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Foreword

There has been significant growth in demand for
health services and health sector expenditure over
the last five years. This issue has been the subject
of significant public debate and comment. This
document is intended to provide some visibility
around the issues affecting cost growth in the health
sector. It specifically focuses on growth in service
levels and cost in the acute hospitals sector by
reviewing experience in the Dublin Academic
Teaching Hospitals. The purpose of the report is to
inform discussion and further the understanding of
patterns of cost growth within the acute hospital
sector in Ireland.

I would like to thank the Dublin Academic Teaching
Hospitals for their support and guidance during the
course of this project and also for nominating a
Chief Executive, Mr. Martin Cowley of the Mater

Misericordiae Hospital and a consultant, Dr. Conor
O’ Keane of the Mater Misericordiae Hospital to
work on the Steering Committee.

I would like to thank the team at Secta Consulting
Ltd: Ms Grainne Stafford and Mr Paul Wood for their
work in compiling this report. I also acknowledge
the support and the input of the Finance Directors
of the hospitals. Finally, I would like to acknowledge
the role played by staff of the ERHA including Ms
Maureen Cronin, Regional Management Accountant,
Mr Michael O’ Keeffe of the Finance Unit, and staff
from other Directorates of the ERHA.

Liam Woods
Financial Director, ERHA.
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EXECUTIVE SUMMARY

Resourcing & Activity of Dublin Academic Teaching Hospitals – 1998 to 2002 

Introduction

1. This report summarises the key findings and
conclusions of a project, commissioned by
Eastern Regional Health Authority to inform the
debate on expenditure patterns and future
funding of the five Dublin Academic Teaching
Hospitals (DATHs) - St James Hospital, St
Vincents University Hospital, Beaumont
Hospital, Mater Misericordiae Hospital and The
Adelaide and Meath Hospital incorporating The
National Children’s Hospital.

2. The objective of the study is to develop a
clearer view of the use of financial resources
over the past five years within the Teaching
Hospitals in the Eastern Region and to
understand the following:

■ The funding mechanism for DATH hospitals

■ Major factors contributing to expenditure
growth

■ Key trends in activity including additional
patients treated and improvements in patient
outcomes

Overall Summary

3. Population in the East grew by 100,000 in the
past 5 years and there is a shift to a middle-
age and older population who have greater
health needs.

4. Additional funding provided to the DATHs in
the 5 years under review has resulted in
significant additional treatments of patients.
Patients treated have increased from 174,030
in 1998 to 224,765 in 2002 – an increase of
50,735 cases or 29%, of which a substantial
number have been in the very high cost areas
of cancer care and haematology. 

Outpatient attendances have increased by
31% since 1999 – from 533,364 to 699,720.

The Department of Health and Children
Casemix Model shows that the acute hospitals
in the Eastern Region are consistently dealing
with significantly more complex cases, with
significantly more resource usage, than the
national average. This contributes to particular
cost growth.

5. Patient outcomes have also been improved by
developments in technology – for example
reduction in Coronary Artery Bypass Surgery
associated with the use of Drug Eluting Stents;
and improvements in patient survival rates
associated with the use of expensive more
comprehensive cancer treatments.

6. Significant activity increases in the 5 years are:

■ 147% increase in Haematology admissions

■ 116% increase in Cancer admissions

■ 77% increase in Gastro-enterology admissions

■ 60% increase in other Medical Specialty
admissions 

■ 24% increase in Cardiology admissions

■ 24% increase in Cardio-thoracic surgery

7. Significant funding was targeted by the
Government at the Cardiac Strategy in recent
years. Mortality rates for Ischaemic Heart
Disease have dropped by 39% in the Eastern
Region between 1990 and 1999.

8. The additional numbers being treated in the 
5 years under review has meant that:

■ Cardiology waiting lists decreased by 37% in
the period March 2001 to September 2003

■ Cardiothoracic surgery waiting lists decreased
by 32% in the same period

■ The number of Angioplasties carried out
increased by 73% 

9. Significant funding has also been targeted by
the Government at the Cancer Strategy and
this has contributed towards improvements in
patient outcomes and reductions in mortality
rates from cancer diseases. In the period 1990
to 1999 for persons under 65 there was a
14% decline in male death rates and 18%
decline in female death rates. 
(Figure 3.3 on page 25 shows details)
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Expenditure Growth

10. The results set out above have not been
delivered without substantial additional
investment in staffing and clinical
developments. The report will show that these
costs have increased considerably, but also
that there have been significant cost increases
in other areas such as insurance and minimum
wage.

11. DATHs gross expenditure increased by
€425.5m in the 5 years under review, or 85%
- equating to an average of 18.8% per annum.
The scale of growth reflects a similar picture in
many other Western countries where health
expenditure is increasing way ahead of other
service and non-service sectors.

12. The major elements of the €425.5m are as
follows:

■ Additional 3,000 staff – substantially medical –
costing €104.5m

■ Pay awards of €152.5m

■ Clinical supplies – €112.5m 

■ Facilities management including heating,
maintenance – €20.2m

■ Insurance, rates etc – €8m 

13. Some of the major pay awards which have
contributed significantly to cost growth in pay
are:

■ Partnership 2000 – from 1997 to 2000 with
increases up to 7.25%

■ 1999 Labour Court Recommendation –
Nurses Agreement 

■ 2000 Non Consultant Hospital Doctors
Agreement

■ Programme for Prosperity and Fairness – from
2000 to 2002 with increases up to 17%

■ Minimum Wage Legislation, affecting security,
cleaning, portering

■ Expert Group on Various Health Professionals

Growth in Expenditure 
on Clinical Supplies

14. As indicated earlier, there have been significant
numbers of additional patients treated in the 5
years under review, but also significant
technological developments in the areas of
cancer drugs; drug eluting stents, implantable
cardiac defibrillators; PET scanning etc. The
following is a summary of the level of growth
which has been experienced in the major
clinical areas:

15. A €112.5m (100%) increase in DATHs clinical
supplies expenditure can be attributed to a:

■ 281% growth in expenditure on blood. This is
the most significant cost increase in the period,
and is largely due to the use of highly
expensive blood products for the National
Haemophillia Programme operated at St
James’s Hospital, significant price increases in
blood because of new safety requirements
around transfusion, increased transplantation,
expanded and more aggressive cancer
treatments and an ageing population, as well
as the emergence of new diseases in Ireland.

■ 95% growth in expenditure on drugs and
medicines is largely due to the introduction of
new antibiotics, cancer treatment, rheumatoid
arthritis treatment and infection control for
MRSA and other resistant micro-organisms.

■ 53% growth in medical/surgical supplies
expenditure driven largely by the introduction
of new technologies.

■ 44% growth in X-ray/imaging expenditure due
to higher clinical activity, new methods and
clinical practice, increased day surgery and
ambulatory care. The period under review has
also seen the development of public MRI
services in the region.

■ 54% increase in laboratory expenditure.

16. The full report presents three case studies –
implantable defibrillators, drug eluting stents
and scanning technologies – which
demonstrate the impact new treatments 
can have on the DATHs non pay costs.

Resourcing & Activity of Dublin Academic Teaching Hospitals – 1998 to 2002 6
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17. It is very important to note that the allocation
of funding by the Department of Health and
Children is substantially ‘earmarked’ or
identified for specific developments or pay
awards. Growth in nonpay expenditure is
funded through inflation, however at typical
rates of 2-3% this funding does not keep pace
with current levels of medical and technology
inflation.

For example no specific funding is provided for
the introduction of many new drug therapies,
eg infliximab a new drug for arthritis; or new
developments such as PET scanning,
interventional radiology, IV drugs, drug eluting
stents. These are developments which are
substantially managed by hospitals within their
overall budget.

Funding Mechanism

18. The following issues were identified in the
existing funding mechanism for DATH
hospitals. They are considered vital to the
overall management of the hospitals:

■ Some additional elements of funding can be
allocated ‘in-year’ rather than at the beginning
of the year, are typically ‘earmarked’ rather
than flexible and can be ‘once-off’ in nature. 

■ This provides no real certainty in financial
terms and inhibits medium term financial
planning. More clarity about funding levels at
the start of the year would allow for better
resource management and clearer
accountability. 

■ While ‘earmarking’ of funds for particular
purposes may ensure the monies are used for
that purpose it fails to address the overall
requirement of each hospital to break even as
an organisation. The pressure to develop and
expand services can be at odds with achieving
a financial break even in the year. 

■ Discretionary monies provided are relatively
low and vary year by year. This reduces the
DATHs flexibility to utilise new monies for
technology, drugs and other pressures
associated with existing services. There is

insufficient focus in resourcing on the growth
in cost and often improvement in outcomes
within the existing workload of the hospitals.

■ As highlighted by the “Brennan” report, there 
is no real examination of a particular DATHs
funding baseline compared to the scale and
mix of clinical service outputs being delivered
in the hospitals.

■ There is limited specific funding for clinical
activity growth and changes in treatment
regimes.

■ Growth in activity and the introduction of new
high cost procedures account for a significant
element of the increased costs for the period
under review. There is a need to forecast in
advance the full cost and benefits associated
with technological developments in order to
improve overall financial management. 

This report is fully supportive of the efforts of
HeBE to introduce a technology assessment
process for the health sector.

Conclusions and Recommendations

19. The key conclusion from the study is that there
is a need to review and develop the funding
mechanism for acute hospitals to include the
following issues:

■ At minimum the system should be
funding on an ‘Existing-Level-of-Service’
basis with adequate provision for
inflation and exceptional service issues

The shift from ‘No-Policy-Change’ funding to
‘Existing-Level-of-Service’ funding and from
‘Existing-Level-of-Service’ funding to funding at
a specified level, has tended to increase
uncertainty and instability in funding
healthcare. It is recognised that this is a
reflection of the changing funding relationship
between the Department of Finance and the
Department of Health and Children. 

The ability to maintain existing service levels
has been further challenged by growing VFM
requirements and loss of supplementary
funding. Supplementary funding at a point in
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time covered additional costs associated with
the National Haemophilia Programme and
PRSI and Superannuation.

■ Financial and service information should
be linked through the development of
costing as a discipline in health care

This could facilitate the development of
incentives to promote productivity in acute
hospitals, and further involvement of Clinicians
in management.

■ Clarity should be provided as early as
possible in the year regarding total
funding for the year 

Rational financial planning and management 
n a system as dynamic as the health system
requires that the available resource levels to
hospitals are known as early as possible in 
the year and preferably prior to its
commencement. 

■ There is a need to develop processes to
better manage the implementation of
new treatments and technologies

The present funding mechanism does not
specifically fund activity growth or the
introduction of many new technologies that
are prevalent throughout the DATHs, and yet
the hospitals are expected to operate at the
‘cutting edge’ in relation to new technologies. 

■ There is a need to develop alternative
non-acute facilities 

The hospitals have been running at very high
occupancy levels in the period under review
and despite considerable investment by
Government, their capacity to deal with
emergency peaks in demand is limited.

There is a significant problem with delayed
discharge of elderly and young chronic sick
patients in the Eastern Region due to
insufficient alternative non-acute facilities for
patients who have completed their acute care
e.g rehabilitation, convalesence, supportive
therapies in the community, long-stay and
care-at-home packages. This has a detrimental
effect on the average length of stay.

Detailed Recommendations

■ Linking Financial and Service
Information: The Department of Health and
Children’s Casemix Model should be
developed as the core activity element of a
modified funding system that can establish the
cost of treatment. The proposed introduction
of the Australian casemix model in the Irish
context is a very significant step forward in this
process. 

A closer link should be developed between
activity and funding of the acute system. This
can be enabled through the type of project
currently under consideration by the DATHs,
Health Boards and the Department of Health
and Children relating to developing a
performance management framework
including costed activity information.

■ New Treatments and Technologies: A
process should be developed to manage the
impact of high cost new drug therapies and
new technology regimes. This process will
need to feed directly into the estimates
process of the Department of Health and
Children and the funding process for hospitals.
The Technology Assessment Process under the
auspices of HeBE is a way forward on this
issue, which will be developed further by the
establishment of HIQA.

■ Timing of Resource Allocation: The practice
of providing additional funding through the
year renders strong financial control more
difficult since hospitals anticipate additional
resource as the year progresses. Changing this
practice will require a change in the culture of
the health system and can only be undertaken
as an element of a larger reform of the
funding process. The ERHA recognises the
need at times for additional resource for very
particular purposes. 
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1 FIVE YEAR FUNDING PROFILE

Resourcing & Activity of Dublin Academic Teaching Hospitals – 1998 to 2002 

1.1 Introduction – Current
Funding System

1.1.1 The current system of funding the DATHs is
one of incremental allocations. The funding
allocation is also subject to adjustment in the
current year, arising from specific service
developments or budget adjustments. 

1.1.2 The hospitals’ financial allocations are a
consequence of an incrementally based
process that is a reflection of their historical
funding positions. The opening allocation
received by each hospital is a reflection of:

■ Historical funding position.

■ Net adjustments after taking into consideration
previous years once off monies.

■ Incremental allocation to cover inflation and
pay awards.

■ Earmarked funding for specific
services/development.

1.1.3 This starting position of each DATHs funding
is adjusted during the year on receipt of new
monies from the ERHA. These can be once
off or recurring. The examination of all the
hospitals’ allocations clearly indicates that the
current system is characterised by significant

in-year funding adjustments. This limits the
financial planning and flexibility of individual
DATHs in managing their budgets.

1.1.4 In addition, the magnitude of “once off”
funding as outlined later, is significant in some
years. As outlined in the “Brennan” report, the
current system is not conducive to facilitating
best practice service and financial planning.

1.1.5 The funding system for the DATH hospitals
does not specifically address or examine their
funding requirements in relation to:

■ Demographic changes.

■ Service needs, expressed in capacity
requirements.

■ Activity trends.

■ Expected improvements in productivity and
cost efficiency.

■ Inflationary pressures within economy around
specific services.

■ New treatment methodologies.

1.2 Total Funding 

1.2.1 Figure 1-1 below illustrates the overall growth
in funding received in each of the years
1998 to 2002. 
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Total Funding 470.2 558.5 642.1 776.8 871.8

Funding: % inc on 1998 18.8% 36.6% 65.2% 85.4%

Annual % increase 18.8% 15.0% 21.0% 12.2%
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Figure 1-1 Funding and New Monies – 1998 to 2002. 5 Teaching Hospitals
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Hospitals €m 1998 1999 2000 2001 2002

St. James’s* 121 148 176 219 254

Beaumont 105 123 138 161 175

Mater Hospital 76 87 98 121 136

Adelaide & Meath 89 106 116 140 155

St. Vincent’s 77 93 112 134 150

Figure 1-2 Total Funding 1998 to 2002

1998 1999 2000 2001 2002

€ Millions

St. James’s Beaumont Mater Hospital Adelaide & Meath St. Vincent’s

50

100

150

200

250

300

* Includes funding for National Haemophilia Programme at St. James’s Hospital (2002 spend €40m)

1.2.2 The key headlines are:

■ Five DATH hospitals total funding has
increased by €401.6m, from €470.2m in
1998 to €871.8m by 2002.

■ Volume of new monies received increased
significantly in 1999 and this stepped change
of new funding has continued for the
majority of the years.

■ 2001 was a year of significant new funding-
totalling €135m.

1.2.3 The funding growth of the five Dublin
teaching hospitals of 85.4% (around 18%
p.a.) needs to be viewed against the country’s
overall health funding during this time period.
In national terms, the proportion of health
service expenditure as a percentage of gross
national product increased from 5.7% to GNP
(in 1988) to 7.4% in 2002. In international
terms, the increase in health expenditure as a
percentage of GNP moved us closer to the
European average position, compared to a
previous lower quartile position.

1.2.4 The total resources spent on the General
Hospital Programme increased by 93%,
according to the Health Statistics publication
(2002) rising from €1.98 billion in 1998 to
€3.8 billion in 2002. 

1.2.5 The allocation of new monies is characterised
by a mix of recurring and once-off funding.
Once-off funding is provided for items which
are once-off in nature i.e. expenditure is only
required in-year e.g. arrears on a pay award.
The difficulty experienced by the DATHs is that
some service items are repeatedly funded on
a once-off basis. This has a limiting effect on
the DATHs financial control mechanisms. 

1.2.6 Figure 1-2 shows how the funding growth has
been distributed across the five hospitals,
ranging from a 64.5% increase over the period
(Beaumont) to 102% (St. James’s). The
relative differences in funding increase reflect:

■ Differences in service provision particularly
around the funding earmarked for national
strategies.

■ The differences in staffing investment
received over the time period.
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1.2.7 Within the present funding system, the extent
to which an individual DATHs hospital is
receiving an equitable level of funding is not
explicitly evaluated in terms of:

■ Demographic changes.

■ Acute service need 

■ Performance against planned elective or non
elective activity targets. 

1.2.8 The “Brennan” report highlighted these
weaknesses in the funding and performance
management system. 

1.3 Earmarking of New Monies
Funding

1.3.1 Figure 1-3 below summarises the scale of
the new monies earmarked for particular
purposes. Over the four year period, the 
key headline ones to mention are:

■ pay awards have accounted for €152.4m
(38% of the total new monies received)

■ clinical service developments account for
€141.9m (36% of the total new monies
received) – this is 70% pay

■ funding for blood has accounted for a further
€49.5m (12% of the total new monies
received)

■ inflation funding has also accounted for
€26.0m (7% of the total new monies
received).

1.3.2 The new monies picture by the classified
categories is illustrated below.

1.3.3 In summary, the funding available for non-
earmarked clinical cost and service pressures
is relatively low as compared to the ongoing
cost pressures experienced by the five
teaching hospitals. These non pay
expenditure increases are detailed in 
the next section.
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New Monies 1999 2000 2001 2002
€m €m €m €m 

Pay 27.3 32.3 50.4 44.7

Clinical Service Developments 38.6 38.1 42.0 20.2

Blood & Blood Products 11.9 5.6 12.8 19.2

Inflation 7.4 7.7 9.2 4.7

Legislative / Mandatory Developments 2.3 2.4 8.6 1.0

Service Pressures 1.8 3.2 7.6 13.3

Non-clinical Development 2.2 0.7 5.8 0.4

Income -1.2 -2.3 -0.8 -7.5

Casemix -0.7 -0.8 -0.9 -1.0

Value for Money -1.3 -3.3 0.0 0.0

Total New Monies 88.3 83.6 134.7 95.0

Figure 1-3 New Monies Profile by Earmarked Category



1.3.4 The top 5 funding areas for Clinical Services
Development are summarised in Figure 1-4.
This reflects the domination of national
strategies in the allocation of new monies,
namely:

■ Waiting list initiatives - €34.9m of which
€16m is once off

■ Cancer services development - €20.6m

■ Cardiac Services - €15.5m of which €0.9m
is once off

■ Hepatitis C funding - €14.4m of which
€5.3m is once off

1.3.5 This large degree of earmarking of new
monies reduces the DATHs flexibility to utilise
additional funding for the many other current
year cost pressure areas. The scale of cost
pressures experienced by the DATHs is
outlined in the next section. 

1.4 Conclusions:

1.4.1 The quantitative analysis of the DATHs
funding over the last five years leads to 
the following conclusions:

a. Funding for DATH hospitals is
characterised by a base resource plus 
in-year funding adjustments covering
earmarked new monies and once off
allocations. This provides no real certainty

of funding and inhibits medium term
financial planning.

b. The scale of new non-earmarked monies
received is relatively low and varies year
by year. This reduces the DATHs flexibility
to utilise new monies for ongoing cost
pressure funding associated with existing
services. One of the key challenges facing
the hospitals is to absorb the impact of
cost growth that is not funded while
delivering upon service objectives 
and targeting a breakeven position 
for year end.

c. The current funding system gives limited
consideration to the adequacy of hospitals’
ongoing baseline funding.

1.4.2 There is no significant funding for clinical
activity growth and treatment regime cost
growth as outlined in section 3. The
exception to this is waiting list initiative 
and bed capacity funding.

1.4.3 As highlighted in the Brennan report, there 
is no review of the DATHs funding baseline
using any equitable resource allocation
model. The casemix model has potential to
be developed to meet this requirement. 

1.4.4 The majority of the monies received are
earmarked for funding pay award or other
issues, national service development
initiatives or blood products.
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CSD New Monies 1999 2000 2001 2002 Total
€m €m €m €m €m

Waiting List Initiative 8.1 13.7 10.1 3.0 34.9

Cancer Services Developments 2.9 3.5 8.0 6.2 20.6

Other Acute Hospital Services 
Developments 12.8 6.8 4.9 24.5

Cardiac Services Developments 5.7 2.3 5.6 1.9 15.5

Hepatitis C 4.5 4.6 5.3 14.4

Figure 1-4 An Extract of New Monies Earmarked for Clinical Service Development



2 EXPENDITURE TRACKING ANALYSIS
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2.1 Introduction

2.1.1 This section outlines the key trends in the
DATHs expenditure over the same five year
period (1998-2002).

2.1.2 The key findings are outlined in the following
sections:

■ Headline findings

■ Pay costs

■ Clinical Supplies expenditure trends

■ Blood products expenditure trends

■ Drug expenditure

■ Utilities and facilities management
expenditure

2.2 Expenditure Profile –
Headline findings

2.2.1 Figure 2-1 below summaries the movement
in expenditure across the main categories of
expenditure.

2.2.2 Since 1998, the headline facts are:

■ Pay expenditure across the five hospitals has
increased by 68% (from €376m to €633m) 

■ Clinical supplies expenditure has doubled
from €112.6m to €225.1m

■ Facilities management costs have increased
by 60% from €33.7m to €53.9m

■ Insurance and rent/rates expenditure has
increased by around 48% from €16.5m to
€24.5m

■ Other non-pay expenditure has increased
significantly from €16.8m per annum to
€42.4m

2.2.3 Analysis of this gross expenditure pattern
indicates that its growth can be attributed to
four main cost drivers:

■ Pay awards to health service staff totalled
around €152.5m over the four-year period.

■ Investment in service developments- total
additional staff of around €104.7m over the
four year period.
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1998 1999 2000 2001 2002
€m €m €m €m €m

Total Pay 376.1 417.6 452.1 557.1 633.3

Clinical Supplies* 112.6 133.4 157.2 185.5 225.1

Facilities Management Service* 33.7 43.0 51.0 51.1 53.9

Insurance, office expenses (rent/rates) 16.5 22.0 21.8 24.1 24.5

Computer 5.8 6.3 9.7 7.3 7.7

Other non pay 16.8 30.5 32.2 44.4 42.4

Gross Expenditure 561.4 652.6 724.0 869.4 986.9

Less : Income -60.1 -72.7 -74.8 -82.7 -99.1

Net Expenditure 501.3 580.0 649.2 786.6 887.8

Figure 2-1 Expenditure Summary

* Clinical supplies includes Drugs and Medicines, Blood/blood products, Medical/surgical supplies, X-ray/imaging and Laboratory.

* Facilities Management Service includes Catering, Heat, Power & Light, Cleaning & Washing, Furniture, Crockery & Hardware,
Bedding & Clothing and Maintenance.

* Other non pay includes, legal, audit, other professional fees and staff training.



■ A large clinical activity growth across the five
DATHs of around 29% supported by
numerous clinical advances in treatment
regimes and medical technology used. The
five DATHs expenditure has increased by
€112.5m over the period in clinical services
non-pay expenditure.

■ Other non-pay cost pressures experienced 
by the hospitals totalling €55.8m over the
four-year period. 

2.2.4 There is an underlying cost pressure within
both pay and nonpay relating to compliance
with legislation and best practice. Typical
costs under this heading are employment of
extra Health and Safety staff and expenditure
on new equipment and minor building works
to address Health and Safety issues.

2.3 Pay Expenditure Trends.

2.3.1 The 68% increase in DATHs pay expenditure
is driven by the following factors:

■ Public sector pay policy towards medical and
nursing staff in the last 4 years.

■ Department of Health & Children investment
policy in particular services and increasing the
numbers of consultant and nursing posts.

■ The significant growth in use of agency
nursing due to the difficulties experienced in
the appropriate supply of nursing staff.

■ Legislative changes that have emerged on
the need to increase staffing levels to comply
with European Working Time Directives.

2.3.2 It should also be noted that a significant
factor in the increase in staff numbers was
the need to address low staffing ratios,
primarily resulting from costs containment of
the 1980’s.

2.3.3 Figure 2-2 indicates that of the €257m
increase in pay expenditure, €190.7m has
been invested in the front line clinical staff.
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All Hospitals 1998 1999 2000 2001 2002
Pay €m €m €m €m €m

Medical/Dental 90.1 96.8 112.8 145.5 163.9

Nursing 136.4 159.1 158.6 193.2 218.0

Paramedical 52.1 55.4 60.6 72.3 87.8

Support Services 36.5 39.7 38.7 44.7 52.4

Maintenance Pay 8.2 8.9 9.6 11.5 12.1

Management/Administration and 
Clinical Admin Support 37.1 41.7 50.3 65.5 73.6

Superannuation Pay 15.6 16.1 21.4 24.4 25.6

Total Pay 376.1 417.6 452.1 557.1 633.3

Figure 2-2 Pay Expenditure: Profile of Staff Groups 
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2.3.4 Pay Awards have contributed €152.5m of
the €257m increase. Overall staff numbers
have grown from 9,363 to 12,475 and
account for the remaining €104.5m increase.
This increased spend represents 74% of
service development funding received in the
period. As pay would normally account for in
excess of 70% of new service development
monies, this would suggest that extra staff
numbers were pursuant to funded initiatives.

2.3.5 In line with UK teaching hospital experience,
clinical staffing expenditure appears to be
rising faster than overall funding growth,
reflecting the national and in some cases
European picture on the relative demand
levels for clinical staff compared to the
current supply position. The UK Wanless
report, highlighted that supply side
inflationary costs around clinical staffing may
well continue in the future unless there is a
significant step change in productivity or re-
design of existing staff roles. The European
Working Time Directive will also be a major
cost driver on clinical staffing costs.

2.4 Clinical Supplies –
Expenditure Trends

2.4.1 The DATHs have experienced significant cost
pressure in clinical expenditure across the
following main headings, equating to a 5%
increase per annum since 1998:

■ drugs and medicines

■ blood and blood products 

■ imaging/laboratory

2.4.2 The headline figures since 1998 are:

■ 280.98% growth in blood and blood product
expenditure.

■ 95% growth in drug/medical expenditure
averaging around 23% per annum.

■ 53% growth in medical/surgical supplies
expenditure, averaging 13% per annum.

■ 44% growth in X-ray/imaging expenditure
averaging around 11% per annum increase.

■ 54% increase in laboratory non-pay
expenditure averaging around 14% per
annum increase.
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2.4.3 The underlying reasons for the growth in
blood product expenditure and drugs are
outlined in the following sections. The
ongoing double digit growth in X-ray/imaging
and laboratory expenditure reflects the
following trends within the DATHS:

■ The impact of a higher clinical activity base.

■ The development of imaging and diagnostic
testing methods that have increased the
overall diagnosis capability available to clinical
staff e.g. MRI, PET and CT Scans.

■ The changes in clinical practice i.e. where a
wider range and more expensive diagnostic
tests are part of many patients’ assessment
and treatment programme. The growth in
pre-assessment work is a big cost driver.
Earlier intervention is known to improve
patient outcomes. 

■ The growth in day surgery and ambulatory
care requires increased diagnostic
assessment practices, which in turn increase
the volume of testing required.

■ The investment in clinical staffing levels
associated with national specialties in cancer
and cardiac services has had a knock-on
impact on the demand for imaging and
laboratory services.

Lab spend increases reflect a significant
increase in the volume of tests processed 
on behalf of GPs.

2.4.4 Overall the resource implications of imaging
and laboratory services need to be
considered as part of any frontline clinical
service planning framework. They are an
integral part of patient care the funding of
which needs to be viewed alongside any
hospital plans.

2.5 Blood Products 
Expenditure Trends

2.5.1 A major expenditure trend in many Western
hospitals is the growth in blood and blood
product usage and increasing prices of the
products. Blood product costs are rising well
above general funding growth due to the
following factors, namely:

■ The emergence of new diseases in Ireland.

■ Reduction in donor pool sizes.

■ New Health & Safety requirements in blood
transfusion. 

■ Increased systems development costs around
record keeping and laboratory staff training in
order to ensure low risks blood is supplied.

2.5.2 The demand for blood and recombinant blood
products has increased significantly in the
DATHS in the five years, with a major impact
on their non-pay expenditure. The DATHs blood
and recombinant blood product expenditure
has risen from €23.5m in 1998 to €66.7m in
2002. A 283% increase in expenditure
(€43.2m) over the four-year period.

2.5.3 Some of the key reasons behind this very
large expenditure growth are:

■ Increased use of recombinant blood products.
For example, Factor VIII, a recombinant blood
product used in the treatment of haemophilia,
can cost in the region of €90,000 per patient
per annum with exceptional cases costing
many times more. 

■ Expansion of DATHs transplantation services
over the last four years.

■ More extensive and aggressive chemotherapy
for cancer patients that involve the
requirement for significant blood usage.

■ An overall ageing patient population that
requires a higher level of blood transfusion.

■ Increase in patients treated at the National
Burns and Bone Marrow Units located at St
James’s Hospital. 

2.5.4 The growth in cost of blood products will
continue to be a major cost driver, in the
immediate future.
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2.6 Drug Expenditure Trends

2.6.1 Another major cost pressure faced by the
DATHs has been the joint impact of rising
clinical activity levels alongside changes in
drug treatment regimes.

2.6.2 Advances in treatment methods and the
impact on hospitals drug expenditure are well
publicised, highlighting the impact of new
drug development pressures facing all Dublin
teaching hospitals. 

2.6.3 Figure 2-4 below summarises the major
areas of drug expenditure across the five
DATHs and the key reasons for the drug
usage.

2.6.4 The expenditure on top drugs reflects clinical
medicine and service trends being
experienced by the five DATHs including:

■ Growth in the use of powerful antibiotic
drugs to treat specific diseases and in use
with cancer patients. 

■ Growth in the availability and access to
cancer treatment drugs.

■ Development of new drug therapies for
treatment e.g. for rheumatoid arthritis.

■ Large growth in the use of infection control
agents has occurred throughout the Dublin

hospitals due to MRSA and the other
resistant micro – organisms.

2.6.5 Ambisome which alone accounts for €3.7m
expenditure is considered by many
physicians to be the standard of care for
various cancer related conditions. The drug
provides a quicker treatment response for
many disease conditions associated with
lungs, liver and the spleen. 

2.6.6 The increasing cost of treatment per patient
combined with the increasing number of
patients the DATHS are treating is resulting in
expenditure trends which are significantly
greater than the level of inflation funding
provided. 

2.6.7 The high growth in DATHS drug expenditure
is an underlying cost pressure issue. A recent
study of English teaching hospitals indicated a
12% to 15% p.a. increase in drug
expenditure compared to the recorded 23%
per annum trend across the five Dublin
teaching hospitals. Recent research
commissioned by NICE (National Institute of
Clinical Effectiveness in the UK) predicted
that without decisions taken by them to not
approve the utilisation of particular new drug
therapies, in conjunction with individual
hospitals drug formula control, expenditure
growth would have increased by around
20% per annum.
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Top Drugs (2002 only) € 2002 What these drugs are used for:

Ambisome inj 50mg €3,714,563 Major antibiotic used in conjuction with cancer drugs 

Mabthera 500mg/50ml Vial €2,096,219 Cancer drug used to treat low grade non-Hodgkin's
lymphoma. Used in combination with Chemotherapy

Flebogamma inj 10g/200ml €1,375,064 Used for treatment on auto immune diseases

Remicade 100mg vials €1,323,644 Treatment of Rheumatoid Arthritis

Taxol 100mg/16.7ml €1,211,765 Treatment of ovarian & breast cancer

Taxotere inj 80mg €1,128,819 Treatment of epithelial ovarian & breast cancer

Targocid Vial 400mg €1,034,015 Antibiotic

Meronem inj 1g Vial €915,919 Antibiotic

Herceptin 150mg inj €856,894 Treatment of Metastatic breast cancer

Tazocin inj 4.5g infusion pack €574,064 Antibiotic

Total €14,230,967

Figure 2-4 Top 10 Drug Expenditure items



2.6.8 Conversely, decisions taken to approve
particular drug treatments and the
introduction of specific National Service
framework standards (e.g. for diabetes) is
estimated to have resulted in at least 2% of
the UK drug expenditure growth per annum.

2.6.9 In the UK, recent planning guidance
undertaken by Department of Health has
indicated a double-digit growth of drug
expenditure is forecasted to continue both 
in the hospital and primary care sectors.

2.6.10 The rate of drug expenditure growth is
influenced significantly by the controls in
place to evaluate the cost effectiveness of
new drugs. It is recognised that many cutting
edge treatments, including new drugs, are
available to Irish patients even before they
are officially licensed by the Irish Medicines
Board. This situation undoubtedly contributes
to a large expenditure growth trend within
the five DATHs.

2.6.11 It is acknowledged that many of the advances
in treatment methods significantly increase
drug expenditure, provide quality of life
benefits to patients and reduce the need for
increased hospital stay. Alongside these
benefits new health technologies/therapies
result in a net increase in health costs, as
many of the new drug therapies emerging
every year enable more people to be treated
(a service access gain) and extend life
expectancy.

2.6.12 Coloretal bowel cancer is one of the most
common recorded cancers within Ireland.
The drug, Oxaliplation has been well
publicised in Ireland, as providing huge
potential patient benefits on advanced cases
of bowel cancer. If used earlier in the disease
as an alternative to surgery, this drug will help
prevent reoccurrence of the cancer.
Oxaliplation is already available in Ireland on
a restrictive named patient basis. However if
the licence is granted by the Irish Medicines
Board as predicted by 2005, use of
oxaliplation will rise significantly in the
oncology service areas. In the UK, the drug
was not approved by NICE (National Institute

Clinical Effectiveness) and a recommendation
provided that this drug is an expensive,
experimental treatment that should be
restricted to very advanced cases. This is just
one example of many emerging anti-cancer
drug agents and therapies, which typically
cost several thousands of euro per treatment
courses because many of these therapies are
long term treatments. The costs involved are
likely to continue to rise as more people are
prescribed these therapies.

2.6.13 The whole resource management and
funding of drugs therapies and drug
prescribing practices is one of the biggest
issues facing all healthcare systems. 

2.6.14 In the last four years the DATHs drug
expenditure trends reflect an ongoing
resource funding debate that was highlighted
by the Brennan report. Within the proposed
health reform programme, it would appear
that the establishment of a health
information and quality authority (HIQA) has
a role to oversee health technology and new
therapies assessment. The work currently
being undertaken by HeBE will facilitate this.

2.6.15 The actual remit of HIQA around the
development of funding policy decisions
associated with availability and allocations of
new drugs usage will be crucial to future
forecasting of drug expenditure in the DATHs
and the wider health sector.

2.6.16 Overall, drug expenditure is a huge cost area
that will need to be regularly monitored and
analysed given the funding pressures facing
the health service. 
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2.7 Growth in Facilities
Management and other
Non-Pay Expenditure

2.7.1 The five hospitals have also experienced other
large increases in cost associated with a full
range of facilities management services (60%
increase since 1998) and clinical insurance
premiums (200% increase since 1998).

2.7.2 The key reasons for this high expenditure
growth is based on a number of factors,
namely:

■ National pay policy over the last three 
years associated with porters cleaners etc.
(e.g. minimum wage).

■ The inflationary pressures of the Celtic Tiger
economy in the last 3 years e.g. rise in utility
prices.

■ The impact of additional activity and capacity
that has evolved across the five DATHs.

■ The legislative changes around health and
safety standards and compliance with
European regulations has increased the scale
of investment required.
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Figure 2-5a Facilities Management Expenditure 1998 to 2002
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Catering 7.20 7.68 8.18 8.82 9.47 

Heat, Power & Light 3.08 3.84 4.87 5.64 6.09 

Cleaning & Washing 11.07 12.50 15.81 15.54 18.32 

Furniture, Crockery & Hardware 1.21 1.73 2.42 2.51 1.77 

Bedding & Clothing 1.43 1.68 1.72 2.13 2.62 

Maintenance 9.71 15.57 18.00 16.44 15.61 

Total 33.70 42.99 51.00 51.08 53.88 



2.7.3 As illustrated, the DATHs have experienced a
massive increase in insurance costs, rising
from a €2.2m in 1998 to €9.5m in 2002.
This partly reflects two key trends, namely:

■ Increasing compensation culture

■ Overall growth of clinical negligence claims –
impacting on insurance premiums.

2.7.4 Computer related revenue expenditure has
also increased by nearly €2m since 1998.
The overall revenue spent is still very low,
representing less than 1% of the total
expenditure. Implementing the Brennan
report and the wider health reforms, will
involve a key investment driver in future
expenditure on IT and information systems.
The need for improved information flows on
health service activities and their costs will
underpin the health reforms. International
comparisons indicate that IT expenditure is
increasing and representing around 2.5% to
3% of total revenue expenditure.

2.7.5 Although current information systems are
limited in capturing the individual impact of
particular cost drivers, the expenditure
tracking exercise has indicated that over this
time period 1998 to 2002, the key cost
driver trends have been:

■ Investment in additional health staffing to
support particular national strategies and
hospital capacity developments has resulted
in 6.3 % average growth per annum in
expenditure.

■ Other pay cost increases associated with
supply side factors has resulted in a further
5.0 % per annum growth in DATHs pay
profile.

■ Growth in clinical activity and service
developments coupled with numerous
clinical advances in treatment regimes and
medical technology has resulted in an
average 5% growth per annum in clinical
related non-pay costs.
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Figure 2-5b Other Key Non-Pay Expenditure 1998 to 2002
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■ Other non-pay cost pressures such as
insurance expenditure and supply side price
changes in facilities management service,
coupled with the impact of hospital
infrastructure developments has resulted 
in a further 2.6% growth per annum in 
non-pay costs.

2.7.6 Growth in maintenance expenditure reflects
the costs of maintaining, in some cases,
relatively old infrastructure. Spend has
increased by 61% since 1998.

2.8 Consultant Input 

2.8.1 A part of the study a number of Consultants
provided input in relation to particular
specialities. The common themes which
emerged form their input is as follows:

■ Pet Scans, CT Scans and MRI Scans is
showing significant and substantial growth.
The indications are that this growth will
continue based on current trends. 

■ Scoping activity is showing similar growth
which is projected to continue. 

■ Increased life expectancy, introduction of
newer and more successful treatments and
better detection of patients requiring a ICU
level of care are driving increased demands
for ICU beds. 

■ Drug spend is growing significantly due to the
continued introduction of new expensive
drug treatments and their gradual increase in
use across a wider body of patients. 

■ Significant increases in use of high cost
treatment in Cardiology namely Drug Eluting
Stents and Implantable Cardioverter
Defibrillators. 

■ Wider use of high cost drugs such as
Infliximab in Rheumatology. 

■ Increased demand for dialysis due to patients
living longer. 

■ Better detection and survival of diabetic
patients. Expect a doubling in the number of
diabetics on dialysis.

2.8.2 In summary the experience of clinicians who
contributed to the study, is that increased
costs and resource requirements are being
driven by:

■ Demographic Trends – Aging population

■ Introduction of New Expensive Drugs and
Treatments

■ Better diagnostic methods

2.9 Non Pay Cost Drivers –
Case Studies

2.9.1 As outlined in the expenditure tracking
analysis, the DATHs have experienced major
growth in expenditure associated with various
medical advances or introduction of new
health technology. We outline, by way of
example some case studies of where a new
health technology has been introduced and
is impacting upon DATHs expenditure levels.
The new technology developments
considered are:

■ Implantable Cardioverter Defibrillators

■ Drug Eluting stents

■ Scanning Technology developments

Implantable Cardioverter
Defibrillators

2.9.2 Implantable Cardioverter Defibrillators are
used to treat heart rhythm abnormalities. US
based trials have shown that this treatment
technique is a cost effective approach for
preventing cardiac death.

2.9.3 Implantable Cardioverter Defibrillators
monitor the heart’s electrical activity and
deliver controlled electrical shocks to the
heart to eliminate abnormal rhythms. They
are now used on patients suffering heart
failure with ejection fractions (i.e., heart
pumping ability) of 40% or less – which
means that they will have lost 60% of the
heart pumping ability resulting in lethargy,
shortness of breath and sudden death.
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2.9.4 In the average DATH hospital, use of
Implantable Cardioverter Defibrillators in
2002 accounted for €470,000 expenditure
with the use of around 30 defibrillators per
hospital. These figures are expected to rise
substantially in 2003 and 2004. This equates
to €1.89m expenditure across 4 hospitals.
Back in 1998 and 1999, DATHs spending
was just €67,000 on implantable cardioverter
defibrillators. 

2.9.5 The clinical benefits of the device are:

■ Patients who receive the defibrillators live
longer 

■ Lower medical care costs for hospitals re
reduced lengths of stay.

■ Improve quality of life for patients with the
use of the devices, in their capability of
undertaking a normal life.

2.9.6 A 1997 US based AVID trial1 –
Artiamhythmics versus Implantable
Defibrillators is the most comprehensive
assessment to date of the relative cost
effectiveness of using this treatment method
compared to traditional drug therapy
programmes. The three-year survival data
study concluded that the patients who
received the ICDs lived longer, but there 
was an associated additional cost to 
achieve the extra life.

Impact of Drug Eluting Stents

2.9.7 Coronary stenting was first introduced in
1987 to reduce the problems of acute vessel
closure and late restenosis, experienced with
the previous clinical technique of balloon
angioplasty.

2.9.8 Clinicians worldwide commenced stenting in
complex coronary artery disease, in order to
treat multi-vessel disease and bypass graft
disease. By the mid 1990s benefits of
stenting were widely published as a
consistently more effective method of
treating particular types of heart disease. 
The only significant drawback identified was
that stenting on specific patients would result

in a re-narrowing of heart vessels requiring
repeat treatment. The introduction of drug
eluting stents (DES) in 2000 represented a
major health technology breakthrough in
providing an effective coronary treatment,
that would also prove to be very durable in
the long-term.

2.9.9 The research evidence to date, indicates the
key benefits of using drug eluting stents are:

■ Improved outcomes for patients in reducing
restenosis and recurrent adverse cardiac
events.

■ Improve efficacy.

■ Perceived improved safety for the patients in
the use of the eluting stents compared to
conventional bare metal stents.

2.9.10 The evidence of the treatment effectiveness
is still evolving. The RAVEL named European
randomised controlled trial was the first to
provide evidence that the drug eluting
coating of a stent would lead to better
outcomes than the same bare metal stent. 

2.9.11 The overall implications of these trials is that
DES is now considered by many clinicians as
the default therapy in patients selected for
coronary stenting for symptomatic coronary
artery disease. There is however, a major
financial cost implication as evidenced in the
DATHs hospitals expenditure.

2.9.12 In Ireland, recent reports indicate, the
financial difference is significant, with 500%-
650% higher costs associated with use of
DES, due to the relatively low cost of the
alternative bare metal stents.

2.9.13 Analysis undertaken across DATH hospitals
indicates that in 2002, €800,000 was spent
on drug eluting stents averaging €2,013 per
stent. This has risen to €1.86m expenditure
baseline for 2003. The DATHs have received
no earmarked funding for this clinical
development. 

2.9.14 The application of the accumulating evidence
based medicine, indicates that drug eluting
stents could be considered to be standard of
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care for patients requiring intervention for
coronary artery disease, as exemplified by
international trends. The financial implications
are huge for any health care system, although
health commissioners need to view the
funding required as a net implication
associated with the concomitant reduction 
in the requirement for CABG surgery.

Scanning Technologies

2.9.15 The late 1990s has seen a major
development in the use of diagnostic
scanning technologies to assist with:

■ Earlier diagnosis and screening for the 
major diseases.

■ Changing clinical practices in the use of
interventional radiology to treat particular 
type of patients within cardiology and
gastroenterology that would have previously
required a surgical intervention. 

■ Development of new treatments on
ambulatory care basis that require scans as
part of the patient assessment and treatment
monitoring pathways.

2.9.16 Two main scanning methods have seen a
significant rise in procedures and costs, namely:

■ PET scanning

■ MRI Scanning

PET Scanning

2.9.17 Position Emission Tomography (PET) is a
new nuclear medicine diagnostic examination
that utilises different types of imaging
cameras and radioactive drugs. PET scanning
was developed as an alternative form of
imaging from CT and MR imaging, where the
imaging agent that produces the pictures acts
as a tracer of the function and metabolism of
the cells in the body, rather than of the
anatomy of the body’s structure.

2.9.18 But like many other new health technologies,
whilst providing a larger potential for patient

benefits, in this case, predominantly around
better treatment outcomes and treatment
safety, the costs are often higher than the
replaced health technology.

2.9.19 This scanning technology is now being used
by clinicians as an improved diagnostic tool
that enables them to locate and assess the
staging of any cancer cells. The technology is
seen as a significant breakthrough in cancer
disease diagnosis and staging, by facilitating
improved identification of cancer cells
compared to other scanning methods (MR
imaging and CT scanning). PET provides
information about different body functions
and more detailed pictures than are possible
with most other nuclear medicine and
scanning procedures.

2.9.20 It needs to be noted that the technology is
still in early usage, and there is insufficient
evidence collected to date on the clinical
effectiveness of PET scanning in terms of
patient outcomes. The technology however,
is expected to provide the following benefits
to patients and the health service, namely:

■ Earlier detection of cancerous tumours and
cells for patients.

■ Improved treatment programmes as a result
of a better diagnosis of the key disease areas
and staging of the disease leading to.

■ Expected reduction in the length of hospital
stays or other treatment services as cancer
treatments become effective, as a result of
the improved diagnosis of conditions.

2.9.21 In Oncology, PET scanning will eventually
replace or reduce the need for MRI scanning.
But the technology is relatively expensive and
in the UK only three hospitals currently use
this scanning technology for this purpose.

2.9.22 Within the five DATH hospitals, the number of
PET scans undertaken is forecasted to rise
from just 122 procedures in 2002 to 203
procedures in 2003. PET scanning
expenditure is forecasted to increase from
€293,000 to €665,000 per annum.
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MRI Scanning

2.9.23 Magnetic Resonance Imaging (MRI) provides
clinicians with a multi-sectional diagnosis of 
a patient body to assess the incidence and
staging of particular diseases. The multi
sectional diagnosis of particular diseases is
much improved upon conventional X-ray
techniques.

2.9.24 The capability of the scanning technique to
provide cross-sectional images is important to
diagnosis the process work of many
specialities, e.g. oncology, thoracic medicine,
orthopaedics, ENT and Neurology.

2.9.25 In the last five years MRI scanning has
become the most commonly used diagnostic
and non-invasion treatment method. The
growth in activity has been large and
subsequently so has scale of expenditure.
The key drivers of growth have been:

■ Use of scanning method in many areas of
elective work, often replacing ultrasound
diagnostic methods and conventional basic 
x-ray.

■ The growth in non-invasive surgical
procedures, where MRI is a core part of the
investigation and treatment process. The use
of MRI in the arthroscopy procedures has
been very significant to the growth in activity.

■ The growth in cancer services MRI scanning
now provides a more sophisticated image of
a patient body to help clinicians with the
diagnosis and staging assessment of
diseases.

■ The use of MRI scanning in Obstetrics often
replacing the traditional ultrasound
technology.

2.9.26 It is recognised by many clinicians that MRI
provides a powerful, safe diagnostic tool that
supports the earlier definitive diagnosis and
treatment. In the wider healthcare system,
MRI examinations prevent hospital admission
by picking up the earlier stages of specific
diseases and facilitates many early discharges
from acute hospital beds by identifying
improvements in the patient disease stage.
Overall MRI is an integral part of many
modern care pathway and treatment
approaches.

2.9.27 MRI scanning activity has risen significantly
since 1998. The average DATH hospital MRI
scanning activity has increased from around
6,000 examinations per annum in 1998 to
around 17,800 per annum. The expenditure
profile within DATH hospitals has risen to
€3.1m, around €780,000 per hospital
compared to €500,000 in 1998.
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3.1 Activity Growth Movements

3.1.1 The DATHs have delivered a number of
major service developments and
accommodated step changes in clinical
activity and efficiency. Since 1998, the DATHs
clinical activity baseline has increased by
29% in overall terms.

3.1.2 It should be noted that this activity increase
refers only to inpatients and day cases. Out-
patient based activity was not recorded in full
in 1999.

3.1.3 Figure 3-1 below summarises the activity
picture, where the headline facts are:

■ Total inpatient activity has increased by 3%
since 1998

■ Day case activity has risen by 57% since
1998

3.1.4 The DATHs have experienced a very high
growth in activity in the following areas. 

■ 77% increase in gastro-enterology activity
rising from 14,270 to 25,239 episodes

■ 24% increase in cardiology activity since
1998

■ 24% increase in cardio-thoracic surgery since
1998

■ 116% increase in oncology since 1998

■ 147% increase in Haematology 

3.1.5 Medical speciality patient activity has
increased by over 60% representing an

average 15% annual growth.

3.1.6 This partly reflects the growth in diagnostic
investigation activity that is now a major part
of any acute hospital’s clinical activity
baseline. The majority of the activity can be
undertaken as a day case. On the other end
of the scale, the DATHs have experienced a
large growth in elderly medicine episodes
that impact on the use of acute beds, and
availability for elective workload capacity.

3.1.7 A similar picture of high activity growth is also
recorded against the key national strategies.
Figure 3-2 Illustrates the scale of activity
growth across Cardiology, Cardiothoracic
surgery, Oncology service areas and
Haematology.

Cardiology

3.1.8 The treatment of heart disease has been
targeted for extra funding in recent years. The
significant resource investment has delivered
a number of positive outcomes and
increased output measures. These include
the following:

■ A substantial drop in the Eastern region
mortality rates for ischaemic heart disease of
39% between 1990 and 1999. 

■ Cardiology specialty waiting lists decreased by
37% in the period March 2001 to
September 2003. 

■ Cardiothoracic surgery specialty waiting lists
decreased by 32% in the same period.
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1998 1999 2000 2001 2002
All Hospitals €m €m €m €m €m

Total Inpatients 89,558 91,156 94,127 94,044 92,239

Total Day Cases 84,472 89,494 98,522 108,627 132,526

Total Patients 174,030 180,650 192,649 202,671 224,765

Figure 3-1 Activity and Expenditure1

1 Source:  Activity Returns from DATH Hospitals.



■ The percentage of cardiology waiting list patients
within the Department of Health & Children
target times increased from 69% to 89%. 

■ Improved service response times for
cardiothoracic surgery from 57% to 74% of
patients seen in the Department of Health &
Children target times.

■ Angioplasties procedures carried out has
increased by 73% from 1,144 in 1998 to
1,981 in 2001.

3.1.9 Overall this picture represents a significant
service improvement compared to previous
time periods. 

3.1.10 The investment in national strategies have
contributed to an improving outcome in
reducing death rates from cancer diseases. In
the period 1990 to 1999 for persons under
65 there was a 14% decline in male death
rates and 18% decline in female death rates.
The figure below shows the age-standardised
premature cancer mortality by sex in the
Eastern Region and Ireland between 1990
and 1999. Age standardised premature
mortality rates for cancer declined throughout
the 10 year period for males and females in
the Eastern Region and Nationally. 
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Figure 3-2 Activity of National Strategies

Figure 3-3 Cancer Mortality 1990 to 1999
Age-Standardised Cancer Mortality by Sex, All Ages: Eastern Region and Ireland, 1990 to 1999
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3.2 DATHs Use of Beds

3.2.1 The DATHs have managed to accommodate
a major step change in activity with an 8%
recorded increase in occupied bed days.

3.2.2 Bed occupancy rates in the DATH hospitals
have averaged in excess of 90% for the
period under review. Operating major acute
hospitals at such relatively high occupancy
levels on a sustained basis, has a detrimental
affect on acute service delivery, including the
potential to cope with peaks in demand for
emergency and elective admissions. 

3.2.3 Figure 3-4 below shows the bed days used
in each year. 

3.2.4 This figure shows an 8% increase in bed
days occupied compared to a 29% increase
in patient volumes over the five year time
period. This represents a significant efficiency
gain in the use of the five hospitals bed
stock.

3.2.5 In comparison with Audit Commission (UK)
day surgery procedure benchmarks, hospital
performance in the Eastern region
undertaking specified procedures as day
cases has increased compared to 1996.
There are however substantial reported
variations in performance levels between

hospitals, in particular in some of the high
volume procedures (e.g. inguinal hernia
repair, varicose veins and cataract
extractions).

Length of Stay Trends

3.2.6 The analysis indicates a mixed picture of
reductions of length of stay in some
specialities but an increase in other
specialities.

3.2.7 An overview of the five hospitals length of
stay trends suggests that there has been a
significant increase in average length of stay
across the medical specialities (an average of
14 days compared to 12 days in 2000). This
reflects the known problems in delayed
discharges and lack of alternative sub-acute
care capacity available.

3.2.8 Surgical specialities inpatient length of stay
profile indicates a mixed picture of reductions
and increases. Overall the length of stay
profiles appear relatively high compared to
other Western European countries. This
requires further analysis to fully understand
the impact of A&E and shortage of capacity in
the community.
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Figure 3-4 Beds Days - Total number of bed days used
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3.2.9 Figure 3-6 below compared the overall
Dublin teaching hospitals length of stay
performance compared to OECD published
length of stay trends across Western Europe
and other countries over the same time
period.

3.2.10 A significant obstacle to improved hospital
efficiency is the lack of step down facilities for
patients. Consequently a significant number
of beds across the hospital group are not
available to treat patients at any one time. 

Figure 3-6 International Length of Stay
Comparisons for Acute Care

Country 1998 2001

France 8.8 8.5

Germany 10.2 9.3

United Kingdom 6.9 7.0

United States 6.0 5.8

Sweden 5.1 5.0

Dublin Teaching Hospitals 10.0 11.5

Source: OECD published analysis 2003.

3.3 Conclusions

3.3.1 The growth in activity and introduction of
new technologies has undoubtedly impacted
on many of the DATHS expenditure growth
trends. The case studies around the
introduction and growing usage of scanning
methods, drug eluting stents and implantable
defibrillators illustrated the impact that
technology changes can have on a hospital
cost profile.

3.3.2 The growth in consultant numbers also has a
similar impact on the financial position of
hospitals.

3.3.3 The need to forecast in advance the full cost
and benefit profile associated with service
developments is critical to developing any
improved financial management and clinical
budgeting practices at an individual clinical
practice level.
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Figure 3-5 Length of Stay Trends
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