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TO: 

Mr. Brendan Howlin, T.D., Minister for Health. 

Dr. Veronica Donoghue, Chairman, Comhairle na n-Ospideal. 

Professor Geoffrey Bourke, Chairman, Postgraduate Medical and 
Dental Board. 

31st March, 1993. 

Dear 

I enclose a copy of a discussion document prepared by the Collaborative 
Study Group on Medical Manpower in Acute Hospitals. The Group com- 
prised nominees of the Department of Health, Comhairle na n-Ospideal 
and the Postgraduate Medical and Dental Board. It is the first occasion 
on which the Department has collaborated with the Comhairle and the 
Postgraduate Board in a tripartite exercise. The Department and the 
two agencies between them exercise statutory controls over consultant 
appointments, N.C.H.D. posts in public hospitals and the promotion of 
postgraduate medical training. Their successful collaboration underlines 
the importance of the matters studied for the future of the hospital 
services in Ireland and the career prospects of doctors in training in 
this country. 

The Study Group has completed part one of its terms of reference i.e. 
to put forward suggested courses of action designed to achieve an 
equitable mix and distribution of medical manpower in acute hospitals 
throughout the country. It must be stressed that this is a discussion 
document. It is concerned with analyzing the current situation, identifying 
issues and suggesting a way forward. It is not proposing a definite 
solution to the various hospital medicai manpower issues. It is primarily 
to stimulate discussion and debate with a view to gaining conseosus on 
the need for the change in the direction advocated. 

The statistics which are presented in the document reveal that while there 
has been a steady growth in consujtant manpower, this has been far 
outstripped by the growth in N.C.H.D. numbers thus aggravating further 
the imbalances already in the system. The result is that there are now two 
hospital doctors in training for each consultant in the public sector. This is 
an undesirable situation which has adverse implications for patient care, 
for the efficient operation of hospital services and for the future career 
prospects of doctors in training. Allied to this is a growing dependence 
at N.C.H.D. level on non-E.C. nationals particularly outside of the large 
teaching hospitals. 

The Study Group's objectives are to maintain and improve patient care 
and to provide a satisfactory working environment and career prospects 
for hospital doctors. The Irish hospital medical system would benefit 
from an increased input of senior clinical decision making. We believe 
that there should be a definite change in hospital medical manpower 
policy to achieve a "consultant provided" as distinct from a "consultant 
led" service for all patients. 

In an ideal situation, the number of doctors in training should be broadly 
in alignment with the replacement needs for trained personnel plus an 
allowance for competition and incremental development. We are of the 



view that the ideal cannot be achieved in the short to medium term. We 
have therefore suggested a target of one N.C.H.D. per consultant to be 
achieved on a phased basis over a ten year period. We believe that a 
target of 1,500 consultants and 1,500 N.C.H.D.s by the year 2003 is a 
feasible objective. 

Implicit in our recommendations is a requirement by consultants and also 
N.C.H.D.s to adopt significantly changed work patterns. We realise that 
their willingness to do so will be a key component in bringing about a 
changed system. 

We are hopeful that the Minister, the Comhairle and the Postgraduate 
Board will lend their support to the general thrust of our recommenda- 
tions and that the Minister will launch our discussion document to initiate 
debate among the many interests involved. The Study Group will be very 
pleased to receive comments on our discussion document and thereafter 
to engage in consultation. We also hope to commence work on part two 
of our remit in the Autumn. 

I would like to express my personal thanks to the members of the Study 
Group for their very active participation and commitment. I would also 
like to record a special word of thanks to Tommie Martin, Secretary to 
the Study Group for his overall contribution to our work in particular the 
drafting of this discussion document. 

Yours sincerely, 

Dr. Niall Tierney 
Chairman of the Study Group. 



DEPARTMENT OF HEALTH 
COMHAIRLE NA ~OSPIDEAL 
POSTGRADUATE MEDICAL AND DENTAL BOARD 

Medical Manpower in Acute Hospitals 
A Discussion Document prepared by the Collaborative Study Group 

Section 1 - Introduction 

1.1. Medical manpower is an issue which every relevant statutory agency, professional medical 
body and organisation as well as other interested parties at various times have considered. Most 
if not all are agreed on the need for a comprehensive medical manpower study. Many have called. 
for such a study to be undertaken. An extensive range of issues relating to medical manpower have 
been identified. 

1.2. In April 1991, following discussions between Comhairle na n-Ospideal and the Department of 
Health, a collaborative study group on medical manpower in acute hospitals was established with 
the following terms of reference: 

"To undertake a comprehensive study of the current number and distribution of consultant and 
N.C.H.D. staff in acute hospitals by specialty and geographic area. Based on the findings of 
this study, to identify such problems, disparities and/or anomalies as may exist. Within the 
existing framework of acute hospitals and with due regard to the financial constraints within 
which hospital services must be delivered - 
(i) to put forward suggested courses of action designed to achieve an equitable mix and 

distribution of medical manpower throughout the country. 
(ii)to clarify any major issues which require consideration by a wider spectrum of interests 

(including medical training bodies) and to suggest a methodology to arrive at a consensus 
on how such issues can be resolved." 

1.3. The three agencies which collaborated in the study are the Department of Health, Comhairle 
na n-Ospideal and the Postgraduate Medical and Dental Board. 

1.4. The following members were nominated by the three participating agencies: 

Department of Health 
Dr. N. Tierney, Chief Medical Officer - Chairman of the Study Group. 
Mr. S. Benton, Principal Officer, Hospital Services Division. 
Mr. B. Phelan, Principal Officer, Personnel Division. 
Mr. L. Walsh, Personnel Officer, North Eastern Health Board. 

Comhairle na n-Ospid6al 
Professor M. Fitzgerald, Professor of Medicine, St. Vincent's Hospital1U.C.D. 
Dr. D. Ormonde, Consultant Radiologist, Waterford Regional Hospital. 
Mr. A. Tanner, Consultant Surgeon, MeathIAdelaide Hospitals. 
Mr. G. P. Martin, Chief Officer, Comhairle na n-Ospid6al. 

Mr. S. Baker, Consultant Surgeon, Bantry Hospital served as a member during the term of office of 
the sixth Comhairle. He was replaced by Mr. A. Tanner in September 1992. We would like to record 
our appreciation of the significant contribution made by Mr. Baker to the work of the Study Group. 



Postgraduate Medical and Dental Board 
Professor D. Moriarty, Consultant Anaesthetist, Mater Hospital. 
Dr. C. Macnamara, General Practitioner, Waterford. 
Dr. M. Milner, Assistant Master, Rotunda Hospital, Dublin. 
Mr. J. Gloster, Chief Officer, Postgraduate Board. 

Mr. T. Martin, Administrator, Comhairle na n-Ospideal, was Secretary to the Study Group 

I .5. The secretariat was provided by Comhairle na n-Ospideal staff. The Study Group held its initial 
meeting in October 1991 and has held 13 meetings in total. 

1.6. We wish to record our appreciation of the major contribution made to our work by the 
Secretary to the Study Group, Tommie Martin. We are indebted to him not only for his work in 
researching and in drafting this report but also for his valuable input to the ideas contained in it. 
Tommie  arti in was ably assisted by Colette Hic~ey whose reliabil~ty and accuracy in minute-taking, 
data collection and arranging our discussions were of the highest stanaard. We wish 10 thank Peggy 
Cryan foc the statistical data she provided. Our work made a big demand on the word processing and 
duplicating resources of Comhairle na n-Ospideal. We are particularly grateful for the assistance we 
received in that regard from Doreen Pembroke, Anne Marsh and   wen Daly. We also wish to thank 
Shay McGovem, who provided us with Department of Health statistical information. 

1.7. We were conscious of the fact that a number of previous medical manpower exercises had 
foundered for a variety of reasons including too wide a focus and an inadequate database. We 
therefore decided to concentrate initially on part one of our remit i.e., within the existing career 
structure, to put fotward suggested courses of action designed to achieve an equitable mix and 
distribution of medical manpower in acute hospitals throughout the country. We have interpreted 
"acute hospitals" as meaning hospital and community based services staffed at consultant level in 
the public sector in Ireland. 

1.8. This discussion document deliberately concentrates on part one of our remit. Reference is 
made throughout the document to a variety of fundamental issues which may involve a basic 
re-think of the existing career structures and the training systems for doctors of the future. Such 
issues require consultation with a wide spectrum of interests including educational and health 
agencies and training bodies. In Section 6, we identify these issues. It is envisaged that a second 
document dealing with part (ii) of our terms of reference will elaborate in detaii on these issues and 
will suggest a methodology to arrive at a consensus on how they might be resolved. 

1.9 We undertook a comprehensive study of the current number and distribution of consultant and 
N.C.H.D. staff in acute hospitals by specialty and by geographical area. The detailed consultant 
manpower data provided by Comhairle na n-Ospideal and similar data in respect of N.C.H.D.s 
provided by the Postgraduate Board formed the basis on which the Study Group worked. Medical 
manpower data in respect of Northern Ireland, Scotland, England and Wales were also examined. 
Various reports produced over the years by Comhairle na n-Ospideal on the future development 
of particular specialties were taken into account. Reports on postgraduate training and career 
guidance, produced by the Postgraduate Medical and Dental Board were considered. We also 
studied a number of international reports on medical manpower. These reports are listed in 
Appendix A. 

1 .I0 The Study Group's report is being put forward as a discussion document on which extensive 
consultation and debate can take place with the many health agencies and training bodies involved 
including the organisations representing the interests of the medical profession. This document 
sets out what the Study Group believes are the main problems with the current hospital medical 



manpower situation in Ireland. We propose a better system and discuss the implications for various 
parties of implementing it. We also examine how this might be achieved on a phased basis over 
the next decade within the existing hospital framework and with due regard to prevailing financial 
constraints. We realise that the proposals we are making are radical and involve a significant 
new direction in medical manpower policy. The implications need careful consideration. We are 
conscious that they give rise to a number of questions and issues that need to be addressed by a 
wider spectrum of interests than have collaborated in the preparation of this discussion document. 
wearehopeful that the Minister, the Comhairle and the Postgraduate Board will lend their support to 
the general thrust of our recommendations and thatthe Ministerwill launch our discussion document 
to initiate debate among the many interests involved. All interested parties are requested to submit 
their comments on the thrust of the document and the feasibility of implementing the proposals. 
Following receipt and consideration of initial written submissions on the document, we will engage 
in a programme of consultation with the interests concerned. 



Section 2 - Hospital Medical Manpower in lreland 

2.1. In this section we describe hospital medical manpower in Ireland and we refer to some 
issues which require attention. The precise number of doctors in practice in lreland is not known. 
Information supplied by the Medical Council indicates that on the 1st October 1992 there were 9,627 
fully registered, 378 provisionally registered and 850 temporarily registered medical practitioners on 
its General Register of Medical Practitioners. In relation to the 9,627 fully registered doctors, 2,527 
have overseas addresses and 7,100 have lrish addresses. The age structure of the latter group is 
as follows: 5,850 under 65; 470 between 65 and 69; 780 aged 70 or older. Based on these numbers 
there could be up to 7,500 doctors engaged in the practice of medicine in this country. However it 
is likely that some are practising on a very part-time basis, if at all. Figures compiled separately by 
Comhairle na n-Ospideal, the Postgraduate Board, the Department of Health and the lrish College of 
General Practitioners when combined produce a total of about 6,500 doctors in practice in lreland at 
the end of 1992. In the absence of comprehensiveand authoritativedata, we havedecided to accept, 
for planning purposes, that there are about 6,500 doctors in medical practice in lreland distributed 
as follows: 

TABLE I 

Distribution of Medical Manpower in lreland. 

Consultant posts Approved NCHD Other NCHDs in NCHDs in private Specialists in 
in public posts in public public hospitals hospitals private 
hospitals hospitals practice 
1170' 2325'* c.200rr* 35 150 
General Practice Public Health Academic Defence Forces Occupational 

Medicine Medicine Medicine 
c.2200 230 c.100 30 10 

* includes about 20 part-time posts amounting to about 10 w.t.e.; about 10% of the 1170 permanent posts are filled 
on a locum or temporary basis at any one time. 

** the Postgraduate Board's commentary on its survey of N.C.H.D. staffing as at 1st October 1992 is attached as 
Appendix 0. 

"* comprises doctors working in the large teaching hospitals usually at registrar or S.H.O. level who are engaged mainly 
in researchlteaching. They are sponsored/employed by the hospitals themselves, research bodies, pharmaceutical 
companies, medicaischools and foreign governments. These have not been counted previously. They are not included 
in the tables throughout this document. 

Figure 1 shows in graphical terms the proportion of doctors in each category. 

Distribution of Medical Manpower 
d NCHD Posts 36% 

Other NCHD Posts 3% 

Consultant Posts 18" 

Specialists (private) 2 

Figwe 1 eneral Practice 34% 



Ratio of Consultants to N.C.H.D.s 

2.2. The figures in paragraph 2.1 show that for each consultant currently working in the Irish 
public hospital system, there are about two non-consultant hospital doctors in approved posts. 
There is a serious and a growing imbalance between the high number of N.C.H.D. posts and 
those at consultant level. The significant growth in consultant manpower over the past two 
decades has, under the present system, been accompanied by an even greater growth in 
N.C.H.D. numbers aggravating rather than ameliorating the imbalance (see Figure 2). One of 
the factors contributing to the growth in N.C.H.D numbers has been the introduction in 1989 of 
the 65 hour week for N.C.H.D.S. In 1984, the ratio was 1.6 N.C.H.D.s per consultant; in 1988, it 
was about 1.7 N.C.H.D.s per consultant; today, it is about two per consultant. The rate of increase 
of N.C.H.D.s has been much greater than the rate of increase in consultants. N.C.H.D. numbers 
have increased by 336 between 1988 and 1990 and by 132 between 1990 and 1992 whereas net 
consultant numbers have increased by 23 and 48 in the same periods. Table 2 illustrates the 
position. 

Public Hospitals 
Medical Manpower 1984- 1992 

I Consultants NCHDS I 

Figure 2 



TABLE 2 

Public Hospital Medical Manpower 1984-1992. 

Consultants 
N.C.H.D.s 
Senior Registrars 
Registrars 
House Officers 
Interns 
N.C.H.D.s per consultant 
TOTAL 

Change 
since 
7984 
+85 
+529 
+I6 
+206 
+321 
-1 3 

*When the "200 other N.C.H.D.sV in Table 1 are added to the approved complement of N.C.H.D.s, 
the ratio of all N.C.H.D.s to consultants increases to almost 2.2:l. 

2.3. Medical services in hospitals are provided, to a large extent, by N.C.H.D.S. who, by definition, 
are not fully trained. The bulk of emergency work is carried out by N.C.H.D.s, under the supervision 
of consultants but this can often be of a nominal type. In a situation where there are two doctors 
in training for every fully trained doctor, there is likely to be a dilution in the senior medical 
input to the decision making process. We are of the view that among the consequences of 
this situation are unnecessary tests being ordered, excessive recall of patients to outpatient 
clinics, inappropriate admission decisions and durations of stay which are unduly lengthy. In our 
view, the public hospital system is less efficient than it might otherwise be and, consequently, 
scarce and expensive resources are not deployed to the maximum effect for the benefit of 
patient care. 

Postgraduate Medical Training 

2.4. While many aspiring consultants and general practitioners receive most or all of their 
postgraduate medical training in lrish hospitals, others migrate to the U.K. and/or North America 
to acquire some or all of their postgraduate training. The numbers involved are significant and 
their training years are lost to the lrish hospital system. While all N.C.H.D.s in Ireland are 
nominally in training, many N.C.H.D. posts are not in formal training programmes (see later par. 
4.10). Consequently lrish graduates are reluctant to apply for such posts which are then usually 
filled by nonzE.C. nationals. 

2.5. The N.C.H.D. posts which are least attractive to lrish graduates, arise mainly (but not 
exclusively) in the small and middle-sized hospitals which are either not recognised for postgraduate 
training at all or only for a limited amount of training. Generally speaking, these hospitals do not have 
a sufficient complement of consultants or critical mass of work in each specialty to be recognised as 
capable of providing the appropriate postgraduate training. This raises the question as to whether 



the purpose of having such N.C.H.D. posts is to facilitate training or solely to maintain hospital 
services. 

2.6. One third (34%) of all N.C.H.D. posts in Ireland are filled by non-E.C. nationals. Most small to 
medium sized general hospitals are heavily dependent on the availability of non-E.C. nationals to 
fill their N.C.H.D. posts and to keep the hospitals functioning. In the large teaching hospitals about 
25% of all Registrars and S.H.O's are non-E.C. nationals. Overall, 44% of Registrars and 36% 
of House Officers are non-E.C. nationals. This dependency on non-E.C. nationals is particularly 
acute in certain specialties and especially so at registrar level e.g. paediatrics 83%, surgery 64%, 
obstetrics/gynaecology 54% and anaesthetics 45%. At S.H.O. level, the dependency arises mainly 
in the various surgical specialties where 68% are non-E.C. nationals. Table 3 summarises the 
situation. 

Grade 

Senior Registrars 
Registrars 
House Officers 
Interns 
Totals 

Table 3 

Approved Nationals 
Complement Employed 

Non-E.C. Total 
Nationals Employed 
Employed 

3 (4%) 88 
302 (44%) 686 
430 (36%) 1,198 
70 (20%) 350 

805 (34%) 2,322 

2.7 Questions have been raised about the quality and extent of postgraduate medical training 
in lreland. Many N.C.H.D.s aspiring to be consultants in certain specialties migrate to get 
what they regard as the training necessary to compete successfully for a consultant post in 
this country. Overall, formal postgraduate training at higher specialist level in this country, is 
expanding albeit at a very slow pace - there are currently 88 senior registrar posts approved 
and filled - see Table 14 for details. While formal senior registrar training programmes are 
well developed in some specialties (e.g.- surgery, anaesthesia and psychiatry), there are no 
formal programmes involving senior registrar appointments in radiology or pathology. To 
date, there has been only a limited degree of progress in the medical group of specialties 
(including paediatrics) which represents a major problem given the size and importance of the 
specialty. 

Distribution of hospital medical manpower 

2.8. There are significant disparities in the distribution of both consultant and N.C.H.D. manpower 
between the various health board areas in Ireland (see Figure 3). The high concentration in the 
Eastern Health Board area is particularly noticeable e.g. there are twice as many hospital doctors 
to population in the Eastern Health Board area as there are in the South Eastern or Midland 
or Mid-Western health board areas and almost three times as many as in the North-Eastern 
Health Board area. There are only half as many consultants to population in these health 
board areas as there are in the Eastern Health Board area. Table 4 illustrates the position 



Hospital Medical Manpower 1992 
Distribution by Health Board Area 

East West South N.West Midwest S.East Midland N.East 

) Consultant NCHD per 10.000 population 1 
Figure 3 

nationwide. These disparities are partly due to the location of three of the five medical schools 
and most of the nationallsemi-national specialist medical and surgical units in the E.H.B. area. 
Another factor is the network of small hospitals throughout the country which do not have the 
critical mass of work or consultants to facilitate specialisation. Traditional referral patterns to 
hospitals in the E.H.B. area from neighbouring health board areas have also influenced the 
current situation. 

Table 4 

Distribution of Hospital Medical Manpower in 1992 

Consultants 
N.C.H.D.s 
Hospital Doctors 
N.C.H.D.s per consultant 
Population (000's) 
% of Consultants 
% of N.C.H.D.s 
% population 
Pop. per consultant 
Pop. per N.C.H.D. 
Pop. per Hospital doctor 

by Health Board Area and Population. 

Mid- South East Mid- North South 
West lands East East 

72 164 560 49 65 87 
142 321 1178 73 126 142 
214 485 1738 122 191 229 
2.0 2.0 2.1 1.5 1.9 1.6 
310 532 1244 203 300 383 
6.2 14.0 47.9 4.2 5.6 7.4 
6.1 13.8 50.7 3.1 5.4 6.1 
8.8 15.1 35.3 5.8 8.5 10.9 

4313 3241 2222 4142 4619 4402 
2187 1656 1056 2780 2383 2697 
1451 1096 716 1664 2005 1572 

North 
West 

59 
100 
159 
1.7 

208 
5.0 
4.3 
5.9 

3526 
2080 
1308 

West National 



Specialisation 

2.9. The increase in the trend towards specialisation is being reflected in the staffing profile of 
the large hospitals, mainly in Dublin and to a lesser extent in Cork and Galway. This is very 
difficult to achieve in smaller hospitals given the current mix of consultants and N.C.H.D.s and 
their workloads. Tables 5 and 6 highlight the concentration of available specialist (as distinct from 
generalist) expertise in the Eastern area and also illustrates the paucity of specialist consultants 
elsewhere. Nationakemi-national specialist units such as cardiac surgery, neurosurgery and organ 
transplantation are located in Dublin and to a lesser extent in Cork. 

Table 5 

Distribution by Health Board Area of Consultant 
Posts by Specialty and Sub-specialty. 

Specialty 

Population (000's) 
Accident & Emergency 
Anaesthetics 
Obstetrics/Gynaecology 
Paediatrics 
Neonatology 
Biochemistry 
Chemical Pathology 
Haematology 
Histopathology 
Immunology 
Microbiology 
Child Psychiatry 
General Psychiatry 
Radiology 
Cardiac Surgery 
E.N.T. Surgery 
General Surgery* 
Urology 
Neurosurgery 
Ophthalmic Surgery 
Orthopaedic Surgery 
Paediatric Surgery 
Plastic Surgery 
Medicine** 
Total 

Mid- 
West 
31 0 

1 
12 
5 
3 
- 
- 
- 
- 
2 
- 
1 
2 
10 
7 
- 
2 
9 
- 
- 
3 
4 
- 
- 

1 1  
72 

South 

532 
1 
27 
10 
6 
1 
1 
- 
2 
7 
- 
2 
3 
20 
15 
2 
3 
16 
2 
2 
5 
7 
- 
2 
30 
I64 

East 

1244 
8 
84 
34 
19 
7 
3 
3 
7 
25 
4 
8 
22 
65 
42 
4 
14 
36 
12 
6 
17 
2 1 
4 
6 

lo9 
560 

Mid- 
lands 
203 
- 
7 
4 
4 
- 
- 
- 
- 
2 
- 
- 
1 
8 
5 
- 
2 
6 
- 
- 
- 
3 
- 
- 
7 
49 

South 
East 
383 

1 
14 
8 
4 
- 
- 
- 
1 
3 
- 
1 
3 
17 
6 
- 
3 
9 
- 
- 
3 
5 
- 
- 
9 
87 

North 
West 
208 

1 
9 
5 
4 
- 
- 
- 
- 
3 
- 
- 
1 
9 
7 
- 
2 
5 
- 
- 
1 
4 
- 
- 
8 
59 

West 

343 
1 
15 
9 
8 
- 
1 
- 
2 
6 
1 
2 
2 
17 
10 
- 
3 
10 
2 
- 
2 
4 
- 
1 
18 
114 

Total 

3523 
13 
180 
82 
52 
8 
5 
3 
12 
52 
5 
14 
35 
I56 
98 
6 
29 
99 
16 
8 
31 
52 
4 
9 

201 
1170 

General surgery includes consultants with a particular interest in one of the following: 
vascular surgery; gastrointestinal surgery; hepato-biliary surgery; breast-endocrine surgery; 
urology. 

'* See Table 6 for breakdown of consultant physician posts. 



TABLE 6 

Distribution by Health Board Area 
of Consultant Physician Posts by Sub-specialty. 

Specialty 

Clinical Pharmacology 
Dermatology 
G.U. Medicine 
Medical Genetics 
Nuclear Medicine 
Neurology 
Neuro-physiology 
Palliative Medicine 
Rheumatology/Rehabilitation 
General Medicine 
Gastroenterology 
Respiratory Medicine 
Endocrinology 
Cardiology 
Nephrology 
Geriatric Medicine 
Infectious Diseases 
Oncology 
Radio-therapy1Oncology 
Total 

Mid- South 
West 

- 1 
- 2 
- - 
- - 
- - 
- 3 
- - 
- 1 
- 2 
4 6 
1 3 
1 3 
1 2 
- 2 
1 1 
3 2 
- - 
- - 
- 2 

11 30 

East Mid- 
lands 

3 - 
8 - 
2 - 
I - 
1 - 
5 - 
1 - 
1 - 

11 - 
5 6 

11 - 
12 - 
11 - 
12 - 
5 - 
8 1 
2 - 
4 - 
6 - 

109 7 

South 
East 

- 
- 
- 
- 
- 
- 
- 
- 
- 
7 
1 
- 
- 
- 
- 
1 
- 
- 
- 
9 

West 

- 
1 
- 
- 
- 
1 
- 
- 
1 
6 
2 
1 
1 
1 
1 
3 
- 
- 
- 

18 

Total 

4 
11 
3 
1 
1 
9 
1 
2 

15 
43 
19 
18 
15 
17 
8 

20 
2 
4 
8 

201 

The following specialties: cardiology; endocrinology; gastroenterology; nephrology and respiratory 
medicine include general physicians with a special interest. 

Age of newly appointed consultants 

2.10 The average age on appointment for new consultants in Ireland is 38 years. This is identical 
to the current position in the U.K. Thus, on average, a consultant spends about 14 years in a variety 
of training posts after graduating from medical school before getting a consultant post. We are 
convinced that 14 years is too long. We feel that doctors should get consultant posts in their early 
thirties rather than late thirties. We recognise that the availability of appropriate consultant posts, 
the medical manpower structure and the system of postgraduate training are important factors in 
the achievement of this goal. Indeed, within the context of the E.C., there is increasing pressure on 
Ireland and on the U.K. to reduce durations of training in line with practice in other E.C. countries. The 
lack of continuity in thetraining programmes diffuses training over a lengthy period whereby there are 
time lapses, often of years, between advancing from one stage of postgraduate training to another. 
Having completed formal postgraduate training, the aspiring consultant often has to, in effect, mark 
time in various "training" posts until an appropriate consultant post comes on the market and helshe 
succeeds in getting it. The result in some cases is that some of their most productive years have not 
been at consultant level. 

Women Doctors 

2.11 The increase in female medical graduates from about 39% in 1980 to about 50% in 1992 is 
gradually being reflected in the number of new consultants being appointed in lreland. One third 
(34%) of 156 consultants appointed in the past three years were women most of whom would 
have graduated around 1980. However these appointments are concentrated in a small number of 
specialties, in particular, psychiatry and pathology and to a lesser extent in paediatrics. Overall, 16% 



of consultants in Ireland are women - up from 12% in 1988. 47% of lrish and 35% of all N.C.H.D.s 
are women. About 23% of general practitioners are women. In contrast 78% of public health doctors 
are women. Information obtained from the five medical schools, in relation-to the 1992/93 academic 
year indicate that 54% of premedical students and 56% of all medical undergraduates from the 
Republic of Ireland are women. There is a growing recognition of the need to facilitate doctors 
with family commitments, both in training and in the continued practice of their profession on a 
part-time basis. The Second Commission on the Status of Women in its recent report has dealt with 
the under-representation of women in senior medical posts and has made some recommendations 
- see later paragraph 4.1 3. 

2.12 We recognise that there are a number of doctors in the lrish public hospital system who 
are no longer in training who for various reasons have not reached the standards necessary to 
become consultants but wish to remain in the hospital system. The numbers involved have not 
yet been ascertained. Since there is no specific place for such doctors in the lrish hospital career 
structure many of them are inappropriately classified as registrars since they are, de facto, no longer 
in training but are making a service in-put. In phase two of our work programme we will consider in 
depth the issue of a non-consultant career grade and whether one or more such grades should be 
introduced here. Such grades have long been afeature of the U.K. medical career structure-current 
thinking in this regard is set out in the National Association of Health Authorities and Trusts (NAHAT) 
discussion paper entitled Medical Manpower: Training and Hospital Career Structure (1992). The 
relevant extracts are included as Appendix C to this document. 



Section 3 - Developments outside lreland. 

3.1. The medical career structure and the specialist training system in lreland are broadly similar 
to the U.K. situation. Recent reports on medical manpower in the U.K. include: 

The Short Report (1981); 
Achieving a Balance (1 986); 
Plan for Action (1987); 
The Shaw Report on Hospital Medical Staffing in Scotland (1 987) and, 
NAHAT's discussion paper on Medical Manpower: Training and Hospital Career Structure 
(1 992). 

All of these reports are agreed on the basic principle that patient care is best provided by fully 
trained doctors which is not the case in the current hospital medical manpower situation. There 
is general agreement in the U.K. that the steps necessary to achieve this objective include, inter 
alia, increasing the number of consultants and reducing the complement of non-consultant hospital 
doctors. In the U.K., various proposals and action plans, most notably "Achieving a Balance", have 
been put forward for the purpose of achieving a better balance between these two groups. In recent 
years some progress in this direction has been made in the U.K. whereas the situation in lreland has 
got worse. In the U.K. there has been a consultant expansion rate of around 2-2.5% per annum. 
However, the number of N.C.H.D.'s has also increased over the same period by about 2% per 
annum thus making a small impact on the consultant1NCHD ratio. Significant progress is being 
made in Northern Ireland. While the rate of increase in consultant numbers in lreland has been 
about 1.5% per annum, N.C.H.D. numbers have increased at a much greater rate - about 6% per 
annum. The position is set out in Table 7. 

Table 7 

Ireland Northern Scotland England 
Ireland and Wales 

1988-1 992 1986-1 990 1988-1 992 1986-1 990 
Consultants + 6% +I 1 % +6% +I0 % 
N.C.H.D.s +25% + 2% +7% +8.5% 

3.2 The population per hospital doctor; per consultant and per N.C.H.D. as well as the 
consultanVN.C.H.D. ratios in lreland and in the U.K. are similar. The ratio of consultants to all 
non-consultant hospital doctors - both training and career grades - in Enbland and Wales in 1990 
was 1 : 1.8; in Northern lreland 1 : 1.7; in Scotland in 1992 1 : 1.8. As already indicated in par. 2.2, 
the ratio in lreland has disimproved from 1 : 1.6 in 1984 to 1 : 2. in 1992 in respect of approved posts; 
when the 200 "other N.C.H.D.sV are counted, the ratio is closer to 1 : 2.2. The following table sets 
out the position: 

Table 8 

Con./NCHD 
ratio 
Population per 
consultant 
Population per 
NCHD 
Population per 
Hospital 
Doctor 

Ireland Nth. Ireland Scotland 
1992 1990 1992 

England & Wales 
1990 

1A.8 

113,200 

111,700 



3.3. There are significant differences of scale and structure between the lrish and U.K. situations 
which would render the lrish situation more conducive to change. These differences include a less 
complex hospital medical personnel mix (e.g. the U.K. system has a varidy of non-consultant career 
grades); the total population of lreland is on the same scale as an average English health region 
of which there are 14; the movement towards trust status hospitals would tend to reduce central 
manpower control in the U.K. which, in any event, does not have a central regulatory body such 
as the Comhairle. Nonetheless, the consultant/N.C.H.D. ratio in lreland is rapidly getting worse 
compared to the situation in the U.K. which, to a large extent has remained static. The different 
scenario in lreland can be attributed to the absence of a medical manpower policy. 

3.4 There are considerable variations in the medical manpower mix as between the U.S.A. on the 
one hand and the U.K. and lreland on the other. For example, the ratio of attending staff physicians 
to residents in training in the U.S.A. is about 6 : 1 which is radically different to the lrish situation. 
Moreover, the number of years spent as a resident in training is much less in the U.S.A. usually 6/7 
years as opposed to 10/15 years in lreland. 

3.5. The Study Group is aware of the European Community Directives (Nos. 751362lEEC and 
751363fEEC) in respect of the harmonisation and mutual recognition of medical qualifications 
and the free movement of doctors between member countries. There has been little movement 
of doctors between lreland and mainland Europe but this can be expected to change in the 
coming years. This is already raising issues relating to the harmonisation of the consultant 
system which applies in lreland1U.K. and the different medical hierarchial systems based on 
specialisation in mainland Europe. A further trend is that various European academies/boards are 
being established at specialty level under the aegis of the European Union of Medical Specialists 
(U.E.M.S.). Examinations andlor exchange programmes are being set up for medical specialists 
at European level e.g. urology and rehabilitation medicine are well advanced in this process. The 
implicationsfor postgraduate medical training and the current medical manpower systems in lreland 
and the U.K. arising from the impact of Europe are not yet clear. The possible establishment of a 
specialist register in lreland by the Medical Council is another issue with implications for training 
and medical manpower structures. The Study Group is aware that the Chief Medical Officer of the 
Department of Health has recently undertaken to establish a forum to enable the statutory agencies 
and training bodies to meet and keep abreast of developments in Europe in relation to specialist 
training. 

3.6. Attempts by the Study Group to get comprehensive data in relation to doctors and various 
medical specialists in each E.C. country have been inhibited by the fact that as far as we have been 
able to ascertain, there is no agency collecting comprehensive information on medical manpower 
in Europe as a whole. The European Union of Medical Specialists has decided recently to collect 
data re medical specialists in each E.C. country. This task is currently underway. It is very difficult 
to analyse the available data and compare it to lrish data because of the different types of medical 
practice and hierarchial systems which exist in the various member countries. The Study Group is 
of the view that the developments mentioned in the preceding paragraph will increasingly impinge 
upon the lrish situation in the coming years as European health systems are harmonised. 



Section 4 - Proposals for change and their implications. 

4.1. In thissection we outline our objectives, the changes we feel are necessary and the 
implications of these changes. The objectives of the Collaborative Study Group are to maintain 
and improve patient care in lrish hospitals and provide a satisfactory working environment and 
career prospects for hospital doctors. This discussion document is based on the fundamental 
tenets that (i) the patient attending hospital is entitled to be seen by and have the major decisions 
regarding hisher care made by fully trained medical staff which, in our present career structure 
means consultants and (ii) a "consultant-provided" as distinct from a "consultant-led" service should 
be available to all patients. The Study Group understands that these sentiments are in line with the 
Consultants' Contract 1991. Allied to this approach is an equitable distribution of hospital medical 
manpower throughout the country taking into account the international trend towards increasing 
specialisation. 

4.2. In an ideal situation, the numbers in training should be broadly aligned to replacement of 
trained personnel plus an allowance for competition and incremental development. The number of 
persons who are trained should outnumber, by a considerable margin, those who are in training. 
In Section 5, we have estimated that the number of hospital training posts required over the next 
decade is about 50% of the proposed consultant establishment. We believe that it is beyond 
the capacity of the system to achieve this objective within the foreseeable future. It is therefore 
necessary to move towards this aim in a phased fashion. However, it is essential that a clear policy be 
adopted immediately to move in the direction of a "consultant-provided" service. In order to change 
policy direction, the current ratio of consultants to N.C.H.D.'s (1 :2) needs to be radically altered. For 
these reasons, we believe that an overall ratio of one consultant to one N.C.H.D. would be an 
appropriate objective to aim for in the short-to-medium term (up to 10 years). The ratio would, 
of course, vary between different specialties and between different hospitals. We recognise that the 
proposals we are putting fotward in this respect,'will give rise to a number of basic issues which will 
have to be addressed by the many interests involved. 

4.3. We believe that a national target of 1,500 consultants and 1,500 N.C.H.D.'s in public 
hosf~itals, to be achieved by the year 2,003, is a feasible objective to be set in order to 
bring abdut a clear change &direction (see Figure 4). This targ& has been arrived at following 
consideration of the current hos~ital medical manpower position (and taraets set) in other countries 
as well as the current position in Ireland - see earlier sections 2 and 3. section 5 sets out the basis 
for this target and makes a detailed projection. We believe 1,500 non-consultant hospital doctor 
posts will continue to be needed for a number ofreasons (i) to produce a sufficient number of 
qualified doctors with shorter and more intensive durations of training in order to satisfy replacement 
requirements of doctors in practice in Ireland and to meet the projected increase in consultants; (ii) 
to provide adequately for the hospital component of general practice training; (iii) to facilitate the 
training of non-E.C. nationals and (iv) to meet service requirements at hospital level. 

Implications of proposed changes 

4.4. As indicated in paragraph 2.3, the lrish hospital medical system would benefit from an 
increased input of senior clinical decision-making. Implicit in our recommendations is a 
requirement by consultants and N.C.H.D.s to adopt significantly changed work patterns. 
We realise that their willingness to do so will be a key component in bringing about a changed 
system, Our approach presupposes this will happen. Our proposals, if implemented, would result in 
a hospital service delivered increasingly by consultants, supported by a reduced number of junior 
doctors who would be undergoing more intensive training. One of the effects of implementing these 
proposals would be a gradual change in the traditional work patterns of consultants. A greater 
direct involvement in patient care emergency services and in the direct supervision and training 
of junior doctors would be required of consultants in the future. The proposed major increase in 
consultant manpower together with the significant decrease in N.C.H.D. numbers would facilitate 
these changes. The sharing of workload among a greater number of consultants should not increase 
the workloads of individual consultants although changes would be required in their work patterns. 



Medical Manpower 1993-2003 
Proposals for Change 

sl/ Consultant posts sl/ NCHD posfs 

Figure 4 

4.5. Within the present system there is, undoubtedly, undue reliance on N.C.H.D.s to meet 
day-to-day hospital service needs. The dominance of service needs over education and training 
of N.C.H.D.s will have to change. In addition to the more direct role envisaged for consultants in 
paragraph'4.4, consideration will have to be given to allocating some of the duties currently carried 
out by N.C.H.D.s to other professionals. We believe that the major component of service work built 
into N.C.H.D.s duties will have to be gradually reduced, through a combination of increased service 
involvement by consultants, (perhaps, also by a non-consultant career grade) and by appropriate 
duties being transferred to administrative, nursing and paramedical staff. Patient contact, diagnosis 
and treatment would be improved if e.g. a lot of routine administrative work and information retrieval 
work, currently done by N.C.H.D.'s, was reallocated to other staff. Such re-organisation should be 
helped by advances in information technology. 

4.6. With accelerated and more intensive training, there should be the potential to increase the 
skills of N.C.H.D.'s so that their decision-making would be at a more mature level at an earlier 
stage than it is in the present system. Not only would the N.C.H.D.'s themselves benefit from such 
a change, so also would patient care. 

4.7. In our projection (see later paragraph 5.10) we have assumed no change in the current 
number of interns - 350 -on the understanding that the intern year is needed to satisfy registration 
requirements under the Medical Practitioners' Act. The output from the medical schools may be 
greater than what the hospital system will require in the future. This issue is raised in later paragraph 
6.4. It is suggested that many of the skills now acquired, by doctors, during their intern year could be 
acquired earlier by them as undergraduates. As the Medical Practitioners' Act is now under review, 
the time is opportune for this matter to be considered by the relevant authorities. We are also aware 
that the medical curriculum is under review by the various medical schools. 

4.8. We have estimated that, from the overall national perspective, the changes we propose in the 
composition of hospital medical manpower will be exchequer neutral in respect of the pay costs of 
hospital doctors - see later paragraphs 5.14 and 5.15. The proposed transfer to other health staff 
of some duties currently undertaken by N.C.H.D.s may have financial and manpower implications. 
However, these may be offset by developments in information technology. We have concluded that 



while changes in the current roles and work patterns of consultants and N.C.H.D.s are inevitable if 
our proposals are implemented, it is not possible to accurately estimate the extent of these changes 
and their financial impact - see later paragraphs 5.16 and 5.17. On the one hand, more senior 
decision making (i.e. by consultants rather than N.C.H.D.'s) should lead to greater efficiencies 
while, on the other hand, more consultants should generate greater and more specialised activity. 
In the circumstances, we have formed the opinion that the proposed changes in hospital medical 
manpower are likely to add to overall non-pay expenditure on public hospital services but that the 
benefits to patients will be great in terms of a higher quality service. We are convinced that the 
agreement of all concerned is essential in order to implement our proposals. 

4.9. A wide range of issues relating to postgraduate medical training emanate from the 
Collaborative Study. It is envisaged that these will need to be addressed by the relevant 
postgraduate training bodies individually, and perhaps collectively, in their responses to this 
discussion document. Some of these issues are as follows: 
- Are the postgraduate training committees in a position to gear their training programmes to meet 

the demand for a greater number and variety of consultants and if so, within what timeframe ? 
- To what extent should doctors (Irish or otherwise) currently based in other countries be relied 

on to fill the additional consultant posts envisaged? 
- Will increased numbers of consultants facilitate an increase in the quality and quantity of 

training? 
- How can the average time taken to complete the training required to become a consultant 

be reduced to the minimum period currently specified as educationally necessary by the 
appropriate training bodies? 

- Does the structure and type of postgraduate training require examination? We are aware that 
consideration is being given by the training bodies in Ireland and the U.K. to reducing the length 
of training required to reach consultant status. 

4.10. Statistics supplied by the Postgraduate Board which indicate the numbers in general pro- 
fessional and higher specialist training by specialty in Ireland in 1992 vis-a-vis the numbers in each 
grade are set out in Table 9. To date there are no formal senior registrar training posts in pathology, 
paediatrics or radiology and very few senior registrar posts in the medical group of specialties. 

TABLE 9 

N. C. H. D. POSTS 1992. 

House Registrar Senior Total Annual Approx 
Officer Registrar intake into no. in 

general general 
professional professional 

training training 

Accident & Emergency 92 22 1 115 - - 
Anaesthetics 83 68 23 174 25 83 
Obstetrics/Gynaecology 89 40 4 133 25 75 
Paediatrics 130 53 - 183 144 159 
Pathology 28 28 - 56 8 40 
Medicine 31 4 158 3 475 100 300 
Psychiatry 147 113 20 280 33 100 
Radiology 9 29 - 38 12 24 
E.N.T. Surgery 19 17 3 39 3 12 
Ophthalmic Surgery 24 12 1 37 314 9 
Orthopaedic Surgery 64 55 8 127 - - 
Other Surgery 189 104 25 31 8 23 70 

4.11. Information obtained from the Local Appointments Commission indicates that, over the 
past two years, almost 60% of successful candidates for consultant appointments in health board 
hospitals received mosvall of their higher specialist training in lreland; 30% in the U.K.; 10% in 
North America (i.e. mainly U.S.A. and to a lesser extent Canada). Comparable comprehensive data 



in relation to the voluntary hospitals are not available but the limited information available indicates 
a similar, if not greater, success rate by those trained outside lreland. This trend is naturally most 
apparent in relation to those specialties which do not have formal senior registrar training posts in 
Ireland. 

4.12. We are aware that changes in the direction of a shorter, more intensive training period are 
under consideration by the relevant bodies in lreland. We envisage that the appropriate elements 
of best practice in the European and North American systems will be incorporated into any 
improvements made to the Irish system. To some extent we have anticipated this trend in our 
projection. However, at this stage, we are not in a position to confidently predict that radical changes 
will occur in the training of N.C.H.D.s in lreland within the next decade. 

Part-time training and part-time consultant posts 

4.13. As already indicated in par. 2.1 1,16% of consultants in public hospitals in lreland are women 
- up from 12% in 1988. However, there are significant variations by specialty in the proportion of 
female consultants. They are mainly in psychiatry, pathology, anaesthesia and paediatrics with 
very few in surgery or obstetrics/gynaecology. The position in the U.K. is similar where 15% of 
consultants are women. The increase in female medical graduates in lreland - up from 39% in 1980 
to 50% in 1992 -is increasingly being reflected in the number of new consultants being appointed 
in lreland. 53 (34%) of the 156 consultants appointed in the past three years were women, most 
of whom would have graduated around 1980. These appointments were concentrated in a small 
number of specialties mainly psychiatry (65% of new psychiatrists) and pathology (also 65%) 
and to a lesser extent paediatrics (50%). Together these three specialties accounted for 40 of 
the 53 women consultants appointed over the past three years. Part-time or modular training 
could facilitate doctors with family commitments reaching consultant status. Likewise, part-time 
or job-sharing consultant posts may be desirable. In 1990, Comhairle na n-Ospideal agreed, in 
principle, to the concept of job sharing posts in appropriate specialties in line with the guidelines 
of the Department of Health. To date requests for job-shared posts in child psychiatry have been 
received and have been approved. A small number of part-time consultant posts also exist. It is 
understood that very little postgraduate medical training in lreland takes place on a part-time or 
job-sharing basis, even though the training bodies are prepared to recognise such training. The 
Second Commission on the Status of Women has recommended, inter aha, that health boards 
and hospitals should be required by the Department of Health (i) to provide a certain number of 
job-sharing posts to include training posts; and (ii) to pursue a more flexible approach to part-time 
work to facilitate the management of domestic and occupational commitments. 



-- 

Section 5 - Detailed Projection 
of how proposed changes can be achieved. 

5.1. In the context of the foregoing, the Study Group has devised the following projection, the 
purpose of which is to show how the proposed expansion in the number of public hospital consultant 
posts to 1500 and the proposed reduction in the number of public hospital approved N.C.H.D. posts 
to 1,500 by the year 2003 can be achieved (see Figure 5). 

5.2. In accordance with our terms of reference, we have concentrated on medical manpower in 
acute hospitals. Consequently, in the projection, no change is presumed in the numbers of general 
practitioners, public health and other doctors required even though we are aware that changes are 
likely in the structure of public health medicine and general practice within this decade. 

Consultant and NCHD Posts 1993-2003 

Figure 5 



5.3. The projection takes into account the need for replacement of consultants i.e. actual 
retirements (on average 2% per annum) and estimated deaths/resignations (about 1 % per annum). 
The average annual rate of increase in consultant manpower over the past twenty years has been 
about 2% - in recent years it has been about 1.5% per annum e.g. there has been a net increase 
of 70 consultant posts since May 1989. To achieve 1,500 permanent consultants in post by the 
year 2003 requires that the current rate of expansion be doubled to 3% p.a. i.e. on average about 
33 posts per annum. We regard this as feasible. 

5.4. Table 10 shows the detail of the projection in respect of consultant posts: 

TABLE 10 

Year beginning 
1 st January 

1993 

1994 
1995 
1996 
1997 
1998 
1999 
2000 
2001 
2002 
2003*'* 
TOTAL 

(1 
Consultant 

Posts 

(2) 
Additional 
Posts 3% 

increase p.a. 

- 

35 
36 
37 
38 
39 
41 
42 
43 
19 
- 

330 

(3) 
Retirements 
due before 

1 st January 

(4) 
Estimated 

Deaths/ 
Resignations 

(1 % p.a.) 
- 

5 (2+3+4) 
New 

Consultants 
needed 

78* 
57** 

54 
71 
66 
71 
69 
82 
87 
83 
65 
47 

830 

* new and replacement posts approved by Comhairle na n-Ospideal which have not yet been filled 
on a permanent basis. Most are currently occupied by locum/temporary appointees. 

" comprises replacement posts arising from deaths, resignations and retirements before 1993 for 
which (i) applications are currently under consideration by the Comhairle or (ii) replacements have 
not yet been sought. 

*** given that it takes on average about a year from the time the Comhairle approves a consultant 
post to the successful candidate taking up duty, the year 2003 has been included in the projection. 

5.5. On the basis of this projection, 830 new consultants - on average 83 per annum - will 
be required by the year 2003 arising from 330 new posts, plus 500 retirernents/estirnated 
deathdresignations. Over the past three years, on average over 50 doctors per annum commenced 
practice in Ireland on a permanent basis at consultant level in the public sector. 

5.6. In calculating the number of trainees required to supply 830 consultants by the year 2,003, 
we have borne in mind the desire to move towards a shorter more intensive training system. We 
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are of the opinion that the time taken to complete the training required to become a consultant 
should be reduced to the minimum period specified as educationally necessary by the appropriate 
bodies. Under this projection, an increased number of consultant posts will come on stream in 
the next decade. Therefore, the age at which eligible doctors acquire consultant posts should be 
reduced towards the desirable level. Comhairle na n-Ospideal has specified that at least seven years 
satisfactory experience after becoming entitled to full registration in the practice of the medical 
profession is required to be eligible to compete for most consultant posts. 6 years is the minimum 
requirement for a few specialties e.g. anaesthetists and pathologists. We have therefore assumed 
that an average of 7 years general professional and higher specialist training after registration will 
be required to qualify for a consultant post. On this basis, 581 training posts will be needed each 
year up to 2,003 A.D. This assumes that each consultant could acquire all hislher training in lreland. 
A more realistic assumption might be that a minimum of one year, and probably two years, will be 
spent training abroad. Thus the number of training posts required in lreland would be reduced to 
either 498 or 415. 

5.7. It is not possible (or desirable from the point of view of competition) to havea precise system 
of matching the output of training schemes to vacant consultant posts. At any time, there will be 
a number of senior registrars who have completed training awaiting consultant posts. In some 
instances, the career ambitions of N.C.H.D.s change and they change their specialty training 
accordingly. While the opportunities for changing career direction may decrease as training 
programmes in individual specialties become more integrated from general professional to higher 
specialist training, nevertheless a number of N.C.H.D.s will always change career direction. An 
allowance needs to be made for (i) natural wastage i.e. drop out, emigration, death, family reasons; (ii) 
changing specialties; (iii) competition and (iv) specialists engaged solely in private practice in lreland. 
We have decided on a 30% allowance for all these factors combined. On this basis, depending on 
whether five or six years training in lreland is needed, an extra 125 or 150 training posts would be 
required over the next decade in the Irish hospital service. The total required would therefore be 
about 540 or 650. The following table sets out the position: 

Table 11 

Training Posts Required. 

Length of 
training 
required 
(years) 

Total (7) 
In lreland (6) 
In lreland (5) 

New No. of 30% Total no. of 
consultants training allowance training 

required posts. posts 
per annum required in 

lreland 
83 581 - - 
83 498 150 648 
83 41 5 125 540 

When a complement of 1,500 consultants is achieved and given a normal age distribution, a 
replacement rate of about 3% would indicate an annual requirement of about 45 new consultants. 
This will have implications for the number of training posts required then. 

5.8. Our remit is in relation to hospital medical manpower and does not extend to general 
practitioners, public health and other doctors except in so far as trainees in these branches of 
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medicine are employed as N.C.H.D.'s in public hospitals. Comprehensive statistics on general 
practitioner numbers in lreland are not collected on a systematic basis - thus precise statistics 
are not available. The number has been estimated by various bodies as being between 2,000 and 
2,200 in wholetime or part-time practice. Of these about 1,600 have G.M.S. contracts. Over 300 have 
right of entry to the G.M.S. under the five year rule which ends on 1st January 1994. Having taken 
into account retirements, there will be close to 1,900 general practitioners in the G.M.S. by January 
1994. In addition to these, a number of general practitioners work as assistants to G.M.S. contract 
holders. There are about 1,800 members of the I.C.G.P. in the Republic of lreland most of whom 
are in full-time practice. It is generally accepted that in addition there are 300-400 other general 
practitioners, many of whom practice on a part-time basis. Using a figure of 2,000 for planning 
purposes and assuming a replacement rate of 3% 60 doctors per annum would be required. The 
lrish College of General Practitioners has estimated that about 30 per annum will retire in the next 
decade. The General Medical Services Payments Board has estimated a similar level of retirements 
from the G.M.S. over the next decade. Allowing for deaths, resignations, part-time working, job 
sharing etc. the I.M.O. calculates a need for 30-45 entrants per annum to general practice. The 
current intake to formal G.P. training schemes in lreland is 53 per annum. This is generally viewed 
as being adequate to meet future G.P. requirements. As the hospital training involves 2 years, 106 
hospital posts at S.H.O. level are currently required each year - no change is envisaged in the 
projection. 

5.9. Applying a 3% replacement rate for the 600 other doctors (seeTable 1) would mean an annual 
requirement of about 18 doctors. Assuming they require on average between three and six years 
training in hospital medicine in lreland, and making some allowance for natural wastage, up to 100 
hospital posts would be required each year. 

5.10. In order to increase the consultant establishment to 1,500 and to maintain the status 
quo in respect of the level of other medical posts such as general practitioners, public 
health doctors etc., the total number of post-intern N.C.H.D. training posts required each 
year in lrish hospitals until the year 2,003 will therefore be about 750-850 made up as 
follows: 

Table 12 

Post intern N. C. H. D. s training in lrish hospitals to be: 

Consultants 648' 5 4 P  depends on number of years 
G.P.s. 106 106 training in Ireland i.e. 5 or 6 
Others 100 100 - - 

854 746 

In this projection, for the reasons indicated in earlier paragraph 4.7, we have assumed no change 
in the current number of interns - 350. Therefore, the number of N.C.H.D.s in training posts in 
lrish hospitals required to satisfy lrish medical manpower needs alone would be between 1100 
and 1200. 

5.11. If there are 1,500consultantsand 1,100-1,200 N.C.H.D.s, this would mean an increase of 330 
consultants (+28%) and a reduction of 1,100-1,200 N.C.H.D.s (about 50%). This would require an 



overall reduction of about 800-900 in approved public hospital medical manpower from about 3,500 
to 2,600-2,700. In this scenario, the consultantfN.C.H.D. ratio would be in the region of 110.8-V0.7 
instead of the current ratio of 112. Overall service requirements and the desire to provide training 
opportunities for doctors from non E.C. countries also need to be taken into account. Some 
allowance must also be madefora small number of N.C.H.D.s who fail to reach consultant status but 
who wish to remainas hospital doctors - the issue of the non-consultant career grade will be dealt 
with in our next document. For these reasons, we have decided to accept, for planning purposes, 
that an additional 300-400 posts should meet all these requirements giving a revised total of some 
1500 N.C.H.D. posts. The result would be a net reduction of about 500 hospital doctor posts and a 
ratio of about one consultant to one non-consultant hospital doctor. The three options discussed 
above are set out in tabular format in Table 13. Option C is the Study Group's preferred choice. All 
options are in the context of the existing hospital medical manpower structure. 

Table 13 

Deployment of Hospital Medical Manpower 
Current Position and Future Options 

I st Jan. Option A Option 6 Option C 
Year 1993 2003 Change 2003 Change 2003 Change 

Consultants 1170 1500 +330 1500 +330 1500 +330 
N.C.H.D.s 2325 1100 -1225 1200 -1125 1500 -825 
Total 3495 2600 -900 2700 -800 3000 -500 
Ratio 1 I2 110.7 110.8 111 

5.12. The annual output from the medical schools in Ireland is about 400. However, about 
50 do not seek intern posts in lreland. If the number of interns remains constant at 350, 
one of the knock-on effects of reducing the number of N.C.H.D.s to 1,500 will be an 
annual shortfall of up to 50 post intern hospital appointments in lreland if they all sought 
N.C.H.D. posts. 

5.13. If there are 1,500 consultants and 1,500 N.C.H.D.'s, the reduction in approved public 
hospital medical manpower numbers would be about 500. In essence, this would mean a 28% 
increase in consultants and a 35% decrease in N.C.H.D.S. The consu1tanVN.C.H.D. ratio would 
be 1:l. 

5.14. We have estimated that this radical shift in the composition of hospital medical manpower 
would be financially neutral in respect of the pay costs of hospital doctors. The annual pay costs 
per consultant including on-call and call-out payments, employers P.R.S.I. and medical defence 
insurance are estimated at about £70,000, Currently, one third of N.C.H.D.s are Registrars o 
Senior Registrars; a half are S.H.0.s and one sixth are Interns. The top of the S.H.O. scalr 
is used as a reasonable average for all N.C.H.D.S. Overtime, premium payments, employer 
P.R.S.I. and medical defence indemnity have been included in arriving at the average annual pa 



cost per N.C.H.D. of approximately £40,000. These estimates were made following discussions 
with relevant personnel in a number of hospitals and health boards and the Department of 
Health. The figures are based on wholetime appointees. In the scenario envisaged by the 
Study Group, the proportion of Registrars and Senior Registrars is likely to increase at the 
expense of S.H.O's. Consequently, the cost of the average N.C.H.D. may be slightly higher 
than is now the case. If some work currently done by N.C.H.D.'s is reallocated to other hospital 
staff as envisaged in paragraph 4.5, this may have manpower and financial implications which 
may be offset by advances in information technology. These matters are not addressed in this 
projection. 

5.15. Based on the figures in paragraph 5.14, the pay cost of 1,170 consultants is £82 million 
and the pay cost of 2,325 N.C.H.D.s is £93 million -total pay cost £175 million. The pay cost of 
1,500 consultants would be £105 million and the pay cost of 1,500 N.C.H.D.s would be £60 million 
-total pay cost = £165 million. This figure is similar to current pay expenditure on hospital medical 
manpower. 

5.16. If the number of consultants was increased by about 350 and no other change was made - 
no change in current work patterns of consultants or N.C.H.D.'s; no change in postgraduate training; 
no change in the number of N.C.H.D.'s per consultant- both pay and non-pay costs would obviously 
increase significantly. The potential increase has been estimated at somewhere in the region of 150 
million pounds per annum. However, our proposals are contingent on a radical change in the roles 
and work patterns of consultants and N.C.H.D.'s as well as the number in each category. 

5.17. The scenario envisaged by the Study Group would represent a major alteration in the current 
mix of medical staffing of hospitals and consequently significant changes in the roles of consultants . - 
and N.C.H.D.S. Each consultant on average would have one N.C.H.D. instead of two. While it is easy 
to estimate pay costs with a reasonable degree of accuracy, other costs associated with hospital 
doctors - both consultants and N.C.H.D.s - are much more difficult to estimate. More consultants 
are likely to generate greater and more specialised activity. On the other hand they are likely to 
provide a more efficient service. The criteria for admission, discharge, referral, ordering of tests, 
prescribing drugs etc. should be more effective and efficient. The capacity for training will be 
increased by having more consultants. This may lead to better quality trainees. There may be 
implications also for the planning and design of hospitals e.g. more out-patient, day care and theatre 
facilities, equipment, offices etc. These too could have cost implications. We have concluded that 
while changes in the current roles and work patterns of consultants and N.C.H.D.s are inevitable if 
our proposals are implemented, it is impossible to accurately estimate the extent of these and their 
financial impact. In the absence of reliable estimates, we have taken the view that our proposals are 
likely to add to overall expenditure on public hospital services but it will be a better quality service 
delivered to a greater extent by a larger number of consultants. 

5.18. The Study Group is convinced that the agreement of all concerned is essential in order to 
implement our proposals including the consequential changes in the roles and work patterns of 
hospital doctors. 

5.19. We envisage that if, during the course of their phased implementation over a number of years 
our proposals are working out to be significantly more expensive than the current hospital service 
and if additional resources cannot be made available, then they can be modified and/or rescheduled 
over a different time frame. 



5.20. Table 14 shows how public hospital doctor posts in Ireland are currently distributed between 
the various specialties. 

TABLE 14 

Distribution of Hospital Doctor Posts by Specialty at 1st January 1993. 

Specialty Consultants Senior Registrars 

Accident & Emergency 
Anaesthetics 
Cardiology 
Clinical Pharmacology 
Dermatology 
Endocrinology 
Gastroenterology 
General Medicine 
Genito-Urinary Medicine 
Geriatric Medicine 
Infectious Diseases 
Medical Genetics 
Nephrology 
Neurology/Neurophysiology 
Nuclear Medicine 
Oncology 
Palliative Medicine 
RadiotherapyIOncology 
Respiratory Medicine 
RheumatologyIRehabilitation 
Obstetrics/Gynaecology 
Paediatrics 
Chemical Pathology 
Biochemistry 
Immunology 
Haematology 
Microbiology 
Histopathology 
General Psychiatry 
Child &Adolescent Psychiatry 
Radiology 
Cardiac Surgery 
General Surgery 
Urology 
Neuro-Surgery 
Ophthalmic Surgery 
Orthopaedic Surgery 
E.N.T. Surgery 
Paediatric Surgery 
Plastic Surgery 
TOTAL 

Registrars 
1 
23 
- 
- 
- 
- 
1 
1 - 
- 
- 
- 
- 
- 
- 
- 
- 
- 
1 - 
4 - 
- 
- 
- 
- 
- 
- 

14 
6 
- 
1 

16 
4 
1 
1 
7 
3 
2 
1 
88 

House 
Officers 

92 
83 
19 
1 
7 

12 
16 

142 
2 

31 
6 
- 
8 

12 
- 
7 
1 

12 
20 
17 
89 

130 
2 
- 
1 

12 
4 
9 

145 
2 
9 
8 

150 
10 
9 

24 
64 
19 
7 
5 

1187 

The 350 Interns and 200 "other N.C.H.D.sW are not included in this table. 



5.21. Naturally we would not be suggesting a strict mathematical application of our proposed 
changes to the existing distribution. Such an approach would reinforce and perpetuate the existing 
position arising from varying degrees of specialty and hospital development, demographic trends as 
well as historical and other anomalies. Moreover, the distribution of consultants has been influenced 
not just by the population served but also by the traditional levels of activity of individual hospitals. 
This is most apparent in the Eastern Health Board area - see earlier paragraph 2.8. 

5.22. Instead we have produced what we believe is a realistic model of how 1,500 consultants 
miaht be allocated between the various specialties. See Table 15. In devising this model, we 
ha;e taken into account the Comhairle's g;idelines/norms in respect of particular specialties, the 
trend towards s~ecialisation, international consultanWpopulation ratios as well as previous studies 
which have suggested appropriate consultant profiles for viable general hospitals of the future. Our 
projection assumes no reduction in the existing network of acute general hospitals throughout the 
country. However, some changes in the roles of some hospitals are envisaged in the projection. See 
later paragraph 5.24. 

TABLE 15 

National Consultant Profle by Specialty 

Specialty 
Accident & Emergency 
Anaesthetics 
Radiology 
Obstetrics/Gynaecology 
Paediatrics 
All Pathology 
'General PathologylHistopathology 
Haematology 
Microbiology 
Chemical Pathology 
Biochemistry 
Immunology 
All Psychiatry 
General Psychiatry 
Child Psychiatry 
**Medicine 
All Surgery 
General Surgery 
Urology 
Plastic Surgery 
Paediatric Surgery 
Neurosurgery 
Cardiac Surgery 
E.N.T. Surgery 
Ophthalmic Surgery 
Orthopaedic Surgery 
TOTAL 

1993 
Consultant Posts 

13 
180 
98 
82 
60 
91 
52 
12 
14 
3 
5 
5 

191 
156 
35 

201 
254 
99 
16 
9 
4 
8 

. 6  
29 
31 
52 

1170 

As general pathologists retire they are being replaced by monospecialists. 

'* Medicine includes consultants in the following specialties: 

2003 
Consultants Posts 

20 
220 
120 
100 
80 

130 
66 
20 
20 
8 
8 
8 

230 
190 
40 

270 
330 
115 
25 
20 
5 
9 
8 

34 
44 
70 

1500 

General Medicine; Respiratory Medicine; Gastroenterology; Endocrinology; Cardiology; Geriatric 
Medicine; RheumatologyIRehabilitation; Nephrology; Dermatology; Neurology; Neurophysiology; 
Infectious Diseases; Genito-Urinary Medicine; Oncology; RadiotherapyIClinicaI Oncology; Palliative 
Medicine and Clinical Pharmacology. 



National Consultant Profile by Specialty 

Paediatrics 

Obs. & Gyn. 

Radiology 

Pathology 

Anaesthetics ( 1 
Psychiatry 

Medicine 

Surgery 

Figure 6 

5.23. Considerable variations in expansion are envisaged nationally between, and within, specialties 
de~endina on their current level of develo~ment vis-a-vis estimated needs based on the factors 
mention$ in the previous paragraph (see kigure 6). We envisage increases of about 20%-25% in 
Anaesthetists, Obstetricians/Gynaecologists, Psychiatrists and Radiologists; increases of about 
30%-35% in Surgeons, Physicians and Paediatricians; a 40% increase in pathologists and a 50% 
increase in A/E consultants. We envisage the trend towards sub-specialisation to become evident in 
some specialties, particularly patholog;, medicine, psychiatry and surgery. We visualise the national 
picture by specialty at the beginning of the next century being broadly along the lines set out for 
illustrative purposes in Table 15. These figures are not written in tablets of stone. The actual position 
in the year 2003 may be different to that set out in Table 15 and in certain respects will no doubt be 
quite different. 

5.24. We believe that there should be an equitable distribution of hospital services to the people 
living in each area of the country. This can only be achieved by having viable hospitals with a critical 
mass of work to be done and sufficient staff and facilities of the highest calibre available to do it. 
In our view, a population of about 100,000 is required to make this possible. Many areas with a 
catchment population of 100,000 or less are currently served by two acute general hospitals. We 
do not envisage the closure of any such hqspital. Instead we envisage pairs or groups of hospitals 
in a viable catchment area co-operating to provide a more comprehensive range of services than 
it is feasible to provide in smaller autonomous and often rival units. In certain circumstances, we 
envisage a possible rationalisation of services between a number of such hospitals e.g. centralisation 
of maternity services in one viable unit in one of two hospitals with non-viable maternity units. 

5.25. For the purpose of this exercise, we have categorised and grouped hospitals in the following 
manner: individual hospitals/hospital groups/pairs of hospitals with a catchment population of 
roughly 100,000 -Type A; those with similar catchment populations which also have a regional role 
-Type 6; individual large hospitals/hospital groups with catchment populations of 250,000-300,000 
-Type C. A broad indication of how these three types of hospitals might be staffed is set out in Table 
16 for illustrative purposes. We repeat the point made re Table 13. The figures in Table 16 are not 
definitive and the actual position in 2,003 may be quite different. 



TABLE 16 

Possible Consultant Profile by Hospital Type in 2,003 

A B C 

A & E Consultants -- 1 2 
Anaesthetists 4-5 6-7 14-17 
Radiologists 2-3 4-6 7-1 0 
Obstetricians/Gynaecologists* 3 3 5-8* 
Paediatricians*' 3 3-4 4-6" 
All Pathologists 2 5 11-12 
Histopathologists 2 2-3 4-5 
tlaematologists -- 1 2 
Microbiologists -- 1 2 
Chemical Pathologists -- -- 1 
Top-Grade Biochemists -- -- 1 
immunologists -- -- 1 
All Psychiatrists*** 6-7 6-8 12-18- 
General Psychiatrists 5-6 5-6 10-15 
Child Psychiatrists 1 1-2 2-3 
All Physicians c.5 c.10 20-25 
General Surgeons 4 4 6-7 
Urologists -- 1-2 2-3 
Plastic Surgeons -- 0-2 2-3 
Paediatric Surgeons -- -- -- 
Neurosurgeons -- -- -- 
Cardiac Surgeons -- -- -- 
E.N.T. Surgeons -- 3-4 3-5 
Ophthalmic Surgeons -- 3-4 3-5 
Orthopaedic Surgeons 0-3 4-6 4-6 
All Surgeons 4-7 15-22 20-29 
Total 29-35 54-66 95-1 27 

National 

20 
220 
120 
100 
80 
130 
66 
20 
20 
8 
8 
8 

230 
190 
40 
270 
115 
25 
20 
5 
9 
8 
34 
44 
70 
330 
1500 

there are 3 large maternity hospitals in the E.H.B. area - there are gynaecology units but no 
maternity units in the regional hospitals in the E.H.B. area. 

*' there are 3 children's hospitals in the E.H.B. area. Although paediatric units are planned for the 
regional hospitals in the E.H.B. area, to date there are none in existence. 

*** it is recognised that the delivery of psychiatric services is moving away from the large psychiatric 
hospitals and is becoming community orientated with acute units in generalfregional hospitals. 

For this exercise, the number of consultants in these three specialties is divided on the basis of 
the population catchment of generalfregional hospitals. 

5.26. We gave some consideration to the question of what the appropriate ratio of N.C.H.D.'s to 
consultants in each specialty might be. We decided that we might be in a better position to answer 
this question following the consultative phase of our work. 



Section 6 - Outstanding issues and concluding remarks 

6.1. We have adopted a phased approach to our task - see Section 1. In this discussion document 
we have concentrated largely on pad one of our terms of reference, i.e. to put forward suggested 
courses of action designed to achieve an equitable mix and distribution of medical manpower 
throughout the country. To this end, we have set out what we think are the main problems with the 
current hospital medical manpower situation in lreland. We have outlined what we believe a better 
system would be. We have proposed a radical change in the mix of hospital medical manpower. 
We have outlined what the implications might be of our proposed changes. We have attempted, by 
way of a projection, to calculate how our proposed changes in the distribution of hospital medical 
manpower can be achieved within a decade within the existing financial parameters and hospital 
network. We realise that the proposals we are making are radical and their implications need careful 
consideration. 

6.2. We do not claim to have the perfect solution to the myriad of medical manpower issues. 
However, we believe that the thrust of our document is correct. We reiterate that the details are 
not written in tablets of stone and are open to modification and improvement. The implications 
for postgraduate training; consultants; N.C.H.D.s; hospital authorities; specialties; undergraduate 
and postgraduate medical training bodies; medical manpower regulatory bodies and government 
expenditure need to be addressed by the appropriate bodies. We are hopeful that the Minister, 
the Comhairle and the Postgraduate Board will lend their support to the general thrust of our 
recommendations and that the Minister will launch our discussion document to initiate debate 
among the many interests involved. All interested parties are requested to submit their comments 
on the thrust of our document and the feasibility of implementing our proposals. Following receipt 
and consideration of initial written submissions on the document we will engage in a programme 
of consultation with the interests concerned. The outcome of the consultation process will be 
embodied in our next report which will also deal with part (ii) of our remit. 

6.3. Part (ii) of our remit is to clarify any major issues which require consideration by a wider 
spectrum of interests (including medical training bodies) and to suggest a methodology to arrive 
at a consensus on how such issues can be resolved. 

6.4. We have identified the following issues: 

(i) To what extent should the hospital system absorb the output from the medical schools given 
that the output may be greater than what the hospital system requires. 

(ii) Does the medical manpower career structure require to be modified ? We repeat that our 
proposals for change in the mix of hospital doctors are made in the context of the existing 
medical manpower career structure. 

(a) Are one or more non-consultant career grades required? 
(b) Are one or more grades of consultant required, e.g. consultant in administrative charge in 

addition to usual consultant grade? 
(c) What impact will the new senior registrar contract have? 

(iii) What impact will the harmonisation and mutual recognition of medical qualifications by the 
European Community and the free movement of doctors within the E.C. have on medical 
manpower in lreland? Should a specialist register be established by the Medical Council? What 
impact would its introduction have on the current medical manpower system ? 

(iv) Does the structure and type of postgraduate training require examination? Will the trend towards 
a shorter more intensive period of postgraduate medical training gain momentum or will the 
current system which is more akin to a lengthy apprenticeship remain? What are the implications 
of either possibility? Can the average time taken to complete the training required to become a 
consultant be reduced to the minimum period currently specified as educationally necessary? 



(v) Are the postgraduate training committees in a position to gear their training programmes to meet 
the demand for a greater number and variety of consultants and if, so within what timeframe ? To 
what extent should doctors (Irish or otherwise) currently based in other countries be relied on to 
fill the additional consultant posts envisaged? Will an increased number of consultants facilitate 
an increase in the quality and quantity of training? 

(vi) What factors should determine the appropriate ratio of N.C.H.D.s to consultants in each 
specialty? 

(vii)There are a multiplicity of separate agencies involved in various aspects of medical manpower 
e.g. Department of Health, Comhairle na n-Ospideal, health boards and hospitals, Postgraduate 
Medical and Dental Board, postgraduate training bodies, medical schools etc. not including the 
proposed statutory council on general practice. In view of the experience over the past decade 
of agrowth in consultant numbers and a much greater increase in N.C.H.D. numbers even though 
the agencies concerned have been generally in favour of improving the ratio of consultants to 
N.C.H.D.s, is there a need for a more co-ordinated approach to manpower planning ? Can 
our radical proposals for change in the hospital medical manpower mix be implemented in the 
absence of a single agency? Will an integrated approach to the planning and control of hospital 
medical manpower arising from the harmonisation and close co-ordination of the activities of the 
Department of Health and Comhairle na n-Ospideal be sufficient? What changes, if any, would 
be required in the structure of the other agencies andlor their relationships with the Department 
and the Comhairle or a single agency ? 

6.5. These issues and others that emerge in the course of the expected consultation process will 
be considered in some depth by the Study Group in the next phase of our work. We would welcome 
views on any or all of these matters either separately or in conjunction with the responses to our 
proposals to achieve an equitable mix and distribution of hospital medical manpower throughout 
the country. 

March, 1993 



APPENDIX A 

List of Reports Studied 

Fourth Report of Social Services Committee 1981 i.e. Short Report. 

U.K. Government response (1982) to the Fourth Report of the Social Services Committee. 

Hospital Medical Staffing: Achieving a Balance - D.H.S.S./J.C.C. Manpower Initiative 1986. 

Hospital Medical Staffing: Achieving a Balance - U.K. Government Plan for Action 1987. 

Staffing the service -the next decade i.e. Shaw Report on Hospital Medical Staffing in Scotland 
1987. 

National Association of Health Authorities and Trusts (NAHAT) discussion paper - Medical 
Manpower: Training and Hospital Career Structure - 1992. 

Working paper on the educational needs of the staff grade and other groups. Standing Committee 
on Postgraduate Education (SCOPME) U.K. -April 1992. 

Articles relating to medical manpower issues published in the Journal of the Royal College of 
Physicians: British Medical Journal; the Lancet; Journal of the American Medical Association; 
Annals of Internal Medicine; lrish Medical News. 

Comhairle na n-Ospideal: Sixth Report 1989-1 992. 

Comhairle na n-Ospideal -Annual Consultant Manpower Statistics 1972-1992. 

Discussion Document on the Future Role of the Consultant - Comhairle 1982 unpublished. 

Series of reports by Comhairle na n-Ospideal on the future development of particular specialties. 

Postgraduate Medical and Dental Board. Second Report. 1985-1 990. 

Postgraduate Medical and Dental Board - Biannual Surveys of N.C.H.D.'s 1984-1992. 

A General Description of Medical Education and Medical Manpower in Ireland - Postgraduate Board 
1991 - unpublished. 

Report on Medical Manpower and Career Structure in the lrish Health Service - lrish Medical 
Organisation -January, 1991. 



Appendix B 

Postgraduate Medical and Dental Board 
Survey of NCHDs Employed at 1 October, 1992 

1. The following statement shows the numbers of NCHDs employed on 1 October, 1992 in the 
public sector: 

Grade Approved 
Complement 

(4 

Senior Registrars (b) 88 
Registrars 699.5 
House Officers 1187.5 
Interns 350 
Totals 2325 

Numbers Employed 

Nationals Non-Nationals Total 
M. F. M. F. M. F. T. 
62 22 3 - 65 22 87 

216.3 167.8 272 29.5 488.3 197.3 685.5 
377.3 390.8 386.5 44 763.8 434.8 1198.6 
148 132 44 26 192 158 350 
803.6 712.6 705.5 99.5 1509.1 812.1 2321.1 

(a) Approved complement means the complement authorised and funded by Department of 
Health. 

(b) Information was sought only in relation to Senior Registrar posts which are approved by the 
appropriate Joint Committee or Training Body and which have also been approved by Comhairle 
na n-Ospideal and which have been funded either specifically or by the 'conversion' of some other 
NCHD post. 

(c) The figures above do not include the 45 third-year trainee posts in the general practice vocational 
training schemes. 

(d) The survey showed an approved complement of 88 Senior Registrars with 87 in post. Comhairle 
na n-Ospideal had at 1 October, 1992 approved over 110 senior registrar posts but many of these 
have not been activated due in the main to lack of funding and also employing authorities in some 
instances 'revert' post(s) to registrar grading if the Senior Registrar position(s) is vacant and not 
being utilised, for the time being, in the higher training programme(s). 

2. MaleIFernale Ratios 

2.1 General 

The following table shows the percentages of males and females employed: 

Nationals Non-Nationals Totals 
M. F. M. F. M. F. 

Senior Registrars 74 26 100 - 75 25 
Registrars 56 44 90 10 71 29 
House Officers 49 51 90 10 64 36 
Interns 53 47 63 37 55 45 

Totals 53 47 88 12 65 35 



2.2 Analysis by Gender and Specialty of Irish Nationals employed as NCHDs 

Specialty 

AfE & Casualty 
Anaesthetics 
Medicine 
ObstetIGynae 
Paediatrics 
Pathology 
Psychiatry 
Radiology 
Surgery (all 
specialties) 

Totals (YO) 

Senior 
Registrar 
M F 
Yo Yo 

100 - 
55 45 
75 25 
75 25 
- - 

Registrar House 
Officer 

M F 
Yo Yo 
51 49 
59 41 
48 52 
39 61 
39 61 
44 56 
40 60 
67 33 

3. Numbers of Non-Nationals Employed 

3.1 The survey shows a total of 805 non-nationals employed as NCHDs at 1 October, 1992. This 
figure, which represents 34.66% of the total, was made up as follows: 

Senior Registrars 3 (3.40% of all Senior Registrars) 

Registrar 301.5 (43.98% of all Registrars) 

House Officers 430.5 (35.91 % of all House Officers) 

Interns 70 (20.00% of all interns) 

Total 805 (34.66%) 

3.2 Percentages of Registrar and House Officer posts filled by Non-Nationals, analysed by 
Employing Authority. 

Employing Authority 

Eastern HB 

Midland HB 

Mid-Western HB 

North-Eastern HB 

North-Western HB 

South-Eastern HB 

Southern HB 

Western HB 

Voluntary Hospitals 

38 

I 

Registrars 

Yo 
34 

86 

81 

80 

86 

73 

48 

63 

31 

Hose Officers 

Yo 
39 

69 

55 

70 

45 

51 

33 

27 

24 



3.3 Percentages of Registrar and House Officer Posts filled by Non-nationals, analysed by 
Specialty. 

A & E 8. Casualty 
Anaesthetics 
Medicine 
Obstetrics/Gynaecology 
Paediatrics 
Pathology 
Psychiatry 
Radiology 
Surgery (all specialties) 

Totals 

Registrars 
23% 
45% 
30% 
54% 
83 % 
22% 
21 % 
21 % 
64% - 
44% 

House Officers 
33% 
30% 
15% 
39% 
35% 
10% 
29% 
- 

68% - 
36% 

4. Distribution by Specialty of Registrar and House Officer Complement. 

A & E & Casualty 
Anaesthetics 
Medicine 
Obstetrics/Gynaecology 
Paediatrics 
Pathology 
Psychiatry 
Radiology 
Surgery (all specialties) 

Totals 

Registrars 
22 
68 

158.5 
39.5 
53 
28 

113 
29 

188.5 - 
699.5 

House Officers 
91.5 
83 

314 
89 

130 
28 

147 
9 

296 - 
1 187.5 

Total 
113.5 
151 
472.5 
128.5 
183 
56 

260 
38 

484.5 - 
1887 

5. Comparisons with 1990 Survey 

The survey shows that on 1 October, 1992, 2,321 NCHDs were so employed in public sector 
hospitals. 2,195 NCHDs were so employed on 1 October, 1990. While the numbers employed in 
the two year period October, 1990-92 increased by 126.1, the approved complement grew by 132 
(the numbers employed in October, 1990 were some 2 more then the then approved complement 
whereas in 1992 the number employed exceeded the then approved complement by 4). Following 
are some brief comparisons between the findings of the 1992 and 1990 surveys - 

- the numbers of senior registrars, registrars and house officers employed increased by 8, 52 and 
66 respectively, 

- the approved complements of senior registrars, registrars, house officers and interns increased 
by 8, 50, 68 and 6 respectively, 

- the registrar complements in medicine, paediatrics, surgery, pathology, accident &emergency, 
radiology, obstetrics/gynaecology, increased by 19.5, 8, 7.5, 6, 6, 4 and 1.5 respectively whereas 
there was no change in the anaesthetics registrar complement and the psychiatry registrar 
complement fell by 2.5, 

- the house officer complements in surgery, medicine, paediatrics, psychiatry, anaesthetics, 
pathology, radiology increased by 18,17.5,16,15.5,8,2.5 and 1 respectively while the house officer 
complement in obstetrics/gynaecology and in accident & emergency fell by 6 and 4.5 respectively, 

- thus the combined registrar and house officer complements in medicine, surgery, paediatrics, 
psychiatry, pathology, anaesthetics, radiology, accident & emergency increased by 37, 25.5, 
24, 13, 8.5, 8, 5 and 1.5 respectively while the registrar and house officer complement in 
obstetrics/gynaecology fell by 4.5, 



- the approved complement of senior registrars, registrars, house officers and interns increased 
from 2,193 in 1990 to 2,325 in 1992, representing an increase of 6%; following are the increases 
which occurred in each of the health board areas-Eastern 66.5 (6%), Midland 9 (12%), Mid-Western 
13.5 (1 1 %), North-Eastern 2 (2%), North-Western 10 (1 1 %), South Eastern 12 (9%), Southern 10 
(3%), Western 9 (4%), 

- the number of lrish nationals employed as NCHDs on 1 October 1992 was 1,516.2 as compared 
with 1,468 on 1 October 1990, and 1,397 on 1 October, 1988 and 1,574 on 1 April, 1984, 

- the number of non-nationals employed as NCHDs on 1 October 1992 was 805 as compared with 
727 on 1 October 1990, 41 8 on 1 October 1988 and 242 in April 1984 (in the period 1984-1 992 the 
complement of NCHD posts has increased by 530 and the numbers of non-nationals employed has 
increased by 563 while the number of male lrish NCHDs has fallen by 153 and the number of female 
lrish NCHDs has increased by 95), 

- 35% of all NCHDs posts were filled by non-nationals in October, 1992 as compared with 33%, 
23 % and 13% in 1990,1988, and I984 respectively, 

- in April, 1984 39% of lrish NCHDs were female while the corresponding figure for October, 1992 
was 47% -as already indicated the number of female lrish NCHDs has increased while the number 
of male lrish NCHDs has fallen, (it should also be borne in mind that only 36 female lrish nationals 
were employed on 1 October, 1992 in the 484.5 posts available as registrars and house officers in 
the surgical specialties as compared with 122.5 male lrish and 326 non-national NCHDs in those 
grades (viz. registrars and house officers) and specialties (viz. all surgical specialties), 

- on 1 October, 1992 the ratio of approved NCHD posts to consultant posts stood at 2.00:l 
(compared with 1.95:1, 1.68:l and 1.57:l in October 1990, October 1988, and April 1984 
respectively), 

- the number (WTEs) of NCHDs employed in private hospitals in October 1992 was 35.5 (19 lrish 
and 16.5 non-nationals) as compared with 35 in October, 1990. 

6. Private Hospitals 

24 wholetime NCHDs are employed in 4 private hospitals, comprised of 4 registrars, 16 house 
officers and 4 interns. A further 11 WTE NCHDs (2 WTE registrars and 9.5 W E  house officers) 
were employed in 4 further private hospitals. Most of the registrars and house officers concerned 
work in General Medicine and/or provide cover in all disciplines. 

Source: Survey conducted by Postgraduate Medical and Dental Board. 
, . 
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Appendix C 

Extract from NAHAT - Discussion paper on Medical 
Manpower: Training and Hospital Career Structure 1992 

Sub-consultant grades 

5.3.1 Although most hospital medical manpower is accounted for by consultants and by junior 
doctors in training, there is also a substantial cadre of doctors who for various reasons have not 
reached the standards necessary to become consultants but who are no longer being trained. They 
are accommodated in three main grades: 

The clinical assistant grade is a part-time grade (limited to 5 Notional half days (NHDs) per week 
for new appointments since 1986) with no particular educational requirements, a single poor rate 
of pay, no incremental scale, little job security and a variety of ad hoc arrangements for payment 
of on-call work. There are currently 7,976 clinical assistants of whom probably half are general 
practitioners doing part-time hospital work. A smaller number of general practitioners (872) hold 
more permanent hospital practitioner appointments. 

The associate specialist grade, previously known as the medical assistant grade, is a grade with 
greater security of tenure to which doctors may be appointed on a personal basis i.e. if they are 
already in an existing post in the hospital and can show that they are not able to progress further 
up the career ladder. The criteria for entry to the grade (four years experience at registrar grade or 
equivalent) indicate that it is at a senior level, and associate specialists are expected to share rotas 
with consultants rather than with junior staff, though in practice many still provide first-line cover on 
junior rotas. There are currently 91 3 associate specialists. 

The staff grade was created in 1987 as part of the "Achieving a Balance" package, and is also 
explicitly intended as a secure career post for doctors who will not progress further up the career 
ladder. Entry is at a lower level than for associate specialists with a minimum requirement of three 
years' experience in the SHO grade. A particular feature of the contract arrangements is that 
payment is at a flat rate whether during the day or out of hours, on the basis that the workload is 
of constant intensity. The grade was originally intended to be used to provide on-call cover, although 
it has in fact mainly been used to cover standard hours. However, moves to reduce juniors' hours 
are likely to lead to-increasing pressure to use staff doctors to ease juniors' rotas. 368 staff doctors 
were in post by the end of 1991. 

5.3.2 Policy surrounding the use of non-consultant career grades has always been contentious. 
The profession's experience has been that when such new grades are created, as with the junior 
and senior hospital medical officer posts in the 1950s and medical assistant posts in the 1960s they 
have tended to grow rapidly with two unfortunate results. First, they tend to suppress demand for 
consultant posts since they represent acheaper option for employers and fulfil a less threatening and 
more supportive function in the eyes of existing consultants. And second, because of the pressures 
inherent in the career structure, many doctors who should progress to consultant level but have 
encountered difficulties along the way tend to be forced by financial or domestic circumstances 
into such posts, thus cutting off their future prospects of a consultant appointment. This particularly 
affects women doctors and overseas doctors, for whom, for different reasons, competition is 
inevitably tougher on the conventional career ladder. The profession has thus strongly resisted 
the uncontrolled use of such grades: the SHMO grade was closed in 1964, a moratorium was put 
on medical assistants in 1968 and only personal appointments allowed thereafter, and the staff grade 
was subject to a strict quota system from the outset. From the point of view of service provision there 
are obvious attractions to having a permanent service grade who can provide support to consultants 
while taking responsibility at afairly high level. On the other hand by definition their level of expertise 
and general quality will be lower than that of a consultant workforce, and it is therefore important to 
ensure that an appropriate balance is maintained. 




