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COMHAIRLE NAn-OSPIDEAL 

REPORT ON CARDIC-THORACIC SURGERY. 

DECEMBER, "1981. 

Section 1 - Introduction 

1.1 In April, 1901, following consultation with the Department of 

'Health, the Comhairle established a sub-committee, comprising 

six of its members, with the following terms of reference:-

To make recommendations on' (i) the question of 

whether there is a need for a second cardio-thoracic 

surgical. unit in the countrY'and (ii) if so, the 

most appropriate location for such a unit. 

The impetus for the establishment of the sub-committee came as 

a result of replacement problems arising from the retirement of 

the Thoracic Surgeon in Cork (Mr.M.Hickey), and the Comhairle's 

view that recent. developments had given rise to an urgent need 

for policy to be determined on the future of cardio-thoracic 

surgery in this country. 

1.2 At its first meeting on the lOth July, the sub-committee examined 

a considerable amount of background information including 

'international literature on cardiac surgery. It was decided to . 

hold discussions with representatives of the management authorities 

and consultants involved ~oth on the ~urgical and medical aspects 

of cardiology as well as appropriate individuals associated with 

the support specialties at the following hospitals:-

I' 
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Royal City of Dublin/St.Vincent's Hospitals 

Mater Hospital/Conirnittee for Cardiac Surgery 

Cork Regional Hospital/Southern Health Board 

Our Lady's Hospital for Sick Children 

These discussions were held during September and October. The 

sub-committee also vi~wed existing facilities at the 

Royal City of Dublin Hospital, the Mater Hospital and 

Our Lady's Hospital for Sick Children. 

Section- "2 - Exi:stin-g Workload" -and Facilities 

2.1 Cardiac -SurgeYy Unit- Mater Hospital -(wri-tt-en -subtniss ion 

at -Appe-ndix A) • 

Cardiac surgery commenced in the Mater Hospital in 1970/71 with 

30-40 open-heart cases. The workload has grown to 452 open-

heart operations in 1980 and 500 operations are expected to be 

undertaken_ in 1981. The surgical waiting list for patient~ 

investigated at the Mater Hospital is 83 patients - ranging from 

28 months to very recent cases. If the intensive care beds 

could be increased by four or five and a similar increase in male 

beds coupled with certain modifications of the existing 

facilities then the capacity of the unit could be expanded up to 

about 700cases per annum. Proposals have been submitted to the 

Department involving capital expenditure of £169,000 plus additional 

revenue costs of £703,000. The time element in implementing this 

expansion of the unit at the Mater Hospital i-s estimated at about 

four months from the time of approval. There 'are-three 

cardio-thoracic surgeons working in the unit - Professor O'Malley, 

Mr.Neligan (who also does paediatric cardiac surgery at 

Our Lady's Hospital for Sick Children, Crumlin) _ and l-ir. Shaw who 

also does thoracic surgery in the Royal City of Dublin Hospital, 

Baggot Street. Both Professor 0' Malley and f.1r. Shaw wi 11 reach 

normal retirement age within the next four years. The cardiac 

unit at the Mater Hospital is covered on a 24 hour basis by3 - 4 

ATIaesthetists. At present, there are 20 operating-sessions per 

week with twin theatres - 2/4 open-heart operations per day. 
- -

An additional Cardio-Thoracic Surgeon shared with Our Lady's 

Hospital, Crumlin, would be required in the near future. The 
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The plans for the ultimate development of the cardiac unit at 

the Mater Hospital involve 50 beds which would allow for a 

... ° 

t 

throughput of 1,000 cases per annum. This long-term development 

will be due for completion within the next 10 years. 

2.2 Royal Ci tyoof Dublin/St. Vinocoeonto'so Hospit:a1" (wri totensubmission 

°atoAppendix B) 

The Royal City of Dublin Hospital supported by St. Vincent's 

Hospital are seeking to resume open-heart surgery, on a short

term basis, in order to reduce the growing waiting list of 

approximately 150 patients needing cardiac surgery who cannot 

be coped. with by the existing unit at the 1--1ater Hospital. ° The 

Cardiologists in south Dublin laid great emphaSis on the need for 

an urgent solution and indicated that they were under severe pressur, 

from patients needing cardiac surgery. It was stated that the 

capital expenditure involved in the setting up of a temporary 

cardiac unit at the Royal City of Dublin Hospital would be 

limited to £60,000 for additionaleqOuipment for which the 

hospital had money at its disposal from private sources. The 

Hospital does not envisage the proposed unit functioning as a 

satellite of the unit at the Mater Hospital but rather that the 

unit would work in co-operation with the unit at the Mater Hospital. 

Two additional Cardio-Thoracic Surgeons would be needed - one 

based in the Royal City of Dublin Hospital and one based in the 

unit at the Mater Hospital. oThe existing Anaesthetist indicated 

that he could cope with the situation though an extra appointm~nt 

may be necessary at a later stage. It was claimed that no 

further additional staff would be required, though re-training 

of existing staff would be necessary and would involve the co-

operation of th~ unit at the Mater Hospital. The extension 

of the pump operation service from the Mater unit to the 

Royal City of Dublin Hospital would also be necess.ary. It was 

argued that the cost of disposables would be no greater at the 

Royal City of Dublin Hospital than atothe Mater unit. It was 

envisaged that a temporary unit at the Royal City of Dublin Hospital 

could undertake in the region of 240 open-heart cases per annum. 

In order to make room for cardiac surgery, it was intended that 
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elective general surgery would go to St.Jarnes's Hospital and 

coronary care would transfer' -to Mercer's and Sir Patrick Dun's 

Hospitals - assurances were given that these hospitals could 

cope with the extra workload within their existing resources. 

It was argued s-trongly that the Royal City of Dublin Hospital's 

proposal could be implemented very quickly in response to the 

urgent need - any other solution would take considerably longer 

to reduce the growing waiting lists, for surgery. 

2.3 Our Lady's Hospital' -fo'r SickChiidr-e-n-, - Crumlin- '(wri-tten 

submission at Appendix 'C) , 

The first Comhairle sub-conunittee on cardiac surgery, established 

- in 1973, was asked to 'consider whether all paediatric cardiac 

surgery should be performed in the Mater Hospital or whether it 

should be done separately at Our Lady's Hospital, Crumlin. 

In 1974, the Comhairle; after considering the sub-conunittee's 

report, reconunended that cardiac surgery on infants under two years 

of age should be performed in Crumlin by the cardiac surgeons from 

the unit 'at the Mater Hospital who would hold jOint appointments 

with Our Lady's Hospital. This recorranendation has been put , 

into operation. One hundred and seventy-five cardiac surgery 

operations were carried out in Our Lady's Hospital, Crumlin,- in 198C 

The unit is staffed for open-heart surgery by one cosultant 

(r-lr.Neligan), on a part-time bas-is, and one registrar, who has a' 

half-time commitment to the unit. Mr.Neligan stated there was 

-an immediate need for an additional joint appointment of a 

Cardio-Thoracic Surgeon who would do both adult and paediatric 

cardiac surgery plus one senior registrar (or equivalent) and 

two senior house officers. The hospital representatives were 

highly critical of their existing diagnostic facilities. 

Special concern was expressed about the lack of a bi-plane cine 

angiographic system. The existing single plane machine 

necessitated each child receiving a double dose of radiation 

and a double injection in order to be fully investigated. 

The ag~ at which children are being operated on is tending to 

I 
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decrease as better results are being achieved with younger 

children. Small children, after open-heart surgery, remain 

critical for up to 48 hours and must be undercons'tant medical 

and nursing supervision during that period. In this regard, 

the existing intensive care facilities, though exdeptionally 

good,need to be expanded to cope with' the growing demands, 

being made upon them. It ,,,,,as estimated that .'.thecost of 

the equipment (including diagnostic equipment) necessary to 

imPfove the unit would, be about £600,000. 

2. 4 Southern He'a'lth B'o'a'rd/Co'rk Re(Ji'onaT Ho'spi:t'a:l: '(\oir:i't:ten 

submi'ss:ion'a't' Appe:ndi'X: D) 

The I'southern Health Boardrepresentati ves out~ined the . 

case (i) for establishing a second cardio-thoracic surgery 

~niJ in Ireland and (ii) for locating it in the Cork Regi~nal 
HosJital. They adverted to the growing demand ,for cardiac 
,I . 

surgery 1n Ireland at the moment and to th~ inability of the 

uni~ at the Mater Hospital to cope with the workload. U.S.A. 

figJres for adults though, perhaps, so~ewhat inflated, suggest 

a neled for 1,750 open-heart operations per annwn in Ireland. , 

ltlhat1ever the precise need might be, it was clear that a second 

unit will be needed in this country. The Health Board felt 

that the Cork Regional Hospital was the ideal location for'a 

.," t 

second unit. The oopulation catchment for a Cork unit would 

be ih the region o~ 1 million. Through agreement with the uriit 
I 

at the r.1ater Hospital the Cork catchment area for cardiac 

surg~ry could be increased to inc~ude parts 'of Connacht and ,the 
I 

south-east of Ireland. Cork Regional Hospital has '20 .\beds 

alloJated for cardio-thoracic surgery and one designated theatre. 
1 

There are , I 
12 beds. 

10 intensive care beds with a capacity to increase to 

The Health Board felt that cardiac surgery should take 

place in a major general hospital which has nany'surgical and 

medical sub-specialties as well as infrastructural resources 

such as well developed pathology, anaesthetil1, and radiology 

services. All these are available in the Cork Regional Hospital. 

There are also considerable social and demographic advantages 

in having a unit in Cork rather than a second unit in Dublin. 

The representatives from the Southern Health Board stated that 
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the previous Comhairle had considered the question of 

establishing a cardiac surgery unit in Cork and had recommended 

to the Minister (in January 1979), that 

1) a cardiac surgery unit should not be developed 

in Cork in the immediate future, but nothing 

should be done which would hinder the development 

of such a unit at a later stage - the matter 

should be reviewed regularly at two yearly intervals 

in the light of the experience gained in the 

contextof the recomr.lendation at (ii) below; 

( ii) . a fully equipped and fully staffed cardiac 

investigative unit should be developed at the 

Regional Hospital, Cork; 

(iii) as a matter of urgency, the appointment of a second 

investigative cardiologist should be made; 

iv) the investigative unit at the Regional Hospital, 

Cork should be closely associated with the national 

cardiac surgery unit at the Mater Hospital; and 

t v) the ·existing Thoracic Surgeon at the Cork Regional 

Hospital should,on his retirement, be replaced 

by a consultant who will continue the existing 

thoracic surgical services. 

·The· Comhairle had, since then, approved the appointment of two 

investigative cardiologis~·for Cork. The Health Board 

representatives maintained that if a second cardiac surgical 

unit was set up an~lhere other. than Cork it would run counter 

to previous Comhairle thii1king~ At the moment, a teJ1:l.!",orary 

Thoracic Surgeon has been appointed to theCork·Regicihal Hospital 
to fill the void left by the· retirement of Mr. Hickey .·The s~tting u 

.of a cardio-thoracic unit in the Cork .Regional Hospital would 

necessitate the appointment of the following staff - two 

Cardio-Thoracic Surgeons (one at the outset - the second, a year 

or·two later); two pump technicians, increased intensive 

therapy staff; and extra junior medical staff. The capital 

costs would be about £~ million as many of the required facilities 

are already on site. The Health Board representatives were of 

the opinion that, on workload grounds, paediatric open-heart 

surgery should be confined to. the children's unit at Cr\.lJ\llin 

Hos~ital. Finally, while they accepted that there had been a 
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considerable growth in demand for cardiac surgery, the Cork 

representatives expressed the view that a crisis' situation, 

necessitating an urgent temporary solution, does not exist. 

.' i. ~ 

They felt that the development of cardiac surgery in this 

country was proceeding in an orderly fashion and should continue 

to do so in the future. 

Se'c'tTon 3- Futu'r'e' Dema'nd 'fo:r' Cardi'a'c' Sur'g'e'ry., 

3.1. Open-heart surgery commenced/as a sub-specialty, in the early 

1950's and it was developed mainly by established thoracic 

surgeons., The stage has now been reached where thoracic surgery 

and cardiac surgery are very closely related disciplines more 

o,ften than not practised' side by side by the same surgeons. The 

more recently trained surgeons are fully trained in both and 

expect to deploy their expertise in the two disciplines. The 

demand for thoracic surgery is both constant and widespread 

and does not require undUly expensive back-up'resources. On 

the other hand, cardiac surgery is one of the most expensive 

forms of therapy avai'lable and needs to be undertaken in a major 

g~neral hospital setting with full iritensive care facilities 

supported by extensive 'radiology, 'anaesthesi'a and lab,oratory' 

services' available on a 24, hour cover basis. This is demonstrated' 

by the fact that tlie annual revenue costs for the cardiac unit 

at the J-1ater Hospital~ based on rates at September,' 1981 ..:... amount 

to, £1. 9.rnillion (excludi'ng' costs related to invasive cardiology). 

3.2. The demand for cardiac surgery for adults arises under two major 

headings i.e. valve replacement and coronary artery by-pass 

grafting {C.A.B.G.l., The workload relating to valve replacement 

h~~ tended to plateau. However, there has been a considerable 

growth in demand for,C.A.B.G. in the recent past. This procedure, 

which developed in the middle sixties, is now well-established and 

relatively safe - the operative mortality for C.A.B.G. patients 

is between 1% and 2%. It affords ,not merely temporary relief to 

those forwhorn o,ther treatment was ineffective but to many, it 

offers the prospect of a return to normal life. Theap~roach 

of the medical profession to this new procedure was initially 

cautious, particularly in this country and in the United Kingdom, 

but this has now changed and the demand from patients is' steadily 

increasing. Over 300,000 C.A.B.G. operations have been performed 

in the U.S.A. although other countries have adopted a more 
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cautious approach. The third component of cardiac surgery 

is surgery for congenital heart disease, the demand for ~hich 

bears a statistical relationship with the number of births 

and is about 7 per 1,000 births. This would suggest 500 cases 

per annum in I'reland, about half of whom (i. e. 250) will 

require cardiac surgery. 

3.3. In order to ensure the highest standards of care and to make 

maximum use of the expensive resources involved, it is essential 

that cardiac surgery should be based on viable units located 

in major general hospitals where the full range of support 

services can be provided. It is also essential that units 

shoul~ have a sufficient throughput of patients to maintain the 

skill and competence of the staff involved and that the staffing 

at consultant level should be sufficient to ensure continuous 

cover. The' number of operi ... heart operations per c9nsultant 

per annum recommended in 1979 by the Joint Cardiology Committee 

of the Royal Colle<]e of Surgeons and the Royal College of Physicians 

the:United",Kingdomis'200.In order to ensure continuous cover, there 

must be a minimum of two consultant cardia-thoracic surgeons. 

If theserecormneridations were to be followed, then a minimum 

scale cardiac unit must undertake at least 400 open-heart 

,or'erations per annum. The optimum size recomm,ended by the 

Joint Committee is three surgeons in a unit'with acaseload 

of 600 perannUJT\. \Vi th regard to paediatric cardiac surgery, 

the British Paediatric Association suggests that the optimal 

size of a viable unit in terms of workload, would be 400 

operations per annum. 

3.4.' It is very difficult to be precise abOut the numbers of' adul ts 

who will need cardiac surgery in I~eland in future years fo~ 

threereasons:- Cal there is a wide disparity in the nUmber of 

operations performed per I million' population' in the U'. S .A. , 

Great Britain and Australia; (b), the figures available from 

some countries, while only five years old, are already out of 

date; (c) there is a possibility that radical therapeutic 

innovation may alter the whole situation or that the present 

incidence of coronary disease may diminish. For example, 

techniques of percutaneous trans luminal angioplasty and intra

arterial streptokinase infusion, performed by physicians rather 

than surgeons, are emerging ~hough, at present, they are judged 

to be appropriate for only 5% - 10% of the patients, a proportion 
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of whom will still require C.A.B.G. surgery subsequently. 

Extrapolations from u.s. figures (1980) would suggest up to 

1,750 operations per annum for Ireland. It is understook that 

recent Australian data points to a need for up to 2,000 

operations per 3 million population. A W.H.O. report states 

that the need for cardiac surgery will be between 230 and 1,000 

operations per year per million population depending upon the 

attitude of the physicians who refer patients. There were 

1,355 open-.,.heart surgery operations in the south-east Thames 

Region in 19.80 which. has a population of 3.4 million and their 

estimate for li85 ~s Ij675 operations. (It should be noted that 

a portion of these patients corne fron outside the south-east 

Thames areal. 

Sec't'i"o'n' '4' '-: Re:c'ornme'n'da:t:i'o'ns: ben' 'the: DeVeTo,!)rrie'n'to'f CaYdi'a'c' Surgery. 

4.1. Taki:ng account of the' existing situation in Ireland; the 

information on trends available from other countries; and the 

various opi'nions expressed during the discussions with 

cardiologists and cardiac surgeons, the Cornhairle considers that 

there will be a need to provide, annually, for a build-up to 

about 1,500 open~heart operations on adults plus 250 heart 

operations (both open and closed) on children in this country 

over the 'next ten years or so. 

4.2. The Cornhairle 'recommends that the development of resources for. 

, cardiac surgery on .adults should' be' confined, for the foreseeable 

future, to two centres in- this country, namely the unit at the 

Mater Hospital and a unit to b~ developed at Cork Regional 

Hospital. Cardiac surgery on children. should be confined to 

one centre j:.e. Our LB:dy"s Hospital for Sick Children, Crumlin. 

The sub""coI!lr.\ittee envisages a build-up of cardiac operations at 

these three ceptres as follows:-

Unit Present IJrime'd'i 'a'te Med'iutn- LO'n'g-...........---. Numbers Futtire Te'rrn TeYm 
(up to 5 (5-10 yrs. ) 
yrs. ) 

1-1ater 500 700 700 1,000 

Crumlin 175 175 250 250 

Cork .5.0.0 ,500 

Total 675 875 1,450 1,750 
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4.3. There is an urgent need for at least one additional Cardio

Thoracic Surgeon who wilJoperateat both the Mater and 

Crumlin units:" the consultant staffing should be reviewed on 

the retirement of two of the existing consultants. 

4.4. The facilities and staff of the unit at the 11ater Hospital 

should be expanded as· quickly as possible to bring the output 

up·to 700 open-heart cases per annum. This is an urgent 

necessity in response to the rising demand reflected in the 

growing waiting lists. The Comhairle has been 

advised that the necesssry ~lterations to the unit at the Mater 

Hospital·can be completed within 4 - 5 months of the date of 

approval by the Minister and ~hey have been assured by the 

Mater unit that the resultant increase in output will alleviate 

immediate waiting list problems. 

tvith regard to the proposed temporary cardiac surgery unit at 

the P.oyal City of Dublin Hospital, the Comhairle notes that 

the potential of the proposed unit (i.e. 240 cases per annum) 

is n~t si0nificantly greater than the increased out-put 

(i.e. 200 cases per annum) envisaged as a consequence of the 

immediate improvements at the t1ater Hospital Unit. Despite 

. the case made by the· Royal .Ci ty of Dublin Hospital, the Comhairle 

belie·yes tha"tthe expenditure involved in setting up a temporary 

cardiac surgery unit there would greatly exceed the amount 
. . . 

put· .:t;orward by the Hospital. In addition, this development 

would not be in harmony \d ththelon:J-t~rm policy recommended 

at 4.2. above. When asked, the Royal City of Dublin Hospital's 

representatives stated that, until the short-term prcblemis 

resolved, it would not be possible to look at the long-term 

soluti·on realistically. In general, the Comhairle considers 

that there is very little difference in time or in expenditure 

between the short~term solution advanced by the Mater Hospital 

and that put forward by .the Royal City of Dublin Hospital. 

However, the former appeals most to the Comhairle since it involves 

the investment.of resources in an on-going unit which is 

scheduled for future expansion. 

4.5. There is an equal urgency for approval to be given by the 

l-Unister to the development of an open-heart surgical unit at 

Cork Regional Hospital ~ith a potential for up to 500 adult ~ 

operations per annum. As an immediate step, a permanent post 
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of Cardio-Thoracic Surgeon should be created to replace 

.Ur. Hickey. The initial appointee should undertake· all the 

thoracic surgery and be responsible for getting cardiac 

surgery underway. In this regard, the appointee should 

have close lfaison with the Mater unit until.thecreation 

of a second post. A second post should be created when the 

Cork unit has been undertaking cardiac surgery· to a 
significant extent for some time. However, ·at that stage, 

difficulties might be anticipatec] relating to theatre space 

and intensive therapy facilities. 

4.6. The facilities· and staffing for paediatric cardiac· 

investigation and surgery at Our Lady's Hospital for Sick 

Children,Crurnlin should be up~graded. 

~,-----

• ' .... 'J , 



.... Mater Misericordiae Hospital 
)The Sisters of Mercy 

Telegrams: 
Misericords. Dublin 

Telephone No.: 
301122 

') 
.I 

Dublin 7 

569 

GMacG/FO'C/3/8. 

Mr. G.P. Martin, 
Chief Officer, 
Comhairle na nOspideal, 
Corrigan House, 
Fenian Street, 
Dublin 2. 11th Septernber,1981~ 

RE: CARDIC-THORACIC SURGERY 

Dear Sir, 

I refer to your letter of the 16th July, 1981, regarding 
the proposed visit by members of Comhairle na nOspideal Sub
Committee (Cardio-Thoracic Surgery) to this Hospital on the 
16th instant • 

. I enclose, as. requested in your letter, some details of:-

a) Present facilities available for Cardiac Surgery. 

b) The interLrn and long term development plans for the 
specialty. 

c) An Estimate of the current cost of the Cardiac Surgery Unit 
in the hospital. I would emphasise that this schedule does 
not include any cost relative to Cardiology • 

. 1 would take the opportunity of advising that twenty beds 
are allocated for cardiac surgery and that these are exclusive of 
the I.T.U. and Isolation beds listed. 

Yours faithfully, 
for Mater· Misericordiae Hospital; 

SECRETARY/MANAGER 
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Cl\RDIAC SURGERY- PRESENT FACILITIES 

CU'~I:t\] HJ.i: ]).;,'1'/\ - 31st July, 1981 

.3 Cardio Thora6ic Surgeons 

1 Senior n~gistrar 

1 Senior Registrar (Part-Time 1 ~ .i.,\,'; 
weekly)' n1so provides cover' ·N:-:~·:) 
required. 

1 Registrar' 

2 Scnidr House Officers 

2 Interns 

24 hour an~~sthetic cover at Con2~~t~nt 
or Senior Registrar level. 

PARA-I·1EDICAL STAFF 

5 Heart 'Lung Perfusionists 

" 

NURS1NG STAFF 

'i'heatres " 
2 Sisters 

8 Staff Nurses. 

3 Student Nurses 

I.T.D. & Cardiac Surgery W~rds 

1 Senior Sister 

CLERICAL STAFF 

PORTERING --------

5 Junior Sisters 

47 Staff Nur'ses· (incl udinq:. 0 on c'-~~~~:-~se) 

17' S~udent Nurses 

1 Grade IV 

., r:, 1 ...... .,....·1- t:.\ -:"" C"": 

SEPTEMBER? ~l~81' 

i! 
/1 
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) Ch!WlhC Slm(~EHY )'iiCJJ.JTIES 

(1) 2 Fully <?guippcd CardiLlc Surgery Theatres (See List 1\). 

(2) 7 Bed I.T.U. - a) F~ll ~ntensiveTher~py Equipmerit 
. with specinl pressure monitoring 

'facilities for each bed. 

b) 2 complete se~s of CLlrdio-Thoracic 
Instruments (exclusive of Theatre). 

(3) 3 Bed Back Up Isolation I.T.U. 

(4) Co~plete Cardiological Facilities including:-

. I 
a) Cardiovascular X~Ray Unit. 

b) ,Echocardiographic' Unit .. 

c) 5 B~dCoronary Care Unit. 

d) 7 Bed. Pre-Opetative Assessm~nt, Ward. 

(5) Fully developed Hospit~l Laboratory Service. 

, 
," 

(6) lnunediate laboratory facility for basic blood gases, 

clotting studies, electrolytes. (See list A) . 

-?-

. 
~ 
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CARDIAC SURGERY 

OTHER'NECESSARY FACILITIES 

1. Full radiological services providing 24 hour cover 

for radiological examinations •. 

. 2. Extensive laboratory service together with full 24 

hour, cover particularly in Biochemistry (up to 80% 

on call relat~s to Cardiac Surgery and Medicine) and 

Haematology. 

3. Physiotherapy Department particularly with an efficiently 

.. equipped and expertly staffed chest unit. 

4~ Anaesthetics Service: 24 hour On Call Consultant. 

Cover with Cardiac Anaest~etic experience, in addition 

24 hour Senior Registrar Cover. 

5. Consultant Dialysis service available. 

---------_._-

....... 
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C;,H[)Jl\C ~~llJ~G!::l\Y 
------------~ 

Open Heart· 

, PaCemaKers 

Other Cardiac 

'rota1 

1978 

411 

112 

60 

583 

OUT PATIENT ATTENDANCES 

1978 

Card.io1ogy 4,189 

Post-Op 
Surgery) 

'1,297 
(Cardiac 

Pacemaker 392 

1979 

428 

124 

96. 

648 

1979 --, 

. 3,304 

.1,428 

·425 

-d-

1980 

452 

126 

97 

675 

1980 --

4,066, 

1,717. 

375 

1981 

253 

48 

41 

342 

1981 --

2,172 

970 

2U~· 
• 

(:6 months) 

. 
~ 

Number on 
Haiting List 

62 

25 
'~ 



LIST 1\ 

Cl\lWll\C SUHGEHY ')'111·:NrHES l,ND 

C1\HD11\C SURGEHY Ll\BO)U\'l'OJ<Y. EQlI1 Pt·1EN'l' 

2 Operating Tables 

2 Built in Diathermy Machines, and Suction Pumps. 

2 Wall Panels with x-R~i' viewing screens, and Saline 
Warming Cabinets. 

1 Autoclave. 

2 Defibrillator Machines. 

2 Large Mayo Stands 

4 Small Mayo ·Stands. 

7 Trolley·s. 

2 Portable Suction Pumps. 

3 Sets of Cardiac Instruments. 

1. General Set 

1 Minor Set. 
'. 

2 General Coronary Artery Sets·of Instruments. 

1 Fibre Optic Bronchoscope 

2 Oesphag9scopes: ~Negus)~' 

.~ Wolf Bronchosco~es .. 

2 Light Sources'. 

. 4 ~heatre Lamps. 

3 Sarns Sternal Saws. 

2 Motors for Saws. 

2 Blood Warmers. 

2 Infusomats. 

2 Pacing Analysers. 

1 Image Intensifier, and Patient Trolley. 

2 Balloon Pumps. 

3 Stockert Pumps. 

1 Stockert Pump Base. 

5 Sarns Pumps - 7" .heads. 

2 Sarns Pumps - 5" Low Flow. 

2 Home Built Pump Bases. 

1 Churchill Thermo circulator H.P. and blankets 

1 Churchill Thermo circulator ~ H.P. 

1 Grunt Chiller Unit. 

1 Grunt Water Bath Heatets. 

1 Gallon Pump Incubator. 

1 Eel Flame Photometer. 

.. 
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1 Eel' Colorimeter. 

1 MSE. Centrifuge. 

1 lIevllctt P.lcKilrd - 0 Chanm.'l Oscilloscope ilnd t-1onjtor. 

1 f-1SE. Centrifuge for. pacl:ed ccll volulllcs. 

3 Devices 8 Channel M6nitors. 

3 Lan-Elec. Oscilloscopes. 

3 Translucer Stands Tiansducers. 

I Edwards Cnrdiac Output Computer, Plus Water bath ~nd lead~. 

1 Teletronic ECG. t-1o'ni tor. 

1 Radiometer Machine for Acid Base Measurement. 

leorning 165 for A.B. measurement. 

1 ~alamusso Card 1ndex and ~oitei. 

1 Carolina Sguare Nave Electromagnetic Flovlmeter. 

2 Yellow Springs Thermometers. 

I " 

_c,_ 

. ," 

-. 
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. DURl\Tl ON OF TH1!: ON \';'/\lTING J.I~T 

Number of Months Number of Pntients 

28 months 1 

26 months 1 

20 months 1 

17 months 1 

12 months 1 

11 months 1 

10 months 2 

9 . months 5 

8 months 2 

7 months 1 

6 months 4 

5 months 4 

4 months 6 

3 months· 11 

.2 months 11 

1 month '15 

Recent 16 ~ 

Total· 83 
,.' 

'. 

-7-
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m:t;IONl\L D}S'l'HIJ3U'l'ION 

NO. of 
. Puticnts 

Dublin- 30 

Cork ·12 

Galway 6 

Tipperary 5 
MeOath 4 

Louth 3 

Mayo 3 

Waterford 3 

oWexford 3 

Donegal 2 

Limerick 0 2 

\1estmeath 0 2 

o Cavan 1 

Kerry 1 
, 

Kildaore 1 

Loais o; 1 
~ 

Monaghan 1 
I"~ 

Sligo 1 

wick low 1 

Other 1 

83 

AGE GROUPS OF PATIENTS 

Age Group· No. of 
Patients 

Under 12 5 

12 - 21 oIl 

21 65 S9 

65+ 4 

Other 4 

Total 83 
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CARDIAC SURGERY SEPTEMBER, 1981 
INTERH1 AND LONG TErm DEVELOPMENT PLANS 

i 
'SHORT-TERM DEVELOPMENT 

A) CARDIAC SURGERY 

These proposals are with the Department of Health. The~r letter of the 
24th April, 1980 Ref: 'Al16/968 indicated no funds. We have continued 
to represent the need to the Department of Health since then. 

Capital: 

Staffing: 

,B) CARDIOLOGY 

Capital: 

Staffing: 

4. Additional' I.T.U. Beds 
Provision of 5 Cardio-Thoracic Back Up Beds.' 

, For costs at 22/5/81 - See Schedule A attached - £168,759 

(a) Cardiac Theatres 

8 Staff, Nurses 
1 Pump Technician 
1 Electronics 

Technician· 
1 Grade II 

(b) I. T. u. 

1 Junior Sister 
2'Staff Nurses 

,(c) Back Up Beds 

4'StaffNurses 

Annual cost at May, 1981 levels £219,351. Additional 
consumableswould cost £484,000 per annum ~ See 
Schedule, A. 

Equip~e~t £350,000' (This includes installation) 
Conversion of Room (say) £20,000 
Rooms in Temporary Building £25,000 

2 Cardiac Technicians 
1 Cardiologist 
2 Staff Nurses 

2 Radiographers 
5 Porters 

Extra salaries £65,000 per annum at current costs 
(Sept. 1981) 

Equipment cost advised to the Department of Health - 12th August, 1981. 
Other costs will be advised immediately they are confirmed to,us. 

C) LONG TERM PLANS 

The longer term requirements of the unit have been taken into account in 
the Hospital Development Brief and the Development Control Plan, both of 
which have been approved by the Department of Health. 

In summary some 50 beds and appropriate facilities are envisaged. 
Included are 15 I.T.U. beds specifically allocated to Open Heart Surgery. 

The staffing costs or the costs of consumables have not been projected or 
discussed with the Department of Health but they will be quite significant. 
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SCHEDULE A 

, CARDIAC '~.t I.T.U. 5 :·.:jACK-
THEATRE (4 beds) . UP BEDS TOTALS 

. -, . 
I 
" 

CAPITAL 

Building - 32,290 4,960'~ 37,25~ ;r . . 

EQUIPMENT . 
New " 

., 

40,000 
,. , 

'~~54,133 20,746 
I 114,879 . 

: 

Replacement 4,000 
. 

12,.360 16,630 ~ - . 
.. . I 

,. I 
Total Capital I 

4'4,000 66,,4'93' . 20i 7,46 \ 168,759 Cost I 

" 
, ., 

, 
, , .. , " " 

' . , ,', , , ! , 
I I • REVENUE " . " 

S.taff 96,575 94,096' , . , 28,6~0 219,351 .. 

Consurnables 393,250 75,625 15,125 .484,000 
, 

l . . ' 
, . 

Total Revenue 489,823 169,:721, 43,805 703,351 Cost \ " 
" 

r 
I' 

-
, ' ", 

" 
.. 

.. 
" , 

" ) 

-; 
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SEPTEM~L. 

CARDIAC SURGERY 

COSTS (BASED ON RATES RULING AT SEPTEMBER 1981) 

, CURRENT COSTS (EXCLUDING CARDIOLOGY) 

Theatre' I.C.U. Total 

Pay: Direct ~68,000 409,000 777,000 

Pay: In-Direct (Lab Technicians Oosts) 52,000 52,000 

Sub Total 420,000 409,000 829,000 

Non-Pay: Direct 700,000 60,000 760,000 

Non-Pay: Blood 156,000 156,000 

Drugs (approx) 100,000 100,000 

C.S.S.D. (approx) 20,000 20,000 40,000 

Other 10,000 10,000 

Sub Total 886,000 180,000 1,066,000 

Grand To~al .. 1,306,000 589,000 1,895,000 
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OPEN HEART SURGERY September 1981 

The Problem. 

1) •. 

11) • 

Projections 

300 patients (approx.) await operation: ~ at South City Hospitals. 

The Waiting List (South City. grows by 4/6 weekly, 
since' only 4/5 operations available ••••• . 
20/30 evaluated, 8/10 patients come forward for surgery. 

(a) On current trends. 

(b) On U.K. & U.S. population studies, 3M population. 

Current demand: 700/800 per annum. 

1,200 in 3/5 years. 

1,600 - 2,000 in 5/10 years. 

The Immediate Solution: 

(a) Urgent resumption open heart surgery at R.C.D.H., Baggot St. 

(b) Urgent extension Mater Unit as planned. 

(c) Appointment 1/2 new Cardiac Surgeons. 

The medium/long term plans (3 - 10 year( 

(a) Development Dublin Capacity 1,200 cases (? one Unit, ? two Units.) 

Cork 400 - 600 cases. 

(b) Coordination development medical/surgical cardiology in 
South City. 

(new twin Labs., new Cardiologists etc.) 
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OPEN HEART SURGERY 
Why 13aggot,Street? 

(a) 'HISTORICAL NOTE 

(b) 

Experimental cardiopulmonary bye pass was developed ,in the Vet. College, 
Ballsbridge and the Dept. Experimental Surgery T.C.D. (Mr. Keith Shaw.) 
BaggotSt. had an active open heart programme 1960 - 1970. 

Series 105 Cases. 

PERSONNEL RESOURCES (Mr~ Keith Shaw, Dr. D. Bogan.) 

An active cardio-thoracic surgical team performs major operati'ons -

Cardiac surgery: mitral valvotomy, coarctation resection, 
, P .D.A. ligation, Partial/total pneumonectomy. Oesophagectomy with 

colon graft. 

Specialist theatre, post OPe I.C.U., physiotherapy, biochem. support 
available. 

'(c) SPECIALIST CARDIAC LABORATORY (Dr. Gearty, Maurer, Walsh) 

with technical/paramedic/medical engineering (Mr. C. O'Neill). 

(d) SPECIALIST PULMONARY LABORATORY (Dr. Doreen Dowd, Dr. Luke Clancy.) 

Technical support, blood 9asses etc • 

. (e) FEDERAT!(A~ . BI OCHEMI CAL/HAEMATO:L<x; I CAL SERVICES in suppqrt with 
Satellite Lab. on R.C.D.H.site. 

(f) THEATRES (2) POST OP/INTENSIVE CARE AREA (9 Beds). 

with experienced nursing staff. 

(g) REQUIREMENTS 

(1) Staff. Minimal. Mainly extension Pump operation service from Mater. 
There is considerable scope for redeployment of resource/personnel 
with redistribution 'of wor~ load within the Fed. Vol./St. James's 
Group. i.e. elective major general surgery to St. James's (Pro~ Hennes: 
Routine coronary care to Mercers/Dun's (Dr. Daly, Dr. Kirker.) 

(2) Equipment see attached list (Cost approx. £60.cx)(). 

(N.B. Substantial finance available from private funds) 
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EQUIPMENT REQUIREMENTS FOR O.H. SURGERY. 

1 :- Cobe Console + 4 Peristaltic pumps 
(2 Cor membranes) 

Monitoring Equipment 

1 Churchill Het/Cold Water System 

1 Cobe Temperature U&se S:..-7' _ 

1 Blood 'low Meter 

5 -- Probes at £400 each 

1 

) 

Tubing, Resourvoir & Filter per patient 

Oxygenator per patient 

Water Blanket 

Frid.. Cor blood 

'Low temperature Cridge for Cardioplegic 
solutions . 

Sot oC valves 

Cannulation Equipment 

Balloon Pump 

Balloons 

Required tubing sterilization 

Stor ••.• 

Peep. Room. 

Jt20,OOO-00 

Jt10,OOO-OO 

£1,,00-00 

£1,,00-00 

£7,000-00 

£2,000-00 

£110-00 

',00-00.-
-, -

..:' 
.... -.; ., 

7 

£1,,000.00 

£I,aoo-oo 

£60,000-00 
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SUBMISSION FOR COMHAIHLE NA N-OSPIDEAL 

AND THE DEPARTMENT OF HEALTH ON 

PAEDIATRIC CARDIOU:X;{ AND CARDIO-THORACIC .. 

SURGERY IN INFANTS AND CHILDREN. 

SEPTEMBER. i 981. 



INTHODU'";'1' ION 

The incidence of' congeni tal heart disease wor'ld wide i.s surprisingly 

con::; tan tat 6 - 8 pm' 1, ()')() 11 ve bi rths. 

1. Most authOl~ities consider that this is a minimum im:id·.:!nce. In Ireland, 

therefor€' ,atx)ut 500 infants are born each year- wi th ,congenj tal heart di sea::;e 

based -on a birth rate of 70,000 per annum. Recent reviews indicate that 

more than ~. of these int'ants wi 11 require cardiac surgery. 

2. Without proper medical and surgical ffianagements 40· - 50% of . these 

infants and children will die before their 15th birthday. Two thirds of 

these deaths occuring in the 1st year and one third in "thp. first month of life. 

3. For only a few forms of congenital heart disease can no operative help 

be offered and currently only about 12% of infants die of their cardia·::. 

abnonmality in the critical first year of life. 

4.· At the other end of the spectrum there are a significant number of 

children in whom the cardiac defect is mild and for which no specific 

treatrrent is.necessary other than medical observation. i.e. In some 

50% of infants born with a ventricular septal defect there is self healing 

or spontaneous: closure of the hole - thus eliminating the need for any 

action . 

. TREATMFN'T' CENrRE 

Based on recommendations of the British Paediatric Association (BPA) 

reports on Cardiac Services for Children in Englru1d and Wales (1967 and 1979) 

there should only be a single. national unit in Ireland for the qetai led . 

investigation (cardiac catheterisation) and surgic?~ treatment of infants 

and cl1i ldren wi th congeni tal heart di sease. .. The BPA suggested tlat the optional 

size of a viable paediatriC c~iac centre would be performing about 400 

operations per year. Wi th a maximum service working here the number 

requiring surgery .would be 250·- 300 per year.· For optimum patient care, 

therefore, all infants and ~hildren with congenital heart disease in 

Ireland should continue to be managed at Our Lady's Hospital for Sick Childl~n. 

A splinterlng of l~eSOU['Ces would not be in the patients' interest and as 

alr'L~ady l"-ecognised by Comhai.rle na n-O:,pideal on the development of 

Paediatri.:: Scrvtces there are "ver'y ["'eal defici"t-!ncies tn the diagno~tic 

. services avai lab] e for Chi] dren" Section 10.0. A 1 so as stated in that 

docUment 'this sj tuation is a cause of COnCelTI and posi tive steps are 

requ i red to re·:; t i fy i til. 



CENTRAL STORES 
!r SUPPLIES 

LIFTS 

.rATHOLOGY 
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Theatre Suite 
Eight operating theatres are served by full air 
conditioning with Individual control of heating, 
cooling, humidity and filtration. Each theatre 
has a separate anaesthetic, scrub up, disposal 
and preparation area while monitoring facilities 
are provided In two extra large theatres. 

Patients enter via the reception area and are 
transferred to a theatre trolley before moving 
on to the anaesthetic room and then the 
operating theatre. The rooms are arranged in 
zones to eventually achieve full sterility in the 

, theatre. After an operation the patient is 
moved to the recovery ward within the suite 
until the effects of the anaesthetic have passed 
sufficiently to permit a return to the general 
nursing ward. Separate changing 
accommodation with its own circulation is 
provided for all the theatre staff and sterile 
supplies are delivered from the TSSU in the 
stores area to the Theatre Sterile Store. 

Patient movement between the wards and the 
theatre is via the lifts off the main circulation 
corridor and direct access may be made 
between the theatres and the adjacent 
operative X-ray area. A small laboratory is 
available for on the spot tests and a dark room , 
can process mobile X-rays froryl the theatre. 

1. clean corridor 
2. dirty corridor 
3. theatre 
4. anaesthetic 
5. scrub up 
6. preparation' 
7. disposal 
8. rest and changing 

areas 
9. recovery 

10. reception 

") .. , 
,J 
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~, 
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Support services in anaesthetics, pathology and radiology 

are substantial on the ground and are being devel~ped 

as financial circumstances permit. 

The following representatives will be attending the 

discussions ori 1 October, 1981:-· 

Dr. C.P. Bredin, Consultant Physician with a special 
interest in respiratory medicine. 

Dr.' N.S. Cahill, Cardiologist. 

Dr. J. D. Gaffney, Co-Ordina tor of Anaesthetic Ser·vice·.~. 

Mr. W.O. Kirwan, Consultant Surgeon. 

Mr. J.B. Meade, Consultant Cardiac Surgeon,. 
Broadgreen Hospital, .. 
LiverpoolCardio-Thorac~~ Surgical Centre. 

C. Walsh 
DEpUTYC.E.O . 

. . 25/9/81. 
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thoracic surgical unit in the country is established, it 

should be located at Cork Regional Hospital to serve the 

Munster area with a population close on one-third of·the 

country. 

FACILITIES AVAILABLE. 

In support of the Health Board's claim that a second unit, 

if established, should be at Cork Regional Hospital, the 

following. facilities areavailable:-

Accommodation 

20 designated cardio-thoracic beds. 

a designated' large theatre with adjoining· 

monitoring facilities (see attached plan). 

a twelve-bedded intensive therapy department 

adjacent. to the theatre suite. 

Last Oc.tober, Comhairle na. n-Ospideal' approved the appoint

ment of two cardiologists. The appointee to one replacement 

post will be ta~ing up duty in mid-1982 and the second 

post will be filled.when financial circumstances permit. 

The Cardiologist at the South Infirmary, Cork will shortly 

have joint commitments at that hospital and the Cork Regional 

Hospital. 

/ ....... . 
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The investigative unit at the. Regional Hospital, 

Cork should be closely associated with the nati~nal 

cardiac surgery unit at the Mater Hospital. I~ 

order to ensure that this latter recommendation be 

effected, in due course, one of the cardiac 

surgeons at the Mater Hospital unit should be 

given a special responsibility for the Cork area. 

3) . With reference to thoracic surgery, the COmhairle 

agree~ that the existing Thoracic Surgeon at the 

Cork Regional Hospital should, on his retirement 

which is understood to be due about two years hence, 

be replaced by a consultant who will continue the 

existing thoracic surgical services. Since the 

first review of the situation recommended at 1) 

above, will also arise at that time, the Comhairle 

reuqests that the Southern Health Board should 

submit in advance to enable consideration to be 

given to the precise type of replacement appointment 

which will be needed (i.e. depending on whether or 

not cardiac ~urgery is to be initiated in Cork). 

RETIREMENT OF THORACIC SURGEON. 

The precise type of appointment which will be needed to 

replace Mr. M.D. Hickey, Thoracic Surgeon will dep¢nd on 

whether or not cardiac surgery is to be undertaken at 

Cork Regional Hospital. The Southern Health Board puts 

forward the view that if the need for a second cardio-

I.· ..... · .. 

• .J • 
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"To consider cardio-thoracic surgery in Cork 

with particular reference to:-

(a) whether card1ac surgery should be undertaken 

and· if so, at what level. Should it be 

recommended that cardiac surgery should not 

b~ developed, the level at which cardiac 

investigations should be carried out. 

(b) the level at which thoracic. (non-cardiac) 

surgery and investigation should be carried 

ou t. " 

In January~ 1979, The Chief Officer of Comhairle na n-Ospideal 

informed the Southern Health Board that Comhairle had 

considered the report of the sub-committee and had decided 

to make the following recommendations:-

1) A cardiac surgery unit should not be developed in 

Cork in the immediate future but nothing should be 

done which would hinder the development of such a 

uni t at a la ter stage. The rna tter sho.u1d be 

reviewed regularly at two-yearly intervals, in the 

light of the experience gained in the context· of. 

the recommendation at 2) below. 

2) A fully equipped and fully staffed cardiac investigative 

unit should be developed at the Regional Hospital, 

Cork, and as a matter of urgency, the appointment of 

a second investigative Cardiologist, to be based 

at the Regional Hospital, Cork should be made. 

/ ....... . 
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BORD SLAINTE AN DEISCIRT 

SOUTHERN HEALTH BOARD 
CORK FARM CENTRE, 
DENNEHY'S CROSS, 
CORK 
Telephone (021) 45011 

Your Ref.: . 

BACKGROUND. 

CARDIO-THORACIC SURGERY FOR THE 
SOUTHERN REGION AT CORK REGIONAL 

. HOSPITAL. 

In May, 1975,·Comhairle na n-Ospidealconveyed their views 
. regarding cardio-thoracic surgery at Cork" ;Regional Hospital . 
. as follows:-

there is a need·for a unit with appropriate facilities 
and staff at the Cork Regional Hosp! tal to cater fOl' 

car~iologica:J. investigation services for the Munster 
. area .. 

it is unclear at the present time whether cardiac 
surgery should continue and be developed in Cork _ 

a firm decision on this should await the further 

evolution of the specialty over the. next few years. 

thoracic surgery must be continued in Cork ~ realising 

the difficulty of achieving this in isolation from a 

cardiac unit, the Comhairle suggests that the Southern 

Health Board should invite a group of experts in this 

field of activity to advise on how thoracic surgery 
should be o~ganised at local level. 

In April, 1978, Comhairle na n-Ospidealset up a sub

committee with the following terms of reference:-

/ ....... . 

• 
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THEATRE 
(* Additional Equipment Requirements) 

Staff Requirements '( . per da~) 

Anaesthetic 1 Consultant Anaesthetist 
1 Senior Registrar 

Surgical 1 Consultant Surgeon 
1 Senior Registrar 

. Nursing 1 Sister 

1 Registr 

1 S.H.O . 

3 Staff Nurses Student Nurse 

Tp.chnicif\n~ - :;) PumnT.>r-h . . 
Equipment (Anaesthetic)···"1 r-~::In~ 

1 Ventilator 
*1 Monitor~ 1 E.C.G., 3 Pressure Channels 
*1 . Carbon Dioxide Analyser 
*1 Cardiac Output Computer 

Appropriate equipment for Anaesthetic Room. 

Equipment (Surgical) 

1 Operating table. 
1 Pace "maker. 
1 Defibrillator 
Appropriate instruments 

Equipment (Nursing)' 

1 Oxygen Analyser 
1 Blood Warmer 
1 Blanke.trol 
1 Thermome.ter with 6 probes 

.2 Operating Lamps 
.2. Viewing Boxes 

Trolleys, Scales, Racks, Drip Standes, Suture Stands, etc., 

Equipment (Technicians) 

Bypass Machine plus appropriate ancillary equipment. 
*B1ood Gas Analyser. 

INTENSIVE CARE 

Staff Requirements 

4 Staff Nurses per patient per day (average patient's stay = 3 days). 

Equipment (per bed spa:e). 

1 Ventilator 1 Neonatal Care Centre. 
*1 Monitor, 1 E.C.G., 3 Pressure Channels. Suction Equipment 

2 Infusion Pumps 
All Above Equipment per bed' space 

Oxygen Air proportioners. 
(4 Additional Monitors needed) 

SPECIAL CARE (Staff Requirements and Equipment) 

2 Staff Nurses per patient per day (average Patient's stay = 2 days). 

I Monitor, I E.C.G.,· 1 Pressure Channel. 



• '.#' QUOTE REf'ERIENCE RC/ML 

MR. PAUL KAVANAGH 
SECRETARY/MANAGER 

Dear Mr. Kavanagh. 

OUR LADY'S HOSPITAL FOR SICK CHILDREN 
...j '. CRUHLlN, DUBLIN 12 .~ 

T ....... HDH. !lOll I II 

21st Septembe~. 1981. 

Re Additional Requirements for Extension of 
Cardiac Surgery. 

The additional work load will involve the biochemistry 
and haematology departments if there is an extension of the open - heart 
surgical proceedures. 

There will be an increased number of urgent investig
atiornduring the working day. There will be an increased number of blood 
gas~ and other analyses in the Intensive Care Unit. There will ,be increased 
demands on the blood transfusion service. There wi11'be an increase in 
the work load after normal working hours. 

Therefore the replacement for the automated flame 
photometer would become more urgent. The replacements for the blood gas 
analysers in the laboratory and Intensive Care Unit would become more 
urgent. The requirement for the sodium and potassium analyser in the 
Intensive Care Unit would become more urgent. 

Additonal staff will be required for the biochemistry 
and haematology laboratories. One additional technician will be required 
for both biochemistry ~nd haematology laboratories to deal with the 
increased work load during working hours. The number of ,calls after mid
night will increase and theM'orestaff will invariably have to have the 
following day off. This will lead to a further requirement of one 
additional technician for biochemistry and haematology. Therefore four 
additional technical staff will be required. 

happy to furnish it. 

CHC, 48 Rei No. 160)5 

If any further information is required I will be . 

YOU~~ 
DR. ROBERT CARROLL M.D 
PATHOLOGIST: 
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Re: Requirements of Paediatric Cardiac Surgical Unit in Crumlin • 

, 

I would agree with the figures provided in the· initial part of the document by 
Dr. D. rilff. 

Staffing: 

Facilities: 

Dftipment: 

At present the surgical staff consists of 1 Consultant 
Surgeon (Part-time) and a half share in a Surgical 
Registrar. This is grossly inadequate by oomtemporary 
sta" dard 'Ihestaffing required to deal canpetently 
and safely with this work-load would be as follows: 

2 Consultant Surgeons (who would . ..also have adult 
involvement) 

1 Senior Registrar or S.R. equivalent~ 
1 Registrar 
2 lbuse Officers. 
1 Secretary. 

An additional operating theatre will be required and 
alsO adequate Intensive Care space -which may 
ho.oIever be provided wi thin the hospi tal itself. 
A unit office ~ill be required; 

-. 
An additional heart/lung console. 

. An intra-aortic balloon puJTq? 

A blood gas analyser 
Electrolyte analyser equipment for the operating 
theatre. . 
fohni toring equipnent in association wi th the Deparbnent 
of Anaesthesia. 

'- ..... - ':'"0- ; •.••• ~. ~h l \1 ...... 
'.:- ~ l .. : .. -.. ,- ,:., : ... 1 '" :., ':, .; I ... -.~. - '-. . -. t 
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MR. M. C. NELIGAN 
SEPTEMBER, 1981. 
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If you have further questions about this please letmekn.ow. 

Sincerely yours, 

. /~ £/-?t--~ . . 
Dan G. McNamara Mil ~ 
Professor of Pediatrics 
Baylor College of Medicine 

'Chief of Cardiology 
Texas Childrens Hospital 

DGM:dw 
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Consultant Cardiologist 
Our Lady's Hospital for Sick Children 
Cruml1n. Dublin' 12 
Ireland 

Dear Dr. Duff: 

MAII.ING ADOa 

Pt'DI'" flll(" l· ... ROIOu 
TEX~ l'HILDt"N'S ~I 

HOUSTON, TEXAS J 

TU.EPHO 

DAY 1'111191·. 

NIGHT 1'llI "'-

In response to your inquiry regarding the need for byplane cine
angiographic equipment for the study of infants and children with 
congenital heart disease. I can say unequivocally that such equip
ment is a necessity for the safe and accurate assessment of the 
nature of the congenital heart anomaly. Otherwise, it is necessarl 
to make two injections for .each location. one in the anterior-pos
terior.view and one in the lateral. and this endangers the patient 
by doubl~ng the dose of potentially toxic dye. Likewise, the con
ditions may change between one injection and the other so that a 
preCise picture cannot be obtained. The effect of havin~ to use 
·only.' single plane angiographlc equipment is that one does an in-
ferior study. In our experience in the ·past when we had only 
single plane equipment, we made some serious errors in diagnosis 
and therefore in treatment in patients. I feel, also. in this re
gard that the availability of video tape is also essent1~1 so that 
one has an immediate answer in the course of cardiac catJ"Juteriza
tion and there is not .the need to wait until after the angio .bas 
been fully developed to see the course of dye through the parti~u
lar area of circulation under study. 
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Diagnostic accuracy is the prerequisite of good clinical care and 
low operative mortality (Taylor, J.F.N •• Hert& 3, 87-89 (1978), 
and MD Thesd, University of Cambridge 1976). . 

Congenital heart lesions are frequently multiple, the most ill 
patients being· the YOWlgest. It follows that the radiographic 
equipment to be provided in thespec~ialist centre must be 
c.apable of high resolution at low radiation do'sage to the "patient. 
A biplane facility is essential to determine the spatial relationship 
ot the great arteries in complex lesions, to define many 
lesions in tpe interventricular "septum accurately, and to elucidate 
complexities of pulmonary arterial and venous supply it multiple 
injections are to be reduced." In the patient with a se~ely 
compromised circulation time is also" a criterion, and as all 
radioopl(lque contrast material is toxic, it is iuaportant to limit 
the number ofo injections. " . . 

The aims of investigation in congenital heart disease are to 
provide haemody~ic evidenceot the nature and severi~ ot the . 
lesions, and to provide knowledge of the precise anatomical basis. 
The latter requires not only positive evidence ot the lesions 
actually present, but positive evidence that other parts ot the 
central circulation are normal. The aims will be tempered only 
by the potential "risks in relation to the needs for immediate 
management of the individual." At presen~ ang:ocardiographic studies 

"provide the basis for acurate anatomical assessment, and thus 
radiographic equipment designed to provide the most information, 
wi th the least risk overall" is mandatory. In my view, the minim"al 
requirement is a biplane facility capable ot imaging at 60 frames 
per second simul-.taneously, delivering a dose in the order ot 6 
microroentgen per frame over the entire paediatric age rang"e", and 
capable of angled projections. 

I have described the equipment recently installed here, and now 
in daily use in this Hospital~ but ot course, other manufacturers 
do make equipment similar specifications. 

, , --- --------. ~~ ;,-:.. .. -. . 

I -" r~ I- ., MD., PRCP., DCH. 
" tric Cardiologist. 
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J. MACARTNEV 
GREAT LONDON WC1 

JFDrT/HAJ 8th June 1981. 

PROVISION OF RADIOGRAPHIC SERVICES FOR THE INVESTIGATION· 
OF INFANTS AND· CHILDREN WITH CONGENITAL HEART DISEASE. 

It is agreed that provisions for the investion and treatmen·t 
ot infants and children with congenital heart disease should 
be localised to specialist units. Criteria relating·' the size ot 

. the individual units to the population have been sugsested (Second 
Report of a JCC ot the RCP (London) and RCS (England) on Combined 
Cardiac Centres..... Brit. H. J. 43 211 - 219, Feb 1980, and 
'Cardiac Surgery' in Patterns tor l1e8lth Services in Scotl.and, 
issued by Scottish Home and Health Dept. Sept 1977). . 

These reports do not contain suggestion about the type ot services 
to be provided within an individual unit. The Thoracic Unit in 
the Hospital for Sick Children, Great Ormond Street, howeveJ; carries 
ouT. approximately GOO invasive cardiac in~restigations annually, 
of which 40 per cent are under the age ot one year, and 25 per cent 
(150 cases per year) are neonates. Furthermore, the DRSS have 
equipped twin Cardiac Catheterisation Laborata-ies in the newly 
built Cardiac Wing, specitically for the investigation of infants 
and children, based on an anticipated 1,000 cases per annum. 

The equipment includes an automated cardiac catheterisation 
system, a single computer being used to serVice both Laboratories, 
and· capable of the add! tional function ot arcQiving the data, in 

. addition to the generation ot a hard copy report. Reproduction 
ot the analogue pressure data is also provided on this system. 
(SICOR System, Siemens-Elema AB, Medicinsk Teknik S-17l Solna, Sweden). 

The Philips radiographic equipment comprises the Optimus M 200 
generator system, incorporating all fluroscopy and cine control. 
There are facilities for biplane tluroscopy and cine registration, 
both also linked to a video recording system to allow instant replay. 
The image intensifier (6"/9") and undercouch tube £or the PA. 
plane are mounted on the Angio diagnost c 'u'-arm, to allow· . 
visaulisation in oblique planes with variable caudocranial tilt, . 
as well as the true postero-anterior view. The lateral intensifier 
(6"/9") and tube are ceiling mounted and therefore give only the 
true lateral image. Philips have since developed a singl~ mounting 
tor the lateral intensitier and tube permitting rotation in a 
horizontal plane. This development should receive attention it a 
new laboratory is being equipped. 

Continued/ ••••• 
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CONCWSION 

. 'I'ht· objectiVe Js to provIde infants and chfldren bom with congenital 

heart disease in Ireland an opportuni tyof a heal thy J ife conparable to 

that being provided in other countries through thei~ National Paediatric 
Cardiac Centres. 

An acceptance cYr the reality that many ·children die because of" 

inadequate services should be enough to stimulate prompt action to see 
that the· above needs are implemented. 

The opportunity is available to us to establish a National Cardiac 

Unit at ·Our Lady's Hospital f'or Sick Children comparable to any in the. 
world. However, a determaned commitment is required by all COncerned. 

• 
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( WAITING LISTS 

Card.iaf~ Catheteri sat ion 

Surgery (1) open heart cases 

(2) closed cases 

«2)1 .e. not requiring cardiopulmonary bypass) 

1 Year 

8 Months 

1 Year 

The Surgical waiting lists are rapidly becoming longer and larger. 

Supportive ServiceS 

In order to sustain a satisfactory service for cardiac patients. 

adequate nursing staff, intensive care facilities, theatre space,. 

laboratory service and anaesthetic complement are required. 

• 
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Currently the Cardiac Catheterisation procedures are perfonmed 
by: 

. Dr. ·Duff 

. Dr. Dei1ham 

Dr. McCarthy 

4 cases per week 

2 cases per week. 

1 case per week 

These figures do not include emergencies. 
:..i 

" 
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CARDIAC CA1'lfETERTSA'rTONS 

The cardiac eatheterisation studies are at, present performed, 

of necessity, with the anatomical diagnosis as the prime objective with 

in addi Hon a 1 iOO ted functiohal assessment, i. e. pressures and shunt 

calcu Lations. Wi thin the contest of a National Unit this will have to 

be expanded to include 'a more detailed funr~tional evaluation - purrp 

:function, muscle :function etc. - as well as the electrophysiological 

studjes·indicated. 

The quality of the present cineangiographic ~ video recording 

systems would not be accepted by any other National Uni t and should -

not be accepted by us. The Paediatric Cardiology Unit in Belfast ,in 

fu] ly modernised wi th a world class cardiac catheterisation laboratory 

despite serving a population of only one third in the Republic. 

In order to obtain an adequate investigation with ou~ monoplane 

,system,' the patIent is subjected to unnecessary risks. The dominant 

I'isk is due to the often excessive use of contrast material (Angiograffin) 

because of the lack of a bi-plane cineangoigraphic system. This means 

that· two injections tare to be made when one would do. The contrast 

material is highly concen trated (high osmolali ty) and may cause 

exacerbation of congestive cardiac failure, precipitate "blue spells" 

. and 'strokes' in cyanotic (blue) children, lead to a significant increase 

in morbidity for all patients and an increase in the mortality risk 

of the procedure itself especially in the sick neonate. '!'here is 

also the risk of producing chromosoneabnormalities. 

A second risk relates to the necessi ty to move the patient~:ln 

oruer to obtain various lat'eral (side)- views of the heart. FI"Cqucntly 

the previously quiet and sedated patient awakens and becanes restless 

necessitating the administration of additional and potentially dangerous 

sedati ve drugs. 

Not only is the investigative equipment i,nadequate but also the 

":',' 

l'Oom in which the procedures are carried out is uti lized by many dif:t't:'cent 

disciplines. Because of this, the time that is available for caruiac 

catheterisations is SiW1ificantly reduced. This,pl'Oblem will becOme 

more and mol'e serious as increasing numbers of non-cardiac investigations 

are r't~quired to meet the demands of an expanding general and sub-

spe.~ia] ty pa(:diatl~ic ser'Vi~e. 

" 

• 
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CURRENT EQUIPMEN'l' 

1. Cardiac Catheterisation Laboratory:-

Stngle plane cine angiographicequipment. (40 or 80 frame per sec. options) 

Video tape recording and replay system. 

Cambridge nul ti-channcl pressure recorder. 

2. Electrocardiography:-
, ' 

One Cambridge 3 - channe 1 recorder 

Two single channel Electrocardiographs. 

3. Echocardiography: -

Smith-Kline Ekoline M-mode and EkOsectOl' 2-D system. 

EQUIPMENT REQUIRED 

Catheterisation Laboratory:- XX 

(1) Bi-plane Cine angiographic System - (see attached sheet) 

(2) Video Recording and Replay System 

(3) Multi-channel Pressure Recorder with channels for Arrhythmia AnalysiS 

(4) Computerisation'for date analysis and retrieval. 

ALL ABOVE ITEMS EXCEPT NO. 4 ARE REPLACEMENT ITEMS. 

Electrocardiography:-

(1) An additional 3 - Channel Electrocardiographic Recorder 

(2) Establ:ishnent of' an Arrhythmia Arialysis System e.g. Oxf'ord Medilog and 

Holter Monitoring Equipment. 

Echocardiography:-

( 1) 'l'wo-dimensional Echocarcllograph - this would be a replacement of the 

current unit which is inadequate. 

Exercise laboratory:-

(1) Treadmill or Bicycle Ergometer 

xx - See accompanying letters regarding the provision of radiographic 

services for the investigation of infants and children with congenital 

heart disease:-

(a) Dr. J. F.N. Taylor, Consultant Paedi.atric Cardiologist, 

The Ilospital for Sick Chi.ldm, Great Ormond Street, London. 

(b) Dr. Dan t-kNamara, Professor of Paedatrics, 

&lylor College of Medicine, Chief of Cardiology, 'rexas Chj Idren's 
Hospital, P"esident of' the American College of Cardiology. 
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CURREN!' STAFF CONTD 

(b) Surgical 

See Mr. Neligan's report. 

STAFF REQUIRED 

One Registrar Assigned to Dr. Duff 

One House Officer Assigned to Dr. Duff 

Secretarial staff' 

One addi tiona! full time secretary Assigned to Cardiac, Department 

Technicians 

One additional Cardiac Caterisation'Technician 

Nurses 

One addi tional Nurses to nssist at Cardiac Catherisation 

Surgical 

See Mr. Neligan ' s report 

• 
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L:'lJRRENT STAFF 

(a). Medical 

Consultants 

Professor O. C. Ward 

Dr. D. Duff 

Dr. Conor McCarthy 

Other Staff 

Dr. Brian Denham 

Registrar . 

Two House Officers 

.,"" 

Professor of Paediatrics, U.C.D. with special 

interest in Paediatric Cardiology. 

Full-time Paediatric Cardiologist with major 

Coomi bnerit . to Our Lady'S Hospi tal and minor 

commiOnent.to the Children's Hospital, Temple 
Street. 

consuatant Cardiologist at Mater Hospital with 

one investigation seSSion per week at OurLaqy's 
Hospital .• 

Special Lecturer in Paediatrics asSigned to 
Professor Ward. 

AsSigned to Professor Warn 

AsSigned to' Professor Ward 

AS YET NO JUNIO~ STAFF AI..I1X:ATION TO DR. DUFF FRG1 THE DEPAR'IMENr OF HEALTH ":, 

Secretarial Staff 

One ~l time Cardiac 

Secretary .' 

One part time typist 

Technicians 

Two full time 

One part time 

Nurses 

One full time 

AsSigned to Cardiac Department 

AsSigned to Cardiac Department for three 
seSSions weekly 

Assigned to Electrocardiography and EchOCardiography 

ASSigned to Cardiac Catherisation Laboratory 

Assigned to X-Ray Department but who asSists 

at Cardiac Catherisations 
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.IENT WORKLOAD 

During 1980 some 1200 patienis were referred for cardiac evaluation 

tQ the out-patient clinic and 500 patients were admitted for invest
igation and treatment. The number of cardiac patients undergoing 
evaluation at both clinical and investigative level is increasing. 
During the past year (1980) 2652 electrocardiograms and J1J cardiac 

. catheterisations \~ere performed. Fig •. 1 and Fig. 2 place these numbers 
in perspective ~ith reference to the prevIous three years. Echoca'rd
iography waS only s,tarted in mid 1979 so' that no comparisons are 
available •. HoweverJ50 studies· were pe:rformed during 1980. 

No. 

of 
Cases ~ 

1000 

Fig. 1 E.C.G. FO 2 C th 19. .0 a s .. ~ 
.J.L5.2. 
r----" 

300 

.lO"J 
r---"-

.il:{~ 
. If/55 .j01 :1..07 

,(,33 

'00 

'917 ''119 ,'Ito '~&o 

The number of catheterisations has increased by more than 50% when 
compared to any previous year. 

No. 

of 
Cases '00 

Fig. J" Surgery. 
,-, , 

"" I<JPJSJ 1111 

Closed 
Open 

Fig. J shows the surgical. workload· over this same period. Of most 
significance is the 147% increase in open heart procedures in 1980. 

Assigned to X-Ray Department but ~o assists 

at Cardiac Catherisations 



These deficiencies in diagnostic services are nowhere more apparent·. 

than in the area of Paediatr'ic Cardiology and Cardiac Surgery. Details 

of the personnel and equipment required to rectify this situation will 

be outlined in subsequent pages. 


