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FRIDAY 10TH OCTOBER,~2~O~03~ ___ _ 

o 

BORD SLAINTE 0> 

AN MHEAN-IARTHAIR 



To: . Chairman & Each Member 
Mid-Western Health Board 

A Chara, 

Itf 29/9/03 ,. 

Is mian Iiom a chur in iul dhuit go dtion61far an cead chruinniu eile den mBord, sa 
Ospideal Reigiunach Ortaipeideach, Cromadh ar de hAoine, IOu, Deireadb 
Fomhair, 2003 ag 11.00r.n. Til an chir thiosluaite. 

I wish to inform you that the next meeting of the Board will be held in the 
Regional Orthopaedic Hospital, Croom Co. Limerick on Friday, 10'h 
October, 2003 at 11.00a.m. This will be preceded by the official opening of 
St. Mary's Ward, Croom Hospital at 10:30a.m. The Agenda is set out below. 

Please arrange to attend. 

S. de Burca 
PRioMH OIFIGEACH FEIDHMEACHAIN 

AGENDA 
1. a. U mai Tosai 

b. Vote of Sympathy 

c. Confirmation of Minutes of Meeting held on the 121h 
September, 2003 (herewith) 

2. Correspondence 

3. 

4. 

5. 

Report of the Chief Executive Officer 

Chief Executive Officer's Overview of Financial 
Results. 
(Report No. 41103 herewith) 

Orthodontics Services 
(Report No. 42/03 attached) 

[BUFF) 

[BLUE[ 

[WHITE) 

MID-WESTERN 
HEALTH BOARD 

CENTR.~L OFFICES. 
J 1133 CATIIERINE STREET, 

LIMERICK, IRELAND. 
TEL0035J{O)61316655 
FAX 00353 (0) 61 48335{) 

WEBSITE: hnp:llwww.mwhh.ie 



6. 

7. 

8. 

9. 

10. 

11. 

12. 

13. 

National Treatment Purchase Fund Anniversary 
Report 2003 
(Report No. 43/03 berewitb) 

Irish Blood Transfusion Service Annual Report 
for 2002 
(Report No. 44/03 berewitb) 

Private Hospital 
(Report No. 45/03 berewitb) 

Health Statistics 2002 
(Report No. 46/03 berewitb) 

Long Stay Activity Report for 2002 
(Report No. 47/03 berewitb) 

Pilot Care and Case Management Project, East Clare 
(Report No. 48/03 berewitb) 

Report of the General Medical Services (payments) 
Board for the year ended 31 51 December 2002 
(Report No. 49/03 berewitb) 

National Standards for Foster Care 2003 
(Report No. 50/03 attacbed) 

[YELLOW) 

[LILAC) 

[BLUE) 

(PINK] 

[WHITE) 

[BUFF] 

[YELLOW) 

[WHITE) 

14. Notice of Motion: 
a. Notice of "That the Mid-Western Health Board request that the 

Motion Department of Health and Children would 
submitted by commence discussions with the Department of the 
Cllr. J. Environment with a view to amalgamating the 
Meagber: Disabled Persons Grant Scheme, the Essential 

Repairs Grant Scheme operated by the Department 
of the Environment and the Housing Aid for the 
Elderly Scheme operated by the Health Boards." 

For circulation: 
I. National Treatment Purchase Fund Anniversary Report 2003 
2. Irish Blood Transfusion Service Annual Report 2002 
3. National Standards for Foster Care 2003 



MINUTES OF THE MONTHLY MEETING OF THE 

MID-WESTERN HEALTH BOARD HELD IN 

THE BOARD ROOM, CATHERINE STREET, LIMERICK 
ON FRIDAY, 12TH SEPTEMBER, 2003 AT llA.M. 

Presiding! 

Presenti 

Apologiesl 

In Attendance.! 

Cllr. S. Marsh, Cathaoirleach 

Dr. Y. Begley 
ClIr. P. Bugler 
Cllr. J. Casey 
Cllr. J. Clifford 
Sen. N. Coonan 
Cllr.lDr. J. Hennessy 
Cllr. M. Hourigan 
Cllr. J. Meagher 
Mr. L. MacNamara 
Dr. J. O'Riordan 

Cllr. R. Butler 
Ms. N. Fitzpatrick 
Dr. J. Mullane 
Cllr. K. Sheahan 

Cllr. J. Bourke 
Mr. P. Burke 
Cllr. B. Chambers 
Dr, D. Clinch 
Cllr. J. Egan 
Cllr. S. Hillery 
Ms. A.Kenny-Ryan 
Mr. D. McAvinchey 
Ms. M. O'Donnell 
Cllr. K. Walsh 

Cllr. P. Daly 
Ms. M. Hogan 
Dr. P. McKenna 

Mr. J.O' Brien, Assistant Chief Executive Officer 
Mr. G. Crowley, Assistant Chief Executive Officer 
Mr. J. O'Grady, Regional Manager 
Mr. S. Woods, Regional Manager 
Mr. P. McDonald, Director of Finance 
Mr. J. Bulfin, Director of Human Resources 
Ms. T. Fitzgerald, Staff Officer 
Ms. M. Woods, Senior Executive Officer 
Dr. R. Gupta, Director of Cancer Services 
Ms. E. Murphy, Planning Co-ordinator, Acute Services 

I(a) Urnai Tosai . 

1 (b) Vote of Sympathy A vote of sympathy was extended to staff who 
had suffered recent bereavements. 

1 (c) Minutes Minutes of the Meeting of the Board held on 
the II th July, 2003, were adopted on the 
proposal of ClIr. B. Chambers, seconded by 
ClIr. K. Walsh. 

MID-WESTERN 
HEALTH BOARD 

CENTRAL OFFICES. 
31/33 CATlIERINE STREET. 

LIMERICK. IRELAND. 
TEL IlOJ53 (0) 61316655 
FAX O())53 (0) 61 483350 

WEBSITE: hllp:llwww.mwhh.ic 



2. Correspondence 

3. CEO's Report The Deputy Chief Executive Officer briefed 
the Members on the following: 

Private Hospital 
Mr. J. 0' Brien stated that he hoped to have a 
definitive position for the Board at the October 
or November Board Meetings. 

Visiting Hours at the Mid-Western Regional 
Hospital 
Mr. J. 0' Brien complemented the work that 
had been done regarding this issue by Dr. 
Clinch and the review group. Mr. J. 0' Brien 
explained that the new arrangements were 
necessary in order to increase the functionality 
of the hospital and to aid patient recovery. 
A discussion took place to which a number of 
members contributed. The Board gave its full 
support to this initiati ve. 
Dr. D. Clinch emphasised the needs of the 
patients for privacy, confidentiality and rest 
and this initiative supported the rights of 
patients as set out in the patients' charter. Mr. 
P. Burke outlined the importance of restricting 
visiting hours in light of shorter patient stay 
and greater intensity of care. Responding to 
issues raised by Board Members in relation to 
the implementation of the new visiting hours, 
Dr. D. Clinch outlined that this would involve a 
multi-disciplinary approach. 

General Practitioner Co-operative Out of 
Hours Arrangements 
Mr. J. 0' Brien announced that the extension of 
the service to East and West Limerick would 
commence on the 16th September, 2003. 
In response to Sen. N. Coonan, Mr. S. Woods 
acknowledged that a meeting has taken place 
with the Tipperary Board Members, and staff 
of the Mid-Western Health Board regarding the 
GP Co-operative in North Tipperary. It was 
agreed that a review of the issues raised at this 
meeting would be undertaken. 
Responding to Dr. P. Burke, Mr. J. 0' Brien 



stated that a report on Shannondoc and the 
impact on A & E attendances would be brought 
to the Board, before the end of the year. The 
initiatives with St. John's and the Medical Day 
Unit would have an impact on the number of 
attendances. 

Request for the Board's support of the 
Statement of Senior Academics in the Irish 
Medical and Allied Professions on Tobacco 
Control 
Support of this statement was adopted by the 
Board on the proposal of CIlr. K. Walsh, 
seconded by Dr. P. Burke. 

Askeaton 
Dr. K. Kelleher informed the Board that he is 
endeavouring to arrange a public meeting 
which the Cathaoirleach will chair. 

Inis Gite 
Negotiations are now concluded and the agreed 
terms will be put to a ballot of the membership 
of the nursing unions next week. 

Rahecn District Hospital 
Cllr. P. Bugler was informed that the Boards 
management are still awaiting a response to the 
proposal for a memorial to Mr. Edmund 
McLysaght at Raheen District Hospital which 
was adopted at the July Board Meeting. 

Deputation 
Sen. N. Coonan expressed his disappointment 
that the Minister had not yet met the 
Deputation from the Board and asked for an 
update on the matter. Sen. Coonan was 
informed of the contacts with the Ministers 
office and that confirmation of a date for the 
meeting is expected shortly. 

Hospital of the Assumption 
CIlr. J. Egan and CIlr. 1. Casey queried the 
monies to be spent on the Hospital of the 
Assumption under Minor Capital Funding in 
light of proposals to build a new hospital. In 



4. 

5. 

Chief Executive 
Officer's 
Overview. of 
Financial Results. 
Report No. 37/03 

National 
Development Plan 
- Minor Capital 
Funding 2003 
Report No. 38/03 

response. Mr. G. Crowley that the works that 
need to be carried out are absolutely necessary 
for patients safety and will cost in the region of 
€ I 00,000 to €150,000. 
It was proposed by CIlr. J. Casey and seconded 
by Cllr. J. Egan that a motion be forwarded to 
the Minister for Health and Children to 
approve the necessary funding to allow the 
building of Hospital of the Assumption, 
Thurles to commence as a matter of urgency. 

Orthodontic Services 
Ms. M. 0' Donnell and CIlr. J. Bourke 
expressed their concern over a letter which had 
been circulated to the Board Members from 
Mr. Ted McNamara regarding Orthodontic 
Services. Mr. 0' Brien stated that he had not 
seen the letter but undertook to put this matter 
on the agenda for the next Board Meeting. 

October Board Meeting 
The Board Members were advised that the 
Meeting on the 10Lh October, 2003 wi II take 
place at the Regional Orthopaedic Hospital, 
Croom, Co. Limerick. 

Report No. 37/03 was noted .. 
Mr. P. McDonald gave a brief outline of the 
details contained in the report. In response to 
Cllr. Bugler, Mr. P. McDonald stated that the 
variance in the Demand Led Schemes is 
included in the forecasted break-even position 
at the year end. 

Report No. 38/03 was adopted on the proposal 
of CIlr. J. Bourke, seconded by CIlr. B. 
Chambers. . 
Mr. P. Burke expressed his full support for the 
work to be carried out at the Regional 
Maternity Hospital. 



6. 

- 7. 

8. 

9. 

National Lottery 
Block Allocation 
and Respite Care 
Grant Scheme 
incorporating 
Grants formerly 
operated by the 
Department of 
Social Welfare 
Report No. 39/03 

Vacancy Child 
Care Advisory 
Committee 
Report No. 40/03 

Annual Financial 
Statements for 
Year Ended 31" 
December 2001. 

Presentation on 
Breast Screening 

Report No. 39103 was adopted on the proposal 
of ClIr. J. Bourke, seconded by Cllr. S. Hillery. 

Report No. 40103 was adopted on the proposal 
of Cllr. S. Hillery, seconded by ClIr. B. 
Chambers. 

This item was noted. 

Mr: Tony 0' Brien, Director of Breast Check 
gave a presentation on the current and future 
operation. of Breast Check. 
Also in attendance from Breast Check were 
Dr. Anne 0' Doherty and Dr. Fidelma 
Flanagan. 
The Cathaoirleach thanked Mr. T. 0' Brien and 
his team for their presentation to the Board 
Members. 
Cllr. J. Casey asked if one of the proposed 
mobile units could be put in to use in North 
Tipperary now. In response Mr. T. O'Brien 
stated that the deployment of mobile units will 
not replace symptomatic services. The key 
component in the effectiveness of the mobile 
units is the multi-disciplinary teams that 
support them. These units will not be put on 
the road until the teams of staff are in place. 
In response to issues raised by Sen. N. Coonan, 
ClIr. P. Bugler and Dr. D. McAvinchey on the 
future of the Centre of Excellence in Limerick, 
Mr. T. 0' Brien outlined that Breast Check 
supports the expansion of the 13 Centres of 
Excellence. Breast Check is "population and 



10. Reform in the 
Health Service 

Signed! 

age" targeted and periodic. Any woman 
concerned will be referred by her GP to a 
Symptomatic Breast Disease Clinic. It is 
envisaged that the two services will work in 
tandem. 
Mr. T. 0' Brien stated that the phased 
implementation of Breast Check was the only 
option available and he accepted that some 
areas would have services before others. 

Mr. 1. 0' Brien stated that an extensive 
consultation process had taken place with staff 
and feedback had been sent to the Department 
of Health and Children. 
National project groups are to be established by 
Mid-October and will be co-chaired by the 
Department of Health and Children and 
representatives from the CEO's group. These 
groups will drive the Reform Programme. 
CUr. P. Bugler and CUr. S. Hillery queried how 
the reform programme can be implemented as 
Hanly has not yet been published, and when the 
shadow Acute Hospital Board is likely to be 
put in place. In response, Mr. J. 0' Brien 
outlined that he has no knowledge in relation to 
the publication of the Hanly Report. 

CUr. S. Marsh, Cathaoirleach 

S. deBurca, Chief Executive Officer 

Date 



31133 Catherine Street, 
limerick 

To: Chairman & Each Member 
Mid-Western Health Board 

MID-WESTERN 
HEALTH BOARD 

Tel: 061-483363 
Fax: 061-483516 

29/9/03 

Item No 3 on Agenda 

Report for Meeting of the Board to be held on Friday, 10th October, 2003 

I Report of the Chief Executive Officer I 
Dear Member, 

I propose to brief you on the following items at our forthcoming meeting:-

• A & E Services at Ennis and Nenagh General Hospitals 

• ENT Services 

• Inis Gile 

• Any Other Business 

S. deBurca 
Priomh Oifigeach Feidhmeachain 



31/33 Catherine Street, 
Limerick. 

To: Cathaoirleach & Each Member 
Mid-Western Health Board 

MID-WESTERN 
HEALTH BOARD 

Tel: 061-316655 
Fax: 061-483351 

29th September 2003 

Report No: 401/03 
Item No: 4-on Agenda 

Report of the Meeting of the Board to be held on 10th September 2003 

Chief Executive Officers Overview of Financial Results 

Dear Member, 

1. Introduction 

The Board recorded an adverse variance against budget for August 2003 of (€0.595k). Year to date 
the Board is overspent by (€4.127k). 

2. Outturn to end August 03 

The oullum to the end of August is summarised as follows: 

Current Year to 
Month Date 

Variance Variance 
€'OOO €'OOO 

Pay -171 97 
. Superman 18 -39 

Non-Pay -576 -7,257 

Income 134 3,072 
Surplus/(Deflcit) ·596 -4,127 

3. General Commentary 

Pay is overspent in the current month by (€171k) however year to date it is underspent by€97k, 
The overspend in the month is mainly due to the provision of locum cover to cover annual leave in 
the Acute Hospitals. Year to date remains positive, due to the unfilled posts in the Community Care 
area. 

Pay Su~erannuation 

Current Year to Year to 
Month Date Current Month Date 

Variance Variance Variance Variance 
€'OOO €'OOO €'OOO €'OOO 

Acutes -478 -1,883 8 -16 
Elderly Care 85 405 3 -8 
Mental Health 109 410 -8 -89 
Community Care 189 1,124 10 37 
Central Services -77 43 5 38 



3 /iI) Non Pay Expenditure 

Non-Pay expenditure is overspent in the current month by (€576k) and (€7.257m) year to date. The 
main negative variances recorded were: 

Current 
Month Year to Date 

Non Pay by 
Caregroup Variance Variance 

€'OOO €'OOO 
Acutes -62 -3,270 
Elderly Care -57 -885 
Mental Health -85 -619 
Community Care -276 -4,311 
Central Services -97 1,838 

Current rr'ear to 
Month Date 

Variance Variance 
Non Pay by Comments 
Category €'OOO €'OOO 

Demand Led No Supplementary Estimate 
~chemes -387 -2,322 
Clinical Costs -399 -2,739 Historic core underfunding 

iA specific High Court Case and no. of cases in 
Legal Fees -12 -1,301 Childcare. 
Capitation Fees 46 -614 Budget deficit exists despite additional fundinQ. 
Maintenance -186 -900 Refurbishment contracts in a number of areas. 

Core underfunding (no additional funding 
EnerQY 21 -167 received) 
Education & Training 104 -149 Specialist NursinQ courses, budQet awaited 

The emerging trends in non pay expenditure are as anticipated and are associated with the main 
demand led cost drivers. Working groups have been established in respect of each of the schemes, 
however considerable difficulty is expected to keep wiihin the allocation 

Travel & Subsistence. 

Arrears due in respect of DOHC circular 8/2003 & 07/2002 to end of August 2003 amount to 
€ 1.41 m but are not included in the figures above. 

Valuation Act /2001 ) 

Demands for rates amounting to €280k in respect of certain health board properties previously 
exempted from rates have been received from Limerick City Council. Appeals have been lodged 
where appropriate 

Income 
Income is positive vear to date b €3.071m. 

Current Year to 
Month Date 

Income Variance Variance 
€'OOO €'OOO 

fA.cutes -75 1,025 
Elderly Care 60 556 
Mental Health 23 271 
Community Care 110 984 
Central Services 17 235 



4. Programme Analysis 

4(1) Acute Hospitals 

Current Year to 
Month Date 

Variance Variance 
{'OOO {'OOO 

Pay -478 -1,883 
Superannuation 8 -16 
Non-Pay -62 -3,270 
Income -75 1,025 
~urpluslLDeficit) -607 -4,144 

Commentary 

Pay: 

Negative pay variance for August 2003 due to annual, sick & matemity leave for all grades, 
Increased pay costs due to commencemeni of new consultant posts & provision of locum cover for 
annual leave period. 
Cost of additional staff due to intensive care of a young chronic sick patient at Ennis GH, 
Payment to Medical recruitment agency for A&E NCHD in Nenagh GH. 

Non-Pay 
Clinically driven & Pathology costs are 25% & 17% in excess of target budget for August 2003 
Commencement of new consultant posts has contributed to clinical costs. 
Substantial increases in Pathology costs at Nenagh General Hospital due to purchase of reagents. 
Waste disposal costs continue to exceed budget, as do energy costs, which is related to high fuel 
costs. 
Education & Training is €84 positive this month and €503k negative year to date. Additional 
funding is anticipated. 
Equipment maintenance & renewal of equipment contracts have contributed to increases at Ennis 
& Nenagh General Hospitals 

Superannuation 
Positive variance in August 2003, negative varianceYTD due to payment of lump sums & 
gratuities 

Income 
There is a negative variance this month due to reduced occupancy in the traditional annual leave 
period. 
Year to date the positive trend in income continues due to payment in respect of blood products 

Activity 

ACTIVITY TARGET ACTUAL VARIANCE 

Inpatients 28,480 28,376 -104 (0%) 

Daycases 15,714 16,241 +527 (+3%) 

Outpatients (new) 22,419 21,737 -682 (-3%) 

Outpatients(review) 72,919 72,048 -871 (-1 %) 

A&E 55,854 56,526 +672 (+1%) 
(new & review) 



Overall Inpatient activity is on target this month & year to date. Individual specialities which continue to 
exceed their target activity are Paediatrics & GI Surgery. 

Oaycase activity has risen by 3% this month, particularly in Medicine. 

New & review outpatient attendances were slightly below target levels this month and year to date. 

A&E attendances are in line with activity targets. The down:-vard trend in relation to activity in 2002 
continues. 

4 (ii) Special Hospitals ( Mental Health & Elderly) 

Current Year to 
Month Date 

Variance Variance 
€'OOO €'OOO 

Pay 194 815 
Superannuation -5 -81 
Non-Pay -142 -1,504 
Income 83 827 
SurpJus/(Deficit) 130 57 

General Commentary 

Pay 

Overall pay in Special Hospitals is favourable due mainly to unfilled posts in Elderly and Mental Health 
Services. However, in certain areas there are negative variances, which are being targeted for 
corrective action. 

Non Pay 

Non pay is unfavourable due to increased costs of clinical waste, drugs & medicines and waste disposal. 
The demand for aids and appliances also has a negative impact on non pay costs. Maintenance issues 
in the long stay facilities are also a large cost driver. Areas have been targeted for corrective action 
where appropriate. 

Income 

Income remains positive year to date but it is envisaged that requirements of the service will reduce this 
positively by year end. 

Activity 

Mental Health 

In Limerick admissions are below target levels due to major refurbishment to the Acute Unit at the Mid 
West Regional Hospital. 

There has been an increase in clinic attendances (both new and repeat), particularly in Limerick and 
Clare, which has resulted in activity levels exceeding targets. 

Older Persons 

Total admissions and discharges to the Boards' residential units are generally consistent with service 
plan targets for the year to date however due to seasonal factors impacting in August admission to all 
areas (except EMI)were down on targeted levels. 



Respite admissions continue to exceed targeted levels and extended care admissions are below targets, 
which reflects the focus on community services. 

Day Hospital attendances continue to exceed targets, particularly in Limerick, as demand has continued 
to increase. 

Day Centre attendances for August were down on target but have exceeded targets for the year to date. 

-
4 (Iii) Community Care (Primary Care, Disabilities, Child Care & Community Services) 

Current Year to 
Month Date 

Variance Variance 
€'OOO €'OOO 

Pay 189 1,124 
!Superannuation 10 37 
Non-Pay -276 -4,311 
Income 110 984 
~urplus/(Deficlt) 33 -2,166 

General Commentary 

Financial Commentary Primary Care & Community Services 

The emerging trends in non-pay expenditure are as anticipated and are associated with the main 
demand led cost drivers. Working groups have been established in respect of each of the schemes, 
however most of the issues raised are national issues, and the Board does not expect to keep within the 
allocation as a core underfunding issue exists across a number of schemes 

Activity 

Activity is broadly in line with targets. 

Financial Commentary 

Chlldcare 
Very Significant overspend in Foster Care Allowances and in legal fees are being partially offset against 
savings in pay. 

.' 
Disabilities 
Savings in pay due to delay in filling of vacancies. 

Non pay overspend in cash allowances are being partially offset again underspend in training 
capitation allowances. 

Child Adolescent Psychiatric. 
Current underspend in this area reflects delays in appOintment of two additional Consultant posts. 



Activity 

Child Care & Family Support Services 
Activity in.this care group in August was broadly in accordance with targets. 

The level of legal activity continues to be a cause for concern by virtue of inadequate core funding. 
Legal activity in respect of Emergency Care Orders increased during the month of August. 

Pre-School services received 8 notifications in August and there was an increase in Inspections 
made. 

Disabilities 
In Speech & Language Therapy the number of interventions for the period ending August was 16% 
above target. . 
Activity in Occupational Therapy continues·to show an increase in activity in both Clare & Limerick 
In Physiotherapy the number of interventions for the period ending August was 36% above target. 

Child Health. 
BCG Vaccinations on target 

Central Services 
Pay and Superannuation are underspent by €83k year to date. 
The underspend in pay, due to vacant posts. 

Non Pay is underspent €1 ;83k year to date. 

Income is positive by €235k year to date. 

Employment Levels : 
The August WTE retum is 6,552.21 and the ceiling is 6,591. 
This return excludes the WTE count for homehelps, which have until this month been included in the 
~u~. . 
A number of issues regarding the board's employment ceiling have been raised with the DOHC. 

Yours sincerely, 

S. de Burca. 
Prlomh Oifigeach Feidhmeachiiln 



Acute Hospital Services 
31/33 catherine Street 

Umerick 

To: Cathaoirleach & Each Member of 
the Mid-Western Health Board 

MID-WESTERN 
HEALTH BOARD 

Tel: 061 483331 
Fax: 061 483211 

25 September 2003 

Report No: 1t-3/03 
Item No6on Agenda 

For Meeting of the Board to be held on Friday 10th October 2003 

Nation~1 Treatment Purchase Fund Anniversary Report 2003 

Cathaoirleach, 

The National Treatment Purchase Fund (NTPF) was established in April 2002 as an Initiative in 
the Government's Health Strategy to assist health boards and hospitals in achieving waiting list 
targets for public patients. The NTPF arranges treatment in Ireland, Northern Ireland or the 
United Kingdom for those waiting longest on hospital waiting lists. The first patients were 

,treated in June 2002 and to date almost 5,000 patients have been.treated. 

One of the main principles underlying the NTPF is that services purchased for patients must.be 
of high quality and acceptable to patients. This process is overseen by the medical adviserto 
the NTPF and by a multidisciplinary team. Their focus is on ensuring that patients receive care, 
treatment and services that are safe, quality assured and are at a minimum of the same quality 
as a comparable public or private hospital. 

Patients are surveyed regularly and the results from the Patient Satisfaction Survey have been 
very positive with 93% of respondents indicating that they would recommend having surgery 
under the NTPF to a friend or relative. Areas that require improvement, which included the 
provision of discharge summaries, have been addressed with the relevant agencies. The 
content and quality of the NTPF is being monitored constantly and the process of surveying 
patient satisfaction continues. 

I attach herewith a copy of the full report for your information. 

Signed: 

J~~ 
A~isTANT CHIEF EXECUTIVE OFFICER 



Acute Hospital Services 
31/33 catherine Street 

To: Cathlaoirleach & Each Member of 
the Mid-Westem Health Board 

MID-WESTERN 
HEALTH BOARD 

Tel: 061 483331 
Fax: 061 483211 

25 September 2003 

Report No: 4<f/CB. 
Item No fon Agenda 

For Meeting of the Board to be held on Friday 10th October 2003 

Irish Blood Transfusion Service Annual Report for 2002 

Cathaoirleach, 
The over-riding priority of the Irish Blood Transfusion Service is to supply adequate amounts of 
high quality blood components to Irish hospitals in such a way as to ensure that patients are 
treated in the right way, and at the right time, every time. . 

In reviewing the 2002 Anl1ual Report, the following key areas-were noted: 

Donor Statistics 
2002 saw an increase of 8.2% in whole blood donation levels over 2001. This was the first year 
since 1996 that donation levels had increased over the previous year. Each blood donation 
undergoes rigorous processing & testing & the quality procedures operated by the .IBTS ensure 
that donations can be issued to hospitals within 48 hours of collection. 

Hospital Services 
The Hospital Services Department continues to ensure safe & secure distribution of all products 
released for issue to hospitals. This involves critical product management and the maintenance 
of accurate and comprehensive records of both received & issued blood, blood components and 
blood derivr;'ltes. . 

TisS4e Banking 
The Irish Eye Bank and the Homograft Heart Valve Bank operate at the IBTS headquarters in 
Dublin, with the IBTS Bone Bank based in Cork City. Each bank accepts donations and 
supplies relevant surgeons/specialists. Quality Management Systems are in place, which 
conform to national, British & EU standards. 

Quality Assurance & Information Technology 
Inspections by the Irish Medicines Board and the NSAI were both successful. Operations of the 
Quality Management Systems were all in compliance with Good Manufacturing Practice. 



Quality Management System events & trends were reported on a monthly basis & quartelly 
meetings with consolidated reporting were held by the IBTS senior management team. The 
development and upgrading of IT systems took place in the Blood Bank Control System, the 
Bone Marrow database and in the IBTS network infrastructure. 

National Haemovigilance Office 
A three-year pilot project covering ten hospitals to capture 'near miss' events and analYSis has 
been funded by the IBTS and commenced in October 2002. The goal of the project is to 
increase error detection & reporting rates. 

Human Resources & Communication 
The IBTS HR week took place in November 2002 with scheduled events regarding health and 
training in addition to the launch of an employee assistance programme. The IBTS continue to 
develop and promote their website to provide a source of accurate, accessible information to 
donors, the general public, health specialists and the media about the services provided by the 
IBTS and blood donation in general. In 2002, the IBTS launched an advertising campaign to 
raise public awareness about the need for regular donations, which has proved extremely 
effective & will continue this strategy in 2003. 

I attach herewith a copy of the full report for your information. 

Signed: 

~
~~ . 

JO N O'BRIEN 
AS ISTANT CHIEF EXECUTIVE OFFICER 

'. 



MID-WESTERN 
HEALTH BOARD 

To: Cathaoirleach & Each Member 
Mid-Western Health Board 

Tel: (061) 483277 
Fax: (061) 483211 

Date: 29/09/03 

Report No: irS/03 
Item Nc&n Agenda 

Report for Meeting of the Board to be held on Friday 10~ October 2003 

I PRIVATE HOSPITAL IN THE MID-WEST REGION 

Dear Member, 

I 
The Mid-Western Health Board's management was notified on 29111 April 2003 by the Bon Secours 
Health System/BUPA that they had decided to withdraw from the project to provide a private hospital in 
Limerick. 

Subsequently, the Chief Execu!iveOfficer established a project group to consider the position. The 
project group has prepared the attached report setting out a number of key issues in relation to the need 
for a private hospital in the Mid-West region. 

The following is a brief summary of the key points in this report. 

• The population of the region has increased by 7.2% since 1996 
• The number of births has increased by 25% in the same period 
• The unemployment rate in November 2002 was 4.1 % compared to 4.5% nationally 
• 55% of the population hold private health insurance compared to 45% nationally 
• The number of acute .beds per 1,000 population has decreased from 5.1 in 1981 to 3.1 in 2000 
• Bed occupancy rates are approximately 93% compared with the internationally recognised norm of 

85% 
• The percentage of private beds in the public hospital system is 25% compared with the 

recommended ·norm of 20% 
• The level of in-patient private activity in the public hospitals is Significantly higher in the Mid-West 

region 
• A number of external statements with the ex~ption of a Price Waterhouse Coopers report (the 

findings were challenged by the Board's managernent) in 2001 support the provision of additional 
bed capacity in the Mid-W~t region. 

In view of the foregoing, I recommend that the Board endorse a proposal to proceed to tender in 
compliance with EU Procurement Guidelines for the disposal of circa. 4 acres on the Mid-Western 
Regional Hospital campus to.construct a private hospital. 

I will bring a.formal statutory notice of disposal pursuant to the Health (Amendment) (No.3) Act, 1996 to 
the Board following the tendering process. 

S¥iigne~ .. "_ 
.... 

J NO'BRIEN 
A ISTANT CHIEF EXECUTIVE OFFICER 



PRIVATE HOSPITAL 

Background 
The Mid-Western Health Board made a decision in principle in 1994 to develop 
private hospital facilities on the campus at the Mid-Western Regional Hospital, 
Limerick. 

It was subsequently agreed to proceed with a Memorandum of Agreement to provide 
such facilities with an approved party in December 1998. 

The Boards management were notified on the 29th April 2003 by Bon Secours 
Healthcare SystemlBUPA that having evaluated their current position in relation to 
the private hospital proposal, they had decided to withdraw from the project. 

Context 
The Chief Executive Officer established a Project Group to consider the position. 

, 
The management had presented a document to the Board regarding the 
development of a Private Hospital in the Mid-West in 2001. 

The following is an update on the key issues previously presented to the Board and 
more recent material regarding acute bed capacity in the region. These factors 
include demographics, comparative provision, bed designations, public/private mix 
and external review. 

DEMOGRAPHICS 

Population 
Since 1971, there has been an increase in the population of the Mid-Western Health 
Board of 17.5%. The 2002 census indicated that the population of the Board was 
339,930, which represents a further 7.2% increase on the last census data of 1996. 

The population growth is heavily concentrated in age groups likely to make the 
greatest demand on health services, which in tum must adapt and respond to this 
need. (Source: Deloitte & Touche VFM, 2001) 

According to the OECD 2003 Health Statistics, if present trends in fertility and life 
expectancy continue, between one quarter and one third of the population in OECD 
countries will be over 65 years by 2025. 

Birth Rate & Age Profile 
The number of births in the Mid-Western Health Board has increased by 25% from 
3,809 in 1995 to 4,764 births in 2001. The birth rate represents 8.2% ofthe total 
births in Ireland. (Source: CSO 2002) 

The population aged 65 and over in the Mid-West region continues to remain high, 
totalling 39,493, 11.6% of the region's population. 
(Source: 2002 census - CSO). This compares with 37,480 people aged 65 and over 
in 1996. (Source: 1996 census-CSO). 
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Dependency Ratio 
The dependency ratio in the main (those under 15 years and those aged over 64 
years) expressed as a Board is 0.56%. The national ratio is 0.54% 
(Source: CSO 2002) 

Socio Economic Factors 
In 1996, the region's unemployment rate was 9%. In November 2002, the rate of 
unemployment in the Mid-West had fallen to 4.1 %, compared to the national rate of 
4.5%. (Source CSO survey Feb. 2003) 

In relation to Household incomes, nationally, the 1999/2000 survey indicated that 
household income had risen by 53% since the last survey of 199411995. Disposable 
income, which is income available after deduction of tax and social insurance rose 
by 54% with some urban areas rising by·58%. (Source CSO 2002). 

Private Health Insurance/Medical Card Ratio 
At present 45% of the Irish population hold private health insurance and this has 
been increasing steadily since 1991 with an estimated 55% of the Mid-West 
population with Private Medical Insurance. However, the increase in the population 
of designated private beds in public acute hospitals has been just over 6%. (Source: 
Deloitte & Touche VFM, 2001) 

32% of the population hold medical cards in the Mid-Westem region and this is one 
of the lowest figures nationally. . 
(Source: Community Health Services stats 2001, DOHC) 

COMPARATIVE PROVISION 

Bed Capacity 
The number of acute hospital beds per capita in Ireland is one of the lowest among 
WHO and OECD countries at 3.1 beds per thousand of population. This compares 
with a ratio of 5.1 acute beds per 1000 population in 1981. The ratio of acute beds in 
the MidcWest is 2.2 per 1000 population. 

T bl 11A teH 'tal B d 'ta 1981 2000 a e . cu osp. e s per cap. -
YEAR BEDS POPULATION BEDS PER 1000 

1981 17,668 3,443,405 5.1 
1986 16,878 3,540,643 4.8 
1991 13,806 3,525,719 3.9 
1996 11,937 3,626,087 3.3 
2000 11,832 3,787,100 3.1 
(Source. Acute Hospital Bed Capacity Report 2002) 

Bed Occupancy 
Acute care bed occupancy rates in Ireland are constantly greater that the 
intemationally recognised number of 75% - 85%. This reflects high utilisation of 
available capacity in the hospital system. Data from the DOHC Health Statistics 
2003 show that the average occupancy rates for hospitals in the Mid-Western Health 
Board was 92.6%. 
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This persistency of high occupancy rates indicates an efficient hospital system, but 
raises issues as to the adequacy of current inpatient bed capacity. 

Acute Hospital Bed Designations 
The Health Services (in-patient) regulations, 1991 state that all public hospital beds 
must be formally designated by the Minister for Health & Children and that private 
patients must except in cases of emergency, be accommodated in designated 
private beds. The purpose of this is to ensure equity of access to public hospital 
facilities. 

Table 1.2 shows the current position in relation to private beds in acute hospitals in 
the Mid-Western Health Board. 

Mid-Western Health Board 
Public beds 484 
Private Beds 215 

, 

Non-designated Beds 159 
(e.g. ICU, & CCU) 
Total Beds 858 
Percentage Private 25% 
Beds 
Percentage Persons 55% (approx) 
Insured 

.. 
(Source, 2002 StatistiCS, IMS, Mid-Western Health Board) 

The Acute Bed Capacity report 2002 stated that 3,000 additional beds are required 
to cater for the needs of the population. 

The Health Strategy, 2001, suggests an 80/20 split between both public/private 
patients in public hospitals. The report acknowledges that both public and private 
patients have an entitlement to access health care in a reasonable period of time. 

The Mid-West has 2.2 beds per 1,000 of population, significantly lower that the 
national average of 3.1. The region also has a public/private mix of 71/29 as 
opposed to the national norm of 80120. The Deloitte & Touche report of 2001 
outlined that further provision of private health care would relieve demands on public 
health care. 
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Public & Private Care in Public Hospitals 
The following table illustrates provisional estimates from the Department of Heath & 
Children detailing discharges from public hospitals. The MidcWestern Health Board 
has the highest level of private in-patient discharges, which suggests that there is an 
overflow of private patients into public accommodation with a consequential loss of 
income. 

REGIONAL IN-PATIENTS IN-PATIENTS DAYCASES DAY CASES 
HEALTH BOARD DISCHARGED DISCHARGED 

(PRIVATE) (PUBLIC) (PRIVATE) (PUBLIC) 
EAST 83.8 13.8 73.7 6.6 
MIDLAND 83.0 15.9 69.3 30.7 
MID-WEST 66.9 32.4 68.5 27.4 
NORTH-EAST 78.8 18.2 69.1 23.2 
NORTH-WEST 81.2 12.8 91.6 0.0 
SOUTH-EAST 82.4 16.5 77.7 22.3 
SOUTH 84.7 13.1 73.6 22.1 
WEST 84.8 14.3 81.4 8.2 

(Source: Department of Health & Children, Acute Hospitals data, 1999.) 

EXTERNAL STATEMENTS 
In 1987, a Feasibility Study by PARC for an independent group to establish the 
viability of a private hospital in the Limerick region concluded, following a detailed 
analysis, that a private hospital was a viable option with a market to support such a 
project. 
The level of cover for private insurance in the Mid-West was estimated at 36% 
approximately as against 29% nationally. The most recent estimate gives the level 
of cover for the Mid-West at 55% as against 45% nationally. 

The Report of the 7th Joint Committee of the Oireachtas on Commercial State 
Sponsored Bodies (1994) stated 'that there is a shortage of capacity to treat private 
patients. This particularly appears to be the case in the Mid-Western Health Board 
where there is no private hospital. In addition, the public hospitals in the region lack 
the capacity to treat private patients. Insured subscribers in this area have to seek 
treatment in Galway, Kilkenny or Cork. The Joint Committee also noted that 
absence of capacity in the public hospitals in the region is contributing to the 
absence of services for private patients as public patients and urges that the 
Department of health & Children take the necessary steps to remedy the situation'. 

A Report by the OECD 199611997 stated. that the issue of public and private 
services which facilitates ·complementary roles rather that conflict is widely regarded 
as one of the strengths of the Irish Health care system. The location of the majority 
of private beds in the eastern region was highlighted. 

The White Paper on Private Health Insurance, 1999 refers to the principal 
advantages of the public and private mix of hospital services, which are as follows: 

• Assists to ensure that medical and other professional and technical staff 
continue to be attracted into and retained in the public system 
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• Promotes more efficient use of consultants time by having public and private 
patients on the same site . 

• Facilitates active linkage between the two delivery systems in terms of the 
dissemination of current medical knowledge and best practice. 

The National Health Strategy, 2001, acknowledged the requirement for a 
significant expansion of hospital beds, associated staff and treatment facilities. The 
report also indicated that public-private partnership would assist the overall 
development of health infrastructure. 

Price Waterhouse Coopers Executive Summary 2001 
The Price Waterhouse Coopers Executive Summary suggested over-capacity of 
private beds in the Mid-West region. It is difficult to reconcile with this position, 
particularly when private medical insurance rates are estimated to be Significantly 
above the national average at approximately 55% in the Mid-West. 

The Board's management in its response to the report stated that it had 'misgivings 
regarding the breadth and depth of their study and as.a consequence the findings'. 
This statement was supported by reference to the absence of details on 
demographics, population growth and reduction in public bed supply over the past 20 
years. (Source: Acute Hospitals ACEO correspondence with VHI, 11th Sept. 2002) 

Demand in healthcare is increasing and is related to better education, increased 
expectations, economic prosperity and technical advances in healthcare permitting 
earlier and improved diagn6ses and treatment. 
(Source: Acute Bed Capacity Report, 2002) 
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Department of Public Health, 
31-33 Catherine Street, 
Limerick. 

To: Cathaoirleach and Each Member 
Mid-Western Health Board 

MID-WESTERN 
HEALTH BOARD 

Tel: 061 483338 
Fax: 061 483211 

29th September, 2003 

Report No: 46/03 
Item No 9 on Agenda 

Report for the Meeting of the Board to be held on 10th October 2003 

Health Statistics 2002 

Dear Member, 

The four key principles guiding the development of the Health Strategy (2001): Quality and 
Fairness: A Health System for You are equity, people-centred ness, quality and accountability. 
High quality statistical data are fundamental to the delivery of each of these. Relevant, accurate 
and accessible'information should inform all health decisions. This includes information for the 
public as well as data required to enable evidence-based service delivery and evaluation, policy 
formulation and the measurement of heaith gain. 

This compendium of health statistics brings together data from a wide variety of sources on 
demography, health status and the delivery of health services. It provides a broad overview of 
health in Ireland as well as serving as a resource and reference for those interested in particular 
aspects of health and the health services. 

The report's format continues to reflect the ongoing shift in emphasis from illness to the 
promotion of healthy lifestyles, the need for better information, particularly in the areas of health 
status, health risks and health determinants, and the continued development of community
based health services. 

The first three sections of the report contain demographic and health status indicators: 
• Section A - Population 
• Section B - Life Expectancy and Vital Statistics 
• Section C - Health Status and Lifestyle. 



The remainder of the report deals with health services provision and associated employment 
and expenditure statistics: 

• Section D - Community Health and Welfare Services 
• Section E - Children in Care and Child Abuse Cases 
• Section F - Psychiatric Services 
• Section G - Services for People with an Intellectual Disability 
• Section H - Acute Hospital Services 
• Section J - District/Community Hospitals and Extended Care 
• Section K - Health Service Employment Statistics 
• Section L - Expenditure Statistics. 

Some of the key statistics contained in the report are highlighted below: 

• Life expectancy for both males and females continues to rise showing gains of around 
ten years during the past 50 years. Females can expect to live approximately 5.5 years 
longer than males though the gap is slowly closing. 

• Perceived health is considered to be good or very good among 81 % of Irish people. This 
is the highest rate in the EU. 

• Birth numbers have been increasing since the mid-1990·s. Ireland retains its long
standing position of having the highest birth and fertility rates within the EU. 

• Births outside marriage stood at 31.2% of all births in 2001. This represents a reduction 
in 0.5% over the previous year and is the first reduction since the rate began to increase 
in the 1970·s. The rate has almost doubled since 1991 when it stood at 16.6% of all 
births. 

• Cancer was the cause of around 1 in 4 deaths in 2000. However, the general trend in 
age-standardised death rates from all cancers shows a decrease 

• Smoking was considered to be a contributory factor in approximately 20% of all deaths in 
1995. Figures for 1998 indicated that 31 % of the population aged 15 and over were 
regular daily smokers although the recently published National Health and Lifestyle 
Surveys found that this figure may have fallen to 28% in 2002. 

• Infant, neonatal and perinatal mortality rates in Ireland continue to show a downward 
trend. The maternal mortality rate was 1.8 per 100,000 live births in 2000. This was lower 
than the EU average of 5.5 per 100,000 live births. 

• HIV/AIDSincidence in Ireland is second lowest in the EU. Cases of and deaths from 
AIDS have fallen Significantly since 1997. 

o Alcohol consumption is continuing to increase. Ireland had the 2nd highest consumption 
of alcohol in the EU in 1999. 

• MMR immunisation uptake rates are varying between Health Board/Regional Authority 
from 66-87% in 2001 with a national average of 73%. This has fallen from the 1999 rate 
of?? 

• Psychiatric inpatient numbers fell from 8,360 in 1990 to 3,833 in 2000. This reduction in 
numbers is in part due to the non-replacement of long-stay patients as a result of the 
development of more extensive community psychiatric services and facilities. Mortality of 
these patients is also a factor. 

• Acute hospital day case activity has risen by over 75,000 between 1997 and 2000. More 
recent figures yet to be published indicate a further increase of 81,000 in the annual day 
case rate up to 2001. Over 50% of in-patient and day case activity is carried out as day 
cases in the major teaching hospitals. This is an internationally recognised measure of 
hospital effectiveness. 



• Average length of stay for all age groups has levelled off over the last number of years 
with reductions over the levels prevalent in the 1980·s. The biggest reductions have been 
in the 75+ age group where the average length of stay has been reduced by over 7 days 
since 1981 and in the under 1 age group which has seen an average reduction of over 6 
days in the same period. 

• Consultant numbers have risen by over 300 between 1990 and 2001. Numbers have 
increased most sharply since 1996 with an approximate increase of 250 over this period. 

• Public health nurse numbers have risen from 3.6 per 10,000 population in 1989 to 4.2 per 
10,000 population in 2000. This reflects the general increase in nursing numbers in the 
health services where an increase of 36% in the numbers of acute hospital nursing staff 
has occurred between 1997 and 2002. 

• Health expenditure as a % of GNP in 2002 was at its highest rate since 1983 standing at 
7.39% or€7.7bn. 

The full report can be made available to members if required. 

Yours sincerely, 

Dr. Kevin Kelleher, 
Director of Public Health. 



To: Cathaoirleach & Each Member 
Mid-Western Health Board 

MID-WESTERN 
HEALTH 80ARD 

I LONG STAY ACTIVITY STATISTICS 2002 

Background 

Tel: (061) 483213 
Fax: (061) 483211 

29th September 2003 

Report No: 4t/03. 
Item No /0 on Agenda 

I 
The Information Management Unit at the Department of Health and Children produces an 
annual report on Long Stay Activity Statistics. The aim of the survey is to provide statistics on 
the number of beds available for long term care, how the beds are used and the type of patients 
who occupy these beds. The Long Stay Activity Statistics Report for 2002 has recently been 
received by the Board and this is a summary of some of the more interesting findings. 

Introduction 
Health Boards maintain a register of long stay units/nursing homes in their area. At the request 
of the Department of Health and Children, questionnaires were issued by Heath Boards to each 
long stay unit within their area. Units that did not respond were followed up with an additional 
letter, questionnaire and telephone contact. For 2002 data, the national response rate was 
87.3%, with the Mid-Western Health Board recording a response rate of 90.6%. 

Demographic Detail 
In Ireland, 11.1 % of the total population is over 65 years of age. In the Mid-Western Health 
Board the percentage of the over 65 Population is 11.6%. These figures are based on the 
Census of Population 2002 (Central Statistics Office). In comparison to other EU countries, 
Ireland has the lowest over 65 population as a percentage of total population. 
Figures for life expectancy at 65 years of age by gender within the European Union show 
Ireland at the bottom of the EU league table at an expectancy of 17.6 years for women and 14.2 
years for men. The greatest life expectancy at 65 years is 21.3 years for women in France and 
16.8 years for men in Greece. (Figure 1) 



FIGURE 1 
Life E t xpec ancy a t65 Y b G d W· . h ears JY en er Ithln t e European Union 1 999 

Countr}t Women Men 
Belgium" 19.5 15.1 
Denmark 18.2 15.2 
Germany 19.5 15.7 
Greece 19.1 16.8 
~ain 20.3 16.2 
France 21.3 16.7 
Ireland 17.6 14.2 
Italy 20.6 16.4 
Luxembourg 20.1 15.7 
Netherlands 19.3 15.3 
Austria 19.6 16.0 
Portugal 17.9 14.4 
Finland 19.6 15.3 
Sweden 20.1 16.5 
UK 18.7 15.4 
EU 15 19.8 15.9 

There are a total of 39,493 people· over 65 years of age residing in the Mid-Western Health 
Board area. Of these 55.9% are in the 65 - 74 year age group (national average 56.3%). 9.5% 
of the elderly population in the Mid-Western Health Board is aged 85 years or over (national 
average 9.6%). 

Survey Results- MWHB 
The overall occupC\ncy rate in long stay units in Ireland was 90.9% at 31 st Oecember 2002. This 
varied from 88.2% in the Midland Health Board long stay units to 94.2% in South Eastern Health 
Board long stay units. The occupancy rate for the Mid-Western Health Board was 90.3%. 
Of the patients resident in long stay units in the Mid Western Health Board, 68.3% were female 
and 31.7% were male (national average 67.8% and 32.2 % respectively). 
The greatest percentage of patients in long stay units in the Board's area is in the over 85 age 
group at 39.8%. (national averageAO%). 3.3% of people resident in long stay units in the Board 
are under 65 years of age (national average 5.1 %). (Figure 2) 

Figure 2: 
Long-Stay Units by Health Board: 

p t ercen ag_e IS n utlon 0 a len s eSI en a O· t·b· f P f t R ·d t t 31 0 ecem er b 2002 b Age 
Health Board Area Less 40 40 10 64 6510 69 70 10 74 751079 80 10 B4 OVer 85 Total 

Years Years Years Years Years Years Years 

ERHA 0.7 3.9 4.4 8.2 14.8 25.1 42.9 100 
Midland 2.2 9.6 3.7 9.1 17.3 23.9 34.1 100 
Mid-Western 0.4 2.9 4.1 9.0 18.6 25.2 39.8 100 
North-Eastern 0.1 4.7 4.6 9.8 16.0 26.2 38.5 100 
North-Western 0.3 4.6. 3.8 7.7 17.2 25.9 40.4 100 
South-Eastern 0.1 3.6 4.9 9.6 20.7 25.8 35.2 100 
Southern 0.6 5.1 4.5 8.0 16.6 27.2 37.9 100 
Western 0.2 3.5 3.4 8.4 15.2 25.8 43.5 100 

Total 0.6 4.5 4.2 8.6 16.5 25.6 40.0 100 

46.5% of patients in the Mid-Western Health Board long stay units are categorised as maximum 
dependency compared to the national average of 40.3%. High dependency patients account for 
26.2% of the total compared to the national average of 30.1 %. The figure for medium 
dependency patients, at 16.8%, is lower than the national average at 19.9% while there are 
10.5% of patients in the low dependency category compared to 9.6% nationally. 



The percentage distribution of patients resident on the 31 st December 2002 by medico-sutoial 
status indicates that 40.4% of patients in the Mid-Western Health Board area have chronic 
physical illness compared to a national average of 32.7%. The next largest category is Mental 
Infirmity/Dementia at 23.4% with the national average at 22.9%. (Figure 3) 

FIGURE 3 
Long-Stay Units by Health Board: 

p ta D' 'b ti f P' R'd 31 D b M areen ige tstrt u on 0 attants ast ant at aeem er 2002 by adieo IS oeial 5 us tat 
Health Chronic Chronic Conval· Mental Phystcat Mental Social Tanninal Other Total 
Board Mental Physical ascence/ Infirmltyl Disability Handicap Reasons Illness 
area Illness Illness Rehab· Dementia 

illtatlon 

ERHA 7.0 26.1 2.5 27.1 13.4 0.9 10.B 1.3 11.0 100 
Midland 7.3 30.9 4.3 lB.7 11.0 10.3 14.5 2.1 0.7 100 
Mid· 5.7 '40.4 4.3 23.4 8.1 2.7 11 .1 1.6 2.6 100 
Western 
North- 5.5 33.2 6.6 26.1 10.1 2.8 10.5 1.4 3.9 100 
Eastern 
NOrth- 8.6 33.2 B.8 22.6 9.1 1.2 11.5 1.3 3.B 100 
Western 
South· 5.2 31.0 5.0 18.9 12.0 1.7 20.9 0.7 4.5 100 
Eastem 
South- 4.4 42.3 4.4 19.9 11.9 1.6 10.5 1.9 3.1 100 em 
Western 7.2 33.2 4.4 19.4 14.0 1.1 16.5 1.7 2.5 100 

Total 6.4 32.7 4.4 22.9 11.8 2.2 12.8 1.5 5.3 100 

Source of Admission 
In the Boards' long stay units, 52.4% of patients were admitted from the community (national 
average 56.9%) and 39.6% from acute hospitals (national average 34;3%). 6.1% of patients are 
admitted from a long stay hospital or home compared to a national average of 5.3%. 
The percentage distribution of patients discharged (including deceased) during 2002 shows that 
68% of patients in the Mid-Western Health Board area were discharged to the Community, 
compared to the national average of 67%. 7.1 % of patients were discharged to an acute 
hospital compared to 8.7% nationally. 6% of patients were discharged to a long stay hospital or 
home compared to a national average of 5.6%. 17.8% of patients died which is comparable to 
the national average of 17.6%. 

Summary 
Despite improvements in recent years, Ireland still remains at the bottom of the EU league table 
in relation to life expectancy at 65 years. . 
The long-stay activity statistics are a useful instnument for comparing the Mid-Western Health 
Board's activity with that of other Health Boards and the country as a whole, despite a less than 
100% response rate. The Mid Western Health Board's activities, as outlined in the Report, are 
broadly in line with the national averages. 

The full report - "Long-Stay Activity Statistics, 2002" - is available from: 

Yours Sincerely. 

The Information Management Unit, 
Department of Health and Children, 
Hawkins House, 
Dublin 2. 

,1c-~ ~~~ 
James Conway.

,Assistant Chief Executive Officer 
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PILOT CARE and CASE MANAGEMENT PROJECT, EAST CLARE 

Dear Member, 

The need to develop community oriented services for older people in Ireland has been 
recognised over the last two decades as trends in improved survival and altered family supporf 
networks have become evident. The Years Ahead Report in 1988, the National Health 
Strategies - "Shaping a Healthier Future", (1994), and "Quality and Fairness·, (2001), - and a 
series of reports commissioned by the National Council on Ageing and Older People over recent 
years have pointed to the need for integration of services for the elderly. Responsibility among 
health professionals for care management for older people living in the community remains 
poorly defined, however, as outlined in a Review of the Years Ahead (1997). 

In May, 2002 the Mid Westem Health Board began a pilot project to implement a care/case 
management model of service delivery for older people with complex needs in East Clare. 

The project was developed and monitored by a Steering Group made up of Health Board 
personnel working in the area of Services for Older People. 

A Project Leader was appointed who acted as a Care Management Co-ordinator. The Project 
Leader and the Project Steering Group set the criteria and protocols for referral, comprehensive 
assessment, care planning,. monitoring and review. The Project Leader utilised the range of 
services available to people residing in the area within a care management framework. 

The rationale for this project is based on the need to develop an integrated community care 
service for older people, which is effective, efficient, of a high quality and value for money. 

The Board contracted with a team of independent consultants to carry out an evaluation of the 
project. A comparative analysis was conducted by applying the same evaluative investigations 
on the experimental group in East Clare and a control group in North Clare, the latter being in 
receipt of the traditional method of service delivery, A strict criterion for a comparative analysis 
was developed. 



The purpose of the evaluation was: 

"to undertake a continuous evaluation 
of the implementation of a care and case management system in East Clare, 

and to establish whether the care/case management approach alters. outcomes 
in terms of client/patient/family satisfaction, health status, 

quality of life measures, residential status and waiting times for services." 

Evaluation was programmed into three phases: 

1. Descriptive Evaluation, which examined the programmes main components through 
quantitative and qualitative measures. Baseline measures were obtained. 

2. Programme Review was the second method of evaluation. This focused on the process 
of care. 

3. The third method of the evaluation was Impact Evaluation and focused on the outcomes 
of care. This was typically focused on the care recipient. 

One hundred elderly clients were selected for the study, fifty from the experimental area of East 
Clare and fifty from the control area of North Clare. Thirty-five clients from east Clare and thirty
nine clients from North Clare attended for interview, representing 74% of the sample population. 

73% of those surveyed were female; the average age across the sample population was 80 
years, with an overall range of 69 through to 91 years. The highest age band was 75 - 79 
years. 

A specifically designed questionnaire, which allowed for both quantitative and qualitative data 
collection, was used for interviewing the clients. The quantitative data collection surveyed such 
issue as care requirements, respite care, client satisfaction with health & social care services, 
day care services, needs assessment, night-time care, visits from health professionals and 
home help. 

The questionnaire included open questions that invited the researcher to elicit any additional 
information, which the respondents felt were important about their own personal circumstances 
or services they received. Fifty-three people responded to the open section of the 
questionnaire, twenty-four in East Clare and twenty-nine in North Clare. 

The baseline measures were obtained from the results of this questionnaire. 

Baseline measurements were also taken from individuals involved in elderly andl or communi~ 
care in the Clare area. 112 people attended two half-day workshops held on the 11 th and 12 
June, 2002. Staff grades included general nurses, public health nurses, medical, voluntary 
organisations, home helps and paramedical staff. 

Following implementation of the project, its impact was evaluated. 

The project outcomes were measured on the following: 

• User satisfaction with service provision- Client and carer satisfaction levels increased 
in East Clare against the original baseline levels. Furthermore, there was a collective 
improvement in relation to : . 

1. the number of visits from nursing staff (49%.increase from the baseline figures) 
2. the level of respite care available (35% increase) 
3. information given to clients about their illness (22% increase) 
4. the flexibility of the care package (15% increase) 
5. the level of home help (2% increase) 





• Alteration in health status- 64% of those clients audited in East Clare felt their health 
had deteriorated over the period as opposed to only 40% of the clients in North Clare, 
and only 21 % in East Clare felt an improvement in their health. Interestingly, however, 
there was twice the level of hospital admission in North Clare than in East Clare, plus half 
of the clients in North Clare receiving regular respite care as opposed to only 14% of 
East Clare clients. 

In relation to documented evidence of clients' condition improving or deteriorating, the 
second audit of East Clare case files, after the introduction of multidisciplinary team 
meetings, showed clear indications of clients' condition having improved. In none of the 
case files examined was there evidence of deterioration in the clients' condition. 

• Effect on quality of life- Statistically, over a third of clients in East Clare stated a 
professed improvement in their quality of life, whilst no-one in the North Clare area felt 
such progress. 

• Reduction in admissions to hospital/institutions- There was twice the level of hospital 
admission in North Clare than in East Clare (60%:28% of the respective sample 
populations). There was a noticeable increase in day care admissions within the East 
Clare area (52% higher than in North Clare in the client files audited for costs of care 
inputs), however the cost per client file audited in relation to hospital and respite care was 
4 times the level in North Clare than in the project pilot area. 

• Effective and efficient use of resources- An audit of the case files showed that 
care/case management is much more efficient than the traditional form of caring for 
elderly with complex needs. 
The increase of human and physical resources in a co-ordinated way to facilitate home 
care for the clients in East Clare was almost half the cost of the North Clare equivalent 
client files audited (an average of €5278.64 per client audited in East Clare as opposed 
to an average of €9717.74 per client audited in North Clare) 
In relation to objective setting, and the achievement of these objectives, with individual 
clients, there was a much higher level of specific objectives set in East Clare than in 
North Clare (85 to 24 respectively). Furthermore, the success rate in achievement of 
these objectives was significantly higher in East Clare- 48% of total objectives achieved 
rising to 74% after the introduction of the Education Seminars and the multi-disciplinary 
team meetings, as opposed to a success rate of 20% in the North Clare area. 

In summary the Care and Case Management approach has numerous and significant 
benefits: 

1. In the social and health status of clients through self perceived improvement in 
quality of life. 

2. In the benefits to family by the support and assistance given to the carers' role, 
and decreased time required in caring responsibilities. 

3. In the effective integration of Health Board services through a cohesive multi
disciplinary and client-focussed approach. 

4. In the financial benefits to both client and MWHB in enablement of care within the 
home as opposed to hospital/respite care admissions. 

RECOMMENDATIONS 

As a result of this evaluation, the recommendations proposed for consideration by MWHB and 
for Health and Social Service delivery to elderly clients with complex needs in the community 
are summarised under various headings:-



• Care and Case Management Practice- Clear policy guidelines on Care and Case 
Management Practice are needed in order to ensure that all staff and referring agents are 
familiar with care management protocol. 

• Resources- There is a clear need for a review of community resources which must 
include Human Resources, Accommodation including the development of a 'one-stop
shop' facility, and Financial Devolvement of the Care Management Team Budget in order 
to allow control, creativity and flexibility in care planning. 

• Management- Clear management structures and responsibilities need to be established 
in order to ensure the effective development and delivery of community care services. 

• Training and Development- A comprehensive training programme for staff is 
recommended to ensure the skills needed in care/case management are acquired. 

• Additional Recommendations- As this project is unique, comprehensive and 
innovative, there is a need for strong leadership, education and support from the board in 
order to allow further developments and prevent the loss of momentum. 
If care and case management is to succeed as a development model for the delivery of 
community services it needs to be carefully planned, closely monitored and regularly 
evaluated. By adopting this strategy the model will be more likely to be successful and, 
in the long term, sustainable. 

Yours sincerely, 

/" 
.,'c:----S L:..) 

James Conway/ 
Assistant Chief Executive Officer. 
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Dear Member, 

Report of The General Medical Services (Payments) Board 
For The Year Ended 31 st December 2002 

The annual Report of the GMS (Payments) Board for 2002 presents financial and 
statistical information on the cost and uptake of services which are provided 
under agreements with Health Boards and which were paid for by the GMS 
(Payments) Board in 2002. The report contains details of payments made 

. to General Practitioners, Dentists and Optometrists/Ophthalmologists for services 
provided to GMS eligible persons under the GMS scheme, the Dental Treatment 
Services Scheme and the Community Ophthalmic Services Scheme. The 
various schemes are a critical part of Primary Care services but the expenditure 
is primarily demand led. The total expenditure for these schemes in the 
Mid-West for 2002 was €52m and is expected to increase to €62m In 2003. 

General Information 

The Annual Report shows that total payments made by the GMS (Payments) Board in 2002 
exceeded €1,270.88m, an increase of 23.8% on payments of €1,026 million made in the year 
2001. The increased level of payments reflects an increasing ageing population and a resulting 
growth in the number of people eligible to claim under the various State funded schemes, and 
an overall increase in the number of claims processed. Increased fees for Doctors, 
Pharmacists, Dentists and Optometrists/Ophthalmologists also contributed to the increase. 

The 2002 Annual Report noted that more than 2.58 million people were registered as eligible for 
benefit under the General Medical Services (Medical Card), Drugs Payment, Long Term Illness, 
Dental Treatment and Health Board Community Ophthalmic Services Schemes. This compares 
with 2.44 million people eligible in 2001. More than 43 million prescription items were 
processed in 2002, an increase of more than 4 million items over the previous year. The 
implementation of the granting of medical cards to all persons aged 70 years and over also 
contributed to the growth in payments. 

Work continued in 2002 on the creation of a computerised National Client Eligibility Index. The 
Index will feature health services eligibility data for the entire population. It will use the Personal 
Public Services (PPS) number to identify each member of the community. The idea behind the 



Index is to ensure that the process associated with registering patients is minimized and that 
those making claims for community based health services are eligible to do so. It will also 
ensure that data entered into the system is accurate and legible. In time, it is envisaged that 
the index will support a number of other healthcare functions such as the national Breast 
Cancer and Cervical Cancer Screening Programmes. 

The following payments were made: 

• Fees and Allowance paid to Doctors totalled €282.07m (€211.84m in 2001) 
• Payments to Pharmacists totalled €817.55m (€674.80m in 2001) 
• Payments to Dentists under the DTSS totalled €45.72m (€41.61 min 2001) 
• Payments to Optometrists/Ophthalmologists under the HBCOS totalled €13.94m 

(€9.81 m in 2001) 

General Medical Scheme 

Under this scheme, Doctors who hold contracts with their local Health Board provide family G.P. 
services for Medical Card holders and their dependents. Drugs medicines and appliances 
supplied under the scheme are provided through retail pharmacies or by the General 
Practitioner in certain circumstances. 

Your attention is drawn to the following details of the report relating to the Mid Westem Health 
Board area with some national comparisons provided. 

Number of eligible persons covered bv Medical Cards 
(Table 9 of GMS Report refers) 

In the Mid Western area, 29.15 % of the population were Medical Card Holders at 31 st 

December 2002 compared to 29.84% nationally. 

In the Board area, the number of persons covered by Medical Cards decreased by 3.75% from 
102,953 at 31 st December 2001 to 99,095 at 31 st December 2002. 

The number of people covered by Medical Cards in the State at 31 st December 2001 was 
1,199,454 while a comparable number at 31 st December 2002 was 1,168,745, a decrease of 
2.56%. 

Number of Doctors, Pharmacists, Dentists and Optometrists in the GMS Scheme (Table 2 of 
GMS report refers). 

There were 173 doctors participating in the Scheme in 2001 and 197 doctors in 2002 in this 
Boards catchment area. 

The number of participating Pharmacists in the Board's area increased from 120 in 2001 to 129 
in 2002. 
The number of partiCipating Dentists in this Board's catchment area increased from 90 in 2001 
to 96 in 2002. 

The.number of participating of Community Optometrists in this Board's catchment area 
increased from 33 in 2001 to 37 in 2002. 
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Payment per eligible person 
(Table 7 of GMS Report refers) 

The overall cost per eligible patient in this Board's catchment area rose from €169.77 in 2001 to 
€220.21 in 2002, an increase of 20.7%. 

The average cost for all Health Boards was €169.46 in 2001 riSing to €221.15 in 2002, an 
increase of 30.5%. 

No. of Prescriptions and Medicines 
(Table 16 of GMS Report refers) 

At national level, the total number of prescription forms increased from 10,453,500 in 2001 to 
11,551,122 in 2002 (+10.5%) and the total number of prescribed items dispensed rose from 
25,521,097 in 2001 to 29,499,699 in 2002 (+15.59%). 

In this Board's catchment area, the figures were 
(i) Number of Prescription Forms 

2001 2002 % Change 
952,138 1,045,363 +9.79% 

(ii) Number of Prescription Items 

2001 2002 % Change 
2,368,825 2,719,803 +14.82% 

• The average cost per item in 2001 was €16.19 and this increased to €17.79 in 2002 
(+9.88%) for the Mid-Western Health Board. 

• The ingredient cost per item in this Health Board area (i.e. cost exclusive of Pharmacist· 
fee) was €12.59 in 2001 and this increased to €13.99 in 2002 (+11.12%) 

• The average cost per prescription form in 2001 was €40.28 which increased to €46.29 in 
2002 (+14.92%) 

Medicines Cost by Age Groups 
(Table 15 of G.M.S. report refers) 

The average cost of medicines per patient for the Mid Western Health Board catchment area in 
2002 was €481.50. The cost of medicines for the age group 65 years and over was €754.94. 
The comparable average cost of medicines for the state were €457.93 and €784.43 
respectively. 



Payments in respect of Mid Westem Health Board were as follows: 
(Tables 4, 5 and 11 of G.M.S. Report refers) 

2001 2002 % Change 

Doctors €17,703,353 €23,194,052 +31.02% 

Prescriptions €38,348,055 €48,387,240 +26.18% 

Stock Orders €785,190 €947,957 +20.73% 

Total €56,836,598 €72,529,249 +27.61% 

Dental Treatment Service Scheme 
(Tables 2, 6 and 26 of GMS report refers) 

Under the Dental Treatment Scheme (D.T.S.S.) introduced in November 1994, GMS eligible 
adults have access to a range of treatments and clinical procedures comprised of routine 
treatments and full upper and lower dentures. Routine treatments are now available for all 
eligible persons. Dentists may also prescribe a range of medicines to eligible persons. 

There were 90 Dentists participating in the scheme in this Board in 2001 and this increased to 
96 in 2002. Payments made to dentists in 2002 amounted to €3,882,221 representing 84,650 
treatments. Payments in respect of the state in 2002 were €45,672,441 representing 1,002,783 
treatments by 1,349 Dentists (1315 in 2001). 

Drugs Payment Scheme (O.P.S.) 
(Table 23 of GMS report refers) 

Under the Drugs Payment Scheme introduced on 1s1 July 1999, persons who are ordinarily 
resident in the state and do not have a current Medical Card can benefit. An individual or family 
had to pay no more than €53.33 which increased to €65 from 1 sl August 2002, in a calendar 
month during the year for approved drugs, medicines and appliances for themselves or their 
families. In order to benefit under this scheme a person must register themselves and their 
dependants with their local Health Board. 

As at 31 s1 December 2002 there were 127,749 persons covered in the Boards catchment area 
and there were 1,319,395 persons covered within the state. For the year 2002, this Board paid, 
€25,639,073 as against €287,489,276 for the state. The net average cost per claimant in this 
Board catchment area was €922.23 compared to €935.73 for the state. 

Community Ophthalmic Services Scheme (HBCOSS) 
(Table 27 of GMS report refers 

The Health Board Community I Ophthalmic Services Scheme was launched on 1s1 July 1999 to 
provide Optometry I Ophthalmic services to adult Medical Cardholders and their dependants 
not entitled to benefit under the DSCFA benefit treatment scheme. Under the HBCOSS eligible 
persons have access to, free of charge, eye examinations and necessary spectacles I 
appliances. Payments in respect of spectacles provided under the children's scheme are also 
made on behalf of this Health Board. 



For the year 2002, payments made in respect of this Board amounted to €1,313,686 as against 
€13,940,155 for the state. The number of treatments provided in this Health Board amounted 
to 37,761 as against 397,578 for the state. 

Methadone Treatment Scheme 

Methadone is prescribed and dispensed by Doctors and Pharmacists for approved clients under 
the Methadone treatment scheme - capitation fees under this scheme to participating Doctors 
and Community Pharmacists and claims by Pharmacies for the ingredient cost of the 
Methadone dispensed and the associated dispensing fees are processed and paid by the 
Payments Board. For the year 2002, payments made in respect of the State amounted to 
€5,326,470 covering 131,304 claim items. Payments made by this Board in 2002 amounted to 
€70,486.24. 

Health (Amendment) Act 1996 

The Health (Amendment) Act 1996 was brought into force in September 1996 under which 
certain Health Services are made available without charge to persons who have contracted 
Hepatitis C directly or indirectly from the use of Human Immunoglobulin I Anti D or the receipt 
within the state of another blood product or blood transfusion. General Practitioner services, 
Pharmaceutical services and Dental services and Ophthalmic services provided under the Act 
are paid for by the Board. For the year 2002, payments made in respect of the State, 
amounted to €1,017,727 covering 16,541 claim items. 

National Primary Childhood Immunisation Scheme 

A National Primary Childhood Immunisation Scheme was launched in December 1995 to 
provide for immunisation of the total child population with the aim of eliminating, as far as· 
possible, such conditions as Diphtheria, Polio, Measles, Mumps and Rubella and more recently 
Meningococcal C Meningitis. The GMS (Payments) Board involvement is to support the receipt 
of immunisation payment details from each of the participating Health Boards and to calculate 
and make payments to General Practitioners. 

Immunisations for certain GMS eligible persons, 

Agreement was reached during the year 2000 between the Department of Health and Children 
and the Irish Medical Organisation of fee rates to be applied to certain immunisations for GMS 
eligible persons. The immunisations encompassed by the agreement are Pneumococcal I 
Influenza and the combined Pheumococcal/influenza and HepatitiS B. The Board facilitated 
claiming for any of these immunisations by extending the range of codes for 'Special Items of 
Service'. 

For the year 2002, costs of claims in respect of this Board amounted to €768,322 as against 
€9,007,751 for the State. The number of claims for this Board amounted to 24,862 as against 
287,669 for the State. 

European Economic Area (EEA) 

Residents from one of the other states of the European Economic Area with established 
eligibility, who require emergency general practitioner services while on a temporary visit to the 
State are entitled to receive from a General Practitioner a GMS prescription form for necessary 
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medication and to have such medication dispensed in a Pharmacy that has entered into an 
agreement with a Health Board within the state. Students, posted workers and their 
dependants are entitled to full services on presentation of a valid fonn E128. EEA claims paid 
by the Board in 2002 amounted to €146,587 as against €1 ,543,545 for the State. 

Long Tenn Illness Scheme (LTI) 

On approval by Health Boards, persons who suffer from one or more of a schedule of illnesses 
are entitled to obtain, without charge, irrespective of income, necessary drugsl medicines and I 
or appliances under the L TI Scheme. All L TI claims are processed by the Board. The top 100 
most commonly prescribed products in the order of their prescribed frequency are listed on 
Pages 49 to 51 of the report. 

For the year 2002, total payments to pharmacies in this Board amounted to €4,566,647 and the 
cost per eligible person was €726,30. The number of eligible persons in the State in December 
was 92,745 and the average number of claimants was 31,422 at a total cost of €61 ,635,841. 

High Tech Drugs (HTD) 

Arrangements are in place for the supply and dispensing of High Tech Medicines through the 
Community Phannacists. Such medicines are usually only prescribed or initiated in Hospital 
and will include items such as anti rejection drugs for transplant patients or medicines used in 
conjunction with chemotherapy or growth hormones. The medicines are purchased by the 
Health Boards and supplied through Community Pharmacists for which Pharmacists are paid a 
patient care fee, the cost of the medicines and patient care fees are paid by the Board. 

The total cost of patient care fees in the State amounted to €4,323,703. 

Yours sincerely 

~'f 5 h/ooJ.,., . 
/1 S. Woods 

AlRegional Manager. 
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Briefing Notes for the Report of the Chief Executive Officer 

Inis Gile 

A number of key issues preventing the opening of this facility were further discussed with 
local and national representatives of nursing staff organisations at meetings on 21 51 

August, 2003 and the 5th September, 2003. 

Following the meeting of 5th September, 2003 an agreement was reached which addressed 
the key issues involved and both nursing organisations undertook to hold an early ballot 
of their members and agreed to recommend acceptance of the boards package to their 
members. 

The Board has now been advised that the settlement package was not accepted by the 
members ofSIPTU and the PNA. 

Management are extremely disappointed at this latest major setback to its longstanding 
attempt to relocate 38 elderly patients from SI. Josephs hospital, particularly in view of 
the exceptional package that was on offer from the Board. 

This Board has sought clarification on both unions' current position in light of their 
recommendation to their members .. 



Name 
Ms. Jean Daly 
Ms. Marina R~an 
Ms. Kathleen Stafford 
Mr. Mark Fleming 
Ms. Connie McLoughlan 
Ms. Marie Haven 

Ms. Marie McNamara 
Ms. Naomi Sheehy 

Mr. John Glasheen 

Name 
Ms. Moya O'Reilly 
Mr. Patrick Ryan 
Mr. Denis Carroll 

Name 
Ms. Wendy Kavanagh 
Ms. Angela Ryan 
Ms. Eileen O'Brien 
Ms. Perpetua Downes 

Name 
Mr. Michael Moloney 

Ms. Anne Gleeson 

Board Meeting 10th October 2003 

RECENT RESIGNATIONS 

Grade Location 
Clerical Officer Child Psychiatric Services 
Attendant Hospital of the Assumption 
AlCommunity Welfare Officer Limerick Community Care 
Ambulance Support Assistant Ambulance Control Centre 
Medical Scientist Nenagh General Hospital 
Chef Hospital of the Assumption, 

Thurles 
Public Health Nurse Clare Community Care Area 
Clerical Officer St. Joseph's Hospital, 

Limerick. 
Emergency Medical Technician Ambulance Control Centre 

RECENT DEATHS 

Grade Location 
Staff Nurse St. Joseph's Hospital, Ennis 
Charge Nurse St. Joseph's Hospital, Limerick 
Boilerman Hospital of the Assumption, 

Thurles 

RECENT STAFF BEREAVEMENTS 

Grade Location Death of 
Staff Nurse Ward 3A Soil 
Staff Nurse Cath Lab Son 
Staff Nurse Surgical Day Ward Mother 
Staff Nurse Surgical Day Ward Brother 

RECENT RETIREMENT 

Grade Location 
Consultant Orthopaedic Regional Orthopaedic Hospital, 
Surgeon Croom 
Senior Staff Nurse St. Camillus Hospital 
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Item No 3 on Agenda 

Report for Meeting of the Board to be held on Friday, 10th October, 2003 

Briefing Notes for the Report ofthe Chief Executive Officer 

In is Gile 

A briefing note will be circulated at the meeting on the lOth October, 2003: 

1 
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ENT Services to commence at Nenagh General Hospital 

ENT Day Surgery Services will commence at Nenagh General Hospital during November 2003. 

An ENT Surgeon from the Mid-Western Regional Hospital will provide the surgical sessions. This 
development will have a considerable impact on waiting lists in Tipperary N.R. and is in line with the 
Board's Acute Services Strategy of devolving day-case services, which can be provided safely and to a 
high quali ty at local level. . 

The surgical sessions will complement existing out-patient arrangements. 

This development for the health services in Tipperary N.R. is the result of investment by the Board in 
new equipment at the hospital amounting to approximately £275,000. 

Additional investment will be made in the theatre areas this year with a view to providing similar services 
in other specialties. 
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A&E Services in Ennis & Nenagh General Hospitals 

INTRODUCTION 

In July2001, the Irish Medical Council ruled that all temporary registered NCHDs had to be in approved 
training posts. A&E posts in Ennis & Nenagh General Hospitals could not be approved for training as 
each hospital did not have an A&E consultant. 

THE IRISH MEDICAL COUNCIL 

In 2002 the Irish Medical Council introduced an A&E Interim Criteria which was directed at A&E 
Departments that did not have A&E consultants. Both Ennis & Nenagh have adhered to this criteria since 
January 2002 which has enabled both hospitals to register & employ NCHDs. 

In June 2003, the IMC informed all Health agencies that they were now revoking this criteria as in their 
opinion other criteria had been established by the relevant postgraduate training bodies that should be 
adhered to. Thus, Ennis & Nenagh hospitals must adhere to other criteria as set out below for January 
2004. 

RCSI GUIDELINES RE A&E TRAINING & CONSULTANT POSTS 
. , 

In 2002, the Royal College of Surgeons in Ireland issued documentation that stipulated that an A&E 
department which wanted to attain training status should have an A&E consultant who would provide 8 
sessions to that hospital. This guideline would require both Ennis & Nenagh to have an A&E consultant 
based at each ·site. This is at variance with staffing levels proposed in the Comhairle na nOspideal Report 
on A&E Consultant posts. ' 

3 
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COMHAIRLE na Nospideal & A&E CONSULTANT POSTS 

The 2002 report of the Committee on A&E Services recommends that there should be three A&E 
consultants in the Mid-Western Health Board, with each post to be based at the Mid-Western Regional 
Hospital & that this complement should increase to five in the longer term. 

TRAUMA MANAGEMENT IN THE MID-WESTERN HEALTH BOARD 

A multidisciplinary Trauma Management Group was established in 2002 which produced a 'Trauma 
Management System Protocol 'for Nenagh General Hospital. 
This protocol was designed to transfer all major trauma from Nenagh to the Mid-Western Regional 
Hospital, but encountered difficulties in the implementation phase in relation to resources & training in 
the ambulance service. . 

In light of the above difficulties, a subgroup of the trauma management group went on a site visit to 
Hexham General Hospital in the UK, a site which has experienced similar difficulties to Ennis & Nenagh. 
Based on the' above visit, an outline proposal for the development of A&E services in Ennis & Nenagh 
was produced. 

Following consideration of all the issues & a site visit to the UK. a submission has now issued to the 
Department of Health & Children as follows: 

• The pilot project in the South-Eastern Health Board of appointing fully trained doctors to A&E 
Departments to be implemented at Ennis & Nenagh Hospitals. 

• The ambulance service to be available to transfer patients on request to more appropriate centres. 
• Direct telephone links with senior NCHDs in the A&E Department in the Mid-Western Regional 

Hospital. 
• Consultant Anaesthetists to continue as administrative heads until the initial three posts are filled 

permanently. 
o The unit would operate independently with a clear chain of responsibility in the transfer & 

discharge of patients. 
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NATIONAL STANDARDS FOR FOSTER CARE 2003 

Dear Member, 

, Overview 
Foster care in Ireland has changed significantly in the past 20 years. An increasing 
proportion of children in care are now being placed in foster care compared to 
residential care. The Mid-Western Health Board had 378 children in foster care and 
25 in residential care at the end of 2002. There is also a very significant increase 

. both nationally and regionally in the proportion of foster children now being placed 
with relatives. In the period 1996 to 2002 within the Mid-West region the figure has 
increased from 39 to 111. Studies throughout Ireland have noted a relatively high 
proportion of children in long term foster care by international standards. 
Developments such as these have indicated the need to review the operation of 
foster care provision throughout Ireland. 

Background . 
The Working Group's Report of the Working Group on Foster Care, Foster Care - a 
Child Centred Partnership, 2001, highlighted concerns regarding the quality of foster 
care services provided in: Ireland and recommended the development of National 
Standards on Practice and Procedure in Foster Care. Following its publication, a 
Committee was established to develop these National Standards. 

The Committee comprised of representatives of the Dept. of Health & Children, the 
Social Services Inspectorate, Irish Foster Care Association, professionals involved in 
the· provision of foster care, and young persons in foster care. The National 
Standards were launched in April 2003 and set out 25 standards in relation to 
Practice and Procedure. 



Purpose of the National Standards for Foster Care. 

The purpose of these Standards is to: 

• Support and promote the development of a quality agenda 

• Facilitate the standardisation of approach across, and within, Health Boards. 

• Act as the benchmark against which Inspectors will form judgements about 
the quality of Foster Care services. 

• Provide useful and constructive guidelines for Health Boards and Foster 
Carers alike, 

• Act as a basis for those in foster care and their families to judge the quality of 
the services they are receiving. 

The Standards 

The National Standards are divided into 3 sections. 

(a) 13 Standards on children and young people in foster care. 

This section focuses on treating children in foster care and their families with respect 
and dignity. This section also sets outs the standards for ensuring that statutory 
duties and responsibilities, such as assessment of the child's needs, care planning 
and r.eviewing are carried out in accordance with the Child Care (Placement of 
Children in Foster Care) Regulations and The Child Care (Placement of Children 
with Relatives) Regulations 1995. 
Other sections deal with ensuring the health; education and safe care needs of the 
child are adequately addressed. 

(b) 4 Standards on foster carers 

This section focuses on the requirements for ensuring that proper and timely 
systems are in place for assessing both relative and non-relative carers as well as 
the provision of support, training, supervision and reviewing of foster carers. 

(c) 8 Standards on policies and practices of Health Boards 

This section focuses on the need to develop policies ·and management systems for 
the proper administration of foster care services. Other standards in this section 
deal with placing children with private agencies and the development of complaint 
systems. 



The Standards also include a Guidance Section, which sets out the grounds on 
which foster carers can consent to urgent medical treatment for foster children. 

Implementation of National Standards. 

The Social Services Inspectorate is currently recruiting an Inspector for Foster care. 
In the first year it is expected that any Inspections will focus on Boards 
implementation of statutory duties to children in foster care (i.e. care plans, child in 
care reviews). The Inspectorate would over time develop a more in depth qualitative 
role. 

The Mid Western Health Board has been internally auditing Foster care Services 
since 2002 and there is a training programme planned for staff and foster carers on 
the National Standards. 

Yours sincerely 



• 
: ·-Acute Hospital Services Tel: (061) 483277 

Fax: (061) 483211 ,31/33 Catherine Street 
Umerick 

. ----' 

To: Cathaoirleach & Each Member 
Mid-Western Health Board 

MID-WESTERN 
HEALTH BOARD 

Date: 30th September 2003 

Report No: ~/03 
Item NQ50n Agenda 

Report for Meeting of the Board to be held on Friday 10th October 2003 

I ORTHODONTIC SERVICES 

II 

Dear Member, 

I set out below a recent report on Orthodontic Services prepared by the Acute Hospital Services 
Department. 

Introduction , 
The Mid Western Health Board was the first board to appoint a Consultant Orthodontist in 1985 
in line with national policy at that time. This was accompanied by the appointment of three 
Dental Surgeons and a training iriitiative to enable all Dental Surgeons in the region to 
undertake minor cases & work under supervision. 

A successful training scheme was organised in 1987 through the Special Advisory Committee 
(S,A.c) of ttie 4 Royal Colleges of Surgeons in the U.K. Thus, accreditation was provided for 
training under the supervision of a Consultant Orthodontist and a number cif orthodontists 
successfully qualified in this manner. 

This training programme continued until 1999 when issues arose in relation to the case load of 
trainees. Training was suspended and as a result trainees left the service. 

Background 
A National Review of Orthodontics was published in 1998 (Moran Report). The key 
recommendations included standardisation of practices, organisation structures and referral 
procedures, new grades, the role of the dental schools, continuing education and the use of 
information systems. 

The Joint Oireachtas Committee on Health & Children reviewed the orthodontic service in 2001 
and issued a detailed report. A copy of the Board's submission and the Recommendations of 
the Joint Oireachtas Committee are attached. 

The Chief Executive Officers established a Review Group under the auspices of HeBE to review 
and update the earlier Moran Report and the Report of the Joint Oireachtas Committee. 



This review recommended: 

• The internationally recognised Index of Treatment Need as the basis for prioritising 
orthodontic patients for assessment and treatment 

• The introduction of relevant and integrated information, treatment planning and telemedicine 
systems at each regional orthodontic unit 

• The use of Peer Assessment Review to evaluate the quality of orthodontic services 

Services in the Mid-West Region 
The Regional Orthodontic unit is based at st. Camillus Hospital where there are five surgeries 
dedicated almost exclusively to orthodontics. Services are provided on a part-time basis in 
Nenagh, Thurlus, Roxtown, Bruff, Ennis, & Kilrush. Staff includes 4.7 Il].edical orthodontic staff, 
1 consultant Orthodontist. 6.8 Dental Nurses & 2 clerical staff. 

Currently the system treats and assesses over 2,000 patients per annum. Figures from June 
2003 indicate that there are 2,181 patients are waiting assessment and 673 patients awaiting. 
treatment. This compares with 1993 where 1,280 patients were awaiting assessment and no 
patients were awaiting treatment. 

The average waiting times for assessment and treatment are between two to three years. 

Key Issues 
• Current staffing levels are not sufficient to meet the demands 
• Arrangements with private practitioners is extremely costly 
• There is a recruitment difficulty in attracting qualified orthodontists to work in the public 

service 
• The revised training scheme is underway. There is a limit to the amount of clinical 

caseload that new SpR's undertake and the likelihood of these trainees staying in the 
public sector is remote considering the financial remuneration ·available in the private 
sector. 

Conclusions 
The Moran Report and the Report of the Joint Oireachtas Committee on Health & Children 
provide a framework for the future development of a comprehensive orthodontic service. 

Key long-term issues include the appointment of appropriately qualified personnel to 
Chairs/Professorships in the Dental Schools, the implementation of a training programme that 
takes account of academic and practical requirements and a system for staff retention in the 
public service. 

The preparation of a comprehensive multi-annual action plan based on the above reports 
should be prepared as a matter of urgency. 

Signed: 

Jo nO' Brien 
As istant CEO 



HOUSES OF THE OIREACHTAS 

JOINT COMMITTEE 

ON 

HEALTH AND. CHILDREN 

REpORT 

ON 

THE ORTHODONTIC SERVICE 

IN IRELAND 

FEBRUARY 2002 



Summary of Recommendations 

The Joint Committee recommends that: 

Relationships 
I. In the continued abscnce of agreement from all Regional Consultants, the areas of 

dispute should be referred to an expert panel. This panel should consist of an 
expert nominated by the three consultant 011hodontists in question. an cxpert 
nominated by the other parties in the dispute. and an independent Chainllan to be 
agreed by the two other nominees. The findings of this panel should be binding on 
all pal1ies. 

[Chapter 8.12] 

Orthodontic Service StJ'ategy 
2. An Orthodontic Action Plan should be prepared within the next six months by the 

Department of Health and Children in which the critical success t:1ctors. 
perfollllance indicators including target timefi'ames tor access to the service and 
possible cOlTective actions are clearly spelled out. 

[Chapter 3. 7(il] 

3. The proposed legislation for an independent Health lnfonllation and Quality 
Authority provides that the relevant Houses of the Oireachtas Committee may 

. request it to review matters it considers appropriate, in a similar manner to the 
Public Accounts Committee's access to the Controller and Auditor General. 

4. 

[Chapter 3.7(iiil] 

Guidelines for prioritising Service 
A mechanism is put in place to ensure that guidelines for pnontlslllg the 
orthodontic service are not amended before they have been considered by an 
appropriate Committee of the Houses of the Oireachtas and that an agreed copy is 
laid before the Houses of the Oireachtas. 

[Chapter 4.8(il] 

5. A reduction in the 1985 guidelines, if considered appropriate, should apply only 
to the next group of 12 year olds to be assessed and not to children on the existing 
waiting list for assessment or treatment. 

[Chapter 4.8(iil] 

Training 
6. The primary Dental Degree course in Dublin and Cork be upgraded / amended to 

cover primary level orthodontics. 
[Chapter 5.12(il] 

7. Dublin Dental Hospital and School receive State funding to upgrade their 
facilities for orthodontic postgraduate training with a view to catering for up to 18 
trainees. 
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[Chapter 5.12(iil] 

8. All specialist training. places in Dublin and Cork be funded by the State and 
attached to health authorities until health authorities have a minimum of 50 
specialists. 

[Chapter 5.12(iiil] 

9. A second Consultant Otthodontist be appoillted to each Health Board to speed lip 
assessments and facilitate training of Dentists and trainee specialists. 

[Chapter 5.12(iv)] 

10. The minimum number of trainee specialists in training be increased to 24 by 2004 
at latest, with not less than 6 of these being trained in Cork 

[Chapter S.ll(v)] 

II. Flexibility be shown to Dentists with considerable experience in Orthodontics so 
that they can avail of specialist training. 

12. 

[Chapter 5.12(vi)] 

Health authorities encourage and with the Department facilitate dentists to apply f 
or specialised courses in the U.K. and N.!. 

[Chapter 5.12(viil] 

13. That Health Boards be facilitated in developing links with U.K. and N.lreland 
Dental Colleges to train specialists in view of the inadequate training facilities 
available at present. 

[Chapter 5.12(viiil] 

14. Section 34 of the Dentists Act, 1985, which sets out the duties of the Dental 
Council in relation to education and training, be amended to require the Council 
to ensure that the number of people in training is adequate to meet public dental 
needs. 

[Chapter 5.12(ixl] 

Manpower levels 
15. Specialist manpower levels should be based on the 1985 guidelines and on a 

caseload of250 completed cases each year per Specialist Orthodontist. 
[Chapter 6.4] 

Recruitment 
16. TIle qualifications for the grade of Specialist Orthodontist be directed by the 

Minister as a maner of urgency. 
[Chapter 7.7(i)] 

17. The number of permanent whole·time posts of Specialist Orthodontist in each 
Health Authority be decided as a matter of urgency and that the position of 

, 
; 

l 



existing qualified Specialists and trainees be sorted so that the remaining posts in 
Health Boards are clearly identified. 

[Chapter 7.7(iil] 

18. Planning should now commence involving the appropriate recruitment body. the 
Departnient and the Health Authorities to: 

• identify and target the recruitment·of the 15 Irish postgraduate students 
mentioned in 7.S 

• identify countries and schools training prospective Specialists and 
identify appropriate times for focllsed targeting of personnel. 

• travel to interview applicailts for Specialist posts in their countly of 
residence. if neceSS31Y 

• [Chapter 7.7(iiil] 

19. The healih authorities prepare an attractive information pack for circulation to 

prospective Specialist applicants. 
[Chapler 7.7(ivl] 

20. Priority in the filling of permanent whole-time Specialist posts be given to health 
authorities with the greatest need e.g .• Southell1 and Eastern authorities. 

[Chapter 7.7(vl] 

21. A recruitment campaign for pellllanent whole-time Specialist posts focusing on 
Scandinavia. Northern Europe and the U.S.A. be undertaken as soon as possible 
in view of the perceived overproduction. of Specialists in these areas. 

[Chapter 7.7(vil] 

22. State funding be provided to train Consultant Orthodontists, to try to avoid a 
shortage at this level and to facilitate manpower planning. 

[Chapter n(viil] 

23. Consideration be given to the provision of free accommodation or an 
accommodation allowance, for the first two years, to qualified applicants from 
abroad. 

[Chapter 7.7(viiil] 

Delivery of Orthodontic Service 
24. Each Health Board initiate a review of its awaiting assessment .lists immediately. 

[Chapter 8.4] 

25. An Automated Appointment system be considered for use by each Health Board .. 
[Chapter !LS] 

26. A Grant-in-Aid option be provided for persons over 16 years on the treatment 
waiting lists either by amending legislation or through the Social Welfare system. 
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[Chapter S.6] 

27. Arrangements with the Dental Schools be negotiated to treat the maximum 
number of public service patients at the minimum fee. 

28. 

29. 

30. 

[Chapter S.7] 

Video conferencing links with Cork, Galway and other appropriate Onhodontic 
Units be the subject of public funding to facilitate more efficient training. 

[Chapter 8.8] 

The Joint Committee consider that the Chief Dental Officer of the Depanment 
should be at least of equal status with Consultant Orthodontists. 

[Chapter 8.9] 

PlarUling for the orderly provision of oral surgery in the Health Boards commence 
immediately. 

[Chapter S.I 0] 

31. An accurate system of outcome measurement and audit is put in place as a matter 
of urgency to verify completed cases, confiml quality and facilitate cost 
compansons. 

[Chapter 8.11] 
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MID WESTERN HEALTH BOARD 

SUBMISSION TO THE JOINT COMMITTEE ON HEALTH AND CHILDREN 

Orthodontics 

Background 

1. The Mid Western Health Board was the first board to appoint a Consultant Orthodontist 
in 1985 in line with national policy at that time. This was accompanied by the 
appointment of three Dental Surgeons and a training initiative to enable all Dental 
Surgeons in the region to undertake minor cases not requiring specialist input. 

2. The Special Advisory Committee (SAC) of the.4 Royal Colleges of Surgeons in the U.K. 
formally approved a postgraduate Training Programme in 1987 for Dental Surgeons 

. wishin·g to specialise in Orthodontics. This Training Programme was fully accredited by 
the SAC. . 

3. The Training Programme ceased suddenly in May 1999 when the Accrediting body i.e. 
SAC failed to undertake a routine accreditation visit to the Mid West region. 

Context 

1. There are increasing numbers on Waiting Lists for assessment .and treatment and 
increased waiting times (1993: number awaiting treatment = nil, number awaiting 
assessment 1,280; 2000: nUrnber awaiting treatment = 1,488, number awaiting 
assessment = 2,752). 

2. The capacity to respond is restricted due to; 
• Difficulty with availability of trained Orthodontists, 
• The cessation of training and the consequential availability of the trainee 

'resource' , 
• The cost of referring patients to the private sector, 
• The absence of transitional arrangements prior to the availability of the 'new' 

trainees in 2004. 

This is reflected in the activity statistics attached. 

3. Increasing risks to patient health and safety due to the lack of timely intervention. 

National Strategy 

The national review of Orthodontics published in 1998 (Moran Report) provides a basis for 
service provision in future. The key recommendations in this report are; 

1. Standardisation of severity indices, assessment and prioritisation protocols, costing 
models, and outcomes measurement 

2. Appropriate organisation structures and referral procedures 

3. The employment of Specialists in Orthodontics and other support staff 



4. The role of the Dental Schools in the training of Specialists and in service provision as 
part of training 

5. Post graduate and continuing education 

6. Representation on the Dental Council 

7. Information systems and technology 

Key Issues and actions 

Long term 

1. The appointment of appropriately qualified personnel to Chairs/Professorships in the 
Dental Schools in Dublin and Cork to implement training programmes. The contribution 
of other academic institutions external to this country should be explored. 

2. The implementation of a training programme that takes account of the academic and 
practical require'ments, both during training and post registration. 

3. A system of staff retention so that there is an incentive to continue working in the public 
sector. 

4. Meaningful representation from the Health Boards management on the Dental Council. 

. Short term 

5. A co-ordinated recruitment drive to attract Orthodontists to work in the public sector. This 
may require a campaign overseas. 

6. The reintroduction, on an interim basis of the training scheme that is in abeyance since 
1999. This scheme should be reviewed concurrent with point 1 above. There should not 
be a difficulty with obtaining accreditation nor should there be a difficulty in adjusting the 
balance between practice and academia if necessary. 

7. Continuation of public / private arrangements on a limited basis under the direction of the 
Consultant Orthodontist. 

8. Full implementation of the low-costlnon- cost elements of the 'Moran' Report. 

Conclusion 

The current situation of ever-increasing waiting lists and waiting times and the consequences 
for patient care is likely to continue unless a co-ordinated approach among all the key 
stakeholders is adopted. 

The 'Moran' Report provides an appropriate framework for the short and longer-term measures 
outlined above which represent a value for money approach in responding to patient needs and 
thus, avoiding exposure to risks. 
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