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1 Introduction

This report presents the findings and recommendations of a study prepared for the Health

Service Executive (HSE). The goal of the study is to recommend the location of a new

Regional Hospital that will serve the needs of people in the North East Region taking into

account:

 Demographics,

 Access,

 Planning and Development, and

 Interdependencies.

The study was carried out by a team of consultants (The Consultants) led by The Health

Partnership and including Arup Consulting Engineers and York Health Economics Consortium.

The need for this study arose from the publication of a report by Teamwork Management

Services Ltd. entitled “Improving Safety and Achieving Better Standards – An Action Plan for

Health Services in the North East” published in June 2006 (Teamwork Report). The report

recommended the following three stranded action plan designed to improve health service

safety and standards in the North East Region:

1. The development of local services, with the existing five hospitals and primary and

community care providers playing central roles;

2. The development of a new regional acute hospital; and

3. Binding these local and regional services together through a series of clinical networks,

which are centred on the needs of patients.

The Teamwork Report recommended that the North East should have one regional public

hospital based on international best practice for a catchment population of between 300,000

and 500,000 people.

1.1 Study Objectives

The HSE’s Invitation to Tender (ITT) identified the following objectives for this study:

 Carry out a detailed location study to consider options for the location of the new

Regional Hospital in the North East;

 Recommend a location for the new hospital, using assessment criteria, that is

evidentially based; and

 Prepare a report for the HSE recommending a location based on the findings of the

study.
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The report’s conclusions and recommendations are to be supported by detailed consideration

of the following relevant key criteria including:

 Demographics,

 Access,

 Planning and Development, and

 Interdependencies.

Demographics

 With the exception of certain tertiary and specialist services the objective is self

sufficiency in acute care within the North East for all patients, public and private;

 A key factor in planning for services in the Regional Hospital is the significant projected

population growth rates for the North East; and

 Identification of a minimum catchment population of 300,000 for the new hospital and a

mapping exercise to the year 2020 are required.

Access

 The location must facilitate ease of access to the new hospital for the catchment

population and for outreach from the Regional Hospital to other facilities within the

North East;

 Consideration is needed of the distance and time for travel of patients requiring

Regional Hospital care by both private and public transport means;

 Ease of access for staff is also an important consideration in terms of workforce

planning, recruitment and retention;

 Consideration of access in the context of the development of the emergency care

network is also vital; and

 A review of current and future transport infrastructural development plans, including

road networks and traffic management considerations is required.

Planning and Development Considerations

The location recommended must have the capacity to accommodate the new Regional

Hospital. Considerations include:

 Capacity to accommodate the new Regional Hospital,

 Identification of land banks/sites which could be considered as potential sites for the

new hospital,

 Potential planning constraints, and

 Environmental impact.



6

Interdependencies

The role of the Regional Hospital within a formal clinical network structure in the North East

must be considered. The interdependency of the location in the North East with the

locations/catchments of current hospitals and planned services development in adjacent areas,

are also factors in determining the location.

1.2 Methodology Employed

The methodology described below is consistent with international best practice and has been

used for similar hospital location studies across the world. Commonly used techniques

employed for the calculation of benefits within option appraisal exercises have been used. This

approach is recommended, for example in the Guidance on Option Appraisals issued by The

Treasury Department1 in the UK and has been referenced in numerous publications on the

selection of locations for hospitals.

Consistent with the study’s terms of reference, range of criteria has been used to assess the

suitability of a number of possible locations. Each proposed location has been scored against

these criteria and different weights have been used to score the criteria. In this way robust

techniques have been used to derive the preferred location of the hospital site.

The methodology also employs the use of geographic information systems to calculate travel

times. This method is well evidenced and is frequently used for similar exercises across a

number of health care systems, such as those in Canada, New Zealand, the UK and the US, in

both urban and rural settings. The method has been tested in numerous ways. For example,

geographic information specialists (Haynes et. al.2), (Fone et al.3) have demonstrated the

robustness of assumptions about distances and travel times, using both actual distances

travelled and straight-line ‘crow flies’ calculations, with various speeds to assess different travel

times. Operational researchers (Propper et al.4) have developed models that take account of

distances and travel times in examining access and utilisation of hospital services. Lastly, the

method has been used extensively by those undertaking strategic planning of hospital services,

for example in looking at the impact of re-organising services or relocating hospitals (Brabyn

1 The Green Book – Appraisal and Evaluation in Central Government, HM Treasury
2 Haynes R, Jones AP, Sauerzapf V, Zhao H. Validation of travel times to hospital estimated by GIS. International Journal of
Health Geographics [Electronic Resource]. 2006; 5 (40):
3 Fone DL, Christie S, Lester N. Comparison of perceived and modelled geographical access to accident and emergency
departments: a cross-sectional analysis from the Caerphilly Health and Social Needs Study. International Journal of Health
Geographics [Electronic Resource]. 2006; 5 (16):
4 Propper et al (2006) Propper C, Damiani M, Leckie G, Dixon J. Distance Travelled in the NHS in England for Inpatient
Treatment. Centre for Market and Public Organisation, Bristol. Report No. CMPO Working Paper Series No 06/162. 2006.
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and Beere5 and Mungall6). Examples of the above have been published in a variety of journals,

and the methodology used in this study is well evidenced and robust.

Demographic Analysis

The purpose of the demographic analysis was to determine the number, location and age

profile of the population in 2015 and 2020. This timeframe was extended to 2025 to take into

account the time required to plan and build the new hospital. The demographic analysis

involved:

 Examining 2006 Census information and population projections issued by the Central

Statistics Office (CSO) to analyse the demography of the North East Region including

overall regional population growth, the geographical distribution of population and the

age profile of people living in the region;

 Modelling population growth while ensuring compliance with published planning policy

and consistency with the CSO’s population projections;

 Identifying the future need for hospital services across the region based on demand

from the projected population; and

 Conducting sensitivity analysis with respect to different CSO population growth

scenarios.

Accessibility

The goal of accessibility is to make the hospital accessible to the population it serves by public
and private modes of transport. Primarily this applies to patients and visitors, but also
considers accessibility from a staff perspective. The assessment of accessibility involved:

 Assessing the current and planned transportation networks to determine road travel

speeds and drive time catchments for a number of locations across the region;

 Using Geographical Information Systems (GIS) to model the region’s future road

transportation network and deriving drive time bands for different locations to

determine how many people live within certain drive time bands of different locations;

and

 Determining the extent to which staff accessibility is affected by different locations.

Planning and Development

The proposed Regional Hospital will be one of the largest developments in the region and

requires to be supported by transportation and service infrastructure. Planning policy also

5 Brabyn L and Beere P. Population access to hospital emergency departments and the impacts of health reform in New
Zealand. Health Informatics Journal. 2006; 12 (3): 227-37.
6 Mungall IJ. Trend towards centralisation of hospital services, and its effect on access to care for rural and remote
communities in the UK. Rural & Remote Health. 2005; 5 (2): 390-
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guides where large facilities are to be located and the hospital’s location from a planning and

development perspective was considered. This involved:

 Reviewing National, Regional and County planning policy documents;

 Meeting with elected Local Authority representatives to understand local perspectives

on the merits of different locations (listed in Appendix B); and

 Reviewing the written submissions received by the HSE from individuals and

organisations (listed in Appendix A).

Interdependencies

A Regional Hospital does not operate in isolation and the performance of the hospital depends

on how it operates as part of a clinical network. The impact of location on different

interdependencies was examined. This involved:

 Consulting HSE Management about the role of the clinical networks in the region and

how the Regional Hospital would work as part of these networks;

 Developing an understanding about how services located in areas adjacent to the

region will have an impact on demand for health services in the North East;

 Reviewing the potential of different locations to recruit and retain high calibre staff; and

 Identifying the impact of location on the ability to provide health sector training and

continuing education.

Assessment and Evaluation of Potential Locations

Following the demographic and transportation assessment and a review of submissions

received and representations from Local Authority Representatives, a number of locations

across the region were determined to warrant a more comprehensive assessment. These

were assessed using demographic, accessibility, interdependency and planning and

development related criteria found to be used in similar hospital location studies78. Using

different weights for the criteria the robustness of the findings was tested. Following this step

the findings of our study and the results of this assessment were then compiled into this report.

7 Omagh Hospital Review Steering Group, A Review of the Acute Hospitals Review Group Report, October 2001
8

Sanderson D, Beale S, Wright D and Lowson K (2004) Economic Impact Study of the Proposed Downsizing of
Inverclyde Royal Hospital and Closure of Ravenscraig Hospital. Report produced for Inverclyde Council by YHEC,
Septmber 2004.
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1.3 Structure of Report

The report that follows is set out in the following order:

 Section 2 - Demographics of the North East

 Section 3 - Hospital Activity of the North East

 Section 4 - Transportation Assessment

 Section 5 - Selection of Location Options

 Section 6 - Accessibility and Catchment Analysis

 Section 7 - Discussion of Interdependencies

 Section 8 - Planning and Development

 Section 9 - Key Criteria and Evaluation

 Section 10 - Conclusions and Recommendations

Appendices are also provided at the end of the report and referenced in the main body of the

report where appropriate.

1.4 Acknowledgements

The Consultants would like to express their gratitude to those individuals and organisations

listed in Appendix A that made submissions to the HSE with respect to the North East Regional

Hospital Location Study. Thanks are also due to Local Authority representatives listed in

Appendix B who made representations to the Study Team in June 2007.

The hospital data used in the study came from the Hospital Inpatient Enquiry (HIPE) system

collected by the HIPE and National Perinatal Reporting System (NPRS) Unit of the Economic

and Social Research Institute. The Population Health Directorate of the HSE supported

analysis of the data.
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2 Demographics of the North East

This section presents a demographic profile of the North East and examines:

 Recent population changes indicated in recent Census Information;

 Population projections generated by the Central Statistics Office (CSO); and

 The projected spatial distribution of population in 2015 and 2025.

This information is important to the study because the age profile and size of the population

influences the need for health services.

2.1 Current Population Profile

The North East Region encompasses the four counties of Cavan, Louth, Meath and Monaghan.

In 2006 the region had a population of 394,098, which represents 9.3% of the State’s

population of 4,239,848. The region’s population has grown rapidly and between 2002 and

2006, it grew by 14.2% compared with a growth rate of 8.2% for the State over the same

period.

Table 2.1 confirms that between 1996 and 2006, the region’s population grew by 28.7%, with

Meath growing by over 48%, Louth and Cavan growing by about 21% and Monaghan by just

over 9%. Meath has the largest population of the four counties with a 41.3% share of the

region’s population. In addition, Meath accounted for 60.4% of the region’s population growth

of 87,943 between 1996 and 2006.

Table 2.1

Population Growth in the North East, 1996 – 2006

County 1996 2002 2006 2006 Regional

Population

Share (%)

Change

(1996 to

2006)

% Change

(1996 to

2006)

Cavan 52,944 56,546 64,003 16.2 11,059 20.9%

Louth 92,166 101,821 111,267 28.2 19,101 20.7%

Meath 109,732 134,005 162,831 41.3 53,099 48.4%

Monaghan 51,313 52,593 55,997 14.2 4,684 9.1%

TOTAL 306,155 344,965 394,098 100.01 87,943 28.7%

Source: CSO, Census, 1996, 2002 and 2006

Note 1: Percentage shares do not add to exactly 100.0 due to rounding

The southern part of the region is the more heavily populated with Meath and Louth accounting

for almost 70% of the region’s population.
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The concentration of population in the south of the region is confirmed in Table 2.2, which

presents the population of the towns in the region with 2006 populations greater than 1,500

people. In 2006, the Louth county towns of Dundalk and Drogheda were the two largest

centres with populations of 35,085 and 35,090 respectively followed by Navan with a

population of 24,851. According to the 2006 Census, no other town in the region has a

population greater than 10,000 people.

Table 2.2
Towns With Populations Greater Than 1,500 People in the

North East in 2006
Population (including suburbs or environs)

2002 2006 Change 2002 – 06
Change

%

Drogheda 31,020 35,090 4,070 13.1%

Dundalk 32,505 35,085 2,580 7.9%

Navan 19,417 24,851 5,434 28.0%

Laytown-Bettystown-Mornington 5,597 8,978 3,487 60.4%

Ashbourne 6,362 8,528 2,166 34.0%

Cavan 6,098 7,883 1,785 29.3%
Ratoath 3,794 7,249 3456 91.1%
Trim 5,894 6,870 976 16.6%
Monaghan Town 5,717 6,710 504 8.8%
Dunboyne 5,363 5,713 350 6.5%

Kells 4,261 5,248 987 23.2%
Ardee 3,948 4,694 746 18.9%
Carrickmacross 3,832 4,378 546 14.2%
Dunshaughlin 3,063 3,384 321 10.5%
Duleek 2,173 3,236 1,065 48.9%

Castleblayney 2,936 3,124 188 6.4%
Stamullen 779 2,487 1,708 219.3%
Athboy 1,538 2,213 675 43.9%
Enfield 1,072 2,161 1,089 102%
Bailieborough 1,660 1,966 306 18.4%

Cootehill 1,744 1,892 148 6.8%
Clones 1,947 1,767 -180 -9.2%
Kingscourt 1,307 1,748 441 33.7%
Virginia 1,093 1,734 641 58.6%
Ballyjamesduff 871 1,696 825 94.7%

Total 131,948 156,402 24,455 18.5%
% of North East Population 38.2% 39.7%
Source: CSO, 2006 Census, Volume 1, Table 7

Map 2.1 further illustrates the concentration of the region’s population towards the south and

east of the region. It can also be seen that higher population densities follow the M1, N2 and

N3 radial routes.
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Map 2.1
Distribution of Population Across the North East Region, 2006

Source: CSO, OSI

The population age profile of the region is presented in Table 2.3. The counties of Cavan and

Monaghan have a higher proportion of people in the older age groups, with Meath and Louth

having a larger share in the 25-44 year old age groups. Despite this, Meath and Louth,

because of their larger populations, accounted for almost 62.5% of those aged 65 years and

older in the region.

Table 2.3
Age Profile of North East Region Counties, 2006

Age
Group
(Years)

Cavan % Louth % Meath % Monaghan % NE
Region

(%)

0 - 14 14,252 22.3 24,568 22.1 38,150 23.4 11,869 21.2 88,839 22.5

15 - 24 8,743 13.7 16,092 14.5 21,961 13.5 8,270 14.8 55,066 14.0
25 - 44 18,678 29.2 35,570 32.0 56,491 34.7 16,515 29.5 127,254 32.3
45 - 64 14,323 22.4 23,432 21.1 33,205 20.4 12,593 22.5 83,553 21.2

65 + 8,007 12.5 11,605 10.4 13,024 8.0 6,750 12.1 39,386 10.0

TOTAL 64,003 100 111,267 100 162,831 100 55,997 100 394,098 100

Source: CSO, 2006 Census
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2.2 Population Forecast

The Central Statistics Office (CSO) provides a range of population growth scenarios taking

account of differing levels of migration (M) and fertility rates (F). They model lower and higher

rates (M1 and M2; F1 and F2) and different scenarios about the population movements

between regions (Recent, Medium and Traditional).

The Medium M1F2 Scenario9 was used to estimate the population projections for 2015 and the

growth projected to 2021 by the CSO was used to project the population in 2025. The CSO

only provides projections for each region, and does not provide growth estimates for individual

counties. Furthermore, the CSO regions do not correspond with the HSE regions and the

North East Region includes parts of the CSO Mid East Region and Border Regions.

Consequently, the Border region10 population growth estimates are applied to Cavan, Louth

and Monaghan and the Mid-East region11 estimates to Meath.

The growth rates applied to the regions, by age group and gender, from 2006 to 2015 and 2025

are shown in Tables 2.4 and 2.5. These rates are directly calculated from the population

scenario data published on the CSO website.

Table 2.4
CSO Population Growth Projections from 2005 to 2015, based on

2006 Census
0-14 15-24 25-44 45-64 65+ All Ages

Border
Total 8.0% -9.8% 18.7% 22.4% 26.5% 13.6%

Male 8.1% -10.0% 19.5% 21.4% 32.1% 14.0%

Female 7.8% -9.6% 17.9% 23.5% 21.9% 13.3%

Mid east
Total 24.2% -3.6% 22.2% 40.0% 58.1% 25.3%

Male 23.9% -3.4% 21.5% 39.6% 67.0% 25.3%

Female 24.5% -3.7% 22.9% 40.4% 51.2% 25.4%

Source: Calculated from CSO Population Projections by YHEC

9 CSO, Regional Population Projections 2006 to 2021, 25 May 2005,
10 Border Region includes the counties of Louth, Monaghan, Cavan, Leitrim, Sligo and Donegal
11 Mid East Region includes the counties of Meath, Kildare and Wicklow
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Table 2.5
CSO Population Growth Projections from 2015 to 2025,

based on 2006 Census
0-14 15-24 25-44 45-64 65+ All Ages

Border
Total 11.3% -3.2% 15.2% 33.6% 53.9% 11.1%
Male 11.4% -2.9% 15.5% 32.9% 59.2% 11.2%
Female 11.1% -3.5% 14.9% 34.3% 49.3% 10.9%
Mid east
Total 10.7% 20.5% 6.8% 30.2% 50.0% 18.9%
Male 10.6% 21.4% 5.9% 30.6% 52.3% 18.7%
Female 10.9% 19.5% 7.7% 29.8% 48.0% 19.1%
Source: Calculated from CSO Population Projections by YHEC

According to the CSO population projections12, the region with the largest expected increase in

population in Ireland is the Mid-East, growing as a result of natural increases (births exceeding

deaths), international migration and internal migration. In both regions, the highest growth will

be in the population aged 65 years and older.

While the estimated overall population growth for the North East region matches the CSO’s

M1F2 Scenario for the Border and Mid East Regions, within the North East Region the National

Spatial Strategy and Regional Planning Guidelines indicate that larger centres, designated as

gateways, hubs and primary development centres, and their environs are expected to show

accelerated growth in the period up to 2020. As a consequence of accelerated growth in the

larger centres of the North East, lower growth in the more rural areas of the region will be

experienced. The resulting population projections are shown in Table 2.6 and the spatial

distribution of this population projection is presented in Map 2.2 for 2015 and Map 2.3 for 2025.

.

Table 2.6
Summary CSO Population Growth Projections to 2015 and 2025,

based on 2006 Census

County 2006 2015
% Increase
from 2006 2020

% Increase
from 2006 2025

% Increase
from 2006

Cavan 64,003 73,114 14.2% 75,098 17.3% 77,410 20.9%
Louth 111,267 126,591 13.8% 145,848 31.1% 153,053 37.6%
Meath 162,831 204,671 25.7% 223,073 32.2% 243,153 49.3%
Monaghan 55,997 63,822 14.0% 74,029 37.0% 77,785 38.9%
TOTAL 394,098 468,198 18.8% 518,048 31.5% 551,401 39.9%
Source: Derived from CSO Population Projections by YHEC

12 CSO, Regional Population Projections 2006 to 2021, 25th May 2005
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Table 2.6 shows the population growth projections from 2006 to 2015, 2020 and 2025. For the

region as a whole, the projected population is growing at a faster rate in the period to 2015 and

a slower rate in the period between 2015 and 2025. The data indicates a slightly higher

population in 2015 than that presented in the Teamwork Report owing to the recent publication

of 2006 Census information by the CSO.

Map 2.2
Projected Regional Population Density, 2015

Source: YHEC, CSO, OSI
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Map 2.3
Projected Regional Population Density, 2025

Source: YHEC, CSO, OSI
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3 Hospital Activity in the North East

This section describes recent acute hospital activity in the North East and this forms the basis

for projected inpatient cases in 2015 and 2025.

3.1 Recent Hospital Activity Levels

Hospital Inpatient Enquiry (HIPE) activity data for 2005 was used to calculate current activity for

two types of admission. Elective, or planned admissions, and non-elective, or emergency

admissions were examined for patients residing in Cavan, Monaghan, Louth and Meath. Day

Cases were excluded from the analysis because these will continue to be cared for in local

hospitals.

The hospital inpatient activity for North East residents derived from the 2005 HIPE data is

shown in Table 3.1. This shows all inpatient cases including those requiring tertiary level

specialist care at the Dublin Teaching Hospitals, but excludes all activity associated with

residents of the North East who are treated in private hospitals. The new Regional Hospital

may indeed attract back people currently treated in private hospitals in and around Dublin.

However, data about this activity is unavailable to the HSE and no reasonable estimates of

current or future private hospital activity levels can be made. Similarly, while it is understood

that residents in the North East receive care in Northern Ireland, no reliable data is available

that describes the number of cases, or where they are treated.

Table 3.1
Hospital Location of Elective and Non-Elective Inpatient Hospital
Discharges by North East Residents: 2005 – All Specialties

Hospital Elective Inpatient
Discharges

Non-Elective
Inpatient Discharges

Total
Discharges1

Cavan Hospital 1,018 9,578 10,596
Our Lady of Lourdes, Drogheda 4,831 14,803 19,634
Louth County Hospital, Dundalk 1,062 4,556 5,618
Our Lady’s Hospital, Navan 1,435 4,805 6,240
Monaghan Hospital 534 2,714 3,448

Total North East 8,880 36,456 45,336
% 57.9% 84.8% 77.7%

Dublin Area Public Hospitals 6,133 5528 11,661
% 40.0% 12.9% 20.0%

Other Hospitals in Ireland2 326 987 1,313

% 2.1% 2.3% 2.3%

Total 15,339 42,971 58,310

Note: 1.Excludes Day Cases and private patients treated in private hospitals
2. Includes patients residing in West Cavan who are served by Sligo General Hospital

Source: HIPE, 2005
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Healthcare provision in the North East Region is heavily influenced by the proximity of Dublin.

Table 3.1 shows that a large proportion of patients residing in the North East attend hospitals

located within the Dublin Area. Only 58% of elective inpatient discharges of North East

residents are from North East Region hospitals, whilst 40.0% of all elective inpatient activity is

at hospitals in the Dublin area. Additionally, 12.9% of non-elective activity by North East

residents is undertaken in Dublin area hospitals and 2.3% at hospitals in other locations outside

the North East Region. This includes a small number of West Cavan residents served by Sligo

General Hospital.

Table 3.2 presents hospital activity generated by residents of the North East after removing the

activity associated with tertiary level specialist care at all hospitals. It is understood that these

tertiary services will continue to be provided in Dublin area public hospitals. This presents a

reasonable estimate of the level of hospital activity that should be met by inpatient hospital

service providers in the North East Region. It still shows a high level of activity outside the

hospitals in the North East region, with 33.6% of elective inpatient care discharges and almost

10.8% of Non Elective inpatient discharges being provided outside the North East Region.

For both elective and non-elective cases, the Dublin area hospitals account for most of the care

provided to residents of the North East Region outside the North East region. Comparison of

Tables 3.1 and 3.2 illustrate that even when the tertiary care provided in Dublin area hospitals

is taken into account over 31% of elective and over 8% of non-elective inpatient cases from the

North East Region are treated in Dublin area hospitals.

Table 3.2
Hospital Location of Elective and Non-Elective Inpatient Hospital

Discharges for North East Residents:
2005 – Excluding Tertiary Specialties

Hospital Elective Inpatient Non Elective Total

Cavan Hospital 1,012 9,557 10,569
Our Lady of Lourdes, Drogheda 4,762 14,282 19,044
Louth County Hospital, Dundalk 1,062 4,556 5,618
Our Lady’s Hospital, Navan 1,430 4,772 6,202
Monaghan Hospital 534 2,714 3,248

Total North East 8,800 35,881 44,681
% 66.3% 89.2% 83.5%

Dublin area public Hospitals 4,154 3,416 7,570

% 31.3% 8.5% 14.2%

Other Hospitals in Ireland 310 928 1,238

% 2.3% 2.3% 2.3%

Total 13,264 40,225 53,489
Note: Excludes Day Cases.

Percentages might not add to 100.0% due to rounding

Source: HIPE 2005
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Table 3.3 shows the origin and destination of North East Region patients. For elective inpatient

discharges, Meath residents (5,443) followed by Louth residents (4,352) had the highest

number of discharges. Interestingly, despite its lower population Monaghan residents had a

higher number of elective discharges (1,796) than Cavan (1,673). For non-elective inpatient

discharges, again Meath residents had the highest (12,828) followed by Louth (12,818), Cavan

(8,643) and Monaghan (6,536).

With respect to the North East Region as a whole, the recent Acute Hospital Bed Review13

found that the North East had the highest level of inappropriate admissions with 19% of acute

hospital admissions that could have potentially been treated outside an acute hospital setting,

compared with a national average of 13%. The review also found that 47% of patients in acute

care hospitals in the North East could have been treated in an alternative setting on the day of

care, if appropriate alternatives were available, compared with a national average of 39%.

Table 3.3
Location of Discharging Hospital Broken Down by Patient

County of Residence, 2005 – Excluding Tertiary Specialties
County of
Residence

Elective Inpatient Discharges – Hospital Location
(Number and percentage of Discharges)

North East Dublin Other Total
Cavan 1,101 (65.8%) 517 (30.9%) 55 (3.3%) 1,673 (100.0%)

Louth 3,575 (82.1%) 769 (17.7%) 8 (0.2%) 4,352 (100.0%)

Meath 2,711 (49.8%) 2,487 (45.7%) 245 (4.5%) 5,443 (100.0%)

Monaghan 1,413 (78.7%) 381 (21.2%) 2 (0.1%) 1,796 (100.0%)

TOTAL 8,800 (66.3%) 4,154 (31.3%) 310 (2.3%) 13,264 (100.0%)

Non-Elective Inpatient Discharges Hospital Location
(Number and percentage of Discharges)

North East Dublin Other Total
Cavan 8,220 (95.1%) 266 (3.1%) 157 (1.8%) 8,643 (100.0%)

Louth 11,739 (96.1%) 423 (3.5%) 56 (0.5%) 12,218 (100.0%)

Meath 9,624 (75.0%) 2,521 (19.7%) 683 (5.3%) 12,828 (100.0%)

Monaghan 6,298 (96.4%) 206 (3.2%) 32 (0.5%) 6,536 (100.0%)

TOTAL 35,881 (89.2%) 3,416 (8.5%) 928 (2.3%) 40,225 (100.0%)

Total Inpatient Discharges Hospital Location
(Number and percentage of Discharges)

TOTAL 44,681 (83.5%) 7,570 (14.2%) 1,238 (2.3%) 53,489 (100.0%)

Source: YHEC, HIPE

13 The Balance of Care Group/PA Consulting Group, Acute Hospital Bed Review: A review of acute hospital bed use in
hospitals in the Republic of Ireland with an Emergency Department, 2007
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Table 3.3 also shows that while the flow of patients to Dublin Hospitals is an average of 14.2%,

for all residents in the North East, it is as high as 45.7% for elective inpatient and 19.7% of non-

elective discharges for Meath residents. This is important since the new Regional Hospital will

require a catchment population of 300,000 to 500,000 in order for it to maintain a critical mass

of patient volume. Given this it will be important for the new Regional Hospital to repatriate

most of the clinical workload currently being treated in Dublin area hospitals.

3.2 Projected Hospital Activity Levels

Future inpatient activity by Electoral District (ED) was estimated by taking into account future

population increases. This estimation assumed that population growth corresponded with the

CSO’s Medium M1F2 projection and involved the following steps:

1. Based on the CSO Census information for 2002 and 2006 the region’s 2005 population

was estimated. The 2006 census14 was taken to be the base year from which the

populations for 2005 for the four counties was estimated by interpolating the growth

between the 2002 census and the 2006 census figures. Population estimates for 2005

were used to ensure a consistent calculation of the hospital activity rates across the

counties. This used most recently available collated data (2005) from the Hospital

Inpatient Enquiry System (HIPE).

2. For each age group the number of discharges reported in the 2005 HIPE data was

divided by the estimated 2005 population to calculate the inpatient activity per head of

population. For example activity for General Surgery for 0-14 year olds was divided by

the population in the 0-14 year old age group.

3. The rates per head of population for each age group and specialty were multiplied by

the 2015 population estimates reported in Section 2 to calculate the number of

predicted inpatients for each County in 2015.

4. Total inpatient activity for each county was distributed to each ED in the county based

on the population and age profile of each ED.

5. These steps were repeated for the projected regional population in 2025.

The estimated Regional Hospital activity for 2015 and 2025 is shown in Table 3.4 and 3.5

respectively, which indicates over 64,000 and 78,000 inpatient discharges forecast for 2015

and 2025 respectively. The geographic distribution of these inpatient discharges is shown in

Map 3.1. This forecast assumes that current clinical practices continue into the future. Section

3.2.2 takes into account the impact of moving towards best clinical practice.

14 CSO, www.cso.ie
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Table 3.4
Projected Annual Inpatient Discharges to the Regional

Hospital by North East Residents, 2015
2005 2015

Specialty Total
Discharges

Elective
Inpatient

Discharges

Non Elective
Inpatient

Discharges

Total
Discharges

General Medicine 16,919 1,508 19,913 21,422

General Surgery 11,136 3,426 10,127 13,553

Neonatology 602 24 672 696

Obstetrics/Gynaecology 13,701 6,810 8,915 15,725

Ophthalmology 493 458 163 622

Orthopaedics 4,602 2,130 3,570 5,699

Otolaryngology (ENT) 1,077 854 412 1,267

Paediatrics 4,420 454 4,549 5,003

Urology 539 241 105 346

Total 53,489 15,907 48,426 64,332

Source: York Health Economics Consortium, derived from HIPE data

Table 3.5
Projected Annual Inpatient Discharges to the Regional

Hospital by North East Residents, 2025
2005 2025

Specialty Total
Discharges

Elective
Inpatient

Discharges

Non Elective
Inpatient

Discharges

Total
Discharges

General Medicine 16,919 2,048 26,330 28,378

General Surgery 11,136 4,480 12,434 16,914

Neonatology 602 27 745 771

Obstetrics/Gynaecology 13,701 7496 9,537 17,033

Ophthalmology 493 607 200 807

Orthopaedics 4,602 2,799 4,411 7,210

Otolaryngology (ENT) 1,077 998 488 1,485

Paediatrics 4,420 499 4,965 5,464

Urology 539 398 167 566

Total 53,489 19,351 59,277 78,628

Source: York Health Economics Consortium, derived from HIPE data
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Map 3.1(a)
Predicted Distribution of People Utilising the Regional Hospital:

Inpatient Discharges in 2015

Source: Derived from HIPE data and CSO population projections
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Map 3.1(b)
Predicted Distribution of People Utilising the Regional Hospital:

Inpatient Discharges in 2025

Source: Derived from HIPE data and CSO population projections

The maps confirm that in 2015 and 2025 the predicted inpatients will mostly come from the
major towns of the region and the more heavily populated areas of the south and east of the
region.
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3.2.1. Population Projection Sensitivity Analysis

The CSO produced five alternative methods to predict future population figures. Table 3.6

shows the total inpatient activity based on these methods, showing the M1F2 scenario as the

base case in the left hand column.

Table 3.6
Projected Annual Inpatient Discharges to the Regional

Hospital by North East Residents, 2015
Specialty Medium

M1F2
(Base case)

Medium
M2F2

Recent
M2F2

Traditional
M2F2

Recent
M1F2

Traditional
M1F2

General Medicine 21,422 21,121 21,404 20,926 21,702 21,228

General Surgery 13,553 13,285 13,533 13,109 13,799 13,378

Neonatology 696 680 698 672 713 687

Obstetrics/ Gynae. 15,725 15,126 15,735 14,690 16,330 15,289

Ophthalmology 622 612 621 606 631 616

Orthopaedics 5,699 5,594 5,694 5,526 5,798 5,632

Otolaryngology (ENT) 1,267 1,238 1,265 1,220 1,294 1,249

Paediatrics 5,003 4,890 5,029 4,816 5,141 4,929

Urology 346 340 345 337 350 343

Total 64,332 62,888 64,324 61,902 65,758 63,350
Source: York Health Economics Consortium

Presenting the results for the other CSO population scenarios confirms that the results are

broadly similar for all the scenarios used. The number of predicted inpatients based on current

work practices ranges from a low of 61,902 to a high of 65,758, representing a variation of 6%,

with the Medium M1F2 Scenario used being just 0.9% above the average of all the scenarios.

The key conclusion is that projected inpatient volumes are not affected by the CSO scenario

used.

3.2.2 The Impact of Best Clinical Practice

In the period up to 2015 with the implementation of the HSE’s North East Transformation

Programme, significant improvements will be made in relation to health service delivery to

North East residents. These improvements will lead to more patients being cared for in their

community and at their local hospital and this will reduce the number of admissions needed to

the regional hospital. This will reduce the predicted number of inpatients and Table 3.7 shows

the impact of achieving 100% and 85% of best clinical practice. With 100% best clinical

practice, the number of predicted inpatients is 57,191 in 2015 and with 85% best practice, the

number of inpatients is 58,220, compared with 53,589 actual inpatient discharges in 2005.
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Table 3.7
Application of Best Practice: Projected Annual Inpatient Non-

Tertiary Discharges to the Regional Hospital by North East
Residents, 2015

Specialty Total
Discharges1

100% best clinical
practice

85% best clinical
practice

% Reduction % Reduction

General Medicine 21,422 12.7% 18,701 10.8% 19,108

General Surgery 13,553 12.1% 11,913 10.3% 12,157

Neonatology 696 0.7% 691 0.6% 692

Obstetrics/Gynaecology 15,725 8.4% 14,404 7.1% 14,609

Ophthalmology 622 14.9% 529 12.7% 543

Orthopaedics 5,699 9.5% 5,158 8.0% 5,243

Otolaryngology (ENT) 1,267 20.7% 1,005 17.6% 1,044

Paediatrics 5,003 7.9% 4,608 6.7% 4,668

Urology 346 26.2% 255 22.2% 269

Total 64,332 11.1% 57,191 9.5% 58,220

Source: York Health Economics Consortium, derived from HIPE data and Teamwork calculations
Note 1: Based on 2005 clinical practice

More precise calculations of activity by specialty will need to be made during the more detailed

planning phases of the hospital’s development.

3.3 Key Findings

Key findings from the projection of future clinical activity is that the Regional Hospital will need

to serve approximately 58,000 inpatient cases in 2015 and most of these cases will come from

the larger towns and the more densely populated parts of south Meath and east Louth.

The analysis of HIPE data has also shown that 46% of elective and 20% of non-elective

inpatients residing in Meath are currently travelling to Dublin and other areas outside the region

for inpatient care. Meath is the most heavily populated county and its population, which is

projected to reach over 240,000 people by 2025, will be a critical contribution to the minimum

catchment area population of 300,000 to 500,000 required to safely sustain the clinical

activities of the Regional Hospital.
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4 Transportation Assessment

This section examines accessibility and transportation in the North East Region. Appendix C

contains an inventory of the Region’s current and planned transportation infrastructure.

4.1 Regional Transportation Network in the North East

For most residents of the North East, the private car is the most commonly used mode of

transport. In addition there are intercity bus services and commuter bus services, which also

rely on the road network. Currently there is a railway line between Dublin and Belfast and this

supports commuter services between Dublin, Drogheda and Dundalk as well as intercity rail

services between Dublin and Belfast. Transport 2115 identifies that there is to be a new

passenger rail service between Dunboyne and Navan. Map 4.1 illustrates the existing and

planned National and Primary routes and railways in the region and the linkages they have to

large centres in the surrounding regions.

Map 4.1
Current and Proposed Transport Infrastructure in the North East

Source: OSI, NRA, Department of Transport

15 www.Transport21.ie
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4.1.1 Road Development

Transport 21 is the Government’s transportation capital investment plan for the period from

2006 to 2015. For roads in the North East Region, the focus of these developments is

upgrading of the three main radial routes (M1, N2, N3) and the development of the new M3

from Clonee to just north of Kells as described in Transport 21.

In addition to the formally approved road developments set out by Transport 21, an important

potential road development for the North East is the Dublin Outer Orbital Route. The proposal

to develop an outer orbital route is included as a key objective of the Regional Planning

Guidelines for the Greater Dublin Area (RPG). The RPG has recommended that measures be

undertaken in the short term to identify a corridor in the vicinity of urban areas such as

Drogheda, Navan, Trim and Kilcock. It is proposed that the M1, N2 and N3 in Meath will be

linked by the Outer Orbital route. It is understood that a feasibility study on route options for

the Dublin Outer Orbital is currently being finalised. However, no commitment or completion

date has been given for the project and a final route has not been formally announced.

Similarly in the north of the region there is a proposal to develop an east west linkage between

Cavan and the M1. Again to date, there is no formal agreement to construct this road at this

time.

Depending on the routes of such road schemes, they have the potential to substantially reduce

journey times between some of the main population centres in the North East Region. They

would therefore be a benefit in terms of reducing journey times to potential hospital sites as

well as providing added connectivity between the three radial National Primary Routes.

4.1.2 Rail

The North East is currently served by passenger railway services along the line linking Dublin

with Belfast. Transport 21 also identifies the development of a new passenger railway line

linking Dublin with Navan.

Dublin to Belfast Railway Line

This route is an important transportation asset for the region. Irish Rail serves Dundalk,

Drogheda and Dublin with the following service levels:

 Dublin - Drogheda - 30 direct trains per day (each way)

 Dublin - Dundalk – 17 direct trains per day (each way)

 Drogheda – Dundalk - 15 Direct trains per day (each way)
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 Dublin – Belfast – 8 Intercity trains per day (each way) with stops in Newry and

Portadown.

These services are well used by commuters working in the Dublin area and make Drogheda

and Dundalk easily accessible from Dublin and Belfast. While there are plans to introduce

further stations in the Drogheda borough area suburbs to serve newly developed residential

areas, these have not been formally identified in Transport 21.

Navan Rail Line

Transport 21 identifies the re-opening of the passenger railway line from Clonsilla to Navan.

The first phase involves reopening 7.5km of railway line running from Clonsilla to the M3

interchange at Pace, near Dunboyne, with three stations proposed at Hansfield, Dunboyne and

a major Park and Ride facility at Pace on the M3 interchange. The project will allow 30-minute

frequency commuter services into the new City Centre station (in Docklands). Following further

studies, it is proposed to extend the rail line to Navan within the 10-year period of Transport 21.

The Dunboyne line should be complete by 2009, with the link to Navan being open for 2015.

For the Navan line, the catchment area around Dunboyne has a projected population of almost

31,000 living within a 10Km radius.

Passenger journeys of over 2 million by 2016 are forecast by the supporting planning study. A

service pattern of 3 to 4 trains per hour at peak times are scheduled to meet this demand. The

relevant local authorities have indicated that they would be prepared to contribute to the capital

cost of rebuilding the line through development levies. The development of services on this

line will require the construction of a terminal station in the Docklands as Connolly station is

already at capacity.

In addition to the Dunboyne to Navan line, there is an active freight line between Navan and

Drogheda that is used to transport zinc from the Tara mines operation. This line used to

support a passenger service and was used to transport supporters from Meath to an All-Ireland

final in 1996. In Meath there is strong local support for the re-opening of this line to passenger

traffic and such a service would provide Navan with a strong transport link to Drogheda and

Dublin and Dundalk. However, despite this local support, the proposal is not formally

supported by Irish Rail or identified in Transport 21.

4.2 Transport and Local Authority Planning Policy

The hospital is likely to have a workforce of approximately 2,000 to 3,000 people whose

transport needs must be facilitated together with those of patients and visitors. Transportation

and Planning Policy as presented in Transport 21, the National Spatial Strategy, Regional
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Planning Guidelines and Local Authority Development Plans all emphasize the need to

promote more environmentally sustainable transportation arrangements that foster less

reliance on the private motor car. The number of staff travelling by car and the associated

parking needs will be lower for locations in expanding population centres where there is

housing stock for staff locally and sufficient population for the development or expansion of

local public transport infrastructure. Consideration of accessibility for staff and visitors does

highlight the need for the new hospital design to promote the use of public transport as well as

cycling and walking.

4.2.1 Helicopter Access

The new Regional Hospital will become the regional trauma centre for the North East. It is

likely that the hospital’s design brief will identify the need to support helicopter ambulance

operations. It is understood that there are no areas of the region where helicopter operations

would be problematic. The location of the hospital is unlikely to be as important as the design

of the hospital in determining the hospital’s suitability for helicopter operations. However,

specific sites will need to be assessed by the HSE in concert with both the Air Corps, the

current Air Ambulance provider, and the Irish Civil Aviation Authority, which is the statutory

body responsible for aircraft and flight safety in Ireland.

4.3 Key Findings

National and Strategic Road infrastructure within the study area is planned to be significantly

upgraded and enhanced over the next five to seven year period with the major National

Primary Route upgrades scheduled for completion by 2010. The potential development of

stronger east-west road linkages between the M1/N1, N2 and N3/M3 radial corridors will have

a significant bearing on journey times (including ambulance journey times) throughout the

region and accessibility to a Regional Hospital. Both the proposed Dublin Outer Orbital Route

and the east-west regional route between Cavan and the M1 therefore have the potential to

have a significant positive impact in this respect. In terms of public transport, the main

improvement will be the introduction of a rail link from Dublin to Dunboyne and then on to

Navan by 2015. The key conclusions of the transportation assessment are:

 It is important that the hospital is located in close proximity to the strategic road

network and ideally the rail network so that there is a high level of accessibility to the

hospital by road and rail; and

 Given the high staff numbers as well as patient numbers at a Regional Hospital, it is

important to have strong public transport linkage to the hospital site in order to

minimise the level of car based travel. These public transport linkages will need to be

part of an integrated sustainable transport strategy.
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5 Selection of Location Options

This section is concerned with the selection of locations for further consideration. This

followed a preliminary assessment of:

 Demography of the region and its impact on achieving a minimum catchment

population of between 300,000 and 500,000 people;

 Regional Transportation, particularly the importance of being close to the national

primary road network and ideally the rail network;

 National, regional and local planning policies;

 Submissions received by the HSE on the location of the new Regional Hospital listed in

Appendix A; and

 Representations from Local Authority elected representatives listed in Appendix B.

5.1 Demography

An overarching goal of this study is to identify a hospital location that will generate a sufficient

critical mass of patients required to generate safe and high quality patient care. This is

required to address the fundamental concerns about clinical quality and safety raised in the

Teamwork Report. To achieve this, the Regional Hospital will need to be close to large

population centres, or areas of the region where population densities are highest. As

demonstrated in Section 2, these are found in South Meath and Louth and encompass the

three largest regional towns of Dundalk, Drogheda and Navan.

5.2 Transportation

To sustain a critical mass of clinical volume the Regional Hospital will need to be accessible to

most of the people in the North East. At a minimum, potential sites will need to be close to the

National Primary Road Network.

5.3 Planning Policy

A large body of planning policy and legislation guides and regulates the location of large

facilities. At the national level, the National Spatial Strategy16 supports the location of large

facilities serving large geographic areas in the towns and cities designated as Gateways, Hubs

and Primary Development Centres. This hierarchy is also reflected and acknowledged in

16 National Spatial Strategy for Ireland, 2002 to 2020
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Regional Planning Guidelines. Local Authority Development Plans identify areas for this type

of development based on the availability of services such as water, wastewater and energy,

transportation infrastructure, housing and services. Following a review of national development

plans and local authority development plans, locations in and around very small centres and

places where the required infrastructure would be costly to develop were ruled out. On the

basis of National Spatial Planning Policy the gateway town (Dundalk), the two hubs towns

(Cavan and Monaghan) and the primary development centres (Navan and Drogheda) were

identified to warrant further consideration.

5.4 Submissions Received by the HSE

All submissions received by the HSE in relation to the location study were forwarded to the

consultants for review and consideration as a component part of the process. The submissions

were received in response to a newspaper advertisement placed in the National papers on 4

March 2007 (see Appendix A). Some of these were from landowners or their representatives

advocating for specific sites. Others were from community-based groups and elected

representatives who identified locations, or even counties.

5.5 Representations from Elected Representatives

Local Authority Elected Representatives were invited to make representations. Appendix B

lists those who attended these sessions on the 6th and 13th of June, 2007. These

representations were well prepared and informative and many were able to make a strong case

for particular locations to be considered.

5.6 Key Findings

Based on the foregoing the following nine locations were identified to justify further assessment

as potential locations for the new Regional Hospital:

 Ardee

 Cavan

 Carrickmacross

 Drogheda

 Dundalk

 Kells

 Monaghan

 Navan

 Virginia.
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5.7 Next Steps

In the following Sections, the nine locations identified are subjected to further in depth

assessment:

 Section 6 explores accessibility and catchment area characteristics;

 Section 7 considers the impact of location on interdependencies; and

 Section 8 examines the planning and development considerations that may influence

the choice of location.

Following this in Section 9, assessment criteria are used to evaluate the nine locations before a

recommended location is identified in Section 10.
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6 Accessibility and Catchment Analysis

The catchment area analysis examined three important locational criteria for the new Regional

Hospital:

 Most accessible in terms of maximising the regional population within 20, 40 and 60

minute drive times;

 Most accessible location in terms of a location that minimises the total expected annual

journey time for the predicted patients of the hospital; and

 Location that delivers the maximum catchment population required for a critical mass

of patients for the new Regional Hospital, which requires a catchment population of

300,000 to 500,000 people.

6.1 Maximising Population in Natural Catchment Area

For each of the nine towns Geographical Information System (GIS) software was used to

calculate drive times and travel time bands in order to calculate drive time catchment

populations. It is acknowledged that under various circumstances, actual journey times may

take longer, for example in rush hour, or if there are road works. However various academic

studies17 have demonstrated that a range of approaches to estimating drive-times lead to

robust results that are consistent with actual drive times experienced. These and other issues

are discussed further in the technical appendix (Appendix D). In recognising the concerns

expressed in the course of other similar studies with respect of drive times, sensitivity analysis

has been undertaken by recalculating travel bands and populations served using slower

speeds, and drive times have been estimated using the actual road distances rather than

straight line distances between different towns in the region. Map 6.1 presents the analysis of

Dundalk as an example of the drive time analysis undertaken for the nine locations. Similar

maps were prepared for the other eight locations and these are presented in Appendix E.

17 Haynes R, Jones AP, Sauerzapf V, Zhao H. Validation of travel times to hospital estimated by GIS. International Journal of
Health Geographics [Electronic Resource]. 2006; 5 (40):
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Map 6.1
Catchment and Drive time Analysis for Dundalk

Source: Arup

Table 6.1 shows the drive time populations for the projected 2015 population within a 20, 40

and 60-minute drive time of the 9 locations. From an accessibility perspective, the goal is to

maximise the number of people close to the hospital location and minimise the number of

people located far away beyond a 60-minute drive time.

As expected, the larger towns of Drogheda, Navan and Dundalk perform well in terms of 0 to

20 minute drive time with 19%, 16% and 14% of the region’s population living within 20 minutes

of these towns respectively. Conversely, the smaller towns have low population in the areas

adjacent to these towns and their 20-minute drive time populations are lower. For higher drive

time bands, some of the towns improve their catchments because of their location. For

example Ardee is located equidistant from Navan, Dundalk and Drogheda and therefore

achieves the second highest 40 minute drive time populations. Navan, Ardee and Drogheda all

have 40 minute drivetime populations amounting to over half the region’s 2015 with 58%, 57%

and 52% respectively. Because of their coastal locations on the edge of the region, Drogheda

and Dundalk achieve lower 60 minute drivetime populations of 75% and 65% respectively

compared with 89%, 84% and 83% for the more central locations of Kells, Navan and Ardee

respectively. However, for some towns, their small size relative to other places in the region
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coupled with their distance from the larger concentrations of the region’s population means that

less than 50% of the population are found within a 60-minute drive time. This is the situation

for Cavan and Monaghan, which have 60-minute drive time populations of 30% and 37%

respectively.

Table 6.1
Projected Drive Time Catchments Around Towns of the North

East in 2015
Drive Time PopulationLocation

20 Minute
Drive time
Population

40 Minute
Drive time
Population

60 Minute
Drive time
Population

20 Minute
Drive time
Population

(%)1

40 Minute
Drive time
Population

(%)1

60 Minute
Drive time
Population

(%)1

Ardee 50,035 268,771 390,603 11% 57% 83%
Carrickmacross 33,489 152,331 353,723 7% 33% 76%
Cavan 29,975 72,074 142,532 6% 15% 30%
Drogheda 86,967 242,996 350,308 19% 52% 75%
Dundalk 66,190 177,665 302,014 14% 38% 65%
Kells 44,755 163,965 418,744 10% 35% 89%
Monaghan 32,413 59,836 172,091 7% 13% 37%
Navan 75,968 270273 393,571 16% 58% 84%
Virginia 27,393 122,961 263,145 6% 26% 56%

1: The drive time population is expressed as a % of total projected regional population in 2015
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Table 6.2 presents the predicted 2015 inpatient admissions and is based on the distribution of

projected inpatients across the region described in Section 3. It is presented to confirm that

population levels are correlated with the number of predicted inpatients. The small differences

between table 6.1 and 6.2 are explained by the different age and sex profiles of the EDs within

the different catchments. EDs with a more elderly population or women of childbearing age

generate more hospital inpatient activity. This accounts for the slightly higher percentages

experienced for Cavan, Virginia, Monaghan and Carrickmacross than those reported in Table

6.1. The average age of County Cavan and Monaghan residents is slightly higher than the

residents of Meath and Louth.

Table 6.2
Projected Inpatient Catchments Around Towns of the North

East in 2015
Drive Time for Predicted InpatientsLocation

20 Minute
Drive time
Inpatients

40 Minute
Drive time
Inpatients

60 Minute
Drive time

Inpatients

20 Minute
Drive time
Inpatients

(%)1

40 Minute
Drive time
Inpatients

(%)1

60 Minute
Drive time
Inpatients

(%)1

Ardee 6,961 35,164 50,586 11% 55% 79%
Carrickmacross 4,873 21,763 47,667 8% 34% 74%
Cavan 4,704 11,131 20,615 7% 17% 32%
Drogheda 11,196 30,966 44,226 17% 48% 69%
Dundalk 9,535 24,747 39,874 15% 38% 62%
Kells 5,199 20,070 54,254 8% 31% 84%
Monaghan 4,757 8,828 25,426 7% 14% 40%
Navan 8,480 32,433 50,575 13% 50% 79%
Virginia 3,855 16,527 34,633 6% 26% 54%

1: The drive time population is expressed as a % of total regional projected inpatients for 2015

6.2 Minimising Patient Travel Time

The HSE aims to provide a convenient and easily accessible Regional Hospital location for the

residents of the North East Region. Convenience and easy access promote patient

accessibility and reduce the cost of travel for patients and visitors attending the hospital. By

coupling information about the future geographic distribution of people in the North East with

the drive time analysis, it is possible to identify locations in the region where the total journey

time of all predicted inpatients is minimised. This will be affected by the distribution of

population and the road speeds achievable along different routes in the North East. Using the

GIS analysis for each of the nine locations the total aggregate journey time for all predicted

inpatients based on the 2015 road network was calculated. It identifies those locations that

minimise patient travel times and the resulting transport costs. The results are presented in

Table 6.3.
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Table 6.3

Projected Aggregate Patient Travel Times for Nine Locations in

the North East in 2015

Source: Arup

Not surprisingly those towns in the centre of the region’s population mass such as Ardee, Kells

and Navan have lower aggregate travel times. Ardee performs well because of its location,

which is equidistant between Navan, Drogheda and Dundalk. Conversely Cavan and

Monaghan are located in counties with relatively low populations and are distant from the larger

population centres in the south and east of the region.
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6.3 Maximising Catchment Area for Critical Mass

The 2006 Teamwork Report raised the concern that none of the five hospitals in the North East

had a sufficient critical mass of clinical volume to assure safe patient care in a number of areas.

“The present health system, whereby five local hospitals in the

North East deliver acute care to small populations, has exposed

patients to increased risks. This has to change…….As a result,

there are serious patient and staff safety issues to address in the

North East, notably in accident and emergency, critical care and

general surgery.” (page 3, Teamwork Report)

Consolidation of all the region’s inpatient care to one Regional Hospital is required to provide

the minimum catchment population of 300,000 to 500,000 needed to support a safe level of

inpatient case volume. While the current population of the North East Region is approaching

400,000 people, in 2005 some 16.5% of non-tertiary discharges by North East Region

Residents were from acute hospitals outside the North East Region, mainly in Dublin. At the

county level it was found that for Meath residents, 50.2% of elective discharges and 25.0% of

non-elective discharges were to hospitals outside the region, mainly in Dublin. This is partly

explained by the concerns raised in the Teamwork Report but is also due to the proximity of the

Dublin public hospitals to large areas of south County Meath, the limited hospital facilities in

Meath and historical referral practices. For residents located in this area, many of whom work

in the Dublin area, Dublin is a convenient location where a wide array of healthcare services

are available.

There is an important interdependence between the location of the new Regional Hospital and

the ability of Dublin area public hospitals to attract patients from the North East Region. To

encourage south Meath and south Louth residents to contribute the required clinical critical

mass the new Regional Hospital needs to be in the south of the North East Region close to the

concentrations of population currently using Dublin area public hospitals. At the same time the

location cannot be so close to Dublin that residents from northern parts of the region will decide

to travel a small distance further into Dublin. A balance will need to be struck between these

two considerations, but because of the relatively larger population in the southern parts of the

region and the overriding importance of critical mass, this balance favours a location in the

southern part of the North East Region. Such a location is critical if the new Regional Hospital

is to repatriate most of the patients currently using Dublin area public Hospitals.

If the Regional Hospital were to be located in the north of the region, the attraction of Dublin

would be too strong for most of the Region’s residents living in the south. There would be

significant patient flows to Dublin and smaller flows to Mullingar and Tullamore and the

Regional Hospital would not be able to secure the required catchment population of 300,000 to

500,000 people.
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In the south of the North East Region, Navan and Drogheda are two potential locations located

close to Dublin and within the region’s larger concentrations of population. Of these two

locations Navan has the potential to deliver more critical mass over the timeframe of the

development of the regional hospital for the following reasons:

1. It is currently located in the county with the largest share of the North East’s population

and its share of the region’s population is projected to grow from 162,831 (41.3%) in

2006 to 243,155 (44.1%) people in 2025, compared with a Louth population of 111,267

(28.2%) in 2006 projected to grow to 153,053 (27.8%) by 2025.

2. Navan is currently closer to locations in the south of the region vulnerable to patients

flowing to Dublin area hospitals. Table 6.4 illustrates that except for the Laytown-

Bettystown-Mornington area, Navan is closer to Dunboyne, Ashbourne, Dunshaughlin,

Ratoath and Trim.

Table 6.4

Current Road Distances Between Navan and Drogheda and

Larger Towns in the South of the North East Region

From Navan (Km) From Drogheda (Km)

Location Population

Ashbourne 8,528 29 38

Dunboyne 5,713 32 66

Dunshaughlin 3,384 20 45

Layt’n-Bettyst’n-

Morningt’n

8,978 37 11

Ratoath 7,249 25 39

Trim 6,870 16 41
Source: AA Route Finder

3. Of the three largest towns in the North East Region, Navan had the highest population

growth rate (28%) between 2001 and 2006, compared with 13.1% for Drogheda and

this can be expected to continue with the large population increases projected for

County Meath (see Table 2.2).

4. Between 2001 and 2006 County Meath experienced an increase in population of

53,099 compared with 19,101 for County Louth.

5. Drivetime analysis demonstrates that Navan is closer to more of the Region’s

population than Drogheda. Table 6.5 compares the drivetime populations of Navan

and Drogheda. Except for the 10 and 20 minute drivetime populations, Navan is

shown to capture a higher share of the region’s population than Drogheda.
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Table 6.5

Projected Drivetime Populations for Drogheda and Navan in

2015 Expressed as a Share of the Region’s Population

Percentage of North East Population Within Drivetime Bands
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For these reasons, in terms of critical mass, Navan is a more favourable location than

Drogheda.

6.4 Key Findings

In this section the catchment area characteristics of the region were examined, including:

 The populations within specified drive times of nine towns in the North East Region;

 Aggregate journey times for the nine locations; and

 The catchment of the region and how it is affected by Dublin.

In terms of drive times, the larger towns of Drogheda, Dundalk and Navan perform well with

20 minute drive-time populations of 19%, 14% and 16% respectively. In terms of 40 minute

drive times Navan, Ardee and Drogheda capture 58%, 57% and 52% respectively. As the

drive times are increased, to 60 minutes Navan (84%) together with the smaller towns of Kells

(89%) and Ardee (83%) located close to the larger towns perform well.

Aggregate journey time is a measure of the most convenient location for most of the people.

Ardee performs the best in terms of total journey time reported in Table 6.3. Of the nine
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locations it offers the minimum total journey time followed closely by Navan and

Carrickmacross and Kells.

The achievement of critical mass has a direct impact upon patient safety and needs to be the

HSE’s primary concern. Patient utilisation of Dublin area public Hospitals reduces the critical

mass and currently 45.7% of Meath residents and 17.7% of Louth residents are using Dublin

area hospitals for elective procedures. To attract back these residents to the North East

Regional Hospital it will need to be located near the larger centres of population in the South of

the region. This favours the locations of Navan, Drogheda and to a lesser extent Ardee.

Navan is the County town of the largest and most rapidly growing county in the North East and

is closer to those southern parts (Ashbourne, Dunboyne, Dunshaughlin, Ratoath and Trim) of

the region most vulnerable to patients travelling to Dublin area public Hospitals. A location in

the north of the region would not be able to sustain the critical mass of clinical volume and

would not be able to generate a catchment population of 300,000 to 500,000 people.
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7 Discussion of Interdependencies

The purpose of this Section is to consider how interdependent factors may be affected by the

location of the Regional Hospital. Where an influence is found it will be incorporated into the

assessment of locations.

The new Regional Hospital is just one part of the planned healthcare services in the North East

region. Once the new service model becomes operational, approximately 80% of hospital

attendances in the North East will continue to be at the five local hospitals, with approximately

20% of attendances resulting in an inpatient admission to the Regional Hospital.

The performance of the Regional Hospital will be judged by how successfully it can deliver safe

and high quality healthcare services to the residents of the North East Region. When the

hospital is operational the quality and effectiveness of services will be an improvement on both

existing arrangements and the interim improvements being put in place following the Teamwork

Report. The success of the healthcare system in the North East will depend on a number of

factors that need to be comprehensively addressed by the HSE. These dependencies include:

 The performance of the local hospitals in meeting the needs of patients/clients within a

new model of service delivery;

 The effectiveness of primary care services across the region;

 The ability of the urgent care network, which includes an ambulance service staffed by

Advanced Emergency Medical Technicians, to provide treatment and care in a safe

and effective way;

 The development of telecommunication and data network infrastructure that will

facilitate Region-wide Telemedicine activities and the adoption of the Electronic Patient

Record; and

 The ability of the hospitals to recruit and retain high calibre staff.

These dependencies are discussed in turn below.

7.1 Roles of Local Hospitals

The new Regional Hospital will become the only acute care inpatient facility in the region. The

local hospitals will have their roles enhanced to provide a range of outpatient and day case

procedures and non-acute inpatient care. These local hospital services will include, but are not

limited to:

 Day surgery and Endoscopy;

 Medical Day case procedures, treatments and investigations;

 Outpatient Clinics, with all major specialties providing an outreach service from the

Regional Hospital;
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 Minor injuries/urgent care centres staffed by professionals with enhanced skills,

competencies and resources, working closely with the advanced paramedics and

emergency care nurses;

 Diagnostic imaging procedures such as X-Ray, blood tests and other physiological

tests such as ECGs;

 Community, clinical and ancillary personnel who can provide definitive care and

treatment in the home including hospital admission avoidance services for people with

chronic illness and disease;

 Specialist nursing teams providing an observation unit for the urgent assessment and

initial management of specific patients groups;

 Physiotherapy, Occupational Therapy and Podiatry Services as well as inpatient and

outpatient rehabilitation services;

 Nurse and Allied Health Professional led Chronic Illness and Rehabilitation services

 Convalescent Care; and

 Step down units, convalescent and continuing care.

Many of these services will be supported by clinical staff based at the Regional Hospital who

will attend the local hospitals to deliver services. Consequently, the local hospitals and clinical

networks will be able to carry out their work wherever the Regional Hospital is located.

7.2 Primary Care Services

The HSE is currently implementing the Primary Care Strategy across the country. Improved

primary care services are crucial to reducing the burden placed on acute care hospitals.

Currently, many admissions to acute care facilities result from insufficient primary healthcare

service provision in the community. The configuration of services will include Out of Hours GP

services and the appointment of primary care teams that provide a full range of services

including physiotherapy, chiropody, psychology, dentistry, diagnostics and home based nursing

services. The availability of these services locally will lead to avoided hospital admissions and

facilitate the early discharge of patients from the Regional Hospital. The service model being

planned for the new Regional Hospital will only succeed if a sufficient amount of primary care

services are in place. Without these, the Regional Hospital will be overwhelmed by unplanned

admissions and attendances.

The planned primary care services will be deployed across the whole region based on need

and will not be affected by the location of the Regional Hospital.
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7.3 Urgent Care Network

The region’s urgent care network will play a pivotal role in maintaining public confidence in the

new regional health system. The key components of the network include:

 Minor Injuries Units that provide care to patients with non-life threatening injuries and

illnesses, but who nevertheless need to be treated promptly. E.g. sprains; simple

fractures and minor cuts requiring sutures backed up by the Emergency Department in

the new Regional Hospital using the latest telemedicine technologies;

 A regional ambulance service with highly skilled paramedics providing the appropriate

emergency medical treatment and where patients can be properly stabilised before

being transported to the Regional Hospital if medically required.

With these services in place, locally provided services will reduce the need for patients to make

unnecessary journeys to an acute care hospital.

With respect to the Ambulance Service, the Pre-Hospital Emergency Care Council (PHECC) is

an independent statutory agency responsible for standards, education and training in the field

of pre-hospital emergency care in Ireland. PHECC has recently commissioned a Spatial

Analysis Study of Emergency Services Demand and Deployment Options for the National

Ambulance Service in the North East Region. The aims of this study include:

 To analyse the spatial and temporal patterns of Ambulance activity (Emergency,

Urgent & Patient transport) and make an assessment of emergency care demand for

the North East.

 To explore the spatial options and produce a Tactical Deployment Plan that will

achieve response times of 25 Minutes for 95% of emergency & urgent calls and eight

minute response times for 50% based on historic data and demand mapping.

 To communicate the optimum deployment plan and enable query by day or hour in

relation to current configuration of services.

 Consider on the basis of ‘cost-benefit’ service hierarchy that will make optimum

deployment of EMT-A (Advanced Emergency Medical Technicians) Services, Standard

EMT-A services and the dynamic deployment of First Responder/Co-Responders.

 To develop a sensitivity and scenario analysis – taking into account population trends,

development planning and road changes.

Once this study is completed and the services put in place, most of the region’s population will

be in a position to receive care from EMT-A’s services on a timely basis. The Urgent Care
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Network will be deployed throughout the region to serve the needs of the region’s population

with pre-hospital emergency care being provided by Advanced Emergency Medical

Technicians.

7.4 Information Technology Infrastructure

The health service in the North East will require information and communication technology

(ICT) infrastructure to foster continuity of care for patients across the different levels of care

and clinical networks. This will be needed before the Electronic Patient Record can be

implemented in the Region. ICT infrastructure will also be needed for the Regional Hospital to

support local hospitals delivering services through Telemedicine activities. Information and

communication technology will not constrain the possible location of the hospital since this

infrastructure can be easily provided in any of the locations being considered.

7.5 Recruitment and Retention of High Calibre Staff

One of the biggest challenges in providing sustainable healthcare services is the recruitment

and retention of appropriately skilled staff. A critical dependency for the new Regional Hospital

is the ability to recruit and retain approximately 2,000-3,000 employees, including high calibre

professional staff. From Human Resource information made available by the HSE, the

following picture emerges of where the region’s acute hospital workforce currently work and

reside.

7.5.1 Staff Location

Using anonymous data provided by the HSE, the residential location (County) of employees

working in the five existing acute hospitals in the North East Region were identified. Table 7.1

presents the distribution of HSE hospital staff across the North East Region and Table 7.2

provides a breakdown of HSE employees by staff category.
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Table 7.1

Distribution of HSE Hospital Staff in the North East Region
Hospital

County/Area of

Residence OLOL,

Drogheda

OLH,

Navan

CGH,

Cavan

MGH,

Monaghan

LCH,

Dundalk

Total %

Louth 1,088 19 <5 <5 393 1,506 37.4%

Meath 255 530 26 0 7 817 20.3%

Cavan 16 42 667 8 <5 736 18.3%

Monaghan 51 <5 85 221 52 412 10.2%

Dublin 136 47 17 9 14 223 5.5%

Westmeath 0 13 5 <5 <5 21 0.5%

NI 17 <5 20 15 17 70 1.7%

Other <5 9 74 6 5 97 2.4%

Unknown 21 22 23 81 <5 149 3.7%

Total 1,587 685 921 343 495 4,031 100.0%

% 39.4 17.0 22.8 8.5 12.5 100.0

Source: HSE North East

Table 7.2

Distribution of Hospital Staff Across the North East Region

County/Area

of Residence
Employee Category

Physicians Nurses AHP1 Admin Support Total %

Louth 101 595 114 280 417 1,507 37.0

Meath 54 399 68 122 176 819 20.1

Cavan 45 318 55 112 204 734 18.0

Monaghan 20 215 32 93 99 459 11.3

Dublin 159 37 18 6 <5 223 5.5

Westmeath <5 10 <5 <5 <5 21 0.5

NI <5 31 20 5 8 68 1.7

Other 40 47 15 8 10 120 2.9

Unknown 20 45 7 <5 47 122 3.0

Total 447 1,697 330 632 967 4,073 100.0

Note 1: Allied Health Professionals

Source: HSE North East

Key conclusions from Tables 7.1 and 7.2 illustrate that:
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 In terms of staff numbers, Our Lady of Lourdes, Drogheda, is by far the largest HSE

employer in the Region followed by Cavan General Hospital and Our Lady’s Hospital,

Navan with 39%, 23% and 17% respectively of the Region’s staff;

 Of over 4,000 employees, in excess of 3,500 live in the North East region;

 37% of HSE staff working in the North East live in Louth;

 223 employees travel from Dublin of which 159 are doctors;

 68 employees reside in Northern Ireland;

 Physicians are the most likely to cross county boundaries for work;

 Other employee categories, particularly support and administrative staff are more likely

to live close to their hospital of employment;

 Over half (53%) of all staff are Doctors or Nurses;

 Over 1/3 (36%) of Doctors working in the North East live in Dublin; and

 2.2% of nurses working in North East Region hospitals live in Dublin.

In addition to staff living in the North East and working in the North East, it is likely that a

significant number of HSE staff employed in Dublin live in the North East, presumably in the

commuter towns located in County Meath and County Louth.

In terms of the recruitment and retention of high calibre staff, two key factors will be:

 The availability of housing near the hospital in areas with schools, shops and a range

of amenities; and

 The availability of transportation infrastructure that facilitates staff commuting to work

at the hospital.

These considerations favour a location in and around the larger towns in the region where

there are large and growing stocks of housing, a wide range of services and amenities and

good road and public transportation infrastructure. These attributes are needed to attract high

calibre staff from other parts of the Country and from overseas.

A further consideration is the potential displacement of staff. Some locations already have

large acute hospital staff numbers and these would be in a position to provide staff more easily

to the new Regional Hospital than locations with smaller or no hospitals. While some of these

staff may transfer to the new Regional Hospital from the existing locations, many of the existing

workforces will be required in the local hospitals. Some of the Regional Hospital’s staffing

needs may be satisfied by the re-assignment of existing staff, but there will be a need to attract

further clinical staff into the region. Staff with a wider array of skills will be required to provide

services not currently available in the North East Region. Staff with specialist skills may

therefore need to be attracted from outside the region and possibly from overseas.
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The impact of acute hospital service relocation on staff has not been widely considered in the

literature. However, a study by Sibbald et al. (2006)18 looked at the impact of staff moving from

an acute hospital setting to an outreach service. While increased travel to work times were a

concern for staff, this was counterbalanced by positive views of working in new, more

appropriate facilities, improved staff skill mixes and enhanced career opportunities. Studies by

McAuslane and Sperlinger (1994)19 and Valent (2001)20 found that while prior to relocation staff

had lower levels of job satisfaction and felt threatened and anxious. Following relocation,

satisfaction with jobs, fellow workers, managers and facilities all rose.

We have also reviewed documents generated by Trusts in the UK to justify relocation of

services. These were almost entirely focused on the impact and benefit to patients. Staff

considerations were secondary and were discussed in terms of the importance of addressing

staff needs during the relocation process by providing clear and reassuring communication,

training and relocation support.

7.5.2 Staff Training

The ongoing operation of the hospital will need access to trained staff. These include

graduates of the Health Sciences/Allied Health Professional training programmes as well as

more senior staff who are required to keep their knowledge and skills up to date through

continuing education activities.

In the North East, the main Health Sciences training institution is the School of Nursing,

Midwifery and Health Studies within the Dundalk Institute of Technology (DIT). This facility

offers degrees in Nursing, Midwifery and other Allied Health professions. The existing hospitals

in the North East already provide a range of training programmes supporting the role of DIT

and other health sector training institutions and this would be expected to continue for the new

Regional Hospital. However, the new Regional Hospital will have a more developed clinical

teaching and research role than any of the existing acute care hospitals and the HSE will need

to take this into account during the design phase. Other institutions located in the North East

currently playing a role in the training of healthcare employees include:

 Monaghan Institute of Further Education, which provides FETAC level 5 nursing

qualifications;

18
Sibbald B, Shen J McBride A (2004). Changing the skill-mix of the health care work force. J Health Service

Research Policy. Vol 9, supplement 1, pp28-38

19 McAuslane L and Sperlinger D (1994). The Effects of relocation on Elderly people with Dementia and their
Nursing Staff. International Journal of geriatric Psychiatry. Vol 9, pp981-984
20

Valent P (2001). The human costs to staff from closure of a general hospital: an example of the effects of the
threat of unemployment and fragmentation of a valued work structure. Australian and new Zealand Journal of
Psychiatry: 35, 150-154
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 The St. Brigid’s Complex in Ardee, which is a training site for the Return to Nursing

Practice course; and

 Drogheda Institute of Further Education provides a variety of courses in Nursing and

the Allied Health professions.

Except for the FETAC courses provided in Monaghan, a cluster of healthcare training

institutions are located in Louth. In addition to training institutions located in the North East

Region, by far the largest provider of health profession training is provided by the universities,

institutes and colleges located in Dublin. While professional training is an essential contribution

to the delivery of high quality health services, training activities are not affected by the location

of the Regional Hospital. The Regional Hospital can fulfill its training and education role

regardless of its chosen location and for this reason the current, or future, location of training

and educational institutions does not influence the location of the hospital. Equally, the location

of the regional hospital will only have a very minor influence on the location of healthcare

related training and education institutions.

7.6 Key Findings

This section has discussed the interdependencies that will have a bearing on the success of

the new Regional Hospital. The Key findings were:

 The region’s clinical networks will not be influenced by the location of the Regional

Hospital;

 The Regional Hospital will be able to work with and support the local hospitals from

wherever it is located;

 The planned primary care services will be deployed across the region based on need

and will not be affected by the location of the Regional Hospital;

 The Urgent Care Network will be deployed throughout the region to serve the needs of

the region’s population with pre hospital emergency care being provided by Advanced

Emergency Medical Technicians; and

 Telecommunications and information technology considerations will not constrain the

possible location of the hospital since this infrastructure can be readily provided in any

of the locations being considered.

While these interdependencies are important to the success of the hospital, none have a

bearing on the choice of location.

The one exception is in the area of the recruitment and retention of high calibre staff. To

successfully attract staff to the hospital, housing, a wide range of local services, amenities and

good transportation infrastructure will need to be provided close to the Regional Hospital. A

secondary consideration is the potential dislocation of staff that may relocate to work at the new

Regional Hospital. HSE employees currently employed in the North East will avail of new

opportunities by the new arrangement of services as well as by the continuing role of the local
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hospitals. There will be a need to recruit staff with a more diverse range of specialist skills and

the likelihood of generous lead in times to allow appropriate planning for the staffing of the new

hospital,.

The study reviewed service relocation initiatives in other jurisdictions and the impact and

benefits they realise to patients. Overall, net benefit to patients is the overriding factor to

consider. Staff dislocation, where it was perceived to be a problem was managed through

effective communications, training and, where necessary, relocation assistance.
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8 Planning and Development

The objective of the study is to identify the location that will maximise the health outcomes of

people living in the North East Region. This means:

 Identifying a location that has the best prospects of delivering the required critical mass

of patients;

 Facilitating reasonable access for the greatest possible number of patients and their

families expected to require the services of the hospital, as well as for staff working

there;

 Identifying a location that is consistent with the principles of sustainable development.

This section sets out the planning and development considerations that the HSE needs to take

into account. For clarity, the purpose of this report is to identify the preferred location for the

Regional Hospital, it is not concerned with the selection of a preferred site within that location.

8.1 Key Factors for Planning and Development

The key planning and development constraints that need to be addressed by the Regional

Hospital’s location include:

 Deliverability and planning consent,

 Accessibility,

 Availability of services,

 Availability of suitable land, and

 Sustainability.

These are explained in further detail below.

8.1.1 Deliverability and Planning Permission

Deliverability and planning permission is concerned with:

 Determining if a favoured location has either suitable sites already in HSE ownership

or sites that can be brought into the ownership of the HSE at reasonable cost;

 The ease with which a favourable planning decision can be obtained for the proposed

development in a particular location; and

 Availability of suitable sites in and around the location.

Favourable responses to these factors will increase a location’s ability to deliver a Regional

Hospital.
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Deliverability also involves securing an appropriate planning permission. For a Regional

Hospital it is likely that a planning permission can be secured from the relevant local authority.

However, individuals and statutory bodies, such as An Taisce, can make objections and appeal

decisions to An Bord Pleánala. In situations where the planning case is weak, then there is a

strong chance that An Bord Pleánala may not uphold a local authority’s planning permission.

In this respect a potential location needs to be assessed against its national and regional

planning policy context.

National Spatial Strategy

The National Spatial Strategy (NSS) identifies Dundalk as a Gateway, which is the highest

settlement designation in the country and which it shares, for example, with Limerick,

Waterford, Galway and Cork, placing it in a higher position than the hubs of Cavan and

Monaghan and the Primary Development Centres of Navan and Drogheda. Large-scale

development, especially of higher order services and industries, is to be focused into the

gateways and hubs across the country. While this is acknowledged, the proposed Regional

Hospital is a unique and exceptional facility. As well as serving the entire North East Region, it

also needs to secure a catchment population of 300,000 to 500,000 people. For the HSE this

catchment population is essential to sustaining the critical mass of clinical activity required to

deliver safe and high quality healthcare services and this needs to be the overriding

consideration.

Regional Planning Guidelines

As seen in the Section that addressed the demography, the North East, is part of two regions:

the Border Regional and the Mid East Region. Each of these regions produces Regional

Planning Guidelines (RPGs) that identify a hierarchy of settlements and these in turn inform the

development of Local Authority Development Plans within those regions. Within the Border

Region Regional Planning Guidelines:

 Dundalk is confirmed as a Border Region gateway

 Cavan and Monaghan are confirmed as hubs

 Drogheda is a primary development centre

 Ardee, Carrickmacross are presented as medium sized towns for urban strengthening;

and

 Virginia is identified as a town for consolidation.

Within the Greater Dublin Area and Mid East Regional Planning Guidelines:

 Navan is identified as primary development centre; and

 Kells is described as a moderate growth town.
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From a planning policy perspective the towns high in the settlement hierarchy such as Dundalk,

Cavan and Monaghan are more highly favoured than those with lower order designations such

as Ardee, Carrickmacross and Virginia.

8.1.2 Local Accessibility

Section 4 has examined accessibility from a regional perspective. Local accessibility also has

a bearing on the development of a site. Following identification of a preferred location, specific

site options need to be evaluated by the HSE in terms of their accessibility during the

construction phase as well as accessibility when operational. In town centres, or locations

close to residential areas, traffic congestion and operational constraints and conditions

imposed by planning authorities, such as dust and noise control, can lengthen the building

process and add costs. However, these challenges are generally not insurmountable.

Examination of sites also needs to take into account local traffic conditions. The introduction of

a large Regional Hospital to a community may overwhelm the local road infrastructure and lead

to a situation where a planning consent is withheld, or successfully appealed to An Bord

Pleánala, on the grounds of unacceptable traffic impact. Related to this is the need for the

HSE to satisfy itself that the Ambulance Service will be able to safely enter and leave the

hospital quickly.

8.1.3 Availability of Services

As well as a satisfactory land use zoning, a potential site must possess service infrastructure.

Service infrastructure includes:

 Water supply,

 Energy supply,

 Foul water drainage,

 Storm water drainage,

 Telecommunications, and

 Solid waste management.

For a large hospital, the amount of services required means that there needs to be local

infrastructure capacity ideally at the location, or at a minimum nearby. The scale of

infrastructure required for the Regional Hospital is readily found in the larger centres but some

of the smaller centres may need to invest in additional capacity in order to support the

development of such a large facility.
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8.1.4 Availability of Suitable Land

Development is controlled and regulated through the development plan process. Every six

years a draft development plan is prepared by Local Authority staff, made available for public

review and comment and then following any changes formally adopted as the statutory

development plan by the Local Authority’s elected members. Once adopted the development

plan prescribes land use policies and identifies land areas for specific types (residential,

commercial, amenity etc.) of development. For the Regional Hospital between 15 to 20

hectares (38 to 50 acres) of land zoned to permit the construction of a hospital will be required.

While it is possible to obtain planning permission on land not originally designated for hospital

use, this will require a formal variation to the development plan. In terms of Regional and Local

Planning Authority policy, all nine locations are favoured by planning policies that would permit

the development of a Regional Hospital. In addition, a group reporting to the HSE’s National

Director of Estates has advised the study that suitable sites in and around the nine short-listed

locations can be found.

8.1.5 Sustainable Development

Increasingly new developments have to demonstrate that they are consistent with sustainable

development policies. This means that new developments should:

 Not have an excessive, or unacceptable, negative impact on the environment,

especially in terms of pollution, energy use or amenity;

 Not constrain the development potential of surrounding areas or future development in

the community; and

 Not lead to transportation patterns that will either cause excessive congestion or

lengthy commuting for workers or regular users of the facility.

The new Regional Hospital will be required to submit an Environmental Impact Statement (EIS)

as part of its planning application. This document will need to demonstrate that the new

Regional Hospital is compliant with the principles of sustainable development.

8.2 Consultations with Local Authority Representatives

As part of this study, elective representatives of the Local Authorities in the North East were

invited to meet with the Consultants. Over two days, elected representatives from all four

counties and local authority staff provided valuable information about their communities and

made strong and well researched justifications in favour of certain locations. The information

gathered has been fully considered and incorporated into the study. Appendix B lists the

elected representatives who made representations to the Consultants.
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8.3 Key Findings

This chapter has laid out the planning and development issues that will face the development

of the Regional Hospital. Most of the planning and development issues will need to be

addressed once the HSE has selected a preferred site within the location recommended by the

study. At this stage planning policy such as the NSS, Regional Planning Guidelines and

County Development Plans favour the larger communities indicating that larger facilities should

be located in large towns. Such places have the service infrastructure required to cost

effectively support the Regional Hospital. In terms of the regional hierarchy of towns in the

region; Dundalk is the highest as a gateway, followed by Cavan and Monaghan, which are

hub towns. Following these, would be Drogheda and Navan, which are both classified as

primary development centres. Ardee, Carrickmacross, Kells and Virginia would be below

these locations in the region’s settlement hierarchy.
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9 Key Criteria and Evaluation

This section is concerned with evaluating the nine locations. The method employed, criteria

used and the impact of applying alternative criteria weights are presented below.

9.1 Methodology

The selection of the preferred location for the Regional Hospital involved the following key

steps:

 Identifying criteria that include consideration of the key themes identified by the HSE in

their terms of reference namely demographics, access; planning and development and

interdependencies;

 Determining appropriate weights for the different criteria; and

 Assessing the locations against the criteria and different weighting scenarios.

The criteria identified are internationally recognised and normally used in option appraisals for

location of healthcare facilities.

9.2 Key Criteria Identified

Criteria were identified in the areas of demographics, accessibility, interdependencies, and
planning and development.

9.2.1 Critical Mass and Demographics

The key concern is quality and safety and the requirement for a critical mass of clinical activity.

This is supported by evidence on quality and volume, such as recommendations from Royal

College of Surgeons in England21 that the preferred catchment population size for an acute

general hospital providing the full range of facilities, specialist staff and expertise for both

planned and emergency medical and surgical care would be 450,000 to 500,000 people.

Similarly in Ireland, The Royal College of Surgeons in Ireland22 has identified a general surgery

unit in a regional hospital should have a minimum size of 12 surgeons with one surgeon per

25,000 people and this would justify the requirement for a minimum catchment population of

300,000 people. As outlined in Section 6, there is also a critical interrelationship between the

North East Region and the acute hospital services offered in Dublin. Depending on the location

21 Delivering High-quality Surgical Services for the Future, A Consultation Document from the Royal College of
Surgeons of England Reconfiguration Working Party, The Royal College of Surgeons of England, March 2006
22 The Future of Surgical Specialties in Ireland, Royal College of Surgeons in Ireland, April 2004
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of the New Regional Hospital, the catchment population of the North East is vulnerable to

patients continuing to travel to Dublin for both elective and non-elective procedures. Other

factors in respect of quality and volume include supporting clinical specialists with an adequate

size of team and adhering to the European Working Time Directive. The Teamwork Report

identified that any potential hospital location would need to have a minimum catchment

population of 300,000 to 500,000 people.

9.2.2 Accessibility

Accessibility, as measured in several ways, is a criterion considered in all literature about

relocation and reconfiguration of services23. In Section 6 accessibility by percentage of

residents within 20, 40 and 60-minute travel bands of potential Regional Hospital locations

were examined. Aggregate travel time for predicted inpatients, which is a measure of the

patient travel costs associated with each of the nine locations, was also calculated as part of

the accessibility analysis.

9.2.3 Interdependencies

Section 7 identified a number of interdependencies that will have a potential impact on the

success of the Regional Hospital. While all of these are important, most are not affected by the

location of the hospital. The only interdependency considered to be sensitive to location is the

ability to recruit and retain high calibre staff for the new hospital. To score this factor public

transport linkages, each location’s scope of amenities and services and the potential

dislocation24 of existing staff were considered.

9.2.4 Planning and Development

Section 8 looked at the planning and development factors that affect the location of the

Regional Hospital. These include planning policy and the availability of the required service

infrastructure. Suitable site availability is also an important aspect of planning and

development and, as advised by the HSE, it is understood that all nine locations possess

suitable sites.

23 Mungall IJ. Trend towards centralisation of hospital services, and its effect on access to care for rural and
remote communities in the UK. Rural & Remote Health. 2005; 5 (2): 390-
24

Valent P (2001). The human costs to staff from closure of a general hospital: an example of the effects of the
threat of unemployment and fragmentation of a valued work structure. Australian and new Zealand Journal of
Psychiatry: 35, 150-154
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9.3 Application of Weights to Criteria

To introduce judgements about their relative importance, weights are introduced to each of the

criteria. For example if critical mass were judged to be twice the importance of access, it would

require twice the weight of access. Without weightings to these scores, critical mass is

automatically attributed the same weight as Accessibility, Planning and Development or

Interdependencies.

To determine these weights it is important to return to the findings and recommendations of the

Teamwork Report. With respect to the new Regional Hospital, accessibility is an important

concern frequently highlighted whenever a reconfiguration of services is being appraised. The

primary focus is on optimising access to the maximum number of patients once the

recommended minimum catchment population has been achieved. This will ensure the

delivery of safe and viable acute services for all of the people in the North East region.

For each of the nine locations being assessed, the achievement of the minimum catchment

population of 300,000 plus is of central importance and is considered by the Consultancy as a

minimum requirement. It is therefore graded as a Yes or No achievement. In this context,

once the achievement of minimum catchment population is graded, it is given less weighting

than accessibility, as the focus is then shifted to how accessible the locations with the minimum

catchment population are.

A key recommendation in the Teamwork Report called for a single regional hospital for the

North East Region which would support a critical mass of clinical volume; generating improved

patient safety, improve outcomes and quality standards. While the recruitment and retention of

high calibre staff is important to the overall success of the Regional Hospital, it is secondary to

the factors of accessibility and critical mass. Similarly, Planning and Development should not

drive the location of the Regional Hospital and is designated a lower weight than accessibility

and critical mass.

While the above provides general guidance on the weights to be used, there are no precise

internationally established standards or norms for such weightings. They should reflect the

particular circumstances and priorities of the study area. In light of this, a range of weighting

scenarios is used to test the sensitivity of the results to different weighting approaches. These

scenarios reflect the following judgements about the relative weights of the criteria:

Accessibility is the dominant criterion and is given a weight ranging from 40% to 70%

Critical mass as described above is also important and is given a weight of between

20% and 30%

 Staff Interdependency is less important - between 5% and 20%

 Planning and Development is equally less important - between 5% and 20%

These weightings are reflected in the 5 weighting scenarios presented in Table 9.1.
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Table 9.1
Weighting Scenarios Used to Evaluate Nine Potential Locations

Criteria Weighting Scenario

A B C D E

Critical Mass 20% 20% 20% 30% 20%

Accessibility 40% 50% 60% 60% 70%

Interdependence - Staffing 20% 20% 10% 5% 5%

Planning & Development 20% 10% 10% 5% 5%

Total 100% 100% 100% 100% 100%

Table 9.2 provides a detailed description of the criteria used in the evaluation. Each criterion is

linked to at least two measures of how the criteria are met. Each of these measures is then

scored according to the scoring method described in the third column.

Table 9.2
Criteria for the selection of the location of the new Regional Hospital

Criteria Description Indicator and Scoring

Critical Mass & Demographics

Achievement of minimum
catchment population.

Does the location provide in
excess of 300,000 population
within 1 hour drive time.

Scored as Yes if population is greater than 300,000
within a one hour drive time and No if population is
less than 300,000 within a one hour drive time.

Robustness of minimum
catchment population

Is the catchment of the
proposed location vulnerable to
patients travelling to other
hospitals, particularly those in
Dublin?

Scored as per discussion in Section 6.3. Locations
closest to Dublin score more highly than those
further away

Accessibility

Aggregate journey times The total of all journey times for
all patients who are expected
to travel to the hospital in 2015

Score 1 if aggregate journey time greater than
40,000 hours
Score 2 if journey time between 35,000 hours and
40,000 hours.
Score 3 if journey time is less than 35,000 hours
(See Table 6.3)

The proportion of the
catchment population within a
20 minute drive time band

Score 1 if 20 minute catchment is less than 10% of
regional population
Score 2 if 20 minute catchment is between 10%
and 15%
Score 3 if 20 minute catchment is greater than 15%
(See Table 6.1)

Drivetime band populations

The proportion of the
catchment population within a
40 minute drive time band

Score 1 if 40 minute catchment is less than 20%
Score 2 if between 20% and 40 %
Score 3 if between 40% and 60%
(See Tab 6.1)
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Table 9.2
Criteria for the selection of the location of the new Regional Hospital

Criteria Description Indicator and Scoring

The proportion of the
catchment population within a
60 minute drive time band

Score 1 if 60 minute catchment population is less
than 40%
Score 2 if 60 min catchment is between 40% and
80%
Score 3 if 60 min catchment is greater than 80%
(See Tab 6.1)

Interdependencies – Staffing

Staff dislocation associated
with different locations

The availability of staff currently
located in the vicinity of the
proposed location

Score 1 if no current acute hospital
Score 2 if hospital has less than 20% of regional
employees
Score 3 if local hospital has more than 20% of
regional employees
(See Table 7.1)

Access to public transport for
staff travelling to work

Access to convenient public
transport, including bus and rail
links, to enable staff to travel to
work

Score 1 if no bus or train service. Score 2 if
intercity bus services. Score 3 if intercity buses,
passenger railway and town (municipal) bus
service
(See Section 4)

Range of amenities, services
and social infrastructure
(schools, shops, parks etc.)
and housing that will attract
staff to the location

Range and quantum of these
services directly related to size
of location

Score 1 if population less than 5,000
Score 2 if between 5,000 and 20,000
Score 3 if population greater than 20,000
(See Table 2.2)

Planning and Development

Planning policy support Whether national and local
planning policy supports the
development of a large regional
facility in the location

Score 3 if gateway or hub
Score 2 if primary development centre
Score 1 if other
(See Section 8)

Infrastructure available The availability of infrastructure
to serve a large hospital facility
is related to settlement size
and national and regional
planning policy development
priorities

Score 3 if population is over 20,000 and the
location is gateway, hub or primary development
centre
Score 2 if population is between 5,000 and 10,000
people and the location is a gateway, hub or
primary development centre
Score 1 if other
(See Table 2.2 and Section 8)

9.4 Assessing the Performance of Locations Against
Criteria

Each of the nine locations is assessed according to the criteria and scoring approach described

in Table 9.2 and the resulting scores are presented in Table 9.3.
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Table 9.3
Preferred Location for Regional Hospital – Criteria Scoring1

Criteria Location
Ardee Carrickmacross Cavan Drogheda Dundalk Kells Monaghan Navan Virginia

Critical Mass & Demographics
Minimum
catchment
population of
300,000 plus

Yes Yes No Yes Yes Yes No Yes No

Robustness
of catchment
population

2 1.2 02 2.4 2.3 2.2 02 2.6 02

Accessibility
Agg. Journey
Times

3 2 1 2 1 2 1 2 1

20 minute
catchment

2 1 1 3 2 1 1 3 1

40 minute
catchment

3 2 1 3 2 3 1 3 2

60 minute
catchment

3 2 1 2 2 3 1 3 2

Interdependencies
- Staffing
Staff
Dislocation

1 1 3 3 2 1 2 2 1

Range of
Amenities

1 1 2 3 3 2 2 3 1

Public
transport
access

2 2 2 3 3 2 2 3 2

Planning &
Development
Planning
Policy

1 1 3 2 3 1 3 2 1

Infrastructure
Available

1 1 2 3 3 2 2 3 1

Scoring of Potential Locations Under Different Weighting Approaches3

Weighting
Scenario

Ardee Carrickmacross Cavan Drogheda Dundalk Kells Monaghan Navan Virginia

Scenario A 66% 47% 46% 86% 76% 66% 43% 88% 36%

Scenario B 71% 49% 41% 86% 72% 68% 38% 89% 37%

Scenario C 70% 51% 36% 84% 69% 70% 35% 90% 38%

Scenario D 79% 51% 28% 83% 67% 72% 28% 90% 34%

Scenario E 81% 53% 31% 84% 66% 72% 31% 90% 39%

Average 75% 50% 36% 85% 70% 70% 35% 90% 37%

Note 1: See scoring method presented in Table 9.2.
Note 2: Cavan Monaghan & Virginia don’t meet critical mass minimum threshold of 300,000 hence zero score
Note 3: The maximum percentage achievable, when each of the average scores against the four criteria is weighted
and expressed as a percentage, would be 100%.
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Cavan, Monaghan and Virginia have populations short of the minimum critical mass threshold

of 300, 000 and therefore this effectively discounts each of these towns as a potential location

for the new regional hospital.

All other locations achieved the minimum critical catchment population, and in terms of

measuring the robustness of these catchment populations, Navan and Drogheda score well

because of their proximity to the region’s major concentrations of population and the projected

counter flows outside the region.

Ardee and Navan followed by Drogheda score well in terms of accessibility because of their

low aggregate journey times and relatively high 20 minute, 40 minute and 60 minute drivetime

populations. Drogheda, followed by Dundalk and Navan, score well on the interdependency

of staffing because of their size, public transport infrastructure and because they are current

hospital locations. The larger centres of Dundalk, Drogheda, and Navan all do well in terms

of planning and development because of their size and planning policy support.

9.5 Conclusions

The results as presented are robust and are consistent for the five weightings scenarios used.

Navan is found always to be the leading location followed by Drogheda. Navan scores well on

critical mass because it is located within the most heavily populated county and is close to the

heavily populated areas on the outskirts of Dublin. In relation to accessibility, Navan scores

overall similarly to Ardee, with Navan achieving top marks in the 20, 40 and 60 minute drive

time catchment bands.

In terms of the interdependency of staffing, Navan scores second only to Drogheda, because

it is a large town with good public transport linkages and currently is the location of one of the

five public hospitals in the North East Region. Planning and development scoring is directly

related to the status given to locations by national and regional planning policy and the

population size of each of the locations.

Based on the foregoing analysis and using the criteria of critical mass, accessibility, staffing

and planning and development, and applying the weighting system as described, Navan is

found to consistently score the highest across the five different weighting scenarios where

accessibility and critical mass are given the highest weightings. In all five scenarios Drogheda

scores second to Navan.
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10 Conclusions and Recommendations

This section provides the key conclusions and recommendations based on the work

undertaken during this assignment. It presents:

 Our approach,

 Key Findings, and

 Recommended location.

10.1 Our Approach

The overall approach to this assignment is set out in Section 1.2, but includes a range of

research activities aimed at identifying the optimum location for the new Regional Hospital. It

includes gathering information from public submissions and representations made by elected

Local Authority representatives; a detailed assessment of how the demography of the region

will change over the period to 2015 and 2025; examination of transportation and travel times

across the region and interdependencies that might affect the location and performance of the

Regional Hospital.

10.2 Key Findings

Over the period to 2015, the population of the North East Region is expected to grow from

394,000 in 2006 to 468,000 in 2015 to 551,000 in 2025. Most of this increase will be

concentrated in Counties Meath and Louth, with Meath projected to account for over 44% of

the region’s population by 2025. Examination of proposed transportation developments and

analysis of drive times makes Ardee and Navan leading locations in terms of 60 minute drive

time populations and minimum journey time. Residents of Meath in particular, but also the

other counties travel to Dublin for acute hospital services because large areas in the South of

the North East lie within the natural catchment of the Dublin hospitals and because hospitals in

the North East only provide a limited range of services. Locating the new hospital too far in the

North of the Region will encourage residents in the South of the Region to continue to use

Dublin area public Hospitals thereby diminishing the hospitals catchment population and

jeopardising the required critical mass of clinical volume. This is an issue raised in the

Teamwork Report and is a concern shared by this report. Staffing and recruitment are less

important factors, but again, the more populated southern part of the region, particularly the

three large towns of Dundalk, Drogheda and Navan have advantages over the more sparsely

populated northern parts of the region.
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10.3 Recommendation

Examination, evaluation and sensitivity analysis of the evaluation criteria identified in this report

leads to Navan being recommended by the Consultancy as the location for the new Regional

Hospital for the North East region.

It is located in the highly populated south of the region and demonstrates good road access to

other parts of the Region via the M3/N3 to Kells, Cavan and Dunshaughlin, via the N51 to

Drogheda, via the N51/N2 to Ardee, Carrickmacross, Ashbourne and Monaghan and the

N51/M1 to Dundalk. Navan is best placed to stem the flow of Meath patients to Dublin and

secure the critical mass of patients required for safe high quality healthcare services. With a

new railway link and the completion of the M3 and the attractions and amenities associated

with a large town, Navan will be able to attract and retain the high calibre staff required to work

at the new Regional Hospital.
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Appendix A - Submissions Received

SUBMISSION ON BEHALF OF DATE

Farrell Grant Sparks Kells Town Council 2nd April 2007

Stephen Little & Associates, 87 Harcourt St, D. 2 Mount Granville Development Ltd and Meath County County Manager,
Mr. Tom Dowling

19th April 2007

Cllr. Michael O’Dowd, Mayor of Drogheda, Drogheda Borough Council,
Fair Street, Drogheda, Co Louth

Drogheda Borough Council 26th March 2007

Con O’Donoghue & Sons, 4 Lawrence St, Drogheda Richard Cooney, Townrath House, Drogheda – portion of his land 22nd March 2007

Shane Donnelly, Town Clerk, Navan Town Council, Watergate St, Navan Assisted by Farrell Grant Sparks 30th March 2007

D. Foley, Town Clerk, Drogheda Borough Council 29th May 2006

Merkava, Healthcare Consulting Virginia Development Association 30th March 2007

Mary O Connor, CEO, Children in Hospital Ireland, Carmichael Centre,
Coleraine House, Coleraine St D7

Drogheda Group of Children in Hospital in Ireland 30th March 2007

Paude Connolly TD & Marian Harkin, MEP Cavan – Monaghan Electorate 18th April 2007

Grant Thornton ( Tony O' Brien) Group of Community, Professional & Public Representatives in Ardee-Mid
Louth

5th April 2007

The Irish Hospice Foundation, Morrison Chambers, 32 Nassau St, D. 2 20th April 2007

J. Keyes, County Manager, Cavan County Council, Courthouse, Cavan 24th April 2007

Brian Murphy, Town Clerk, Trim Town Council, Trim, Co.Meath 30th March 2007

G. Killen, Town Clerk, Clones town Council 29th March 2007

Caoimhghín Ó Caoláin TD, Spokesperson on Health & Children 30th March 2007

Michael Fitzpatrick, Director of Services, Monaghan County Council Town Council 29th March 2007

Frank Gibbons, Deputy County Manager, Cavan County Council 29th March 2007

Marie Deighan, Town Clerk, Monaghan Town Council 29th March 2007

Mary Hughes, A/Town Clerk, Castleblayney Town Council, Co Monaghan 28th March 2007

Gerry Duffy, Senior Planner, Louth County Council, Dundalk Louth Local Authorities 20th March 2007

Ms Jackie McKenna, Chairperson, Cavan Community & Voluntary Forum,
Cavan

Cavan Community Forum members – made up of local community &
voluntary groups

15th October 2007 -

Cllr. Gary Carville, Mayor of County Monaghan 14th August 2007

Dr Rory O’Hanlon TD 27th July 2007

Merkava, Healthcare Consultants encl. submissions for 5 bodies as
follows:- 1.Peader Mohan, Principal, Shercock Killann Rural Development,
Sherlock N.S. Co Cavan

Shercock Killann Rural Development Assoc 23rd June 2007

2.Donna McQuaid, Oldcastle & District Chamber of Commerce, Cogan St,
Oldcastle, Co Meath

19th June 2007

3.Tommy O Reilly, Secretary, Mullagh Development Committee, Hillcrest,
Rantavan, Mullagh, Via Kells, Co Meath

20th June 2007

4.Padraig Smith, Chairman & Philomena Murdock, Secretary,
Ballyjamesduff Community Council, Oldcastle Rd, Co Cavan

18th June 2007

5.Peadar Reynolds, Chairman, Bailieborough Development Assoc.Ltd,
Shercock Rd, Bailieborough, Co Cavan

19th June 2007

Merkava, Healthcare Consulting encl. submission from: Clifford Kelly,
Chairman, Kingscourt Community Development Council, Co Cavan

Kingscourt Community Council

Merkava, Healthcare Consulting Virginia Development Association 26th October 2007

Senator Joe O Reilly, 11 Rossa Place, Cavan Received 1.10.07
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SUBMISSION ON BEHALF OF DATE
Merkava, Healthcare Consulting encl. 5 submissions: 1.Jackie McKenna,
Cavan Community & Voluntary Forum, Farnham Centre, Cavan

15th October 2007

2.Gerald P McCarthy, Secretary, Lakeland Dairies, Killeshandra, Co Cavan 31st October 2007

3. John Harnedy, Gen. Man. – Operations North, Glanbia, Virginia 2nd November 2007

Brendan Murtagh, Head of Corporate Dev. Kingspan Group plc, Dublin Rd,
Kingscourt

Undated

5. Sean Quinn, Managing Dir, Quinn Group Ltd, Dubli Rd, Cavan 19th October 2007

Councillor Padraig McNally, Mayor of Monaghan & County Council, Monaghan Requesting additional time – i.e. at their next meeting of 2nd April 21st march 2007

Johnny Brady TD, John Street, Kells, Co Meath 23rd April 2007

Merkava, Healthcare Consultant , P J Roddy M.I.A.V.I., Property Partners
Laurence Gunne

11th April 2007

Fergus O’Dowd TD Louth 19th April 2007

Tony Smith, Kells Business Pk, Cavan Rd, Kells, Co Meath 29th March 2007

Seymour Crawford TD 8th August 2007

Veronica Cosgrove, Coloproctology Nurse Specialist, Cavan General Hospital Email of 20th March 2007

Damien English TD, Meath West Constituency Office 20th April 2007

Sean Fitzpatrick, 81 Cabra Rd, D. 7

Anna Rose McCormack, Cavan Federation ICA Secretary, Drumgoon,
Killeshandra, Co Cavan

14th March 2007

Dr Noel McCarthy & Dr Eugene Murray Submitted by Regional G.P’s (see list of 21- also see cover ltr from Eugene
Murray re changes to this list

15th April 2007

Keith Simpson & Associates, Planning, Development, Environment,
Conservation, 145 Lakeview Drive, Airside Business Pk, Swords

Amended Submission on behalf of Mr Joe Kirwan 24th April 2007

Brian McCann, Killate, Cootehill, Co Cavan 29th March 2007

F Lennon, Consultant General Surgeon, Lead Cliniian, North East Breast
Services, [Former Medical Advisor, NEHB]

20th April 2007

Tom Dowling, County Manager, Meath County Council 19th April 2007

Cllr. Gerald Nash & Paul Bell, The Labour Party By email on 30th March
2007

Noel Dempsey, TD Minister for Transport Meath West Constituency 19th April 2007

Frank Maher MCC, Member HSE Forum, Dublin / North East

Shane McEntee TD, Fine Gael Spokesperson on Road Safety, Constitutency
Office, No 3 Copper Beech, Duleek, Co Meath

23rd March 2007

Peadar McMahon, Chairman, County Monaghan Community Alliance 28th March 2007

Dermot Ahern TD, Minister for Foreign Affairs 29th March 2007

Dr J T Murphy Physician Recv. 20th April 2007

Gerard Murphy, 17 Gardenrath Close, Kells, Co Meath Recv. 2nd April 2007

Lisa Nolan, Cormoy, Culloville Rd, Carriakmacross, Co Monaghan on behalf of Parents’ Association, St Michael’s National School,
Donaghmoyne, Carrickmacross

29th March 2007

Noel and Sinead Conefrey

Noel Ahearne TD Dublin North West Constituency

Kevin Stewart - Director of Services Monaghan County Council

John Boylan County Monaghan

Dr J T Murphy Physician

Farrell Grant Sparks Meath County Council (Tom Dowling)
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Appendix B – Representations by Elected Members of
Local Authorities - 6th and 13th June 2007

County Cavan Representatives:

 Councillor Andrew Boylan
 Councillor Paddy O’Reilly
 Councillor TP Smith

County Monaghan Representatives:

 Councillor Matt Carthy
 Councillor Gary Carville
 Councillor Eugene Duffy
 Councillor Brendan Hughes
 Councillor Peter McAleer
 Councillor Eugene McCaughey
 Councillor Padraig McNally
 Councillor Padraigin Ui Mhurchadha

County Louth Representatives:

 Councillor Jim Lennon
 Councillor Noel Lennon
 Councillor Michael O’Dowd
 Councillor Jim Tennant

County Meath Representatives:

 Councillor Conor Ferguson
 Councillor Padraig Fitzsimons
 Councillor Tom Kelly
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Appendix C – North East Transportation Infrastructure
Inventory

For most residents of the North East, the private car is the most commonly used mode of

transport. In addition there are intercity bus services and commuter bus services, which also

rely on the road network. Currently there is a railway line between Dublin and Belfast and this

supports commuter services between Dublin, Drogheda and Dundalk.

Road Infrastructure

The following roads have national or regional significance. These include:

 The M1 – a motorway following the east coast between Dublin and the border of

Northern Ireland linking through Drogheda and Dundalk. At the border it links up with

the A1/M1 route to Belfast.

 The N2, a route linking Dublin with Ardee and Monaghan and eventually Derry and

Letterkenny via the A5 in Northern Ireland and N14 in Donegal; and

 The N3, a route linking Dublin with Dunboyne, Navan, Kells, Cavan and Belturbett and

the A34 to Enniskillen in Northern Ireland and then on to Ballyshannon in Donegal

where it becomes a continuation of the N3.

All of the above National Primary Routes will be substantially upgraded or realigned as part of

Transport 21 by 2010. This will further improve radial (centred on Dublin) road transport

linkages through the region.

East-West road linkage between the radial National Primary Routes and population centres in

the region is currently however less well developed. The principle East-West routes in the

region include:

 N53 from Dundalk to Castleblayney,

 N52 from Dundalk to Ardee and Kells, and

 N51 from Drogheda to Navan.

Beyond 2010 it is likely that there will be a transfer of emphasis in the road building programme

from the National Primary Routes to the Regional Road Network. Map C.1 illustrates these

roads and the linkages they have to large centres outside the region.
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Map C.1
Current Transportation Infrastructure in the North East

Source: OSI, NRA, Ministry of Transport

Public Transport Infrastructure

The main components of Public Transport infrastructure include:

 Rail

 Intercity Bus Services

 Town Bus Services.

Rail Infrastructure

Currently one passenger railway line serves the North East Region between Dublin and

Belfast, which serves Dundalk and Drogheda with the following service levels:

 Dublin - Drogheda - 30 direct trains per day (each way),

 Dublin - Dundalk – 17 direct trains per day (each way),

 Drogheda – Dundalk - 15 Direct trains per day (each way).

These services are well used by commuters working in the Dublin area, but make Drogheda

and Dundalk easily accessible from Dublin and Belfast.
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Intercity Bus Services

Bus Eiréann provides scheduled intercity bus services between the following major towns in the

North East:

 Dublin – Drogheda – Dundalk – (Belfast),

 Dublin – Navan – Kells – Virginia – Cavan – (Enniskillen),

 Dublin – Ardee – Carrickmacross – Castleblayney – Monaghan – (Omagh) – (Derry) –

Letterkenny, and

 Cavan – Monaghan – (Belfast).

In addition to these services provided by Bus Eiréann and Ulster Bus, a number of private bus

and coach operators provide services across the region. Many of these privately operated bus

services are used by commuters.

Town Bus Services

Bus Eiréann also provides town bus services in the following towns:

 Drogheda,

 Dundalk, and

 Navan.

To be economically viable such services require a concentration of population. All three of

these towns have a population in excess of 20,000 people. No other towns in the North East

currently have the population required to justify similar local bus services.

Map 4.1 presents the existing major transportation routes in the region showing the National

Primary routes as well as the main East- West linkages and the railway line.

Planned Infrastructure Development in the North East

Transport 21 is the Government’s transportation capital investment plan for the period 2006 to

2015. Table 4.1 presents the major commitments to planned road developments for the North

East Region. The focus of these developments is upgrading of the three main radial routes

(M1, N2, N3) described in Transport 21.



71

Table C.1
Planned Road Developments for the North East

Route Project Road Type Length Status
Louth
N1 Dundalk/Newry Dual-Carriageway 10km Completion 2007
N2/N52 Ardee Bypass Single Carriageway 9km Through Statutory

Process

Meath
N2 Slane Bypass 9km Planning Stage
M3 Clonee to North of

Kells
Motorway
Two Plus One

49km
11km

2007 Start –
Completion Q3
2010

N51 Navan Inner Relief
Road (Phase 2b)

Standard two lane 1km Q4 2007
Completion

Monaghan
N2 Carrickmacross to M1 Subject to final design Planning Stage
N2 Carrickmacross to

Castleblaney
Subject to final design Planning Stage

N2 Castleblaney Bypass Two Plus One 15km Q3, 2007
Completion

N2 Clontibret to
Monaghan

Subject to final design Planning Stage

N2 Monaghan to Emyvale Subject to final design Planning Stage

Cavan
N3 Belturbet Bypass Standard Two Lane 7km Through Statutory

Process
N3 Virginia Bypass Subject to Final

Design
Planning Stage

N3 Virginia to Cavan Subject to Final
Design

Planning Stage

Source: NRA

Specific information about formally approved road developments in each of the county areas is

presented below.

Louth

The proposed Ardee bypass project involves a N2 By-pass to the East of the town and an N52

bypass to the north of Ardee. The N2 bypass commences at Blakestown and connects to a

proposed roundabout on the Ardee road. It is 3.2km of standard single carriageway. The N52

bypass is approximately 4.8km of reduced single carriageway commencing at the Meath

County boundary joining the N2 north of Ardee. This project is at the preliminary design phase.
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Meath

M3 Clonee to Kells Motorway

The M3 project covers a route from Clonee to just north of Kells. The total scheme length will

be around 60km and the project will cover approximately 700 hectares of land. The scheme

includes 60km of mainline and 50km of ancillary and access roads.

N2 Slane Bypass

The preferred route (B1-B-B2) passes to the east of Slane Village. It comprises of

approximately 5km of single carriageway road, with climbing lanes where appropriate, a river

crossing over the River Boyne and includes a link to the N51 Drogheda to Delvin Road.

Ongoing work includes the preparation of an Environmental Impact Statement (EIS),

preparation of Compulsory Purchase Order (CPO) documents and preliminary design.

Monaghan

The Castleblayney by-pass is a 2 +1 lane road realignment consists of 16 km of wide 2 +1 road

from the existing N2 at Tuyllybuck to the existing N2 at Tullyvin, bypassing Clontibret, Annyalla

and Castleblayney.

Cavan

In Cavan national road developments are currently focused on improvements to the N3 route.

Recently plans to provide a new Regional Road link between Cavan Town and the M1 near

Dundalk are at the planning commencement stage. Such a linkage would provide a strong

east-west link at the northern end of the study area.

Development of Other Transport Modes in the North East

While private cars are the primary means of transport in the North East, other modes of

transport are developing and their importance should increase over time. The planned

developments for bus and train services in the North East are considered below.
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Bus

It is likely that there will be a continued expansion and enhancement of local bus services in the

major expanding population centres such as Dundalk, Drogheda and Navan to cater for local

trips. Furthermore the following strategic bus priority schemes have recently been completed

to improve bus and emergency vehicle journey times on commuter routes:

 The Dunshaughlin Quality Bus Corridor (QBC) involves reconstruction and conversion

of hard shoulders on the Navan Road (N3) for use as a QBC approaching

Dunshaughlin from the North and South is now complete and operational.

 The Bracetown QBC is approximately 1.4km long and forms part of works carried out

by Meath County Council and the National Roads Authority at this location.

Rail

Navan Rail Line

Transport 21 identifies the re-opening of the passenger railway line from Clonsilla to Navan.

The first phase involves reopening 7.5km of railway line running from Clonsilla to the M3

interchange at Pace, near Dunboyne with three stations proposed at Hansfield, Dunboyne and

a major Park and Ride facility at Pace on the M3 interchange. The project will allow 30 minute -

frequency commuter services into the new City Centre station (in Docklands). Following further

studies, it is proposed to extend the rail line to Navan within the 10-year period of Transport 21.

The Dunboyne line should be complete by 2009, with the link to Navan being open for 2015.

Passenger journeys of over 2 million by 2016 are forecast by the study. A service pattern of 3 –

4 trains per hour in the peak will be provided to meet this demand. The two local authorities

have indicated that they would be prepared to contribute to the capital cost of rebuilding the line

through development levies. The development of services on this line will require the

construction of a terminal station in the Docklands as Connolly station is already at capacity.

Dublin to Belfast Railway Line

This route is an important transportation asset for the region. There are plans to introduce

further stations in the Drogheda borough area suburbs to serve new large residential areas.

One of these is close to a potential hospital site. Map 4.2 illustrates the catchment areas

associated with the existing Dublin to Belfast railway and the proposed Dunboyne to Navan

line.
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Appendix D - Technical Appendix

Literature Review for Location of New Regional Hospital

The objective of the literature review was to ensure that the study approach is underpinned by

international best practice. We assessed the list for relevance, by looking at the title and/or

abstract if available and following this, 26 were chosen for review. The remainder of this

appendix examines international literature concerned with:

 Methods for determining road travel times

 Impact of distance and travel times on access and utilisation

 Impact of distance travelled on outcomes

 Impact on staff of service relocation.

Methods for Determining Road Travel Times

Haynes et al (2006) tested the validity of using GIS estimates of car travel times compared to

actual journey times in the north of England covering rural and urban localities. Their study was

designed to address the frequent criticism made that GIS estimates underestimate actual

journey times, as they do not take account of fluctuations in traffic conditions, for example peak

travel times. They took car travel times estimated by GIS using the shortest route between a

home address and the health facility under average speed assumptions. Table D1 gives the

road speed estimates used to calculate car travel times.

Table D1

Road Speed Estimates

Average Road Speed (mph)

Road Type Rural Urban

Motorway

A-road Primary Dual Carriageway

A-road Dual Carriageway

A-road Primary Single Carriageway

A-road Single Carriageway

B-road Dual Carriageway

B-road Single Carriageway

Minor road

63

54

50

45

32

36

24

14

35

28

25

25

18

18

12

11

They compared these estimates with reported journey times and straight-line estimates using

graphical, correlation and regression techniques. They found that there was a strong

association between reported times and estimated travel times. Reported travel times were

similarly related to straight-line distances. 50% of travel time estimates were within 5 minutes of

reported times, 77% were within 10 minutes and 90% within 15 minutes: the majority of
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individuals rounded their actual journey times to the nearest 5-10 minutes. Interestingly,

estimated times tended to be longer than actual times with increasing distance from hospitals.

The reason for a longer actual than estimated time was normally traffic congestion.

Fone et al (2006) investigated the spatial accessibility of hospital A&E services as perceived by

local residents: this study was conducted in Wales. They compared the accessibility of A&E

departments as reported by local residents and the drive time to the nearest A&E department

as modelled using GIS systems. They found that respondents’ perceptions of accessibility

correlated significantly with the GIS calculations based on drive time, road distance or straight-

line distances. Respondents who had been treated at a local health facility had more positive

perceptions of accessibility suggesting that experience of access changes perception of

accessibility.

Propper et al (2006) examined whether there were differences in patterns of distances travelled

between patients and whether these depended on location and socio-economic status across

the whole of England. They calculated distances using straight- line (crow fly) methods, and

asserted that robustness tests on sub sets of data, which compared results between crow fly

and actual distance travelled, did not reveal large distances. They found that people travel

further for elective compared to emergency admissions, and that people in rural areas travel

further, all unsurprising results. They also found that there were large variations in distances

travelled, and that many were prepared to travel large distances. Individuals who live in the

most deprived areas travel less far for their elective care than those in more affluent areas,

even after allowing for differences in distance to facilities.

Schuurman et al (2006) also investigated the use of travel times by road networks to calculate

catchment areas around rural hospitals in British Columbia, Canada. They cite several studies

that use straight-line (crow fly) distances to assess travel time and hence catchment areas, and

examine whether their method provides more robust results. They found that the difference in

geographic access between travel time and straight line were small, although not consistently

so, given the local geography. However, they assessed that the use of travel times was useful

for defining true geographical catchments and for modelling the percentage of the population

served within certain time guidelines (such as within one hour) for specific health services.

Finally, Brabyn and Beere (2006) used a GIS model to explore spatial and social health

inequality in relation to geographical access to hospital emergency departments in New

Zealand. Increases in the population having to travel for longer than 60 minutes were both as a

result of rationalisation of services, but also increases in density in some localities.

Impact of Distance and Travel Times on Access and Utilisation
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Many commentators have determined that travel times and distances define access to health

care facilities. A patient’s willingness to travel (rather than their ability to travel) will impact on

their access, and may highlight compromises between access, choice and travel. For example,

patient choice may not increase physical accessibility, but may enhance acceptability. Patients

may reconcile their desire to minimise their waiting time and travel time whilst trying to obtain

treatment at a hospital that is perceived as offering high quality of care. The relationship

between distance and use is complex. It is not distance per se, but rather time and cost of

travel, and access to reliable (private or public) transport that influences willingness to travel.

Exworthy and Peckham (2006) synthesised evidence and drew up a list of factors that appear

to shape willingness to travel (WTT), as shown in Table D2.

Table D2

Factors Influencing Willingness to Travel

Factor Explanation
Type of care Specialist care associated with greater WTT
Reputation of
hospital/surgeon

A good reputation increases WTT especially amongst
higher-income groups

Urgent or serious condition More urgent cases associated with greater WTT. Also some
specialties are associated with greater WTT, such as
ophthalmology rather than gynaecology

Frequency Frequent users of services may exhibit lower WTT
Gender Men exhibit greater WTT than women
Age Older people (especially over 60 years of age) are

associated with lower WTT
Socio-economic status High status (especially income) is associated with greater

WTT
Responsibilities Parents or guardians of an under-18-year old are associated

with lower WTT
Ethnicity The association is weak, but lower WTT is associated with

some minority ethnic groups
Geography There is limited comparative evidence regarding WTT in

rural and urban areas, although evidence is mainly drawn
from urban areas

There may also be a difference between access based on perceived and actual distances (see

Exworthy and Peckham (2006)).

Taket (1989) demonstrated the usefulness of a model, which examined the impact of need and

geographical access when determining the location of a hospital. Christie and Fone (2003)

undertook a similar exercise by testing the usefulness of using geographic access models in

the planning of healthcare services. They investigated the implications for equity of

geographical access for population subgroups arising from hypothetical scenarios of change.

They analysed data for the total resident population of Wales, for residents aged 75 years and

over, for residents of the most deprived 10% of enumerations districts, and for residents of rural

areas. They found that centralisation of services reduced geographical access for all population

sub groups, and the access varied between population subgroups.
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Mooney et al (2000) investigated whether travel distance was a barrier to veterans’ use of VA

hospitals in the US for medical care. They used techniques to differentiate between the effect

of distance and other factors such as the availability of alternatives. They found that veterans in

rural areas travelled further than those in urban areas, and that the disparity in travel distances

suggests inequitable access. Use of the VA hospitals decreased with increases in travel

distances up to about 15 miles, after which use is relatively insensitive to further increases in

distance. Those over 65 years of age are less sensitive to distance than younger veterans (a

finding that is opposite to that of Exworthy and Pelham). They broadly found that veterans

preferred to travel longer distances to access VA hospitals in preference to other more

accessible hospitals. The explanation is thought to be that these veterans preferred attending

what were perceived to be more specialist hospitals.

Nallamothu et al (2007) successfully used driving times and distances to examine the

geographical distribution of patients with ST elevation myocardial infarction who lived within 60

minutes of a hospital, which performed percutaneous coronary intervention, and those who had

additional travel times in referred directly to such a hospital rather than their local hospital.

Hanlon and Skedgel (2005) highlighted the (probably) unintended effect of regionalisation of

services on the basis of higher volume-higher quality. Whilst the evidence in support of this

policy direction is clearer for more specialised care, such as cancer and coronary, they

addressed the impact of regionalisation on patients from more rural areas accessing what they

termed ‘secondary level acute care’ in urban areas of Nova Scotia in Canada. Interestingly, in

their literature review, Hanlon and Skedgel highlight the literature, which challenges the view

that high volume always equates to high quality in these non-specialist areas. They are more

interested in the impact following regionalisation, which leads to a smaller number of high

volume service providers. They examined the degree to which people travel for their services

and found that people (patients and referring GPs) were influenced by more positive attitudes

to tertiary centres (in the study these were mostly in Halifax, in Southern Ireland, this would be

Dublin). Counteracting what might be unnecessary travel may require a raft of strategies

including information about local services, and delivering services for some conditions, such as

chronic care, locally.

Mungally (2005) undertook a similar exercise, examining the impact of so-called ‘distance

decay’ following the centralisation of hospital services. The author cited numerous studies,

such as Haynes and Bentham (1982), McKee et al (1990) and Hippisley-Cox et al (2000) which

all demonstrate an adverse effect on access to care as a result of increasing distances to

travel. Mungally looked at a more holistic response in trying to deliver services closer to the

patient, including improved IT, different career paths for rural GPs, more outreach clinics,

improvements in rural transport and addressing funding for rural services.

Twigger and Jessop (2000) examined variability in hospital admissions for those conditions

where hospital admission is discretionary; testing the hypothesis that variability would be linked

to travel time and socio economic factors. They found a strong and statistically inverse

relationship between time to hospital and admission ratios for ischaemic heart disease,
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bronchopneumonia and chronic bronchitis (which normally require admission), but no

relationship for admissions for diabetes (which may not require admission) and stroke.

Gravelle et al (2002) modelled the admission process for patients from general practice for

elective surgery, and found that increases in distance between practices and the providers of

services have significant and negative impacts on admission rates. An increase of 10km in the

average distance to a health care provider is associated with a one-twentieth reduction in the

admission rate. Oliveira (2004) developed a flow model to predict hospital utilisation, which also

demonstrated the evidence of inequalities related to location accessibility for populations in

different areas.

Examination of Outcomes and Distances Travelled

Buchmueller et al (2006) examined the impact of the closure of urban hospitals on perceived

access, utilisation and outcomes in Los Angeles County in the US. In their review of the US

literature on access and utilisation (mostly about the impact on uninsured and ethnic

populations) they found that, for example, pregnant women from lower socio-economic groups

tended to use public transport to attend hospitals (which because they may be local, but also

smaller and lacking specialist facilities, effectively reduced access for this group to better

quality healthcare), and that inner city children from ethnic backgrounds living further from a

hospital and less likely to have had a check up regardless of their insurance status.

Buchmueller et al were, inter alia, interested in the trade-off between closures on smaller and

lower quality, probably more likely to be used by people from lower socio-economic groups,

and longer travel distances to larger but higher quality hospitals. They found some evidence

that older people perceived more difficulty in accessing care, that some uninsured residents are

less likely to access hospital based diagnostic care such as screening, but little effect on

receipt of other types of preventive care. However, they did find that increased distance to the

closest hospital increases deaths from heart attacks and unintentional injuries suffered at

home, but not from other causes such as cancer or chronic heart disease for which timely care

may be less important. Their basic model predicts that a one-mile increase in distance leads to

around a 6.5% increase in the number of deaths from heart attacks (a result consistent with the

American Heart Association (2003) claim that the survival probability after cardiac arrest

decreases by 7-10% for every minute without treatment). Their model also predicts that a one-

mile increase in distance to the nearest hospital is associated with an 11-20% increase in the

number of deaths from unintentional injuries (although they point out that deaths from these

injuries are rare).

Pasquier et al (2007) examined (in France) the effect of maternal origin and distance between

maternal residence and the nearest maternity ward with a neonatal surgical centre in the same

hospital, on prenatal diagnosis, elective termination, and neonatal mortality for pregnancies

with sever malformations requiring surgery, and the effect of the place of delivery on neonatal

mortality. They found that rate of prenatal diagnosis decreases with increasing distance

between parental residence and referral centre, and that women from a non-western European
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origin were less likely to deliver in an adequate unit when pre-natal diagnosis was made.

However, they also found that these factors had no significant effects on neonatal mortality,

and importantly, delivery in maternity hospitals with neonatal surgical care was associated with

a reduced risk of neonatal death.

Nichol et al (2007) undertook an observational cohort study of more than 10,000 cases

transported by ambulances with a potentially life-threatening condition (excluding cardiac

arrest) to an acute hospital, to determine whether distance to hospital was associated with

increased mortality, after adjustment for a number of factors. They measured distances

travelled using straight-line methods, and did not use journey times. They found that a 10km

increase in straight-line distance is associated with around a 1% absolute increase in mortality.

De Souza and Strachan (2005) examined the relationship between travel time and survival

from rapidly life-threatening conditions (using ruptured abdominal aortic aneurysms), and found

no relationship (although they acknowledge that the confidence intervals are wide).

Dummer and Parker (2004) in a study in Cumbria in the North of England modelling distances

using GIS, found no relationship between an increased risk of infant death with greater travel

times to hospitals. Finally, Yantzi et al (2001) examined the impact of distance to hospital on

families in Canada, with a child with a chronic condition. They found a significant association

between distance travelled and family functioning: families travelling more than 80km to a

hospital are 224% more likely to decline in family functioning, measured by increases in

dissatisfaction, anxiety, emotional support and physical assistance from spouse.

Impact on Staff of Service Relocation

There is a considerable body of literature on the effect on staff and patients when elderly

patients or those with mental health or learning disabilities are relocated to community facilities

or from older to more modern facilities. We did not review this literature, however we did

examine a sample of the literature to see the findings on supporting staff when services are

relocated or changed. Findings indicated that staff may show lower levels of job satisfaction

prior to relocation, and may feel threatened and anxious. However, following the move,

satisfaction with their job, fellow workers and managers rose, as well as with the facilities.

(McAuslane and Sperlinger, 1994, Valent 2001).

We found one published article (Walsworth-Bell et al, 1987), which examined how staff

preferences and attitudes are factored into the evaluation of the location of and facilities in a

new hospital. Most of their findings are more appropriately focused at the design stage. One

factor emerging was the distance staff had to travel to the new facility and the reimbursement

of additional expenses. A study by Sibbald et al (2004) examined the impact of acute hospital

staff moving from a hospital environment into alternative outreach facilities within a study on

changing skill mix, and again issues about increased travel time were important for staff. On

the other hand, positive issues around enhancing skill mix, for example in a more specialist

facility (such as the new regional Hospital), emerged, irrespective of location.
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We located numerous internal health service reports, for example as issued to Trust Boards, in

respect of the impact of relocation of services, and the issues for staff. Documents relating to

relocation of services almost entirely discussed as the rationale for moving the services the

impact and benefit for patients. The documents then discuss ways of ensuring that staff needs

are addressed following decisions to relocate. Examples of addressing staff needs include

reassurance that hospitals in which they are working still have a future (in the event that some

services will move), addressing issues around terms and conditions (such as secondments and

the taking over of a member of staffs contact by another employer), and general support to staff

such as improved communications and addressing training needs.

Finally, we identified in recent option appraisals undertaken in the English NHS around models

of care. These examined whether a particular model or organisational structure is suitable for

the delivery of children’s services, or community services, or of mental health services, or for

particular patient groups such as those with diabetes or cardiac problems. These did take

account of the impact on staff but only in respect of the impact on their terms and conditions

and pensions. Other factors considered included value for money, degree and nature of

patient focus, impact on clinical quality, promotion of clinical innovation, and the addressing of

local health inequalities and accessibility for patients of the services.

Summary of Findings

The literature demonstrates that measuring distance and modelling the impact of distances on

access, utilisation and outcomes is a robust methodology frequently employed in the strategic

planning of hospital services. Indeed the impact on patients and ensuring that services are

safe, clinically effective and patient focused are the prime considerations.

Issues impacting on staff include the impact on travel times (perceived as a problem), but these

are more than offset by the benefits of working in new, more clinically functional facilities, and

of having job enhancement, or a more innovative role. The majority of these factors, barring

travel times, are irrespective of location. Little evidence has been found on how issues

affecting staff are taken into account when selecting locations for new hospitals. These

appraisals appear to mostly focus on the clinical benefits to patients.
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Appendix E – Drive-Time Maps
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