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DEVELOPMENT OF HOSPITAL 
OPHTHALMIC SERVICES 

- a discussion document 

Section 1 - Introduction 

1.1 In pursuance of its statutory function to (i) regulate the number 
and type of appointments of consultant medical staff in hospitals 
providing services under the Health Acts, and (ii) advise the Minister or 
any body established under this Act, on matters relating to the 
organisation and operation of hospital services, the Comhairle decided, 
late in 1977, to establish a sub-committee on ophthalmic services under 
Section 41 (7) of the Health Act, 1970. The terms of reference of the 
sub-committee were:- 

"In the context of the statutory functions of the Comhairle - 
(i) to ascertain the factual situation regarding the organisation and 

operation of the ophthalmic services; 
(ii) to ascertain the factual situation regarding postgraduate training 

arrangements at higher specialist level; 
(iii) after consultation with appropriate bod ie~  and individuals, to 

make recommendations which would assist the Comhairle in 
formulating policy on the future development of ophthalmic 
services with particular reference to:- 
(a) defining the role of the consultant in relation to other medical 

and para-medical personnel in the field,of ophthalmology; 
(b) the number, scale and location of in-patient ophthalmic units 

including the relationship between such units and peripheral 
clinics; 

(c) consultant manpower requirements in this specialty". 

1.2 The membership of the sub-committee comprised three of the 
then members of the Comhairle, a member of the medical staff of the 
Department of Health and Mr. P. Condon, Consultant Ophthalmic 
Surgeon. The latter two were invited, with the approval of the Minister 
for Health, to participate in the work of the sub-committee. 

1.3 In pursuance of its task, the sub-committee visited the following 
hospitals and held discussions on the organisation and development of 



ophthalmic services generally with the administrators and consultants 
associated with these hospitals:- 

Royal Victoria Eye and Ear Hospital, Dublin 
Mater Hospital, Dublin 
Royal Victoria Hospital, Belfast 
Moorfields Eye Hospital, London 
St. Thomas' Hospital, London 

Discussions were also held with ( i)  St. Vincent's Hospital, Dublin; (ii) the 
Federated Dublin Voluntary HospitalsISt. James's Hospital Group and 
(iii) the lr~sh Faculty of Ophthalmology. 

1.4 The sub-committee submitted their report to the Comhairle in 
November, 1978. This received preliminaryconsideration butsince the 
term of office of the then members of the Comhairle expired in 
December, 1978. time did not permit detailed examination. The report 
was left forconsideration by the incoming members who were appointed 
by the Minister in May, 1979. The new Comhairle decided that, before 
finalising its views on the subject of ophthalmic services, five of its 
members should visitthe regional units in thiscountry outside of Dublin 
for the purpose of familiarising themselves with the facilities available 
and obtaining the views of the officials and consultants of the health 
boards concerned. The group visited the regional ophthalmic units at 
Sligo General Hospital, Galway Regional Hospital, Limerick Regional 
Hospital, Cork Eye, Ear and Throat Hospital and Ardkeen General 
Hospital, Waterford. In addition, discussions were held with 
representatives of the Southern Health Board and with the consultant 
ophthalmic staff of the Limerick voluntary hospitals. Finally, consultation 
took place with officers of the Midland Health B a r d  and the North- 
Eastern Health Board in whose areas there are no ophthalmic units. 

1.5 The Comhairle w~shes to record its appreciation for the 
information and advice on ophthalmic services furnished by its 
predecessors on the Comhairle and, in particular, the members of the 
original sub-committee who laid much of the foundation for this final 
document. Gratitude must also be expressed to the many 
representatives of the various health boards and other hospital 
authorities and to the consultants involved whose willing participation 
in the extensive consultative process undertaken has contributed 
significantly to the emergence of this document. 

1.6 In acknowledging thecontributions mentioned in the foregoing 
paragraphs, the Comhairle wishes to state that the views and 
recommendations contained in this discussion document are those 
formulated by the current members of the Comhairle and do not 
necessarily represent the opinion of those others who contributed to 
the exercise. 



Section 2 - Hospital Ophthalmic Units - 
the Existing Situation 

- 

2.1 Ophthalmology differs from other acute hospital specialties'in 
that a large part of the treatment is provided on an out-patient basis. In 
addition, a substantial proportion of this treatment might properly be 
regarded as primary care. Since its statutory advisory functions are 
limited to the "organisation and operation of hospital services" (Section 
41 (i) (b) (iii) of the Health Act 1970), the Comhairle concentrates in this 
document on the hospital ophthalmicservices with particular reference 
to the provision of services at consultant level. While community based 
ophthalmic services do not come within the Comhairle's ambit, it is 
necessary and desirable to make recommendations on issues which 
impinge on the relationship between community and hospital services. 

2.2 The main centres of in-patient ophthalmic services are:- 
(a) Eastern Health Board area: 

Royal Victoria Eye and Ear Hospital, Dublin - 110 beds 
St. Vincent's Hospital, Dublin - 15 beds 
Mater Misericordiae Hospital, Dublin - 17 beds 

(b) Southern Health Board area: 
Eye, Ear and Throat Hospital, Cork - 33 beds 

(c) Western Health Board area: 
Regional Hospital, Galway I - 15 beds 

(d) Mid-Western Health Board area: 
Regional Hospital. Limerick - 21 bnds 

(e) North-Western Health Board area: 
Sligo General Hospital - 10 beds 

(f) South-Eastern Health Board area: 
Ardkeen Hospital, Waterford - 16 beds 

In addition, regular in-patientservicesare provided on a smallerscale in 
nine other voluntary hospitals in Dublin, Cork, Limerick, Galway and 
Waterford involving a total of approximately 36 beds. In-patient 
ophthalmic services are also provided at the Children's Hospital. 
Temple Street (4 beds) and Our Lady's Hospital for Sick Children, 
Crumlin (6 beds). The total number of ophthalmic beds available in the 
country is 283 which is the equivalent of .08 per 1,000 population (1979 
Census). In-patient units are not available within the Midland Health 
Board area or the North-Eastern Health Board area - the latter area is 
served by arrangement with the ophthalmic department of the Mater 
Hospital, Dublin. A detailed survey of ophthalmic patients in hospitals 



which was published in the Irish Medical Journal of 22nd October, 
1978, is appended to this document. 

2.3 Ophthalmic out-patient services - not all of which are conduc- 
ted at consultant level - are provided throughout the country. Under 
the Health Acts, entitlement to ophthalmic (as well as dental and aural) 
services on an out-patient basis is limited to persons in the full eligibility 
category and, under certain conditions, to children in the limited 
eligibility category. Consequently, attendances at ophthalmic out- 
patient clinics do not accurately reflect the demand for services. 
According to information furnished to the Comhairle by the health 
boards and voluntary hospitals concerned, there was a total of 121,000 
attendances at out-patient clinics in 1979. The out-patient statistics are 
not comprehensive in that they do not include accident and emergency 
attendances which are quite substantial. As an indication of the scale 
involved, there were 30,106 such attendancesat the Royal Victoria Eye 
and Ear Hospital, Dublin in 1979. 

2.4 In the course of its examination of the ophthalmic services the 
Comhairle has not attempted to carry out a detailed analysis of the total 
resources available - apart from beds and consultant manpower 
(which is dealt with in Section 7). While appreciating the importance of 
resources other than beds and consultant manpower, the Comhairle 
did not consider it essential to its task of broad strategic planning to 
compile detailed information of these resources. However, it must be 
borne in mind that any recommendation in this document about the 
future provision of either beds or consultant manpower includes the 
provision of adequate back-up resources such as $pace, equipment 
and medical, nursing, paramedical and other staff as,well as access to 
the supporting services of radiology, pathology and anaesthesia, all of 
which are essential for the practice of modern ophthalmology. 

2.5 The planning ratio for bed provision being used by the 
Department of Health is .06 beds per 1,000 population. The results of 
the survey set out in the Appendix generally substantiate the adequacy 
of this level of bed provision. Judged against this standard, there would 
seem to be more than enough ophthalmic beds in the country as a 
whole. However, it must be recognised that when the planning ratio is 
being applied to specific units or areas, other factors must be taken into 
account including local demography and geographical considerations 
as well as the question of specialisation and teaching. 

2.6 While the overall level of bed provision in ophthalmology 
appears ample from the national viewpoint, there are, in fact, significant 
disparities in bed numbers as between the different regional units when 
related to population catchments. 



Table 1 illustrates the point:- 

TABLE 1 

Hospital Unit Approximate 
(Note 1) Population 

Catchment 
(Note 2) 

Mater 800,000 
(including North 
Eastern Health 

St. Vincent's Midland Health 

ork, Eye, Ear 558,000 
Throat 

balwav Regional 1 335.000 

rdkeen. waterford 366,000 

1 204,000 

Current Bed needs Change 
bed based on Indicated 

lumbers .06 per (Note 3) 
1,000 

population 

17 48 +31 

125 63 -62 

33 33 Nil 

Note (1) For the purpose of this table, the smaller knits (totalling 46 
beds) mentioned in paragraph 2.1 have been omitted. 

Note (2) For the Eastern Health Board area, the population catchments 
used are those quoted for planning purposes by the Minister for Health 
in reply to a parliamentary question on 6th March, 1980 (Dail Debates 
Volume 318 column 1630). For the Southern Health Board area, the 
population catchment is taken from the "Report of the Working Group 
on Req~irements and Organlsation of Specialist Services in cork City'' 
pub lshed in April, 1980. For the remainder of the health board areas. 
the 1979 census of population figures are used. 

Note (3) Consideration must be given to the special needs of teaching 
centres and the centralisation of sub-specialty activity. In addition, 
allowance must be made for population scatter in certain areas. These 
factors are not provided for in this table which is intended only as a 
crude indicator. 



2.7 It is apparent from Table 1 that some significant adjustments in 
the distribution of beds will be necessary to achieve a more equitable 
spread related to population catchments. In addition, it must be pointed 
out that there are no ophthalmic beds in the Midland or North-Eastern 
Health Board areas. In fact the current siting of ophthalmic units in the 
country, where they are all in coastal areas, leaves the centre of the 
country without any in-patient ophthalmic resources. This, in the 
Comhairle's view, is a deficiency in the existing services especially in 
view of the influence which the presence of an ophthalmic unit can 
have in creating an awareness generally of eye problems and in 
improving the standard of eye care in an area. 

2.8 Similarly, disparities exist in the distribution of consultant 
ophthalmic manpower throughout the country - this matter is dealt 
with in Section 7 of this document. 

Section 3 - General Principles for 
Future Planning 

3.1 During the extensive process of consultation descr~bed in 
Section 1, the Comhairle representatives canvassed a wide spectrum 
ol med~cal opmlon botn at home and in rhe Un~ted Kmgdom on certam 
IssLes of cruc~al s ~ g n ~ f  cance to the future development of ophthalm~c 
services in this country. While it cannot be claimed that there was 
unanimity on the approach which should be adopted, the Comhairle is 
satisfied that the views expressed in the following paragraphs command 
a wide measure of agreement amongst the medical interests 
concerned 

3.2 Location of Ophthalmic Units: 
The view ofthe Comhairle is thatan ophthalmic unit should ideally be an 
integral part of a general hospital and should be located on the same 
site. Again, ideally, the unit should cater for a sufficient volume of 
patients toenable expertise to be developed in thedifferent ophthalmic 
techniques and to facilitate some degree of specialisation and possibly 
research. Ophthalmology requires a separate specialised unit, but it 
shoula be located on a general hospital campus for the following 
reasons: - 
(a) the immediate availability of laboratory, radiological, anaesthetic 

and resuscitative facilities for the management of patients 
undergoing eye surgery; 



(b) the large number of general medicalconditions with eye involvement 
e.g. diabetes mellitus, thyroid disease, paediatric disorders, 
congenital anomolies and lesions of the central nervous system 
which require ophthalmic opinion and management; 

(c) multiple injury accident victims with eye injuries require ready 
access to the services of ophthalmic and other surgeons for proper 
management. 

At present with the exception of the Royal Victoria Eye and Ear 
Hospital, Dublin and the Eye, Ear and Throat Hospital, Cork, all of the 
ophthalmic units in the country form part of a general hospital. In 
relation to Cork, a policy decision has recently been taken at Ministerial 
level and plans are being implemented to transfer the ophthalmic unit 
from the Eye, Ear and Throat Hospital to the new Regional General 
Hospital at Wilton. This development will leave only one unit (i.e. Royal 
Victoria Eye and Ear Hospital) outside a general hospital campus. 

3.3 Regional Approach to Hospital Planning: 
As a hospital specialty, ophthalmology isgenerally recognised as being 
of a regional rather than a local nature and the approach to the planning 
of services must be influenced accordingly. The reasons for this relate 
to the scale of workload deriving from a given population, and the need 
to concentrate sufficient workload to justify, both on medical and 
economic grounds, the provision of a reasonably sized unit in terms of 
staff, equipment, space and other resources. A population catchment of 
the orderof 200,000 isessential tosupport a regional ophthalmic unit of 
minimum scale, staffed by at leasttwoconsultant ophthalmic surgeons. 
This consideration dictates that the planning for ophth$lmic services in 
this country must be approached from the viewpoint of a health board 
area asa whole. Since the planning of the basic hospitalspecialties (e.g. 
general medicine, general surgery, obstetrics, paediatrics etc.) outside 
the main urban centres in this country is related to smaller population 
catchments at county level, it follows that an ophthalmic unit cannot be 
located at every general hospital. In many parts of the country because 
of the distances between hospitals, it will not be possible to have the 
services of a consultant ophthalmic surgeon readily available. In such 
cases, adequate arrangements will need to be made to ensure ready 
access to such services be it the consultant travelling to the patient or 
vice-versa. Fortunately, the nature of emergency eye conditions is 
such that arrangements of this kind, provided they are adequate, can 
function successfully without any danger to the patients. Occasionally, 
patients who require surgery for an eye injury cannot be moved - 
either because of their general condition or because surgery is 
required for other injuries. However, this is a rare occurrence and 
where a life-saving operation is required, the eye surgery may have to 
be delayed until this procedure has been carried out. All general 
hospitals providing accident and emergency services will inevitably be 



attended by patients with urgent eye conditions and it is essential that 
they are in a position to refer these patients to the ophthalmic 
department of another hospital, or to call on the services of an 
ophthalmic surgeon or an ophthalmic medical practitioner (see later 
paragraph 4.5). 

3.4 In-Patient Services for Children: 
In its discussion document on "Development of Hospital Paediatric 
Services" published in October, 1979, the Comhairle put forward the 
view (paragraph 4.4) that 

"all children admitted to hospital should be accommodated in a 
children's environment separated from accommodation for adults. 
The Comhairle sees a children's ward as an essential feature of 
every general or special hospital which provides in-patient services 
for both children and adults. Every child irrespective of the type of 
specialist service he is receiving should be accommodated in the 
children's ward unless the nature of the illness requires isolation. 
The need to house children together in an appropriate environment 
should be the governing factor. Where the numbers would support 
it, a subdivision of the children's accommodation by specialty might 
be considered but, equally, the specialty needs might have to be 
balanced against the advantages for the children of a sub-division 
on age". 

This general philosophy has been carefully examined in the context of 
ophthalmic services and opinion has been sought from ophthalmic 
surgeons during the course of the consultation process which preceded 
the preparation of this document. Ideally. all ophthalmic surgery on 
children should be performed in a situation where the necessary 
nursing and other expertise for the care of children Fan be made 
available and the general environment is suitable to the, needs of the 
child. The best way to achieve this is an eye unit attached to a general 
hospital within which the children have a special section reserved for 
them. There should be close consultation between the ophthalmic 
surgeon and the paediatrician in relation to the medical and other 
needs of the children. It is possible to achieve this ideal only in general 
hospitals which contain both an eye unit and a paediatric unit. In 
practice it can be achieved in the case of all ophthalmic units except 
those in Dublin and Cork. The Cork development mentioned in 
paragraph 3.2 will rectify the position there but in Dublin where there 
are separate children's hospitals and a separate eye hospital, major 
difficulties arise. These difficulties will remain as long as the special 
hospitals continue in existence but they can be relatively reduced by 
the formation of close associations, including joint consultant 
appointments both in ophthalmic surgery and paediatrics. For children 
requiring major eye surgery, the Comhairle is satisfied that their best 
interests would be Served by being accommodated in an eye unit in a 
general hospital, subject to regular involvement by a paediatrician from 
the special children's hospital. 



3.5 Arising from its detailed examination of hospital ophthalmic 
services, the Comhairle believes that there is a need, in the future 
planning of health services, for a greater emphasis to be given to the 
ophthalmic services than was evident in the past. Loss of or impairment 
of vision is a serious disability and this should be reflected in the 
attention these services are given in the planning processes. 
Considerable advances have occurred in ophthalmology in recent 
years particularly in the development of new technology for the 
diagnosis and treatment of ophthalmic disorders e.g. flourescein 
angiography, diagnostic ultrasound, computerised axial tomography, 
cryosurgery, corneal grafting, miniaturisation of instrumentsand sutures, 
laser technology, vitrectomy and the use of operating microscopes. In 
addition to technological improvements, there have been considerable 
advances in the treatment of ocular disease e.g. diabetic retinopathy, 
glaucoma, trauma, cataract and squint. These advances will continue to 
occur in the future and more eye diseases can be expected to become 
amenable to treatment. It is of great importance that the ophthalmic 
services in thiscountry should be organised and operated to fully utilize 
the advantage to patients inherent in modern ophthalmological practice. 
This consideration has strongly influenced the recommendations put 
forward in this document. 

Section 4 - Medical Grades in 
Ophthalmology I 

4.1 Traditionally the family doctor has, by and large, had insufficicnt 
technical facilities to adequately deal with ophthalmic problems. To a 
significant extent thissituation is consequent upon the need forspecial 
equipment to examine the eye and diagnose ophthalmic disorders. 
Also, while there is considerable scope for primary care by the family 
doctor in the field of ophthalmology, this involvement is not generally 
achieved as ~ndergraouate and postgraduate medical curricula are 
ins~fficientlvorientated towards thisarea. Conseot~entlv. most medical ~ ~ -~ - -  

practitioners refer patients with ophthalmic p rd i~ems  for specialist 
opinion, a practice which accounts for the high number of patient 
referrals to ophthalmic clinics in contrast to other specialties. 

4.2 At present, there are approximately 76 doctors practising 
ophthalmology in varying degrees. In the rather confused existing 
situation, it is difficult to categorise the trained medical manpower 
available to the ophthalmicservicessince thecommitment of individuals 



to ophthalmology in general and to ophthalmic surgery in particular 
varies greatly depending on personal and local circumstances. As a 
generalisation, however, it can be said that two types of practitioners 
have emerged:- 

(i) Consultant Ophthalmic Surgeons who ordinarily have acquired 
the Fellowship of one of the Royal Colleges of Surgeons or an 
equivalent qualification. In addition, he/she would have at least 
seven years postgraduate experience at least four of which were 
devoted to specialist ophthalmic work including the performance 
of major surgical operations. Within a defined catchment area, the 
consultant ophthalmic surgeon would provide ophthalmic in- 
patient and out-patient services, including emergency and elective 
eye surgery. There is also an important specialist medical 
component to his/her activities. The consultant ophthalmic 
surgeon is mainly hospital based, but does usually attend at other 
centres for the provision of out-patient services. 

(ii)Ophthalmologists who ordinarily hold the Diploma in 
Ophthalmology and have three years of hospital experience and 
training in ophthalmology. They are mainly involved with 
refractions, and the detection and treatment of ocular diseases. 
These ophthalmologists are community based and do not usually 
hoid hospital appointments. 

4.3 In order to avoid confusion between the two typesand to reflect 
their role more accurately, the Comhairle considers that the title 
"Ophthalmic Medical Practitioner" would be more appropriate than the 
title of "Ophthalmologist" currently in use. This title is used in this 
document in reference to this category of ophthalmic prgctitioner. 

4.4 The ophthalmic medical practitioners have given and continue 
to give an invaluable service. However, the role of the ophthalmic 
medical practitioner as presently structured is unsatisfactory in many 
respects particularly from the point of view of the importance of the 
grade within the overall service. In an effortto rationalise thesituation, it 
is the view of the Comhairle that the existing grade of ophthalmic 
medical practitioner should be expanded and given a firmer footing in 
the service. The Comhairle feels that it is of paramount importance that 
the grade should be re-structured as a career grade with proper 
standards of entry and tenure of office. The holders of these posts 
should live in the area they serve and be closely associated with the 
hospital ophthalmic services. Decisions on the future of the ophthalmic 
medical practitioner grade do not fall within the ambit of the Comhairle 
whose statLrory f ~ n c r  ons relare to consbltant medical staffs in hospitals. 
The Comha~rle has noted rnar the M nlster for Heath recenrlv set uw a - - ~  ~ ~ ~- 

soecial workina wartv to examine the future of the owhthalmic medical 
dractitioner grade. lt Ys hoped that this will result in seiious consideration 
and action being taken to give a firm foundation to its continued 



existence. It must bestressed that the continued existence of thisgrade 
is crucial to the strategy for the development of hospital ophthalmic 
services recommended in this document. Because of this, the 
Comhairle, while acknowledging that the decisions do hot lie within its 
functions, wishes to set out its views on the matter. 

4.5 The Comhairle envisages that the responsibilities of the 
ophthalmic medical practitioner, who would be locally based, would 
include involvement with the pre-school and school medical services in 
the examination and refraction of children referred from developmental 
paediatric clinics and children with defective vision discovered by 
public health nurses. Hislher role would include the supervision of 
squint patients in conjunction with the consultant ophthalmic surgeon 
and orthoptists. In relation to eligible adult patients, the ophthalmic 
medical practitioners' duties would include the examination and 
refraction of eye problems referred by general practitioners, the 
primary management of eye emergencies, the management of post- 
operative eye patients and the management of glaucoma patients. 
Helshe would have an involvement with the local general hospital 
(where no ophthalmic unit is attached) in the provision of specialised 
care for emergency ophthalmic problems and for in-patients with 
general medical and surgical problems. The ophthalmic medical 
practitioner would also provide services to special care hospitals for the 
mentally handicapped, the elderly and the mentally ill. 

4.6 The responsibilities of the consultant ophthalmic surgeon, who 
would be based at the regional ophthalmic unit, would,include the 
following:- 
(a) the provision of an ophthalmic in-patient and out-patient service at 

consultant level for the population catchment in the region; 
(b) the provision of a service for both elective and emergency surgery; 
(c) the provision of a medical ophthalmological service at consultant 

level; 
(d) the organisation and provisionof general and specialist out-patient 

clinics as appropriate throughout the catchment area; 
(e) the co-ordination of all ophthalmic services at consultant and non- 

consultant level including the school medical service; 
(f) liaison with ophthalmic medical practitioners regarding the 

management of patients; 
(g) the development of a close association with all aspects of the 

ophthalmic services and also with the consultants in other disciplines 
in hislher hospital or hospital group; 

(h) the teaching and training of medical, nursing and para-medical Staff 
both at undergraduate and postgraduate levels. 



4.7 Relationship between the Consultant Ophthalmic Surgeon and 
the Ophthalmic Medical Practitioner: 
It will be evident from the scope of the responsibilities set out in 
paragraph 4.5, that much of the routine care in an area would be 
handled by the ophthalmic medical practitioner. From a local (e.g. 
county) base helshe would determine which patients he/she should 
refer to the ophthalmic surgeon at the regional unit. In addition, the 
Comhairle envisages that the ophthalmic medical practitioner would 
attend at the regional unit on a regular basis to jointly participate at 
ophthalmic clinics with the ophthalmic surgeon and to attend clinical 
conferences to ensure the fullest liaison with the ophthalmic surgeons 
and to keep abreast of developments in the specialty. In the larger 
urban centres, it is considered that some ophthalmic medical 
practitioners should be based at the regional ophthalmic units and 
conduct their out-patient clinics there. The arrangements described 
would apply throughout the country including Dublin. It may be 
desirable that the ophthalmic surgeon should attend at out-patient 
clinics at peripheral centres on a regular basis (say, one per month) to 
examine patients referred by the ophthalmic medical practitioner and 
to foster good working relationships. In general, the Comhairleconsiders 
that it is essential that the ophthalmic medical practitioners should 
function as an integral part of the regional eye service and that the 
organisation of the service on a regional ,basis should reflect the 
important role which they will be required to undertake. It is strongly 
recommended that in the development of ophthalmic services within 
particular health board areas, the first priority should be given to the 
recruitment of ophthalmic medical practitioners for those areas situated 
at a distance from the regional centre. 

/ 

4.8 Orthoptists: 
In considering the role of the medical staffs involved in the eye service, 
the Comhairle wishes to draw particular attention to the importance of 
the support service prdvided at para-medical level by the orthoptist. 
The orthoptist, who will have undertaken a three-year training course in 
ocular motility disturbances, participates with the ophthalmic medical 
staff in the diagnosis and treatment of defects of binocular vision and 
abnormal eye movements. The orthoptist's training provides experience 
to assess suspected visual defects in children from the age of six 
months upwards, to supervise occlusion for amblyopia, to provide 
exercises for certain forms of squint and to provide orthoptic data on 
patients with neurological, endocrine and traumatic disorders involving 
the eyes, which are essential to the ophthalmic medical staff in the 
management of these cases. The orthoptist is essentially hospital based 
and would work in a central orthoptic department attached to the 
regional ophthalmic unit. However, he/she would also provide service's 
at peripheral centres within the catchment area of the regional unit. At 
the present time, there is a shortage of orthoptists in this country. The 



Comhairle believes that there is a need for about 16/20 orthootists - , - . -. - 
throughout the country. It is recommended that urgent consideration 
should be given to the establishment of an orthoptic school at one of the 
major ophthalmic units. 

4.9 Ophthalmic Opticians: 
The Comhairle did not consider it appropriate to its statutory functions 
to examine or comment on the role of the ophthalmic optician in the 
ophthalmic services. 

Section 5 - Future Trends - 
Subspecialisation in Ophthalmology 

5.1 In practice, certain ophthalmic sub-spec~altles have developed 
in the larger centres, mainly due to the greater concentration of 
ophthalmic resources there in the past and the lack of development in 
other areas. With the development of regional centres around the 
country, the Comhairle considers that it should be within the scope of 
these centres to provide services capable of covering the bulk of 
ophthalmicd~seases and disorders. There are, however, aspectsof sub- 
specia isat.on in opntnalmo~ogy whch do require specia consideration 
in that thev need to be oaseo n a maior hos~ital  environment an0 are 
dependeni on other medical disciplines to finction succes~fully 

5.2 As yet, distinct and clearly-defined areas of sub-specialisation, 
which would justify a total commitment by consultants, have not 
emerged. From the pattern of development which is currently taking 
shape, it is possible to recognise certain areas of special interest on 
which future sub-specialisation is likely to be based. These areas of 
special interest include:- 
(a) vitreo-retinal surgery; 
(b) neuro-ophthalmology which should be practiced in association with 

a neurological and neurosurgical department; 
(c) paediatric ophthalmology (see paragraph 3,4); 
(d) ocular plastic and reconstruction surgery which is preferably done 

in conjunction with a plastic surgery unit in a general hospital; 
(e) Orbital surgery, for which there would be a small workload in this 

country and which should be based in a general hospital where 
associated suraical s~ecialties (neuroloaical suraerv and 
otolaryngology) with sophisticated ~~ecia~isedfaci l i t ies (e.g: C.A.T. 
scanning, cerebral angiography,ultrasound) are already established. 



5.3 The Comhairle considers that a flexible approach should be 
adopted in relation to both the recognition and location of sub-specialty 
activity, since areas of sub-specialisation are in an evolutionary state 
and not well defined at present. As most sub-specialisation in 
ophthalmology is related with other aspects of medicine or surgery, 
which utilises technical supportand equipment usually found in a major 
hospital environment, it is to be expected that it will develop in the 
major ophthalmic units. The Comhairle believes that itwould be unwise, 
at this stage, to designate particular units for sub-specialties. With the 
passage of time, the need for organised centralisation in designated 
units may become apparent. The Comhairle intends to keep such 
development under review in the context of the creation of consultant 
posts at the major ophthalmic units. 

5.4 The ophthalmic surgeon at present provides services at 
consultant level for both the surgical and medical aspects of eye 
conditions. Ultimately, developments which are already manifesting 
themselves abroad, may lead to the emergence of a consultant 
ophthalmic physician. 

5.5 Ophthalmic Pathology: 
Though a sub-specialty of pathology rather than ophthalmology, the 
presence of the National Ophthalmic Pathology Laboratories at the 
Royal Victoria Eye and Ear Hospital is an excellent example of z central 
department providing a national pathological service. Because of the 
very special nature of ophthalmic pathology and the need for 
pathologists to have a total commitment to this sub-specialty, the 
concept of a single national laboratory is ideal in a small country like 
Ireland and should remain. In the course of the discussionyand visits 
which preceded the preparation of this document, general satisfaction 
was expressed with the existing pathology service. The Comhairle 
believes that it deserves special support. 



Section 6 - Recommendations for the 
Development of Ophthalmic Services by 
Health Board Area. 

6.1 In Section 3 of this document, consideration is given to general 
principles for future planning. The Comhairle has considered the 
application of these principles to future planning in each of the eight 
health board areas in the country having regard to the existing situation 
which is set out in Section 2. The Comhairle believes that long-term 
objectives should be identified at this stage in order to ensure that 
whatever short to medium term plans are adopted should be in 
harmony with the ultimate development of the services along the lines 
suggested. In some instances, site development plans are being 
evolved for hospitalsand it is of great importance that such plansshould 
take account of long-term proposals. 

EASTERN HEALTH BOARD AREA 

6.2 In the easrern area, ophthalmic services have traditionally been 
centred on the Royal Victoria Eye and Ear Hospital in Dublin. In more 
recentyears, a veryactive unit has developed at the Mater Misericordiae 
Hospital. The Royal Victoria Eye and Ear Hospital has itself been 
developing close associations with St. Vincent's Hospital. Government 
policy on general hospital services in Dublin envisages the 
development of six major acute hospitals - three in North ublm 
Mater Hospital, Beaumont Hospital and James Connolly emorial ' -  

Hospital - and three in South Dublin - St. Vincent's Hospital, St. 
James's Hospital and a new hospital at Tallaght. 

6.3 In January 1977, a joint working group of the Department of 
Health and the Comhairle issued its initial report dealing with the 
strategy which might be adopted for the development of specialist 
services (including ophthalmology) in the six general hospital centres 
in Dublin designated by the Government; the allocation of specialist 
units between the centres and the relationship of special hospitals to 
the general hospitals. The working groupvisualised thedevelopment of 
hospital specialt~es on the basis of a north city and a south city 
populat~on catchment. It advocated the establishment of appropriate 
structures to plan and co-ordinate services on a north city/south city 
basis. It identified, inter alia, specialties which would not be based at 
every hospital - ophthalmology was included in this category - and it 
defined three different levels of activity within each specialty - 
regional, hospital and service - as follows:- 



(a) Regional Unit: 
A regional unit would consist of consultants and full supporting in- 
patient and out-patient facilities. It would be the focal point for the 
provision of a specialist service in the region served and would 
contain the most expensive resources. In specialties where only 
one regional unit would be required for Dublin, it would be the focal 
point for Dublin as a whole or, perhaps, for a national service. 

(b) Hospital Unit: 
A hospital unit would exist in specialties with a large through-put 
such as endocrinology and diabetes mellitus, where a regional unit 
would not be able to cope with the workload. The hospital unitwould 
consist of consultants, beds and out-patient clinics but it would not 
be as highly staffed or have the sophisticated equipment of the 
regional unit. Regional and hospital units in a specialty would 
function in very close association. A clear responsibility would rest 
with the regional unit to provide full support to the hospital unit 
which, in turn, would be operated as an integral part of the regional 
unit. The consultants in the hospital unit would also be members of 
the staff of the regional unit with full access, as of right, to the more 
extensive facilities of the regional unit. 

(c) Service Unit: 
A service unit would consist of out-patient facilties with a limited 
number of beds, as appropriate, for minor procedures. There would 
be no consultant staff based in the unit but staff from the nearest 
regional unit would provide a consultation and out-patient service 
on a regular basis. 

The working group suggested how these might be distributed on a 
north citylsouth city basis. In the case of ophthalmology, it 
recommendeo one regional and two service unirs for north Dublin; for 
south Dublin, two reaional and one service units were advocated. The 
working group indicated that "in the long-term, the policy should be to 
have all ophthalmic units as integral parts of general hospitals. However, 
pending the implementation of this long-term policy, the present 
situation should be continued subject to arrangements being made for 
the Royal Victoria Eye and Ear Hospital to associate with one of the 
general hospitals and function as the ophthalmic unit for that hospital". 
The working group d id not, however, deal with the question of the 
allocation of specialist departments or units to individual hospitals. This 
issue was left overforconsideration in the light of theviews of the North 
and South City Hospital Councils. 

6.4 In November 1978, the joint working group finalised its second 
report dealing with the allocation of specialist units to individual 
hospitals. In July, 1980, the Minister for Health issued his decisions 
based on the recommendations of the working group. In relation to 
ophthalmology, he decided that, in north Dublin, there should be a 





involved in undergraduate teaching with University College, Dublin. 
Over the past few years, linkages have been developing between St. 
Vincent's Hospital and the Royal Victoria Eye and Ear Hospital. The 
consultant ophthalmic surgeons at St. Vincent's are also on the staff of 
the Royal Victoria. It is hoped that arrangements will be made in the 
future whereby anaesthetic, radiology and general pathology services 
will be provided to the Royal Victoria by arrangement with the respective 
departments at St. Vincent's Hospital. It is the stated intention of both 
hospitals to move in the direction of closer co-operation where possible 
in the future. In the remaining major hospital group in south Dublin i.e. 
Federated Dublin Voluntary HospitalsISt. James's Hospital, there are 
no in-patient ophthalmic facilities at present. Out-patient services are 
provided mainly by consultants based at the Royal Victoria Eye and Ear 
Hospital and all patients requiring admission are transferred to the latter 
hospital. In-patient ophthalmic facilities are included in the major 
development plan for St. James's Hospital which will come to fruition in 
the next few years. 

6.8 In the light of thedominant role played bythe Royal Victoria Eye 
and Ear Hospital in the evolution of ophthalmology services, not only in 
south Dublin but in the country as a whole, the Comhairle has given 
long and careful thought to the concept of further developing the 
Hospital on its present site as the single major centre to cater for the 
needs of the whole of south Dublin. The major arguments in favour of 
this solution include the following:- 
(a) By having a single unit agreater workload would arise thus facilitating 

the development of greater expertise and specialisation. 
(b) A single unit would avoid duplication of equipment and other 

resources. I 

(c) Greater consultation and collaboration among consultant ophthalmic 
surgeons would be facilitated. 

(d) Resources have already been developed in the Hospital which 
should not be duplicated elsewhere. 

(e) The greater volume of clinical material should increase the potential 
for research. 

( f )  The history and tradition built up over many years by the Royal 
Victoria Eye and Ear Hospital provides a firm foundation for future 
developments. 

Despite the validity of these points, the Comhairle has come to the 
conclusion that this solution, bearing in mind the general principles set 
out in Section 3 of this document, would not be in accord with the ideal 
future development of ophthalmic services. The Comhairle is firmly of 
the view that ophthalmic units should be located on a general hospital 
campus and that the continued long-term development of a specialist 
ophthalmic hospital in physical isolation from a general hospital would 



not be in the best interests of the services. Further, if the concept of a 
single major unit in south Dublin was accepted it would have to serve 
the needs of over 1 million people covering a wide area in south Dublin, 
Kildare, Wicklow and, for some years at least, the midland counties. 
This, in the Comhairle's view, would create undue inconvenience for 
large populations outside the immediate vicinity of the Hospital. 

6.9 While not accepting the concept of a single ophthalmic unit for 
south Dublin, the Comhairle considers that a large ophthalmic unit is 
required in the country which would serve as the focal point for the 
development of the specialty and which would be in a position to 
develop specialisation and research to a higher level than othercentres 
might be capable of. It is recommended that, since the Royal Victoria 
Eye and Ear Hospital has developed as the largest ophthalmic unit in 
the country, it should continue as such in the short-term. In relation to 
the long-term, the Comhairle concurs with the decision of the Minister 
that the Hospital should be transferred physically as a separate unit to 
the St. Vincent's Hospital site at Elm Park. In preparation for this 
ultimate move, the Comhairle strongly advocates the continued 
development of close associations benveen the two hospitals, hopefully, 
to the ~ o i n t  where the Roval Vctorla Eveand Ear Hos~ital  will funct~on 
asthe bphthalmic unitatt&hedtoSt. ~ k e n t ' s  ~ o s p i t k .  TheComhairle 
understands that the present management structure of the Royal 
Victoria Hospital is based on the provisions of a royal charter which may 
not be capable of meeting present day needs. It is recommended that 
early consideration should be given to re-organising the management 
structure appropriate to modern requirements and bearing in mind the 
strengthening of the relationship with St. Vincent's Hospital. With 
regard to the small ophthalmic unit at Our Lady's Hospital for, Sick 
Children, Crumlin, the Comhairle recommends that this unit shou,ld be 
absorbed into the services provided by the Royal Victoria Eye and 
Ear Hospital. 

6.10 In addition to the major unit at the Royal Victoria Eye and Ear 
Hospital/St. Vincent's Hospital, the Comhairle, in view of the size of the 
population catchments concerned, recommends that there should be 
two other ophthalmic units developed in south Dublin - one at St. 
James's Hospital and the other at Tallaght Hospital. The level of activity 
appropriate to these units would be that defined at "hospital un i t  in 
paragraph 6.3. In making this recommendation, the Comhairle wishes 
to draw attention to the relationships between a hospital unit and a 
regional unit envisaged in the definition. The need for appropriate co- 
ordination structures to facilitate the growth of this relationship has 
been adverted to in the report of the joint working group. The 
Comhairle wishes to endorse the call for early attention, by the 
Department of Health, to this important matter as it sees appropriate 
co-ordinatiny machinery as being imperative for the proper 



development of specialist units in south Dublin and in other major urban 
centres in the future. 

6.1 1 North Dublin: 
This sector has a total population catchment of 550,000 which, with the 
addition of the North-Eastern Health Board area, rises to almost 
800,000. The situation in north Dublin, however, is not as complex as 
south Dublin from the future planning viewpoint. The regional unit at 
the Mater Hospital, despite limited physical resources, is developing 
continuously. It has an undergraduate teaching commitment to 
University College, Dublin and a chair in ophthalmology has been 
based there for some years. A joint consultant appointment in neuro- 
ophthalmology is shared with St. Laurence's Hospital. Close working 
relationships have developed between the Mater Hospital and the 
Children's Hospital, Temple Street. By formal arrangement with the 
Health Board, the Mater unit provides ophthalmicse~ices to the north- 
eastern area and also has a special arrangement (including a joint 
consultant appointment) with the International Missionary Training 
Hospital at Drogheda. There is a small ophthalmic unit at JeNk 
Street Hospital. 

6.12 The Comhairle fully endorses the decision of the Minister(see 
paragraph 6.4) that the Mater Hospital unit should continue to be 
developed as the regional ophthalmic unit to serve the needs of north 
Dublin. It is recommended that the Temple Street unit should be 
brought fully within the ambit of the Mater unit as soon as possible to 
avoid unnecessary duplication of equipment and other facilities. With 
regard to the new Beaumont Hospital, the Comhairleconsiders that the 
appropriate requirements in ophthalmology do not fall within the 
definitions of service and hospital units set out in paragraph 6.d since 
special arrangementswill be needed to cater for cases requiring heuro- 
ophthalmology and since it may also bean appropriatecentre for orbital 
surqetv (see paraqravh 5 2 (c)). It is presumed that the consulrant 
ophthalmic surgeons presently based at Jervis Street Hospital will have 
access, on their transferto the new Beaumont site, to the facilitiesatthe 
Mater Hospital unit. The Comhairle concurs that James Connolly 
Memorial Hospital, which will have a future population catchment of 
150,000 - somewhat smaller than the catchments for the other five 
general hospitals in Dublin - should have a service unit in 
ophthalmology. The need for co-ordinating machinery has already 
been mentioned in paragraph 6.10. 



MIDLAND HEALTH BOARD AREA 

6.13 The Midland Health Board area comprises Counties Longford, 
Westmeath, Offaly and Laois with a total population of 198.000. At 
present it has no in-patient ophthalmic facilitiesand istotally dependent 
on Dublin for services at consultant level. The population is served by 
six ophthalmic medical practitioners, four of whom reside outside the 
health board area. There are no formal arrangements made with 
particular hospitals in Dublin for the delivery of consultant services 
locally. The Comhairle has been informed that, generally speaking, no 
difficulties are experienced in gaining admission for midland patients to 
the Dublin units, mainly those at the Royal Victoria Eye and Ear and St. 
Vincent's Hospitals. Follow-up attendances at out-patient clinics in 
Dublin, do present difficulties but these have been represented as not 
being of serious dimensions. The general impression conveyed to the 
Comhairle during the consultation process was that the existing 
arrangements for ophthalmic services in the midland area are 
reasonably satisfactory and that there is little or no demand locally for 
the development of a consultant-staffed in-patient unit. The view has 
been expressed that, because the lines of communication within the 
area are all directed towards Dublin, the population as a whole would 
find it more convenient to go to Dublin for consultant services rather 
than to a single ophthalmic in-patient unit based at a centre in the 
midlands. 

6.14 In considering how best to plan for the ophthalmic 
requirements at consultant level for the population in the midlands, the 
Comhairle has borne in mind the fact that the population is of sufficient 
size to justify the provision of a single in-patierit unit staffed by two 
consultants. In addition, thedistances to be travelled to the Dublin units 
are not inconsiderable, ranging from 50-80 miles, though over relatively 
good roads. The absence, from the national viewpoint, of an ophthalmic 
unit in the central area of the country (see paragraph 2.7) is a further 
factor to be taken into account. Finally, regard must be had to the 
positive influence for the improvement of eye care generally which the 
presence of a consultant-staffed ophthalmic unit exerts in an area. A 
major difficulty arises in considering where such a unit might be sited in 
the midlands. From the viewpoint of the extensive back-up services 
required, it is essential that an ophthalmic unit should form part of a total 
regional specialist service along with other regional specialties such as 
otolaryngology and orthopaedic surgery and that they should be 
located together in a single general hospital setting. As yet such a 
regional centre has not emerged as between the general hospitals at 
Portlaoise, Mullingar and Tullamore. The Comhairle considers that it 
would be in the best interests of the people of the midlands, for a 
regional centre, of which an ophthalmic unit would form part, to be 
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developed. There are three possible sites for the development of a 
regional centre - Tullamore, Portlaoise and Mullingar - and, if 
required, the Comhairle will be prepared to furnish its advice on which 
of these would be the best choice for such a project. Since the 
development of a centre for regional specialties is essentially a long- 
term proposition, the Comhairlestrongly urges that formal arrangements 
should be made by the Midland HealthBoard with the Royal Victoria 
Eyeand Ear Hospital/St. Vincent's Hospital forthe deliveryof consultant 
out-patient services locally as has already been done in the case of the 
north-eastern area with the Mater Hospital unit. Such arrangements 
should involve the designation of responsibility to named consultants 
for the holding of regular out-patient clinics and the provision of 
consultation services at particular local general hospitals. 

NORTH-EASTERN HEALTH BOARD AREA 

6.15 The North-Eastern Health Board area has a population 
catchment of 280.000 and comprises Counties Louth, Meath, Cavan 
and Monaghan. While the population is largerthan in the midlands, the 
bulk of the people reside much closer to Dublin. Consequently, the 
justification fora regional ophthalmic unit is not as strong as in the case 
of the midlands. In any event, the most convenient location for such a 
unit would be in the Navan/Drogheda area which itself is reasonably 
close tqnorth Dublin. Because of this, the Comhairle believes that the 
needs in ophthalmology of the north-eastern area can best be Served 
by a continuation of the existing formal arrangements with the Mater 
Hospital unit(see paragraph6.11). It issuggested that the Health Board 
should keep these arrangements under regular review to ensure that 
they operate satisfactorily. The need for a locally based in-patient unit 
might be looked at again at some time in the future in the light of the 
development of the general hospital services in the area particularly the 
new hospital to be built at Cavan. 

SOUTHERN HEALTH BOARD AREA 

6.16 The Southern Health Board area comprises Counties Cork 
and Kerry with a total population catchment of 558,000. At present it 
has one in-patient unit based at the Cork Eye, Ear and Throat Hospital 
which is one of the five hospitals within the ambit of the Cork Voluntary 
Hospitals Board. In April 1980, the report of a working group (on which 
the Comhairle was represented) was published dealing with 



"Requirements and Organisation of Specialist Services in Cork City" 
The following extract relates to otolaryngology and ophthalmology: 
"7.5 The group noted thatagreement had already been reached on the 

future organisation of otolaryngology and ophthalmology. The 
major otolaryngology unit will be provided at the Cork Eye, Ear and 
Throat Hospital with a small number of beds being provided at the 
Regional Hospital (Wilton). The major ophthalmic unit will be 
provided at the Regional Hospital with a small number of beds at 
the Eye, Ear and Throat Hospital with joint arrangements for 
services at consultant level". 

6.17 The Comhairle strongly concurs with the concept of a single 
regional ophthalmic unit for the Southern Health Board area asa whole. 
It believes that the existing ophthalmology unit will benefit greatly from 
the transfer to the new major general teaching hospital on the Wilton 
site. It urges thatthe necessary arrangements to implementthe transfer 
should be made as a matter of urgency as the lackof proper ophthalmic 
services at the Regional Hospital is a major deficiency which must be 
rectified with haste. The Comhairle also agrees that a service unit in 
ophthalmology should be provided at the Cork Eye, Ear and Throat 
Hospital. As in the case of Dublin (see paragraph 6.10), the need for co- 
ordination machinery to be set up in Cork is adverted to in the report of 
the working group. The Comhairle urges that action be taken on this 
matter as quickly as possible. Because of the distances involved, the 
Comhairle considers that it will be necessary for the consultants from 
the regionpl ophthalmic unit to conduct regular out-patient clinics at 
Tralee and Bantry Hospitals in consultation with locally-based 
ophthalmic medical practitioners. 

WESTERN HEALTH BOARD AREA 

6.18 The Western Health Board area comprises Counties Galway, 
Mayo and Roscommon and has a total population catchment of 
335,000. The regional ophthalmic unit is located at Galway Regional 
Hospital and isat presentstaffed by two consultant ophthalmic surgeons. 
The Comhairle recommends the continued development of this unit to 
serve the needs of the western area asa whole in close association with 
the medical school at University College, Galway. The geographic 
area covered by the unit is very large. The existing services are heavily 
dependent on ophthalmic medical practitioners, some of whom are 
near or even past normal retirementage. Unless early progress can be 
made with the new grade referred to in paragraph 4.4, acute medical 
staffing problems are likely to be experienced in Galway in the short- 
term. In anticipation of such problems, it is recommended that 



consideration should be given to the creation of a third post of 
consultant ophthalmic surgeon in the near future. 

MID-WESTERN HEALTH BOARD AREA 

6.19 The Mid-Western Health Board area comprises Counties 
Limerick, Clare and North Tipperary and has a total population 
catchment of 300,000. The regional ophthalmic unit is located at 
Limerick Regional Hospital. It has an establishment of two consultant 
ophthalmic surgeons at present. 111 addition, there is a small in-patient 
ophthalmic unit in St. John's Hospital. The Comhairle considers that the 
size of the population to be served would justify only one in-patient 
ophthalmic unit in Limerick and recommends that the unit at the 
Limerick Regional Hospital should continue to be developed to serve 
the needs of the region as a whole. It should be the responsibility of the 
consultants based at the Limerick Regional Hospital unit to provide 
consultant out-patient services and a ward consultation service, on 
request, to the two Limerick voluntary hospitals - St. John's and 
Barrington's Hospitals. In line with the above recommendation, it is 
highly desirable that early arrangements be made to incorporate into 
the regional unit the existing consultant ophthalmic surgeon attached 
to St. John's Hospital. 

NORTH-WESTERN HEALTH BOARD AREA 

6.20 The North-Western Health Board area comprises Counties 
Sligo, Leitrim and Donegal and has a total population catchment of 
204,000. The regional ophthalmic unit is located at Sligo General 
Hospital and is staffed at present by one consultant ophthalmic 
surgeon. The Comhairle recommends that the Sligo unit should continue 
to be developed to cater forthe needs of the region as a whole. There is 
an obvious need to appoint a second consultant to the unit at Sligo 
General Hospital and it is understood that steps will be taken in this 
regard as soon as planned improvement to the existing ophthalmic 
facilities can be implemented. Because of the distance involved, it is 
considered that regular out-patient clinics should be conducted at 
Letterkenny General Hospital by the Sligo-based consultants. 



SOUTH-EASTERN HEALTH BOARD AREA 

6.21 The South-Eastern Health Board area comprises Counties 
Waterford, Kilkenny, Wexford, Carlow and South Tipperary and has a 
total population catchment of 366,000. The regional ophthalmic unit is 
located at Ardkeen General Hospital in Waterford and has an 
establishment of three consultant ophthalmic surgeons. The Comhairle 
is pleased to note the exceptional standards achieved in staffing and 
facilities at this unit. A rather unique affiliation for training purposes has 
been developed with the major teaching hospital unit at the Mater 
Hospital, Dublin under which rotation arrangements for junior medical 
staff operate. The Comhairle believes that such arrangements, involving 
integration between a teaching and a non-teaching unit, are deserving 
of support and study as to their potential for adoption in other 
specialties and in other parts of the country 

Section 7 - Consultant Manpower 
Requirements in Ophthalmology 

7.1 Existlng Manpower: 
There are approximately 76 doctors practising ophthalmology in varying 
degrees. This number is made up of twogroups - consultant ophthaldic 
surgeons and ophthalmic medical practitioners but there are some 
practitioners who cannot easily be classified in this way since they have 
a limited involvement in surgical procedures. The ophthalmic medical 
practitioners, who number in the region of 32, are not hospital based 
being mainly involved in community care services(including theschool 
medical services) throughout the country. The bulk of their work is in 
the field of refractions. As far as the Comhairle has been able to 
ascertain, there are 44 practitioners who have a commitment to 
ophthalmic surgery. They are mainly based at the hospital ophthalmic 
units around the country and in addition to in-patient work they also 
provide an extensive out-patient service. The Comhairle has 
experienced difficulty in identifying how many of the 44 have a major 
commitment to surgery. Obviously it is important, from the manpower 
planning viewpoint, to be as precise as possible about the existing 
situation at consultant level in order to identify future needs. For this 
purpose, the Comhairle has concluded that there is an establishmentof 
37 consultant ophthalmic surgeons(including 4vacancies) with a major 
commitment to ophthalmic surgery. These are distributed throughout 
the eight health board areas as follows:- 



TABLE 2 

Health Board Consultants Vacancies Total Population 
Area 1 in practice ( I Establishment I per 

Consultant 

Eastern 1 18 3  1 21 1 78.000 
(note 11 

South-Eastern I 2 I 1 3 1 122,000 

Southern 7 - 7 74,000 

Western 2 - 2 168,000 

M id-Western 3  - 3  100,000 

North-Western 1 - 1 204,000 

I Total 1 3 3 1 4 1  37 1 91.000 

Note 1 - the population of the North-Eastern and Midland Health 
Board areas is included. 

7.2 Table 2 illustrates the disparities which currently exist in the 
distribution of consultant manpower in ophthalmology throughout the 
country. One of the main determinants of the level of resources 
devoted to a particular specialty is the number of consultant posts. In 
the exercise of its regulatory function over consultant appointments, 
the Comhairle intends in the future to correct these disparities which, in 
effect, means that further expansion in manpower should take place 
mainly outside the urban centres of Dublin and Cork. 

7.3 Replacement Needs: 
With the relatively small establishment involved, replacement needs 
due to retirement, resignation ordeath, can be expected to be quite low 
- 112 posts per annum. There are, however, some consultants in 
practice in the voluntary hospitals at present who have passed the 
normal retirement age of 65 but who are not obliged to retire under 
their conditions of appointment. Assuming that these do retire by 1984, 
the replacement need by that year will be 10 consultants. 

7.4 Expansion Needs: 
Recent reports from sources in Great Britain suggestthatthe ideal level 
of consultants in ophthalmology would be 1 per 80,000 population - 
the present ratio in England is one wholetime equivalent consultant per 
150,000 population. This norm suggests that a small increase in 
consultant manpower would be required in this country over the next 



few years. The Comhairle anticipates a need for an additional 5 
consultant posts (13.5% increase) by 1984. This would result in a total 
establishment of 42 - one consultant per 80,000 population. 

7.5 In summary, the estimated need for new consultant ophthalmic 
surgeons by 1984 is - 

No. of Ex~sting Vacancies - 4 
No. of Retirements - 10 
No. of Additional Posts - 5 - 
Total 19 - 

It must again (see paragraph 4 4) be emphasised that the consultant 
manpower requ~rement indicated is based on the assumption of the 
existence of the grade of ophthalmic medical practitioner. Should this 
grade diminish or should acute recruitment problems manifest 
themselves, it will be necessary to review upwards the manpower 
needs at consultant level. 

7.6 There is currently only one training programme in 
ophthalmology at senior registrar level which is recognised by the Joint 
Committee on Higher Surgical Training for accreditation purposes. The 
programme is of four years duration and is based on the Royal Victoria 
Eye and Ear Hospital, Dublin, but one year of the training programme 
may be spent in an associated discipline (e.g. neurology, plastic 
surgery). The decision on the recognition of training centres is a matter 
for the Joint Committee on Higher Surgical Training and its appropriate 
specialist advisory committee. It is hoped that facilities, particularly i d  
north Dublin and in Cork, will be brought to the required level for! 
recognition as senior registrar training centres in the future thus 
exDanding the training ca~acitv at national level. The Comhairle - .  
understands that there is an adequate number of Irish ophthalmic 
surgeons who have trained abroad and who would be anxious to return 
to work in this country. 

Comhairle na n-Ospideal 
February 1981 



Appendix 
Survey of Ophthalmic Patients in Hospital 
(Extract from Journal of the Irish Medical Association - October 27, 
1978 Volume 71. No. 141. 

A. WALSH, R. O'SULLIVAN 
F.R.C.P.I., F.F.C.M.I., DO., D.O.M.S. 

S. TRANT Department of Health, 
Custom House, Dublin 1 

Puroose of the S u ~ e v :  
  his &wey was designed to secure information about in-patients being 
treated in the major ophthalmic units. This information is needed to help 
in planning the size and number of ophthalmic units required. The 
planning ratio which has been in use for this specialty is 0.06 beds per 
1,000 population and it was hoped that the survey would provide an 
objective check on this ratio. 

Methodology: 
The survey involved the collection of certain information on each 
patient treated for an eye condition during a period of two months in 
1975/76 in a hospital bed at the major ophthalmic units throughout the 
country. Eight hospitals (referred to as ~ o s ~ i t a l s  A to H in this report) 
with a total of 269 ophthalmic beds participated in the survey. The total 
number of patients involved was 1,543. I 
In addition to the hospitals included in the survey, there are about 36 
ophthalmic beds in small un~ts in a variety of hospitals throughout the 
country. Statist~cs supplied by these hospitals show that they treated 
about 100 ophthalmic patients in a two-month period in 1976. 

Main Findings: 
(i) For all hospitals in the survey 27.3% of patients were admitted 

immediately. For the patients who were put on a waiting list, the 
average waiting period varied from 3.1 6 weeks to 19.52 weeks. The 
overall average waiting period for these patients was 6.50 weeks. 

(ii) Average length of stay ranged from 5.51 days to 13.57 days with an 
overall average of 9.37 days. 

(iii) The survey results tend to validate the planning ratio of 0.06 beds 
per 1,000 population for ophthalmology. 

(iv) The discharge gap, which is the number of days between the date a. 
patient is fit for discharge and the date of actual discharge, is 
negligible. It works out at an average of 0.08 days overall, indicating 
that there is no undue delay in discharging patients when they are 
regarded as fit for discharge. 



(v) For those who underwent surgery the average period between 
admissionand surgery was2.76days. In the hospital with the lowest 
average the period was 1.31 days while in the hospital with the 
highest average it was 4.08 days. 

Distribution of Ophthalmic Conditions: 
The most frequently occurring conditions were operations for 
strabismus (squint) and cataract extraction. These accounted for 18.3% 
and 21.3% respectively of all cases. For individual hospitals the 
percentages for squint varied from 6.5% to 35.8% and for cataract from 
9.5% to 35.4%. 
The remaining patients (other than those treated for squint and cataract 
operation) were distributed among a variety of ophthalmic conditions. 
lable 1 lists the conditions, each of which accounted for more than 3% 
of all patients. 

Distribution of Patients by Condition: 

% of all 
Condition No. of ~ ~ 

Patients Patients 
Operation for Strabismus 282 18.3 
cataract Extraction 329 21.3 
Keratitis 53 3.4 
Acute Glaucoma 55 3.7 
Chronic Glaucoma 64 4.1 
Detachment of Retina 5 1 3.3 
Other Diseases of Retina and Optic Nerve 5 1 3.3 
Non-Perforating Injury of Eyeball 134 8.7 
Perforating Injury of Eyeball 57 3.7 
Investigation 131 8.5 
Other 113 7.3 

The effect on average duration of stay of the different mixes of work (in 
terms of types of eye conditions treated) is shown in Table 9 of the 
survey. The percentage of each hospital's cases which were re- 
admissions for review is shown in Table 2. 

Source of Admission: 
The general pattern which emerged was that 13% of patients were 
directly referred by general practitioners; 64% from Out-Patient 
Departments and other ophthalmologists; 19% were admitted as 
casualties. There wassome grouping of the hospitals when categorised 
by source of admission. For example, four of the hospitals admitted 
about 80% of their patients from the Out-Patient Department. For three 
more the figure was 60% to 65% while for one hospital the figure 
was 34%. 



TABLE 2 
Patients Re-admitted for Review 

Hospital Percentage Re-admitted for Review 

A 15.64 
B 9.58 
C 16.32 
D 6.03 
E 6.09 
F 14.86 
G 4.27 
H 15.21 

Overall 12.76 

Time on Waiting List: 
The information collected on waiting time related to the time spent on 
the waiting list by the patients covered by the survey. Immediate 
admissions constituted 27.3% of all patients included in the survey. A 
further 43% were on waiting lists for less than one month. A further 
18.8% were on the waiting lists for more than one month but less than 
three months. The balance of 10.8% were on the waiting list for more 
than three months. 
For individual hospitals the proportion of immediate admissions varied 
from 9.6% to34.7%. Forthe patients who were not admitted immediately. 
viz, those who were put on a waiting list, the average length of time so 
spent in the case of each hospital is shown in Table 3. 
When considered by eye condition, the average waiting period for 
squint was 10.45 weeks, ranging from 3.62 to 38.90 weeks. The 
average waiting period for cataract was 6.07 weeks, ranging from 3.15 
to 16.15 weeks. 

TABLE 3 
Waitina Time: 

Average Length of Time on Waiting Lists 
Hosp~tal (in Weeks) 

A 3.16 

Overall Average 



Of the 246 patients admitted for the acute conditions (e.g. glaucoma 
and injury of eyeball), 95% were admitted immediately. 
In addition to information about length of time on the waiting list by 
persons who were discharged during the survey, the hospitals were 
asked for information on the size of the current waiting lists. From the 
information supplied, togetherwith supplementary information, Table 4 
was drawn up. 
This Table shows the total numbers of persons on the waiting lists of 
each hospital as at January 1977 as a percentage of the estimated 
number of ophthalmic patients treated in a full year. 

TABLE 4 

Waiting List at 1st January, 1977 

No. on Waiting List as a % of estimated 
Hosoital number treated in a Year 

Total 11.6 

The information provided from the survey showed that 36% of those on 
the waiting lists were waiting for operation for strabismus while 26% 
were waiting for extraction of cataract. 

Geographical Distribution: 
The 1,543 patients in the survey represented 0.49 patients per 1,000 
population. The variation in this ratio between counties and health 
boards is shown in Table 5. 
The outstanding feature of this table is the consistency with which the 
rates for most counties group around the mean. Eighty-five per cent of 
counties fall within 2 1 standard deviation of the mean. There is also 
some geographical pattern in the major variations. For example, the 
rates are high in counties Sligo, Leitrim and Longford. They are 
relatively low in the counties of the Mid-Western Health Board area 
while they are relatively high in the counties of the South-Eastern 
Health Board area, with the exception of South Tipperary. 



TABLE 5 
Number of Survey Patlents and Rate Per 1.000 population by County and Health Board: 

County I Health Board Total No P 
Wlcklow 33 

EASTERN 502 

Laos 13 

Longford 

OiMy I 
Westmeath I 31 

MIDLAND I 98 
L~merick 

Ciare I 
Tipperary NR 19 

MID-WESTERN 108 

Cavan 30 

Louth 

Meath I 
I NORTH-EASTERN I 153 

Donegal 52 

Sllgo 48 

NORTH-WESTERN 146 

Waterford 68 

Carlow 

Kllkenny 

Tipperary SR 

Wexford 63 

SOUTH-EASTERN 230 

Cork 132 

I SOUTHERN I 181 
Galway 39 

Roscommon 23 

WESTERN 125 

Total 1.543 

Rates per 
1000  

Dooulation 



Age and Sex Distribution: 
The average age of male and female patients is given for each hospital 
in the survey in Table 6. 
An attempt is made (Table 8) to evaluate the extent to which the 
different age distributions affect average duration of stay. 

TABLE 6 
Average Age of Male and Female Patients: 

Average Age in Years 
Hospital Male Patients Female Patients 

H 37.1 5 44.22 
B 34.48 48.73 
C 47.12 41.46 
D 42.76 45.61 
E 48.23 56.34 
F 35.04 41.81 
G 31.36 35.56 
H 39.44 54.10 

Total 38.16 44.37 

Discharge Gap: 
An analysis of patients distributed by discharge gap (viz. number 
days between date fit for discharge and date of actual di'schar 
revealed that only 1.4% of all patients were kept for more than on 
beyond the date fit fordischarge. The reason given for overstay in 
of these cases was related to difficulties of transport. 

Average Duration of Stay: 
Table 7 shows average duration of stay for each hospital. 
From this it can be seen that the average stay for all pati 
survey was 9.37 days. This varied from 5.51 days in Hospital G to 
days in Hospital E. 
Two possible reasons for the wide variation in average durat' 
between hospitals were examined: 



TABLE 7 
Average Duration of Stay: 

Average Duration of Stay 
Hospital (in Days) 

A 9.20 
B 11.30 
C 1 2.95 
D 7.31 
E 13.57 
F 10.93 
G 5.51 
H 8.84 

Overall 9.37 

(a] AgelSex Distribution: 
The variation in age of patients between hospitals has been illustrated 
In Table 6. It is known from the Hospital In-Patient Enquiry (H.I.P.E.), 
that increasing age of patients correlates with mcreasing length of stay. 
Using data from the H.I.P.E. on ophthalmic patients and using an 
indirect method of standardisation, the effect of age of patients on 
length of stay was el~minated. The modified rates thus obtained are 
shown in Table 8. It can be seen from this that, whilst their positions 
when ranked in order of average stay remain virtually unchanged, the 
standardising process has reduced the range of variation. 

TABLE 8 
Average Duration of Stay Standardised for Age and Sex of Patients: 

Average Stay (in Days) 
Hospital Standardised for Age and Sex 

A 8.85 
B 10.90 
C 11.98 
D 6.85 
E 11.64 
F 10.76 
G 5.74 
H R i n  
Total 9.37 



(b) Patient Mix: 
It can be expected that, without reference to other relevant 
circumstances, average Stay in hospital will vary according to the 
condition being treated. For example, the survey showed that cases of 
perforating injury of the eyeball stayed twice as long in hospital as non- 
perforating injuries of the eyeball, while extraction of cataract requires 
more than twice as much time in hospital as squint operation. Since the 
distribution of conditions varies between hospitals, it is reasonable to 
conclude that this variation may be contributing to the wide differences 
betfveen hospitals in average stay. In order to test this hypothesis, the 
figures of average stay were standardised to eliminate the effect of 
differences in the distribution of conditions. The result isshown inTable 
9. Average stay is reduced slightly in the case of four hospitals and 
increased slightly in the other four, without seriously affecting the 
relative performance of the hospitals. 
These analyses show that some part of the differences in average 
duration of stay between hospitals is explained by differences in age of 
patients and differences in the distribution of diagnoses. However, the 
greater part of the variation is still unexplained and can only be 
attributed to practices which have developed atthe different hospitals. 

TABLE 9 
Effect on Average Duration of Stay of Standardising by Reference to 
Diagnosis of Patients: 

berage Duration Actual Length of 
Stay for most Length of Stay 

common conditions 
in Survey 

Hospitals 

Squint operation and extraction of cataract were the two mostco 
conditions encountered in the survey. They accounted for 1 
21.3% res~ectively of all patients treated. 
Because of the standard nature of these conditions, it is instru 
look more closely at variations in average stay and to consider 
effect on bed requirements would be if an average stay, 



seen to be achievable, were standard for all hospitals. 

For these two conditions, as for all surgical conditions, average stay can 
be broken into two parts, the period between admission and surgery 
and the period after surgery. Table 10 shows that, for squint, the overall 
average period before operation was 1.68 days, ranging from 1 day in 
Hospital G to 3 days in Hospital H. In the case of cataract, the overall 
average period before operation was 3 days, ranging from 1 .I 6 days in 
Hospital G to 5.12 days in Hospital C. 

An assessment was made of the effect on the number of beds required 
for squint patients of having a standard average duration of stay of 3.5 
days. The 3.5 is made up of 1 day before operation and 2.5 days after 
operation. A similarexercise wasdone for cataract patients, assuming a 
standard length of stay of 7.5 days, made up of 1 day before operation 
and 6.5 days after operation. 

Squint and cataract patients combined occupied a total of 113 beds 
during the survey. If, for the number of patients treated, the average 
stay were standardised at 3.5 days for squint and 7.5 days for cataract, 
the number of beds needed would be reduced to 68, a reduction 
of 40%. 

TABLE 10 
Average Period (in Days) between Admission and Surgery for Squint 
and Cataract Patients: 

Hospital Squint Cataract 
A 2.00 2.74 
B 1.85 3.25 
C 1.62 5.12 

~ ~ 

Total 1.68 3.00 

Occupancy: 
The overall percentage bed occupancy of the hospital units in the 
survey worked out at 89.6%, ranging from 45.2% to over 100%. 
Occupancy which is over, or even approaching, 100% involves some 
overcrowding. One possibility for reducing excessive occupancy is a 
reduction in average stay. Table 1 1  shows the effect on occupancy of 
having an average stay of 6 days in each hospital. 





TABLE 12 
Planning Ratios: 

Number of 
Patients 1550 

of Stay 

Estimates of the total number of patients to be catered for in a two- 
month period are, therefore, 1,533, 1.61 3 and 1,686 (say, 1,550, 1,650 
and 1,700). 
Table 12 shows the planning ratios relevant to these estimates of 
numbers of patients and of their average stay over a two-month period. 
The calculations are based on 85% occupancy and a total population of 
3,162,800. 

I These results do not indicate any need to change the planning ratio of 
0.06 which is now being used. 


