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1. INTRODUCTION 

1.1 The Dublin Hospital Initiative Group was established on 6 February, 1990 as 

part of an action programme for the health services for 1990 and beyond. 

Given its remit to examine, inter alia, admissions policies, bed management and 

discharge arrangements, the Group's First (Interim) Report, published in June 

1990, made a number of proposals for more effective management of hospital 

workload. The Group's Third Report, published in September 1991, concluded 

that implementation of these good practice recommendations by hospitals was 

broadly satisfactory, although it was recognised that some of the 

recommendations would require a longer period for full implementation. 

1.2 As part of the terms of reference of the Dublin Hospital Advisory Group 

(membership attached) is to monitor and review progress on the implementation 

of the good practice recommendations, it was agreed at the first meeting of the 

Group on 27 November, 1991 that a Sub-Group under the Chairmanship of 

Professor Muiris Fitzgerald should be established whose function would be to 

follow through the implementation process with the hospitals covered by the 

Initiative Group exercise: 

Adelaide Hospital 

Beaumont Hospital 

James Connolly Memorial Hospital . 

Mater Misericordiae Hospital 

Meath Hospital 

St. James's Hospital 

St. Vincent's Hospital. 
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1.3 The Sub-Group has met with most of the accident and emergency consultants 

and bed managers of the hospitals. Following a progress report to the Advisory 

Group which was discussed on 27 January, 1992, the Sub-Group also 

supplemented the information obtained from these groups with a further 

questionnaire on outstanding issues to the 'Chief Executives/Secretary 

Managers of each of the hospitals. 

1.4 The following paragraphs summarise the Group's views on the current situation 

regarding the extent of the implementation of the recommendations of the First 

Report of the Dublin Hospital Initiative Group (hereafter referred to as the "First 

Report"). 

2. EFFECT OF A & E ROTA ARRANGEMENTS 

2.1 The Government decided in July 1991 to modify hospitals' accident and 

emergency (A&E) services in Dublin by the introduction of a rota, whereby the 

number of accident and emergency departments on-call in Dublin between 5 

p.m. and 8 a.m. was reduced from six to four. Following this decision, a new 

rota was set in place on 2 September, 1991. Hospitals subsequently reported 

that the new rota arrangements had a seriously damaging impact on the 

implementation of the good practice recommendations. The Government 

decision, in mid-December 1991, to revert back to pre-September rota 

arrangements in A & E hospitals was therefore welcomed by the Group. 

2.2 The Group is of the opinion that the surges in workload caused by the rota, 

especially on days when hospitals were on-call, did lead to a sub-optimal use 

of resources in the Dublin hospitals between September and December 1 991 . 

However, it is understood that hospitals continue to experience severe 

pressures on their A & E services. While problems arising are matters for 

discussion in other forums, the Group nevertheless considers that there is still 

room for efficiencies to be achieved in the management of hospital admissions. 
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3_ ADMISSION POLICIES 

3.1 The First Report underlined the fact that the foundation for efficient use of 

hospital resources is an effective admission policy, and identified that such a 

policy would require the co-operation of consultant and nursing staff, and the 

full support of hospital management. 

3.2 The Group is pleased to note that all hospitals now have written protocols and 

policies regarding admissions. However, compliance with and adherence to 

these policies differs from hospital to hospital, and within hospitals between the 

medical and surgical areas. In addition, enforcement of these policies can be 

seriously affected by pressures on the A & E department and by bed shortages. 

3.3 The A & E consultants pointed out that the effectiveness of the bed manager 

was crucial to having admission policies successfully operated. Bed managers 

reported that constant attention is needed to ensure compliance. 

3.4 The Group considers that senior administrative, medical and nursing personnel 

need to have surveillance and feedback mechanisms in place at the operational 

level whereby effective admission procedures can be implemented and 

reviewed. In the absence of specific day-to-day monitoring, adherence to 

written admission policies will be difficult to achieve. 

4. BED MANAGEMENT 

4.1 All hospitals now have bed managers, and hospitals agree that the introduction 

of these posts has been a welcome and positive development. A & E 

consultants, in particular, said that they had removed a considerable burden on 

accident and emergency departments. 
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4.2 The Group considers that the Bed Management Committee (or equivalent 

grouping) should be an important policy·making body in each hospital, and that 

bed managers should be key members of this committee. The Group notes that 

the frequency with which bed management committees meet varies from 

hospital to hospital. It is particularly important that bed managers are not left 

in an isolated and unsupported position as a "buffer" between administration 

and clinicians. The Group therefore considers that bed management committees 

should meet at monthly intervals at least in order to review changing hospital 

admission trends, bed allocations, and the implementation of specific admission 

policies. 

4.3 The Group is particularly concerned that bed managers should receive the 

continuous active support of clinical consultants and of senior administrative 

and nursing staff in the exercise of their function, as such support is necessary 

in order to ensure that admission protocols are adhered to. In this regard the 

bed manager's role is envisaged as one of facilitating the admission 

arrangements and policies negotiated and agreed with admitting clinicians, 

within the constraints of the bed stock available in each hospital. Itis a matter 

for admitting clinicians to agree the number of beds required for their practice, 

to agree protocols which balance A&E and elective admisSions, and to 

introduce acceptable systems for the audit of bed utilisation. 

4.4 Procedures in hospitals vary regarding the collation and distribution of bed 

availability data. Bed managers consider it important to determine available bed 

stock by maintaining constant physical and telephone contact with wards so 

as to obtain first-hand knowledge about the number of beds available. The 

Group considers that improved clerical procedures supported by information 

technology could make monitoring bed availability a much easier task. 
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4.5 A number of hospitals reported on the need to ensure 7-day cover by bed 

managers. The Group supports this view provided that sufficient resources can 

be made available for this purpose. 

5. 1-DAY AND 5-DAY WARDS 

5.1 The First Report considered that the efficient use of dedicated and "protected" 

1-day wards and 5-day wards would significantly reduce the extent to which 

elective admissions are displaced by A & E admissions. The Group wishes to 

reiterate that these wards are a powerful and proven incentive to the efficient 

use of hospital facilities. This view has been endorsed by a number of hospitals 

which have reported that 5-day wards, in particular, have been outstandingly 

successful since their introduction. 

5.2 Some hospitals have experienced difficulty in protecting 1-day and 5-day beds 

because of the pressure of admissions through A & E departments. Only one 

hospital has not introduced 5-day wards contending that the present bed 

configuration and physical layout of the hospital would effectively preclude 

their introduction. 

5.3 The Group considers that clear policies are required so as to protect and 

achieve optimum utilisation of 1-day and 5-daV' wards so as to maintain 

throughput of elective patients. The availability of such wards will be crucial if 

initiatives are to be taken regarding waiting lists. The group wishes to 

encourage each hospital to invite its admitting clinicians to review their 

caseload over a representative period of time and evaluate the opportunities for 

1 day and 5 day admissions by reference to current international practices, and 

to adjust the bed-mix accordingly. 
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6. INCREASES IN THE RATIO OF SENIOR TO JUNIOR MEDICAL STAFF IN 

A & E DEPARTMENTS 

6.1 Since the publication of the First Report, a new A & E consultant and support 

staff have been appointed to James Connolly Memorial Hospital. An extra 

registrar has been appointed to replace a senior house officer in the Meath 

Hospital. In St. James's Hospital, 2 additional senior house officers ha"ve been 

appointed. In Beaumont Hospital, 2 senior house officer posts have been 

upgraded to registrar post. 

6.2 The Group is not in a position to make a judgement on the appropriateness of 

present levels of staffing of A & E departments. However it wishes to 

acknowledge the views of A & E consultants, who consider that the provision 

of additional suitably qualified registrars would have a beneficial effect on the 

operation of A & E departments by increasing the level of experienced decision 

making in patient care. 

7. ON-TAKE TEAMS AND A & E DEPARTMENTS 

7.1 Two major areas identified by the Group in which insufficient progress seems 

to have been made concern the recommendations relating to greater 

involvement of senior members of on-take teams in decision-making in A80E 

Departments, and the freeing up of these teams when they are rostered for 

A80E duties Icf Paragraphs 2.8 and 2.9 of the First Report). The 

Implementation Sub-Group followed up these areas formally with the hospital 

managements to determine how they intended to deal effectively with the 

continuing problems which had been identified by the Group. Management 

responded by indicating that steps had been taken in this regard and that 

current admission I discharge policies were being reviewed with a view to 

strengthening their provisions. 
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7_2 The Group wishes to reiterate that it is unacceptable that admission waiting 

times in A&E Department should be prolonged unnecessarily due to the 

unavailability of senior members of the on-take team_ In such circumstances. 

the power to admit should be devolved to the A&E consultant or A&E registrar 

as a matter of course: This decision-making authority should be incorporated 

into admission policies for all hospitals. 

8 OBSERVATION WARDS 

8.1 The Group found that little progress has been made on the introduction of 

observation wards since the publication of the First Report. Two hospitals 

reported specifically that lack of funding was preventing the opening of such 

wards. In others. difficulties in their operation were highlighted as a particular 

problem. as observation beds tended to be used as in-patient beds due to 

pressures from A & E Departments. In other hospitals. the actual physical 

location and layout of the A & E department did not allow for the introduction 

of an observation ward. A & E consultants pointed out that such a ward 

should be located physically adjacent to the A & E department if it were to be 

effective in practice. 

8.2 The Group considers that observation beds have a particularly important use in 

relation to dealing with groups of patients who may not need to be admitted 

to the hospital system proper. but who require observation overnight. The 

Group considers that such wards should be resourced. either through 

redeployment. or through the provision of additional funds. The Group 

considers that the physical layout of A & E departments should be evaluated 

and assessed with a view to expediting the introduction of observation wards. 
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9 COMMUNICATIONS WITH GENERAL PRACTITIONERS 

A degree of progress was reported by all hospitals in relation to improving 

relationships with general practitioners and community services in general. The 

Introduction of triage nurses and improved medical social work services was 

felt to have facilitated communications in this regard. 

10 AVAILABILITY OF DIAGNOSTIC SUPPORT SERVICES FOR A & E 

DEPARTMENTS 

No major additional problems were reported in this area, apart from the Meath 

Hospital which pointed to the continued lack of an adequate laboratory service, 

and Beaumont Hospital which reported difficulties in obtaining on-line reporting 

of X-Rays. 

11 DISCHARGE PLANNING OF IN-PATIENTS 

11.1 The Group also specifically requested hospitals'views on progress in this area, 

with particular reference to the need to undertake a pro-active approach to 

discharge planning, including prompt responses to inter-specialist consultation 

requests, and prompt senior decision-making in orde-r to allow discharge of 

patients on a daily basis. 

11.2 All hospitals reported that there was already a high degree of communication 

between hospital staffs in this area.They appeared to be conscious of the need 

to improve discharge planning through innovations such as involving social 

workers in the management of individual patients right from the time of 

admission together with increased involvement of paramedical staff 

(physiotherapists, occupational therapists) as well as the introduction of a 

rehabilitation and assessment units for the elderly. Discharge planning will also 

be further improved with the introduction of order communications in a number 

of hospitals. Our previous report stressed the importance of integration 

between the hospital and other branches of the health services. Consequently, 
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the liaison Public Health Nurse and/or the Team Leader of the Community 

Ward/District Care Team, should be involved at an early stage in discharge 

planning, where it is considered that contact with community care services may 

contribute to shortening the patient's stay in hospital. Regular contact and 

interaction between ward staff and the liaison Public Health Nurse should be 

the norm. 

11.3 The Group welcomes the assurances by hospitals that steps are in train in 

order to improve effective discharge planning. There is evidence to show that 

many of the potential ·problem patients· can be identified on admission, and 

every effort should be made to ensure that this is done. The Group wishes to 

reiterate that discharge planning should commence from the point of admission. 

There is also a need to remove barriers to early discharge, particularly through 

introducing devolved decision-making by consultants to other senior members 

of the team. In this respect, the responsibility of referring doctors or referring 

agencies for providing post-discharge health and social services should be 

pursued by the Departmentof Health. 

11.4 Inasmuch as approximately 14% of patients in the acute hospitals have been 

identified as being inappropriately placed, the Group wishes to re-emphasise the 

critical urgency of addressing extended care requirements for the elderly ( as 

well as for the youn"g chronic sick) - a need already clearly identified by the 

Dublin Hospital Initiative Group as being of utmost priority. The Group 

welcomed the recent decision by the Minister for Health to fund two 

consultant-staffed geriatric units and to provide some limited extended care 

beds in the Dublin area. However, the Group urges that full implementation of 

its priority geriatric care recommendations needs to be expedited because of 

the enormous impact of geriatric patients on bed turn-over and the ability of 

hospitals to deal with critical waiting lists. 
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12 CONCLUSIONS 

12.1 Arising from its review, the main conclusion which the Group has drawn is 

that, in general, hospitals understand and accept the validity of the "good 

practice" recommendations contained in the First Report of the Dublin Hospital 

Initiative Group. Our recent round of intensive consultations has reaffirmed 

these soundly-based recommendations. At no time during our consultation 

process were any of the general principles or specific measures recommended 

by the Group challenged to any significant extent. 

12.2 The extent of the implementation and the degree of commitment within 

hospitals to the individual recommendations varies. While the Group has been 

able to assess tangible innovations such as the introduction of 5-day wards and 

bed managers, it is less able to measure the extent of changes which require 

alterations to long-established work practices and procedures. Many of the 

residual problems regarding full implementation of our recommendations seem 

to derive from cultural and attitudinal problems within the hospitals e.g. the 

relationship between "on-take" teams and the A & E departments. It is clear 

that the power to change the present situation essentially lies within the 

hospitals themselves. Hospitals should therefore continue to encourage dialogue 

between administrators, nurses and consultants in relation to i'mproving the 

efficiency of-the departments where they work. 

12.3 The Group would like to draw attention to the approach to quality assurance 

and external audit outlined in Chapter 5 of the Third Report of the Dublin 

Hospital Initiative Group. The Group is firmly of the opinion that there is a need 

for hospitals to undertake regular reviews of activity and outcome on a 

comparative basis. Concern for quality care must be reflected by a firm 

institutional comittment to responsive audit procedures and quality assurance 

protocols which can be applied to all aspects of the hospital's services to 

patients. In this regard, the Group considers the introduction of performance 

indicators would be useful in sustaining the development of quality 

consciousness. Furthermore the development of external audit programmes 
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would also assist the further enhancement of the best practice standards for 

the future. 

12.4 The Group's function in relation to monitoring and reviewing progress was an 

essential component of ensuring implementation of many of the significant 

good-practice recommendations. However a continuing -function for the Group 

in this area is necessarily limited. Therefore it is not proposed to engage on 

further extensive rounds of consultations with various groups and sectors 

within hospitals on issues that have already been clearly identified. This would 

be an unnecessarily repetitious exercise. In some specific instances such as the 

introduction of observation wards or 5-day wards, it would appear that 

compliance by institutions with these recommendations can only be achieved 

through agreement between the Department of Health and the hospitals 

concerned as part of the resource allocation process. The Group acknowledges 

that it will be a matter for negotiation between individual institutions and the 

Department of Health to determine the appropriate level of resources 

required to meet the needs in the non-acute services area, as set out in the 

Third Report of the Dublin Hospital Initiative Group. 

12.5 The Group acknowledges that the successful implementation of all its 

recommendations requires that resources are provided to meet the non-acute 

services required by patients (vizJongstay rehabilitation, domiciliary services et 

all. The nature and extent of these services has already been identified in the 

Third Report of the Dublin Hospital Initiative Group. 
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