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RECOMMENDATIONS FOR DUBLIN PAEDIATRIC 
SERVICES 

Introduction 

TIlere have been substantial developments in paediatrics in sub-speciaUy areas and 
in the mode of health care delivery. A modem paediatric service needs to renect 
these developments. The vast majority of admissions in the paediatric age group are 
acute with a good prognosis. On the other hand, paediatric sub-specialty care looks 
after conditions which are nearly always individuaiy rare. Thus there is a great 
need for centralisation of this kind of expertise at least in terms of initial diagnosis 
and management. Health Care delivery needs to be very flexible with an emphasis 
on reducing inpatient care as far as possible. The care needs to be child centred, 
and all the professional staff need to have expertise in children. Children's 
hospitals tailor their services to the special needs of children, but this is more 
diffi cult in a general hospital where the needs of children may not be well 
considered. Children are different physical ly and emotionally from adults and for 
most of their years are a dependent population requiring close contact with their 
family. The prevention of illness is an important component of paediatric care. 
Social factors have a major impact on child health and disease. The adult paradigm 
of hospital care does not usually suit the paediatric population. For all of the above 
reasons there is a well defined hierachy of care in paediatrics which combines and 
cooperates with community paediatrics and child psychiatry. 

This report does not include recommendations for neonatology, child psychiatry, 
paediatric radiology, anaesthesia, microbiology I histopathology, chemical 
pathology I ophthalmology, otorhinolaryngology, orthopaedics, plastic surgery, 
neurosurgery, orthodontics and paediatric dentistry. TIle Faculty recently produced 
a report on neonatal services in Dublin. The other specialties are of great 
importance to paediatric services, but are represented by separate professional 
bodies. Joint submissions from these bodies and in the Faculty of Paediatrics would 
be appropriate to complete the needs of paediatric services in Dublin . 

The sub-committee was originally convened to make recommendations on the 
development of tcrli ~ry care Paediatrics in Dublin . The group realised that the 
development of tertiary care Paediatrics was inevitably linked to secondary care 
paediatric services in Dublin . The Dean and the Faculty of Paediatrics requested 
that the same sub-committee would also look at secondary paediatric care services in 
Dublin. The sub-committee met on eight occasions in 1991 and 1992. 
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Delinitions 

1. Primary Care 

Primary care is provided by general practitioners who will only refer 
chi ldren who cannot be treated by the primary care team. In Ireland, primary care 
is also provided by the accident and emergency service and this is especially true in 
Dublin. 

2. Secondary Care 

Secondary care takes place in either a general hospital or paediatric hospital 
following referral from a general practitioner, a hospital accident and emergency 
service or a maternity department. 

3. Tel1iary Care 

Tertiary Care Unit 
A tertiary care unit is a sub·specially department staffed by at least two sub

specialties with the appropriate infrastructure and support services. 

Tertiary Care Centre 
A tertiary care centre is a hospital or part of a hospital, with all the major 

paediatric sub-specialties represented and erfectively a complex of tertiary care . 
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Recommendations 

I. The Number or Paediatric Hospitals ill Dublin 

The committee unanimously recommended the proposal for three paediatric units . 
The preliminary report on the future development of tertiary care services in 
Dublin recommended that there should be a single tertiary care hospital. These 
proposa1s then gel with onc another, with the recommendations of a single large 
paediatric centre of both secondary and tertiary care paediatrics, and two smaller 
units of secondary care paediatrics. 

The important factors which swayed the committee were, geographical convenience 
for patients and GPs; the needs of paediatric accident and emergency services; the 
development of community paediatrics for physical and mental handicap, children in 
need of protection, and for those with chronic illness; the teaching requirements of 
medical students, childrens' nurses, and training for paediatrics in general practice; 
medico·political factors, as there would not be competition between the secondary 
and the tertiary care service; the advancement of adolescent medicine; and the 
establishment of well defined links with the neonatal services of the maternity 
hospitals. 

U. The Tertiary Care Hospital 

It was strongly recommended that there should be a single tertiary care hospital. 
The option of a fragmented tertiary care centre has practical attractions in that it 
would be politically feasible to parcel out tertiary care units to various hospital 
interests. Whilst this was secn to be practical in the immediate future, it was 
generally agreed that the long· term interests of Irish children would be best served 
by a single tertiary care centre. 

Tertiary care units will require to interact with one another, both for optimal care 
and academic development. ll1is process is likely to become more demanding at 
tertiary care level with further development of services. A single tertiary care 
centre is the only feasible answer in Ireland for reasons of the needs of children , 
economy, the development of excellence, organisation and the future development 
of the various sub-special ties. 

Ill. Free-Standing versus Children'S Complex linked to Adult Facilities 

It is very difficult to discuss this issue without being intensely aware of the 
practical situation as it already exists in Dublin. Nevertheless, having taken these 
factors into consideration, it was agreed that tbe most des irable model for tbe long. 
term development of tertiary paediatric care services, should be that of a cbildren's 
complex, linked to adult facilities. Tbe nature of the link could vary from a single 
location for adult and children's hospitals to closely affiliated hospitals on different 
sites. It was strongly emphasised that this children's complex would have to be 
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autonomous with a protected budget and independent management. On the other 
hand, the tertiary care services would have the advantage of co~operating with • 
linked adult services [or research and academic exchanges and the sharing of 
expensive diagnostic services. TIlis development should also allow the development 
of adolescent care on a rational basis. (Appendix Ill) 

IV. 

4 

Consultant Staffing 

Details of these staff are provided under the appropriate headings: 

18 secondary care consultant paediatricians; 
2 paediatric nephrologists; (+ I) 
4 paediatric cardiologists; (+ 2) 
1 paediatric cardio·thoracic surgeon; 
2 paediatric endocrinologists; (+ I) 
2 paediatric gastroenterologists; (+ I) 
4 paediatric ;;:urologists; (+ 2) 
1 paediatric rheumatologist; (+ 1) 
2 paediatric pulmonologists; (+ I) 
2 paediatric oncologists; (+ I) 
2 paediatric haematologists; (+2) 
I paediatric radiotherapist; (+ I) 
4 paediatric surgeons; 
3 accident and emergency consultants; (+ I) 
3 metabolic disease consultants; (+ I) 
I dermatology consultant; (+ I) 
2 genetics consultants; (+2) 
1 infectious diseases consultant; (+ 1) 
I clinical immunologist. (+ 1) 
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1. Secondary Paediatric Hospital Care 

Background 

1.1.1 All children should encounter the child health promotion and disease 
prevention services when they undergo regular hea1Lh checks. When they are ill 
they may see their GP or go to a hospilal accident and emergency department. 
Some children will require secondary and tertiary care as well. Coordination of all 
Ihese services is important so that the role of each part is clear to the children and 
parents using the services, as well as to the staff involved; the services are provided 
in a consistent way with continuity of care, and wasteful duplication and inefficient 
use of resources is avoided. Coordination should take place at all levels, within and 
between hospitals and other agencies, such as local authorities responsible for 
education and social services. This is what is meant by an integrated child health 

• servIce. 

1.1.2 Since the Court Report of 1976, much attention has foe" .... ,., on combining 
parts of the child health services into one management structure as a means of 
achieving better coordination. The British Paediatric Association have recently 
defined a 'combined child health service' as including hospital and community 
secondary care services. 

1. t.3 Combined departments of child health are desirable because they focus 
attention on the needs of children and options for meeting these needs in whatever 
setting is most appropriate, without the constraints of reconciling the interests of 
diffcrent providers. Much can oftcn be done to improve coordination within 

• • eXisting management structures. 

Workload 

1.2.1 Secondary paediatric hospital care units should aim at an average occupancy 
of approximately seventy-five percent to cater for the marked seasonal variation in 
secondary paediatric care. It would be anticipated that in Winter, oecupancy rates 
would be close to onc hundred per cent. 

1.2.2 The number of admissions correlates closely with deprivalion indices. 
However, duration of stay is dependent on bed availability, and the development of 
community services. Studies in the UK show that there are between fifty and sixty 
admissions per thousand of child population per annum. Medical admissions 
comprise less than half of the admissions to hospital in the paediatric age-group. 
This is including the admissions under ENT, ophthaJmic and orthopaedic services. 

1.2.3 UK figures suggest a flew referral fi gure for outpatients of thirteen to 
twenty-one per thousand population, with higher referral in areas of social 
deprivation . 
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1.2.4 Children with handicap have a much higher utilisation of paediatric services 
and there would be a need for close liaison with the community services. 

t .2.5 The outpatient services would emphasise general paediatrics but there would 
be Specially clinics for diabelic children and cystic fibrosis . There would be 
community based clinics for mental and physical handicap. There should be clinics 
for learning and behavioural disorders in association with the psychiatric service. 

1.2.6 There are about 350 undergraduates per annum requiring undergraduate 
teaching in paediatrics. This means that there would be a requirement of teaching 
space for 70 students a munth, based on a 2' month paediatric clerkship and a IO 
month academic year. These students could probably be catered for in three units 
with the tertiary care centre taking 30 students and each of the secondary care units 
20 students each. At postgraduate level, there will be further requirements [or GP 
training posts and postgraduate training in paediatrics. The demands placed by 
examinations are considerable as there are three final medical examinations in 
paediatrics; four examinations for the DCH and three examinations for the MRCPI 
every year. 

Staffing 

1.3.1 Consultant paediatricians in Ireland are responsible [or easily the highest 
number of children per paediatrician in Europe. The numbers of children per 
paediatrician are well ahead of the UK figures which are next in line (Fig 1). 

1.3.2 In the UK and Ireland, the low number of consultants reflects, to some 
extent, the hierarchial structure of staffing [rom senior registrars to interns; but in 
Ireland, the specialty of medical paediatrics has a poorly developed hierarchial 
structure compared with other special ties, as there are no senior regi strars or interns 
in paediatrics. Thus, there is a real need for increasing consultant manpower. 111is 
is now being achieved in the UK quite quickly with the amalgamation of community 
and paediatric services. 

1.3.3 There would be a need for at least 5ix paediatricians in each of the three 
secondary paediatric care units. These paediatricians would need to have excellent 
training in general paediatrics as over 90% of medical admissions are acute and 
undifferentiated with respect to system . The paediatricians in secondary care 
paediatrics could develop areas of special interest. One of tl.cse paediatricians 
should be a consultant neonatal paediatrician with links to the maternity hospital_ 
There should be at least one paediatrician with an interest in community health 
(Appendix I) and a further paediatrician with an interest in handicap and 
developmental paediatrics (i\ppentlix 2). The laltcr would provil..lc links with the 
handicap servi ces. Other poss ible arc.'lS o f interest in a secondary cafe paediatrics 
setting would include inrectious di seases, respiratory disorders and endocrinology. 

1.3.4 It wc uld be necessary to ensure a full eSL.'1blishment of children 's nursing 
staff. The day-unit should be appropriately staffed. In addition, there should be the 
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usual support services including a special social worker, a dietician, and a clinical 
psychologist linked to the community services. 

1.3.5 There should be linked appointments between the secondary and tertiary care 
units. This would encourage the development of centralised tertiary care services 
and also would allow some tertiary care outreach clinics for example in cardiology. 

Structures 

1.4.1 The precise location of the secondary paediatric hospitals would depend on 
the site of the large paediatric hospital. Each secondary care paediatric unit would 
need an SO-bed unit, of which as many as ten beds may be necessary for both 
medical and surgical day-care. 

1.4.2 The design of the unit should take into consideration the major shift of 
surgical procedures in children to day-care bases. 

1.4.3 Ward design should respond to the fact that a third of admissions are likely 
to be under one year with three-quarters under five years of age. 

1.4.4 Children's departments of general hospitals need to make arrangements for 
adolescent wards and possibly adolescent after school clinics 
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2. ACCIDENT AND EMERGENCY nEQIDnEMENTS
l'AEDIATruCS 

Uackground 

2.1.1 A paediatric accident and emergency department is a facility specifically 
staffed and equipped to provide care for children requiring urgent assessment, 
diagnosis and management of illness or injury. General accident & emergency 
departments that see children should provide a racility separate from the adult area. 

2.1.2 Complicated social factors may be involved in the aetiology of trauma and 
illness. These need investigation by staff trained to work with children and their 
parents. Daily monitoring of attendance at the department should be carried out by 
a designated community care nurse so that appropriate recognition, investigation 
and management of problems may be carried out in the community. 

2.1.3 Accidents aTC the leading cause of death in the 1-14 year old age group. It 
is therefore, extremely important that quality trauma care be available. 

2.1.4 40 per cent of children attending accident and emergency departments are 
less than 3 years old. The assessment of acute problems in this age group requires 
specific expertise which does not overlap with that required in adult emergency 
medicine. At least 50 per cent of this age group present with medical conditions. 

2.1.5 Currently, doctors who do not have paediatric experience are managing large 
numbers of children. The implications, for instance concerning drug prescriptions 
and diagnostic procedures need careful consideration. 

Workload 

2.2.1 Between 20 and 50 per cent of the child population are seen annually in 
accident and emergency departments. 

2.2.2 All children under 14 years who need accident and emergency care are seen 
in one of the three children's accident and emcrgcncy departments, that is to say, 
Temple Street Hospital for the Northside, Harcourt Street Hospital and Our Lady's 
Hospital, Crumlin for the South side. 
Altendance figures: 
Temple Street Hospital: 
Crumlin Hospital: 
Harcourt Street: 

60,000 per year 
40,000 per year 
20,000 per year 

2.2.3 There is some crossover with the adult accident and emergency departments, 
in that hospitals remote from children' S departments, such as lames ConnolIy, 
Loughlinstown, S1. Michael's in Dun Laoghaire, will sometimes deal with children 
with minor trauma such as minor lacerations and minor fractures from the age of 12 
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to 14 years. They do not see any children under this age for either traumatic 
reasons for attendance or medical reasons . , 

2.2.4 In Temple Street, admissions through CasuaJty are appro~imately 5,OCKJ per 
year, accounting for half the total hospital admissions per annum. 

2.2.5 TIle two important groups of patients seen in the casualty department arc 
1) acute, life threatening medical illness and 2) major trauma. 

2.2.6 Two other relevant categories of patients are 1) those patients with oll *going 
illnesses already attending the hospital, a particular case in the point being 
asthmatics and 2) those patients referred directly by community care for assessment 
with regard to non accidental injury or sexual abuse. 

2.2.7 The active ambulatory diagnostic medical work done in the accident and 
emergency departments has meant that they can function within the reduced number 
of in house beds which has been experienced over the past few years with 
Government cutbacks in Temple Street. There is an eight-ut!dded casualty 
observation ward, where patients can be kept for 2, 3 or 4 hours, during which 
certain diagnostic tests can be done, and which if appropriate allows one to send 
home a patient who would otherwise require admission. 

Staffing 

2.3.1 Consultants should be in charge of accident and emergency departments. 
Hospitals with significant paediatric attcmJances (20,000 per year) should have a 
paediatric accident and emergency speciali st. 1\11 accident and emergency 
departments caring for children should have a designated paediatrician to liaise with 
the inpatient facility. 

2.3.2 Correc t management of children in accident and emergency departments 
requires considerable paediatric expertise (of at least Registrar grade), Rapid 
accurate assessment of the critically ill child is essential. 

2.3.3 A physician must be immediately availab le to the emergency department 24 
hours a day from within the hospital, who is trained to perform the following 
medical procedures in children: airway management; cardiac monitoring; 
administration of drugs for life threatening conditions and the establishment of 
intravenous lines. 

2.3.4 A senior nurse with a children's nursing qualification should be responsible 
for nursing arrangements for children in the accident and emergency department. 

Structures 

2.4.1 In accident and emergency departments that cate r for both children and 
adults, separate facilities, including registrat ion and waiting are..1S. are st rongly 
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recommended . The following should be provided: 

Adequate waiting areas; 
Play area; 
Food preparation and changing rooms; 
Breast feeding facilities; 
Adequate number of quiet examination rooms; 
Designated resuscitation and procedure rooms fully equipped for children; 
Easy access to laboratory and x-ray facilities which are competent in 
handling children. 

2.4.2 Development of computerised accident and emergency department records is 
essential for monitoring children's use of accident and emergency departments, 
children's accidents and for developing preventive strategies. Record systems 
should be designed to promote liaison with community care services including the 
family doctor, public health nurse and social services . 

2.4.3 There should be three A & E departments, one based in the tertiary hospital 
and one in each of the secomJary care units. It is essential for the functioning of 
these departments to an adequate standard, that there be adequate inhouse 
paediatric-trained backup such as surgical, anaesthetic and medical services , 
including intensive care. To provide thi s, the inhouse paediatric bed compliment of 
at least 80 beds would be necessary. 

to 



3. PAEDIATRIC SURGERY 
llackground 

3.1.1 The famous and oft quoted dictum of Sir Denis Browne that paediatric 
surgery sought "not to create a monopoly but to set a standard" has to be seen in the 
context of the difficulties he and his colleagues encountered. Most paediatric 
surgeons nowadays would only agree with the ideal of setting a standard, and while 
not necessarily seeking 10 establish a monopoly believe there is an increasing 
medical and social demand for children with surgical problems to be looked after by 
surgeons with special training therein. 

3.1.2 Paediatric surgery is a multi-system specially whose activities are confined 
by an age group rather than by functional or anatomical boundaries. Paediatric 
surgical departments have developed in Regional Hospital Centres usually with a 
University teaching connection. The nucleus of care provided by such departments 

• • 

• • 

• • 

• • 

is a service for the newborn, care of the pre-school child and the management of the • 
older child with multiple handicaps or complex problems. Within the specialty 
many surgeons develop an interest and increasing expertise within a sub-specially. 
Grouping of such surgeons in regional centres allows for the provision of a high 
level of expertise. 

Workloadrrrends • 

3.2.1 There is an increasing trend for surgery to be carried out at a younger age 
than previously, necessitating referral to those centres where, in addition to surgical 
expertise, the appropriate anaesthetic, diagnostic and nursing services are available. 

3.2.2 There is an increasing need for paediatric surgeons, and this is well 
substantiated by countries such as Great Britain and Wales wherein there has been 
an expansion in the number of consultan t paediatric surgeons from a lotal of 41, in 
1986 to a projected figure of 76 by year 2000. 

3.2.3 The birth rate in Ireland has fallen , but in terms of need for neonatal 
surgery, this fall has been more than offset by an increase in the survival of 
premature infants born. 111cse premature infants arc prone to develop serious 
problems, which often require the input of a paediatric surgeon ill lhe immediate 
post-natal period, and subsequently in later years. 

3.2.4 The unfortunate incre.1se in malprnctice claims against doctors and surgeons 
in particular, will give added impetus 10 the rcrerral of children, particularly the 
very young < 5 ye.1.rs, to paediatric surgeons. 
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3.2.5 The British Association of Paediatrics (IlAPS), while appreciating the need 
for increased specialisation within its discipline, believe that the specialisation 
should evolve from within its own ranks. 

3.2.6 Children make up a relatively small proportion of the workload in acute 
surgical special ties other than ENT. If the work of an individual specialty is spread 
amongst several surgeons and anaesthetists some of them may not deal with 
sufficient numbers of children to maintain the special skills, both in a professional 
sense and in communicating with children and their parents. 

3.2.7 The National Confidential Enquiry into peri-operative Deaths (NCEPOO
Refl2) carried out in 1989, included a sample of over 1000 surgeons and 2000 
anaesthetists from England, Wales and Northern Ireland. Eighty seven percent of 
the surgeons said they operated on children. Ilut 24 % of those operating on 
children aged 3- 10 years did fewer than 20 such operations per year and as many as 
83% did fewer than 20 operations on children aged less than 6 months. Similarly in 
the case of anaesthetists (where almost all of them anaesLitetlseo children), 15% said 
they anaesthetised fewer than 20 children per year aged 3 - 10 years and as many as 
76% anaesthetised fewer than 20 children under 6 months. The conclusion of the 
enquiry was that: 

Staff 

.... . surgeons and anaesthetises should not Ilndenake occasional paediatric 
practice. The outcome of surgery is relared to the experience of the 
clinicians involved. 

3.3.1 Scotland had achieved a figure of 2 consultants per 1,000,000 of population. 
The British Association of Paediatric Surgeons has, for some time, recommended 
that two consultants per 1,000,000 of population was the appropriate target figure. 

3.3.2 Professor 11. O'Oonnell should be replaced by a full-time paediatric surgeon 
in Our Lady's Hospital . The paediatric surgical consultant complement of Our 
Lady's Hospital would then be marginally more than two full time surgeons (i.e. 69 
hours) . 

3.3.3 A joint programme of development of liver transplantation with King's 
College Hospital is currently in progress and a proleplic appointment of a surgeon 
(Mr G. McEntee) has been made. 

Structures 

3.4.1 ll1C consultant paediatric surgeons support the principal of an independent 
tertiary unit, which should not in an administrative or financial sense be part of an 
adult hospital complex. The tertiary unit should have its own radiological, out
patient, physiotherapy, intens ive care and operating room facilities etc . 

12 



3.4.2 It is the intention of the paediatric surgeons to establish in a formal manner a 
department of paediatric surgery I into which any new or additional consultant would 
be incorporated. The department would aim to provide comprehensive service for 
secondary and tertiary paediatric surgery to whatever major paediatric surgical units 
are established in the city. It is intentcd that within the department of surgery areas 
of specialisation will be identified and allocated by agreement to teams while the 
general spectrum of common surgical problems will continue to be looked after by 
each surgeon. 

3.4.3 It is planned that there should be two teams; 
Team A: General Paediatric Surgery and Urology 
Team B: General Paediatric Surgery. Oncology and HepatD Bilary Surgery. 

I 
, 

• • 

• • 

• 

There is an agreement in principle on the part of the consultants involved, and • 
identifications of other areas of specialisation is envisaged. The implementation of 
this plan would be easily achieved within the confines of a single tertiary care 
hospital (where currently all four surgeons hold an appointment) or in a defined 
single tertiary care unit of the future . 
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4. PAEDIATRIC CARDIOLOGY 

Background 

4.1.1 At present Our Lady's Hospital for Sick Children is the national centre for 
the investigation and treatment of infants and children with congenital heart defects. 
With a population base of 3.5 to 4 million, Ireland is ideally suited to have a single 
centre of excellence. This would comply with the report of the joint working party 
of the Cardiac Society and Royal College of Physicians of London as well as with 
the guidelines set out by the American Academy of Paediatrics in April 1991. 

4.1.2 There is a great interdependence between the paediatric cardiology service 
and other paediatric sub-specialty areas for example neonatology. general paediatric 
surgery, genetics, neurology, nephrology, haematology, infectious disease and the 
back-up support services of radiology, physiotherapy, social services, psychologists 
and pathology. All of tl,,· ... e services must be available within tile paediatric 
institution where children with congenital heart disease are cared for . 

4.1.3 Many of these sub-spccialties are themselves dependent on the availability of 
paediatric cardiologists on-site. The general paediatric surgical service, the 
oncology service, and the orthopaedic, ENT and dental services all require 
cardiological evaluation. 

4.1.4 For the infants and children who undergo cardiac surgery, the best results 
are achieved when there is a full team of highly trained paediatric intensive care 
nurses, paediatric cardiologists, paediatric anaesthetists and paediatric cardiac 
surgeons available at all times within the cardiac centre. Many of the sub
specialties mentioned above would also be required in the post-operative period . 
Both paediatric cardiology and paediatric cardiac surgery are highly consultant 
dependent special ties and need to be integrated into a complete paediatric service. 

VVorkloadsrrrends 

4.2.1 Congenital heart disease is the most common major congenital abnormality 
and occurs in at least one percent of all live births. Based on a birth rate of 60,000 
in Ireland there are 600 cases of congenital heart disease per year and half of these 
will ultimately need cardiac surgery. 

4.2.2 There is an increasing prevalence rate as many more cases are surviving 
because of effective medical and surgical treatment . The majority of these cases 
require long term medical supervision and in up to 20% of cases a second or indeed 
a third surgical operation may be required during childhood years. Despite the fall 
in birth rate over the past ten years the clinical workload of the department of 
paediatric cardiology has actually increased . 
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4.2.3 In recent years, the incidence and prevalence of arrhythmias in infants and 
children has increased worldwide. 

4.2.4 Some 2,500 patients are evaluated each year in cardiac outpatient clinics. 

OPD Our Lady's lIospital 
1990: 878 1991: 1.321 1992: 1,495 

4.2.5 The cardiac service is one of the busiest in OUT Lady' 5 Hospital for Sick 
Children, with approximately 700 admissions each year Despite a drop in birth rate 
the number of patients is increasing. 

Admissions lied Days Average Day Cascs 
Stay 

1990: 550 6,987 12.5 51 
1991 : 685 7,694 11.23 50 
1992: 727 8,352 11.49 51 

The prolonged in-patient stay is a reflection of the severity of illness of many of 
these infants and children. 

4.2.6 A paediatric cardiology clinic is provided at the Regional Hospi tal Cork. 
Between 250 and 300 patients per year will be seen at ten clinics. Additional 
peripheral clinics have been requested in Limerick as well as in Sligo. 

4.2.7 A consultation service for the three maternity hospitals in Dublin is provided 
by the cardiac department and approximately 200 neonates are secn there each year. 
A consultation service is also provided within the childrens' hospitals
approximately 300 cases per year. 

4.2.8 The concept of a waiting list (for cardiac catheterisation or cardiac surgery) 
in 1993 is out-dated and undesirable. Untreated, paediatric heart disease is by its 
nature progressive and unreliable in its rate of progression. 

StafT 

4.3.1 The recommendation from the British and European paediatric cardiology 
groups is that there should be a minimum of one whole-time paediatric cardiologist 
per I million of the population. The American Academy of Paediatrics in their 
gu idelines, relate the needs to the birth rale and specify a cardiac centre as serving 
a population with at least 30,000 deliveries per year. To support such a centre there 
should be two paediatric cardiologists and also two cardiac surgeons one of whom 
should be readily available at all times. There should be four full-time paediatric 
cardiologists in Ireland based at the national centre. 
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An additional paediatric cardiologist would facilitate a linked appointment with the 
Mater Hospital so that adolescents and adults with congenital heart disease would 
receive ongoing care. This need will steadi ly increase and is poorly developed at 
present. It is generally recommended that cardiologists in the care of this group of 
patients should have a background training in paediatric cardiology rather than in 
adult cardiology. 

4.3.2 We advocate the appointment of a full -lime paediatric cardiac surgeon. This 
person could have a minor sessional link to the Mater Hospital which would 
facilitate surgery on adults and older adolescents with congenital heart disease. The 
best results are obtained when the paediatric cardiologists and paediatric surgeons 
have a whole-time commitment to congenital heart disease and all are working in 
the same institution. 

4.3.3 The cardiology service requires an additional registrar and senior house 
officer. The post of senior registrar in paediatric cardiology should be re
established. 

4.3.4 There is a major shortfall in cardiac technicians at the national centre, which 
is a significant factor preventing the provision of comprehensive paediatric 
cardiology service. The technician is needed to perform electrocardiograms Fig. I, 
echocardiograms Fig. 2, and assist in the cardiac catheterisation laboratory, Fig. 3. 
The workload on the technicians has markedly increased over the years especially as 
a result of the development of echocardiography. 111is procedure requires a high 
level of expertise and the time needed for each study can be up to one hour. As can 
be seen from Fig. 2, the numbers of echocardiographic studies have rapidly 
increased over the years and will continue to do so. In addition, technicians are 
needed in the cardiac catheterisation laboratory to supervise haemodynamic 
monitoring equipment and for the measurement of oxygen saturation. 

At present we have two full-time cardiac technicians and one ECG technician. 
There is an urgent need for a further cardiac technician and also another ECG 
technician. This would then facilitate the expansion of the 24 hOllr cardioscan 
(Holter) service as well as the development of exercise stress testing and 
electrophysiology testing. 

4.3.5 Infants with cardiac disease require a patient/nurse ratio which should be 
simi lar to that in a special care area. There is a need for an additional four staff 
nurses in the infant cardiac ward (51. Teresa's) and an additional two staff nurses on 
the childrens ' cardiac ward (St. Brigid's). 

Recently a liaison nurse has been appointed to the hospiL.1.l to give support to the 
families whose children are undergoing cardiac surgery and at the time of 
bereavement. The post is currently funded for a limited period from charitable 
funds. A second appointment should be structured within the next two to three 
years. 
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4.3.6 There is a need for a fulHime social worker in the cardiac department, and 
at present only three sessions are avai lable. 

4.3.7 The cardiac department would need the major sessional commitment of a 
clinical psychologist. At present, there are only two sessions available. 

4.3.8 Two radiographers (presenlly one) are needed. 

4.3.9 Currently there are three secretaries, two assigned to the medical cardiac 
patients and one to the surgicaL There is an urgent need for a third medical 
secretary . 

4.3.10 There is an urgent need for a whole-time paediatric cardiac surgeon with 
full support staff. The importance of this appointment cannot be overemphasized . 
The waiting list for complex cases is currently about six months and the waiting list 
for routine cases also about six months. 

STRUCTURES 

4.4.1 At present in Our Lady's Hospital, the National Centre, there is a need to 
upgrade the ward facilities including the intensive care and special care areas. 
nlere is also a need to develop an adolescent section, play areas, 
waiting/reading/TV rooms. A non-invasive diagnostic suite is urgently required. 

4.4.2 New equipment is required for electrophysiological studies, an excercise 
stress facility and the cardiac catheterisation laboratory needs upgrading 
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5. PAEDIATRIC ONCOLOGY 

Background 

5.1.1 Malignant disease in childhood remains the third commonest cause of death 
between the ages of one and fourteen. 

5.1.2 The paltem of malignant disease in chi ldhood is quite different from that 
seen in the adult population. 

• • 

• 

• 
5.1.3 It was Comhairle's view that the "best interests of the patients would be 
served by the establishment in Dublin of a single centre for malignant disease in 
childhood". • • 

5.1.4 There are 100 newly diagnosed children with cancer each year in Ireland. It 
is dear that as, on average, over 80 of these newly diagnosed children are now 
being referred each year to Our Lady's Hospital for Sick Children oncology 
department, the numbers in the other hospitals are small. • 

5.1.5 Centralisation is recommended worldwide for the initial diagnosis, staging 
and treatment planning and delivery. Some subsequent treatment may be given at 
secondary care centre in liaison with the main centre. 

5.1.6 The successful management of childhood cancer depends on specialised 
clinical and laboratory expertise, haematology, immunocytochemistry, cytogenetics, 
histopathology, chemical pathology and radiology. Treatment demands close co
operation between surgical specialists, radiotherapists and chemotherapists . 

5.1.7 Close links with blood transfusion services, microbiology laboratories and 
intensive care units are required. The development of cardiac, renal, neurological 
gastrointestinal, orthopaedic, endocrine and other complications of treatment 
necessitates the frequent intervention of the relevant paediatric sub-specialist. 

Workload 

5.2.1 From September 1981 to September 1992 there have been a total of 783 new 
patient referrals to the oncology unit in Our Lady' s Hospil~l. 

5.2.2 Over the past 3 years, the average referral rate has increased to over 80 new 
referrals per year. (Fig. 4.1 ) 

5.2.3 TIlcre has been an enormOllS increase in the number of admissions to the 
oncology unit over the years, so much so that admissions to the unit in 1990 
accounted for in excess of 10% of all admissions to the hospital. (rig. 4.2) 
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5.2.4 Bone marrow transplants were first performed in the unit in 1982 and to date 
76 such transplants have been performed. 

S.2 .S A major element of our work is an involvement in the delivery of terminal 
care and the provision of support and bereavement counselling la parents. 

Stamng 

5.3. 1 It is clear from the above numbers that the unit in OLHC, with an average 
of over 80 new referrals per year, would qualify for the appointment of 2 additional 
consultant paediatric oncologists. 

5.3.2 Apart from Paediatric Neurosurgery, paediatric surgical-oncology expertise 
exists in OUT Lady's Hospital for Sick Children . 

5.3.3 A consultant paediatric radiotherapist has not as yet been appointed . This 
deficiency requires urgent review. 

5.3.4 A paediatric haematologist is essential not only for the paediatric oncology 
and bone marrow transplant service but also to deal with haematological problems 
which develop in the rest of the paediatric population. 

5.3.5 A consultant child psychiatrist provides two sessions of her time to the 
department. This service requires expansion. 

5.3.6 Two rull-time oncology registrars and two senior house officers make up the 
NCHD complement of the oncology team. 

5.3.7 The oncology unit currently has a staff nurse allocation of 30. It should 
have in excess of 50 staff nurses available to it instead of its allocation of 30. 

5.3.8 Two social workers arc currently involved on a full -Lime basis in the unit. 

5.3.9 One of the psychologists al the hospital has an established commitment 10 the 
• service. 

5.3.10 One secretary and one data clerk are employed in the department and an 
additional part-time secretarial appointment is imminent. 

Structures 
5.4.1 The new unit has now been built and equipped at a cost of £1,800,000 
(a grant of £300,000 was received from the National Lottery). This new unit 
provides all of the necessary in-patient, out-paLienL, day-care and parent facilities. 
The unit has been designed with a combined paediatric haematology and oncology 
service in mind. A consultant paediatric radiotherapist should have a sessional 
involvement in the department. 1\ consullan t paediatric haematologist is required. 
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6. PAEDIATRIC ENDOCRINOLOGY 

Background 

6.1.1 Growth, development and endocrinology play a very important role in 
paediatrics in relation to the normal child , the child who suffers from any 
pathological condition, and the child who has a specific endocrine or growth 
disorder. Diabetes is one of the most common chronic diseases of childhood. 

6.1.2 The field of endocrinology, and particularly growth and the use of growth 
hormone, is rapidly expanding, for example in the use of growth hormone in 000-

growth hormone deficient children, such as Turner's syndrome, renal failure, 
genetic disorders, and many other conditions. Other endocrine problems are those 
related to the pituitary. thyroid, parathyroid, adrenais, gonads, and also 
hypoglycaemia. The survivors of malignancy and bone marrow transplantation are 
increasing in number and require ex:tensive endocrine treatment and surveillance. 

6.1.3 Growth , pubertal abnormalities, thyroid disorders and diabetes are very 
common problems in childhood and there should be clinics and assessment facilities 
in all paediatric units, and not confined solely to tertiary care units. 

6.1.4 This specialty has a major out-patient service involvement; and in addition 
involves emergency work, particularly in relation to diabetes. There is a 
requirement for ex:pert laboratory support and large amount of medical time per 
patient. 

6.1.5 There are many deficiencies in the present system. Children are being 
looked after by endocrinologists without training in general paediatrics and in 
institutions without the child orientated supports of a paediatric hospital. Children 
with rare complex: disorders are scattered through a number of institutions which 
prevents the development of a major subspecially centre. There is duplication of 
paramedical and laboratory supports. 

6.l.6 There should be the development of a single centre for paediatric 
endocrinology in Dublin with at least two paediatric endocrinologists. Out-patient 
clinics could be based at other institutions. 

6.1. 7 There is clearly a need for more consultants in this specialty. In European 
countries with a comparable health service e.g. Denmark with 0.98 million children 
have 9 paediatric cndocrinologists, England with 11 million children have 8 full
time paediatric endocrinologists and 18 general paediatricians compared with 
Ireland which has 3 general paediatricians with an interest in paediatric 

endocrinology. 
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Workloadrrrends 

6.2.1 The Department of Diabetes and Endocrinology (OLHSC) is a rapidly 
expanding service: 429 non-private endocrine outpatients in 1991 and 6 16 in 1992 
(Plus 43 %) New referrals went from 68 in 1991 to 122 in 1992. Most of the work 
is outpatient and the admissions are mainly day cases [or hormonal testing . The 
figures show 71 admissions in 199 1 for testing and 178 in 1992. 

In 1992, in the National Children's Hospital , Harcourt Street, there were 727 
endocrine patient attendances in the outpatient department: 181 new referra1s, and 
546 returns. There is one endocrine clinic held per week. 118 children were 
admitted as day cases for endocrine tests. There were 65 children with diabetes 
attending in 1992. There were 16 newly diagnosed diabetics and 230 outpatient 
attendances. There is a weekJy outpatient clinic for children with diabetes , 
including a special adolescent clinic. 

6.2.2 TIle adolescent component of the service is large and crucial and many of the 
patients attend until 18 years of age. There are two specially endocrine clinics per 
week and two endocrine testing sessions per week. 

6.2.3 The diabetes service has 246 patients on the books in 1991, there were 727 
outpatient visits and 36 new referrals, 28 of these were newly diagnosed children 
with diabetes. The remainder were secondary and tertiary referrals of diabetic 
children who were having difficulties being managed at other institutions. They 
run two diabetes clinics per week. 

Staff 

6.3.1 The requirements for a secondary care endocrine unit are: -

I. A consultant paediatric endocrinologist with a minimum of five sessions; 
2. A diabetic nurse specialist, and an endocrine nurse special ist, and also a 

dietician with endocri ne training; and 
3. A registrar and a house officer. 

The secondary care endocrine units based in an adult hospital would have the 
facility to develop adolescent endocrine clinics in conjunction with the adult 
endocrinoiogists. 

6.3.2 The additional requirements for the tertiary care unit would be: 

21 

1. Three consultant paediatric cnoocrillologists, two of whom would 
have five sessions in the secondary care units . All three would 
have sessions in the tertiary hospital and would provide cross cover 
for each other in all the hospitals. 



2. A senior registrar in paediatric endocrinology, as well as registrar 
and house officer services. 

Structures 

6.4.1 Our Lady's Hospital for Sick Children has a dedicated diabetes and 
endocrinology unit with its own telephone line, secretary, computer, photocopying 
facilities and office space for the two consultants and a large back-up team involved 
in the care of these children for example, a dietician, social worker, psychologist 
and psychiatrist. It provides a large consultation service to the oncology unit. 

They rely upon an expert biochemical laboratory who provide the vast majority of 
the measurements required using the small samples of blood obtainable from 
children. 

6.4.2 The facilities available at the National Children's Hospital, Harcourt Street 
comprise a team with services from a consultant paediatric endocrinologist, a junior 
lecturer, registrar, SHO, an endocrine nurse, and two paediatric diabetes nurse 
specialists. There is also a dietician , consultant psychiatrist, psychologist and a 
social worker closely involved with the team. A 24-hour telephone inservice is 
provided for the patients. 

6.4.3 There should be a single tertiary centre for paediatric endocrinology in 
Dublin with at least three paediatric endocrinologists and preferably four attached. 
As growth, development and endocrinology are a very basic aspect of all 
paediatrics, and diabetes is one of the most common chronic diseases of childhood, 
it is essential to also have these services in the secondary care units. The four 
specialists would be involved in both the tertiary and secondary care units. This 
would enable the development of a tertiary centre of excellence, the development of 
a postgraduate training programme, good clinical research, and would provide 
consultant cross-cover for all paediatric endocrine services in Dublin. 

22 

. , 

• 

• 

• 

• 

• 

• 

• 

• 

• 



• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

7. PAEDIATRlC GASTROENTEROLOGY 
(INCLUDING LIVER DISEASES) 

Background 

7.1.1 The Department of Paediatric Gastroenterology at OUT Lady's Hospital for 
Sick Children in Crumlin is the national referral centre for children with intestinal 
and liver disease. Many of the patients admillcd under this service are tertiary 
referrals. 

Workloadsrrrends 

7.2.1 The following figures outline the work load of the Department in 1992 

Total number of in patients 
Average in·patient Slay 

Outpatient attendances 

495 
4.9 days 
920 

Special 
Upper endoscopies 
Colonoscopies 
Liver Biopsies 
Polypectomy 

Procedures 
170 
52 
16 

9 

7.2.2 At this time over thirty children with chronic innammatory bowel disease 
are followed at the hospital. Over seventy children with chronic liver disease 
attend. An average of six: liver transplants per year are carried out on children 
attending the hospital by the liver transplant group at King 's College Hospital in 
London . 

7.2.3 A large number of consults are carri ed out each year for the general 
paediatric and neonatal services at the hospit..1.l. 

7.2.4 A consultation service is provided at the Children 's Hospital Temple Street 
and the National Children's Hospital, Harcourt Street. This service is not provided 
for in any formal arrangements. 

7.2.5 The department works in close association with the departments of 
anaesthesia, general surgery and general paediatrics. 

7.2.6 Ideally the Paediatric gastroenterology unit based at a tertiary centre should 
provide a consultation service at each of the secondary care centres. 
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Staff 

1.3.1 A paediatric gastroenterologist with fineen hours clinical time each week 
directs the unit. A University lectur:r at the registrar grade provides some clinical 
cover. 

• 

. , 

7.3.2 There are two full-time paediatric registrars, onc full-time house officer and . , 
a gastroenterology nurse. 

7.3.3 Bring the consultant staffing up to two full consultants or a total of twenty
two sessions per week. 

7.3.4 The overall staffing requirements are: 
C:onsultant - twenty-two sessions per week, 
Two full-time registrars, 
One senior house officer, 
Two liaison nurses (who will also operate as procedural nurses), 
A dietician (half-time) 

Structures 

7.4.1 The department is presently based in a single room which is in fact an 
endoscopy suite. This unit is equipped with state of the art equipment for 
endoscopy and allied procedures. 

7.4.2 A gastroenterology and liver unit will have to be developed. Two clinical 
rOOI11S will need 10 be made available and orrice and desk space is required for the 
two liaison nurses and the two unit registrars . Secretarial orfice space is also 
imperative. 
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8. PAEDIATIUC NEUROLOGY 

Background 

8.1.1 CurrenUy there are only two paediatric neurologists in the Republic of 
Ireland. One is based at Our Lady's Hospital for Sick Children , Crumlin and the 
other at the Children's Hospital, Temple St. 

8.1.2 Patients are referred to the Neurology Service with a variety of 
developmental and nervous system disorders, including learning disabilities, mental 
handicap. epilepsy, cerebral palsy, muscular dystrophy and other neuromuscular 
disorders, genetic/metabolic and degenerative diseases. Epilepsy comprises the bulk 
of referraJs. 

Workload 

8.2.1 The neurology department at Our Lady's Hospi,ta1 provides the following 
• services: 

a neurology clinic; 
a seizure clinic; 
a ward consultation service and 
neurophysiology (EEG, EMG, Nerve conduction, ERG and EP) . 

8.2.2 The total number of neurology ad missions to OUT Lady's Hospi tal for Sick 
Children in 1991 was 207 and 419 in 1992, This figure represents direct 
admissions under neurology usually from the neurology and seizure clinic or 
referred from outside the hospitaJ. However, this would represent half or less of 
the totaJ number of neurology cases in hospital since most are admitted under other 
services. The total number of neurology admissions to the Children's Hospital, 
Temple Street was 200 in 199 1. 

8.2.3 Neurological consultations on other patients under other consultants 
represent most of the inpatient workload and usually the patient is either transferred 
to the Neurology Service or is under combined management. 

8.2.4 The total number of patients attending the neurology and seizure clinics in 
Our lady's Hospital for Sick Children in 199 1 was 1,104, and the Children's 
Hospital Temple Street was 935. 

8.2.5 There were 2,20K attendances for electroencephalograms and 355 speciali sed 
neurophysiological tests, in Our L'ldy' s Hospital for Sick Children . There were 700 
electroencephalograms, and 120 specialised neurophysiological tests in Temple 
Street in 1991. 
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8.2.6 Neurological consultation is provided for patients admitted under the general 
paediatric service, the orthopaedic department, the oncology department and the 
neurosurgery and paediatric surgery departments. 

8.2.7 The evaluation of children for epilepsy surgery is a demanding area 
requiring frequent EEG monitoring and other investigations. This evaluation 
process is performed mainly by the paediatric neurology service in conjunction with 
the tclefactor unit at Beaumont Hospital. 

8.2.8 There is considerable interaction between child psychiatry and the neurology 
team. An increasing number of adolescents are being jointly managed in this 
hospital . 

8.2.9 Currently there is no genetic service in Ireland but a genetics department will 
be ciled at Our lady's Hospital for Sick Children. Because of the nature of 
paediatric neurology cases there will obviously be strong links between this 
department and the neurology service. 

.0 
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8.2.10 The metabolic service for this country is based at the Children's Hospital in • 
Temple Street. Many children with neurological disorders have a metabolic basis 
and the services at Temple Street are frequently called upon in an investigation and 
management of patients. 111is area of paediatric neurology in combination with 
genetics is developing at a rapid rate. 

Staffing 

8.3.1 nle present personnel attached to the neurology department are: 
one consultant paediatric neurologist, one registrar, one senior house officer, 
two EEG technicians (senior grade) and onc neurology secretary. 

8.3.2 There afe only two paediatric neurologists in the Republic of Ireland. 
The service is currently unable to meet the demand. The waiting list for the 
neurology outpatient clinic at OUT Lady's Hospital is currently 5 months. 

• 

• 

8.3.3 Because of the specialised nature of paediatric neurology this service should • 
be based in one dedicated paediatric hospital where all the back-up expertise 
necessary is available. This tertiary C<\rc hospital should have the following 
minimum staffing levels. 

There should be 4 consultant paediatric neurologists providing expertise in the areas 
of: • 

epileptology; 
neonatal neufology; 
neurophysiology/neuromuscular disease, and 
neurometabolic/genetic disorder. 

There should be 2 registrar posts and 2 house officer posts. • 

26 



• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

8.3.4 The paramedical personnel requirement would be 4 neurophysiology 
technicians, 2 specially nurses, and 3 secretarial stafr. 

Structures 

8.4.1 Important back-up services and facilities which would have to be available 
on site would include the following: 

neuroradiology with imaging facilities for computerised axial tomography (Cl) and 
magnetic resonance imaging (MRJ), including MR spcctroscopy. 

8.4.2 The following services would be required on site: 

paediatric neuropathology; paediatric neuro-ophthalmology; paediatric 
ncuro-physiology and paediatric neurosurgery. 

8.4.3 Much of this back up expertise already exists but is scattered in various 
hospitals in Dublin. If incorporated on one site unnecessary duplication of costly 
services could be avoided, an efficient service could be provided for Dublin city and 
the rest of the country and there could also be a service" to other paediatric units 
providing secondary paediatric care. 
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9. PAEDIATRIC RIIEUMATOLOGY 

Background 

9.1.1 In Our Lady's Hospital for Sick Children there are presently over 140 
children atlending the Rheumatology Clinic which takes place once a month. A 
physiotherapist, occupational therapist with a special interest in rheumatology 
attends the clinic as do a social worker. 80 children attend at Temple Street 
Hospital. 

Workload 

9.2.1 One chi ld in onc thousand develops arthritis before the age of 16 years. 
Only a small proportion go on to develop chronic arthritis but careful management 
of moderately affected children can do much to reduce their f"' ~ ~'J idity . The Lime 
involved in an out-patient referral is frequently considerable. 

SlalT and Structures 

9.3 & 4 Paediatric rheumatology should have one centre specializing for a 
population of three million. The support services required would be a 

., 

. , 

•• 

. , 

• 

physiotherapist, occupational therapist both with a special interest in paediatric • 
rheumatology, orthopaedic surgeon, again with an interest, ophthalmology and 
dental service. There should also be a specific paediatric rheumatology outpatients 
with inter-disciplinary involvement. 

The team should include an orthopaedic surgeon with special experience of joint 
surgery in children . An ophthalmologist should be available to keep those children • 
under regular review who are at risk of chronic iridocyclitis. There should be easy 
access to a child psychiatry service. 

• 

• 

• 
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10. PAEDIATRIC RESPIRATORY MEDICINE 

Background 

10.1.1 Paediatric respiratory disorders are largely in the domain of general 
paediatricians. 

10.1.2 The major part of respiratory work should be by consultalion with the 
rarer and more complex respiratory problems and respiratory problems in children 
referred to other tertiary specialists e.g. transplant patients. 

10.1.3 Expertise will be required in refractory asthma and cystic fibrosis, and 
intensive care support. 

Workload 

10.2.1 The service requirements will be in consultations and special 
investigations including bronchoscopy and lung functions. 

Staffing 

10.3.1 There will be a need for 2 paediatric pulmonologisls, onc registrar, one 
senior registrar and 4 SHOs. 

10.3.2 Support staff should include lung function technicians, physiotherapists, 
an asthma nurse, a cystic fibrosis nurse and a medical social worker. 
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11. PAEDIATRIC NEPIffiOLOGY . 0 
Background 

11.1.1 In Dublin there are two consultant paediatricians with a special interest in 
nephrology. • 0 

11.1.2 In the fulure, paediatric nephrologists will practise the specially whole-time 
because of its demanding nature, or have only a minimal commitment to general 
paediatrics. 

Workload 

11.2.1 Paediatric nephrologists will be responsible for routine inpatient and 
outpatient care; renal bio~.;:es ; the management of acute renal failure; the 

supervision of dialysis; the management of chronic renal failure; the management 
of end-stage renal failure including all forms of dialysis and medical aspects of renal 
transplantation; and liaison with paediatric urology . . 

11.2.2 The expected workload on dialysis will be 6-10 per year at any onc time; 
6-10 per year on renal transplants; 30-50 transplant follow-up, and the number of 
chronic renal failures has not been determined. 

11.2.3 The areas of future growth will be adolescent services; intra~uterine 

diagnosis; neo~natal consultations; development of peripheral clinics; and 
haemofiltration techniques. 

Staff 

11.3.1 The consultant staff required will bc 2 (probably 3) paediatric 
nephrologists, a senior registrar on rotation, "career" registrars and rotating SHOs. 

11.3.2 The associated learn will include a ward sister, a dialysis trained staff 
nurse, a medical social worker, a psychologist, a psychiatrist a dietician, a teacher 
and a play ther.pist. 

Structures 

11.4.1 The required equipment will include 3 ~5 Pac X or Xtra PD machines for 
CCPD, 1-2 haemodialysis machines and CAVH and CAVHD equipment. 

11.4.2 TIlere wi ll need to be strong links with paediatric radiology, paediatric 
urology, genetics, and intensive care. 
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11.4.3 The necessary investigative facilities will include full renal biopsy LM, 
EM, IF techniques, renal isotope imaging (DMSA, DTPA, 51 Cr, MAG3, etc), 
doppler flow studies, urodynamics and dietary assessments and analyses. There will 
need to be access to er and MRJ scans and plasmapharesis. 

11.4.4 The following nephrology clinics wi ll need to be serviced: general 
nephrology; UT[ and enuresis; chronic renal failure and dialysis;post
transplantation, and a multi-disciplinary spina bifida and neurogenic bladder clinic. 
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12, METABOLIC DISORDERS 

Background 

12.1.1 The service, clinical and laboratory (diagnostic and screening) for inherited 
metabolic disorders has been provided by Temple Street Children's Hospital for 30 
years. 

12.1.2 The nature of the conditions dic tates that specially trained personnel are 
needed at labor<llory and clinical level to deal with this discipline. The laboratory 
equipment and cltpertise required arc becoming more complex . 

12.1.3 The fl\lmhers of individuals identiried are increasing annually, and once a 
condition is identified the patient requires lifetime treatment. New conditions are 
being identified continuously, and more conditions previously undiagnosed are now 
being found to have a metabolic cause. There is no metabolic service at any adult 
hospital to which patients could be referred as they get older. (International 
experience suggests that for a population of three or four million, only one centre 
can be justified.) 

12.1.4 The level of approved staffing and facilities in the Laboratory are almost 
unchanged from the 1970's, The Department of Health recently granted funding for 
an expansion of the clinical staff - a dietitian, doctor, ward area and second 
consultan t. This essential funding has allowed the provision of a basic service in 
an already overloaded and exacting clinical setting. 

12.1.5 To identify one individual with an inherited disorder is 10 set in motion a 
process of family counselling, support, biochemical monitoring , nutritional 
education and specific illness management which will last for the duration of that 
individual's life. It will involve day to day adjustment of food based on blood 
levels of specific metabolites , where treatment is available in that form . In all cases 
genetic counselling is mandatory to ensure responsible reproduction. 

12.1.6 The treatable disorders mainly require daily, life-long adherence to 
synthetic diets. These need biochemical monitoring weekJy or monthly in the stable 
phase, and daily monitoring during unstable periods e.g. infection or growth . The 
treatments are synthetic and fraught with dangers e.g. deficiencies, unless 
monitored closely. Abnormal constituents (mctabolites) accumulate with infection , 
nuctuations in growth and intake of protein (egg, fish, cheese, bread, meat not 
permitted). 

12.1.7 Teaching the diets and encouraging adherence to di stasteful foods is time 
consuming and labour intensive. Genetic counselling is included in the educational 
process. The time taken for each family to learn the difficult lifestyle varies from 
1-2 hours daily for the initial week and 1-2 hours per week thereafter. 

32 

, 

•• 

. ' 

. ' 

. ' 

• 

• 

• 

• 

• 

• 



• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

12.1.8 Some of these conditions which were heretofore untreatable are now 
responding to bone marrow transplants or the application of principles used in 
conditions like PKU e.g. muccopolysaccharidoses and adrenoleucodystrophy (ALD) 
- Lorenzo's Oil. The monitoring and documentation of post transplant patients and 
children on Lorenzo's Oil is extremely time consuming. 

12.1.9 The early application of all of these treatments is essential to a successful 
outcome which puts a major burden on clinical stafr, already working at full 
capacity, to identify, arrange, coordinate and document the complex detail required 
in each case. Failure to achieve this may result in an untreatable handicap and 
subsequent litigation. 

12.1.10 Mental retardation arises from untreated PKU - current costs of 
maintaining a person in a mental institution are estimated at £12,000 to£22,OOO per 
year. 

12.1.11 Failure to continue treatment of PKU in adulls may result in a 20 point 
drop in IQ - this can mean instutionalisation for some. Acute neurological problems 
have occurred in individuals who come off diets e.g. ataxia, epilepsy, and 
quadriparesis (Iltompson IV, Smith I, et al. Neurological deterioration in young 
adults with phenylketonuria. The Lancet 1990; 336: 602-605). 

12.1.12 Fertile females with these conditions give birth to babies with 
microcephaly and major structural defects unless on treatment at conception and 
during pregnancy - it has been estimated Ihal U,e retarded offspring of these women 
will replace their mothers in mental institutions unless treatment is provided . 
Temple Slreet has identified 18 women who have delivered 23 microcephalic infants 
from a total of 44 pregnancies. Cataracts and ovarian damage are being identified 
in patients with galactosaemia whose mothers were not on diet during pregnancy. 

12.1.13 Mental retardation, cerebral palsy and lifelong dependency may resuil 
from any of the other conditions. 

12.1.14 A minimum of 550 of the 800 current patient numbers would require 
inslutional care if unlrealed at a cost of £9,900,000 per annum (£18,000 x 550). 
The conservative estimation of saving per annum is approximately 6 million 
pounds. In addition, approximately forty patients with moderate to severe handicap 
are maintained on diets for metabolic conditions at present. This enables them to be 
managed in the community and saves on institutional care. 

12.1.15 Recent advances have led to a breakthrough in the cause of coma, "cot 
death" or "near miss" cases (metabolic causes may be responsible for as high as 
12 .5%). Several family members at risk can be identified and saved from cerebral 
palsy or death. The investigation is expensive and time'consuming, and requires 
gas chromatography and mass spcctrometry with specialised laboratory training for 
the personnel involved. Newer methodologies using high performance liquid 
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chromatography and polymerase chain reactions (peR) are now used to identify 
family members and cases - all samples are sent to the UK or Holland at present. 
The delay in making these diagnoses means waiting weeks or months for a specific 
diagnosis. This imposes a great burden on families and medical staff if the pathway 
with the inherited defect is not clearly known. 

Workload 

12.2.1 The relative frequencies of genetic disorders are likely to go on increasing 
with lime as presently unidentified causes of morbidity and mortality are recognised 
la be genetic in origin (Scriver 1984). 

12.2.2 The incidence of identification of genetic disorders is increasing sharply -
10% of paediatric admissions to university hospitals in North America (1982); 
40% of paediatric admissions in Glasgow in 1988. Ireland has a higher incidence of 
the more commonly occurring defects. The Irish travellers have a very high 
incidence of galactosaemia (1 : 700) and of a rare condition called glutaric aciduria. 

Ireland U.K. 
Phenylketonuria 1 • 4,500 1 • 10,000 • • 

Galactosaemia 1 • 22,000 1 • 62,000 (est) • • 

Homocystinuria 1 • 49,000 1 • 80,000 (est) • • 

MSUD 1 • 110,000 1 :250,000 • 

12.2.3 Since screening was established in 1965, the programme was expanded to 
include 5 treatable conditions. There have been 8,445,975 tests on 1,689,195 
million infants (February 1993), and 721 have been identified with treatable 
conditions. The 721 contribute 10 the numbers attending for treatment - thus 
preventing institutional care, 

12.2.4 Blood samples from every baby born in this country are tested for 5 
different conditions - the PKU test being the best known of these. The work is 
manual and labour intensive. A positive case has to be recalled and the diagnosis 
proven using other laboralory techniques. All data has to be documented for 
medical and medico-Iegal purposes. 

12.2.5 The Acute Metabolic Diagnostic and Monitoring Laboratory Service is 
responsible for diagnosis and monitoring and must be available 24 hours a day. It 
provides service for all other hospitals in amino acids, glactose, etc. 

12.2.6 Special tests not available in Ireland are dispatched via this laboratory. 
The material to be tested has to be handled in a specific manner (liquid nitrogen or 
cold or room temp) and dispatched, documented and labelled by the trained staff. 
The increase in this area has put great stress on Laboratory staff. 

12.2.7 Stabilisation and establishment on treatment of new patients identified by 
the newborn screening programme (16 to 20 new patients per year). Monitoring of 
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trealment and nutritional balance for children and adults - weekly, or in acute cases 
daily, blood tcsts j followed by nutritional adjustments as indicated. 

12.2.8 Investigation of acutely ill children referred by consultants from other 
units for metabolic diagnosis and treatment (109 - 1989; 165 - 1990,240 - 1992). 
Investigation of possible metabolic causes In sudden infant death and near misses. 
Investigation of possible metabolic causes in patients having cerebral palsy andl or 
retardation, referred by institutions (adults and children). Monitoring of 
biochemical control in individuals with these disorders while inpatients in adult 
hospitals. Intensive care of acutely ill patients during critical episodes. Inpatient 
m'UI~gement requires meticulous attention to detail - calorie intake, synthetic food, 
blood glucose, trace metal, amino acid monitoring. 

12.2.9 Outpatient clinic visits for patients who are being managed at home. 
(1,054 - 1989; 1,413 - 1990; 1,576 - 1992). 

12.2.10 Management of pregnancies in affected mothers - an increasing workload. 
(Fig. 12. I) 

12.2.11 Education of patients and their families, health workers, teachers. Support 
for families in adjusting to the difficulties of coping with life-long conditions and 
bereavement counselling. Genetic counselling for families with these defects. 
Maintaining at-risk register for pregnancies. 

StafT 

12.3.1 The higher incidence of inherited metabolic di sorders in Ireland - twice that 
in other developed countries - gives rise to a major public health problem, which 
has to be managed as efficiently as possible with the resources available. The unit 
at Temple Street handles significantly larger numbers than any comparable unit in 
Western Europe or the United States, and it does this with less staff, and with 
limited ancillary support. 

12.3.2 The ever-increasing numbers of patients and complexity of conditions 
means that the unit cannot continue to function with present starf (Fig. 12.2). 

12.3.3 The existing and proposed starf numbers are as rallows: 

Clinical 

Medical 3 Existing: 
Additional : 

I Consultant 112 Registrar 
I Consultant 112 Registrar 

The Registrar to be a full time Clinical Assistant 
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PREGNANCIES IN PKU 
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Paramedical 

4 Existing: 
Additional : 

Secretary I Existing: 

Laboratory 

Chemical Pathology Existing: 

Metabolic Screening 6 Existing: 

Metabolic LaboraIory9.5 Existing: 

Required: 

Laborato[)' Required : 

Required : 

Structures 

2 Dietician 
1 Psycnologist 
1 Social Worker 

I Secretary 

1 Consultant (7 sessions) 

2 Technicians 
2 Typists 
5 Locum Cover 

4 BiochemisVTechnician 
1/2 Porter 
3 Technicians to do tests 
currently sent to England 

2 Technicians to cater for the 
increased laboratory workload 
from a new consultant 

For 6 beds - 15 nurses are required. 

12.4.1 Storage facilities for samples of skin, tissue, blood and uring which need 
specialised handling are inadequate. 

Needed: 

36 

One Standard fridge 18 cubic feet 
Onc Standard freezer to cubic feet 
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13. I'AEDIATlUC DERMATOLOGY 

Background 

13.1.1 Paediatric Dermatology as a subspecialty is in its infancy. During the past 
10 years it has become a rapidly expanding subspecialty encompassing numerous 
areas of expertise. The need for this subspecialty is apparent from US figures citing 
that 30% of all visits to paediatricians have a primary or secondary skin component 
and 30% of visits to dermatologists are patients in the paediatric or adolescent age 
group. 

13.1.2 Paediatric Dermatology services afe performed by general dermatologists 
none of whom have a full-time position in paediatric dermatology. A small number 
of paediatricians who also have training in dermatology are emerging in the USA 
and England. The advantages of this training include a full-time commitment to 
paediatric dermatology and expertise in the management of life threatening 
paediatric disorders. 

Workload 

13.2.1 Two clinics per week are held at each of the three paediatric hospitals. In 
addition, a small paediatric population is seen in the general dermatology clinics at 
Hume Street Hospital. 

13.2.2 Inpatient care is provided in Our Lady's Hospital for Sick Children -
appro)(imately 4 admissions monthly , The Children's Hospital, Temple Street-
4/month, National Children's Hospital. Harcourt Street - 4/month. 

13.2.3 Paediatric dermatology consultations are provided at Our Lady's Hospital 
for Sick Children · average 25 consultations per month, The Children's Hospital, 
Temple Street - 20 per month , and the National Children's Hospital, Harcourt 
Street· 20 per month. 

13.2.4 Cutaneous pathology is reviewed by a general pathologist. There arc no 
facilities on site for immunonuorcscence or electron microscopy. The latter 
services are performed by the Department of Dermatology at SI. lames' Hospital 
and the Mater Hospital, Dublin. 

13.2.5 There is close liaison with neurology and plastic and reconstructive 
surgery. 1\ medical geneticist is due to be appointed to Our Lady's Hospital for 
Sick Children in the summer 1993. There is a metabolic physician at the Children's 
Hospital, Temple Street, who is currently avai lable for consultation at Our Lady's 
Hospital for Sick Children. 
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Staff 

13.3. t There are at present three part-time consultant dermatologists altending 
each of the children's hospitals . 

13.3.2 Our Lady's Hospital for Sick Children has 2 dermatology nurses per clinic, 

., 

• • 

The Children's Hospital, Temple Street has 1 per clinic, and the National • . 

Children's Hospital, Harcourt Street has Ph nurses per clinic. 

13.3.3 OUT Lady'S Hospital for Sick Children has one general paediatric registrar 
and SHO alternate attendance at weekly clinics. The dermatology registrar from St. 
lames' Hospital attends one clinic weekly. The Children's Hospital, Temple Street 
has onc SHO shared with general paediatrics. National Children's Hospital, 
Harcourt Street has onc SHO shared with a paediatrician. 

13.3.4 The tertiary care centre should have 11 paediatric dermatology sessions, 
and should have a close liaison with the secondary unit and ideally be regarded as 
one "department" with easy access for cross referral . This would be facilitated by 
sharing or consultant sessions between the units and joint conferences. 

13.3.S Three nurse specialists would be appropriate in the tertiary care centre to 
run outpatients clinics, the inpatient unit and the day care centre. There should be 
one registrar and one SHOo 

13.3.6 The staffing recommended for each secondary care unit would be a 
dermatologist - 4 sessions, one nursing specialist and I SHO or registrar. 

Structures 

13.4.1 The concept of a tertiary care centre is an appropriate one to focus 
resources and liaisons with sub-specialists who are critical in the evaluation and 
management of patients with paediatric ski n di sorders. These subspecialties include 
neurology, plastic and reconstructive surgery, a physician specialising in metabolic 
medicine and infectious disease. Of paramount importance would be the need for a 
close liaison with a geneticist in view of the complex nature of genodermatoses, 
genemapping and the need for genetic counsell ing. Another critical association of 
the paediatric dermatologist is with pathology. A tertiary centre should have close 
association with a pathologist with a specific interest in dermatology allowing for 
regular c1inico-pathological conferences. A tertiary centre should also play a role in 
education of the population and the preventative aspects of skin disease in 
particular, for example, ultra violet light protection. 

13.4.2 Ten dermatology beds are necessary for the tertiary care centre (care of 
severe atopic eczema, bullous di sorders , psoriasis , genodermatoses requiring further 
workup) . 
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13.4.3 Five outpatient clinics weekly should provide an appropriate service for a 
tertiary care unit. Facilities could be developed [or subspecialty clinic in 
dermatology such as eczema/allergy. wart clinics, genetic clinic, naevus clinic. The 
eczema clinic could be held in consultation with the immunologist. The genetic 
clinic could be jointly held with a consuilant in metabolic disease and in genetics. 

13.4.4 The concept of a day care centre in a tertiary care unit is appropriate for 
the education on and treatment of diseases such as psoriasis, scalp conditions, 
eczema, wound care and verruca. A phototherapy unit would be appropriate on 
site. Access to pulse dye laser unit ideally on site. The day care centre should 
contain a bath a.,d wash hand basin for scalp treatments and an adequate hot water 
supply for frequent treatments. 

13.4.S These two secondary units should have a close liaison with the tertiary care 
unit with access for easy referral. 

13.4.6 In the secondary care units there should be two dermatology beds and two 
outpatient clinics per week. 

13.4.7 F.ach dermatology outpatient clinic in the secondary and tertiary unit should 
contain four rooms which are adequately lighted and have magnifying lamps and a 
room for Woods light examination available. In addition, there should be facilities 
for gram stain, KOH fungal preparations and Tsank stains. A light microscope is 
necessary in this area. Facilities for skin biopsy excision should be available 
including use of a hyfurcator/eiectrodessicator unit. A camera should be available 
for photography. 
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INTROCUCTION 

Appendix I 

BRillS" eA£DIAIRIC ASSOCIATION 

CONSULTANT PAEDIATRICIAN CO~'UNITY ClHLD "EAlI" 

Model Job Descriptions 

In anyone district it is desirable that the Consultant Paediatricians 

•• 

•• 

will have a range of expertise and ideally their differ i ng roles and • 
skills will be complementary in order to provide for the needs of children • 
and their families. For the J:'urposes of this paper, the terms "general 
paediatrics" is used to identify the kind of work conventionally practiced 
in hospital in-patient or out-patient work. The term "Community 
PAediatrics" is used to identHy the kind of work usually practised by 
paediatricians in the community. l iowever , it is essential to stress that 
Community Paediatrics is frequently practised in 8 hospital setting and e . 
general paediat rics 1n the community . 

The job desc ri ption should therefore reflect both the health service neecs 
of the resident childhood population, for consultant paediatrician skills 
and, a number of additional management, research or teaching 
responsibilities. 

Amongst Consultant Paediatricians (Community Child Health) in a district 
there will be 8 range of differing responsibilities and therefore, skills 
and experience. Consequently, posts which are advertised will differ 
considerably one from another: and the skill mix will need to be tailored 
to the needs of the particular district situation. Illustrations of the 
differing types of post are incorporated in this paper. 

At a time of evolution to a conSUltant-led community child health service, 
where sta ffi ng levels, mixture of skil l s, interface with other special ties 
and size of population vary greatly between Districts, it is not possible 
to produce a sing le job description which is universally applicable . 

This paper sets 
primary core and 
descriptions. 

out areas of consultant 
then proposes a number 

responsibility in s upport of 
of different models for job 

Obviously one single CPCCH could not cover all these areas and the job 
description would select on l y those areas requiring development or cover. 

AREAS OF CONS~LTANT RESPONSIBILITY 

Special Needs 

Identification - clinical as sessment & management ( including 
the rapy ) 
Co-ordination of care 
Service planning/ evaluation/ audit (may include running a 
register) 
Training 
Liaison with Education Authorities 
Children in care, fosteri ng and adopti on 
Liaison with Soci<ll Servi c e Cepa rtment ro r work ar1 s 1ng from 
Children Act 
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Child Protection 

Clinica l assessment and management 
Case con fer ences , cou rt work , work with Area Chi l d Protection 
Committee 
Service planning/ evaluation/ audit 
Training 
Liai son with Police, Social Se rvices 
One CPCCH will be "designated doctor" for child protection 

Pre-school Surveillance 

Cl inical assessment & management of referred problems 
Se rv ice organi sa tion, monitoring o f child health surveillance 
programme, in conjunction with general practitioners and family 
Health Ser vices Authorities 
Audit-evaluation 
Training 

School I~alth/[ducotional Medicine 

Clinical assessment & management 
Audit & evaluation 

including the r apy 

Liaison with Local Educati on 
designated doctor for education 
Ser vice pl anning , training 

ImMunisation/Infectious Disease Advice 

Immunisation co- ordinator roles 
Audi t & evaluation 
GUidance/ training for practitioners 

Clinical Speciolties eg 

Audiology 
Visual impairment 

Authorities 

Adoption, fostering and chi ldren in ca re 
Chil rl psychiatry 
Cot Oeath co-ordinator 

including one 

Physical disability: neurol og ical, neuromuscula r ( for exampl e 
cerebral pa l sy or muscular dystrophy) consu ltant work in 
developmental paediatrics and childhood handicap , rheumatol ogy 

lIenlth Promotion 

Moni toring Public Health 
Health advocacy 
Comm unity development 
Indi vidual prog ramme development 
liaison with Director of Public Health / 
Producti on of Annual Report 
Interface work with consultants in public hea l th medicine 

• 
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Generol Paediatrics 

Acute general paediatrics in hospital 
Outpatient generRl paediatrics in Imsp i tal or secondary care in 
a cOI.unity setting or tog€t~ler with general practitioners. 

Planning & Developing Children's Services 

Information collection 
Evaluation 
Service & Policy development in conjunction where necessary with 
consultants in public hea 1 th medicine 

Manngement Roles 

Personnel 
Budget holding 
Adminstration and committee work 
Resource management 
Adv ice to Health Authority 
Travelling time • 

Training & Research 

Note 

Underg raduate and postgraduate training and teaching 
(In Academic Centres, greater allocation of tiMe will be 
required for teaching and reseorch). 
Personal study . 
These are general areas areas o f responsibility. Specific 
issues, eg counselling following a cot death or accident 
prevention work, cou l d be identified under clinical specialties 
and health promotion re spectively. 

In the th ree areas - health promotion , planning and developing 
children's services and manacement roles - the CPCCH would 
usually collaborate and share responsibilities with the 
app ropriate specialist in public health and community medicine . 
The proportion of the work assumed by each would depend on local 
cl rcumstances . 

e . 

e . 

e . 

• 

• 

e 

If Travelling time is a particular requirement for the CPCCH who 
is pe ripatetic by nature. . , 

T illtetoble & Job P lel1s 

The job plans appropriate for the CPCCH will depend upon the 
pattern of work as summarised above . For those CPCCH with a 
general paediatric on ca ll commitment there will need to be 
attention given to restricting the expected number of fixed • 
notional hal f days in a s imilar way to that for hospital based 
consultant paediatricians . (See "Workload of Consultant 
Paediatricians" September 1990, Joint Guidelines o f the British 
~1edical Association, the British Paediatric J'lssociation and 
Paediatric Committees of the Royal Colleges of Physicians of 
London and Edinburgh and o f the Roya l Collp.ge of Physicians and • 
Su rgeons of Glasgow). p.lso recognition should be g i ven to the 
very variable work patterns present from one week to the next 
for all (peClls . 
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Districts will need to create suf fi c ient CPCCH posts to meet the 
vari ous demand s placed upon them . (See "Paediatric Medical 
Starring for the 90s") . Until the po i n t is reached when 
sufficient posts a r e c reated, it is likely that some of the 
areas detailed above will be delegated to other docto r s f or 
example senior clinical medical o fficers and clinical medical 
officers in the child health serv ice who Bre needed to s l4JPort 
the cpeeu and for whom the CpeCH will be clinically responsible. 
Some cpeClls may have greater manogeriol responsibilities and the 
Medical Officers .ay be .anagerially responsible to thew. Where 
districts do not have posts for CpeCHs there is an urgent need 
to create such posts in order to meet the required 
responsibilities of the modern child health service. 

~LU:L JOB OCSCRIPTIONS 

1. 

z. 

CPCCH Entirely Cc- unity Based, Mainly Non-Clinical 

There is a manpower sho r tage in public heal th medicine and in 
Districts or provider units where there are adequate number of 
Set-IOs to perform the clinical aspects o f the service, such a 
post would cover most of the interface roles with public health 
medicine - see "Working Together for Tomorrow' s Children", a 
discuss ion document from a j oint working party of the Faculty of 
Public Health ~ledicine and the British Paediatric Association on 
t he Interface between the work of Consultant Paediatricians 
(Communit y Child Health ) and Public Health Physicians . 

It may be that this person would be expected to be on call for 
child abuse . 

CPCCII Entil'ely COi unity BOf>cd, M."linly Clinical 

Ideall y cover ing a popula tion 0 f about 100,000 ( equ8 ting 
approximately t o 1300 births per year) the CPCCH would be the 
focal point for the assessm ent and management of chi l dren 
requiring secondary tier core but not r equiring hospital 
attention. He/she would work closely with a team o f 
pro fe ss i onal s allied to medicine, l ocal authority services and 
vo luntary groups with c linical and adminis trative responsibility 
for 8 defined community with or without special clinical 
interest. In addition t o this "loca l" res ponsibility the CPCCH 
would hav e a number o f dis trict wide specia l interest s or 
se rvices to manage other t han those pr ov ided by general 
p r actitioners and be responsib le fo r providing a consultati on 
service in the community for gene r al practit i oner s . 

Where there we r e sufficient general paediatric ians to provide a 
I: 4 on ca ll rota , the CPCCH would offe r an on-call se rv ice for 
child ab use or deaths . In these ci r cumstances the CpeeH shou ld 
be able to ho l d specia li s t c linics in the hospital and to admit 
se l ected patien t s to the paed iatric unit but without active 
participation in the general and emergency r esponsibi lities of 
the consultant paediatric s taff. 
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3. cpeclI Entirely CCN,ii,unity Booed, Largely Clinical Specialist 

Some Districts may decide to divide their serv ices by s pecialty 
and appoint CPCCH who have a major responsibility to only one 

., 

. 0 

clinic al specialist area. For example fostering , adoption, • 
audiology, child protection . For example consultants In 
developmelltal paediatr lea and childhood handicap. The 
consultant working in B child development centre would be t he 
commonest example . On ca ll rotas with the other consultant 
paediatricians will depend upon clinical experience, training 
and the needs of a distric t. 

4. cpecu Partly ~Iospital and Con •• unity l3ased (Variable Patterns) • 
Many CPCCHs wi II work in 8 flexible and fully integra ted way, 
sharing responsibilities in the hospital and cc:mmunity setting 
with the hospital based gene ral paediatricians . Adequate and 
flexible working schedules will be required to allow consultants 
to meet their various commitments as they will share the acute • 
on-call rota and will need to per form ward rounds and hospital 
outpatient sessions . 

The need to cover hospital for emergencies should be organised 
so as not to disrupt daytime community care activities. Some 
CPCCHs who are hospital bas ed, may take a less er acute role than It 
their other colleagues , and have administrative and on call 
commitments in the community. There are other CPCCHs who have 
sessions in the cOlOOlunity 85 an ex tension of the hospital 
consultant se rvice , but who do not have managerial or on call 
commitments in the community. These jobs are fairly balanced 
between hospital and community wo rk and there will be 
considerable variation in the mixtu re o f duties as described. .. 

It is the view of the BPA that in future the majority of new posts will 
fall into the lIodels 2 and 4 above. 

These guidelines were approved by SPA Council on 28 June 1991. 

14 flay 1991 
Rl1/BPA , 4 
Amended 2/12/ 91 
JT 
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Appendix 11 

CONSULTAIfI' PAEDIATRlCIAN IIITII SPECIAL INTEREST IN CIITI.D 
DEVELOPtiENT AND IlANDICAP 

INTRODUCTION 

3 per ce nt o f chil dren under the age of l6 yea r s have one Of 

more disabilities. The majorit? have disorders of l ocomo t ion 
a nd /o r mental handicap. For c hildren ',oI ith chronic handicap , 
f o ll o\~ up a nd s upport by a Co nsultant Paed i a tric ian with a 
specia l interest in c hild develo pment and handicap is necessa r y . 
This Consultant Paediatrician acts as a co- o rdinator o f the 
su pport s ervices fo r s uch c hildre n ove r .~ .. :: yea:"s . while 
childre n with c hronic disability may be under the care of other 
consultants. his / her co-or dinating role lS most i mporta nt. 

In dealing \~ ith the c hildren direct!? the Paediatric ian' s r o l e 
would incude the assessment and management of c hildre n uith 
seve r e o r complex phys i cal, se nsory or mental impairment. The 
r o le would also i nclude suppo r t , training and advice to the 
multidisciplinary team. This team s hould incl ud e a 
ph ysiotherapist . s peec h therapist , occ upationa l therapis t and 
psycho l ogist . The s ervtces s hould be based i n a c hild 
development cent r e or it ' s equivale nt. 

TRAINING REQUIRF11ENT 

Ge ner<1l pr ofessi onal traLnl.ng should include in-pa tient and 
out -pa t ient ca r e .) f ill children. including emeraenc? ...,o r k . 
Ca r e of normal and ab no rmal neOIl;)tes i s also required . ~I igher 
specialis t training should include e:tperience i.n:-

(1) health, beha'/iour and development of normal childre n 
a nd adolescents . 

(2 ) developmental assessment and t he identification. 
comprehensi ':e assessment , management and habili t a t i on 
o f chi l dren with continuirlg (Iisabil it y inc l uding 
neu rological . senso rv and emo tional disorde rs. This 
mus t include experience o f \~o r king in a llultidisciplinar:, 
team s uch as ::I. di s trict o r r egional s ervi ce fo r 
ha ndicapped :~ild ren . 

(J) e du cati ona l lledicine , including the care and sUr'leiUance 
of children : n no rmal and soecial 

( I.) epi demiolog:1 o f health and disease In c~ ild populat i ons 
and pla nn i:1g and oqaniS3tion of serv i ces . 



Onc of the .::5peCi3~ i.nterests ,)f the PaediotricioJn , ... ill be in 
the ar~a 0f c:-lllli ;]eur~loq)' ;)nu !1euroioqic.:ll dis;Jbilit? -\ 
distinc~ion must "e made bet· ... e~n the Jia~nosls .:lnd treatment 
of neurnlogic:ll J:'sease .. the responsibility of the Paediatric. 
~euroloqist) . a nd tne di3~nosis. osseSsmenc. ond m.:tnagement or 
anv conseauence handiC30 and disabilit'l. the respollsibilit:I 
o( the Pae'diotrician ,.ith special interes't in child de'/elopment 
and physicol and me!H.:al handicap . 

LOCATION or SERVICf 

The Consultant Paediatrician ,dth special 
development llod handic30 requires ilccess 
services. 

(il) 
(b) 
(c) 
(d) 
(e) 
(E) 
(8) 
(h) 

Hospital Paediatric speciality sernces 
Ophthalmolo'gy 
E.N.T. / Audiolog'l 
Orthopaedics 
Paediatric ~eurology 
Clinica 1 G~net:c5 
Child Psvchiatr~ . . 
Dental Services 

interest 
to the 

in child 
Eo11ol .. ing 

These can be most e fficiently provided bv linking the Consultant 
post into a Paediat:-ic hospital . 

\.Jhile the Child De'lelopment Centre o r its equivalent is most 
appropriately placed in t he Community. it is important from 
a point o f view oi liaison with co lleagues that the Consultant 
has an appointment :0 a paediatric hospital. Cross appointments 
\~ith the paediatric hospital also facilitate referral o f children 
from o ther services to the Child Development Centre for 
a ssessment a nd long te rm management . For those children who 
ha\'e been referred from the Child Development Centre to the 
hospital . the Co nsultant Paed iatrician can ensure that the 
children recei.,e the app r opriate therapy o r opinion. this link 
being particularl? i!T1portant from a parent point of 'liew. 

O. Ilensey, 
February. 1993 
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Append;x IU 

The Royal College of Physicians of Ireland 
Faculty of Paediatrics 

6 Kildare Slreet. Dublin 2. 
Telephone: 6\66 '7, 

Fl."C &1 8()~ 763939 

THE CARE OF l\DOLESCENTS IN 1I0SPITl\.L 

Adolescent Medicine encompasses the majcr ~ealth and 

de'/elopmental conditions of young people in the 2nd decade of 

lif9. 1. 

In the United States, provis io n ef health care for adolescents 

is an integr al part of paediatrics a nd 'the paediatric sub

specialty of adolescent medicine is well developed with 

appropri ate hospital faci::::es and 2 . tra:ning programmes . 

Also, in the U.S. the upper age limit ef paediatric practice 

is continuous ly being e:ctended - from 16 - 18 years in 19 38, to 

'1 ' . 107" .. jears ~n _.t, a nd now it has even been sugges ted, tha t for 

certain indi'/iduals and in special ci~cum5~ances , paediatric 
ca~e indefinitely might be appropriate. 3 . Adolescent Medicine 
is not well develooed in Eurooe. • • 

In the United Kingdom a 

working party of the British Paediatric Association reporting 

on the need and care of adolescents dr~w attention to their 

special needs in relation : 0 physical cisorce r s peculiar to an 

occurring in adolescence, e!no tional problems, tra nsfer of care 
of children with chronic conditions to Adult tlealth Ser '/ices, 
and health education and genetic counsell i ng. 4. Soecial 
hospital services for adolescents ~e r e r~ccmmended but the 

concept of exclusive speci;li sa ti on i~ adolescent medicine (as 

in the U.S.) was rejected. 

Paediatricians there is no a c c ~ pt Ed pol i cy on Health Care of 
Adolescents, the only age group in · .... hi ch morbidi ty and 
mortality ha'le not fallen over the last 30 years. 5. 



, , 
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In Ireland !~ 1~8? t~er2 were ;2,6a2 admissions of young 

?eople aged 12-1.8 years to acute hospitals. 6 . The Cork 

~egional Hospital in 1990 had about 2,000 adolescent 

admissions; ~ver a half were admitted to "adult" wards where 

~ her3 is no ;ae~ia:=ic liaison er ambiance and one-thl=d were 

' "h d'~--';_;] \,.: e pae .:..:::. .... __ '"' "u"oica' "ar-=> _. __ N u. . Relat!'/ely few (about 12\) 

Present Policy / Practice on Adolescent Medicine in Ireland 

A sur";ey on hospl:al policies/facilities for adolescents 

• , 

e , 

e 

(children aged 1~-18 years) was carried out earlier this year e , 
and ra'/ealed interestina and imoortant variations. 7, 

The .. .. 

upper age limit f~r admission to paediatric wards or 

attendance at Paediatric Out-Patients varied frem 12-16 years 

with a number of jospitals r egarding all children of 12 years 

or more as "adul: ~atients" . Often, ho~ever, there did not 

seem to be defini~e policies or there was fle:cibility in 

implementation . ~n some units, children with chronic health 

problems were transferr~d to th~ care of 

the age of 12 yecr3. 

jl rill 1 t-.. --- - t)huc: .. ,.... .. "' .... ., ",'-... ~--~-- .. - --

?aediatricians rs:::orted that t::-te" rec:::mmended "transfer o r . .. 
care" when the child w1shed it or felt uncomfortable in t~e 

• 

• 

paediatriC unit and this was usually later in adolescence. For • 

most hospitals, tjere was no definite infor~ation on tje 

numbers o f young geople admitted to paediatric or adult wards. 

Paediatricians es:imated that approxi~ately 30-50% o f 

adolescent admissions were to the paediatric unit but where 

definite figures were available (e.g. Cork Regional Hospital, 

'tlate rford Regional Hospital) it was clear that t!1.e great 

majority were in "adult" wards. Hot cne hospi tal (Childrens ' 

or G~neral) had :~cil~ties sp~ci£ic ! o r adolescents though 

someti~es they were accommodated in s!ngle rooms or special 

wards ~ith pati9~~s of similar age. Paediatricians were in 

agreement o n the need for an adolescent ward and for greater 

e. 

e 

paediatriC invol'/ement in the medical problems of adolescents. • 

With regard to the social/life style morbidit~es (se:cual, 
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d=ug, psychclogi.cal pr::blems ) there was a general, but not 

uni'tersal, consensus t~at paediatricians should become more 

invc17ed . It was emphasised however, that as in the U. S. 8. 

paedia tri cians 2:2 "uncomfortable" and !!!-prepared in t~ese 

areas and require :=a:~:ng and appr~pria:e psychiat=i and 

social work suppc::. 

Adolescents are di:ferent and require special provision in 

hospital. At presenr, the majority are accommodated among 

much younger chilc:en in paediatric uni~s o r among much older 

adult patients. ~ospitals should develop adolescent u nit s and 

paediatricians, Decause of their training and experience in 

growth and development, beha./iour oroblems, and family 

relat10nships , should become more involved in the health care 

of adolescents. 

The recommendations of the SPA "'and 
Q 

# • are aoorooriate • • • 

. 
AWCH 

for Ireland too and mav be summarised as fo!!ows: -
• 

Adolescents in hos~ital shou!c be together in a separate unit 

furnished to the:= needs a~d !i~kec ~c t~e ;aediatric 

department . They should be cared for by appropriately trained 

s taff who understand their physical and emotional needs and 

who respect their increasing need f or independence . 

?aediatricians shculd take the lead but all hospital staff 

should take greate:: interest in the provis:on o f improved 

facilities for adclescents in their care . 

**** 

The following are ~embers of the Sub-Committee on ~dolescent 

Medicine :-

Dr. J. Hc Kiernan ::::>n.,encr), Or. J. Cosg::ave, Dr . 8. McDonagh, 
Dr. -• -. Naughten a::c. Dr. E. Tempany . 
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