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Vote 39 Vote Expenditure Return at 31% December 2012

(As at 8™ January 2013)

1. Vote Position at 31% December 2012 — Post Supplementary Estimate

Vote Return — December 2012 YTD Profile post 2012 December YTD Over (Under)
Supplementary Oatturn
Estimate
€000 €'000 €'000

Gross Current Expenditure 13.680.455 13.659.349 (21,106)
Gross Capital Expenditure 354,000 341,150 (12.850)
Total Gross Vote Expenditure 14,034,455 14,000,499 (33,956)
Appropriations-in-Aid

- Receipts collected by HSE 1,113,917 1,097,261 (16,656)
- Receipts EU Health Costs 220,000 220,000 -
- Other Receipts 171,605 167,605 (4.000)
- Capital Receipts 8,000 4.479 (3,521)
- Total 1,513,522 1,489,345 (24,177)
Net Expenditure 12,520,933 12,511,154 (9,779)

2. Supplementary Estimate 2012

A supplementary Estimate of €360m was passed by the Dail on the 13"® December 2012 which
related to deficits in services (Medical Cards, Community Drugs Schemes and the Acute Hospital

Sector).

3. Comparison to Issues Return

The December Vote Return is broadly consistent with the issues return submitted on the 8%

December 2012.

4. Capital Position at 31°' December 2012 - Post Supplementary Estimate

Subhead YTD Profile post December Over (Under)

2012 YTD Qutturn

Supplementary
Estimate

€'000 €'000 €000
B.15 Children & Family Services 974 800 (174)
C.1 - Capital - Construction 320,487 308,117 (12.370)
C.2 — Capital - Lottery 2,539 2,539 -
C.3 — Capital - Information Systems 22,000 21.694 (306)
C.4 — Mental Health Facilities 8.000 8.000 .
Gross Capital Expenditure 354,000 341,150 (12,850)
D.10 Receipts from the Disposal of Mental
Health and other Health Facilities 8,000 4,479 (3,521)
Net Capital Expenditure 346,000 336,671 (9,329




5. General Commentary

The December vote expenditure return is prepared on the basis of:

cash issued to HSE areas;

estimates of appropriations-in-aid collected directly by the HSE;

actual receipts from the private insurance agreement;

other actual receipts from the Revenue Commissioners and from the UK Department of
Health in relation to the recovery of EU health costs.

The outturn for subhead B.15 - Children & Family Services and B.i3 — Service Developments is
returned at the Estimate allocation as the actual outturn is not available given that the HSE does not
have a vote accounting system that can report on a subhead basis by care area.

The outturn for subhead B.12 — Long Term Residential Care is based on the standard cost of public
long stay beds and actual bed occupancy. Clarification received from D/PER in relation to the
appropriate charge will require the charge to be recalculated in time for incorporation in the 2012
Appropriation Account. .

Therefore while the gross expenditure is correct the individual subhead totals in the attached return
are subject to amendment following completion and audit of the 2012 Appropriation account.

Net expenditure is under profile by €10m at year-end.
The above position is based on the actual cash issued to year end and is subject to change as bank
balances and suspense account balances are reconciled for the preparation of the Appropriation

Account. The final outturn for 2012 will not be available until the 2012 Appropriation Account is
prepared in March 2013.

6. Issues by Gross Vote Subhead — Post Supplementary Estimate Revenue Position.
e The statutory sector is €16m under profile.

e The voluntary sector is €9m under profile.

e The medical card services and community schemes are €4m over profile.

o Payments to the State Claims Agency are on profile.

e Receipts of €4m from the Social Insurance Fund for the Dental and Ophthalmic Services
Schemes did not materialise.

e A request for Virem ill be sought from the D/PER when the draft 2012 Appropriation
Account is prepare¢/and the final subhead outtumn is known.

Tony O’Brien
Accounting Officer

Date: 8" January 2013
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Key Service Messages |

Hospital Access and Waiting Times

¢ Volume of Elective Activity: In January 15,092 elective inpatient admissions and 71,083 day case procedures
were provided in our acute hospitals (total 86,181, up from 82,999 in 2012). This includes services for both
adults and children.

» Elective Procedures (adults): At the end of the January 1,135 adults were waiting over 8 months for an
inpatients procedure and 1,838 adults were waiting over 8 months for a Day Case procedure (fofal 3,073). ltis
intended that no adults will be waiting greater than 8 months for an elective procedure by year end.

« Elective Procedures (children): At the end of the January 181 children were waiting over 20 weeks for in
inpatient elective procedure and 145 children were waiting over 20 weeks for an elective day case procedure
(total 326). It is intended that no children will be waiting greater than 20 weeks for an elective procedure.

» Gl Endoscopy: At the end of the January 594 patients were waiting greater than three months for a Gl
Endoscopy. It is intended that no one will be waiting greater than three months weeks for a Gl endoscopy.

* Outpatient Appointments: At the end of the January 109,034 patients were waiting greater than 52 weeks for a
first consultant led outpatient appointment. 71.8% of people were waiting less than 52 weeks. It is intended that
no patient will be waiting longer than 52 weeks by year end.

HSE Primary Care Reimbursement Scheme
* HSE PCRS has incurred expenditure of €200.65m versus a budget of €200.4m resulting in a deficit of €0.25m
year to date.

* The cost management inifiatives profiled to deliver savings from January 2013 have successfully realised cost
reductions of €11.65m resulting in YTD surplus of +€0.4m against target.

Approved YTD
National Schemes  [Allocation Actual €000 | Budget€000 /e %
Medical Card
Schemes 1775552 157,076 153,788 3,288 2.1%
Community Schemes 546,513 435576 46,612 (3,036) 6.5%
PCRS Total 2,322,065 200,652 200,400 252 0.1%




Medical Cards: As at the 4 February 2013, 95% of properly completed medical card applications have been
processed within the 15 day turnaround, this is set against a National Service Plan target of 90%.

Community Services

Child Health Developmental Screening
* 8 LHOs have met or exceeded the target for the percentage of children reaching 10 months in the reporting

| % variance

YTD v.

No. cards same

same period | period last

Medical Cards and GP Visit Cards DML DNE | South West | YTD Total last year year
Number of people covered by Medical

Cards* 465,340 | 392,090 | 498,820 | 499,547 | 1,855,797 1,694,063 9.50%
Number of people covered by GP visit

cards* 20,035 | 25779 | 40,261 | 35226 | 130,301 125,657 3.70%

Total 494,375 | 417,869 | 539,081 | 534,773 | 1,986,098 1,819,720 9.10%

*Includes discretionary cards

period who have had their child development health screening on time before reaching 10 months of age. The
LHO with the greatest challenge in performance where 60% or fewer children were seen on time for
developmental checks were Dunlaoghaire (48.8%) and Galway (24.8%) which is currently under review.

Nursing Home Support Scheme (Fair Deal)

In January 2013, 22,768 long term public and private residential places are supported under scheme also in January, 1,109
applications were received and 662 new clients were supported under the NHSS in public and private nursing homes. This
was a net increase of 71 in the month. The scheme is taking on new clients within the limits of the resources available, in
accordance with the legislation. In January 100% of complete NHSS applications were processed within four wesks.

Number of patients who have been approved for Long Term Residential Care funded beds
Number of patients in Long Term Residential Care funded beds
HSE Region NHSS No. of No. of No. of No. of Total in | Approved | Overall
Public Beds | patientsin | patientson | patientsin | ‘savers’in | Payment | but not Total
NHSS Subvention | Contract Section39 | during yetin
Private Beds Units Month | payment
End Q4 - 2012 5,080 14,590 856 1,398 141 22,065 806 22,811
DML 1,385 3,860 184 738 - 6,167 260 6,427
DNE 941 2,803 178 327 19 4,268 192 4,460
South 1,487 3,983 191 158 121 5,940 138 6,078
West 1,275 4,007 275 121 - 5,678 125 5,803
Total - Jan 2013 5,088 14,653 828 1,344 140 22,053 715 22,768

Home Help Hours

National Home Help Hours activity for January, while lower than the January 2013 and year to date targets,
reflects an increased level of activity in the first month of 2013 above the December 2012 levels (+6,967 hours)
which will continue into 2013 in order to bring activity in line with monthly & cumulative Service Plan targets.
Activity will be closely monitored across the regions to ensure that agreed targets are adhered to.




Child Protection and Welfare Services

In accordance with the Programme for Govemment commitment legislation is being prepared to create a new
Agency to take over the HSE's child welfare and protection responsibilifies and the further decision to subsume the
Family Support Agency into the new Agency.

* 12 LHOs have met the 100% target for the percentage of children in care who have an allocated social worker at
the end of the reporting peried. Within the Regions the LHOs with the greatest challenge in performance, where
80% or less of the children in care have an allocated social worker, are: HSE DML - Dun Laoghaire (73.0%),
Laois Offaly (75.4%); HSE South - Wexford (67.0%); HSE West - Clare (68.8%), Tipperary North (76.7%): No
LHO in HSE DNE demonstrated a percentage under 80%.

* 91HOs have met the 100% target for the percentage of children in care who currently have a written care plan,
as defined by Child Care Regulations 1995, at the end of the reporting period. The HSE Region with the
greatest challenge in performance, where 80% or less of the children in care have a written care plan, is HSE
DML where 7 of out of 9 LHOs are below 80% coverage: Dunlaoghaire (67.2%), Dublin South East (59.4%),
Dublin South City (42.4%), Dublin South West (73.3%), Dublin West (54.0%), Kildare West Wicklow (55.0%),
and Laois Offaly (74.6%). In HSE West one LHO is below 80%, Mayo (44.5%) No LHO in HSE DNE or HSE
South demonstrated a percentage under 80%.

The performance report for January shows a €12m (1.2%) deficit on an I&E basis. This is made up of a €10.9m
deficit in hospitals and a €5.6m deficit in community services, with some offsetting surpluses in the fair deal and
pensions. Demographic funding due to be allocated to the system will mitigate an element of these deficits.

A review of initial cost containment plans is in progress to assess their deliverability and completeness in the context
of the breakeven requirement. At this stage it should be noted that the necessary indicafive profiling of budget
reductions to match phased commencement of cost management initiatives is a potential concem and will be
addressed as part of this review.

The vote report at the end of February shows a net vote overspend of €13m when a €9m surplus on capital is offset
against a €22m deficit on revenue. Patient receipts are €14m behind profile based upon the payments received from
insurers. This matter is being followed up with the Private Health Insurance companies.

It should be noted that a further €150m in pay related savings has yet to be allocated pending the outcome of the
negotiations to extend the Public Service Agreement.

Human Resources '

The Health Sector is 630 WTEs below the current approved employment ceiling — outturn of 101,407 WTEs versus
employment ceiling of 102,037 WTEs as notified by the Department of Health.

» January employment census shows a decrease of 99 WTEs from December 2012.

» The Statutory Sector and the Primary & Community Voluntaries decreased by -47 WTEs and -92 WTEs
respectively while the Voluntary Hospitals increased by +58 WTEs.

» The Integrated Services Directorate in overall terms recorded a decrease of -92 WTEs, the Primary and
Community Services recorded a decrease of -121 WTEs while the Acute Hospital Services recorded an increase
of +35 WTEs.
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NSP 2013 Performance Scorecard

Acute Care

Emergency Care

% of all attendess at ED who are discharged or
admitted within 6 hours of registration
% of all attendess at ED who are discharged or
admitted within 9 hours of registration

Elective Waiting Time

No. of aduts waiting more than 8 months for an
elective procedure

No. of children waiting more than 20 weeks for an
elective procedure
Colonoscopy | Gastrointestinal Service

No. of people waiting more than 4 weeks for an
urgent colonoscopy
No of people waiting more than 13 weeks M
ollowing a referral for routine colonoscopy or
0GD
Outpatients

No. of people wailing longer than 52 weeks for
OPD appointment

'. -- 109I0 I ’ ”
Day of Procedure Admission "

% of elective inpatients who had principal 75% 75%
procedure conducted on day of admission

% of elective surgical inpatients who had principal M New for 2013 85% 85%
procedure conducted on day of admission

Re-Admission Rates
New for 2013}

<3%

11.1% 1.2% -16.5%

% of emergency re-admissions for acute medical 9.6%
conditions to the same hospital within 28 days of
discharge

Surgery

% of emergency hip fracture surgery camied out % 95% 95% 83.8% -11.8% %  83.8% -11.8%
ithin 48 hours (pre-op LOS: 0, 1 0r 2)

ALOS
Madical patient average length of stay 5.8 5.8 ; -20.7% 58 70 -20.7%

4.5% Target being . 7] Tametbeing 4.
reductio Sef . Sel

Non Acute Care

Surgical patient average length of stay

Child Health
% of children reaching 10 months in the reporting 85.7% 95% 5% y 0% 84.0%) -1 6%
period who have had their child development health

screening on time before reaching 10 months of age

Child Protection and Welfare Services
% of children in care who have an allocated social 91.9%| 100% 100%] 91.5%| -35%|  100.0% 91.5% -8.5%|
orker et the end of the reporting period

% of chidren in care who currently have a wntten M 87.6% 100%]{ 100% B7.3%| A27%  1000% 87.3% -12.7%|
cere plan, as defined by Child Care Regulations
1095, &t the end of the reporting period




NSP 2013 Performance Scorecard

Non Acute Care

Primary Care

No. of primary care physiotherapy patients seen 7 / 11,592 11,592
for a first time assessment -
Older People Services

No. of people being funded under the Nursing
Home Support Schema (NHSS) in long term

g residential care at end of reporting period
:é No. of persons in receipt of a Home Care Package M 11,023 10,870 10,870) 10,939 06% 10870 10,939 0.6%
.%No. of Home Help Hours provided for all care M 9,887,727 103m| 803813]  717.195 10.8%| 803813 717,195] -10.8%
£ |groups (excluding provision of hours from HCPs)
8
Palliative Care
% of specialist inpatient beds provided within 7 M 91% 92% 92%) 94.0% 2.0% 92%) 94% 2.0%
days
% of home, non-acute hospital, long term M 83% 82% 82%) 86.0%) 5.0% 82% 86% 5.0%
residential care deliverad by community teams
within 7 days
FINANCE
Income and Expenditure Key Approved Actual YTD Budget YTD Variance YTD | % Var Actv
Performance Measurement Allocation €000 €000 €000 €000 Tar
Variance against Budget: Pay 6,951,060 588,031 581,994 6,037 1.0%
Variance against Budget: Non Pay 7,291,745 617,737 614,561 3,176 0.5%
Variance against Budget: Income (1,917,712) (156,765) (159,593) 2,828 1.8%
Variance against Budget: Income and
Expenditure Total 12,325,093 1,049,003 1,036,962 12,041 1.2%
Actual YTD ! (Under) /Over | % Var Actv
Vote Key Performance Measurement REV 2013 '€000 €000 Profile YTD €000 YTD €000 Tar
Vote expenditure vs Profile 12,320,921 1,246,519 1,236,330 10,189 0.8%
T Actual YD | (Under)  Over | % Var Actv
Income Key Performance Measurement | oo\ 0012500 €000 Profile YTD €000 |  YTD €000 _Tar
Patient Private Insurance - Claims
processed 530,603 33,498 39,217 -5,719 -15%
HUMAN RESOURCES
WTE
End of Year ! : Pl % war J;
el Bt A R T i Wl e w0
Variance from cumrent target levels 98,955 101,506 102,037 101,407 530 0.62%
; Actual
; Actual YTD % variance RTM*
Outturn 2011 Target RTM® reported from target
Absenteeism rates 5.02% 3.5% 473% 4.78% 35.1%
*Rolling three months



Items for mention

- Memorandum of Understanding with the Director of Public Prosecutions (DPP)

. A memorandum is to be signed between the HSE and the DPP to assist both organisations balance the duty of the
HSE fo protect the confidentiality of information it holds with the duty of the DPP to access material relevant to
. criminal proceedings.

 The Memorandum is a guidance document intended to reflect a shared understanding and to promote consistency of
practice between the HSE and the DPP, in relation to the secure disclosure of material under certain conditions for

- specific purposes. ‘

The Memorandum does not mandate unrestricted access to information held by the HSE, but provides for the
methodology and parameters for the secure disclosure of information. It promotes consistency of practice in all
requests for information made to the HSE in criminal matters.

HSE Regional Service Plans 2013

- On 28" February, the National Operational Plan, Regional Service Plans and Hospital Group plans were published to
ensure that the HSE has a robust planning framework to support the implementation of the national service plan.

- Regional Plans set out the type and volume of services that each Health Service Executive (HSE) Region will

 provide directly and through a range of funded agencies during 2013. These services will be delivered within the
agreed funding provided and within the overall employment control limit.

- Akey focus this year will be on reshaping and remodelling health services in line with the ‘Future Health Framework ’
| including the development of hospital groups with new govemance structures and stronger more integrated primary
| and social care sectors.



Speech by the Minister for Health, Dr. James Reilly T.D. to the Select Committee on Health and Children on
the 2012 Supplementary Health Estimates

Chairman, members of the Select Committee

I wish to thank the Select Committee for giving me the opportunity to bring this Supplementary Estimate for
Vote 39 before it.

The total additional funding being sought for the Health Service Executive is €360 million. However, I am
allocating a once-off Extra Exchequer Receipt of €45 million from the Medical Defence Union, and savings
of €70 million which have been identified within my Department’s Vote which will contribute towards the
HSE requirement; thus, the net cost to the Exchequer is €245 million. This represents just 1.8% of the
health sector budget for 2012.

This Estimate must be seen in the context of the challenges which faced the Health Service Executive this
year. As Deputies will be aware the Health Sector faced very significant financial challenges in 2012 and
2013 will be no different. The 2012 National Service Plan was based on the achievement of cost reductions
of €750m to meet the cost of delivering the maximum level of services possible, and commitments in the
Programme for Government. A range of savings measures were identified in the Estimates to enable the
HSE to meet these objectives in the implementation of the Plan.

The shortfall in the HSE Vote reflects the underlying expenditure difficulties in the acute hospital sector,
child welfare and protection services and demand-led schemes. This Supplementary Estimate, together with
the savings in my Department’s Vote, the extra exchequer receipt from the MDU and other measures being
taken by the HSE should ensure that the HSE achieves a balanced Vote at the end of this year.

An additional €162m is being sought to meet deficits in services, specifically in the acute hospital sector and
child welfare and protection services. Spending in the Primary Care Reimbursement Service, effectively a
demand led scheme, is projected to be in the region of €230m in deficit by the end of the year.

I will outline in a few minutes the details of this Estimate and the other measures being taken to address this
year’s deficit. But first of all I wish to outline to the Committee the reforms which are being initiated to
strengthen the financial management systems of the HSE.

Reform of Financial Management in HSE.

My Department undertook strategic measures during 2012 to address the ongoing financial issues in the
HSE. A review of the financial management systems in the Health Service Executive was commissioned. Its
overall intention was to review the present state of the financial management system in place in the health
sector in Ireland in the context of the serious overruns projected, the continuation of a challenging financial
environment for the foreseeable future and the radical reforms envisioned in the Programme for
Government.

The review came up with a number of recommendations to strengthen the financial management process
within the HSE, with particular reference to managing the transition phase that the health sector is curreatly
undergoing.

Subsequently, PA Consulting were engaged to draw up urgent measures to be put in place to strengthen the
HSE’s financial management capacity and processes having regard to the findings and recommendations of
the Ogden Review. My Department is now working closely with PA and the HSE on a Financial
Improvement Programme for the HSE.

2012 Supplementary Estimate
I will now set out the items making up this year’s Supplementary Estimate.
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The sector faced very significant financial challenges in 2012. The budget targets set for the HSE this year
were extremely demanding and regrettably not all were achieved. The impact of the retirements under the
“grace period” posed significant challenges given that some 4,700 people left the sector before the end of
February.

Whilst cost containment plans were rolled out across the health sector, the continued escalation of
expenditure in PCRS has resulted in a projected deficit for the HSE this year.

Income collection agreement

My Department has worked intensively with the main health insurers to agree a system of cash-flow and
accelerated payment which will provide a cash flow benefit this year. At any one point in time some income
will be outstanding to the HSE in relation to the treatment of private patients in public hospitals, but
reducing the time taken to recover the income outstanding will provide a cashflow benefit to the HSE. This
will be achieved in 2012 via the Income Collection Agreement which has just been finalised with the three
main health insurers.

The Income Collsction Agreement will reduce the total level of income outstanding to the HSE by insurers
as it involves insurers making accelerated payments based on 70% of the estimated value of claims that have
not yet been reported to insurers. The balancing 30% will be paid upon the validation of a fully collated
claim from the HSE. The payment relates to treatment that has already been carried out in public hospitals
but for which a claim has not yet been raised and therefore, it is not an advance payment.

As a result of this agreement the HSE will have a once-off cashflow benefit in 2012 in the region of €100 -
€110m which will reduce the level of income outstanding to the HSE, and will therefore reduce the
projected deficit by a corresponding amount. The money is a once-off payment in respect of private patients
who have already been treated in publicly funded hospitals, but where the detailed claims have not yet been
received by insurers.

Acute hospital services

2012 has seen an increase in expenditure in Acute Hospital services, above what was originally forecast in
the National Service Plan. There are indications that cost containment measures put in place by the HSE are
reducing expenditure, however, activity has increased, and therefore additional funding is required.

The 2012 National Service Plan set access targets for in-patient and daycase treatment whereby no adult
should have to wait more than 9 months for an inpatient/daycase procedure date, and no child should have to
wait more than 20 weeks for an inpatient/daycase procedure date. No patient should have to wait more than
13 weeks (3 months) for a routine GI endoscopy procedure.

I am happy to report that the number waiting for over 9 months for treatment has dropped 91% since the
beginning of this year, while 70% of hospitals have fully achieved the target of having nobody waiting for
more than nine months for treatment

[ am also pleased to inform the Committee that there have been significant improvements in access to
scheduled care (elective surgery - in-patient or daycase) since the Special Delivery Unit (SDU) was formed.

For instance, at the beginning of October there were a total of 8,250 patients to be treated before 20
December 2012 for the 9 month maximum wait time for elective surgery to be met. Of these, as of the end
of November, 5846 patients (71%) had been treated. In Paediatrics 68% of those patients waiting, had been
treated. Furthermore, 79% of those patients waiting for an endoscopy procedure at the beginning of October,
had been treated by the end of November.

This progress is real and hospital management, staff, the SDU, Clinical Programmes and the HSE are all to
be commended. However, it must be acknowledged that the impact of the retirements under the “grace
period” has seen an increase in overtime and agency costs. Thus, additional funding of €162m is required to
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address the deficit in acute hospital services. This use of agency and overtime will be much reduced if there
is a successful conclusion to the negotiations being led by DPER to the new CP agreement.

PCRS

In relation to the Primary Care Reimbursement Service, the main drivers are the increase in full medical card
holders while claims for High Tech drugs/medicines continuing to increase The excess of medical cards over
what was projected in the HSE Service Plan arose from two principal reasons. A backlog in applications
from 2011 was cleared at the start of this year, and a higher than anticipated number of applications for new
cards. The HSE’s 2012 National Service Plan provided for 1,838,126 medical cards which reflected a
planned for growth of 105,000, or 6%, in eligible persons in the year.

The number of persons eligible for a medical card at end-October 2012 is 1,836,689. This is an increase of
142,626 from the 1st January 2012, or an increase of 8%. This represents an excess of 37,626 over planned
growth for 2012. It is not possible to precisely forecast the end-year number of medical cards as this will
depend on the number of people that apply for a medical card, the number of cards that are successfully
renewed, and the number of cards that expire during the remaining months of the year. In order to address
the deficit in PCRS, an additional sum of €234m is required. This is clearly demand as is the increase in ED
attendances and hospital admissions. These are due to an increase our population, e.g., between 2006 and
2011 the population grew by 8.2%. The number of people over 65 grew by 14% and the numbers over 85
grew by 22%.

However, you will be aware that I recently announced that intensive negotiations with the Irish
Pharmaceutical Healthcare Associations had reached a successful conclusion with a major new deal on the
cost of drugs in the State, with a value in excess of €400m over the next three years. The new deal,
combined with the IPHA agreement reached earlier in the year, means €16m in drug savings this year with
much greater savings to be achieved over the next three years. The cost of new drugs in 2012 is estimated to
be approximately €15 million. Examples include the cancer drug, Ipilimumab, and the Hepatitis C drugs,
Boceprevir and Teleprevir. It is estimated that the deal will generate savings of up to €116m gross in 2013.

Savings

As I set out at the beginning of my address to you, my Department has identified savings of €70m. These
savings arise within my Department’s directly funded agencies, savings on legal costs, and savings within
the National Treatment Purchase Fund. There is also a saving of €7.5m on my Departments Capital Vote. In
addition, a once off extra exchequer receipt of €45m from the Medical Defence Union, will also offset the
amount of supplementary funding required from the Exchequer. This €45 million cash lump sum is in
settlement of on-going legal proceedings that sought to recover money paid by the State on behalf of refused
Medical Defence Union members. These consultant members of the MDU found themselves in
circumstances where they were refused indemnity cover by their Medical Defence Organisation. This
dispute has been ongoing since 2004 and it is both timely and in the State's interests that a resolution has
been reached.

Summary

In summary, given the extent of challenges faced by the Executive in 2012, the extra funding being
requested through this Supplementary Estimate is relatively small. The Executive has been through a
challenging year and faces an even tougher year ahead. My intention in bringing this Supplementary
Estimate, together with the other measures I outlined, is to reduce the incoming deficit for the HSE as it
faces into a difficult year in 2013.

Conclusion

In conclusion, I seek the Committee’s approval to the Supplementary Estimates for Vote 39.
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Feidhmeannacht na Seirbhise Sldinte
Health Service Executive

Primary Care Reimbursement Service

Medical Cards

18 April 2013



1. Introduction

The HSE continues to provide a wide range of primary care services across the 12
community health schemes, including the Medical Card Scheme, to the entire Irish
population. These services are provided to more than 3.4 million eligible persons by over
6,660 primary care contractors and involve approximately 80 million transactions each year,

with planned expenditure in 2013 of €2.4bn.

The Primary Care Schemes form the infrastructure through which the Irish health system
delivers a significant proportion of primary care to the general public. Challenging service
level targets have been set for 2013 in the context of the range of cost saving initiatives

totalling €353m. The preliminary Schemes budget for 2013 is €2.4billion.

The Primary Care Schemes are demand-led, with the number of card-holders a significant
cost driver. The number of persons eligible for a medical card has increased from 1,694,063
at 1 January 2012 to 1,864, 320 at 1 April 2013. This growth results in an increasing pressure
on Scheme costs. For example, the number of items reimbursed on the Medical Card Scheme

has grown by over 3 million over the same period last year.

2. Medical Card centralisation

In 2011, a major change programme was initiated, planned and rolled out by the HSE which
culminated in the centralisation of medical card processing within the PCRS on the 1 July
2011. The purpose of the centralisation project was to;

* Provide for a single uniform system of medical card application processing, replacing
the different systems previously operated through more than 100 offices across the
country.

= Streamline work processes and reduce the numbers of staff involved in medical card
processing from approximately 450 to 150.

= Ultimately ensure a far more accountable and better managed medical card processing

system.

The HSE undertook a comprehensive review of the medical card centralisation programme
following its first six months of operation. The purpose of the Review was to assess the
effectiveness of the implementation of the centralisation programme and to make

recommendations for further improving the centralised medical card system.



The Review was undertaken during the first quarter of 2012 by a Steering Group established

by the HSE and the work of the Review was supported by Price Waterhouse Coopers (PWC).

The outcome of the review was a report that was adopted by the HSE and a significant work

programme was undertaken to implement its recommendations, specifically as they relate to;

Addressing the backlog of applications at the time
Improving the experience of service users
Improving Medical Card processes to make them more customer friendly

Improving the overall controls in place

Much of this work has been completed:

The backlog has been addressed. As a result, 96% of fully completed applications and
reviews are now processed within the 15 day target turnaround time. A copy of the
weekly processing report for 16 April 2013 is attached as Appendix 1. These
turnaround times are published online on a weekly basis, at www.medicalcard.ie

The experience of service users has been improved. Communications avenues have
been improved for clients, query handling and escalation have been improved and the
capability of local offices to support service users has been enhanced.

PCRS has appointed a Head of Customer Services, at a senior management level

The main Application Form has been redesigned and approved by the National Adult
Literacy Agency (NALA). Work is well underway on the revision and improvement
of all forms and letters, which will also be approved by NALA

The existing online application facility continues to be enhanced to make it more user

friendly

All of the other initiatives introduced to date continue to be reviewed and improved as
appropriate, these include:

e Standardising eligibility period

e Emergency medical cards process
e Medical card renewal process

e Additional flexibility for GPs

e Revised National Assessment Guidelines



e Implementing Scanning and Document Management Systems.

e The Current Control Framework continues to be developed and improved, with a key
component, the issue of Data sharing between the HSE, Revenue, and the Department
of Social Protection, with legislation implemented in April 2013 to support this
valuable initiative.

3. Moving forward — 2013

The HSE National Service Plan 2013 (NSP2013), approved by the Minister for Health, sets
out the type and volume of services to be delivered by the Executive in 2013. The NSP2013
is informed by the Department of Health’s (DoH) Statement of Strategy 2011 — 2014 and
Future Health, A Strategic Framework for Reform of the Health Service 2012 — 2015, both of
which set out the Government’s priorities for the health services. The PCRS Service Plan
2013 is consistent with the national policies, frameworks, performance targets, standards &

resources set out in the NSP2013.

The rate of unemployment in the State rose from 4.6% in 2007 to 14.8% by October, 2012.
Nearly 2 million people, (43% of the population), are now eligible for the range of health
services covered by Medical/GP Visit Cards. This is a 74% increase since 2005 and is the

highest number of people ever recorded in receipt of a medical card.

Delivery of health services under the Primary Care Schemes occurs in the context of a
challenging macro-economic environment, which places growing demand on services at a

time of limited funding.

The Key priorities set out in the PCRS Service Plan 2013 are to:

Continue to reimburse approximately 6,660 primary care contractors across 12
primary care schemes for the services they provide to eligible persons under the

Primary Care Schemes

Participate in, and contribute to, the implementation of Reference Pricing and the
development of new a GP contract to meet emerging service requirements. A project

which is being led by the Department of Health.



Advance the process of transforming primary care services provided by General
Practitioner’s by working with them to ensure their service arrangements support

health service provision reconfiguration

Deliver a range of challenging cost saving initiatives, in collaboration with the
Department of Health, totalling €353million, some of which are dependent upon

changes in policy / legislation

Progress a number of key strategic actions with the objective of continuously

enhancing the Schemes during 2013

Harness community pharmacy expertise to build capacity in primary care and support

the optimal medicines usage in the community

The PCRS Service Plan 2013 will be delivered through the collective efforts of our staff and
the Primary Care Contractors, with collaboration and engagement with HSE and Department
of Health Stakeholders. We have a strong tradition of delivering fully on our service plan
targets. This is a reflection of the high calibre and the exceptional dedication and

commitment of our individual staff, teams and Primary Care Contractors.
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1. Medical Card applications

This document has been prepared as a briefing note describing the current arrangements in

place for processing medical cards.

The processing of Medical Card applications has been centralised in the HSE’s Primary Care

Reimbursement Service (PCRS) in Dublin.

Applications can be made either online at www.medicalcard.ie or by post, by sending

completed applications to the Client Registration Unit, P.O. Box 11745, Finglas, D 11.

Application forms for a Medical Card and/ or GP Visit Cards are available online at
www.medicalcard.ie or from the HSE’s Local Health Centres or Local Health Offices.

Members of the public;

= Will find a help sheet in their application form, which will assist them in making their
application.

= Who have any questions about their eligibility, making their application or who are
following up on an application can phone lo-call 1890 252 919 where a team of people
are available to answer their queries or they can contact their Local Health Offices where
staff are available to answer queries in relation to the application form or eligibility
criteria.

=  Who have any difficulties in filling in their form can call into their Local Health Office

where local staff there will assist them.




2. Guidelines for Medical Card applications

Medical and GP Visit Cards

All medical card applications are dealt with on the basis of the income guidelines and the
"Medical Card/G.P. Visit Card National Assessment Guidelines." These guidelines can be
found on the HSE website at:

http://www.hse.ie/eng/services/Find_a_Service/entitlements/Medical Cards/mcgpvcguideline

s.pdf

See Section 11 below for details of recent changes.
Medical Cards for persons aged 70 years or older

Medical Card applications for persons aged 70 years or older are dealt with on the basis of
the "Medical Card National Assessment Guidelines for Persons Aged 70 and over." These

guidelines can be found on the HSE website at:

http://www.hse.ie/eng/services/Find_a_Service/entitlements/Medical Cards/o70mcguideline.

It is important to refer to these documents if you are assisting a medical card applicant, but
particularly so if a case needs to be made for special circumstances. See Section 11 below for

details of recent changes.

Medical Card Turnaround Times Publication

The HSE has arranged for the online publication of the turnaround times for medical card

application processing.

An initial reporting format has been agreed and is available at www.medicalcard.ie through a
simple link called “turnaround times”. The link will serve up the PDF document, which is

updated on a weekly basis



3. Ensuring completed applications

One of the main difficulties faced in processing applications is incomplete applications (for
instance missing surname, GP details, PPS Number or supporting documentation). It is very
important that all details and supporting documentation is included with the application form.
The HSE redesigned the standard medical card application form last year, which received the
approval of the National Adult Literacy Agency (NALA). The new application form is easier
to complete and provides much clearer instructions to the applicant in terms of the supporting
evidence that is required. In addition, staff in Local Health Offices are available to assist
applicants in screening applications before they are submitted or to answer queries in relation

to the application form or eligibility criteria.

4. New eligibility rules

The duration of eligibility for all standard medical cards for people under 66 is three years,
and for people aged 66 years and over is four years.

In addition, all 16 year old dependants of a medical card holder now automatically receive a
medical card in their own right. Eligibility is set to the expiry date on their parent's card.

5. Emergency Medical Cards
In cases where a medical card is required in emergency circumstances, an Emergency
Medical Card will be issued. Examples of the type of emergency envisaged under these

arrangements are;

= A person in receipt of palliative care, who is terminally I1l

= A homeless person in need of urgent or ongoing medical care

= A person with a serious medical condition in need of urgent or ongoing medical care
that cannot be provided without the person having a medical card

= A foster child in need of urgent or ongoing medical care that cannot be provided
without the person having a medical card

= An asylum seeker with a serious medical condition in need of urgent or ongoing

medical care care that cannot be provided without the person having medical card



Emergency applications can be initiated through the Local Health Office whose manager has
access to dedicated contacts in PCRS. Details of this procedure have also been made
available to all GPs. Such cards will be issued within 24 hours. As before, no means test
applies to an application by a terminally ill patient and all terminally ill patients will be
provided with a medical card number for a period of six months once their medical condition

is verified by a GP or a consultant.

In other emergency cases (e.g. where a person in need of urgent medical attention cannot
afford to pay for it etc.), the HSE issues Emergency Medical Cards on the presumption that
the patient is eligible for a medical card (i.e. that they satisfy the eligibility criteria in terms of
a means test or on the basis of undue hardship), and that the applicant will follow up with a
full application within a number of weeks of receiving the Emergency Medical Card. As a
result, Emergency Medical Cards are issued to a named individual, with a limited eligibility

period of six months.

An emergency Medical Card can only be issued to an individual named person, i.e. no
dependants will be included unless a case is made separately for any other member of the

family on medical emergency grounds.

6. Medical Card Renewals

Every Medical Card shows an expiry date before which the eligibility of the holder is
reassessed by the HSE. A letter issues to the medical card holder three months before the
expiry date (and again one month in advance of the expiry date). Once reviewed, and
eligibility confirmed, the card is renewed. A Medical Card will remain valid, irrespective of
the expiry date shown on the card, once the Medical Card holder is genuinely engaging with
the HSE review process. The medical card holder does not need to take any action other than
genuinely co-operate with the review process and communicate with the HSE on an ongoing
basis throughout the process. Eligibility can be confirmed by any Doctor or Pharmacist, or by

the Medical Card holder online at www.medicalcard.ie or through the GP practice systems.

This means that a person can continue to claim drugs and GP services while they await a

decision on their medical card renewal application by simply using the medical card number.



7. Appeals
Apart from medical card applications and renewals, there is a separate facility for people to
appeal a decision to refuse a medical card. These appeals are dealt with in a separate office of

the HSE, the Appeals Office.

A person who appeals a decision retains their original eligibility until an Appeal decision is

reached.

8. GPs: Extending the period of eligibility

In February 2012, the HSE reached agreement with the Irish Medical Organisation (IMO) in

relation to new flexibility around reinstating and prolonging eligibility in certain cases.

The new procedures allow GPs, in certain circumstances, to extend the period of eligibility
where a vulnerable person has been unable to engage with the HSE on the renewal of their
application. It also allows the GP to reinstate eligibility if a patient presents for medical care
who has had their eligibility removed in error, e.g. due to a lack of response to the review
process because of a change of address. It also allows GPs to add new-born babies to their

GMS list where the baby's parent holds a medical card.
10. Useful Contacts for:

Medical Card Applicants

Personal Contact: Local Health Offices or Health Centres.
Phone: Lo Call 1890 252 919

Online:www.medicalcard.ie
= Correspondence: HSE, PCRS, CRU Unit, 4th Floor, Finglas, Dublin 11
Fax: 01 834 3589

Public Representatives

Dedicated email address: Oireachtas.pcrs@hse.ie
Dedicated Phone Line: 01 8647180

Online: www.MedicalCard.ie
Correspondence: HSE, PCRS, CRM Unit, 4th Floor, Finglas, Dublin 11



11. Recent changes:

The Health (Alteration of Criteria for Eligibility) Act, which was enacted on 28 March 2013,
amended the rules for Medical Cards for persons aged 70 years or older. Its provisions are
effective from 5 April 2013. This means that from 5 April 2013, persons aged 70 years or
older with a gross income not exceeding €600.00 a week for a single person or not exceeding
€1,200.00 a week for a couple are entitled to a Medical Card. Persons aged 70 years or older
with a gross income over €600.00 and not exceeding €700.00 a week for a single person or

over €1,200.00 and not exceeding €1,400.00 a week for a couple are entitled to GP Visit card.

However if a person, aged 70 years or older, with income in excess of these limits, has high
medical expenses, they can still have their income and outgoings assessed under the general
Medical Card Scheme, where all their circumstances will be considered in order to determine

if they have entitlement to a Medical Card or GP Visit Card.

Copies of the amended Application Forms will be available from HSE Local Health Offices

or at www.medicalcard.ie.

Further to the Budget adjustments the HSE is also amending the eligibility criteria relating to
medical cards by removing Home Improvement Loan payments and excluding the first €50
per week from Travel-to-Work expenses from the standard medical card means test
assessment from April 2013 onwards. For clarity, the exclusion of travel to work costs relates
to removing the weekly amount of €50 allowed to cover standing charges (i.e. depreciation
and running costs) used when considering travel to work costs as an outgoing where public
transport is not available or suitable and a car is required. This means that the HSE will
continue to consider the standard mileage costs and transport (bus/train) costs when assessing

eligibility.

A person who does not have an entitlement to a Medical Card/GP Visit Card is entitled to
avail of the Drugs Payment Scheme (DPS) and HSE Local Health Offices will assist with any
queries the applicant may have on the Drugs Payment Scheme. Furthermore, persons with
certain illnesses may qualify for medicines, and medical and surgical appliances directly
related to the treatment of their illness, free of charge, through the Long Term Illness (LTI)

Scheme. Details of the LTI Scheme are available at www.hse.ie



Advice and assistance in relation to these changes is available to members of the Oireachtas at the
dedicated Oireachtas Phone Line: 01 8647180 or via the dedicated Oireachtas email address:

Oireachtas.pcrs@bhse.ie or through correspondence to: HSE, PCRS, CRM Unit, 4th Floor, Finglas,

Dublin 11 or online at: www.MedicalCard.ie

Important information to ensure medical card queries are processed efficiently.

The four key pieces of information required to process a query efficiently are:
1. The client’s name, address and date of birth, and at least one of the following:

e The client’s current Medical Card number
e The client’s PPS number

e The client’s application reference number

2. Clear details of the information required

3. Your full contact details, including the appropriate contact telephone number and
email address, should further clarification on the request be required

4. Where possible, the contact details of the client, should further clarification be
required.
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Health Service Executive

Briefing Note on Absenteeism
for
Committee of Public Accounts meeting on 25t April
2013




Note for the PAC/National Director of HR — National Absenteeism,
Strengthening of Attendance Management and actions by the HSE

Absenteeism is the term generally used to refer to unscheduled employee absences from
the workplace. Absenteeism is defined as an absence from work other than annual leave,
public holidays, maternity leave and jury duty. Many causes of absenteeism are unavoidable
— iliness, injury at work for example—but absenteeism also can often be traced to other
factors such as a poor work environment, work related stress or family care issues, and/or a
lax attendance culture. If absences become excessive, they can have an adverse impact on
organisations’ operations and service delivery and, ultimately, its costs, as well on the
individuals themselves. Any absence from work, aside from the direct impact on the
individual unable to attend, may impact on their colleagues and service delivery capacity.

Overall absenteeism trends in the health services following a period of decline are stabilising
and showed a small reduction in 2012 over 2011 — down from 4.9% to 4.79%. This follows a
marginal increase over 2010 (4.7%) and must be view as a positive trend given the previous
higher reported figures in 2009 (5.05%) and 2008 (5.76%). Please see extracts from the
National Absenteeism Report for the Health Sector at the end of 2012 in appendix 1. For
2012, 88.4% of absenteeism was medically certified and the balance being self-certified. The
national absenteeism rate for 2012 equates to approximately 1.1 million days or 10 % days
per WTE.

National and international benchmarking of absenteeism reported rates can be somewhat
problematic in that methodologies used may not always be fully compatible. However based
on available data, the figure of 4.79% for 2012 would put the Health Services generally in-line
with the figures reported for large organisations in the private sector here in Ireland and for
other large public sector organisations both in Ireland and internationally. Latest available
data for Local Government is 5.09% (2012), Northern Ireland Health Services; 4.86%, NHS
Scotland; 4.74%, NHS England; 4.04% although some trusts have rates 5.5%+, and An Post
(2011) 5.12%. The downward trend seen in the NHS over recent years has been against a
back-drop of a number of significant Government interventions, reports and studies.

The HSE continues to review its current sick leave policies and procedures as well as having

a range of current supports and interventions to address challenges being encountered in the

whole area of attendance management and absenteeism through ill health, and with the key

objective of reducing the cost of absenteeism.  Current specific actions in place within the

HSE include the following:

= National target in place since 2009 to reduce absenteeism levels to at least 3.5%. This
has been enshrined in National Service Plans.

= Monthly reporting on absenteeism levels in National Performance Reports. Absenteeism
is a key performance indicator (KPI) and is a feature of all management engagement at
national, regional and local levels. It is a standing agenda item for all management
meetings at all levels.

= An agreed suite of enhanced actions, monitored on a monthly basis within the Integrated

Services Directorate, were put in place in 2012 and include:

o Data at regional and sub-regional levels are analysed and discussed each month at
the Performance Review Meetings between the National Director for Integrated
Services and the Regional Directors of Operations. It was agreed that a number of
areas need to be closely examined including a renewed focus on the national target
of sickness absence rate of 3.5%, ensuring a systematic approach to reviewing
absence issues, focusing attention on areas of greatest need / potential impact and
reducing the direct and non-direct costs associated with high levels of employee
absence.

o Detailed action plans are developed and monitored on each site for management of
all absences in excess of the 3.5% target. This includes regular meetings/
conference calls with local HR and other relevant staff to devise appropriate
strategies

o Ongoing analysis of levels and patterns of certified and self-certified sick leave in
each hospital site and community area



o Analysis of levels of adherence to the HSE Attendance Management Policy in
terms of return to work interviews, counselling of staff, referral to Occupational Health
etc.

o A number of staff have been brought through the disciplinary process due to poor
attendance. These can and have ultimately resulted in removal from payroll due to
findings of incapacity to work due to absenteeism.

o Investigations of local understandings on behalf of front line managers of current
absenteeism rates pertaining to local hospitals and community services (For
example, in the past Dublin North East have developed a Poster Campaign to advise
the absence rates in each area to inform staff how they are performing against the
national target).

= Strengthened training and development for line managers, building already on what is
currently in place; e.g. First Time Line Managers Training Programmes, People
Management — The Legal Framework.

= Review of pregnancy/maternity related absence outside of maternity leave. A number of
studies and reports into this issue were conducted in a number of the regions. The HSE
shared one such report, with its conclusions and recommendations which transcend the
health sector, which emanated from HSE West, with the Department of Public
Expenditure and Reform in late 2012.

= New national policies on; Rehabilitation of Employees back to work after illness or injury
Policy and Procedure, and HSE Policy on Work Place Stress, were issued in 2011 as well
as current work ongoing on a review of Occupational Health and development of a new
national policy in that area.

*= Review of current sick leave reporting procedures with a particular focus on self-
certification. In 2012 access to paid self-certified sick leave has halved to a maximum of
seven day in a two year period in line with changes in paid sick leave arrangements
across the public sector. From the start of 2014, a full suite of revised paid sick leave
arrangements will come into effect across the public health sector in line with changes in
the Public Sector at large.

= HR and Occupational Health Interventions to support line managers in managing
attendance. These include direct support from HR to line managers in managing
attendance more effectively, intervention teams focusing on particular areas or staff
groupings where there are variances with national absenteeism targets.

= In HSE West they have created a specific Absence Management Intervention Taskforce
to further support and assist line managers in this area.

= Replacement of staff unable to attend due to illness is authorised only in exceptional
circumstances and is confined to critical front-line staff.

Effective attendance management is central to cost containment planning and people
management throughout the sector. In terms of opportunity cost/notional cost of absenteeism,
based on 2012 HR and financial data, the notional cost of 1% has been assessed as being of
the order of €46.5 million and the overall notional cost in 2012 was assessed as being in the
order of €223 million. This notional figure should not be interpreted that there would be a net
direct corresponding financial saving if absence rates were to be reduced, but which would of
course deliver additional hours/capacity to deliver services Additional direct costs can arise
from replacing absent front-line staff through illness, primarily through overtime and agency
usage. It is not possible at present to quantify this cost but it should be noted that such
expenditure is only authorised in exceptional circumstances and is subject to budget
compliance. This is currently assessed as being only a small portion of such overall
expenditure in the staff categories representing front-line staff delivering critical services.
However, clearly more effective attendance management of such front-line staff to reduce the
levels of absenteeism and the impact of absence through iliness on frontline services would
reduce the demand for overtime and agency staff.

The objective of all these actions is to enhance the health sector’s capacity to address and
manage more effectively absenteeism levels, support people managers in better managing
the issue, while also supporting staff regain fitness to work and resume work in a positive and
supporting environment.

Appendix: Extracts from National Absenteeism Report December 2012 and 2008/2012



Extracts from December 2012 National Report on Absenteeism in the Health Services and
Monthly Absenteeism Reports 2008 to 2012
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Service! Sectar! HSE Region Y11 [Dec
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Pubstin

Novth-Last

South

National

Total

Certified

Stafl Calegory! HSE Region YTD [Dec
2012

Druhiin
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Hospital Care 531 %| 5.52% 5.01 %) 525% 4.29%|

Primary & Community Care 558 % 467 % 540%  549% 780 %|

Ambulance Services | 573 %)|

Popuiation Health 240%|  349%|  431%  500%|

Ernvironmental Heaith 213% 149 % 287 %) 537 % 4.53 %|

Corporate & Shared Services 3.72% 4.05% 4.23%| 4.59 % 506 %|
Health Service Executive 543% 507%| 516% 534%| 553%)
Voluntary Hospitals 3.61 % 3.72% 3.85% 4.38% 4.60 %
Voluntary Agencies P&C Services | 4.04 % 4.72 %)

Certified
e ———

86.45 %]

4.50 %
28.81 %

Medical Dental 1.37% 090% 1.22 %)

Nursing 4.69% 477 % 563% 622% 5.00%
| Heaith & Social Care Professionais 361% 3.68% 505%  470% 4.02%)
| Management Admin 4.26 % 5.04 % 4.46 % 5.05% 5.66 %)

General Suppart Staff 543%| 550% 554%)| 565% 495%

Other Patient & Client Care 5.55 %) 562% 5.50 % 543% 477%)

5.47 %
85.65 %

88,40 %|
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The following information provides an update on the recommendations
relevant to the HSE in the Committee of Public Accounts Report on the
Health Service Executive March 2013. It should be noted that there is on
going work in many of the areas outlined in the recommendation of the
Committee’s report.

Report on the Health Service Executive March 2013 - update on
recommendations relevant to the HSE

3. The Department of Health having completed its review of the Odgen
Report which examined the financial management capacity of the HSE
should publish an implementation report which will outline the
investment strategy on financial management infrastructure so that the
State has a robust and workable system for the management of the
health budget.

Following consideration of the Ogden Report the Department of Health
commissioned PA Consulting to carry out further work to focus on
implementing change with regard to key deficiencies identified by Ogden.

This work provided an outline strategy in relation to improving financial
management system within the health sector.

A key priority of the Director General Designate upon appointment in August
2012 was to stabilise HSE finances and to implement the actions outlined in
the PA Review commissioned by the Department.

Following a tender process, PA Consulting was appointed by HSE to support
a programme to take the first steps in the delivery of Financial Reform. In this
regard, the HSE is working closely with the Department of Health to ensure
that the necessary infrastructure is identified and the appropriate investment
strategy is put in place to deliver this infrastructure thus ensuring that a more
robust Performance Management & Accountability regime is established.

4. The HSE should establish, based on usage and on-going need, the
number of posts that could be filled directly rather than through use of
agency workers on a cost neutral basis.

The health services do not have a capacity to convert agency
expenditure/usage into recruitment of new employees due to the requirements
of the general moratorium on recruitment across the public sector, in place
since March 2009 by government direction, the current employment control
framework, and the constraints of the assigned approved employment target
of 98,995 WTEs for the end of 2013. The current employment levels as
returned in the Health Service Personnel Census at the end of March 2013 is
101,604 WTEs, some 2,643 WTEs above the end-of-year target.



6. The application form for the medical card should be reviewed to make
it straightforward and user friendly.

The main Medical Card Application Form has been redesigned and approved
by the National Adult Literacy Agency (NALA). Work is well underway on the
revision and improvement of all forms and letters, which will also be approved
by NALA.

7. The HSE should establish whether information on applicants for
medical cards which is held by other Government agencies can be made
available online to the HSE in order to streamline the application
process and should take steps to obtain such information on-line where
it is possible to do so.

A key component of the control system regarding medical cards is the
capacity to share data between the HSE, Revenue, and the Department of
Social Protection. The Department of Health has implemented legislation in
April 2013 to support this valuable initiative. The plan agreed with the
Department of Health provides for a supply of data from Revenue which will
facilitate the initiation of renewals, taking into account, the most recently
available total gross income across all income sources. A detailed
specification for this exchange of data has been developed by Revenue in
collaboration with the HSE and work is ongoing to deliver this project.

8. The recommendations made in the HIQA Report on Tallaght Hospital
(AMNCH) in respect of governance and oversight should be set as the
minimum standard expected of all voluntary hospitals and the service
level agreement between the HSE and the relevant voluntary hospital
should reflect these requirements.

Future Health: A Strategic Framework for Reform of the Health Services

In November 2012, The Minister for Health published Future Health: A
Strategic Framework for Reform of the Health Service 2012-2015. The
primary goal of the reform programme is to improve services for patients and
clients across all sectors including the acute hospital system.

Underpinning the reform programme articulated in Future Health is a
recognition that the current system of governance of the Irish hospital sector
requires strengthening. It also points out that the historical distinction between
the voluntary and statutory hospitals “has created an uneven terrain for
opftimising patient care and has restricted the development of the
management systems and leadership” within the sector. Future Health
commits to the establishment of the required governance and leadership
capabilities on a phased basis starting with the establishment of
administrative hospital groups during 2013, leading to the introduction of
independent hospital trusts for all hospitals by the end of 2015.



The HSE is working with the Department of Health on the introduction of
these proposed structural changes. It is in the context of these changes that a
review of individual charters and the status of individual hospitals will be
undertaken.

The Chairs of the Interim Hospital Boards already established now report to
the Director General (Designate) of the HSE as recommended in the HIQA
report.

Performance management within the HSE

The HSE is introducing a number of management changes during 2013.
These include;
= The appointment of a number of National Directors, including a
National Director for Acute Hospitals.
= A strengthened performance management framework.

These changes will ensure that there is focused leadership for both the day to
day management and reform of the acute hospital sector. In addition one
feature of the new performance management arrangements will be the ability
at national and regional levels to commission formal interventions in
underperforming services.

Governance framework for HSE Funded services

Service Arrangements/ Coniract

A significant development in the relationship between the HSE and the
voluntary hospital sector occurred in 2010 with the introduction of formal
standard Service Arrangement or ‘contract’ with the 16 voluntary hospitals in
the State. These Service Arrangements specify not only the range of general
terms and conditions governing the relationship but also the funding levels,
service levels, quality standards and performance monitoring arrangements
that are in place.

Since 2010 the HSE has continued to strengthen governance arrangements
through;
= Specifying further responsibilities on HSE Managers to oversee and
manage the services which the HSE is funding.
= |mproving and strengthening the Service Arrangement to ensure it
serves as a robust instrument for managing the relationship with the
voluntary provider.

In January 2012 the HSE also introduced a set of minimum requirements for
managing the relationship with each voluntary hospital. These included,
= A requirement to assign specified named managers with responsibility
for each Hospital.
= Ensuring that there is an explicit link in the Service Arrangement
between the funding provided and activity expected of each hospital.



= An enhanced performance review process with a minimum of 10
review meetings to be held each year and which will include the HSE
Area Manager, Assistant National Director Finance, Regional Quality
and Risk Manager, and other senior staff as appropriate.

= Audited Accounts to be reviewed by an appropriate finance officer.

In addition, the Service Arrangement documentation was enhanced in a range
of areas including the specification of services, linkages with the HSE’s
National and Regional Service Plans, access to information, staffing and
procurement and a strengthened approach to monitoring the implementation
of quality standards.

Service Arrangements and specific governance measures

There is now an explicit requirement on all voluntary hospitals to comply with
the Code of Practice for the Governance of State Bodies. Each hospital is
also required to have a code of governance in place that is compliant with the
Framework for the Corporate and Financial Governance of the HSE.

10. The HSE, in consultation with the Department of Health, should
conduct a review of the oversight arrangements in respect of the 2,500
agencies who receive funding under Section 39 and should examine
whether a system of random audit of a percentage of those bodies
would enhance oversight.

The HSE undertakes audits in specified Section 38 and Section 39 agencies,
particularly where issues of significant concern to the HSE are identified.
Plans are in place to extend this programme of audits in 2013.

During 2012 the HSE’s Internal Audit Department undertook a comprehensive
review of the governance of a range of HSE funded agencies. The outcome of
this review fed into the further development and strengthening of the HSE’s
Service Arrangement process.

HSE funded agencies are required annually to submit their audited accounts
to the HSE for review.

An audit report in respect of salaries paid in section 38 Agencies is being
finalised and will be considered shortly by the Board of the HSE.

11. The HSE should examine the scope it has to publish the names of
those Hospital Consultants who are holding up the collection of income
due to the HSE from private insurers.

The HSE has examined the option of publishing the value of private health
insurance claims that require consultant completion and signature for each
consultant that has a significant backlog.



The HSE’s legal advisers have outlined a range of material legal risks
associated with publishing including, in particular, that a consultant who is
named in the list could potentially ground a claim against the HSE for (a)
defamation (b) breach of confidentiality and / or (c) breach of data protection
laws.

Based on this legal advice, the HSE is focusing primarily on:

o Continuing to improve our internal processes:

o Introduction of Electronic Claiming - Twelve sites are currently
using the electronic claims system representing 51% of overall
national claims. A further eleven sites will go live by July’'13
representing an additional 22% of claims. The plan is that
greater than 80% - 90% of claims will be electronic by Dec’13.

e Embedding the 14 Working Day (20 Calendar Days) standard for
consultant signoff.
o The number of days taken for consultant sign-off has reduced
as follows —
= 2010 — 62 days
= 2012 — 44 days
= 2013 Plan — 20 calendar days (Note 1 — This represents
14 working days. The goal is to achieve the target by
year end i.e. for all claims raised in the last months of the
year. The overall days will average approx 30 days as
the overhanging backlog is reduced).

e Setting out National Standards for all stages of the Collection Process.
o The number of days taken to prepare claims by hospital staff
and ancillary consultants has reduced as follows —
= 2010 — 27 days
= 2012 - 20 days
= 2013 Plan — 15 days

e Working with the Department of Health and the Private Insurance
Companies to bring about changes to modernise the payment terms
so that payments to the HSE are made quickly without any reduction in
the level of scrutiny by insurers of the treatment, length of stay and
ultimately costs.



12. The practice of paying allowances to retiring hospital consultants in
lieu of untaken rest days should be reviewed. A provision should be
introduced whereby consultants can carry forward untaken rest days
within a three year cycle, similar to the civil service provision relating to
annual leave.

Context for historic rest days

Consultant Contract 1997 and the Academic Consultant Contract 1998
provided for ‘historic rest days’ as a means of settling a number of claims
made by Consultants that they had not benefitted from their full rest day
entitlement under Consultant Contract 1991 and earlier contracts.

This allowed them to take up to a year of such rest days — on full pay —
immediately prior to retirement. Consultants who had established an
entittement to historic rest days under Consultant Contract 1997 and the
Academic Consultant Contract 1998 maintained this entitlement under
Consultant Contract 2008.

Based on Consultant staffing in 1998 — when Consultants had to establish
their entitlement to historic rest days — the extent to which Consultants in
various specialties and sub-specialties participated in on-call and providing for
deaths, resignations and retirements in the interim period, approximately 450
Consultants remained eligible for historic rest days as of October 2012. The
large majority of these were eligible for the full year of historic rest days.

In many cases, the need to maintain services required that for a year prior to
their retirement and the introduction of a permanent replacement, HSE and
HSE-funded agencies had to pay both for the Consultant and — if services
were to be maintained - for a second locum Consultant. In some instances, in
preference to taking their entittement to historic rest days as leave, the
Consultant sought to continue as their own locum and received the locum
salary in addition to their normal pay. Assuming an average Consultant
employment cost of approximately €230,000, this represented a potential cost
to the health service of €103.5m in the period up to 2027, when the last of the
cohort of eligible Consultants was set to retire.

Dispute beitween the parties

The dispute between the management side and the IHCA and IMO on historic
rest days arose from the Employer’s proposal that as part of a series of
reforms relating to implementation of the Public Service Agreement 2010-
2014 by Consultants employed in the public health service that the amount of
such leave to be taken by Consultants be reduced by 50% with a period up to
2018 for any Consultant holding this entittement to make use of it.



Labour Court recommendation

In September 2012, the management side (HSE, DoH, DPER) concluded an
agreement on implementation of the Public Service Agreement by
Consultants with the IMO and IHCA. As part of this agreement, the dispute
regarding historic rest days was referred to the Labour Court for arbitration.

The Court heard the issue on 26" October 2012. The subsequent
recommendation issued on 6" November.

Labour Court Recommendation 20403 provides for a 25% reduction in
Consultants’ entitlement to historic rest days and that all such leave must be
taken by 31% December 2020. Historic rest days must be taken prior to
retirement and no payment can be made in lieu of same. Taking this into
account, the HSE has issued guidance to hospitals and agencies that where:

a) A Consultant commenced historic rest days prior to 16" November 2012,
his/her entittement remains unchanged;

b) A Consultant has not yet commenced historic rest days, his/her
entitlement is reduced by 25%;

c) A Consultant is due to retire in the next two years, the reduction of 25%
may mean that they commence historic rest days at a later date than
previously anticipated;

d) A Consultant is due to retire in later years, any historic rest days not taken
prior to 31 December 2020 are forfeit. In that context, each Consultant
must agree a schedule for taking historic rest days during the period up to
31% December 2020 in a manner which eliminates to the greatest extent
possible the requirement to engage a locum to replace the Consultant. For
example, a Consultant who previously had an entittement to a year of
historic rest days now is entitled to 9 months. Such historic rest days could
be taken as slightly over a month a year in the period up to 31 December
2020.

15. The Department of Health and the HSE should review the GMS
contract with a view to establishing whether criteria relating to GP
participation on primary care teams can be a factor in determining the
award of new contracts.

The current contract does not give the HSE the power to set, as a condition
precedent, a requirement that a new GMS contract holder has to commit to
participating on PCT(s). Such a requirement has not been agreed asa
contractual term between the Minister for Health and the IMO as would be
required under clause 41 (i) of the GMS contract. The nearest the existing
contract does come to imposing such an obligation is to be found in clause 11
(5th bullet) where a GP contractor is required to utilise the appropriate support
services including community and diagnostic services.



However there is no mention of or recognition of PCTs as the main unit of
service delivery within the existing contract (which has its origins as far back
as 1989). This contractual deficit can only be remedied by (i) a legislative
provision (ii) an agreed amendment to the contract between Minister and IMO
or (iii) as a key requirement under a new GMS contract.

The HSE understands that discussions are still in process between the
Departments of Health, Enterprise, Trade and Innovation and Public
Expenditure and Reform on a competition law compliant process within which
engagement with relevant stakeholders, including the IMO, on a new GP
contractual framework could take place.

16. The GMS contract should provide that medical card entitlement of
babies be established from the date they first attend a GP and not the
date they were born.

This issue can only be addressed through an agreed amendment to the
contract between the Minister for Health and the Irish Medical Organisation
(IMO). The HSE has been advised that discussions are still in process
between the Departments of Health, Enterprise, Trade and Innovation and
Public Expenditure and Reform on a Competition Law compliant process
within which engagement with relevant stakeholders, including the IMO, on a
new GP Contract could take place.
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