facilitating better resource management/planning. 

Procurement & Materials Management 

EHSS Procurement & Materials Management also recorded a busy and successful year in 
2004, contracting on behalf of the ERHA and the Area Health Boards for goods and 
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services to a value in excess of €107m. One of the many achievements in 2004 was 
working with the HeBE eProcurement and Materials Management Group in making a 
significant contribution to Health Sector Procurement Strategy. 

Property & Capital Projects 

In 2004 the Directorate continued to deliver services in the areas of property portfolio 
management, disposals, acquisitions, lease renewals, and rent reviews for their clients. 

The existing commitments of the National Development Plan (NDP) funding placed the 
strategic focus during 2003 on release of capital from property assets. Consequently we 
saw a significant increase in asset disposals both in volume and value. 

Planning and design work continued on a number of major acute projects including Phase 2 of 
James Connolly Memorial Hospital and Phases 3B and 3C of the Naas General Hospital project. 
The upgrade of services in St. Colunncille's Hospital, Loughlinstown has continued during the year. 

In the non-acute project delivery there are 27 design teams, comprising Architects, 
Engineers and Cost Consultants engaged under the direction of the Directorate's Project 
Managers on 48 projects for their clients. 

The Project Reporting and Information System Management (PRISM), project management 
package developed by the Directorate, was extensively used for all financial reporting on 
capital projects; second stage development. Refinement of the project management 
package commenced in early 2004 to include operational reporting. 

Organisation Development & Change 

In the continuing effort to develop staff and service delivery, EHSS was selected during the 
year as one of the pilot sites for the introduction of Performance Management in health 
services. Performance Management is one of the key themes under the Action Plan for 
People Management. Under Sustaining Progress it was agreed that a unit or team based 
performance management system should be introduced and EHSS had four of the 19 pilot 
sites agreed nationally. 

In 2004 EHSS established a Partnership Committee in line with the National Health Services 
Partnership Forum, which replaces the Steering Group introduced at the establishment of 
EHSS in 2000. Partnership in EHSS provides for a new active relationship in managing 
change characterised by employee participation and consultation; the development of joint 
objectives; co-operation and trust and the delivery of client focused quality services. 

The year 2004 also marked the commencement of work to repair structural damage to the 
West Wing of Dr Steevens Hospital. A number of offices had to be vacated to facilitate the 
programme of work and management acknowledge the co-operation of those staff 
affected and thank them for their patience during this period. 

EHSS personnel continue to contribute directly to national initiatives and in 2004 a number 
of key personnel were seconded to assist in that regard. The initiatives/projects contributed 
to were: the Interim HSE project, the National Public Procurement Policy, the Irish Health 
Services Web Portal and the FISP project. 

For more information log onto the EHSS website: www.ehss.ie 
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Overview of the acute sector environment in 2004 

A key feature of acute services is the wide range and number of acute care providers 
including voluntary/joint board academic teaching general hospitals, stand-alone maternity 
and paediatric hospitals, Area Health Board hospitals, and single specialty hospitals. 
Accident and emergency services are provided by nine adult acute hospitals and in the 
three paediatric hospitals. The Eye and Ear Hospital also offers a specialised emergency 
service for ophthalmic and aural patients. 

The core role of the acute hospital service is to provide, within available resources, a 
comprehensive range of services including inpatient, day case, outpatient, diagnostic, 
rehabilitation services and acute psychiatry services for the population of the region and to 
those patients referred from outside the region. Most of the hospitals in the region also 
have a key role in providing particular tertiary, supra-regional and national specialist services 
for patients throughout the country. The level of acuity dealt with within the acute 
hospitals adds to the complexity of the services in the region. In addition to healthcare 
delivery the major hospitals in the region have a commitment to academic teaching, 
research, and medical training and education. The emphasis on medical training and 
education is an important consideration of many hospitals in the region and specifically the 
Dublin Academic Teaching Hospitals (DATHs) all of which are linked to the city's universities. 

There are many challenges facing the acute sector in the region including increasing need 
due to changes in clinical practice internationally, an increasingly elderly population and 
demand from other regions where services are yet to be established. 

Acute services are delivered in an environment where technological evolution and advances 
are continuous. This presents a particular challenge in striving to deliver quality services 
through new technology utilisation, while taking account of the financial consequences. 

The Authority is conscious that the acute hospital system does not exist in isolation and has 
a regional policy of promoting integration between primary, community and acute hospital 
services. Such a system-wide approach is required to enhance co-operation and to promote 
a seamless service. The ongoing work on strengthening primary care and community 
support services, particularly for older people, is recognised as having an impact on acute 
hospital services and contributing to the potential for hospitals to maximise acute 
patient throughput. 

The imposition of an employment ceiling to each agency has proven to be one of the key 
limitations to developing new or expanded services within the hospitals. While additional 
funding has been provided to enhance a number of services, additional staff can only be 
employed as long as the hospital manages within its allocated staffing level. 

One of the greatest challenges for the region is the ongoing lack of capacity within the 
acute hospital sector to address the health needs of those presenting for care. The Eastern 
region has one of the lowest levels of care places for older people in the country. It has the 
highest reliance on private nursing homes/convalescent care and there is also a significant 
shortage of convalescent and rehabilitation provision. Ongoing initiatives have promoted 
the discharge of elderly or young chronically disabled from the acute hospital setting to 
more appropriate levels of care. At the beginning of the year the Authority was allocated 
an additional € 5 m to cover the full year cost of the Delayed Discharge Initiative approved 
in 2003. Under this initiative over 280 patients have been discharged, predominantly older 
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persons but including some young chronically disabled patients. In the course of the year 
an additional €8m was allocated to enable the discharge of a total of 282 patients who no 
longer required acute hospital care. This funding enabled patients to move to long term 
care facilities or to return home with tailored home care packages. This has resulted in 
freeing up existing bed capacity to enable admission from emergency departments and to 
allow scheduled elective surgery to be undertaken. 

However despite financial and other capacity constraints, the acute hospitals in the eastern 
region have remarkably achieved a higher level of service than in 2003. This was 
particularly evident in relation to day case activity which is in line with international 
best practice. 

Additional consultant posts were approved within the region to accommodate demands 
and facilitate agreed developments. 

Towards the end of the year the Authority was in a position to fund additional consultant 
and support staff posts to accommodate some of the more critical service pressures. These 
approvals reflected critical requirements across a number of service areas including 
Endocrinology, Orthopaedics, Paediatrics and Neonatology. 

In August 2004 the operational management of St. Joseph's hospital in Raheny was 
transferred to Beaumont Hospital from the Northern Area Health Board. St. Joseph's is to 
become an affiliate agency to Beaumont and in addition to providing a rehabilitation unit 
will offer day surgery, out patient clinics, diagnostic facilities and inpatient facilities. 
Medical cover is already being enhanced to provide a 24 hour-on-site cover and significant 
capital investment has enabled the refurbishment of the site including the existing theatre. 

Acute Services 

There were in excess of 2 million attendances at acute hospital in the region during 2004 
and a total of 23,186 babies delivered. During the year a total of 189,831 inpatients and 
205,299 day cases were treated. Day cases were up 3.9% on 2003. Outpatient 
attendances were up on 2003 at 304,533 new attendances, with 882,210 return patients. 
New attendances at A&E departments totalled to 408,535 (up 1.2% on 2003) and 19.6% 
of those new patients attending the emergency departments required hospital admission. 
The number of return patients attending A&E departments totaled 58,936, an increase of 
0.6% on 2003. 

The changing demographics in the region is contributing to the increased needs and 
change in demand on the acute system. There are four main features: significant 
population growth, an aging population profile, increase in diverse ethnic minority groups 
and the consequences of entrenched levels of social deprivation. With regard to the latter 
it is worth noting that there are postal districts where expenditure on community welfare 
exceeds that of a number health boards nationally. In addition, 15 of the 25 targeted areas 
for Revitalising Areas by Planning, Investment and Development (RAPIDS) are located in the 
ERHA region. These are identified areas of severe disadvantage and deprivation. 

The increase in population in some of the Area Health Boards in the East between the last 
two censuses is the equivalent of the total population of certain counties in health boards 
in other parts of the country. The population growth trend is a continuing one with, for 
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example, the Fingal County Council area accounting for 10% of all housing completions 
nationally in 2003 and major growth in Kildare, Wicklow and adjacent areas. Examination 
of longer-term projections until 2031 display similar trends. Over the period 2001 to 2031 
the population of the ERHA is expected to increase by 41 % compared to a national 
increase of only 19% over the same period. These factors add to the increasing challenges 
that the services are seeking to meet. 

In 2002 there were 136,329 people (9.7% of the total population) over the age of 65 in 
the region, an increase of 8.8% over the corresponding figure from the 1996 census. 
There has been a particularly significant increase in the numbers of people aged 75 and 
over. It is acknowledged that people in the older age groups generally have the highest 
level of needs in relation to health and social care services. Hospitals have experienced an 
increase in the number of older persons being admitted to hospital through A&E. (Over 
2,600 more older persons were admitted through the A&E compared with 2003.) While 
older persons account for approx. 20% of A&E attenders they make up over 35% of A&E 
admissions and their average length of stay in the acute hospital tends to be longer. 

There are a number of factors contributing this situation including the historic under 
provision and underdevelopment of community facilities in the Eastern region relative to 
the rest of the country. In 2003 a comprehensive review was undertaken to assess the level 
of health resources available to persons living in the Eastern region relative to the national 
population and other Health Boards. The review concluded that the ERHA is under-
resourced given the need of the region and the current level of resources used to deliver 
health and social services in Ireland. The analysis confirmed that all other Health Boards 
employ more persons in the non-acute sector than the ERHA. Relatively fewer staff (e.g. 
public health nurses, home helps, etc) are available to undertake the normal community 
and primary care duties in the East. This is leading to a shortage of community services, an 
accumulation of problems leading to care crises and presentation at Emergency 
Departments and blockages in the rest of the system e.g. the discharge of older persons 
from acute to community care services in the East. 

Paediatric Services 

Three hospitals within the Eastern region provide care for children, Our Lady's Hospital in 
Crumlin, The Children's University Hospital in Temple Street and the National Children's 
Hospital. Between the three hospitals a full array of services are provided both on a local, 
regional and tertiary level. In addition to acute care for eastern residents, a significant 
number of children from other health board areas are treated in the three 
paediatric hospitals. 

Our Lady's Hospital for Sick Children in Crumlin is the largest paediatric hospital in Ireland 
and is the major, tertiary referral centre for sick children in Ireland incorporating the 
National Centre for Paediatric Cardiology, Paediatric Cardiothoratic Surgery, Paediatric 
Oncology, Haematology, Gastroenterology, Hepatology and Medical Genetics. It also offers 
speciality care for Cleft Lip and Palate service, Immunology and Infectious Diseases 
including children with immunodeficiencies (including children with HIV/AIDS), organ 
transplants, Cystic Fibrosis, Endocrinology, Dermatology, Nephrology, Neurology and child 
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Psychiatry. Temple Street is the National Centre for Inherited Metabolic Disorders and 
operates the National Screening Laboratory. It is also the National Centre for Paediatric 
Ophthalmology, the National Craniofacial Centre, the National Airway Management Centre 
and the National Meningococcal Reference Laboratory. Major specialities include 
Nephrology, Neurology, Renal dialysis, ENT and Plastic Surgery. The Accident and 
Emergency department in Temple Street is the largest paediatric casualty department 
nationally with attendances in the region of 50,000 per annum. The National Children's 
Hospital is based within the Adelaide and Meath Hospital in Tallaght and offers a wide 
array of services both local and regional. Neonatal surgery is currently undertaken in both 
Temple Street and Crumlin hospitals and all three paediatric hospitals provide general 
surgery and accident and emergency services . 

The three hospitals participate on the Council for Children's Care which was established in 
September of 1999 to assist the three hospitals to work with each other and with the 
Authority to plan and develop acute paediatrics services on a co-ordinated basis in 
the region. 

Maternity services 

Maternity services in the Eastern Region are provided by three large stand alone maternity 
hospitals and one private hospital. One of these, the National Maternity Hospital in Holies 
Street, is the largest maternity hospital in Europe. 

Maternity services have experienced ongoing growth in demand as the number of births to 
mothers resident in the region has risen continually during the past ten years from 18,373 
in 1993 to about 23,186 in 2004. This represents an overall increase of 26.2%. The 
number of non-national births in Ireland has been increasing steadily in recent years with 
the vast majority of these babies being delivered in the Eastern region. 

There has been on average a 50% increase per annum between 1998 and 2002 in the 
number of non-national women delivering in the three maternity hospitals in the region. 
The number of births to non national mothers has decreased in 2004 with a total of 4,952, 
non national mothers delivered in the three maternity hospitals accounting for 21.7% of all 
mothers. Of this figure 3,612 mothers were from outside of the European Union, which 
represents 15.9% of all mothers in 2004. It is important to emphasise that many non 
national women delivering babies here are students, migrant workers or women living and 
working in Ireland. 

The volume, late presentation and increasing medical complexity of those presenting are 
the main challenges. Concern has been expressed about the health of these babies, as 
many of these women arrive in the country in late pregnancy. Among the issues affecting 
the medical care of some non-national mothers are lack of reliable medical history, other 
medical problems including infectious diseases and blood disorders which would not be as 
prevalent in the indigenous population and differing cultural norms associated with 
pregnancy. The provision of maternity services for the region's growing multicultural society 
has remained challenging although all hospitals now have access to interpreter services 
and ongoing education programmes have promoted understanding of cultural and 
social differences. 
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Recruitment and retention of midwives continues to be a high priority of the Authority and 
the maternity hospitals as evidenced by the recruitment, retention, educational and 
promotional strategies currently in place. The maternity hospitals have continued to work 
to recruit and retain midwives. The Authority has completed a report on 'Factors that 
influence the recruitment and retention of midwives and nurses in the Dublin Maternity 
hospitals' which was published during the year. Many of the issues highlighted in the report 
have already been tackled and it is hoped that ongoing measures will promote midwifery as 
a career of choice. 

In addressing the future needs of the maternity services in the Eastern Region the Authority 
together with the Joint Standing Committee established a steering group to agree a 
strategic plan for maternity and related women's health services. This will provide a 
medium to long-term vision for the development of these services for the Region which will 
take account of demographics, projected growth, changes in consumer expectations as 
well as Government Policy. A comprehensive needs assessment for maternity services has 
been completed. The strategic plan will provide structure and direction for the future 
developments of maternity services in the Eastern Region. 

In addressing the capacity needs of the National Maternity Hospital agreement has been 
reached to establish a project team to develop an interim proposal to provide extra space 
and facilities. Included is a new outpatient department, extra delivery rooms, an additional 
operating theatre, ward facilities, an neonatal intensive care unit and improved laboratories. 

Accident and Emergency Services 

Within the Eastern Region there are eight adult and three paediatric emergency 
departments operating emergency facilities 24 hours a day 365 days of the year within the 
region. One other hospital within the region also operates an Emergency Department from 
8am to 8pm and a specialist emergency department operates in the Eye and Ear hospital. 
All Emergency departments remained continuously busy throughout the year. New 
attendances in the Emergency Departments numbered approximately 408,535 (up 1.2% on 
2003) and 19.6% of these patients required hospital admission. 

The Accident and Emergency Steering Committee continued to meet regularly to plan and 
co-ordinate the development of emergency services within the region. 

Following consultation with the agencies the Authority identified a number of potential 
solutions to help alleviate some of the ongoing pressures within the Emergency 
Departments regionally. These initiatives were funded by the Department of Health and 
Children, and included the establishment of a Clinical Decision Unit, Rapid Assessment 
Teams and the approval for additional Senior Medical and Nursing staff. 

There was a total of about 96,157 Emergency in-patient admissions in acute hospitals with 
dedicated A&E departments in 2004 This represented 70.5% of all inpatient admissions to 
these hospitals, and has had a direct impact on the number of elective patients. It has 
been a significant factor in the management of waiting lists. 
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Renal Services 

Renal dialysis service is provided by four adult hospitals within the region, Beaumont, 
AMNCH, the Mater and St. Vincent's and also in two of the paediatric hospitals, Crumlin 
and Temple Street. Activity in dialysis throughout the region has increased substantially in 
recent years as increasing number of people are diagnosed with end stage renal disease. 
The Eastern region continues to be heavily subscribed in terms of patients presenting for 
dialysis. Units continue to operate to full capacity with one working on a twenty four hour 
per day basis seven days a week. The expected growth in patients presenting with ESRD 
has been put at 50% over a five-year period. 

Additional funding was provided during the year to accommodate the increasing demands 
for dialysis. This has been invested in enhancing and expanding the current dialysis 
facilities, improving water systems and to enable additional patients be treated with home 
dialysis where appropriate. The design brief for the new 44 station dialysis unit in 
Beaumont hospital has been agreed and it is anticipated that this development will come 
on stream in 2007. 

At the beginning of the year the Authority carried out a detailed survey of the patients on 
dialysis across the region to establish a baseline to facilitate the tracking of numbers of 
people on dialysis through 2004. There are a total of 577 patients currently on dialysis 
within the region, two thirds of whom are on haemodialysis. Of these patients 31 % come 
from outside the Eastern region due to lack of renal services in other health boards. A total 
of 21 % of all haemodialysis patients and 53% of all CAPD patients are from outside the 
region. During the year there has been a significant increase in the numbers of dialysis 
patients being treated with CAPD. 

Additional haemodialysis capacity has been sourced in the short to medium term with a 
private provider pending expansion of public hospital services. Physicians, hospital 
management, public health and the Authority have been consulted in drawing up terms of 
agreement for treatment of patients in the private system. As part of ongoing consultation 
with stakeholders the Authority has remained in regular communication with the IKA. 

Cardiovascular Services 

Cardiology services are provided in the acute hospitals within the region with cardiac 
surgery provided on two adults and one paediatric site. The Authority uses an accepted 
norm of 2.5 million population when planning interventional cardiology service in 
recognition of the significant inflows of patients for such cardiology services. 
Developments and activity are discussed in the Cardiovascular section of this report. 
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Cancer services 

Cancer is the second most common cause of death after cardiovascular disease for 
residents of the Eastern Region and is the most common cause of death in the under 65 
age group. Cancer will strike one in three Irish people and will pose a significant national 
challenge as the population ages. All countries face common challenges in delivering 
appropriate and high quality care to cancer patients. However, despite increase in cancer 
survival in Europe, international differences remain wide. The Eastern region has 
significantly higher incidence of cancer for both males and females than the rest of 
the country. 

Cancer services are offered in six of the adult acute hospitals in the region. Our Lady's 
Crumlin is the national centre for paediatric oncology and haematology. Best practice 
indicates that those with cancer should be treated in specialised centres with access to 
multidisciplinary teams encompassing, where required speedy access to diagnostic, 
chemotherapy, radiotherapy and hormonal/adjuvant therapies. Medical oncology in 
particular is rapidly expanding in complexity and specialty and most hospitals are actively 
participating in research initiatives and audit processes. New advances in treatment are 
constantly being researched and coming into practice in an effort to improve patient 
outcomes. All major hospitals are participating in international cancer trials. 

Surgical procedures for all the major solid tumours are carried out in hospitals in the region. 
In addition, the Authority is the predominant provider of services to other regions for 
cancer such as lung, oesophagus, pancreas, ovary, cervix, and prostate. 

In 2002 cancer discharges made up 9% of all discharges in acute public hospitals in the 
region. Of these, 45% were inpatients and 55% were day cases. In the same year 
cancer diagnoses accounted for 15% of all bed days used in acute public hospitals. 
The mean length of stay for cancer discharges was 15.3 days compared with 8.3 days for 
all discharges 

During 2004 the number of Oncology Day Cases increased by about 7.7% while 
haematology day cases increased by 23.5% 

Significant additional funding was provided to improve cancer services during the year. This 
was directed towards additional medical, nursing, scientific and clinical support posts as 
well as funding the additional costs of oncology drugs and PET scans. A review of the 
Symptomatic Breast Cancer Services within the region has also been undertaken and work 
is well underway to formally establish a joint Symptomatic Breast Cancer unit between 
Beaumont Hospital and James Connolly Memorial Hospital. 

Two PET scanners are available for use within the region although both are in the private 
sector. The Authority has begun a process to examine the need for a PET or PET/CT 
scanner within the public system and has invited submissions from interested hospitals. 
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Palliative Care Services 

There are three in-patient hospices in the East, one in each of the area board regions. All 
hospices are consultant-led and offer a nursing-led community service. As well as day case 
facilities, there are additional respite beds through the region. Developments in Palliative 
Care for the past number of years have been guided by the recommendations in the Report 
of the Advisory Committee published in 2001. All acute hospitals have been funded for 
the appointment of a consultant in palliative care and support staff with recruitment 
ongoing. A new Hospice in Blackrock opened to patients during 2003 and is currently 
accepting inpatients. During the year the Home Care Teams covering community care 
areas 1 and 2 transferred their base from Our Lady's Hospice Harold's Cross to 
Blackrock Hospice. 

National Specialist Services 

Several tertiary, national and supra-regional specialist services are provided within the major 
Dublin Academic Teaching Hospitals. This accounts for part of the flow of patients to the 
Eastern region. A 'national' or 'regional' referral centre can be defined as a centre with an 
established capacity to accept patients with complex illnesses/conditions and which can 
provide a high level of specialist integrated services for patients. National speciality services 
provide a comprehensive and wide range of assessment, diagnosis, treatment and 
rehabilitation services. Designated national specialist services in the eastern region 
incorporate the following areas of care: heart/lung transplantation, liver transplantation, 
cochlear implants, metabolic screening, bone marrow transplantation, adult cystic fibrosis, 
spinal injuries, paediatric cardiac services, national centre for medical genetics, renal 
transplantation and haemophilia. 

In 2004 the Heart Lung Transplant unit in the Mater Hospital was formally opened by An 
Taoiseach, Mr. Bertie Ahern, T.D. The national programme is now up and operational in 
the Mater Hospital - the first transplant will occur once a suitable donor and recipient 
present. Phase II of the programme consisted of construction and equipping of High 
Dependency Unit, upgrade of ICU facilities and remodelling of an area to accommodate the 
administrative and co-ordination aspects of the programme. The construction and 
equipping work is now completed and the majority of the staff recruited specifically for the 
programme are in place. 

The programme in the Mater is run in conjunction with the programme in Freeman 
Hospital, Newcastle. Freeman Hospital will continue to provide up to 15 transplants 
annually for Irish patients and there will be a gradual build up of the numbers of Heart-
Lung transplants undertaken in the Mater over the next few years. Since May of 2004 the 
Mater has been providing pre- and post- assessment for Irish patients who have continued 
to travel to Newcastle. 

A total of 6 heart/lung transplants were carried out in the Freeman Hospital in Newcastle 
in 2004. 

Currently over 300 organ transplants take place in Ireland each year. The National Organ 
Procurement service is co-ordinated through the Organ Procurement Office at Beaumont 
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Hospital. The service was established in 1986 with the appointment of a transplant co
ordinator. At present there are three co-ordinators who provide a 24-hr service to 40 
donating hospitals around the country, three Transplant Centres, Tissue Bank and UKTSS. 
Specific recipients are identified for each of the organs and the transplant team performing 
the transplant is the team that comes to the hospital to remove the donated organ. No 
organ is removed from a donor unless there is a suitably matched recipient ready to receive 
a transplant. 

Organs currently transplanted include kidneys, heart, heart/lung, liver, pancreas and 
corneas. The success rate or transplantation in Ireland is very high and demand has been 
increasing arising from increased indications for transplant. There has been a mean 
number of approximately 136 transplants per annum in the last 15 years, the prevalence of 
which is approximately 37.5 transplants per million population annually. The National 
Organ Procurement Service has warned that it can no longer meet the increasing demand 
for kidneys and it plans to set up a living related transplant programme to address the 
problem. A total of 202 transplants were co-ordinated through the center in 2004. A total 
of 146 kidney transplants were carried out in Beaumont Hospital in 2004, while St. 
Vincent's Hospital undertook 45 liver transplants in 2004 

The national metabolic screening unit is based in The Children's University Hospital in 
Temple Street. 

A total of 70 bone marrow transplants were undertaken in St. James's Hospital in 2004. 

Cardiac surgery is undertaken in both the Mater and St. James's hospitals. 

Cochlear Implants 

Cochlear implantation is a process that involves the surgical implantation of an electrode 
array into the cochlea to provide direct electrical stimulation of the auditory nerve. It may 
be suitable for adults who have a severe to profound hearing loss and who derive minimal 
benefit from conventional hearing aids. Children for whom an implant is considered 
necessary will have shown no significant benefit from conventional hearing aids after 
months or even years of trial. The national cochlear implant programme was established in 
Beaumont Hospital in 1995. This unit is considered one of the largest facilities in Europe 
with 2600 patient attendances per year. There were 27 cochlear implants carried out in 
Beaumont hospital in 2004. Of these, 16 were children and 11 were adults. A consultant-
led (ENT) multidisciplinary team of audiologists, speech and language therapist (paediatric 
cases only), hearing therapist, teacher for the deaf and secretarial staff offer core services 
within the following areas: 

• Assessment of speech and language ability 
• Assessment, decision and preparation for Cochlear Implant 
• Cochlear Implantation 
• Counselling for hearing impaired people 
• Fitting and programming of the speech processor 
• Lip-reading and hearing assessment 
• Rehabilitation and training 
• Trials with hearing aids or other devices 
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The Authority began a review of paediatric cochlear implants which aims to assess the 
current arrangements for the delivery of paediatric cochlear implant service and to make 
recommendations for future delivery of the paediatric cochlear implant service in line with 
international best practice. 

Infrastructural Improvements 

A priority for the Authority during 2004 was to fully commission the new units in James 
Connolly Memorial, St. James's, Crumlin and Naas hospitals. In September of 2004 the 
Government approved funding for the commissioning of these four new units in the 
region. These facilities will go a long way to improving the capacity of the system to 
accommodate the increasing demand for services as they have provided additional beds 
and increased day surgery capacity and out patient facilities in the region. The Authority 
has worked with these hospitals to bring the facilities on stream for patients as soon 
as possible. 

In James Connolly Memorial Hospital, Blanchardstown over €100m was invested in a major 
new hospital development. The commissioning of the Surgical Block, the Intensive Care 
Unit, Accident and Emergency Department and the operating theatres were approved. Prior 
to this the Coronary Care Unit and Therapeutic Psychiatry of Old Age Unit had already 
moved in to the new facility. The new unit has significantly increased the capacity of the 
hospital with the provision of 2 additional theatres, 21 additional beds comprising of 10 
new day beds, 8 ICU/CCU/HDU beds and 3 pre operative assessment beds. Scheduling of 
the move began in October 2004. Over the next few years there will be a build up of 
services and facilities to fully avail of the new development. 

A major capital development project at Naas General Hospital commenced in November 
1999. There has been a staged handover of completed departments from August 2002. 
The departments already completed, equipped and commissioned are In-patients Wards, 
Coronary Care Unit, Accident & Emergency Department and a Day Hospital for older 
persons. The additional facilities commissioned in 2004 included the Out Patients 
Department, the Emergency Department, the X-Ray Department, Pharmacy, Pathology, 
Medical Records and the Chaplaincy department as well as the new geriatric Day Hospital. 

In Our Lady's Hospital for sick children in Crumlin the full commissioning of the new 
Operating Theatre Department was approved. The new facilities include 5 replacement 
theatres, 2 new theatres, a Day Surgery unit and a new Central Sterile Services 
Department (CSSD). 

The new facilities in St. James's hospital includes 66 additional beds which comprises of 41 
additional in-patient beds, a new 13 bedded day, a new Haematology/Oncology 6 bedded 
Day Unit and a new 6 bedded Endoscopy day Unit. 
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Increasing Bed Capacity 

The additional capacity is particularly welcome as a Bed Capacity Review undertaken by the 
ERHA in 2001 identified that when adjustments are made for the treatment of non-ERHA 
patients within the ERHA region, that ERHA residents actually receive less access to acute 
hospital services than the rest of the country. The following table presents some of the key 
findings of this report: 

This table shows that the ERHA has a 27% smaller allocation of inpatient beds and bed 
days available to treat their base population. The rest of the country has 66% greater level 
of inpatient discharges than in the East. The only area where ERHA residents have greater 
access to these acute services is in terms of day cases where the ERHA has a 12% greater 
utilisation of day cases than the rest of the country. 

Management of Waiting Lists 

Waiting list and long waiting times have remained a pervasive feature of the acute hospitals 
within the Eastern Region and have been a key area targeted since the Authority was 
established. There are many reasons for these long waiting lists not least bed shortages, 
high emergency admission rates, competing interests of the private sector and increasing 
referrals of people from outside the Eastern Region. The management of waiting lists 
continues to require a system-wide approach with particular attention to high volume 
specialties. 

In 2004 the National Treatment Purchase Fund assumed responsibility for the management 
of waiting lists nationally and for commissioning of work. The Authority has continued to 
liaise with the NTPF in relation to work commissioned from within the Region. Monthly 
statistical returns have been changed to clearly identify work undertaken by the hospitals 
for the NTPF and that undertaken as part of baseline activity. 

Organ Retention and Post Mortem Practices 

The Eastern Regional Working Group was established in November 2000 with two 
key objectives: 

1 To review procedures and protocols in relation to post mortem practice, coroner 
notification, organ retention, disposal and storage and develop an agreed standard for the 
region; and 
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2 To develop criteria for responding to requests for information, counselling and support for 
families by the issues relating to post mortem and organ retention practices. 

The Authority's draft protocols in relation to post mortem practices were considered as a 
basis for the National Document. The Group continued to work on best practice in relation 
to informed consent; coroners' post mortems, organ retention, storage and disposal and 
record management. Following the consultation process the protocols and an 
implementation plan were signed off by the National CEO Group. In February 2004 the 
national line was re-established for a period to ensure that families could obtain any 
relevant information. Almost 130 calls were received (over 90 were relevant to the hospitals 
in the Eastern Region). During 2004 the National Liaison Officers held several meetings to 
discuss the outstanding issues and an audit and review committee was formed which 
looked at the practices within the agencies to ensure that each agency is providing a 
comprehensive service to families. The findings of this review will be available to the 
national group early in 2005. 

Acute Sector Evaluation Programmes and Reviews 2004 

The Review of Access to Critical care in the Eastern Region was completed during 2004. 
The report recognised the need to increase the numbers of High Dependency and Intensive 
Care beds within the Region to accommodate the demand for both emergency and elective 
admissions. The report has been forwarded to the Department of Health & Children. 

A needs assessment of patients attending A&E with 'Psychosocial' issues was also 
completed during the year and a review of paediatric emergency services (PESN) was 
also completed 

A report on the first information and support available to parents who have had a newborn 
with a developmental delay was completed and its findings and recommendations 
presented to Board in March 2004. 

In 2004 the Authority undertook an analysis of Out Patient Services in two pilot hospitals 
within the region. Findings highlighted the high volume of attendances at Out Patient 
Departments in each hospital and the high utilisation of available capacity. It also showed 
an average time spent by each patients in OPD was approximately 70 minutes, with about 
one-third of this time spent in consultation with the medical team. Some of the 
recommendations from the pilot sites included streamlining the registration process for 
patients and exploring innovative ways for reducing patients who "do not attend" their 
appointments. Implementation of the recommendations continued in 2004. In parallel to 
this implementation process the project was extended to 12 acute hospitals in 2004 with 
the aim of improving Out Patient services in the Eastern Region. 

p126 



Acute Hospitals and National Specialist Services 

Acute Sector Monitoring Framework 

In 2004, the Authority's monitoring template (MDR) continued to be used to report activity 
in the acute hospitals in the Region. The template provides a breakdown of public/private 
activity, elective/non-elective mix and Eastern Region/ non-Eastern Region patients as well 
as information on the age profile of service users by specialty. These breakdowns are 
available for inpatient discharges, day cases, outpatient attendances, A&E attendances, 
source of inpatient admission and bed utilisation. 

The Authority continued to provide the Department of Health and Children with activity 
figures on a monthly and ad-hoc basis during the year. A number of hospitals made 
improvements to the reports modules of their Patient Administration Systems in 2004 and 
a number of hospitals carried out a validation exercise on data from their information 
systems. This has led to more accurate and comprehensive information returns. 

Acute Services Regional 2004 Activity 

The ERHA continued to chair the Acute Performance Indicator Working Group in 2004. 
The Working Group, with representatives from all Health Boards, continued to develop 
performance indicators to reflect national strategy. The new set for performance indicators 
include areas such as day surgery, public/private mix and delayed discharges. 

Regional activity Inpatient and Day cases 2004 
Area Health Board Hospitals 
Dublin Academic Teaching Hospitals 
Maternity Hospitals 
Other Acute Hospitals 
Paediatrics Hospitals 
Total 

Dublin Academic Teaching Hospitals (DATHS) 

Total Inpatient Discharges 
Elective Inpatient Discharges 
Day Cases 

Paediatric Hospitals 

Total Inpatient Discharges 
Elective Inpatient Discharges 
Day Cases 

19,731 10,508 
88,406 145,459 
43,908 4,894 
14,049 25,829 
23,737 18,609 
189,831 205,299 

ERHA Non ERHA 
Outturn 2004 Outturn 2004 

80.7% 19.3% 
68.0% 32.0% 
82.6% 17.4% 

ERHA Non ERHA 
Outturn 2004 Outturn 2004 

70.7% 29.3% 
39.7% 60.3 
64.4% 35.6% 
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Regional Activity-

Area Health Board Hospitals 

DATH's 

Other Acute Hospitals 

Paediatric Hospitals 

Elective Admissions Emergency Admissions 

Outturn 2004 Outturn 2004 

15.8% 

28.5% 

88.7% 

38.3% 

Regional Activity Accident and Emergency Attendances 

Adult Hospital A&E 

Other A&E 

Paediatric Hospital A&E 

Maternity Hospitals Activity 

Gynaecology 

Obstetrics 

Paediatrics 

Total 

Regional Paediatric Activity 

Accident and Emergency 

Cardiology 

Cardio-Thoracic Surgery 

Clinical (Medical) Genetics 

Dental Surgery 

Dermatology 

Endocrinology 

Gastroenterology 

General Medicine 

General Surgery 

Gynaecology 

Haematology 

Infectious Diseases 

Maxillofacial 

Metabolic Medicine 

Nephrology 

Neurology 

Oncology 

Ophthalmology 

Orthopaedics 

Other 

Otolaryngology (ENT) 

Paediatrics 

Plastic Surgery 

Psychiatry 

Radiology 

Respiratory Medicine 

Urology 

Total 

84.2% 

71.5% 

11.3% 

61.7% 

Outturn 2004 

New 

292,104 

19,749 

96,682 

Inpatients 2004 

3,315 

37,256 

3,337 

43,908 

Inpatients 2004 

458 

731 

235 

2 

85 

63 

365 

411 

5,586 

4,160 

877 

12 

2 

292 

366 

402 

745 

453 

2,596 

185 

1,793 

2,219 

1,218 

11 

5 

428 

37 

23,737 

Outturn 2004 

Return 

28,297 

21,649 

8,990 

Day Cases 2004 

3,448 

1,435 

11 

4,894 

Day Cases 2004 

1 

97 

1 

9 

315 

128 

267 

180 

914 

5,241 

1 

2,767 

1 

25 

581 

264 

1,724 

489 

1,811 

5 

1,314 

290 

1,306 

201 

306 

371 

18,609 
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Ambulance Service and Emergency Planning 

The Emergency Medical Technicians-Advanced Programme will enhance the quality of care 
provided as the programme participants will be trained and equipped to operate on a 
similar basis to paramedics in other countries. 

As part of our Basic Life Support Initiative with the Irish Heart Foundation several training 
programmes were completed in the Region including a number involving Health Services 
personnel. These programmes will continue to operate in the coming years and Health 
Services personnel are encouraged to participate. Further information is available from 
Ambulance Service Headquarters on (01) 6161577 or e-mail ambulancehq@erha.ie. 

Response times are often a critical factor in the context of pre-hospital care. Two First 
Responder Schemes were developed in the Region during 2004. The first is the Eastern 
Region Ambulance Service First Responder Scheme, which involves our Ambulance Service 
personnel volunteering as First Responders while off duty. It is hoped that this Scheme can 
be extended in the future to include other healthcare personnel. The second are 
community led First Responder Schemes for which support, training and certain equipment 
is being provided by our Service. The Schemes are mainly in rural communities in Co. 
Wicklow. Both Responder Schemes will provide a vital link in the "chain of survival" which, 
had been missing up until now. 

The following developments took place during the year: 

• Purchase of six new CEN complement Emergency Ambulances for the Region. 

• Purchase of four Patient Transport Vehicles with special adaptations and 
wheelchair facilities. 

• Completed the communications hilltop sites upgrade programme, which was commenced 
in 2003. 

• Comprehensive training in pre-hospital care continued. 

• Under Sustaining Progress, partnership meetings continued to be held throughout the year. 

• The following three new Performance Indicators were introduced; 

Customer Feedback 
Response Times 
Maintenance Costs 

• A new Patient Report Form was introduced. 

• The Eastern Region Ambulance Service participated at more large-crowd events than ever 
before this year, including GAA, FAI, IRFU and indoor and outdoor concerts and festivals. 
In the first part of the year the Ambulance Service also deployed a number of Emergency 
Ambulances to cater for the events surrounding Ireland's Presidency of the E.U. This 
culminated with large "May-Day" celebrations. 

The Emergency Planning office comes under the administrative control of the East Coast 
Area Health Board but has overall responsibility for emergency planning throughout the 
Eastern region. Following the September 11 attacks in the US in 2001 and the subsequent 
emergence of Severe Acute Respiratory Syndrome (SARS) and avian 'flu, the need for 
emergency planning has never been more crucial. 
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The role of the office is to provide guidance and assistance in the development of 
emergency response plans to health service providers and to ensure that plans are 
developed, reviewed and tested and that appropriate training is provided to relevant staff. 
The office is also responsible for ensuring that plans are integrated with those of other 
statutory and voluntary providers. 

The office assists departments and services in the development of business continuity plans, 
and ensures that emergency planning forms part of a continuous process and that links are 
maintained with national and international organisations engaged in emergency planning 
research to ensure adherence to best practice. The office maintains the joint services 
(health service, local authority, An Garda Siochana) Emergency Co-ordination Centre, St. 
Mary's Hospital, the Phoenix Park. 

During 2004, the office actively engaged with corporate services, community services, acute 
services and the ERHA Department of Public Health in developing emergency response 
procedures. Work is ongoing in progressing public health emergency planning in line with 
national guidelines. Training was also undertaken with hospitals in the development of 
their plans and this work will continue in 2005. 

There was continual liaison with An Garda Siochana and the six local authorities in the 
Eastern region on intersectoral planning and the development of a Dublin Metropolitan 
Area joint procedural document on emergency planning. The office worked closely with 
the Health Boards Executive emergency planning project on the development of emergency 
planning approaches nationally. The office was involved in the planning for responding to 
possible incidents due to public disorder during the EL) May Day celebrations. 

The office also identifies and co-ordinates the health service requirements at major 
public events. 

An image of the planned 
development of the new 
Mater and Temple st. 
Children's Hospital on 
Dublin's Northside. 
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Capital Investment 

Overview 

A total of €142m was invested in healthcare infrastructure in 2004, of which approximately 
€44m was directed towards minor capital works and equipment replacement. 

In general the main projects for which contractual commitments already existed at the 
beginning of 2004 progressed well throughout the year. A number of larger projects were 
commissioned and/or completed in the acute sector in the latter part of the year. However 
new projects with consequential revenue and employment ceiling implications proved more 
difficult to advance. 

Despite the more recent constraints in obtaining approvals for new projects, a significant 
proportion of the acute infrastructure will have been replaced and upgraded with modern 
state-of-the-art facilities by the end of 2005. The benefits of these will become apparent 
to both patients and staff as the full commissioning of the facilities begins to take effect. 

In recognising the significant capital funding requirements the large acute infrastructural 
projects were placing on the overall capital programme, the Authority, in conjunction with 
the Area Health Boards, developed an package of non-acute priority projects partly funded 
by the disposal of surplus properties. The package adopted by the respective Boards in 
March 2004 incorporated in excess of 50 projects valued at in excess of €190m over the 
period 2004-2008 to which €57m would be contributed from property disposals. By the 
end of 2004, a number of property disposals within the package had already exceeded the 
target figure which will now enable the advancement of some key projects in the 
non-acute sector. 

During the year the Authority also worked in conjunction with the Department of Health & 
Children and other Health Boards around the country in the implementation of a national 
software system, INSPIRE, which will improve project and programme management 
capabilities with respect to the capital investment programme. 

Main Developments on-site during 2004 

St. Vincent's Hospital - €210m 

Construction which commenced in 2001, continued throughout the year, with the opening 
of the new multi-storey car park. The programme remains on target for completion in 
2005. The new facilities will provide 

• 82 Additional beds 
• 55 Replacement beds 
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• 10 replacement theatres 
• ICU, Radiology, Nuclear Medicine 
• A&E, Outpatients, Support Services, Car-park 

JCMH - €97m 

The NAHB which took handover of new state of the art, modern healthcare facilities at the 
end of 2003 advanced the phased commissioning of the new facilities throughout 2004. The 
new facilities will provide 

• New and replacement ward accommodation 
• 1 Additional theatre 
• 3 replacement theatres 
• ICU 
• A&E 
• ODP 
• Psychiatric Day Hospital 
• Mortuary 
• Support Services 

New Theatres, Our Lady's Hospital, Crumlin - €30m 

The equipping and commissioning of the Theatre project was completed in 2004. 

Beaumont - Refurbishment and equipment replacement programme 

With the equipment replacement programme complete a number of refurbishment projects 
commenced incorporating new kitchen facilities and ring road. 

Mater & Temple Street Children's Hospital Development 

Construction commenced on the decanting and enabling works for the largest healthcare 
infrastructure project in the country with An Taoiseach, Bertie Ahem, TD 'turning the sod' on 
the 10th May 2004,in connection with the enabling works. These works will provide new 
purpose built hostel and Administration / School of Nursing facilities on the corner of Eccles 
Street and Nelson Street. Meanwhile detailed design continued for the main development 
which will include 

• 158 Replacement beds 
• 11 New theatres 
• 13 replacement theatres 
• A&E, ICU, Radiology, Outpatients, Heart Lung, CSSD, Support Services, Underground Car-park 
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St. James - A&E Extension- €11m 

The first phase of this project incorporates expanded new purpose built facilities which was 
completed in November 2004. The second and final phase is due for completion mid 2005. 

Meath Hospital - Former Nurses' Home 

The refurbishment of the former Nurses Home on the Meath Hospital site to incorporate a 
60-bed older persons unit was completed in the summer of 2004 at a cost of 
approximately €8 million. A project team has also been established to commence the 
planning and design for additional older persons' facilities on the Meath site in conjunction 
with the redevelopment of the Bru Chaoimhin site on Cork street. 

Sheltered Housing, Mulhuddart 

Work commenced on a sheltered housing development incorporating day and primary care 
facilities in Mulhuddart. The project is being undertaken in partnership with the FOLD 
Housing Association. 

Main Developments under planning during 2004 

N.R.H. Main Hospital Development 

A design team has been appointed and detailed design and planning has commenced to 
develop new ward accommodation day services and support services. 

Development Control Plan- Our Lady's Hospital, Crumlin 

Following completion of the brief for the development of new paediatric facilities on the 
Crumlin site, a site Design Team was appointed and an Outline Development Control Plan 
for the Hospital completed. 

Coombe Women's Hospital 

Detailed design and planning continued for the redevelopment of facilities including 

• Ward accommodation 
• Theatres 
• Day facilites 
• Support services 

Tendering of interim works was also advanced during 2004 to enable the refurbishment of 
St. Calmcille's ward to be undertaken in 2005. 
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National Maternity Hospital, Holies Street 

The brief for an interim development of approximately €14m was advance during 2004 

and the procurement process to appoint a design team commenced. The capital 

investment will address the infrastructural deficits that currently exist and provide additional 

capacity on the Holies Street site. 

St. Loman's Hospital Redevelopment 

Following the disposal of surplus lands on the hospital site in early 2004, the Project Team 

commenced the preparation of detailed briefs for the redevelopment of new purpose built 

mental health facilities both on and off site incorporating the following 

• Psychiatric Intensive Care Unit 

• Hostel accommodation 

• Sector HQ 

• Support services 

• Health Centre for Mental Health 

St. Brendan's Hospital 

Following the Government announcement to relocate the Dublin Institute of Technology 

(DIT) to Grangegorman, legislation to facilitate development of the proposed health and 

education facilities was advanced through the Oireachtas. Preparatory work in the 

development of the Strategic Brief was also advanced during the year in collaboration 

with DIT. 
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The biggest issue in 2004 was the introduction of new Infectious Disease Legislation -
(Infectious Diseases (Amendment No. 3) Regulations 2003) in January, which has increased 
the number of notifiable diseases to 68 and changed the reporting obligations enabling 
laboratories to report directly to the DPH for the first time. Provisionally, the number of 
diseases notified, excluding sexually transmitted diseases, increased by almost 100% in 
2004, which has contributed to a significantly greater amount of surveillance and control 
activities of the department. 

During 2004 a number of important infectious disease threats occurred in the region. These 
included the continuation of a large measles outbreak from 2003, norovirus outbreaks and 
other food-borne illnesses, hepatitis B outbreaks, ongoing TB activity, sub-optimal 
immunisation coverage and continued high numbers of sexually transmitted infections. 

In contrast to 2003 there were relatively few episodes of respiratory incidences in 2004. 
However greater awareness and vigilance by the Department of Public Health in the 
community, and in hospitals in collaboration with infection control teams, has been an 
important factor in this area. 

The number of provisional notifiable cases between January and December 2004 was 
4,548 compared with 2,410 in 2003; an increase of 99%. 

A total of 1884 people were ill due to outbreaks in 2004 (Table 1). Infectious intestinal 
disease accounted for most of the ill people. Food-borne outbreaks increased this year and 
a number of small salmonella outbreaks occurred during the summer. There was one food 
related outbreak of Clostridium perfringens. 
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Numbers affected by norovirus have increased in 2004 and this may have been due to 
improved reporting and the wide use and dissemination of the recently published NDSC 
guidance report on outbreaks in healthcare agencies. The department is working with the 
Mater Hospital, HPSC and NVRL in a cross-border research project looking at norovirus 
outbreaks. The project aims to determine the epidemiology and molecular sequencing of 
norovirus outbreaks and is funded by the FSPB. It commenced in October 2004 and will 
continue for 15 months. 

A worrying feature this year was the emergence of hepatitis C and the greater reports of 
hepatitis A and B, diseases that require a greater investment in public health initiatives such 
as vaccination and enhanced surveillance. 

Immunisation 

Primary Immunisation 

Primary immunisation uptake rates at 12 months improved during 2004 and continue to 
rise but they still fall short of the coverage required for herd immunity in the population. 
The overall uptake of primary immunisation is between 80.4% and 80.8% at 12 months of 
age (Fig. 1 and Table 2a). The uptake figures are higher at 24 months of age but still do 
not reach sufficient levels to ensure population immunity at 95% (Fig. 2 and Table 2b). 

Fig. 1 Primary Immunisation Uptake Rates at 12 months of age for those children 
born from January 2000 to December 2003 

1Q00 2Q00 3Q00 4Q00 1Q01 2Q01 3Q01 4Q01 1Q02 2Q02 3Q02 4Q02 1Q03 2Q03 3Q03 4Q03 

Birth Cohort Qr/Yr 
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Table 2a. Primary Immunisation Uptake Rates at 12 months of age for those 
children born October 2003-December 2003 

% Uptake at 

CCA 

402 

300 

410 

523 

665 

723 

357 

807 

876 

368 

5431 

12 months - Cohort born 01/10/2003 and 31/12/2003 

No. in Cohort 

84.8% 

84.0% 

70.0% 

83.7% 

86.4% 

78.8% 

71.7% 

81.8% 

82.0% 

79.9% 

80.8% 

% D3T3 

84.8% 

84.0% 

70.0% 

83.7% 

86.2% 

78.7% 

71.7% 

81.7% 

81.8% 

79.9% 

80.7% 

% P3 

84.8% 

84.0% 

70.0% 

83.7% 

86.3% 

78.8% 

7 1 . 1 % 

81.8% 

82.0% 

79.9% 

80.8% 

% Polio3 

8 5 . 1 % 

84.0% 

70.0% 

83.6% 

86.3% 

78.8% 

70.9% 

81.7% 

82.0% 

79.9% 

80.8% 

% HiB3 

84.8% 

83.7% 

69.0% 

83.2% 

86.3% 

77.6% 

71.7% 

80.9%o 

81.8% 

79.6% 

80.4%o 

% MenC3 

402 

300 

410 

523 

665 

723 

357 

807 

876 

368 

5431 

Fig. 2 Primary Immunisation and MMR Uptake Rates at 24 months of age for those 
children born from October 1999 to December 2002 

p141 



Public Health 

Table 2b. Primary Immunisation Uptake Rates at 24 months of age for those 
children born from October 2002-December 2002 

% Uptake at 24 months 
CCA 
366 

286 

440 

602 

681 

841 

416 

827 

949 

416 

5824 

No. in Cohort 
90.1% 

82.9% 

83.6% 

87.2% 

86.4% 

85.6% 

81.5% 

91.5% 

91.0% 

87.3% 

87.4% 

Cohort born 01/10/2002 and 31/12/2002 

% D3T3 
89.6% 

82.2% 

83.4% 

87.2% 

86.3% 

85.6% 

81.5% 

91.5% 

90.7% 

86.3% 

87.2% 

% P3 
89.9% 

82.5% 

83.6% 

87.2% 

86.3% 

85.6% 

81.5% 

91.4% 

90.9% 

86.5% 

87.3% 

% Polio3 
90.2% 

82.9% 

83.4% 

87.2% 

86.0% 

85.4% 

81.5% 

91.4% 

90.6% 

86.5% 

87.2% 

% HiB3 
89.6% 

79.4% 

79.8% 

85.2% 

85.8% 

82.8% 

80.3% 

89.7% 

89.3% 

85.1% 

85.4% 

% MenC3 
87.2% 

77.3% 

67.5% 

76.2% 

75.2% 

75.6% 

67.1% 

81.6% 

84.4% 

80.5% 

77.9% 

MMR uptake rates at 24 months are worryingly low, currently at 77.9% and again do not 
reach the national target of 95%. These rates are below the rates needed to prevent 
outbreaks and earlier this year we saw a marked increase in the number of measles cases 
resulting in an outbreak in the Eastern Regional Health Authority area directly as a result of 
the low uptake of the vaccine. This outbreak was dealt with effectively but in June and 
July there was again an increase in notifications of measles cases. In 2004 there have been 
222 cases, 98 of these were laboratory confirmed, and 112 clinically confirmed. 

Bacterial Meningitis 

Bacterial meningitis causes serious illness. In 2004 there were 74 cases of bacterial 
meningitis (7.5 per 100,000) notified in the region. (Table 3)., compared with 107 in 2003. 

Table 3- Bacterial Meningitis Notifications in the Eastern Region, 2004-(Provisional.) 
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Meningococcal disease was the commonest cause of bacterial meningitis in 2004, 
accounting for just over two-thirds of all cases as compared with four-fifths in 2001 and 
2002. The reduction may be due to the general decline in meningococcal disease 
particularly due to the introduction of the Group C meningococcal vaccine. The 
introduction of the vaccine had a dramatic effect on the incidence of Group C 
meningococcal diseases in the region as only 2% of cases were caused by Group C disease 
in 2004 (as compared with between 20% and 25% for the years 1998, 1999 and 2000). 
Similarly, the Hib vaccine has had a major impact on the incidence of Haemophilus 
influenzae meningitis. However, the most common form of bacterial meningitis in the 
region, Group B meningococcal disease, currently has no vaccine. 

The priority public health response to cases of meningitis is to offer chemoprophylaxis 
promptly to close contacts where clinically indicated and vaccination for the relevant 
vaccine preventable strains e.g. A, C, W135, Y forms of meningococcal disease and H. 
influenzae (to age appropriate contacts). The delivery of neonatal BCG and speedy contact 
tracing of cases of TB is also important in preventing tuberculous meningitis. 

p143 



Public Health 

As in previous years the highest crude incidence rates of TB in the region were in 2003 in 
Community Care Areas 3 and 6, followed closely by Community Care Areas 7 and 5. 
These are areas of poverty and unemployment and have large inner city populations. The 
majority of cases, 60%, were male. There was no change in the number of cases of 
foreign nationality in 2003, 59 of 169 cases (35%) as compared with 59 of 162 cases 
(36%) in 2002. 

Contact tracing for TB constitutes a large workload for public health medical and nursing 
personnel. Contact tracing in an effective and timely manner is a cornerstone of TB 
control. In the light of the Public Health and the National Health Service reforms, particular 
attention needs to be given to the continuity of resources and staffing, in order to provide 
this service to the same high standards. The day-to-day management of TB will be 
transferred to the Department of Public Health. It is important for the successful 
continuation of this service that medical, nursing and administrative personnel 
are transferred. 

Measles 

In the eastern region there was an outbreak of measles in both 2003 and 2004. Prior to 
this the last outbreak was in 2000 when more than 1000 children were infected, and three 
children died. MMR uptake at 74.8% is well below the rate needed to prevent outbreaks; 
some areas in the region have uptake rates as low as 70% so measles surveillance and 
follow up is very important. A measles alert/outbreak team was established in late 2002, 
linking public health doctors in the department and the community services areas with the 
children's hospitals, A&E, microbiology and GPs. This team was reactivated in 2004 when 
an increase in measles notifications was noted. 

In 2003 the main impact of the outbreak was seen in the first four months when 248 cases 
were notified. A total 363 measles cases were reported in that year, 85 of these were 
laboratory confirmed cases and 156 were confirmed clinically. The majority of cases (179) 
were in the 1-4 year age group, 66 cases in the age 5-9 year age group and 74 cases in 
those less than one year of age. 

In 2004 measles notifications remained at background levels until June, when 115 cases 
were notified with 56 notifications in July. While the numbers decreased to 27 in August, 
they were still slightly above background levels and continued vigilance with control 
measures was required. Provisionally, there have been 222 cases in 2004, 98 of these are 
laboratory confirmed, and 112 clinically confirmed. As in 2003 the majority of cases were 
in the 1-4 age group (106) but this year proportionally more children are aged less than 
1 year (73). 

Measles control places a large burden on the public health service, particularly in the local 
areas as it involves detailed follow-up of each possible case of measles and their close 
contacts. Laboratory confirmation and immunisation of close contacts also places increased 
burdens on other parts of the health service. The challenge for the future is to get the 
MMR uptake rates up to 95% and to have the capacity to closely monitor cases and to 
respond to a future outbreak in a focused and timely a manner. 
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SARS/Flu pandemic planning 

Severe acute respiratory syndrome (SARS) was first recognised as a global threat in March 

2003. Between March and July 2003 more than 8,000 probable cases of SARS were 

reported in approximately 30 countries, 1,707 cases were in health care workers and there 

were 774 deaths, a case fatality ratio of 9.6%. The case fatality ratio was much higher in 

the elderly, more than 50% in those aged 65 and over, in contrast to those aged less than 

24 years where it was less than 1 %. In the eastern region nine suspect cases were notified 

in 2003 and were followed up by specialists in Public Health Medicine. None of these 

suspect cases was confirmed as a case of SARS. 

It is imperative that we remain alert for the recurrence of SARS. Specialists in Public Health 

Medicine conduct surveillance, develop guidance and plans both at national and regional 

level and ensure plans are implemented. A specialist in Public Health Medicine has been 

nominated to join the Infection Control Team in each of the major hospitals in the region. 

A regional SARS, influenza and biological threats committee has been convened with the 

following terms of reference: 

• To implement recommendations in relation to SARS, influenza and biological threats 

where possible. 

• To advise and make recommendations on implementation of national guidelines to the 

management team where appropriate. 

A sub committee of this group will examine the issues around port health. 

The National Public Health Emergency Plan will be implemented 

E-coli0157(VTEC) 

In 2004 there were 11 laboratory confirmed cases of VTEC notified to the Department of 

Public Health compared with a total of 12 in 2003. Two cases were aged 1 year. Each 

case is considered an outbreak. E-coli 0157 (VTEC) is a serious food borne/water borne 

illness and can also be acquired through contact with animals and by person to person 

spread. The organism produces toxins that can lead to bloody diarrhoea, haemorrhagic 

colitis and haemolytic uraemic syndrome (kidney failure). It may cause fatalities in the 

young, the elderly and other susceptible individuals. 

In 2003 there were two outbreaks. However in 2004 two cases were linked to possible 

food consumption. Two cases were linked to foreign travel (Menorca and Sicily) in 2004. 
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Campylobacter 

Campylobacter is the most common cause of sporadic foodborne illness in the community. In 
2004 there were were 588 cases notified to the Department of Public Health. In 2002 and 
2003 a total of 467 and 545 cases respectively were notified. During 2004 the Department of 
Public Health in collaboration with NDSC conducted a case control study to determine the 
risk factors involved. Final results are due to be published in 2005 and will promote better 
understanding of the risks especially in those most affected - young children. 

SARI (Strategy For The Control Of Antimicrobial Disease In Ireland) 

The development of antibiotics is generally accepted as one of the most significant medical 
advances of the 20th century. However, at an early stage, antimicrobial resistance was 
recognised. In the past, the development of new antibiotics partially compensated for this 
problem. However, over the last 15 years or so the prevalence of antimicrobial resistance has 
continued to escalate and the number of new classes of antibacterial drugs coming on to the 
market has been limited. Antimicrobial resistance is now accepted as a major public health 
threat. It is associated with excess morbidity and mortality, prolonged hospital stay, infection 
epidemics and increased antibiotic costs. 

In 2001 the National Disease Surveillance Centre published a report, A Strategy for the 
Control of Antimicrobial Resistance in Ireland (SARI). This report stressed the need to develop 
a strategy to combat the problem in Ireland. It made specific recommendations and 
envisaged the development of a three-tier strategy with local, regional and national tiers. 

Since the publication of the report, actions taken by the Authority towards implementing 
recommendations have included: 

• Expanding the membership and function of the Regional Infection Control Advisory 
Committee so that this group could act as the SARI Regional Committee. 

• Approving the appointment of 23.5 additional Infection Control Nurses to various Health 
Boards, institutions and Area Health Boards in the region. 

• Approving the appointment of six additional surveillance scientists to various institutions in 
the region. 

The purpose of these appointments was to put in place the necessary resources at local level 
to enable a start on implementing the recommendations of the report. The Regional SARI 
Committee also recommended the establishment of a fulltime professional core group in the 
Department of Public Health to function as a unit at regional level. Approval was obtained to 
recruit the core team. 

p146 



Public Health 

The function and the dedicated professional core group, attached to the Department of 
Public Health will include: 

• Collection of surveillance data from all service providers concerning antimicrobial resistance 

• Analysis of data 

• Providing results of data analysis, in a timely manner, to relevant users and personnel. 

• Audit of antimicrobial prescribing practice (hospital and community). 

• Making recommendations on the development of the SARI project to the Regional Infection 
Control Advisory Committee, based on the core group findings. 

• Working in line with national steering group and other regional committees 

• Monitoring and evaluating the results of change. 

Hepatitis A 

Hepatitis A is an acute viral infection of the liver that is spread by the faecal oral route. Its 
incidence in general is decreasing but in 2004 a total of 31 cases was notified to the 
Department of Public Health, resulting in the identification of at least two family clusters. 
In controlling this disease it is important that susceptible contacts of cases should be 
referred for vaccination, and serological salivary testing is required for case finding and to 
confirm that cases are linked. However the follow up of cases is resource intensive and the 
follow up of notified cases has been problematic due to lack of community resources. It is 
important that notification and the response to notified cases occurs in a timely fashion to 
ensure that vaccination can be offered to contacts within 7 days of exposure. In addition it 
is a priority that enhanced surveillance of cases occurs to ensure that control precautions 
are implemented. 

Hepatitis C 

Hepatitis C became statutorily notifiable to the Dept of Public Health on 1st Jan 2004. 
There were (provisionally) 980 cases notified, compared with a total of 85 cases of hepatitis 
(unspecified including hepatitis C) in all of 2003. 
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Hepatitis C Database 

Availability of and access to antiviral treatments for patients with Hepatitis C are improving 
and it is incumbent on service providers to maximise treatment for this group. The 
prevalence of Hepatitis C amongst injecting drug users is 60-80% : between 4200 and 
5600 injecting drug users on methadone treatment in the Eastern region are infected. 

The Dept of Public Health, ERHA, the drug service providers of the three Area Health 
Boards and the Drug Treatment Centre are collaborating, with the approval of the Data 
Protection Commissioner's Office in setting up a register of Hepatitis C positive drug users. 
The deliverables from this register will be; 

Measure of the prevalence of Hepatitis C in the population of drug users who have been 
and are in contact with the health services. 

Determination of referral patterns for anti-viral assessment of Hepatitis C amongst 
drug users. 

Elucidation of reasons for non-referral 

Follow up of patients that have been referred. 

Appropriate response of the health services in light of new anti-viral treatment. 

Evaluation over time of the response of the health service to Hepatitis C in drug users. 

Description of the epidemiology and appropriate follow up of Hepatiitis C, in those who 
acquire the virus from routes other than injecting drug use. 

In order to maintain the register, which will have 5000 records and approximately 1000 
new entries each year, it will be necessary in 2005 to have a dedicated staff member with a 
nursing background to work full time on the register. 

Hepatitis B 

Hepatitis B is one of the commonest causes of liver disease worldwide. Around half of 
acute infections in adults have no symptoms and diagnoses are made during screening for 
other reasons. All those with hepatitis B, whether they are acute or chronic cases, are 
potentially infectious to others. 

Ireland had a very low rate of hepatitis infection in the general population although rates in 
high-risk groups especially intravenous drug users (IVDU) have traditionally been higher in 
the ERHA region. Since the late 1990s the number of cases of hepatitis B infections 
notified has increased dramatically in the country reflecting the continued influx of 
immigrant testing especially in refugee centres and in maternity hospitals (Fig. 4, Table 4). 
Under-reporting is common as demonstrated by the large numbers of HBsAg positive 
samples tested by the VRL in comparison to the substantially smaller number reported to 
the NDSC. 

In 2003, there were 237 cases of Hepatitis B notified to the ERHA's Department of 
Public Health, an increase of over two-thirds on 2002 when 185 cases of hepatitis B 
were notified. 
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Note: 2002/2003 includes aggregated data from asylum centre screening and STI clinics 

Table 4 Hepatitis B notification in ERHA by clinic and year 1999-2003 

The majority of notifications to the Department of Public Health since 1999 come from 
refugee health screening clinics in Balseskin and the Rotunda Hospital. There has been a 
rise in sexually acquired hepatitis B which is worrying as there are outbreaks of hepatitis B 
in other health boards in men who have sex with men (MSM). In the UK HIV co -infection 
and Hepatitis B have increased during the syphilis outbreak. Most of the cases reported 
from STI clinics in 2002 are male. However cases from other clinics are more evenly 
distributed between men and women. 

Increasing rates of sexually transmitted infections (STIs), injecting drug use, international 
travel and immigration from countries with high endemicity (asylum seekers, migrant 
workers, students) make it likely that HBV infections will increase further. Hepatitis B virus 
infection is preventable. Immunisation with hepatitis B vaccine is a very effective means of 
preventing this infection and its consequences. Since 1991, the World Health Organisation 
(WHO) has recommended that hepatitis B vaccine should be incorporated in the national 
immunisation programmes of all countries (World Health Organisation, 
(http://www.who.int/inf-fs/en/fact204.html) 

Health Screening Asylum Seekers 

A review of screening infectious diseases for asylum seekers was undertaken in 2004. 
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Sexual Health 

A Sexual Health Strategy was prepared in 2004. A steering committee was established 
from which a number of working groups were set up to work on health information, 
health promotion and health services (STI, contraception, counselling). Membership of the 
working groups was multidisciplinary with representation from service providers, users, 
policy makers and health promotion. A wide-ranging consultation process has taken place. 

The overall aim of the Strategy is to: 
• Promote sexual health and well being 
• Reduce the risk of developing sexually transmitted infections 
• Reduce unintended pregnancy 
• Reduce inequalities in sexual health for marginalised groups. 

Sexually Transmitted Infections (STI) Services 

As a consequence of the increase in STIs, considerable additional pressure has been placed 
on STI treatment services within the region. This is compounded by the fact that the 
number of specialist personnel in place in these services is limited and these specialists also 
manage patients with HIV who may have contracted the virus from sexual or other (e.g. 
intravenous drug use) sources. Newly diagnosed HIV cases have significantly increased in 
respect of heterosexual non-drug users. 

Since 1995 there has been a steady rise in sexually transmitted infections in the region (Fig. 
5). This trend has also been seen elsewhere in Ireland, Northern Ireland and UK 

Fig. 5 Notifications of STIs in Ireland, 1991-2003 
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Between 1994 and 2003 while numbers increased overall there was small decline in 2002 
compared with the rest of the country. Although 42% of all infections were notified 
nationally from the ERHA in 2002 (the latest year for which national statistics are available 
for full year) a higher proportion of the more serious infections (such as genital ulcers, 
syphilis and gonorrhoea and acute hepatitis B) came from the region. (Table 5). 

Table 5 Comparison of national and regional notifications for STIs 2002 

Note: Source ERHA / NDSC (2003 full year data not yet available nationally) 

Vulnerable groups 

The most significant group at risk is thought to be young people as from information 
available most new cases come from young people especially between 18 and 34 years. 
Until 2003 the age details of notified cases was not available for 72% of the total of 
notifications in the Eastern region. Nationally NDSC report that in the 57% of cases where 
age is known, those in the 20-29 age group represented the largest age group with the 
exception of syphilis where the majority of cases were aged between 30 and 39 years of 
age. (NDSC STI 2002 Report, 2004) 

In quarter two of 2003, the highest number of notifications were in young people aged 
between 20 and 29 years especially, those aged under 24 years. Teenagers have the 
highest rates for ano-genital warts and genital chlamydia. 

Gender poses particular risks for certain groups. Young women are most vulnerable to 
long-term complications of STIs especially genital chlamydia (called the silent disease ). 
Young gay men may have risky behaviours in which a diagnosis of a sexually transmitted 
infection may only just be an indicator for more serious infections such as HIV. Nationally 
females account for slightly more STIs than males (50.6% and 48% respectively). However 
in the eastern region the number of notified cases are higher in males than in females for 
the years 2001 and 2002 (Fig. 6). The majority of cases of syphilis are in males whereas the 
majority of genital chlamydia, hepatitis B and genital herpes cases, gonorrhoea and genital 
warts are reported in women. 
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*Note the decline in 2002 (possibly accounted for by increased services elsewhere) 

The genitourinary medicine clinic (Guide Clinic) in St. James's Hospital is responsible for the 
majority of STIs that are notified to the department of public health (70%) with the Mater 
Hospital (14%) and private practitioners (10%). 
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The profile of newly diagnosed HIV infection is changing within Ireland and the majority are 
now in the heterosexual exposure category. In 2003 the majority (221 cases) were in this 
exposure category. In 2003 the total number of newly diagnosed HIV cases was 399 
(Fig. 7). This represents a 10% increase in the number of cases diagnosed compared to 
2002. In the men who have sex with men (MSM) there was a sharp increase in 2003 with 
75 new infections compared with 46 in 2002 and 71 in 2001. The increase is likely to 
reflect an increase in risky behaviour in this group, which has also been reported elsewhere 
in Europe. The increase is more worrying because of the persistent rise in infectious syphilis 
in this population. Historically the main mode of transmission of HIV infection exposure in 
Ireland has been injecting drug use, a practice that has occurred predominantly in the 
Dublin region. However the numbers of newly diagnosed HIV infections annually in 
intravenous drug users (IDVU's) have stabilised over the years. 

Genital Chlamydia 

In 2003 there were over 1250 persons diagnosed with genital chlamydia compared with 
910 the year before. Since 1994 the number of new cases notified (mainly from 
genitouninary medicine clinics (GUM clinics) increased twelve-fold from 86 in 1994 to 1250 
in 2003 (Fig.8). This increase could be due to a number of factors, increase in true 
prevalence, increased awareness of the condition by health professionals and improved 
laboratory testing. 
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Since genital chlamydia is usually asymptomatic, notifications underestimate the true 
prevalence of infection. There are very limited data on the prevalence in the region. These 
come from special screening programmes in different health settings. Reported rates vary 
from 9.5% among clients at an STI clinic in Dublin in 1999 (personal communication) to 
13% among a sample of clients at a Family Planning Clinic in Dublin (personal 
communication). 

Among men, genital chlamydia positivity on ligase chain reaction (LCR) testing of urine 
obtained from a sample of sexually active 17-35 year old male attendees at an orthopaedic 
outpatient department and at a third level sports complex, varied from 3% to 5.4%, 
respectively. (Personal communication). In the United Kingdom (UK), the prevalence of 
genital chlamydia infection varies from 1 % to 29%. 

Syphilis 

Syphilis is familiar to many people because of its ancient history and its presence in most 
countries. Early infections are characterised by ulcerative lesions at site of infection followed 
some months later by widespread skin, mucosal and systemic effects. If untreated, patients 
can go on to develop serious ill health including brain, heart complications, and disease in 
pregnancy which can be passed on to newborn babies. The disease is treatable with 
antibiotics but long-term follow up is essential. 

There was a dramatic increase in syphilis among men who have sex with men (MSM) since 
early 2000 (Fig. 9). The outbreak peaked in 2001 and since then there has been a 
reduction in the number of notified cases affecting MSM. 
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A total of 803 syphilis cases were reported both through clinical notifications and enhanced 

surveillance forms from 2000 to December 2003 of which 61.3% (492) were early 

infectious. The Department of Public Health has agreed to continue enhanced surveillance 

in collaboration with clinicians and NDSC due to the serious nature of the illness and the 

emergence of infection in the heterosexual community 

Crisis Pregnancy/Teenage Pregnancy 

Teenage pregnancy is a public health priority and a challenging issue to be addressed by 

statutory, voluntary and community organisations. In 1998 Ireland had the third highest 

rate of teenage births in Europe. In the eastern region the reported number of teenage 

pregnancies were: 

Year Number 

1998 

1999 

2000 

2001 

2002 

1,391 

1,441 

1,332 

1,117 

1,227 

A report from the Crisis Pregnancy Agency in November 2002 indicated that 41 % of teen 

mothers in Ireland were in households with income in the lowest 20%. Furthermore, 73% 

of Irish teen mothers had less than secondary education and 69% were not in active 

employment. Of these teen mothers, 42% were without a partner. 

Sexual Health Service Update 2004 

STI Services 

The Mater has recently appointed a professor of medicine who is a consultant in 

infectious diseases. 

GPs, especially those attached to primary care teams, have expressed interest in setting up 

dedicated sexual health clinics. Meanwhile, the Well Woman Clinic and Irish Family 

Planning Association have set up dedicated STI screening in two clinics in Dublin but these 

are not funded. 
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Chlamydia screening 

A pilot study of chlamydia screening of antenatal women has been conducted at the 
Rotunda. There have been almost 1000 women screened to date. A final report is awaited. 
Data is available in relation to 695 of which 5% are chlamydia positive on testing by PCR. 
There have been a few small, unpublished studies in relation to prevalence in various 
settings. Prevalences ranged from approximately 9% in Family Planning Clinic and STI clinic 
settings to 3% among men attending orthopaedic outpatient clinics. Special clinics screen 
women including well woman clinics, family planning clinics, and student's health clinics. 
There are ad hoc screening initiatives in primary care. 

Emergency planning 

A regional committee has been established to ensure that national guidance in relation to 
influenza/SARS/biological threats is implemented. The regional committee's work will 
mirror that of the national group. The main functions of the group are to ensure an 
adequate health response in relation to emerging threats. It is imperative that we remain 
alert for the recurrence of SARS. Specialists in Public Health Medicine conduct surveillance, 
develop guidance and plans both at national and regional level and ensure plans are 
implemented. The National Public Health Emergency Plan will be implemented in line with 
national recommendations. 

Guidelines in relation to SARS have been distributed to all acute hospitals and individual 
acute hospitals have been asked to draw up a SARS preparedness plan for their institution 
having regard to the guidelines. 

In addition, SARS guidelines specifically for primary care and the community have been 
circulated to GPs and AHBs. AHBs have been asked to order and stock packs of personnel 
protective equipment that could be distributed to GPs at short notice should the need arise 
and would be available for use by other appropriate community health personnel. Further, 
each of the AHBs have been asked to identify a facility that could be used for quarantine 
purposes at short notice should the need arise. 

A Specialist in Public Health Medicine has been nominated to participate on the Infection 
Control Team in each of the acute hospitals in the region. 

Pictured at the launch of 
the Report on the Nursing 
Contribution to the 
Intellectual Disability 
Services were Ms. Shiela 
O'Malley, Director of the 
Nursing and Midwifery 
Planning and 
Development Unit, ERHA, 
Mr. Michael Lyons, 
Regional Chief Executive, 
ERHA, Ms. Eithne Cusack, 
Assistant Director NMPDU, 
ERHA, and Ms. Aishling 
Cuihane, NMPDU, ERHA 
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The strategic responsibilities of the NMPDU involve the planning and commissioning of nursing 
services within the region, professional and practice development and workforce planning of all 
nursing and midwifery resources and services within the region. 

The NMPDU contributes and to supports ongoing reform at regional and local level. 
Fundamental core activities include practice development, professional development and 
workforce planning. 

Key Activities of 2004 

Service Planning and Commissioning 

The NMPDU works in partnership with service planners and commissioners in the ERHA to 
identify service needs and developments within the region. This has involved the development 
of training and the role of the Health Care Attendant/Home Help in a community setting. 

A project is being undertaken in relation to researching role development of nurses within 
mental health services regionally. A comparable project relating to the researching and 
development of the role of the Public Health Nurse and community nursing has 
commenced to inform the implementation of the primary care strategy. 

The NMPDU and Primary Care Directorates have commissioned a research study into role 
development of General Practice Nurses in partnership with the ICGP. 

Rostered Placements for students on the Degree Programme 

UCD was the first university in the country whose students came out on clinical placement 
for the rostered year. The NMPDU works closely with the DOH&C, HEI's and Service 
providers in the region, in relation to the impact and implications of the student nurses 
from the undergraduate degree programme commencing their rostered placements. This 
has involved identifying the associated service, cost pressures, exploring realistic staff nurse: 
student replacement ratios and working closely with the HEI to develop flexible initiatives 
relating to the rostered year. 

Midwifery Domiciliary and Early Transfer Home Scheme 

The NMPDU led on this community initiative in the East Coast Area in partnership with the 
National Maternity Hospital, Holies St. 
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Leadership/Management 

Centres of Nurse Education (CNE): The NMPDU regularly meets with the Boards of 
Management and Directors of the Centres of Nurse Education. A variety of clinical skills 
based continuing education programmes have been commissioned through the Centres for 
Nurse Education in response following the completion of a regional needs analysis. A number 
of skills/competency programmes will support the development of capacity in community. 

Management & Leadership Development: The unit is involved in the planning, delivery 
and evaluation of a range of management development programmes for all levels of nurse 
manager. A total of 100 Nurse Managers from the three Area Health Boards in the Eastern 
region have attended these programmes in 2004:- 34 Assistant Directors of Nursing, 35 
Clinical Nurse Manager 2 and 31 Clinical Nurse Manager 1. The programmes were 
evaluated positively from a variety of perspectives. 

Leading an Empowered Organisation (LEO): A needs analysis was undertaken by the 
NMPDU. The results identified the need for leadership and team building within the 
nursing profession. A total of 195 staff have completed the LEO programme from the 
three Area Health Boards in 2004. We are currently developing a train the trainers 
approach to the further extend the LEO training in the region. It is anticipated that 14 staff 
will be recruited to undertake the programme to become LEO trainers in 2005. 

Involvement in the Integrated Management Reporting process (IMR): The NMPDU 
supports the ERHA with their role in the monthly and bi-monthly IMR meetings with the 39 
provider agencies. This has involved the collection and collation of supporting data relating 
to the use of agency nurses/overtime within the region and an overall monitoring of this 
process in relation to the trend in nursing employment in provider organisations - which is 
collected by HR. This resulted in a detailed analysis of the costs associated with 
agency/overtime. 

Equality: The NMPDU is involved in the cross directorate project within the ERHA to 
progress work within the region in response to the Equal Status Act and Equal 
Opportunities legislation. The NMPDU is responsible for chairing the Equal Opportunities 
subgroup of the Authority. The work in 2004 related to the roll out of training for ERHA 
Corporate staff on the Equality Act 2004 and the Dignity at Work Policy issued by the HSEA 
in 2004. 

Education and Training of Nurses and Midwives 

The NMPDU in consultation with the Directors of Nursing in the three Area Health Boards 
undertook training needs analysis of nurses in these areas and commissioned education 
and skills based programmes in partnership with Human Resource Directorates. 

Sponsorship for Public Health Service employees wishing to train as Nurses: The 
NMPDU manages and co-ordinates the sponsorship scheme that supports 15 Public Health 
Service employees train as nurses. It is available to employees such as Health Care 
Assistants and Ward Attendants who have minimum of two years' clinical experience and 
who are directly involved in the delivery of care to patients/clients within a nursing context. 
The sponsorship scheme is in its third year. A total of 56 public health service employees, 
who successfully met the DOH&C criteria, made an application in 2004 and 15 have been 
successful, thereby meeting our allocated quota for this initiative. 
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Health Care Records on Trial: This one-day programme addressed the practical implications of 
healthcare records for nurses in the region. It linked the professional requirements as outlined by 
the profession with the legalities of writing nursing reports. In 2004 this programme was 
facilitated on 6 occasions throughout the region for nurses employed by the three health boards 
and 200 staff attended. Evaluations of the programme have been very positive. 

Developing Excellence Programme for Registered General Nurses working in the 
community: This programme was developed in collaboration with Public Health Nurses and 
Registered General Nurses in the community. The programme recognized the need to provide 
educational and development opportunities for this staff group. The programme was 
delivered by the RCSI. 

ICT Training for senior nurses: This is a co-ordinated training in ICT for senior nurses across 
the region. This is a one-day training programme funded by the DOH&C. This is the third 
year that this training has been running and to date approximately 340 senior nurse managers 
have attended. 

Professional and Practice Development of Nurses 
and Midwives 

The NMPDU works in conjunction with the Service Providers in the eastern region in the 
planning, commissioning and development. During 2003/04, a database was developed in 
consultation with the National Council for the Professional Development of Nursing/Midwifery 
for the Eastern Region. Its purpose is to provide a regional resource for the management of 
information relating to posts and post-holders. In addition, it provides a regional tracking 
system to manage the clinical nurse specialists currently approved across the region and 
provides access to timely reliable consistent information for all key stakeholders in this process. 
It involves approximately 800 CNS/CMS approved posts and 16 ANP/AMP approved posts; 
more are currently under development. 

Practice Development Initiative: A five-day programme aimed at services that do not have 
practice development co-ordinators in post was developed in 2004. This programme was 
undertaken in partnership with the National Practice Development Association and the RCSI and 
was funded by the National Council for the Professional Development of Nursing and Midwives. 

Community Clinical Placement Co-ordinators: In September 2003 a one year national pilot 
project was commenced to introduce CPCs in the community to support student nurses 
undertaking the general nursing degree programme while on clinical placement in the 
community. Public Health Nurses were recruited as CPCs in the community and a total of six 
community CPCs were identified nationally in both urban and rural settings. The NMPDU was 
the project leader in the eastern region and as part of this process provided a three week 
preparation programme for all community CPCs nationally. Additionally, a programme for 
Directors of Public Health Nursing who have line management responsibility for the appointed 
CPCs was provided. An evaluation of the project was undertaken and this report has been 
presented to the DOH&C. 

National Council Funding: The NMPDU is actively involved in the identification, development 
and processing of projects relating to professional and service development. This process 
involves the identification of professional/service initiatives, assisting organisations to prepare 
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bids, the development of regional bids, ensuring that all bids are in line with ERHA/DOH&C 
strategies, co-ordinating funding and monitoring the development, delivery and evaluation 
of these education/professional development programmes. Funding is granted through the 
National Council for Programme Development of Nurses and Midwives. 

Regional Practice Development Project for the Development of Gerontological 
Nursing: The overall aim of this project is to improve, enhance and develop nursing care 
delivered to older people within the eastern region and to share practice initiatives locally 
and regionally. Currently three project officers are in post and are progressing this project 
regionally as well as progressing the national agenda relating to older person nursing care. 
Communication of the project has included facilitating workshops in the three geographical 
areas with all staff groups and user representatives during which the project proposal and 
the anticipated process of its roll out was discussed. 

Workforce Planning 

Supporting the Integration of Human Resources into Service Planning process: The 
NMPDU and the Human Resources Directorate in the ERHA secured funding under the 
Action Plan for People Management and The National Council for the Professional 
Development of Nursing and Midwifery to commission a training programme to integrate 
Human Resource Planning within the Service Planning Process. The programme was 
developed to train Senior Resource Managers and Senior Nurse Managers (Directors of 
Nursing and Assistant Directors of Nursing) together. This involved a three-day skill- based 
programme delivered by the Institute of Public Administration together with Directors from 
the ERHA. 

Nursing Recruitment: A number of nursing recruitment initiatives have been initiated by 
the NMPDU to address the challenges that face the Health Boards in recruiting nursing and 
midwifery staff. This has involved working closely with Directors of Nursing and Midwifery, 
Directors of HR and senior staff in Eastern Health Shared Service (EHSS). Local and national 
advertisements were placed in newspapers and radio campaigns were mounted. A website 
with recruitment details has also been set up. A centralised application process for student 
Public Health Nurses was also piloted by the NMPDU, which resulted in a successful 
recruitment campaign. 

Promoting Nursing as a Career - The unit established a inter-disciplinary group to plan, 
develop and implement short, intermediate and long-term strategies to promote nursing as 
a career. Specific recruitment campaigns are timed with the National CAO procedure. 
A series of approaches were undertaken by the Health Service Providers and include: 
advertising campaigns, visits to schools, attendance at recruitment fairs, open days in 
health care Institutions, facilitating transition students, CD and promotional material and 
Developing videos for various specialties. 
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Turnover: The NMPDU collected and collated the turnover figures for all nurses within the 
region. The region had an overall response rate of 93% from 457 organizations, as 
follows: East Coast Area Health Board - 97% returns, South Western Area Health Board -
88% returns and the Northern Area Health Board - 96% returns. 

Whole- t ime Equivalent Mean Turnover Rate: 

NAHB SWAHB ECAHB 
Year 2002 
Year 2003 

16.45% 
12.60% 

11.77% 
11.09% 

15.02%o 

12.29%o 

Improving working lives Project: In 2004, the NMPDU actively participated in a regional 
project relating to improving working lives of staff. This is recognized as an important 
factor in increasing the retention of nurses within the provider agencies. 

Government to Government Recruitment Initiative: This pilot project was carried out 
in the East Coast geographical area across both statutory and voluntary providers. A 
government-to-government agreement has been established with Spain and staff recruited 
commenced work in February 2004. 

Midwifery Turnover Study: In partnership with the three Dublin Maternity Hospitals a 
project investigating the factors influencing recruitment, turnover and retention in 
midwifery has now been completed. The findings have informed and influenced 
developments within the hospitals in relation to workforce planning, people management, 
and service development. 

Nursing Workforce Demand / Supply: In response to the projected lack of supply of 
nurses in 2005/2006 due to the alterations in nursing education from a three year Diploma 
programme to a four year degree programme, historical and projected data has been 
collected from the public service providers within the region. The data collected includes a 
breakdown of inflows and outflows of nursing staff per organisation. Work is ongoing to 
progress this together with the national network and the DOH&C. 

Subgroups of the national network undertook specific work relating to workforce supply 
and have developed a discussion paper on this in 2004. 

Return to Nursing and Midwifery Practice: The unit in collaboration with An Bord 
Altranais contacted approximately 3,500 nurses with details of the nurse recruitment 
campaign and advised them of the opportunities to return to work in the eastern region. 
A national project examining many aspects of RTNP programmes has commenced. 

Healthcare Attendants Certificate: In response to the DOH&C directive 37/2004 the 
NMPDU has a regional remit to support and direct the Center's for Nurse Education on the 
roll out of the Healthcare Assistant Certificate programme. This programme will contribute 
to creating a flexible and responsive manpower resource that can respond to the changing 
needs in the health service. 

A total of 240 Health Care Assistants commenced the programme in September/October 2004. 
A further 110 participants will commence the programme in 2005. The NMPDU collected and 
submitted data to the HSEA relating to programmes that had been delivered. In 2004, 238 
Health Care Assistants completed the programme, which commenced at the end of 2003. 

p162 



Nursing and Midwifery Planning and Development Unit 

National Council Funding 

The NMPDU is actively involved in the identification, development and processing of projects 
relating to professional and service development. This process involves the identification of 
professional service initiatives, assisting organisations to prepare bids, the development of 
regional bids, ensuring that all bids are in line with ERHA/DOH&C strategies, co-ordinating 
funding and monitoring the development, delivery and evaluation of these 
education/professional development programmes. Funding is granted through the National 
Council for Professional Development of Nurses and Midwives. Examples of projects funded 
are as follows: 

Solution Focused Approaches in Mental Health Nursing 

Management Development Programme for Clinical Midwife Managers 

Graduate Diploma/Master of Science Programmes in Gerontological Nursing 

Graduate Diploma/ Master of Science Programmes in Oncology Nursing 

Competency Development Programme for High Dependency Nursing for Ward 
Based General Medical and Surgical Nurses 

Graduate Diploma in Medical /Surgical Nursing 

Action Learning Sets for Intellectual Disability Nurses 

Graduate Diploma and Stand Alone Modules in Intellectual Disability Nursing 

Nurse Practice Development Programme 

Looking into the Future - a one-day conference for I.N. nurses 

Clinical Supervision for Palliative Home Care Nurses 

Electroconvulsive Therapy Training for Registered Psychiatric Nurses 

Integrating Workforce Planning into Service Planning and Management Practice 

Developing the Future of Return to Nursing and Midwifery Practice Programmes 

Caring - The Greatest Challenge: A one-day national conference examining the concept 
of caring within nursing. 

Funding for education programmes: In collaboration with the finance department 
within the ERHA, the NMPDU co-ordinated the allocation of funding for these programmes 
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In 2004... 

Paediatric video launch 

A video to promote sick children's nursing as a career: "There is no such thing as an 
average day", was launched by the Chairman of the Eastern Regional Health Authority, 
Aid. Joe Doyle. The video was developed in partnership with the three children's hospitals 
in the region and the Nursing & Midwifery Unit, in the ERHA. 

Attending the launch of the video were, from left, Ms. Eithne Cusack, Assistant Director of Nursing & Midwifery, Nursing 
and Midwifery Planning and Development Unit, ERHA; the Chairman of the ERHA, Aid. Joe Doyle; Ms. Rita Collins, 
Director of Nursing, Children's University Hospital, Temple Street; Ms. Geraldine Regan, Director of Nursing, Our Lady's 
Hospital for Sick Children, Crumlin; Ms Emily Logan, Director of Nursing at the National Children's Hospital, AMNCH; 
Mr. Jim Breslin, Director, Planning Commissioning and Change, ERHA, and Ms. Shiela O'Malley, Director, Nursing and 
Midwifery Planning and Development Unit, ERHA. 

At the presentation of the 
Derek Dockery Awards 
were, the Regional Chief 
Executive of the Eastern 
Regional Health 
Authority, Mr. Michael 
Lyons with Mrs. Mary 
Dockery, widow of the 
late Mr. Derek Dockery in 
whose name the Awards 
were established, 
Ms Marian Brennan, 
Ms Mary O'Reilly of the 
Balseskin Outreach Clinic 
team which won the 
overall Award for 
Innovation, and the 
Chairman of the Interim 
Health Services Executive, 
Mr. Kevin Kelly. 

Enjoying the showing of the new video to promote sick children's nursing as a career at the official launch. 
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Current Service 

Corporate services is responsible for regional initiatives in areas such as people 
centeredness, innovation and change, governance and Value For Money issues. It manages 
strategic planning, public affairs, legal affairs, human resources and organisation 
development, the communications interface between the public, state departments, Public 
Representatives and Board members, and office and facilities management. It leads the 
modernisation agenda and communications for the Corporate ERHA, plans ICT for the 
region, and has regional responsibility for the property portfolio. 

People Matter 

A people centred health service helps individuals to participate in decision making and 
supports, empowers and encourages them to have an increased involvement in the 
management of their care and treatment. This vision promotes transparency and 
accountability and places high value on treating people with dignity and respect. 

The National Health strategy focuses on the patient and Sustaining Progress requires 
enhanced customer services. Significant progress has taken place on these issues in 2004. 

The development and implementation of an action plan for 
customer care and service 

The Authority is developing a Customer Service Action Plan called "Think People". The 
Authority has undertaken a comprehensive survey of service users throughout the region 
whose views and opinions inform the action plan. When surveyed 40% of service users 
said that they would be willing to take part in focus/panel discussion groups on health 
issues. The findings from this qualitative research, combined with the quantitative findings 
in the survey, were presented at a special conference in November. 

The respondents indicated that the health service is performing well in its response to some 
issues of high importance such as: 

• Treating clients with respect and dignity 

• Giving clients the best treatment available including the new drugs and technology 

• Keeping people informed about their care and treatment 

• Providing information in a way that is easy to understand and interpret 

• Ensuring that health professionals have good interpersonal skills 

• Ensuring a sufficient level of privacy and confidentiality for those using the health services 

Respondents feel that there is room for the health service to improve on its performance in 
the following areas of high importance: 

• Providing a good range of health services within their local area 
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• Ensuring that health professionals listen to the concerns of patients/clients 

• Providing value for money 

• Responding to the needs of service users 

• providing an effective complaints procedure 

The survey also found that 46% of respondents indicated their willingness to participate in 
designing more personalised healthcare and this is one of the issues to be addressed in 
focus/panel meetings. 

Links have been developed with other information bodies, such as National Health Services, 
UK Clinical indemnity Scheme and Ombudsman's Office. 

The implementation of the Authority's framework for the enhanced 
and effective handling of complaints 

The Authority undertook a review in 2001, and subsequently presented a new framework 
for handling complaints, which was launched by the Chairman of the Authority in 
September 2003. This framework was informed by a very wide consultation process 
throughout the region. When the review was undertaken there was no standardised 
approach to complaints throughout the region and there were no staff training 
programmes for complaints managers. The benefits of the new framework include: 

• A co-operative ethos of dealing with complaints together through an agreed system of 
independent and peer review 

• A standardised approach to complaints handling throughout the region resulting in greater 
equity for the patient/client 

• A simpler process makes it easier for patient/clients to make complaints 

• Minimising length of time to resolution 

• Common principles and procedures that ensure a standard comprehensive complaint record 
and make the task of the Authority audit and the Ombudsman (should the complaint reach 
this stage) easier. 

• Independent chairing of reviews that introduces an objectivity and fairness for the 
complainant and the person against whom the complaint is made. 

• Training for complaints managers that increases their investigative skills. 

The IT system and procedures currently in use in ERHA Corporate for tracking 
correspondence such as PQs, representations and complaints is being modified to improve 
efficiency in response rates and analysis, and to prepare for and to incorporate the pending 
structural realignment changes in January 2005. 
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Customer care person-centred initiatives 

The Authority is currently piloting a number of initiatives to promote needs-led, seamless 
and integrated models of care. 

• First Patient is a joint initiative of the Eastern Regional Health Authority, Adelaide and 
Meath incorporating National Children's Hospital, Tallaght, and South Western Area Health 
Board. A number of improvements have taken place to date as a result of the project. 
Master classes for the project team and the wider group of staff involved with the patients 
throughout the hospital and community were held in March 2004. A conference for a 
wider audience was held in the hospital in April 2004 to inform of the principles of the 
project generally, its progress to date and proposed plans for the project. A proposed 
action plan details the model that will be used by the team to bring about improved 
patient centredness and these improvements will be monitored and evaluated over time. 
Patients are involved in the consultation process and their feedback determines the success 
of the project. 

• Keeping People Well - The Carnew Initiative. The aim of this initiative is to empower and 
enable people to accept responsibility for their own healthcare. It shows how a small rural 
community can shape and model their own healthcare with the appropriate supports. This 
initiative was submitted for the Third Quality Conference (3QC) for Public Administrations 
in the EU which took place in Rotterdam in September 2004. It was one of six projects 
chosen from the health sector to attend the conference and was the only health sector 
project which was awarded funding to attend at the national showcase of the conference 
which took place in Dublin Castle, Limerick and Sligo in July 2004. The people of Carnew 
held a workshop to expand the initiative. 

Advocacy 

To support the emergence of advocacy, the Authority developed a framework with the 
assistance of Dr Michael Kendrick who is an acknowledged, international expert on 
advocacy. The work plan for 2004 included: 

• To strengthen the number and quality of service user shared decision making models 

• Demonstrations on how service user involvement makes a difference to the service 
they receive. 

• To develop creative ways to change obstacles to good customer care 

• To organise training programmes on: 

- Person centred models of care 
- Service innovation 

- Empowerment 

• Consultation with and participation of Board members/service users/service providers. 

A number of training sessions took place for staff and clients in the region. 
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Derek Dockery Innovation Awards 2004 

The awards, initiated in 2003, aim to promote a culture of innovation and learning 
throughout the health services in the region. A very successful workshop was attended by 
staff throughout the region in March 2004 to raise awareness and present last year's 
winners and launch this year's awards. In 2004 a total of 40 applications were received. 
The awards have earned recognition throughout the region and generate interest in 
innovation and provide an opportunity for staff to network and learn from each other. 

The ERHA organised the awards ceremony which was attended by over 400 staff from the 
region. The applications were showcased at the workshops, display exhibition and awards 
ceremony which took place on 21st October. Mr Kevin Kelly, Executive Chair, Board of the 
Interim Health Services Executive presented the awards. In addition, in the interest of the 
ongoing reform and modernisation programmes, it is proposed to extend the scheme to 
the health services nationally in 2005. 

Innovation and Change 

Partnership 

The Authority has been effective in developing a partnership approach internally with staff 
and externally with clients, as demonstrated above. A Workplace Partnership Committee 
was established in June 2004 in the Eastern Regional Health Authority under the auspices 
of the Health Services National Partnership Forum. An inclusive approach has been taken 
based on trust, which properly recognises the talent and commitment of all staff and 
management at the Eastern Regional Health Authority. Monthly meetings have been 
arranged. The committee is currently developing a work programme and is producing a 
newsletter. They have contributed to the development of the equality agenda and have a 
nominee on the Eastern Regional Health Authority internal equality group. 

Training and Development 

The Authority has been fully supportive of meeting the training and development needs of 
staff and a number of activities took place in 2004. The Authority funded staff to attend 
related third level courses and developed a recognised diploma in change management 
with National College of Ireland, with 25 staff attending. A series of master classes 
delivered by experts in their field was well attended by staff. Interview training was 
provided to all staff and further needs that have been identified are being addressed. 
The Authority commenced a programme of the development of voluntary Personal 
Development Plans. A number of staff were offered executive coaching and this is 
being extended. 

A training plan is being developed for 2005 which will be based on results of the survey of 
staff, and necessary skills for roles, particularly people management skills. 
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Corporate Policy and Proceedures 

The Authority developed policy and procedures manuals for use by line managers and 
organised briefing sessions in a number of areas including HR, Equality, Induction, FOI, 
Data Protection, Purchasing, Procurement and Tendering. 

Governance and accountability 

The Board of the Authority was dissolved in June 2004, The Authority continues to 
progress its work programme and take accountability through its relationship with the 
Department of Health and Children and management team meetings. In addition, any 
decisions which were formally reserved functions of the Board are reported on in the 
monthly Integrated Management Reports (IMR) to the Department of Health and Children. 
The Authority continues to manage the property portfolio, using monies raised from 
property disposals to fund development of much needed services for patients and clients. 

Health Services Reform Process -
Local Change Programme 

Context 

In response to the Government's announcement of the Health Services Reform Programme 
in June 2003, Senior Management in the Authority initiated a programme of Local Change 
within the Authority. The objectives of the Local Change Programme are to: 

• Ensure clarity of information and transparent communication flow 

• Support staff during the changes, individually and collectively 

• Sustain stability during the time of change 

• Ensure a positive environment for staff and the organisation 

• Prepare staff for the change. 

The Authority put in place a Change Management Team, consisting of senior management 
and Local Change Link People representing each Directorate. The team is led by a Local 
Change Agent facilitated through the Regional Chief Executive's Office. In the wider 
Eastern Region context, a regional change network of Local Change Co-ordinators from the 
39 agencies in the Easter Region link with the Local Change Agent. 

An education and training programme for staff is in train to ensure that all staff are 
equipped, understand and appreciate how the trends in the emerging culture impact on 
the expectations and needs of service users. 
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The objectives of this directorate are to quantify the range and provision of health and 
personal services in the East, evaluate the appropriateness and effectiveness of these 
services and assess the level of integration between the range of services towards a 
seamless service experience for patients and clients. 

In quantifying the range and provision of health and personal services, the Directorate has 
developed and implemented a wide range of tailored monitoring mechanisms and systems 
designed to capture information on the inputs, processes, outputs and outcomes of health 
service utilisation by patients and clients. 

In parallel the Directorate also undertakes a range of evaluations and research projects 
designed to identify need, review in-depth the operational efficiency and effectiveness of 
health services in a variety of settings (e.g. in hospitals, in the community, in specialised 
services, etc), and measure the extent to which services meet identified needs. 

The Directorate of Monitoring & Evaluation is responsible for the process of monitoring and 
evaluating the activities commissioned by the Authority through provider agreements with 
36 Voluntary agencies and three Area Health Boards. The role of the Directorate is to 
monitor performance against agreed targets and to evaluate the extent to which the 
service delivered contributes to the overall achievement of the Authority's aims and 
objectives. In performing these functions the directorate is guided by the core principles of 
efficiency, effectiveness, equity, quality and accountability. 

Our initiatives aim to continually highlight the quality and effectiveness of services provided 
to people within the Eastern Region as well as to identify opportunities for the 
improvement of services. Information derived from the directorate's functions and 
processes allows for the systematic review of the provision of services from a variety of 
perspectives and most fundamentally allows for the measurement of the holistic provision 
of services to clients. 

During 2004, the Directorate continued the expansion and development of its monitoring 
systems across hospital services, primary, community and continuing care services and a 
range of other agencies within the East. The Directorate, as part of its performance 
management system, continued to participate in the National Performance Indicator 
process and collated information for the Eastern Region component of this Performance 
Indicator process. 

In 2004, a number of objectives were identified as key in the area of monitoring 
and evaluation: 

• To identify progress on the Service Plan, the National Health Strategy and the 
modernisation agenda of Sustaining Progress 

• To monitor critical areas of service provision to clients 

• To review important areas of service provision toward the more efficient and effective 
delivery and integration of services 

• To profile service activity in anticipation of health reforms 

Specifically, the Directorate implemented a number of key monitoring mechanisms in 
relation to critical areas of provision such as older person services, A&E, specialist hospital 
services and social inclusion services. In parallel, evaluations undertaken among others 
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targeted the operation of Out-patient Departments in hospitals, the extent of hidden 
homelessness in the region and youth advocacy services. 

The overall impact of the Directorate approach has positively impacted on the business 
processes within the health services. Such impacts have included: 

• Increased systematic involvement of the views of service users in the planning and 
evaluation of services 

• Increased understanding of the factors and barriers facing clients accessing services 
including services from multiple service providers 

• Increased timely reporting on activity trends across the health services 

• Increased understanding of the needs of clients and demands on health services 

• Increased use of high quality information in decision-making across the health system 

• Increased culture of accountability and responsiveness 

• Increased pace of innovation in responding to clients needs from results of evaluations 
and research. 

A continued key objective for 2004 was the development of integrated monitoring systems 
that allows information on the activity and throughput of clients from different forms of 
services to be tracked. This information will be very significant in the profiling of services 
provided across the region during the health reform process. 
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Financial Out-turn 2004 

The consolidated Income and Expenditure Account and Balance Sheet, along with the 

comparatives for 2003, are shown overleaf and the key elements are as follows; 

• The determination for the year was €3.433 billion and expenditure against the 

determination amounted to €3.430 billion (excluding the opening surplus of €1.6m), 

resulting in an overall surplus of €4.89m.The analysis of expenditure by care group is 

identified in the diagram below: 

• Capital expenditure amounted to €160.97m for the year. This represents capital 

expenditure by the three Area Boards together with capital grants to the 36 agencies on 

the second schedule to the Health (Eastern Regional Health Authority) Act, 1999. Capital 

receipts from the DOHC are shown at €148.77m, which includes all amount, due at the 

year-end on approved projects. The following graphs show capital expenditure per the 

consolidated financial statements, analysed by care group. 

Capital Expenditure by Agency Type for the year 

Prompt Payment of Accounts 

The Eastern Regional Health Authority complied with all its obligations under the European 

Communities (Late Payment in Commercial Transactions) regulations 2002 which came into 

force on the 8th August 2002. The regulations required the Eastern Regional Health 

Authority to pay for the supply of goods and services by the "prescribed payment date". 

If the Authority fails to make a payment to a supplier by the prescribed date, interest is to 

be paid to the supplier. It was the policy of the Eastern Regional Health Authority to 

ensure that all invoices were promptly paid. 

Interest payments of €2,444 were paid by the Eastern Regional Health Authority for 

the year ended 31 December 2004, where payments could not be made by the 

prescribed date. 
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Consolidated Summary Income and Expenditure Account (Non-Capital) 
for 12 months ended 31/12/2004 

LINE Year ended 

31/12/2004 

Year ended 

31/12/2003 

1 Surplus/(Defidt) brought forward 

1(a) Prior Year Adjustment 

Net Surplus Brought Forward 

2 Net Health Service Expenditure 2004 

By ERHA 

By Northern Area Health Board 

By East Coast Area Health Board 

By South Western Area Health Board 

Determination by ERHA to Voluntary Bodies 

3 Sub Total 

4 Total approved determination from DOHC 

5 Surplus/(Deficit) carried forward 

(16,957,307) 

(640,725,995) 

(397,201,948) 

(540,137,250) 

(1,835,298,719) 

€ 

1,454,651 

161,714 

1,616,365 

(3,430,321,219) 

(3,428,704,854) 

3,433,600,000 

4,895,146 

€ 

(20,047,614) 

0 

(20,047,614) 

(3,154,218,735) 

(3,174,266,349) 

3,175,721,000 

1,454,651 

PROGRAMME ANALYSIS OF REVENUE EXPENDITURE AND INCOME 

LINE 
NO 

PAY NON-PAY DETERMINATIONS GROSS 
TO VOLUNTARY EXPENDITURE 

BODIES 

INCOME YEAR ENDED 
2004 NET 

EXPENDITURE 

YEAR ENDED 
2003 NET 

EXPENDITURE 

a 

b 

c 

d 

e 

General Hospital 

Programme 

Special Hospital 

Programme 

Community Care 

Programme 

Central Services 

TOTAL 

(230,024,012) 

(197,656,780) 

(215,350,585) 

(50,695,333) 

(693,726,710) 

(199,965,229) 

(160,001,059) 

(555,132,841) 

(67,737,193) 

(982,836,322) 

(1,835,298,719) 

(1,835,298,719) 

(2,265,287,960) 

(357,657,839) 

(770,483,426) 

(118,432,526) 

(3,511,861,751) 

36,688,094 

11,717,182 

23,720,562 

9,414,693 

81,540,531 

(2,228,599,866) 

(345,940,657) 

(746,762,864) 

(109,017,832) 

(3,430,321,219) 

(2,064,948,384) 

(310,909,773) 

(676,161,814) 

(102,198,765) 

(3,154,218,735) 
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BALANCE SHEET AS AT 31 DECEMBER 2004 
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Aims and Objectives of the Directorate 

The principle focus of the Authority in relation to ICT is on: 

• Establishing effective ICT programme management, including adoption of robust business 
case and project control methods to promote effective local implementation by providers. 

• Ensuring the universal availability of an effective ICT infrastructure, taking particular regard 
to security (including encryption, as appropriate), resilience and disaster recovery. 

• Implementation of technical and system standards, either national or locally developed 
(as required). 

• Deploying robust commissioning tools for planners and managers; harnessing operational 
data as much as possible. 

• Achieving clinical, resource management, consumer health, and administration system 
goals, as defined nationally or locally. 

• Enabling appropriate confidentiality of patient and patient related information. 

• Constantly improving value-for-money in relation to ICT procurement. 

• Re-aligning and refreshing the regional ICT Strategy in the context of: changes in health 
and health information policy; developments in national and regional organisational 
arrangements; national ICT programmes and governance structures; eGovernment priorities 
and infrastructure developments; and opportunities and constraints of the ICT 
supplier industry. 

Priorities 

Notwithstanding the detailed work undertaken in recent years within the region to define 
a relevant programme of ICT developments the focus in 2004 (as in 2003) was alignment 
with current DoH&C policy on ICT, which can be summarised in the following 
key statements: 

• Network Infrastructure - Roll-out of secure communications systems encompassing all 
health agencies, including extended access through internet and mobile technologies, and 
intranets and extranets. 

• SAP (Finance and PPARS) - Ongoing roll-out of SAP Financials & Materials Management, 
and PPARS. 

• Electronic Patient Records - Implementation of standardised Electronic Patient 
Record systems. 

• Primary Care ICT - ICT initiatives to support the priority primary care developments. 

• VFM - Value-for-money in ICT, through for example: the selective outsourcing of major 
components of the ICT Programme. 
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• eGovernment - The requirements mandated by Government as set out in the 'New 
Connections' and eEurope 2005 documents. 

These priorities are set within an overarching policy of an 'Enterprise-Solution Approach' 
to ICT. 

Health Reform - Beginning the Transition Process 

With regard to the Health Service Reform Programme, amongst the many levels at which 
this affected the context for ICT planning and investment decisions, key features were: 

• the greater centralisation of decision making regarding ICT; 

• the creation of a National Shared Services Centre (NSSC) as one of the three pillars under 
the Health Services Executive; and 

• the anticipated realignment of voluntary agencies currently directly funded by the ERHA. 

The aims and objectives pursued by the Authority during 2004 were formulated with 
regard to this context and in particular the constraints on NDP investment to complete local 
initiatives due to the rapid realignment of national investment prioritisation towards 
'Enterprise Solutions'. 

Regional ICT Steering Group 

In pursuing the key strategic ICT objectives in a focused manner the Authority established 
in 2003 a Regional ICT Steering Group which met throughout the year on a monthly basis. 
The group provided a focused leadership for regional and national initiatives. 

Engagement in Development of National ICT Strategy 

The Director of ICT of the ERHA engaged fully with a process under the aegis of HeBE to 
develop a national ICT Strategy for the 'Irish Health Services'. The final draft of this 
strategy was adopted by the Board of HeBE and is expected to provide a solid focus to take 
forward the wider agenda set out by Quality and Fairness. In relation to the ICT Strategy, 
the Authority has endeavored to ensure the fullest possible involvement and consultation 
with agencies in the region in relation to the scope, and the proposed plan set out. 
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G-VPN (Government Virtual Private Network) 

The Authority has had a key role during 2004 in taking forward the use of the Government 
VPN (Virtual Private Network) framework contract in relation to voice and data 
communications and services. The contract enables agencies to make real savings on the 
above, the levels of savings, dependent on an agency's current arrangements are anything 
between 5% and 30% compared to existing costs. 

Capital Investment in 2004 

In 2004 the Authority was pleased to be able to facilitate significant capital 
investment, including: 

• Over €1,200,000 for infrastructure including in relation to establishing extended local and 
wide area network communications, an effective disaster recovery capability. 

• Over €1,500,000 for front-line clinical information systems across the region in primary, 
secondary and specialist care sectors. 

• Just under €1,000,000 for financial resource management capability. 

• Just over €500,000 for other information system implementations across the region. 
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Planning Commissioning and Change 

The Directorate's responsibilities are underpinned by the aspects of Section 8(2) of the Health 
(Eastern Regional Health Authority) Act, 1999 that require the Authority to plan and arrange 
for the provision of services while having regard to the resources available. In discharging 
these responsibilities, the Planning, Commissioning and Change Directorate continues to 
develop and refine processes and skills in order to facilitate the strategic planning of 
integrated, quality services in response to identified and measured need and the 
commissioning of services to meet such needs from both the statutory and voluntary sectors. 
The Directorate also acts as a leading change agent seeking to bring about improvement in 
service delivery through the championing of good practice and innovative approaches. 

Sevice Plan. 

The Authority is required to submit its Service Plan to the Minister for Health and Children 
within 42 days of receipt of the annual letter of determination. The Service Plan sets out 
the projected activity for the incoming year, utilisation of available resources, planned 
development in services and monitoring arrangements for implementation of the plan 
during the year. Following intensive work by the staff of the Authority, members of the 
Finance and Property Committee and members of the Board of the Authority, the fourth 
annual Service Plan was adopted on 13 January, 2004 and submitted to the Minister for 
Health and Children. The Service Plan formed the benchmark against which progress was 
monitored, in association with the Board and the Department of Health and Children, 
throughout the year. 

Needs assessment. 

The Directorate seeks at all times to base planning firmly around identified and measured 
need. The planning process is also characterised by inclusiveness, transparency and 
partnership and close liaison with agencies, professionals and clients. 

The following is a list of reviews completed or underway in 2004 which seek to assess 
needs and plan the necessary reorientation and improvement in services required to meet 
these needs: 

• Review of Addiction Services 

• Health Resource Allocation review 

• Review of Child Abuse Assessment and Treatment services 

• Review of Resourcing of Childcare Services 

• Review of the extent of hidden homelessness among young people aged 16 to 21 years 
not accessing mainstream youth homeless services 

• A Regional Health Strategy for Ethnic Minorities 
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• Cardiovascular Angioplasty Stenting Review 

• Review of PET scanning 

• Review of services for clients with a mild intellectual disability and mental health problems 

• Review of aids, appliances and assistive technology for persons with a disability 

• Review of the first information and support available to parents who have a newborn with 
an intellectual disability 

• Review of Oncology Services 

• Review of Symptomatic Breast Cancer Services 

• Review of Paediatric Emergency Department Services 

• Strategic Plan for Maternity Services 

• Access to Intensive Care 

• Review of Cochlear Implants 

The Authority also works closely with the Department of Health and Children, Comhairle 
na nOspideal and other bodies carrying out service reviews nationally. 

Service agreements. 

The Authority is required to enter into written agreements with providers setting out the 
services commissioned in each year and the associated funding. The commissioning of 
services in each care area is based on principles adopted by the Board of the Authority and 
set out in preceding chapters. Details regarding the total services commissioned, both 
existing and new, are also set out in preceding care chapters. 

This was the fourth year that Provider Plan agreements were concluded and they 
underscore the accountability of both the Authority and the providers for the achievement 
of the most beneficial, effective and efficient use of resources. 

At the launch of the 
Framework for Arts in 
Health Settings were 
members of the steering 
committee, from left, 
Mr. Ray Bateson, Dublin 
Healthy Cities Project; 
Ms. Sheila Gorman, 
The Arts Council; 
Mr. Dara Carroll, Mater 
and Children's Hospital 
Development Ltd.; 
Ms. Monica McGill, 
Eastern Regional Health 
Authority, Mr. Liam 
Woods, Deputy Regional 
Chief Executive, Eastern 
Regional Health Authority 
and Ms. Maureen Browne, 
Director, Communications, 
Eastern Regional 
Health Authority. 
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Communications 

In line with the Authority's commitment to openness and transparency, the 
Communications Directorate: 

• Provided a 24-hours-a-day, seven-days-a week information service to national and local media 

• Maintained a constant input into breaking news stories to facilitate balanced and accurate 
coverage of our work. 

• Provided support on communications to each of the Authority's Directorates and to the 39 
service providers 

• Kept staff informed of health and personal social services coverage in the media. 

Publications 

• Produced regular editions of the ERHA Times and circulated these to all our provider 
agencies. These newspapers provided information on Authority policies, strategies and 
developments, services and service developments commissioned from our provider 
agencies, monitoring and evaluations carried out, staff appointments, health promotion 
campaigns and partnership projects with local communities. 

• Compiled and published the Annual Report 

• Facilitated the publication of ERHA corporate reviews and reports 

Internet & Intranet 

We maintained and developed: 

• The ERHA internet site which contains a comprehensive index of all public health services in 
the region as well as information on the Authority, its role, Board members and provider 
agencies (Q&F Action 44) 

• The ERHA Intranet which provides staff directories, information on current work projects in 
the different Directorates, details of payroll, educational courses, job vacancies in the 
region, the regional library services and the corporate social club activities. 

• The ERHA Board Members site which provided an online resource for members to read and 
download all board and committee meeting documentation, and any other important or 
topical information and news. 
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Human Resources 

In recognition of its achievements the Directorate received an additional €10,000 from the 
National APPM Committee to promulgate the Office for Health Management's Personal 
Development Planning Programme and the HSEA initiatives for Equality and Dignity at 
Work. At the Human Resources Forum held in June it was agreed to implement a specific 
training programme on the HSEA 'Dignity at Work Policy' to supplement the national 
initiatives being proposed by the HSEA. It was also agreed to develop a network among 
the smaller voluntary hospitals to facilitate them in implementing 'Train the Trainer' 
initiatives in order to enable the rollout of the Personal Development Planning programme 
among this sector. 

Occupational Health, Safety and Welfare 

A sum of €2.364m was allocated to support Occupational Health, Safety and Welfare 
initiatives in the region this year. Funding was used to support the provision of an 
Occupational Health Safety and Welfare Service in the provider agencies. These services 
include training, immunisations, counselling, ergonomic techniques, environmental 
monitoring, risk assessments, health promotion and the provision of personal protective 
equipment to staff. 

Allocations were based on the number of staff employed by individual agencies, 
content and quality of submissions, the nature of the work environment and previous 
funding received. 

Clinicians in Management 

The Authority allocated M€0.195 to support Clinicians in Management initiatives in the 
region in 2004. The funding was used to support the following initiatives: 

• Initiatives that facilitate and support clinical staff involvement in service planning, including 
training for management development, financial planning, devolved budgeting, IT skills, 
negotiation and communication skills 

• The formalisation of what constitutes good management for all managers, clinical and 
non - clinical, through the identification and use of management competencies 

• Actions relating to the development of improved communications and inclusiveness across 
the service with and between staff 

• Actions to develop and disseminate policies on staff management and best practice 
guidelines to clinical managers 

• Initiatives to train and support clients and patients to become more empowered 
service users 
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Allocations were based on the principles and actions of the APPM as set out by the 
Department of Health & Children; the potential for clinician involvement; the size of the 
organisation; previous funding received and the maturity of the CIM programme within 
individual organisations. 

Integration of Human Resources into the Service Planning Process 

A Human Resource Template detailing annual HR activity and associated costs was designed 
for inclusion in the 2003 Provider Plans by a working group of the regional Human 
Resources Forum. In addition, the Human Resources Directorate, along with the Nursing 
and Midwifery Planning and Development Unit were successful in securing 50,000 under 
the Action Plan for People Management and 8,900 from the National Council for the 
Professional Development of Nurses and Midwives to support a project to identify a 
customised development programme to support Human Resource Practitioners and Senior 
Nurse Managers in the Service Planning and Workforce Planning Process. The development 
programme was rolled out in the final quarter of 2004. This initiative will add value by: 

• Ensuring that HR/OD and Nursing issues are closely linked to Service Planning and delivery, 
to ensure a more co-ordinated approach and to eliminate duplication of effort 

• A more integrated approach will generate cost savings as service planning and recruitment 
will be done in tandem, thus eliminating delays 

• The status of HR Practitioners and Senior Nurse Managers will be enhanced as they will be 
increasingly viewed as key business partners in the service planning and workforce 
planning process 

• HR practitioners and Senior Nurse Managers and will have the skills and confidence to 
negotiate effectively in the Service Planning Process 

• Training/ Developmental or Educational initiatives initiated by the HR function and Nursing 
Administration in each agency will be closely linked to Service Delivery and quality 

HR Policies 

The HR and OD Directorate of ERHA is a member of the HSEA led working groups on 
Equality and Dignity at Work, with a view to promoting the outcomes of these working 
groups with provider agencies. 

Representatives from the Directorate also participate in a number of other national human 
resources and employee relations working groups including the National APPM Monitoring 
Committee, the National Administration Resource Review Group and National Review 
Group on Pharmacy Services. 
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Benchmark the HR Function 

The Regional HR Forum agreed to conduct a HR Benchmarking study in the region to build 
on the outcomes of the Regional HR Survey 2003. A working group representing provider 
agencies and the HR Directorate came together in 2004 to progress this work. The project 
has adopted a localised approach where a facilitator will work with a small number of 
agencies to identify benchmarks. From this process a template will be developed in 2005, 
which all agencies can utilise. 

Equality/Diversity and Dignity at Work Initiative 

In late 2002, an ERHA Working Group came together to progress the process of 
responding to equality in the region. This internal ERHA working group, which is led by the 
HR and OD Directorate, is represented by each Directorate in the organisation. In February 
2004 the ERHA approved actions pertaining to service planning and employment practice 
and work is ongoing in this regard. 

Equality Proofing of Service Provision 

The Authority has targeted the Regional Cardiovascular Strategy as a regional initiative that 
will be equality proofed. Equality promotion is being promoted through the Provider 
Planning process in 2004. The Authority is liaising with the Equality Authority in this work. 

Equal opportunities and diversity in employment practice at ERHA 

The ERHA has developed an equal opportunities/diversity working group, which includes 
representation from the Partnership Committee. In 2004 the group initiated an audit of 
the set of practices involved in selecting and recruiting staff, including permanent and fixed 
term contract posts and promotion opportunities, and involved the EHSS in this exercise in 
order to inform current practice and the reform of the health services process. Additionally 
the group has overseen the development of equality training for staff, including the 
implementation of the new national 'Dignity at Work' policy. 

Externally, the HR Directorate held a workshop on equality at the Human Resources Forum 
held in June and showcased equality initiatives in place in the region. The HR Directorate 
compiled a set of resources (training, CDs etc) for use by provider agencies. 

Following the receipt of additional APPM funding the Directorate implemented a regional 
training programme under the 'Dignity at Work' policy to supplement the work of the 
HSEA in this area. Finally, the health services in the region participated in a submission to 
the EU Equal fund by the Dublin-wide Equal at Work partnership with the purpose of 
eliminating barriers to employment in the health services by members on the grounds of 
the equality legislation. 
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Improving Working Lives Initiative 

In recognition of the Employer of Choice theme that underpins the Action Plan for People 
Management the ERHA initiated the 'Improving Working Lives: Becoming an Employer of 
Choice in the health services' project in 2003. The final report was launched in June 2004. 
This comprehensive report researched and catalogued international best practice in 
retention initiatives in the health and social care sector; outlined case examples of best 
practice initiatives in place in three provider agencies in the eastern region; highlighted 
policy goals and trends relating to retention initiatives in the workplace in the eastern 
region; and outlined a detailed action plan, including roles and responsibilities, for 
progressing best practice Employer of Choice initiatives in the workplace in the eastern 
region. This work is ongoing. 

Partnership initiatives 

ERHA Corporate established a partnership committee in June 2004 and a number of the 
Voluntary Hospitals are also progressing this area of work, supported by the HSNPF. 

Management Development Programmes 

A regional HR Survey carried out by the Authority in 2002 highlighted the need for the 
provision of development programmes to up-skill HR personnel throughout the region. 
The Survey identified five specific areas of training required: Conflict/Industrial 
Relations/Negotiation and mediation skills; Employment Legislation; Strategic HRM, 
Recruitment and Selection and Investigators Training. In 2003/2004 201 places were 
sponsored regionally on 15 training courses in relation to these topics. Following 
evaluation of the first programme, 190 places were commissioned on 17 programmes that 
ran from late 2004 to the first quarter of 2005. 

Regional Child Care HR plan 

Work continued in 2004 on aspects of the Regional Child Care Framework. The key 
initiatives for 2004 were: the upskilling of residential child care workers in light of the high 
percentage of unqualified staff in the region partly created as a result of the national 
decision to deem the national diploma in child care as a baseline qualification; continuing 
the four year programme funded by DoHC at the Dublin Institute of Technology to increase 
training places for residential child care workers; the development of learning and 
development initiatives for children and family workers, such as management development 
programmes and workplace supervision structures; and providing HR support to other 
structures of the regional childcare framework. 
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Employment Information Systems 

The HR Directorate continue to work closely with the Information Management Unit of the 
DoHC in relation to the development and validation of comprehensive monthly and 
quarterly employment returns. The Authority continues to represent the interests of the 
voluntary agencies in the eastern region on the National PPARS Project Board. Discussions 
with the National Project Office are ongoing to agree implementation timescales and to 
develop a resource plan to accommodate these within the national strategy. A briefing 
session for the voluntary agencies took place in July 2004 to progress this issue. Monthly 
Regional Steering Committee meetings continued to be held to progress phase II 
implementation of PPARS within the three Area Health Boards, EHSS and ERHA Corporate. 
A decision by the National Office resulted in a rescheduling of Phase II in the Eastern 
Region by extending the implementation date until September 2005, a slippage of nine 
months. Due to budgetary constraints, the progression of the programme for the voluntary 
sector was also deferred until 2005. 

Regional HR Forum 

The Regional Human Resource forum continued to take place on a quarterly basis during 
2004. The topics developed through this forum included the APPM, Partnership and 
Performance Management, Promoting Equality in Employment Practice and Service 
Provision and 'Improving Working Lives: Becoming an Employer of Choice in the Health 
Services'. The Authority has always endeavoured to respond to the needs and issues 
identified through this forum. 

EWTD - Non Consultant Hospital Doctors 

The Authority continued to work with the provider agencies to reduce from the current 
average working week of 75 hours to 58 hours by 1st August 2004 and to further reduce 
this to 56 hours by 1st August 2005. Progress is critically dependent on resolution of issues 
at national level. 

In 2004, a sum of €0.41 M was allocated to enhance medical education and training 
facilities on hospital sites. This money was used to improve library facilities and stock, 
purchase additional IT hardware and software, support E-learning initiatives, improve 
broadband access and provide videoconferencing facilities. M€0.28 was allocated to 
agencies to support facilities and resources to assist Medical Manpower Managers in 
their work. 
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HR Workforce plan in Primary Care 

The HR Directorate continued to be involved in this project, which is part of the Regional 
Primary Care Strategy by developing a Human Resources Action Plan. This work is now 
complete and the final Report was published during the third quarter of 2004. 

Job Evaluation Scheme Clerical/Admin 

With the establishment of the Eastern Regional Health Authority in March 2000, one of the 
functions devolved from the Department of Health & Children to the ERHA was the Job 
Evaluation process for Administrative/Clerical posts (Grade III to Grade VI) and Supplies 
Officer posts for all of the 39 agencies in the eastern region. The scheme provides an 
independent system to analyse the relative content of posts in order to assess the 
appropriate grade at which posts should be placed. 

Subsequent to this devolution, the Authority was also assigned responsibility for the 
monitoring of grade drift in line with the requirements of Circular 5/2003 through IMR's 
and employment control reporting. The Authority has relied on the scheme to control 
grade drift and provide consistency in the ranking of posts throughout the region. 
To date, management throughout the region has in the Authority's view complied with 
the requirements of this independent scheme in determining the need for upgradings. 

Job Evaluations are carried out following a request from an agency to the Authority. 
An evaluation is designed to assess the post itself rather than the performance of the 
individual and as such, does not constitute a job interview. In 2004, the Authority 
conducted 90 evaluations 

The Health Service Reform Programme 

The Authority actively ensured effective communications and consultation to all staff and 
agencies on aspects of the Health Service Reform Programme. The Human Resource and 
Organisation Development Directorate continued to play an active role in supporting the 
reform agenda through active participation in the HR/IR Reform Action Group in early 2004 
and full participation in the interim Health Service Executive Change Management Team 
throughout 2004. 
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