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Health Service Commissioning Structure Proposal,                                      

Dr. Michael Power  
 

Executive Summary                                                                                                                                                                                                                                                                   

Future Health references a “Structural Reform” construct, a ‘Commissioning Agency’, to enable real 

organisation change across the health service.                                                              

A Health Service Commissioning structure with a statutory basis is proposed at this time to develop 

and communicate a normative feasible relevant health service knowledge input to shape policy 

makers and service planners prioritisation thinking and to further inform service providers’ learning 

organisations with the aim to further secure future health.                                                                                                                                             

Background                                                                                                                                                                                                                                                             

The aim of the Department of Health strategy framework Future Health 2012-2015 is to secure the 

health system to improve the health of the people. “The health security of the people is the supreme 

law” is a phrase derived from antiquity1. Future Health defines Reform Pillars and nominates 

“Structural Reform” as one of these. In its ethic frame (p19), Future Health goes on to state that 

structural reform is not an ‘end’ but a means to an end- the end being health security2.                                                                                                    

 Change in health systems                                                                                                                                  

Pawson, the UK public policy ‘realist’ describes the reality of the complexity, layers and barriers of 

health system organisations (Pawson 2014). Pawson provides a construct how structural reform in a 

health system organisation might be approached where he describes ‘Opportunities for organisation 

change in health systems’ (see figure below). 

 

Figure. Opportunities for organisation change in health systems. (Pawson 2014).   

As an opportunity for organisation change, in particular, Pawson references the ‘learning 

organisation’ construct as an instrument of ‘motivational’change. A ‘learning organisation’ uses 

‘systems thinking’ as opposed to ‘command and control’ thinking (Ham 2015).                                                                                                                                    

1 
“The health security of the people is the supreme law” is a quote attributed to the ancient writer Cicero 

(Salus populi seprema lex esto).                                                                                                              2 Wolff in 

his ethics ‘Inquiry’ into public policy and healthcare defines four domains of ‘health security’- vulnerability, 

control, resilience and anxiety (Wolff 2011). Wolff defines an ethic frame for the State for healthcare and 

identifies the need for approaches for cohorts of patients with diseases and conditions who, respectively, are 

at-risk or vulnerable, require disease or condition surveillance information to achieve control, require 

treatments and supports for resilience with communication to improve experience and decrease anxiety- all to 

secure health.     
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Health Service Commissioning Agency  

To enable ‘real’ organisation change in a Hospital Group and across the health service, Future Health 

references a structural reform construct, a ‘Commissioning Agency’. A DH/HSE Health Service 

Commissioning construct (e.g. agency) with a statutory basis is required at this time to develop and 

communicate a normative feasible relevant healthcare knowledge input to shape policy makers and 

service planners prioritisation thinking and to further inform providers’ learning organisations with 

the aim to further secure future health.                                                                                                                                             

European counterparts                                                                                                                                                                                                                                                  

There are European statutory commissioning agencies that provide prioritisation knowledge inputs 

to the country’s Health Minister- Netherlands ZonMW (The Netherlands Organisation for Health 

Research and Development) and Norway (Norwegian Council for Quality Improvement and Priority 

Setting in Health Care), etc. (In UK the National Institute for Health and Care Excellence (NICE) 

provides health technology assessments (HTAs) and care guidelines to providers.) These 

commissioning agencies strengthen decision making in the political system at resource allocation 

Votes.   

Summary                                                                                                                                                                          

In this strategy input concerning ‘structural change’, as referenced in Future Health, a 

Commissioning Agency structure with a statutory basis is proposed.                                   
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National Clinical Programme for Acute Medicine    
   
The National Acute Medicine Programme (NAMP) which was established in 2010, is a 

clinically-led initiative between the Royal College of Physicians of Ireland (RCPI), the Irish 

Association of Directors of Nursing and Midwifery (IADNAM), the Therapy Professions 

Committee (TPC), the Irish College of General Practitioners (ICGP) and the Health Service 

Directorate (HSE). 

It provides a framework for the delivery of acute medical services which seeks to 

substantially improve patient care.  

At the heart of the NAMP is the collective desire to provide acute medical patients timely, 

safe and quality care in the appropriate setting and to encourage integrated clinical team 

working between colleagues of all specialities and disciplines across the whole patient 

journey. This will reduce inappropriate hospital admissions and ensure early appropriate 

treatment leading to safe and supported discharge to primary and community care. 

The National Acute Medicine Programme has implemented a number of key projects to 

improve the healthcare of Ireland, as follows: 

 Established Acute Medical Assessment Units (AMAUs) and Medical Assessment Units 

(MAUs) in all Acute Hospitals in Ireland 

 Introduced the National Early Warning Score (NEWS) for the early detection of 

clinical deterioration in order to implement appropriate treatments 

 Designed and introduced a nationally accepted description of hospital models 1,2,3 

and 4 which assists in the rational planning of services 

 Developed a new, dynamic method for assessing clinical activity in all hospitals, 

which allows for multiple analyses and comparisons on a hospital group, hospital, 

departmental or team basis which will improve quality of care for patients, reduces 

length of stay and assists hospitals to manage their budgets to optimal effect (NQAIS 

Medicine) 
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 Introduced the specialty of Acute Medicine, which is better placed to care for the 

acute medical needs of the majority of patients and which reverses the trend to over 

specialism 

 Encouraged communication between GPs and hospital doctors in order to streamline 

care pathways for patients 

 Developed a new Framework for Acute Medicine Nursing Services which expands 

the role of the nurse in AMAUs/MAUs 

 Created a Health and Social Care Professionals Implementation Group to maximise 

HSCP input to patient care in acute medicine 

 Introduced multidisciplinary team working between physicians, nurses, therapists, 

diagnosticians and GPs to reduce delay, duplication and cost in patient care 

 Advocated the Acute Floor model for the safe, effective and efficient care of 

emergency and urgent presentation of patients to hospitals.  

The National Acute Medicine Programme looks to the Department of Health to invest in the 

following to allow more patients to avail of the acute medicine pathway: 

1. Staffing – employ sufficient senior decision makers to improve the quality of care of 

patients and skill mix including Registered Advanced Nurse Practitioners and 

therapists. 

2. Physical Infrastructure – invest in purpose built AMAUs, ( and SSUs in model 4 

hospitals) co-located with EDs and Acute Surgical Assessment Units in an acute floor 

model 

3. Diagnostics – key part of ‘investigate to discharge’ rather than ‘admit to investigate’ 

4. Education – medical, nursing, HSCPs to support this new speciality  

5. ICT – development of NQAIS Medicine, Universal Health Identifier Number and 

Electronic Health Record for all patients in the Irish Health Service.  

Introduction 

The health care service in Ireland has been severely challenged over the last decade by a 

number of adverse trends, as follows; 
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1. Increasing population 

2. Advancing population age 

3. Increasing prevalence of Chronic Diseases 

4. Increasing numbers of co-morbidities and frailty  

5. Emerging health threats, e.g. obesity,  superbugs, etc 

6. Budgetary cutbacks 

7. Rising costs of medications 

8. Financial impact of technological advances 

9. Shortages of health care staff 

10. Increasing regulatory challenges 

11. Growing patient expectations 

12. Outdated hospitals and care pathways 

13. Growing disconnect and poor communications between hospitals and GPs and 

Community Services 

14. Falling staff morale 

To overcome these challenges, it is clear that a radical change in the direction of our health 

service is required and to this end, the lead taken by the Oireachtas Committee on the 

Future of Healthcare is welcome. 

In an attempt to catalyse radical change, the National Acute Medicine Programme (NAMP) 

was launched by the Health Service Executive (HSE) and the Royal College of Physicians of 

Ireland (RCPI), in combination with nurses and health and social care professionals and GPs, 

to develop a new model of care for acute medical patients, which comprise the largest 

demand on our health services.  
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Acute medicine is concerned with the immediate and early specialist management of adult 

patients suffering from a wide range of medical conditions who present to, or from within, 

hospitals and require urgent or emergency care. Acute Medical Assessment Units (AMAUs) 

and Medical Assessment Units (MAUs) have been developed to support the efficient 

delivery of patient care. However, the scope of acute medicine extend beyond these units 

encompassing a broad spectrum of clinical activity including supporting primary care by the 

provision of timely clinical advice and facilitating access to diagnostic services for GP 

referred acute medical patients. This will reduce inappropriate hospital admissions and 

ensure early appropriate treatment leading to safe and supported discharge to primary and 

community care. 

Key factors in the provision of high quality acute medicine services include: 

 The availability of senior decision makers (consultant physicians, specialist registrars 

and registrars) and Advanced Nurse Practitioners to assess and manage patients and 

direct them to the most appropriate care settings in consultation with nursing and 

therapy services. 

 The availability of consultant physicians, specialist registrars, registrars, ANPs and 

specialist nurses to provide timely advice to GPs on the management of individual 

patients. 

 The development of AMAUs/MAUs with dedicated multidisciplinary teams. 

 The availability of diagnostics in a timely fashion. 

 Appropriate governance, audit and organisational structures. 

 Expansion of nursing, pharmacy and therapy practices and skill sets to match patient 

and service needs. 

 Communication between all relevant health and social services and the development 

of good working relationships across specialties (both in hospital and community), 

services (both in hospital and community) and regions. 

 The effective management of resources. 
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The National Acute Medicine Programme (NAMP) which was established in 2010 recognises 

the essential role of large and small hospitals, general practitioners (GPs) and community 

services. It provides a framework for the delivery of acute medical services which seeks to 

substantially improve patient care. 

The main aims of the programme are: 

 Safe, quality care for acute medical patients in an appropriate environment 

 Less medical trolley waits 

 Reduced elective waiting times for admission/day cases, etc 

 Improved efficiency e.g. faster access to investigations 

 Real savings for the health service 

The objectives of the programme are: 

Quality: Reduce the admission rate of medical patients without increasing 28 day 

readmission, thus enhancing the global patient experience 

Access: Every medical patient presenting to the AMAU/MAU will be seen by a senior 

medical doctor within one hour of registration 

             Cost: Generate medical bed day savings 

Refer to appendix 1 for a diagram that shows the pathways medical patients typically 

followed prior to and after the implementation of the Acute Medicine Programme. 

Hospital Models 

The National Acute Medicine Programme identified 4 models of hospitals in the Irish 

Healthcare system (see Appendix 2). The purpose of these models is to provide a clear 

delineation of hospital services based on the safe provision of patient care within the 

constraints of available facilities, staff, resources and local factors. The level of service that 

can be safely provided in any hospital will determine which model applies. 
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The Report of the Acute Medicine Programme (2010) envisages a central role for nursing in 

the delivery and co-ordination of clinical care. Nursing practice skills and competencies need 

to be developed specifically for assessment and short stay units. The Acute Medicine 

Nursing Interest Group, under the leadership of the Programme DON have taken this 

principle and in line with the programme created a co-designed, evidence based 

Developmental Framework to provide the tools for nurse managers and individual nurses 

deployed from a wide range of general and specialist nursing areas into AMAUs and MAUs 

to develop practice in accordance with the presenting patient needs, extending their scope 

of practice and improving the patients experience and outcomes. 

Progress to Date (since the publication of the National Acute Medicine Programme (NAMP) 

Report on 21/12/10.) 

 The table in appendix 3 from the BIU (HIPE feed, via HPO) from 2011 is very 

interesting and persuasive [figures provided from 2011 to YTD (July 2016)]. The 

NAMP has made great progress from the commencement of the NAMP in 2011 to 

2014 with a 1.23 day average length of stay (ALOS) reduction in medicine, or 15%, 

which is roughly equivalent to a saving of 750 beds. There is a worrying flat-lining of 

the ALOS reduction in 2014 and the upward trend in 2015, which coincided with the 

increasing misuse of AMAU by boarding overnight ED patients there in order to 

artificially reduce trolley counts. Boarders in the AMAUs are not counted in the 

TrolleyGar. Earlier this year the Director General of the HSE issued a directive to 

cease boarding in AMAUs and the reduction in ALOS has re-emerged.  

 

 Total medical admissions are increasing every year by approximately 7% and are 

projected to be around 280,000 in 2016, a significant and increasing burden on acute 

hospitals. The age and comorbidity profiles of these patients are also increasing, 

factors which are normally associated with ALOS increases. If AMAUs and MAUs had 

not been introduced, there would be even more patients on trolleys for longer 

periods. Despite these adverse factors, the total numbers of patients seen via the 

AMAU pathway has been increasing from around 21% in 2012 to 36% in 2016 or 

almost 100,000 attendances, which reduce ED congestion and risk considerably. The 

difference between ALOS and Overnight ALOS represents the effect of ambulatory 
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emergency care or Same Day Discharges in the AMAU, which is the future of acute 

medicine. Despite the reduction in ALOS and the introduction of Ambulatory 

Emergency Care, the 28 day Readmission Rate has not increased at all, which is 

eloquent testimony to the quality and safety of the care in AMAUs nationwide. 

 

 NQAIS: The National Quality Assurance Intelligence System (NQAIS) medicine is an 

essential electronic tool to capture data on medical patients to deliver further 

efficiencies with the implementation of the National Acute Medicine Programme. It 

was developed by Dr Howard Johnson, Health Intelligence Unit, HSE and his 

colleagues with input from the programme. Adoption of the NQAIS Medicine tool for 

capturing data on medical patients was identified by the Acute Medicine Programme 

as a priority for 2016. NQAIS Medicine is being rolled out gradually this year to the 

various Acute Medicine sites in Ireland. It is envisaged that it will be fully operational 

in all of the sites by mid 2017. By implementing NQAIS Medicine, it will provide 

significant benefits to Acute Medicine in Ireland: 

o Mathematical modelling / simulation of acute medical patient flow in ED and 

AMAUs/MAUs in challenged hospitals. 

o Empower hospital management and clinical leadership: 

o By championing objective data driven decision making 

o Reviewing data and identifying areas that require investigation  

o Initiating root cause analyses 

o Initiating quality and clinical process improvements and managed 

corrective actions 

o Monitoring quality improvement cycles 

o Recommending that Activity Based Funding cross all care interfaces, ensure 

that costs/rewards are fairly apportioned between GPs/Community and 

Hospitals.  

o Co-operation, interdisciplinary working and accurate, timely data to: 

o Increase the throughput of acute medical patients through the 

AMAUs/MAUs by diverting them from overcrowded EDs to alleviate 

trolley waits 



 

 11  
  

o Improve patient flow to and from primary, secondary and tertiary 

care 

o Identify and remove delay, duplication, risk and cost 

o Improved working relationship with Hospital Groups by building 

confidence and cooperation between GPs and hospitals, and hospital 

groups.  

 

Further reduction of Length of Stay (LoS) of medical patients of 0.02 days would result in 

efficiency savings of €800,000 in the service. Reduction of LoS of 0.1 days would save a 

marginal rate of €200 per day, equivalent to €4m per annum. 

NAMP Health and Social Care Professional Implementation Group  

HSCPs, a wide and diverse group of professions, play a key role in the delivery of Acute 

Medicine, providing therapeutic and diagnostic care to patients and are a vital part of the 

multi-disciplinary team.  Reflecting this, the National Acute Medicine Program, as part of the 

implementation phase, created a HSCP Implementation Group, comprising a steering group 

and a wider group of advisors from the profession. 

The group has already  

 developed competencies for certain therapy professionals working in acute medicine 

and a Common Screening Tool to be used by HSCPs – to collate clinical information 

and ensure rapid onward referral or discharge 

 carried out a gap analysis of demands and provision of HSCP services in acute 

medicine  

There is recognition that HSCP impact in acute medicine is maximised by 

 having designated MDT staff assigned to the AMAU/SSU 

 protected diagnostic slots for AMAU/SSU 

 proactive working models from HSCPs in the AMAU/SSU such as Frail Elderly Teams 

 good relationships/links with community HSCPs 
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Goals of the HSCP Implementation Group include 

 embedded MDT structure in all AMAU/SSUs 

 use of common screening tools/integrated notes, including their inclusion in UCIS 

 extension of HSCP services beyond the traditional Mon-Fri standard 

 creating strong links with other clinical programmes, such National Clinical 

Programme for Older People and the Emergency Medicine Programme, to create 

synergies for those working in HSCP professions 

 using increasing innovative way of delivering patient care, eg High Priority 

Outpatient Diagnostic slots, Discharge to Assess Model of Therapy assessment 

 creating strong links with HSCP services in the community to allow easier transition 

of care from acute to community services 

Impediments to Further Progress at Present 

 There is limited capacity in AMAUs due to the frequent presence of boarded 

‘admitted’ patients. It is a key recommendation that there should be no overnight 

closure of assessment units by boarding ED trolley patients. 

 There is inconsistent streaming of acute medical patients to a defined locus of care, 

direct from Emergency Department triage or GPs. Suitable patients should be triaged 

from ED or accepted directly from GPs. Patients should not be seen first by ED 

medical staff or medical staff on call. This duplication of effort is wasteful and time 

consuming for staff and leads to unnecessary delays for patients. 

 There is an issue with the lack of nationally agreed standards and rules as to how 

hospitals should manage sick patients. It is proposed that there should be a 

development of clear and separate pathways for patients with different needs: 

Ambulatory Emergency Care (AEC); AMAU (12 hours); SSUs (Short stay wards, 

<72hour), Specialty (anticipated >72hours)  

 Opening hours are limited due to staff levels 

 Access to diagnostics is often only from 9-5 Monday-Friday 
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 Under resourcing of nursing specialists, ANP and HSCP service roles and pathways of 

care. 

  Not all model 4 hospitals have Short Stay Units under the governance of AMAU 

physicians. 

Key Recommendations for Acute Medicine in Ireland 

The NAMP has predicted that when the % of patients on  the AMAU pathway exceeds 40%, 

this will be the tipping point to control ED Trolley Counts and the NAMP expects to achieve 

this target in 2017, but only if the inappropriate boarding of ED patients in AMAUs cease 

completely. The expansion of ambulatory care improves quality, safety and costs of 

healthcare, frees up beds for other patient more deserving of inpatient care, reduces trolley 

numbers and elective waiting lists. Patient Experience Times also decrease for AMAU/MAU 

patients, which is a positive indicator of quality of care and by decongesting EDs, will also 

improve the patient experience times of ED patients. 

 To allow more patients to avail of the acute medicine pathway the following needs 

to be considered: 

1. Staffing - Consultant staff requirements to expand the Acute Medicine pathway 

o For Model 4 hospitals   

 All acute physicians should have dedicated specialty time. This is important 

to maintain skills and to prevent physician burnout. This should not exceed 

50% of their time and be in keeping with the initial job description and their 

AMAU colleagues.  

 When additional consultant appointments are made and WTE reaches 5 

this should be to support extended working hours such as weekend 

working and extended day to 10 pm.  

 Acute physicians should also manage all of the short stay beds (SSU)  

 

o For Model 3 hospitals 

 AMAUs (acute medical assessment units) in a model 3 hospital operate 

similarly to model 4 units except they do not have contiguous short stay 

medical beds 
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 Every AMAU should have a designated lead consultant physician, but all 

physicians should participate in the running of the unit. 

 The hours of operation may vary from 12 to 24 hours, 7 days per week, 

depending on service need and staffing. 8 WTEs would be required to 

achieve this. 

o For Model 2 hospitals 

 MAUs (medical assessment units) in model 2 hospitals have assessment 

beds in a defined area and serve a clinical decision support function  

 GPs will refer lower risk medical patients directly for assessment in daytime 

hours.  

 Every MAU should have a designated lead consultant physician, but all 

physicians should participate in the running of the unit.  

 Future consultants will be jointly appointed to an associated model 3 or 4 

hospital. 

  MAUs may be operational from 8am to 8pm, 7 days per week. 6 WTEs 

would be required to achieve this. 

o Nurse staffing 

 A workforce based on an appropriate model of staffing and skills mix 

reflecting the demands of acute medicine and ambulatory care. 

 Development of RANP (Acute Medicine) services across hospital, primary 

care and communities to support hospital avoidance 

 2. Physical Infrastructure:- Further investment in purpose built AMAUs, (SSUs in  

model 4 hospitals) co-located with EDs and Acute Surgical Assessment Units in an acute 

floor model eg St Luke’s Hospital, Kilkenny. 
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 3. Diagnostics: Key part of  ‘ investigate to discharge’ rather than ‘admit to 

investigate’; extended opening hours and availability of front line staff will not yield 

anticipated benefit without increased access to Cardiology and Radiology diagnostics. 

 4. Education: medical, nursing, HSCPs to support this new speciality 

 5. ICT: development of  

 UCIS - Purpose built ICT systems to track flow and collect patient data in each unit ( 

Unscheduled Care Information System) 

 Implementation and use of NQAIS Medicine for data driven change and best use of 

resources 

 EHR which all clinicians involved in the care of the patient across different health 

care settings can access 

 Demonstrate contribution to patient experience and outcomes through ICT based 

documentation of care and nursing metrics.  

 

 6. Chronic Disease Management: A new GP contract covering chronic disease 

management would greatly assist admission avoidance and earlier discharge of these 

patients home. A new GP contract would lead to greater integration of care between 

acute hospitals and Community Healthcare Organisations (CHO) and is essential to further 

reduce ALOS to the NAMP national target of 5.8 days. All these targets will be achieved 

more quickly after the introduction of National Quality Assurance Information System 

(NQAIS) Medicine via all Hospital Groups in 2016 Q4 and in all hospitals in 2017 Q1.  

 

 Summary of Key Recommendations 

 Adapt the National Acute Medicine Programme model of care in all acute hospitals 

 Expand the reach of AMAUs/MAUs in all acute hospitals to divert acute medicine 

patients away from congested and dangerous EDs 

 Support the role of the GPs as the senior decision makers with direct access to 

AMAUs/MAUs 

 Support the Acute floor as the preferred model of care for emergency/acute patients 

presenting to hospitals on a 24/7 basis 

 Resource Ambulatory Care which will prevent overnight admissions to hospitals  

 Employ sufficient senior decision makers to improve the quality of care of patients 
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 Resource a comprehensive chronic disease management programme in primary 

care, embedded in a new GP contract 

 Mandate the use of evidenced based, data driven models of care (NQAIS Medicine) 

to reduce variation in clinical practice and improve measurable patient outcomes 

 Introduce fair and transparent payment methods for health care provision 

 Introduce a Universal Health Identifier Number and Electronic Health Record (EHR) 

for all patients in the Irish Health Service.  

 

Prepared by: Prof Garry Courtney 

National Clinical Lead, National Acute Medicine Programme 

garry.courtney@hse.ie 

Dr Yvonne Smyth 

National Clinical Lead, National Acute Medicine Programme 

yvonne.smyth@hse.ie 
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Appendix 1 
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Appendix 2 

Hospital Models 

Model 1 Hospital Community/district hospitals 

Model 2 Hospital Smaller hospitals who accept differentiated patients 

Model 3 Hospital Larger hospitals who accept undifferentiated patients 

Model 4 Hospital Largest hospital who admit undifferentiated acute medical patients and 

accept tertiary referrals 

 

Appendix 3 

 

National Figures from NAMP 

 

 ALOS Overnight 

ALOS 

% via 

AMAU 

Total nos. via 

AMAU 

Total medical 

admissions 

28d readmission 

% 

2011 8.13 N.A. N.A. N.A. 206,250 10.6 

 

2012 7.2 8.9 21.2% 49,884 235,167 11.3 

2013 6.9 9.0 27.5% 69,415 252,411 10.8 

2014 6.9 9.2 33.0% 86,473 262,103 10.8 

2015 7.0 9.3 35.1% 92,784 264,700 10.8 

2016

* 

6.7* 9.2* 36.0% 57,292 

(98,176)* 

163,723 

(280,557)* 

10.9* 

 

*2016 YTD data not fully coded - (projection to year end, based on YTD figures July) 

N.A. = certain datasets were not collected in 2011 or earlier 

ALOS = Average Length Of Stay 
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National Clinical Programme for Cystic Fibrosis (NCPCF) 
 

As a result of the improvements in care seen in recent years, the 2009 annual report of the 

Cystic Fibrosis Registry of Ireland (CFRI) confirmed that for the first time in Ireland, adults with 

CF (≥18 years) now outnumbered children with CF.  

It is estimated that in time by 2025, the Irish CF population will have increased by 63% on the 

2010 population (approximately a 75% increase in adults and 25% in children with CF). It must 

be noted that the Irish PWCF population is by far the largest population, per head of capita, 

in Europe and this increase represents a sizable number of PWCF (Burgel et al., 2015). 

Currently, there are approximately 1,200 persons with CF, according to registry data. By 2025 

this figure will be approximately 1,900 based on registry data given current therapies.  

The National Clinical Programme for Cystic Fibrosis (NCPCF) was reconvened in 2015 as the 

body that will plan and direct the delivery of care to people with Cystic Fibrosis. The 

membership of the NCPCF Working Group is highly multidisciplinary, comprising of 

representation from all relevant stakeholders. 

The NCPCF Working Group have been initially tasked with the development of a Model of 

Care for adults and children with CF in Ireland, the design of an annual review protocol for 

patients with CF, the development of a system for accreditation of CF centres, assessing the 

experience of patients, their families and members of the CF teams, the development of a 

system to better collect, manage and collate patient information and the development of 

Standards of Care for adults and children with CF in Ireland.  

The NCPCF have also developed a survey, aimed at identifying the current service provision 

at CF centres nationally, in collaboration with working group members with experience and 

expertise in this area and in collaboration with the HSE Acute Hospitals Division. This survey will 

be carried out on an annual basis. 

Key Points  

 The NCPCF model of care for Adult and Paediatric PWCF will be developed based 

on the following principles of CF care: 

o The diagnosis of CF should not be delayed, must be handled sensitively and 

followed by education of the parents/carers and patient. 

o All patients must be under the direct supervision of, and with regular follow-up 

from, an adequately resourced, designated specialist CF centre (sometimes in 

partnership with a local CF centre). 

o Specialist multidisciplinary care must be delivered by a team of trained and 

experienced CF specialist health professionals, with staffing levels appropriate to 
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the size of the patient population. This should be regularly monitored and 

reviewed. 

o The facilities available to specialist CF centres for inpatient, outpatient and day 

care should be to a high standard and must be sufficient to prevent cross-

infection from other patients. 

o Treatment of airway infections is critical, and antibiotics are a key part of CF 

therapy. Access to treatment in hospital should be swift when required (within 24 

hours for urgent care and within 7 days for non-urgent care). 

o Chest physiotherapy with airway clearance techniques is a lifelong mainstay part 

of treatment. 

o Nutrition support is crucial for all patients regardless of age. 

o Other manifestations of CF, as well as complications – particularly liver disease 

and impaired glucose metabolism – must be recognised promptly and, in some 

cases, should be screened for. 

o Psychosocial support is of great importance, can benefit outcomes, and should 

be routinely available to all individuals with CF and their families. 

o Transition to adult care should be planned and managed appropriately. 

o Transplantation, palliative and end-of-life care must be planned and managed 

appropriately. 

 The CF Registry is a tool for epidemiology and health services research. Integrating 

the Registry with other HSE and non-HSE databases is essential to maximize the use of 

the registry.  

 In addition, the ability to use the registry for quality improvement, benchmarking and 

centre accreditation is also an option that should result in improvements in the 

standards of CF care in Ireland extending for many years into the future. 

What is Cystic Fibrosis?  

Cystic Fibrosis (CF) is the most common, life-limiting autosomal recessive genetic disorder, 

displaying its highest prevalence in Europe, North America, and Australia (Elborn, 2016). A 

mutation of the gene responsible for encoding the Cystic Fibrosis Transmembrane Regulator 

(CFTR) gives rise to functional failure of the CFTR and an inability to clear mucus from the 

airways resulting in mucous retention, chronic infection and subsequent local airway 

inflammation which is detrimental to lung function (Elborn, 2016, Brennan and Schrijver, 2016).  
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In Ireland, CF is diagnosed either through newborn screening which facilitates early diagnosis 

and dietary intervention, or the more traditional sweat test approach after sign/symptoms 

occur. Since the introduction of newborn screening in July 2011, all children diagnosed with 

CF are now referred directly to a specialist CF centre. Globally, Ireland has one of the highest 

incidences of CF with one case per every 1,353 live births in comparison to 1:10,000 in other 

Western European regions (Farrell et al., 2007, Jackson et al., 2010). The six classes of CFTR 

mutation are illustrated in figure 1 below. 

Population Growth of Irish PWCF population  

As a result of the improvements in care seen in recent years, the 2009 annual report of the 

Cystic Fibrosis Registry of Ireland (CFRI) confirmed that for the first time in Ireland, adults with 

CF (≥18 years) now outnumbered children with CF. As of 2014, 54.3% of persons with CF 

(PWCF) in the CFRI database were aged 18 or older and 59.3% were aged 16 or older (CFRI, 

2016). 

It is estimated that in time by 2025, the Irish CF population will have increased by 63% on the 

2010 population (approximately a 75% increase in adults and 25% in children with CF). It must 

be noted that the Irish PWCF population is by far the largest population, per head of capita, 

in Europe and this increase represents a sizable number of PWCF (Burgel et al., 2015). 

Currently, there are approximately 1,200 persons with CF, according to registry data. By 2025 

this figure will be approximately 1,900 based on registry data given current therapies.  

Figure 1. Classes of CFTR Mutation (Elborn, 2016) 
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The Economic impact of Cystic Fibrosis 

Improved survival in CF has led to an increasing treatment burden and costs. The economic 

impact of current treatment strategies for CF is poorly defined (Colombo et al., 2013). 

Utilising data provided by the Cystic Fibrosis Australia Data Registry, Van Gool et al. (2013) 

estimated than annual cost of CF care by age and state of health (state of health was 

based on lung function scores at annual assessment and patient’s organ transplant status).  

The results showed the: 

 mean annual cost of treating CF – US$15,571 

 annual cost of treating mild CF – US$10,151 

 annual cost of treating moderate CF – US$25,647 

 annual cost of treating severe CF – US$33,691 

 Mean lifetime cost of treating CF – US$306,322 (applying 3.5 discount rate) 

The costs are broken down as follows: 

 Hospital inpatients – 58% 

 Pharmaceuticals – 29% 

 Medical services – 10% 

 Complications – 2% 

 Diagnostic tests – 1%  

Colombo et al. (2013) observed that costs of CF tend to increase progressively with age, 

suggesting that increasing economic resources should be allocated to the treatment of CF, 

given the increasing number of patients surviving into adulthood. 

National Clinical Programme for Cystic Fibrosis (NCPCF) Model of Care 

The evolution of different models of care on a local and regional basis for people with CF in 

Ireland has been partly haphazard, and not directed by a central authority. This has resulted 

in differing approaches in different areas to the management of patients with CF. Referral 

pathways tend to be ad hoc and there is significant variability in how care for individuals with 

cystic fibrosis is structured locally, regionally and nationally.  

In light of the historic anomalies in the development of CF services across the country, our 

outcomes for people with CF (which appear to be behind those of other developed 

countries) and the international trend for better organised, more standardised CF care 

delivery, a clear and integrated Programme of care for CF is required in Ireland. 

To this end, the NCPCF is currently developing a model of care, which will be finalised in Q4 

2016.  
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Achievements to date 

The National Clinical Programme for Cystic Fibrosis (NCPCF) was reconvened in 2015 as the 

body that will plan and direct the delivery of care to people with Cystic Fibrosis.  

Prof. Charles G. Gallagher is National Clinical Lead for Cystic Fibrosis and Mr. Gary Killeen is 

Programme Manager for the National Clinical Programme and Prof. Barry Plant is the chair of 

the NCPCF clinical; advisory group for the royal college of Physicians. The membership of the 

Working Group is multidisciplinary, with representation from adult and paediatric CF services 

(incl. a representative from shared care), nursing, HSE Acute Hospitals Division including 

Patient Advocacy, Cystic Fibrosis Ireland, Cystic Fibrosis Registry (CFRI), HSE Health 

Intelligence, dietetics, pharmacy, physiotherapy, psychology, respiratory physiology and 

research. The programme is sourcing a microbiologist, a social worker and a GP 

representative to complete membership.  

Six initial work streams have been identified:  

 The development of a Model of Care for adults and children with CF in Ireland.  

 The design of an annual review protocol for patients with CF.  

 The development of a system for accreditation of CF centres (both specialist and 

shared care) nationally.  

 The assessment of the experience of patients, their families and members of the CF 

teams.  

 The development of a system to better collect, manage and collate patient 

information.  

 The development of a Standards of Care document for adults and children with CF in 

Ireland.  

All of these work streams have been assigned subgroups consisting of approximately six 

working group members (incl. 2 co-chairs). All subgroups had met at least once by year end 

2015 and are currently in the process of preparing draft documents and project plans for 

discussion with the wider Working Group.  

The NCPCF have also developed a survey, aimed at identifying the current service provision 

at CF centres nationally, in collaboration with working group members with experience and 

expertise in this area and in collaboration with the HSE Acute Hospitals Division. This survey will 

be carried out on an annual basis. 

The data provided by this survey will serve to assist the NCPCF in making well-informed 

service planning recommendations, while also directing the programme in the development 

of future projects. This survey will be completed by both specialist and shared care centres 

by a Consultant, or CF Nurse Specialist supervised by a Consultant. It has been designed with 
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an ethos of collecting relevant, accurate information, clearly and concisely. The 2016 survey 

had a 100% site completion rate. 

Model of care 

The NCPCF model of care for Adult and Paediatric PWCF will be developed based on the 

following principles of CF care: 

o The diagnosis of CF should not be delayed, must be handled sensitively and 

followed by education of the parents/carers and patient. 

o All patients must be under the direct supervision of, and with regular follow-up 

from, an adequately resourced, designated specialist CF centre (sometimes in 

partnership with a local CF centre). 

o Specialist multidisciplinary care must be delivered by a team of trained and 

experienced CF specialist health professionals, with staffing levels appropriate to 

the size of the patient population. This should be regularly monitored and 

reviewed. 

o The facilities available to specialist CF centres for inpatient, outpatient and day 

care should be to a high standard and must be sufficient to prevent cross-

infection from other patients. 

o Treatment of airway infections is critical, and antibiotics are a key part of CF 

therapy. Access to treatment in hospital should be swift when required (within 24 

hours for urgent care and within 7 days for non-urgent care). 

o Chest physiotherapy with airway clearance techniques is a lifelong mainstay part 

of treatment. 

o Nutrition support is crucial for all patients regardless of age. 

o Other manifestations of CF, as well as complications – particularly liver disease 

and impaired glucose metabolism – must be recognised promptly and, in some 

cases, should be screened for. 

o Psychosocial support is of great importance, can benefit outcomes, and should 

be routinely available to all individuals with CF and their families. 

o Transition to adult care should be planned and managed appropriately. 

o Transplantation, palliative and end-of-life care must be planned and managed 

appropriately. 

Cost Effectiveness of Implementing the NCPR Model of Care 

The NCPCF model of care for Adult and Paediatric PWCF will be accompanied by a high 

level implementation plan illustrating the minimum staffing levels required. This will facilitate 

each site to undertake a workforce planning exercise to address any deficits which exist. 

 



 

 25  
  

Patient Data Information Systems 

The Cystic Fibrosis Registry of Ireland (CFRI) is the cornerstone of CF data collection in Ireland. 

The registry was established in 2001 to keep the relevant medical records of each patient 

with cystic fibrosis in a central database. The patient records are entered onto the computer 

system (database) by Clinical Research Associates from the CFRI.  

Every hospital that participates has approved of the Registry through their Ethics Committee. 

A list of all participating hospitals and principal investigators is available on the registry 

website: http://www.cfri.ie/  

Only the CF hospital consultant (plus designated members of staff, such as CF specialist 

nurses) and CFRI staff have access to a patient's records through the Registry. A consultant 

will only have access to personal data of his/her own patients. He/she will be able to see 

medical information about other consultants' patients, but not their personal details. 

The CF Registry is a tool for epidemiology and health services research. Integrating the 

Registry with other HSE and non-HSE databases is essential to maximize the use of the registry. 

This could include such examples as Primary Care databases and other datasets available in 

the Health Intelligence Section of the HSE as well as non-HSE datasets such as EPA and 

National census datasets etc. 

The collection of data using the CFRI is already important for CF epidemiology and health-

services research in Ireland.  As observed in other jurisdictions, there is ample opportunity to 

expand the use of the Irish registry, especially in the CF clinic where it can become an 

important clinical tool for patient monitoring and management. In addition, the ability to use 

the registry for quality improvement, benchmarking and centre accreditation is also an 

option that should result in improvements in the standards of CF care in Ireland extending for 

many years into the future. 
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National Clinical Programme for Diabetes  

 

Section 1: Executive Summary 

Diabetes is one of the most challenging health problems in the 21st century. Currently there are over 

200,000 people with diabetes in Ireland and this is set to increase by 5- 10% year on year. Diabetes 

places a significant burden of care on the individual, health care professionals and the wider health 

system. Individuals with diabetes are two to four times more likely to develop cardiovascular disease 

relative to the general population and have a two to five-fold greater risk of dying from these 

conditions. Diabetes is a significant cause of blindness in adults, non-traumatic lower limb 

amputations and end-stage renal disease resulting in transplantation and dialysis. Current estimates 

are that diabetes and its complications consume 10 – 14% of the total health care budget. This 

economic burden is projected to grow substantially in the coming decades with the increasing 

prevalence of diabetes due to increasing prevalence of obesity, population growth, aging, and 

increasing racial and ethnic diversity.  

 

An estimated 20% of patients with Type 2 diabetes are undiagnosed and this ‘delay’ in diagnosis puts 

patients at risk of developing the complications of diabetes. Early detection and effective 

management of diabetes and its complications are important to prevent or limit long-term 

problems. When complications occur, active management is needed. Adults with diabetes need 

education and support from healthcare professionals to manage their diabetes effectively. The 

earlier the diagnosis the better the options are for treatment and the possibility to prevent 

secondary complications.  Improving secondary outcomes makes it cost-effective to treat diabetes. 

Hospital stays are shortened and patients’ quality of life improves.  Currently the care of people with 

diabetes varies across the country. Care may be limited, unstructured and ad-hoc in some locations 

with limited access to specialist expert diabetes opinion in both primary and secondary care. 

 

The National Clinical Programme (NCP) for Diabetes proposes a National Model of Integrated Care to 

deliver diabetes care. The model focuses on improving access to care for people with diabetes and 

ensuring that the same level of diabetes care is delivered to everyone with diabetes in all parts of 

the country. The improved delivery of care is expected to be cost effective and will translate to 

improved patient outcomes, a reduction in diabetes-related complications and improved quality of 

life for people with diabetes. The national model of care for people with diabetes espouses the 

concept of ‘Integrated care’, where primary, secondary and tertiary care come together and 

communicate effectively and coherently to manage the person with diabetes.
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Section 2: National Clinical Programme for Diabetes Recommendations in Planning Future Diabetes Care 

1. Implementation of a National Model of Integrated Care to deliver diabetes care 

2. Targeted public health campaigns and messages on the prevention and management of diabetes to include 

population-wide initiatives to reduce calorie intake and increase physical activity 

3. Implementation of the National Brief intervention Model which aims to ‘Make Every Contact Count’ to 

promote improved health and well being of people with a high risk factor profile 

4. Early detection should be focussed in Primary Care and addressed by the GP Chronic Disease Contract as 

indicated in the Programme for Government.   

5. The introduction of the Cycle of Care for Diabetes in October 2015 is the first step in the provision of structured 

diabetes care in general practice. Expansion and consolidation of this level of service in primary care should be 

addressed through the GP contract. This will require that the HSE develop enhanced supports to General 

Practice to allow GPs to manage more complex patients in the GP setting. These supports should include 

increased access to members of the diabetes multidisciplinary team within the community. This includes 

diabetes nurse specialists, dietitians and podiatrists.  

6. The development of Integrated Care nurses for diabetes based in the community and serving clusters of 

General Practices linking them to the local specialist services are a very welcome development.  These nurses 

serve as an integrating force between Primary and Secondary Care, allowing patients with more complicated 

diabetes to be managed in the community close to their homes.  This service, similar to the “demonstrator 

projects” for other major chronic diseases serves as a practical way to integrate services for the patient, it is 

intended to appoint an integrated care nurse for each Primary Care network i.e. approximately 50,000 

population.  These specialist supports to Primary Care for diabetes care will also be enhanced by the 

appointment of community podiatrists to implement the diabetes foot care model and community dietitians to 

ensure accessible local structured education in diabetes for the community.   

7. The provision of adequate specialist ambulatory care and specialist inpatient service in each locality to support 

and integrate with Primary Care for the management of diabetes is essential. There is currently difficulty in 

accessing diabetes specialist opinion in secondary care because of the inappropriately low numbers of 

consultant endocrinologists and other members of the diabetes multidisciplinary team.  

8. All of the stages on the spectrum, from the identification of risk factors onwards should be supported by self 

management supports, which provide the patient with information and the skills and confidence to help them 

manage their condition.  The Self Management Support Framework and HIQA HTA have identified diabetes 

structured education as a highly effective service which should be available nationally for people with Type 1 

and Type 2 diabetes. 
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9. A particular critical need aligned to managing health over the life course, as directed by Healthy Ireland, is the 

need to strengthen the services for diabetes in pregnancy (Type 1 diabetes, Type 2 diabetes and gestational 

diabetes). The number of mothers whose pregnancies are complicated by pre-existing (1 in 250 pregnancies) or 

new onset gestational diabetes mellitus (12.4%) has increased in Ireland due to higher rate of overweight and 

obesity in women of childbearing age. Diabetes in pregnancy puts the woman into a high risk group requiring 

specialised care as defined by the recently published National Maternity Strategy due to the increased risk of 

congenital anomalies, miscarriage, stillbirth, preterm delivery, shoulder dystocia, caesarean section, short and 

long term infant metabolic disorders and development of long term maternal diabetes. 

10. For severely obese individuals (conventionally defined as those with a BMI ≥40 kg m-2 or ≥35 kg m-2 with co-

morbidities such as type 2 diabetes or sleep apnoea), more intensive interventions need to be adopted. The 

fields of bariatric medicine and surgery have developed to meet the clinical needs of individuals affected by 

severe obesity.  Numerous large studies have confirmed that bariatric surgery is life-saving , causes remission 

of type 2 diabetes and other co-morbidities  and is not just cost-effective but cost-saving. 

11. Staffing levels for diabetes care need to be commensurate with internationally recognised best practice for the 

delivery of complex specialist, specialist and community based services 

12. A culture of education and learning needs to be promoted with the provision of specialist training to ensure 

that all members of the multidisciplinary have the level of skill required to optimally mange people with 

diabetes. 

13. In order to provide structured management, and in particular to prevent complications, a register of patients 

diagnosed with diabetes is essential. This will allow a population based approach to be taken to planning and 

developing care to ensure effective interventions reach people who need them. 

 

Section 3: National Clinical Programme for Diabetes Submission 

Background 

In Ireland it is estimated that there are 208,947 people with diabetes (Tracey et al, 2016). Prevalence of 

diabetes has progressively increased worldwide; between 1980 and 2008 there was a two-fold increase in 

the number of adults with diabetes (Danaei et al. 2011). Type 2 diabetes is the main driver of the 

epidemic, accounting for approximately 90 % of all cases (IDF, 2013). The increasing burden of diabetes is 

driven primarily by rising levels of obesity and an ageing population (IDF, 2013, Kearns et al, 2014). The 

Irish Longitudinal Study on Ageing (TILDA), led by Trinity College Dublin shows that 10% of adults aged 50 

and over in Ireland, the equivalent to 120,000 older adults, have type 2 diabetes, rising to 16% in those 

aged 80 and over. Furthermore this study reveals that one in ten cases of the disease is undiagnosed in 



 

 30  
  

this population. A further 5.5% of the older population have pre-diabetes, placing them at increased risk 

of developing Type 2 diabetes in the future.  

Diabetes places a significant burden of care on the individual, health care professionals and the wider health 

system (Zimmet et al, 2001,Venkat et al, 2000). Individuals with diabetes are two to four times more likely to 

develop cardiovascular disease relative to the general population and have a two to five-fold greater risk of dying 

from these conditions (Garcia et al, 1974, Roper et al, 2002) Diabetes is a significant cause of blindness in adults, 

non-traumatic lower limb amputations and end-stage renal disease resulting in transplantation and dialysis (IDF, 

2013).  In the absence of a diabetes register, information on the prevalence of diabetes complications in Ireland is 

based on estimates from different regional and national studies (Tracey et al, 2016). In The Irish Longitudinal Study 

on Ageing (TILDA),  among people aged 50 years and over with type 2 diabetes, 26% reported microvascular 

complications and 15% reported macrovascular complications (Tracey et al, 2015).  

 

Care for women with diabetes in pregnancy (Type 1 diabetes, Type 2 diabetes and gestational diabetes) is now an 

increasing requirement in our maternity units.  A higher rate of overweight and obesity in women of childbearing 

age contributes to a higher incidence of Type 2 diabetes pre-pregnancy and gestational diabetes (GDM) during 

pregnancy (Dennedy & Dunne, 2010).  The number of mothers whose pregnancies are complicated by pre-existing 

(1 in 250 pregnancies) or new onset gestational diabetes (12.4%) has increased in Ireland as demonstrated in 

Figure 1 (DOH Ireland, 2016). This is similar to international literature findings (Kim, 2010). 

 

Figure 1:Number of women discharged with a diagnosis of diabetes mellitus in pregnancy, Ireland, 2010-14 
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Diabetes in pregnancy puts the woman into a high risk group requiring specialised care according to 

recently published National Maternity Strategy (DOH Ireland, 2016). It is associated with an increased risk 

of complications in pregnancy including, congenital anomalies, miscarriage, stillbirth, preterm delivery, 

shoulder dystocia, caesarean section, short and long term infant metabolic disorders and development of 

long term maternal diabetes (Dunne, 2009).  In the longer term, children born to mothers with diabetes are 

at greater risk of obesity and type 2 diabetes in later life, a phenomenon attributed to effects of intrauterine 

exposure to hyperglycaemia (Ornoy, 2011, Boney et al, 2005). 

 

Proposed Model of Integrated Care for Diabetes 

NCP Diabetes supports the Future Health emphasises on the need for population management of chronic disease 

where “patients should be care for at the lowest level of appropriate complexity”.  This requires the health service 

to clearly identify the appropriate levels of complexity for the management of particular diseases.  The Integrated 

Care Programme for Chronic Diseases has identified 4 levels of service complexity, all of which need to be 

underpinned by self management support. 

 

 

Figure 2: Levels of Service for Chronic Disease 

 

 

The National Clinical Programme has developed a Model of Integrated Care for diabetes which address each of 

these levels of service outlined above and guidelines which coordinate care between the levels.   
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However, to provide integrated care each of these levels of service must be available in local health systems 

serving the local population in adequate capacity.   

Outline of the Proposed Model of Integrated Care for Diabetes 

1. Disease Prevention 

Healthy Ireland requires the Health Service to promote health throughout the life course and address the 

prevention and management of chronic disease.  The onset of Type 2 diabetes can be prevented by lifestyle 

intervention and medication. There is a need for targeted public health campaigns and messages on the prevention 

and management of diabetes to include population-wide initiatives to reduce calorie intake and increase physical 

activity are required. The programme also strongly supports the implementation of the National Brief intervention 

Model which aims to ‘make every contact count’ to promote improved health and well being of people with a high 

risk factor profile 

2. Management in Primary Care 

Type 2 diabetes is frequently not diagnosed until complications appear, up to 15-20% of patients with Type 2 

diabetes are undiagnosed and this ‘delay’ in diagnosis puts patients at risk of developing the complications of 

diabetes. Early identification of patients in primary care and initiation of treatment can reduce the development of 

complications of diabetes. Therefore screening for diabetes in asymptomatic patients with risk factors associated 

with the development of diabetes is recommended.  

Data from primary care practices, and from large teaching hospital diabetes databases, suggest that over 60% of 

people with type 2 diabetes, have uncomplicated diabetes as defined by the National Integrated Care Model of 

Type 2 diabetes.  The model proposes that all people with uncomplicated Type 2 diabetes should have their care 

managed in primary care only. They should be seen 3 times a year in primary care by the GP and/or practice nurse. 

The visits will be every 4 months with an annual review occurring every 12 months. People with Type 2 diabetes 

who currently attend secondary care and have uncomplicated diabetes will be discharged to their GP if they are 

participating in the National Model of Integrated Care for Type 2 diabetes.  

 

The introduction of the Cycle of Care for Diabetes in October 2015 is the first step in the provision of structured 

diabetes care in general practice. Expansion and consolidation of this level of service to support and inform the 

transition towards a full Model of integrated Diabetes care in primary care should be addressed through the GP 

contract. This will require that the HSE develop enhanced supports to General Practice to allow GPs to manage 

more complex patients in the GP setting. These supports should include increased access to members of the 

diabetes multidisciplinary team within the community. This includes diabetes nurse specialists, dietitians and 

podiatrists.  
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3. Specialist support to Primary Care/Ambulatory Care 

The remaining people who have complicated Type 2 diabetes or who develop complications of diabetes as defined 

by the National Model of Integrated Care will have their care shared between primary, secondary or tertiary care. 

They will be seen at least once a year in secondary care for their annual review or more frequently according to the 

severity of the diabetes- related complications. They will also be seen up to twice a year in primary care. The 

combined three visits will ideally be at 4-monthly intervals. Again this increased service in primary care is 

dependent on development of enhanced supports to general practice including access to the diabetes 

multidisciplinary team in the community and integrated care clinical nurse specialists.   

As part of an overall strategy to manage gestational diabetes and follow up, maternity services should be 

integrated with a multidisciplinary and evidence-based approach across both community and hospital. This will 

empower women to make informed decisions about their care, in partnership with their healthcare professionals, 

across the trajectory of the care pathway so care is provided as close to home as possible 

4. Specialist Care 

People with Type 1 diabetes will be managed in secondary care only. People with Type 1 diabetes require hospital 

based specialist services. The range of therapies available for this complex chronic disease and the advances in 

technology used in the management including insulin pump therapy and continuous glucose monitoring  dictate 

that people with type 1 diabetes need expert education and support to manage their care effectively. The National 

Model of Integrated care will increase the space within diabetes specialist clinics to see these complex diabetes 

patients’ more frequently. The aim is that these people will be seen at 2 to 3 time per year in the secondary or 

tertiary care setting. 

The provision of specialised evidence-based management is vital for all women with existing diabetes during their 

pregnancy so that an optimum maternal and perinatal outcome may be achieved. The diabetes and obstetric 

specialists involved in the care of women with diabetes recommend intensive glucose control treatments as per 

international guidelines and standards but need the support of adequately resourced multidisciplinary teams to 

deliver the highest evidence based practice. 

5. Self Management Support 

All four levels of care are supported by self management.  Self Management Support provides the education and 

supportive interventions to increase the person’s knowledge, skills and confidence in managing their diabetes.   

The  patient-health professional relationship changes from the traditional approach to a partnership where the 

patient is an active participant in their care.  

Structured Patient Education (SPE) is a key component in self management support for care of people with 

diabetes in the Integrated Model of Care for Diabetes. SPE is a planned and graded process that facilitates the 
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knowledge, skills and ability for diabetes self-management. It empowers individuals to live healthily, to maintain 

and improve their quality of life and assume an active role in their diabetes care. Programmes should have a 

philosophy, curriculum, trained educators, be quality assured and regularly audited and evaluated. While there has 

been some progress in the development and availability of diabetes self management programmes for diabetes in 

Ireland, availability remains limited and inconsistent.  The HIQA Health Technology Assessment of Chronic Disease 

Self-management Support Interventions published in December 2015 showed there is very good evidence that SPE, 

including culturally appropriate education, can improve blood glucose control in patients with diabetes. This report 

also suggests that diabetes self management education programmes are cost-effective relative to usual care.  

There is also a requirement for a structured patient education for diabetes in pregnancy from pre-pregnancy 

planning to post natal care to ensure a consistent standard of education is delivered nationally to allow informed 

decision making 

Conclusion 

The aim of the Integrated Care Model for Diabetes is to enhance the continuity and quality of care across as well as 

within settings.  Implementation of this model of care will assist in meeting the challenges faced by the Irish 

healthcare system in addressing the future demands in diabetes care. People with diabetes will be identified at an 

earlier stage of disease and receive an accurate diagnosis with appropriate treatment and improved health 

outcomes. This model will empower people to self manage their diabetes. It will support delivery of diabetes care 

for the majority of people in Primary care closer to people homes ensuring a better patient experience. This shift of 

care to the community will reduce outpatient attendance rates for routine management and reserve acute beds for 

more acutely ill people that require specialist in patient care, reducing overall acute service requirements. 

The Integrated Care Programme for Chronic Disease is working with the Clinical Programme to identify critical 

service gaps in each of the levels of service and to address them in an incremental way over a number of year’s 

estimates and National Service Plans.  Similar to a number of other chronic diseases, the complications of diabetes 

arise over time. Appropriate treatment interventions, which are proven to be both clinically effective and cost 

effective, take time to show their benefit. The National Model of Integrated Care will aim to reduce the incidence 

of diabetes-related complications and improve diabetes-related morbidity and mortality over the next 5 to 10 

years.  
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National Clinical Programme in Dermatology 
 

Clinical Strategy & Programmes Directorate, HSE 

Dermatology is an outpatient-based service, which has seen recent investment result in significant 

improvement in patient care, innovation in service provision and the inception of an integrated service.  

Waiting lists and waiting times although improved, remain high and this reflects increasing demand:  

 

 Fifty – four percent of the population are affected by skin disease annually with 23-33% at any one 

time having disease that would benefit from medical care.  

 Skin cancer is the most common cancer in Ireland and rates are rising rapidly as our population 

ages  

In order to provide a sustainable dermatology service, consolidate improvements and continue to 

innovate, the following strategic objectives must be addressed: 

 

 Sustained Expansion of the numbers of consultant dermatologists to  at least 1 per 80,000 

population 

 Promotion of dermatology training for general practitioners to expand the knowledge base in 

primary care and support the management of more skin conditions in primary care  

 Development and expansion of the numbers and role of Advanced Nurse Practitioners and 

Clinical Nurse Specialists in Dermatology 

 Most skin cancers are avoidable – a long term strategy for the avoidance of UVB exposure in 

childhood and occupational and recreational exposure in adulthood must be implemented. 

 

Background: 

 Dermatological disease is very common, 54% of the population are affected by skin disease 

annually with 23-33% at any one time having disease that would benefit from medical care. 

 

 Skin diseases represent 34% of disease in children; atopic eczema affecting 20% of infants. 

 

 Skin cancer is the most common cancer in Ireland.  Basal cell carcinoma (BCC) numbers equal all 

other malignancies combined, and increased by 133% between 1980 and 2000 (National Cancer 

Registry.www.ncri.ie).  
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 Skin diseases such as psoriasis, eczema and hidradenitis suppurativa cause significant 

impairment of Quality of Life equivalent with that seen in conditions such as cancer. 

 

 Dermatologists manage diseases of the skin, hair and nails in adults and children.   As over 2000 

skin disorders are recognized, of which 100 are common, accurate diagnosis is fundamental to 

successful management. 

 

 Paediatric dermatology is a sub-specialisation within dermatology with care delivered in the three 

paediatric hospitals in Dublin (soon to be the National Children’s Hospital) and in Cork, Galway, 

Waterford, Limerick, Sligo, Mullingar, Bantry, Tralee, Nenagh, Ballinasloe and Drogheda,.  

 

Skin Cancer: 

Skin cancer (melanoma and non-melanoma skin cancer (basal cell carcinoma, squamous cell 

carcinoma)) is the most common form of cancer in Ireland. Between 1994 and 2011, an average of 

6,899 cases of invasive skin cancer were diagnosed per year in Ireland, the figure for 2015 

exceeded 10,000. Malignant melanoma accounted for just over 900 of this number with 182 

deaths from melanoma in 2013.  The average age of diagnosis of melanoma is younger than other 

cancers.   

From the mid 1990’s to early 2000’s there was little overall change in incidence rate for NMSC, 

with rates in females remaining fairly level and a slight decline in males. However rates of both 

subtypes have subsequently increased, and for both sexes current rates (2011) are between 33% 

and 39% higher than those in 2002. An annual percentage change of between 3% and 4% has 

been recorded during the last 10 years1.  Dermatologists manage 90% of skin cancers and just 

under half of the workload of UK Dermatologists is related to skin cancer and this is replicated in 

the Irish Healthcare setting3.     

Exposure to ultraviolet radiation is known to be the major risk for developing skin cancer.  The link 

between cumulative lifetime exposure and the risk of developing non-melanoma skin cancer is 

well-established, whereas melanoma appears to be linked to intermittent intense exposure in a 

less defined manner.  Sunburn in childhood increases the risk of melanoma in later life and 

sunbed users are known to be at increased risk of developing skin cancer. 
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The National Cancer Control Programme – Skin Cancer 

Melanoma Skin Cancer: 

In 2012, the National Cancer Control Programme published Guidelines for the management of 

melanoma with the aim of preventing and treating melanoma.  All patients with a suspected 

melanoma must be referred to a consultant dermatologist or plastic surgeon via a standardised 

electronic referral form which has been rolled out nationally and all patients with a diagnosis of 

melanoma must be discussed at a multi-disciplinary skin cancer meeting.  This has streamlined 

the care of patients with melanoma and work is currently ongoing to establish key-performance 

indicators for the management of melanoma to promote standardisation of care nationally.   

Since its introduction all dermatology departments operate rapid access ‘Pigmented Lesion Clinics’ 

(PLC)2 .  Many of these clinics function as ‘see and treat’ clinics with patients having suspected 

lesions removed at initial presentation.  Early detection of melanoma is key as to improving 

survival and since the introduction of PLC there has led to an increase in the number of early or 

‘thinner’ melanomas (www.ncri.ie) 

Non-melanoma skin cancer: 

Guidelines for the Management of patients with non-melanoma skin cancer with have been 

developed by the NCCP.  This has similar aims of streamlining patients with NMSC care and also 

facilitating the discussion of patients with high risk NMSC particularly SCC at MDT.  Certain 

groups of patient such as solid organ transplant recipients (renal, cardiac, lung and liver transplant 

recipients) are at high risk of developing non-melanoma skin cancer due to concurrent 

immunosuppression to prevent graft rejection.  Skin Cancer is the second leading cause of death 

in renal transplant recipients4.  Such patients require long-term follow up in specialised 

dermatology transplant clinics. 

It is recommended that all squamous cell carcinomas and high risk basal cell carcinomas are 

managed in a hospital setting.  General practitioners act as gatekeepers and are critical in 

recognising skin cancers and treating pre-malignant skin cancers such as actinic keratoses and 

Bowen’s Disease and basal cell carcinomas as per the NCCP Guidelines.   

Psoriasis: 

Psoriasis affects 2-3% of the population, and is associated with a destructive arthropathy in up to 

30% of patients5. It is estimated that there are 73,000 number of patients with psoriasis in Ireland6. 

The treatment of psoriasis has been revolutionised in the last decade by two factors: 

http://www.ncri.ie/
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 The recognition that psoriasis, far from being a disorder of the skin is a multi-system 

disorder, patients with severe psoriasis have increased cardiovascular and metabolic risk 

and reduced life-expectancy7.   

 The advent of novel biological treatments for psoriasis since 2005 have improved treatment 

outcomes for patients with psoriasis and the imperative to treat patients has increased.  

Ireland has a strong history of clinical research in psoriasis and participation in clinical trials of 

new treatments with psoriasis.  While patients with mild psoriasis can be managed in primary 

care with topical therapy, patients with more extensive disease require access to a breadth of 

highly effective and life-changing treatments. Psoriasis has significant psychosocial impact on 

patients’ lives with increased rates of depression and excess alcohol consumption so timely 

treatment with phototherapy and dedicated psoriasis clinics improves health outcomes not only 

for skin disease.  There has been a concerted effort to provide phototherapy in peripheral 

hospitals on a regional basis. 

Dermatitis/Eczema: 

Eight percent of adults and twenty percent of children suffer with atopic dermatitis/eczema.  

Eczema causes significant sleep deprivation and can be extremely stressful for families.  The 

genetic basis of eczema was uncovered by an Irish Dermatology team working in Our Lady’s 

Children’s Hospital and research has shown that early intervention can alter the course of the 

disease.  New therapies are emerging and clinical trials are making available better treatment 

options for patients with severe eczema. 

Hand dermatitis is the third most common cause of occupational disease after mental illness and 

mechanical injury.  Occupational dermatitis is an important occupational hazard for certain 

professions including healthcare professionals, hairdressers, and workers with exposure to 

chemicals or irritant such as cutting oils.  .  

Paediatric Dermatology: 

There are approximately 20,000 referrals for paediatric dermatology annually8. (ref NCCP and 

Derm Model Of Care, 2015).  Children attend with severe atopic dermatitis, vascular anomalies, 

genodermatoses and other inflammatory skin disorders.  Paediatric dermatology is delivered 

regionally in Cork, Limerick, Galway, Mullingar, Bantry, Tralee, Nenagh, Ballinasloe, Drogheda 

and Waterford.  In Dublin, paediatric dermatology is currently delivered in Our Lady’s Hospital 
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Crumlin, Tallaght Hospital and Temple Street Children’s Hospital, this service will be based in the 

new National Children’s Hospital but continue in Tallaght Paediatric and Temple Street Children’s . 

Current Service Provision: 

Primary Care: 

Up to 24% of General Practitioner (GP) consultations have a dermatological component.1 Despite 

this, education in Dermatology throughout the undergraduate and postgraduate curricula has 

historically been limited, with less than 1 in 6 GPs having any formal training in Dermatology.  This 

leads for example to 0.75% of specialist appointment referrals for dermatology in the UK 

compared to 0.5% for a cardiology consultation.  Significant investment in education is required, 

focusing on General Practitioners and other healthcare professionals such as pharmacists and 

practice nurses.  This, in combination with the development of guidelines and pathways for 

management of common skin diseases, development of Continuing Medical Education (CME) 

accredited e-learning and mandatory training in dermatology for GPs have potential to improve the 

delivery of care for patients and impact referral patterns in the medium to long term.  

 Secondary Care: 

Dermatology Services are provided by Consultant Dermatologists in 11 large hospitals who also 

provide clinics in several peripheral hospitals, this ensures regional sufficiency, bringing care 

closer to the patient (Table 2). Peripheral have improved integration of dermatology in community 

and improve links and education for a local network of GPs.  Some peripheral clinics provide 

phototherapy, all provide cryotherapy.     

Table 2. Organisation of Secondary Dermatology Care 

Hospital 

Grouping 

      Hospital Peripheral Clinic 

Ireland 

East 

St Vincent’s University 

Hospital 

 

Mater University 

Hospital 

St Michael’s Hospital Dun Laoghaire, 

Kilkenny University Hospital 
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Dublin Mid 

Leinster 

Tallaght Hospital  

 

St James’s Hospital 

Naas Hospital 

 

Midlands Regional Hospital 

Dublin 

North East 

Beaumont Hospital 

 

Our Lady of Lourdes 

Hospital Drogheda 

Connolly Hospital 

 

Cavan University Hospital 

University 

of Limerick 

Hospitals 

Limerick University 

Hospital,  

              Nenagh Hospital,  

Ireland 

South 

South Infirmary Victoria 

University Hospital 

 

Waterford University 

Hospital 

Kerry General Hospital Tralee 

Bantry Hospital 

 

South Tipperary General Hospital 

Clonmel 

Saolta University Hospital 

Galway 

Sligo University 

Hospital 

Portiuncula Hospital Ballinasloe 

Mayo University Hospital 

Roscommon University Hospital 

 

  

 

Services are provided by consultant dermatologists, dermatology trainees and clinical nurse specialists 

and advanced nurse practitioners, providing surgery for skin cancer, skin cancer MDT’s, multidisciplinary 

care of chronic skin disease, patch testing, management of complex and rare skin diseases and 

phototherapy. 
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Between 2010 and 2012, an additional 10 consultant dermatologists were employed by the HSE bringing 

the number of dermatologists to 45.   This investment has led to significant improvements and innovation 

in the provision of dermatology services:  

 An additional 12,224 new patients being seen and a 42% increase in new patient activity 

between 2009 and 2014.   

 The rate of returning patients also fell from 2.08 to 1.6 in the same time period, as patients 

are increasingly being educated in self-management of what may be a chronic condition.   

 The development of regional dermatology clinics and thus the inception of an integrated 

service which supports a local network of GP’s and ensured regional self-sufficiency as 

was recommended in a Comhairle Report on Dermatology in 2003. 

There are now dermatology clinics in Bantry Hospital, Kerry General Hospital, South 

Tipperary General Hospital, Naas General Hospital, Nenagh Hospital, Portiuncula Hospital, 

Mayo General Hospital, Cavan General Hospital.   

Some of these centres also provide phototherapy (Bantry, Nenagh) which has greatly 

increased access to this modality for patients who hitherto could not avail of this service 

because of geographical constraints 

 The establishment of pigmented lesion clinics nationally, there are now screening clinics 

regionally for all patients with suspected pigmented lesions which has improved access for 

such patients and more standardised care in common with international standards and with 

other cancers. 

 The development of a specialist centre for Mohs micrographic surgery in Cork. 

 The establishment of other dedicated clinics:  

o Dedicated transplant clinics for patients who have received a solid organ transplant 

to detect patients who develop skin cancer, these are run in conjunction with the 

transplant team and reduce the number of hospital visits for patients. 

o Combined rheumatology/dermatology clinics for patients with connective tissue 

disorders, this has obviated the need for patients to attend multiple clinics and has 

introduced efficiencies in the management of patients with a multisystem disorder. 
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o Systemic treatment clinics for patients with severe inflammatory skin disease such 

as psoriasis and eczema. 

o Combined clinics for the management of patients with hidradenitis suppurativa who 

require both medical and surgical input. 

o Dedicated genodermatoses clinic for paediatric patients in Our Lady’s Hospital 

Crumlin. 

There are currently 16 training places in the ICHMT Dermatology Programme  with on average 

twenty trainees as many engage in clinical research during their training which lasts 5 years.   

There are currently 28 Clinical Nurse Specialists in Dermatology and 3 Advanced Nurse 

Practitioners.   The role of dermatology nursing needs to be promoted with educational resources 

and career development for staff nurses interested in pursuing dermatology specialisation.  The 

role of cancer nurse specialist is well established in other disciplines but remains to be developed 

in skin cancer, despite its prevalence.  This is a significant deficit as skin cancer is largely 

preventable by appropriate sun care advice. 

Towards an Integrated model of Dermatology Care: 

The aim of an Integrated Model of Dermatology Care may be summarised: ‘To facilitate the 

“right person, right place, first time” assessment of patients with skin disease’ 

Dermatology is predominantly an outpatient based speciality with few associated bed costs, the 

provision of dermatology departments has facilitated the management of patients, hitherto 

admitted to a hospital bed, as day patients.   An integrated service must be truly integrated with 

easy access for patients directly from primary care to secondary care and vice versa. This will 

require greater linkages and enhanced communication to ensure seamless care of patients.  It has 

been shown that the most cost-effective delivery of dermatology care is from dermatology services 

with access to appropriate facilities3.   This reflects the benefit of expert opinion and the need for 

accurate diagnosis to underpin treatment. 

Primary care 

 To reduce the overall numbers of patients referred to dermatology OPDs by improving the 

knowledge base of dermatology in primary care thus promoting and improving diagnosis 

and management of patients in primary care by all GP’s 
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Secondary Care and Tertiary Care: 

 To reduce the OPD waiting times for all dermatology referrals 

 To ensure that the majority of  patients can access care closer to home  

Recommendations for an Integrated Dermatology Service: 

In order to build on improvements which have been made and continue to address rising demand 

for dermatology, the following must occur: 

Continued expansion of current dermatology services which although improved, remain under-

resourced for our population.  

Education of primary care practitioners to promote the care of more dermatology patients in 

primary care and ultimately reduce referrals to secondary care and 

Promotion of sun avoidance campaigns and skin cancer awareness as part of a long term 

strategy to reduce skin cancer rates. 

Expansion of current dermatology services  

 

Staffing Requirements in Secondary Care: 

 Hospital-based services require at least one whole-time equivalent consultant dermatologist 

per 80,000 population. We currently have 45 dermatologists which represents 1 dermatologist 

per > 100,000 population (4.76 million Census 2016).  The British Association of 

Dermatologists recommend at least 1 dermatologist per 80,000 population.  Northern Ireland 

has 26 dermatologists (1 per 70,000), Scotland 86 (1 per 61,500) and Wales 42 (1 per 71,000). 

 

    A sustained expansion in the number of dermatologists will lead to: 

o  A reduction in waiting times and waiting lists for patients  

o Continued improvement in the clinical management of patients with skin cancer: 

 Diagnostic accuracy of skin lesions is highest among dermatologists which results 

in efficient triage of patients with skin cancer and avoidance of unnecessary 

treatments in patients who have benign lesions. 

 Dermatologists treat skin cancer and pre-cancerous lesions with a number of 

modalities including surgery, topical treatments and photo-dynamic therapy. 
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 Dermatologists are most expert at recognising and monitoring patients at high risk 

of skin cancer eg transplant recipients. 

o Improved treatment for patients with severe inflammatory disease and patients with rare 

skin disorders 

o Innovations in service delivery and the development of a truly integrated service eg e-

referrals provide the opportunity for dermatologists to provide advice to GP’s and deflect 

referrals to secondary care. Expansion of consultant numbers with dedicated clinical time 

to such a service could provide a significant efficiency saving to the health service. 

 

 Specialist Dermatology Nurses 

 

Dermatology specialist nurses are key members of dermatology teams - treating patients in 

day-care units and onwards, providing and supervising phototherapy and providing patient 

information, demonstrating how to apply treatments, dress wounds, remove sutures and review 

follow-ups. 

 

An expansion of the numbers of specialist nurses would allow the development of nurse-led 

clinics for patients.  Patients with chronic skin diseases such as psoriasis and eczema should 

have early access to dermatology departments and this could be facilitated by nurse-led 

clinics.   

Structural facilities required at secondary level 

 

A fully integrated department with outpatient clinics, outpatient Day - Care treatment centres and 

dedicated day surgery facilities is the gold standard in  dermatology service delivery. Well-

developed structural facilities exist in St Vincent’s University Hospital, Mater University Hospital, 

Limerick University Hospital, Waterford University Hospital and Our Lady’ Children’s Hospital.  

Certain centres such as South Infirmary Victoria University Hospital, Beaumont Hospital, 

University Hospital Galway require urgent investment as lack of infrastructure is limiting the 

number of patients who can be seen. 
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Promotion of Dermatology Education in Primary Care: 

 

A 2011 publication in the British Journal of Dermatology  confirmed that compared with other major 

disease groups, skin conditions are the most frequent reason for consultation in general practice in 

the UK (the prevalence estimate is 24%). These findings have important implications for education 

and training in primary care. Undergraduate education in dermatology may be lacking in certain 

medical schools due to a crowded curriculum and post-graduate training is optional for General 

Practitioners.  This has been discussed with the Irish College of General Practitioners.   The 

amount of time devoted to dermatology undergraduate and post-graduate medical, nursing and 

pharmacy training bears little reflection of the importance of skin disorders in their future clinical 

experience.  

There is a need to improve the knowledge base of all GPs in dermatology, this will ensure that a 

greater percentage of patients meet the ‘right person first time’.  Demand will continue to rise if this 

is not addressed.   At postgraduate level continuing education in dermatology is required to include 

practical educational material on the presentation, diagnosis and management of selected 

common skin diseases.  

In addition to increased dermatology knowledge in primary care GPs should have access to advice 

from consultants for patients who might not require a visit to a dermatology department.   The 

proposed e-referral will facilitate this, this practice happens currently on an informal basis but there 

are no parameters to capture this activity. 

Skin Cancer prevention 

A key aim of any strategy for dermatology must be for skin cancer prevention; more public awareness 

is needed especially with impoverished groups.   Research from the National Cancer Registry shows 

that people from lower socioeconomic groups present later and hence have poorer outcomes.  There 

is a need for greater awareness targeted at this demographic and ensured access to services for 

these patients. 

Conclusion 

The lives and care of patients with skin cancer and inflammatory skin disease has improved significantly.  

The gains achieved must be consolidated and concerted efforts made to continue to innovate and 

enhance service delivery.   
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National Clinical Programme for Epilepsy 

 

The epilepsy care programme has a vision for the transformation of epilepsy care in Ireland: 

 

 

 

 

The vision is built upon a system where a cohort of newly recruited nurses will deliver standardised 
high quality patient centred care in the management of Epilepsy.  

Care will be centralized in epilepsy tertiary centres when necessary, where clinical nurse specialists 
(CNSs) will manage patients in collaboration with neurology teams. Care will be decentralized in 
structured outreach services interfacing with primary care, managed by registered advanced nurse 
practitioners (RANPs). The RANPs will be the conduit of epilepsy care managing cases independently 
in regional secondary hospital services and community intellectual disability services, liaising as 
clinically necessary with epilepsy tertiary services as the patients clinically require.    

A sophisticated and robust means of electronic information management will be developed to 
become a defacto disease registry within which the important evidence-based metrics underlying 
good clinical practice will be gathered. Front-line physicians delivering care at the emergency 
department interface will be provided with an integrated seizure care pathway that will reduce 
admissions and length of stay, whilst improving patient safety by eliminating treatment variability. 
Finally, for the 15% or so of very difficult to control epilepsy, the national epilepsy surgery 
programme, will be enhanced and expanded over 2 sites to provide world-class access to complex 
but potentially curative surgery.  

The programme has made significant gains and realisation of some of the objectives of the 
programme can already be seen with the development of epilepsy centres, 16.5WTE ANP Epilepsy in 
post, an award winning EPR in use across the country and the development of additional highly 
specialised centre. 

The activity of the candidate ANPs (cANPs) and the Registered ANPs (RANPs) has grown 
exponentially and this is reflected in the overall reduction of both patients admitted to hospital with 
Epilepsy and the AvLOS of Epilepsy patients when admitted to hospital.  

This document outlines in more detail the resource requirements for full implementation of the 
recommendations contained within the Model of Care. 

Recommendations 

The National Clinical Programme for Epilepsy requests that the recommendations contained within the model 
of care for the programme be implemented. The recommendations include; 

To provide the best patient centred care for all people with epilepsy 

in the right place, at the right time, sharing the best available 

information 
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1. Establishment of Network of Epilepsy centers  
2. Population based Nurse-led service 
3. Structured primary care programme led by GPs in association with the PCT and the RANP epilepsy 
4. Seizure Care Pathway for acute hospital based seizure management in ED/AMAU and wards 
5. Expanded, appropriately resourced centres will provide highly specialised care. This will include pre-

surgical evaluation programme and evaluation for possible device implantation 
6. Delivery of care in the most appropriate setting through access to clinical information when and 

where needed via an electronic patient record (EPR) (e.g. for community outreach, primary care and 
hospital-based). 

7. Development of patient-centeredness through patient education with links to Epilepsy Ireland (EI) 
and other informational resources for self-management 

8. Development of services for specialist populations including paediatrics, women with epilepsy and 
people with intellectual disability 

9. Ongoing development of research activity 
 

Submission 

Establishment of network of Epilepsy Centres 

Requirements for full implementation 

Additional Consultant posts are essential for the implementation of the model of care for Epilepsy. The 
requirement for Consultant posts is accounted for within the implementation plan for the National Clinical 
Programme for Neurology. The Epilepsy Programme requests that specification for Epilepsy Services be 
included within the posts for Neurology Services, particularly in the following areas which have specific needs 
for Epilepsy; 

- Additional Epilepsy specification in Consultant post for St James’ Hospital with outreach 
responsibilities for hospitals within Dublin Midlands group. 

- Additional Epilepsy specification in Consultant post for Ireland East Group with commitments 
to both Mater Hospital and St Vincent’s  

- Additional Epilepsy specification for Consultant Neurologist post is for Beaumont Hospital 
with outreach responsibilities across the hospital group. 

- Additional Epilepsy specification for Consultant Neurologist post is for CUH with outreach 
responsibilities across the south/southwest hospital group. 

Population based nurse-led service. 1 nurse per 140,000 pop.  

The new cohort of epilepsy nurses will be population based and be the main contact within the 
group for expert services. They will act as a resource for non-specialist epilepsy services in each 
centre for both medical and nursing staff. It is anticipated and evidence would suggest that these 
services will demonstrate true value by reducing admissions to the acute hospitals and reducing the 
length of stay in those admitted. 
The Epilepsy Programme recommends the role of Advanced Nurse Practitioner., however it is acknowledged 
that ANP posts in Ireland must, on entry, have 5 years’ clinical experience in the specialist area and hold a 
Master’s degree that includes a clinical module with taught component and 1000 hours of clinical experience 
in the specialist area, 500 of which are supervised (NCNM 2008b).  



 

 50  
  

As such, it is the career pathway that the programme would like to see protected. Posts can be filled by clinical 
nurse specialists, with the opportunity to progress to ANP.  

Requirements for full implementation 

The programme envisages the recruitment on adequate numbers of RANPs to allow for the 
achievement of the recommended ratio of 1:140,000 population. This equates to 32 posts across the 
country. Currently there are 16.5 WTE Epilepsy ANPs within adult services nationally at various 
stages of professional development i.e. candidate ANPs, Registered ANPs. An additional 15.5 WTE 
posts are required for adult services.  
 

Structured primary care programme led by GPs in association with the PCT and the RANP 
epilepsy 

The epilepsy programme takes account of the significant reconfiguration of resources occurring 
across all hospital sectors and the increasing demands being brought to bear on GPs. Nevertheless 
the programme envisages GPs and other community health workers in each community healthcare 
organisation having a key role in delivery of epilepsy care within the community. A lack of 
knowledge and confidence to manage epilepsy among practitioners at the primary care level 
together with poor communication between primary and specialist services is considered a 
significant barrier to enhancing continuity of care.  The epilepsy programme aims to begin to 
address this perceived barrier providing access to clinical advice led by cohort of ANPs to expedite 
referral as necessary and deliver timely advice to clinical programmes. 
 
Requirements for full implementation 

Clearly, there are many dependencies that need to be realised before the full spectrum of managed 
primary care can be implemented. 
The additional ANP posts across the Epilepsy Network will allow capacity to further develop this 
initiative. 
 
Seizure Care Pathway for acute hospital based seizure management in ED/AMAU and wards 

Through the use of an integrated care pathway, administered through Emergency Departments (ED), 
front-line physicians will use an intelligent, evidence-based algorithm to help with management and 
disposition of patients who come to hospital with first seizures or breakthrough events 

 

Requirements for full implementation 

Protected time for lead clinicians/programme team to work on developing the national clinical 
guideline to NCEC standards.  
Engagement with colleagues in Emergency Medicine Programme for implementation of pathway 
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Phased implementation from 2 hospitals to all hospitals with neurology/epilepsy services and 
eventually all hospitals with ED – dependent on realisation of full cohort of epilepsy ANPs. 
National audit of current status 
ICT solutions for continued quality improvement measurement. 
 

Expanded, appropriately resourced centres will provide highly specialised care. This will 
include pre-surgical evaluation programme and evaluation for possible device implantation 

Patients with complex epilepsy requiring presurgical work-up and evaluation for possible device 
implantation will be referred to Beaumont and CUH. There will be a 4-bedded video telemetry unit in 
Beaumont Hospital, and a 2-bedded video telemetry unit in CUH fully staffed with staff nurses. 
Requirements in terms of staffing for the highly specialised centres will include access to 
neurophysiology, radiology, health and social care professionals including neuropsychology, 
neuropsychiatry and pharmacy. 

Requirements for full implementation 

Requirements in terms of staffing for the highly specialised centres include access to 
neurophysiology, radiology, health and social care professionals including neuropsychology, 
neuropsychiatry and pharmacy. 

 
There is a specific need for additional neurosurgical posts within Neurosurgical centre. Currently, all 
adult and paediatric epilepsy surgeries take place in Beaumont (under 5’s in Temple Street) under 
the care of one Neurosurgery Consultant. The demand for neurosurgical interventions in the care of 
epilepsy patients is ever increasing, owing to the identification of suitable cases for epilepsy surgery 
through enhanced invasive video EEG monitoring but the neurosurgical capacity has remained static. 
This will need to be addressed through appropriate Surgical Programme. 
 

Delivery of care in the most appropriate setting through access to clinical information when 
and where needed via an electronic patient record (EPR) (e.g. for community outreach, 
primary care and hospital-based). 

Standardized clinical documentation, sharing and exchange of patient information between 
clinicians as well as performance monitoring and evaluation are all key to the success of the new 
model of epilepsy care. This is facilitated by a secure centrally hosted web-based electronic patient 
record (EPR) which is providing authorized clinicians across Ireland with access to complete and 
accurate patient records when and where needed. 

 

Requirements for full implementation 

Data Managers across Epilepsy Centres 
Implementation champions across the centres 
Operational Manager for EPR 
EPR Programme Manager 
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Development of patient-centeredness through patient education with links to Epilepsy 
Ireland (EI) and other informational resources for self-management 

The Epilepsy programme has a strong working relationship with Epilepsy Ireland, the national 
advocacy service for people with epilepsy. The programme has engaged with Epilepsy Ireland and 
their members with respect to educational requirements with a view to developing information and 
educational supports. Like Epilepsy Ireland, the programme advocates for a patient centred service 
built on principles of respect, choice, patient involvement, access and information. Self-management 
education for people with epilepsy should fit into the patient journey and pathway. Generic self-
management programmes will equip service users with the knowledge they need to manage 
themselves and become an ‘expert patient’. 
 

Requirements for full implementation 

The proposed full nursing cohort would further support the development and implementation of self 

management/chronic disease management across the continuum of care. 

 

Paediatric services 

The National Clinical Programme for Epilepsy is committed to access, quality and value across the 
spectrum of ages from paediatrics to the elderly. This is why the ethos of this programme has been to 
include paediatrics whilst recognising the special requirements of this group in the areas of 
pharmacology, psychosocial development, rights and responsibilities of parents and carers and 
service development. The delivery of paediatric epilepsy care will be part of the wider plan for all 
paediatric neurology care as will be detailed in the Model of Care for Paediatrics. The Programme 
recognises its role with respect to transitional services, supporting young patients as they move 
from paediatric services to adult services.  

Requirement for full implementation 

Ideally, within the specialist paediatric epilepsy centers, there should be a ketogenic team. In 
addition to the paediatric neurologist, input from dietitians and nurse specialist would be required 
in a ketogenic team. We envisage over the next 5 years that there will be a requirement of 2 WTE 
dietitians, with nursing and admin support within the New National Children’s hospital; this will 
allow for caseload of 30-40 children on the diet at any one time. 
There are approximately 1 million citizens under 16 years of age. This gives an approximate 
prevalence of epilepsy of 8,000 paediatric patients. The allocation of paediatric nursing should be 
approx 9. This gives a maximum nurse to patient ratio of approximately 1:880. Currently there are 7 
Specialist Nurses in Paediatric Epilepsy i.e. 3 ANP, 3 CNS & 1 CNM. An additional 2 posts are required 
to reach appropriate nursing requirements. 
 

People with Intellectual disability 

People with Intellectual disability frequently have the most difficult to control forms of epilepsy. The 
frequency of epilepsy amongst this group of people is approximately 20-25%. There are, as with 
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paediatrics, particular needs in this group that need to have special consideration.  The primary 
concern is the development of a coherent and expert outreach service, which will vastly improve the 
experience of those with Intellectual Disability (ID) who attend hospital outpatient clinics. There is 
also a significant role for neuropsychology with respect to the management of this group of service 
users. 

Requirements for full implementation 

It is recommended that each Epilepsy Service which provides outreach clinics to services for those 
with Intellectual Disability have access to Neuropsychologists. Centres providing outreach support 
currently are Beaumont & St James’s.  At present, the only centres where there is access to 
neuropsychology are Beaumont, Tallaght & CUH. Similar outreach services are currently under 
development in Limerick. 

It is anticipated that this type of outreach service would be required across the country from each of 
the epilepsy centres. Realisation of this is dependent on full ANP cohort and collaboration with ID 
services.  

Women with epilepsy 

Women with Epilepsy have particular issues in relation to cyclical impact on seizures, contraceptive 
choices, medication options and fetal development, pregnancy complications and adverse 
menopausal impact; such that Women with Epilepsy should receive care from informed health 
professionals who can minimise the risks faced by these women and their children. Women with 
Epilepsy require optimal seizure control on medication that has minimal fetal impact in a planned 
pregnancy that is relatively complication free and supported throughout adult life in adopting 
positive lifestyle choices.     
 

Requirements for full Implementation 

- Support from HSE with respect to launch and implementation of the SOP 
- Monitoring of adherence to SOP  
- Full resourcing of ANP posts as detailed above 
- Implementation of EPR at Maternity Hospitals (see requirements for EPR above) 

 

Research Activity 

The epilepsy care domain in Ireland has a long tradition of driving and participating in basic science, 
clinical trials and health services research to drive continuous quality improvement. In this regard, 
strong national and international collaborations have been formed. A goal of the NCPE is to ensure 
that this research tradition continues to grow and is aligned with wider health research strategies 
(e.g. Science Foundation Ireland, Health Research Board, European Union).  The NCPE will work to 
build research capacity by developing relationships between healthcare practitioners and academia, 
and promote integration along the research continuum from bench to bedside and bedside to bench. 
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Achievements to date 

SENsE; ‘Does the Epilepsy Specialist Nurse make a difference to patient satisfaction with care and quality of 
life?’ This study was funded by the HRB and Epilepsy Ireland. Results suggest that epilepsy care is enhanced 
by the epilepsy specialist nurse role.  

Trinity Study; 

RCQPS; Patient-centered care and eHealth. 2 year funded project: Anthropology & Action Research – Moving 
from the medical to patient centered model of care 

ESBACE; European research project looking at the prevalence and impact of epilepsy across Europe.  

Publications on EPR/ ICP 

Awards: Video shortlisted for Outreach; HSE Excellence Award (outreach in Cork) 

Full implementation of the Model of Care 

Full implementation of the model of care for Epilepsy would see; 

A full network of Epilepsy Centres across the 6 hospital groups  

with patients managed effectively through community and OPD services, with access to specialist 

hospital based services when indicated. Patients would be seen in Epilepsy Specific clinics by staff 

with appropriate training and competencies to effectively manage their care leading to the highest 

possible quality of care for patients across the country.  

 

A continued reduction in the number of admissions for people with Epilepsy. Since its inception, 

the Epilepsy Programme has seen the steady reduction in numbers of patients admitted to hospital. 

This reduction is apparent even in the development of specialist EMUs for patients with complex 

epilepsy with 4 additional beds opened to support this specific population. The Epilepsy Programme 

anticipates the delivery of a further reduction in admissions by 10%. This could see a decrease of 700 

admissions (each with current average LOS of 3.4 days i.e., 2,380 bed days).  

 

Reduction in LOS for those who are admitted through; 

o The Epilepsy Programme is confident that a reduction in average length of stay of 2.5 days (1 
day reduction in current AvLOS) can be achieved. In 2015, 6009 patients were discharged with 

an average LOS of 3.4 days (27,372 bed days). If the same number of patients were 

discharged in 2016 and LOS was reduced to 2.5 days, this could potentially see the release of 

10,000+ bed days into the acute hospital system.  

Supported self-management throughout the continuum of care with patients actively managing 

their conditions and accessing specialist services only when necessary, further decreasing the demand 

on hospital based services. 

o Effective self-management programmes have been proven to have a direct impact on 

preventing emergency admissions – that is, admissions that are not predicted and happen at 

short notice because of perceived clinical need. Avoiding emergency hospital admissions is a 

major concern not only because of the high and rising unit costs of emergency admission 

compared with other forms of care, but also because of the disruption it causes to elective 

health care – most notably inpatient waiting lists – and to the individuals admitted.  
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Full realisation of a population based nurse led services.  

Data from the EPR demonstrates that patient encounters have increased seven fold over the past 5-6 

years. Full implementation of specialist nursing cohort (additional 48% in staff) would allow for 

further development and expansion. 

o Full suite of inpatient, out-patient, ambulatory, educational and research activity across all 

centres; 

o Fully developed telephone support service allowing for a significant increase in virtual patient 

encounters. Access to this service is reassuring for generalist clinicians, both community & 

hospital based but specifically for patients, who feel supported and reassured by their ANP, 

thus avoiding potential presentations to ED with concerns. 

o Fully established ambulatory service where patients are seen by the right person at the right 

time in the right place, be it at a local hospital, primary care, maternity services, and 

residential services.  

 

Full Implementation of the Integrated Care Pathway for Seizure Management in the ED (or Seizure 

ICP). A review of implementation in one site showed significant reduction in admission rates, length of 

stay, readmission and follow-up time by the use of the pathway. These gains have been sustained. 

Importantly, over 12 months follow-up there was no excess morbidity or mortality in the early discharged 

epilepsy group. Evidence would suggest that approx 95% of admissions of patients with Epilepsy are 

through the ED. Based on 2015 data for Ireland, this would suggest that over 5708 admissions 

occurred through the ED. Implementation of the ICP nationally could potential see the further 

reduction in admissions by 1,427. 

 
Full national roll out of the EPR. The National Epilepsy EPR one of 3 projects receiving “Lighthouse” 

status from HSE Office of CIO. System to be an exemplar for eHealth Ireland and the national electronic 

health record project. While the growth in patient record numbers is increasing year on year, it is as 

yet not fully implemented across all neurology sites. The programme would like to see the national 

roll out of the EPR for all patients with epilepsy. The information management system allows for; 

o Safe patient care 

o Effective patient care 

o Consistency in patient care 

- The last few years have seen a steady increase in the number of patients being registered on the EPR, 

with an annual increase of approx 12% seen across the country. While the EPR is available at all sites, 

without nursing capacity, it cannot be used to full effect. 
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National Clinical Programme for Neurology 
  
“There is ample evidence that pinpoints neurological disorders as one of the greatest threats to public health” 
(World Health Organisation (WHO), 2006).  
 
One in every six people in Ireland has a neurological condition.  10% of visits to Emergency Departments and 20% 
of visits to the General Practitioner are for a neurological problem.   Each year in Ireland 44,000 people are newly 
diagnosed with a neurological condition and by 2021 we expect that over 900,000 Irish citizens will have a 
neurological diagnosis, with increasing prevalence of neurodegenerative conditions including Alzheimer’s, 
Parkinson disease and another age-related neurodegeneration.  
 
Management of people with neurological conditions impacts upon acute hospitals, mental health, social care, 
primary care and health and wellbeing. There is an urgent need to developed an evidence based integrated 
approach to clinical care, research and education of clinical neurology.  
 
The overarching aim of the Neurology Programme is to provide timely access to a high quality responsive service 
which provides accurate diagnosis and appropriate management for all neurological conditions.  This can be 
achieved by implementing the following evidence based recommendations, based on assessment of international 
good clinical practice and integration of current clinical guidelines.   
 
Key Recommendations: 

- Staffing and Resourcing across neurology services for neurologists, HSCPs and nursing 
- Develop integrated multidisciplinary neurological service across hospital and community care  
- Planning and development of managed clinical networks including timely access to diagnostics, therapy 

and other specialist services  
- Enhance cross programme collaborations 
- Provide equitable, rational and evidence based access to therapeutics and medications 
- Enhance training for neurological specialists including physicians, HSCP and nursing 
- Encourage clinical research and embed research into clinical practice.   

 

Staffing and Resourcing within Neurology Services  
In Ireland the current ratio of neurologist to population is 1:132,352, ranging in some areas of the country to as 
high as 1:200,000.  The ratio recommended by RCP (2011) is 1:70,0001.  The mean in other European countries is 
1:25,000.    

 

In Ireland, with a predicted population of over 5 million, there should be at least 75 neurologists 
within the public health system.  

 
The appointment of additional consultant neurologists will improve access to early diagnosis and treatment and 
provide a stronger interface between neurology, acute medicine and medicine for the elderly in the management 
of complex neurological disorders including cerebrovascular disease and stroke.   
 

                                                           
 

1
 Royal College of Physicians. Local adult neurology services for the next decade. Report of a working party. London: RCP, 2011 
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Delivery of care is best achieved in the context of multidisciplinary teams that include Health and Social Care 
Professions and Nursing.  
Multidisciplinary teams should include Clinical Nurse Specialists (CNS) and Nurse Practitioners.    
International recommendations indicate a ratio of Multiple Sclerosis CNS to patients of 1:350 and a ratio of 1:300 
for Parkinson’s disease. This translates to   26 CNS in Multiple Sclerosis, 20 CNS in Parkinson’s Disease and at least 4 
in Motor Neurone Disease.   Similar ratios can be extrapolated for other highly prevalent neurological conditions 
including epilepsy, headache. 

 

In Ireland, given the prevalence of neurological conditions, there should be at least 115 
Neurological Clinical Nurse Specialists working within the public health system  

 
Within the hospital setting there is strong evidence base that supports investment in multi-disciplinary teams to 
reduce lengths of stay There is a growing body of evidence to support the efficacy of multidisciplinary team (MDT) 
intervention even in the very acute management of patients. One such study (Mudge et al 2006)2 draws attention 
to the trends in reduced ‘index length of stay (7.3 days vs. 7.8 days)’ for patients treated by a full MDT in acute 
care. The same study reports reduced mortality (6.4 to 3.9%), less functional decline of the patients in hospital and 
patients’ ratings of health status improved.  
 
Determining appropriate staffing levels for health and social care professionals (HSCPs) within neurology is a 
significant challenge. Different methods include ratios i.e. where staff are provided within a set ratio per measure 
such as number of patients or population is one method or staffing according to acuity as another method. The 
argument can be made that all interventions of HSCPs within Neurology are rehabilitative in nature. The Neurology 
Programme proposes accepting the HSCP staffing ratios recommended for neurorehabilitation services (BSRM 
Specialised Neurorehabilitation Service Standards 20153).  
 
When applied to the current Irish system, this would indicate that an additional 100+ posts are required across 
inpatient and outpatient services for the Health and Social Care Professionals (HSCPs) group.  
 
The HSCP grouping includes clinicians such as dietitians, medical social workers, occupational therapists, orthoptists, 
physiotherapists, podiatrists, psychologists and speech and language therapists. Other professions such as cardiac 
diagnostics, vascular and laboratory scientists and radiographers are also part of the HSCP group. 
 
Considering the current configuration of neurology centres, it is proposed that the above staffing recommended 
ratios are assigned to the neurology centre for distribution across both in and outpatient services, to be 
determined and agreed by the HSCP managers, in line with the recommendations in the Neurology Model of Care 
Document4. 
 
The challenge within neurology services is that patients present in many ways i.e. through Emergency 
Departments, at outpatient clinics, through primary care services etc. The patient’s level of acuity depends not only 
on their diagnosis but on their stage of illness and level of supports at home.  

                                                           
 

2
 Mudge, A. Laracy, S. Richterm K & Denaro, C (2006) Controlled trial of multidisciplinary care teams for acutely ill medical 

inpatients: enhanced multidisciplinary care. Internal Medicine Journal, 36:558-563. 
3
 http://www.bsrm.org.uk/downloads/specialised-neurorehabilitation-service-standards--7-30-4-2015-forweb.pdf 

 
4
 Model of Care for the National Clinical Programme for Neurology, Pending Sept 2016 

http://www.bsrm.org.uk/downloads/specialised-neurorehabilitation-service-standards--7-30-4-2015-forweb.pdf
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Currently only 45% of centre providing neurological care have access to dedicated neurological beds, and   91% of 
neurological admissions from Emergency Departments and patients are currently admitted to non-neurological 
wards.  The majority of patients admitted to Irish hospitals with a neurological problem do not have access to a 
specialist multidisciplinary team with expertise in neurological disease.  
 

Optimising Service Delivery and Multidisciplinary Care 

Integrated services supporting the delivery of best practice in the field of neurology includes; 
- Equitable access to diagnostics (in particular MRI), treatments and management 
- Patient-centred high quality service 
- Effective services based on best available evidence 
- Timely service 
- Efficient – reducing waste and duplication 
- Patient safety 
- Excellence in outcomes 
- Well trained staff 

 
Cohesive and comprehensive Multidisciplinary Team (MDT) care; 

- The development of the role and staffing of the multidisciplinary team in the management of patients 
at inpatient, outpatient and community levels is essential. This applies to all HSE, HSE funded voluntary 
organisations and other service providers who work with patients and collaborate with specialist 
colleagues in providing optimal care for patients. 

 
Person centred approach to service delivery 

- The Neurology Programme recognises the requirement for people with neurological conditions to be at 
the centre in managing their care, and endorses the key principles outlined by the International 
Alliance of Patient Organisations against which services can be measured; 

o Respect 
o Choice and Empowerment 
o Patient involvement in health policy 
o Access and support 
o Information 

Team working across the continuum of care 
- Better integration across service delivery sites will foster a more cohesive approach in the 

management of patients. This applies across disciplines and specialities from acute management to 
palliative care needs. 
 

Service Configuration and Managed Clinical Networks 

The Neurology programme recommends that no service/hospital should have a Neurologist working in isolation. 

Given the extent of the considerable demands on Neurologists across the Emergency Department, inpatients, 

consultations, Out Patients etc, the Neurology Programme recommends that each designated hospital should have 

a minimum of 3 whole time equivalent Neurologists working as part of a team.  

Neurology in-patient beds should be cohorted to ensure that neurology patients are treated by specialists in 
neurology in a contiguous area.  
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The Neurology Programme recommends the development of adequate infrastructure for integrated and 
multidisciplinary neurology services within all Model 3 and Model 4 hospitals, with deployment of networks of 
clinical nurse specialists working across the hospital and community sectors. 
 
Services for the neurology patient are envisaged at 3 levels (Laffoy Review 2007Error! Bookmark not defined.): 

1. Local level – this includes the patient’s GP, Primary Care HSCPs and nurses, Community Rehabilitation 
Teams (from CHO) and the nearest Acute General Hospital 

2. Regional/Group Neurology Service – the hospitals with a neurology service (existing or proposed) 
collaborate to function as a Group Neurology Service, operating as a Clinical Network in each of the six 
Hospital Groups.  These group centres will support hospitals within the group, CRT and Primary Care 
professionals in the management of neurological patients, in a planned and coordinated way.   

3. National Tertiary Centres – in addition to the two neuroscience centres, Beaumont Hospital and Cork 
University Hospital, tertiary centres can be further developed across the service. Tertiary centres will 
generally have teams with sub specialism in some of the low volume / high complexity conditions within 
neurology.  

4. Rare Disease Centres - in accordance with the National Rare Disease Programme, National Centres of 
Excellence for rare neurological diseases should be designated and supported to provide integrated care 
that links with centres internationally. 

5. Cross border Initiatives should also be explored, in particular the proposal to develop an all-island Deep 
Brain Stimulation Service. 
 

Enhanced Cross Programme Collaborations 

Standard operating procedures describing the roles and responsibilities for the management of patients with 
neurological conditions should be developed. Clear lines of communication are required to support collaboration 
between hospital based staff and colleagues in the community to ensure continuity of care for patients. 
 
Support for GPs in the management of chronic neurological conditions is required, both in terms of specific 
educational programmes and direct defined links with hospital based neurology services.  

 

The Neurology Programme recommends implementation of the care pathways in Headache, 
Multiple Sclerosis, Parkinson’s Disease and Motor Neurone Disease. 

Medicines Management and Access to Diagnostic and Support Services 

Equitable access to diagnostics and treatments is one of the overarching aims of the neurology programme. To this 
end the programme has specific recommendations with respect to referrals, neuroradiology services and a 
centralised management system for funding of high cost medications. Local variations in accessibility and support 
standardisation of care are not considered acceptable.   
 
Education and information on medicines are key tools in empowering patients to better manage their own 
conditions thus improving self-esteem, autonomy and independence.  
 

The Neurology programme commits to collaboration with acute hospital services in the 
management of neurological patients with respect to the use of new therapeutics, the overall 
medication needs, timing of medicines administration and risks for polypharmacy 
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Education and Training 

Education and training are recognised as key focus areas for the programme, both for staff and service users alike. 
Education and training opportunities will not only support our workforce, but will allow for service development, 
particularly the development of advance practice in both nursing and HSCPs. Advanced Nurse and advanced / 
extended scope HSCP practitioners would have the scope to undertake extended duties with respect to out-
patient, day and outreach services. 
  
Specialist services & the National Clinical Programme for Neurology will have a recognised role in education (design 
& delivery), training, research and development in the field of neurology. They will also act as a resource for advice 
and support to local teams in the management of patients with neurological conditions and be supported by the 
development of clinical specialist posts which allow for protected time for research, education and supervision. 
 

The Neurology Programme proposes the development of a competency framework for clinicians 
working within neurology services.  

Research  

High quality research performed by the multidisciplinary team is recognised as a significant quality indicator for any 
health services.  
The neurology programme recognises the critical need for the design and delivery of specialist neurology services 
to be informed by ongoing research to monitor best practice.  Core objective should be: 
               To promote enhanced funding of all aspects of brain research 

- To Promote networking of research –working to our strengths and to the benefit of people with brain 
disorders 

- To Developing career tracks including; 
o PhD and Post-doctoral training schemes for young graduate in Ireland 
o Career opportunities for qualified clinicians and scientists  
o Clinician Scientist training schemes and clinical academic jobs in University Hospitals 
o Increase links with Irish Universities to appoint Professors of Clinical Neuroscience  

 

The Neurology Programme encourages participation in research of various forms including 
neuroscience, phenomenological and qualitative research, health service delivery research 
using both formative and summative research methodologies, population based research and 
translational research.  

National Neurological Disease Registers  

The Neurology Programme recommends the development of national neurology disease registers. Specific service 
development plans are dependent on accurate data on the prevalence and incidence of neurological conditions 
nationally.  

 
The importance of establishing centrally held Registries cannot be underestimate. Registers provide critical 
information that enable a better overall allocation of resources and more effective overall management of the 
disease.   
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National Strategy and Policy for Neurorehabilitation Services 

In addition, the National Clinical Programme for Neurology strongly recommends that National Strategy & Policy 
for Neurorehabilitation Services is implemented. 
 
Neurology services are significantly impacted by the capacity of other areas within the health services to manage 
the needs of people with neurological conditions. This continues to have a significant influence both on the 
appropriate management of neurological conditions and on the effective use of a specialist hospital based 
neurology service.  
 
Currently, patients requiring support in the community are prioritised with regard to urgency of need. Many 
neurology patients with chronic disease such as Parkinson’s disease and Multiple Sclerosis, are not initially 
considered urgent cases, however without consistent support and appropriate management, their function often 
deteriorates and they become urgent and require hospital admission. The current ‘weighting’ / prioritisation 
system in community services does not support the needs of many patients with neurological conditions. HSCP 
interventions through PCCC teams are often short term with minimal opportunity for follow-up. 
 
It is also recognised that therapists in the community may not have specific specialist expertise or experience in 
managing the complex needs of patients with neurological conditions. The Neurology Programme strongly 
supports the implementation of community based neurorehabilitation teams as described in both the National 
Strategy & Policy for Neurorehabilitation Services in IrelandError! Bookmark not defined. and the Model of Care 
or the National Clinical Programme for Rehabilitation Medicine.  
 
The absence of such services across the country impacts directly on the function of the hospital based neurology 
services. 
 
 
Submitted by: 
 
The National Clinical Programme for Neurology  
Working Group 
August 2016 
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National Clinical Programme for Older People   
 

The increase in the older population in Ireland brings many opportunities and challenges. It is 

projected that the number of older people in Ireland will continue to increase throughout the 

coming decades. In 2011, 535,000 of the population were 65 years of age or older. This number is 

expected to increase by 60% in the next ten years and increase to 885,600 by 2026. The 

number of people aged 85 or over will increase to 116,300 by 2026 and represents a significant 

policy challenge given the combined impact of multiple co-morbidities and frailty. 
 

 

Population Projections: 
 

 

2006 2011 2026 

Total Population 4.2 4.6 4.8 

≥65 yrs 467900 535400 885600 

≥85 yrs 47800 58400 116300 

In LTC 

5% 22613 22341 44255 

4% 35404 

 

Source: CSO 
 
 

One of the greatest challenges posed by an ageing population is the ability of healthcare 

professionals to understand, recognise and manage frailty. The concept of frailty arises 

particularly for those over 75 years of age. The older person showing signs of frailty is at increased 

risk of long term institutional care and demise, and will require specific interventions that span 

several health and social care services enabling them to live well for their remaining years. 
 

 

As older people have complex healthcare requirements, the Irish healthcare system needs to 

adapt to meet the demands associated with this demographic change. The large volume, rate of 

growth and complexity of illness in the older population, particularly in the +85 year olds, has put 

immense pressure on the acute & community system in the last few years and this growth is set to 

continue. Almost 22% of all hospital emergency department (ED)attendees are aged 65 and over 

and this age group account for 40% of all acute emergency medical admissions and 47.3% of total 

hospital bed days (HSE, ED Task Force Report, 2015, NCPOP, 2012). 
 

 

Older people are those who wait longest on trolleys in the ED, have the longest average length of stay and are 
the main group who experienced delayed discharge in the acute system in the last number of years. 
Adequately resourced integrated care pathways and services for older people would delay disease 
progression, allowing people to live well in their own homes, reduce acute hospital stay and provide post-
discharge support which in turn should help reduce the requirement for long term care.  

The risks of not addressing the increasing demographic and geographic pressures evident in recent 

years include: 
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 Poorer outcomes including reduced opportunity to live in one’s own home and community 

 Increased inpatient length of stay (LOS) resulting in older people being less likely to be 

discharged to home 

 Increased cost of home support though a lack of early intervention 

 Continued increase & worsening trolley numbers and patient experience times (PET) which 

increases inpatient LOS and impacts on patient outcomes. These issues will become even 

more pronounced as the demographics continue to evolve. 
 

 

The National Clinical Programme for Older People (NCPOP) Specialist Geriatric Services Model of Care 

(2012) defines the care pathways and services required to meet the needs of the frail older person 

presenting to hospital.  For regular users of acute hospital services, plans that interface with community 

services need to be in place to meet their needs, improving access to home supports and other 

resources to enable them to stay well and remain at home if possible. 
 

 

Hospital avoidance for the frail older person is beneficial. Among 70 year olds who are admitted to 

hospital, 35% show functional loss at time of discharge when compared to pre-hospital admission. 

This percentage increases to 65% for 90 year olds. While older people are admitted to hospital for 

medical reasons, by the time their medical condition is stabilised, arrangements for their discharge 

become dependent on many other issues, including the ability to undertake basic self-care, their 

social circumstances, the availability and access to home care packages and nursing home beds. The 

original reason for admission becomes less important and other issues become centre stage, 

presenting challenges for the acute hospital, where the primary function is dealing with the medical 

needs of the patient (NCPOP, 2012). 
 

 

Every older person should have access to the right care and support. A culture change needs to 

occur in this regard, as a person with complex needs and an acute illness needs more than the illness 

addressed. Therefore a main focus should be to ensure that key personnel in acute hospitals are up- 

skilled to manage and aid the recuperation of those with complex needs. Furthermore, appropriate 

linkages with community services must be in place early to ensure that appropriate services can be 

planned and operationalised in a timely manner after the acute phase of illness or intervention
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National Clinical Programme for Older People Key Recommendations            

The NCPOP Model of Care has set out a number of recommendations for the establishment of a Specialist 

Geriatric Service to achieve measureable improvements in outcomes for frail older people. 

The recommendations follow the end to end pathway/patient journey from their home, through 

primary care, acute care and discharge home (or other). 
 

 

Pathway Stage Recommendations 
 

 

Older Person Keeping Well 
in the Community 

 

Health promotion strategy is implemented to maintain physical 

and mental health, including modifications of the environment, 

support for community groups, personal education and the 

contribution of health and social services. 

 

 

General Practitioner and 
Primary Care Team 

A   Model of Care encompassing general practice, primary 

care and community is developed for the ongoing care and 

rehabilitation for the frail older person incorporating pathways for 

access and referral to ambulatory and acute Specialist Geriatric 

Services (SGS). 

 
Identifying ‘Frail Older 
People’ or ‘at Risk’ 
Patients in ED/AMU 

 

Each ED/AMU in conjunction with the SGS will have in place an 

agreed process for identifying /triaging the frail /at risk older 

patient. 

 

Special Geriatric Services Role 
in the ED/AMU 

The SGS will link with the ED and AMU when an older person 

at risk is identified with referral to SGS, including for Comprehensive 

Geriatric Assessment (CGA) or admission to a Specialist Geriatric 

Ward (SGW). 
 
 
 
 

Referral to the Specialist 
Geriatric Team 

1. Each SGS will have defined and agreed criteria with their 

ED, AMU and Community that determines whether a Patient 

should be referred to the Specialist Geriatric Team (SGT). 

2. Once  referred, decisions about  the  appropriate  SGS  to 

meet the patient’s needs will be made by a senior professional 

to a specified timeframe. 

 

 

Comprehensive Geriatric 
Assessment 

All  identified  older  frail  patients  to  have  a  timely  CGA 

performed and documented in their permanent health record 

that is accessible to both the primary and secondary care teams. 

 

 

Specialist Geriatric 
Ward 

Each hospital receiving acutely ill older adults must have a 

dedicated Specialist Geriatric Ward with appropriate staffing levels 

and a designated MDT. 
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Inpatient Rehabilitation 

 
Each hospital has access to onsite and off-site rehabilitation beds 

and delivers a structured rehabilitation programme for older 

people.  
 

 
Discharge Planning 

A   systematic   approach   to   discharge   planning   will   be 

facilitated by admission of the frail older person into  an SGW 

with an SGT. Each hospital to have an SGT, with clear 

responsibility and processes for CGA, integrated discharge 

planning, and communication with the  patient and 

professionals in other care settings. 

Special Geriatric Services 
Outpatient and Rapid 
Access Clinic 

Each   SGS   will   provide   an   outpatient   service   which 

encompasses subspecialty clinics with rapid access slots for 

urgent referrals. 

Day Hospital on the 
Acute Site 

Each hospital receiving acutely ill older adults must have an 

onsite  day  hospital  capable  of meeting  the  needs  of  the 

catchment area population. 
 

 

Outreach to Long Term 
Residential Care Facilities 

Each  SGS  will  provide  an  Outreach  Service,  prioritising 

patients in long term care referred by the GP or Medical 

Officer. The Outreach Service will also liaise with psychiatry for 

older persons, and support training and  education  of 

community based staff. 

 
Working with 
Community Based 
Services 

The establishment of SGTs in acute hospitals will facilitate 

communication with GPs and PCTs. A single access point will be 

established to support referral. Outcome of hospital assessment  

and  care  will  be  communicated  in  a  timely manner to the 

referral source. 
 

Pathway Enablers 
The interRAI single assessment tool should be available to 

primary and secondary care services to facilitate care of all 

identified frail older adults 

 

 

Population Growth of Older People in Ireland 

 
It is important to understand demographic trends when estimating the need for health services. The 

Department of Health (Health in Ireland, Key Trends December 2015) has highlighted that the over- 

65s are increasing at a faster rate in Ireland compared to most other EU countries. 
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There has been a substantial decrease in death rates in Irish men and women in recent decades with 

corresponding increases in life expectancy. This mainly reflects reductions in death rates from heart 

disease and stroke but there have also been decreases in death rates from malignancies, respiratory 

disease and from injuries including transport-related deaths. The decrease in mortality has been 

associated with a large increase in the prevalence of chronic conditions such as heart disease, stroke 

and pulmonary disease. Lifestyle factors including unhealthy eating, inactivity, tobacco and alcohol 

consumption contribute to these conditions, as well as to the increasing prevalence of obesity and 

diabetes. 
 

 

Other factors which have contributed to the increasing population include: 

 The post-war ‘baby boomers’ who are now entering their seventies 

 Reduced emigration from the 1960s onwards 

 Increased immigration from the 1960s onwards: 

o Returning emigrants, their spouses and children 

o Business related with economic expansion 

o Lifestyle related to rural locations 
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Migration patterns within the British Isles as well as from other EU countries were reflected in the 

2011 Census when 767 000 people resident in Ireland were born abroad: 212 000 in England and 

Wales, 115 000 in Poland and 58 000 in Northern Ireland. 
 

 

Internal migration patterns are also relevant. In Dublin the people who moved as children from city 

centre slums and tenements in the 1930s to 1950s are now ageing in suburban locations. Young 

people moved from rural areas for employment purposes, in particular to North Dublin but also to 

Cork and other cities. 
 

 

In summary, decreasing death rates as well as past fertility and migration patterns explain the 

increase in the number of older people in Ireland. Internal migration patterns mean that  the increase 

in older people is largest in metropolitan areas. The increase in life expectancy has been associated 

with an increase in the prevalence of chronic conditions, with associated needs for health services. 
 

Specialist Geriatric Services Model of Care Part 1: Acute Service Provision (2012) 

The NCPOP Specialist Geriatric Service (SGS) model of care (HSE & RCPI 2012) document outlines 

high quality care of the older person in the acute hospital setting. The model of care describes the 

structures and patient management for the acute inpatient, acute rehabilitation, day hospital, 

outreach and ambulatory services provided by Specialist Geriatric Services/Teams which are acute 

hospital based. 
 

 

The core components of the Specialist Geriatric Service includes specialist inpatient wards, on-site 

and off-site rehabilitation units and rapid access day hospital services, all of which are integrated 

with mental health, community and primary care services for older people. The key to delivery of the 

highest standard of care for older people in the acute setting is through a well-functioning multi- 

disciplinary team. 
 

 
 

Benefits to Implementing the Model of Care: 

 

 Patient outcomes and independence would be optimised 

 Older People would have access to alternatives to care other than acute hospital 

admission 

 There would be a shift of care to the community, reserving acute beds for 

patients who require specialist inpatient care 

 There would be clear defined pathways in hospitals with minimum lengths of stay 

 Across all the care settings, multi-disciplinary staff would have: 

o Appropriate undergraduate education to enable them to take care of older people 

o Access to decision support tools to assist them in decision making 
 

o They would collaborate on Comprehensive Geriatric Assessment (CGA) & optimise 

patient outcomes and independence 
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 Better patient outcomes including: 

o More patients discharged home 

o Reduced dependency 

 Overall reduction in the acute inpatient bed days through the following: 

o Early identification of “frail older people” in the ED and AMU 

o Reduction in inpatient average length of stay 

o Reduction in delayed discharges 

o Reduced admission rates 

 
Critical Factors Affecting Implementation: 

 

 National   policies   which  support   healthy   ageing,  including   sheltered   housing,   mixed 

communities, support for carers 

 Analysis for service planning: demographic trends, especially increasing numbers of frail 

older people; social factors such as living alone, isolated area, carers 

 Measurable quality standards for all components of the service 

 Management and service structures to provide coordinated multidisciplinary care 

 Adequate resources – services and staffing – across care settings 

 Access to services - clear pathways of referral as well as the capacity to respond quickly and 

appropriately to care needs; physical access to service settings 

 Continuing education, training and development for all grades of staff 

 Accurate and accessible data collection to monitor service delivery and outcomes, and plan 

service improvements 
 
 

Proposed Model of Integrated Care for Older People 

The NCPOP is working closely with the Integrated Care Programme for Older Persons (ICPOP). The 

ICPOP will be making a separate submission to the Committee. 
 

 

The Programme for Government Policy in recognition of increasing demographics (Working to make 

our older years better, P 84) outlines an integrated policy framework that seeks to address the social 

determinants of health through investment in transport, housing, finance (pension), reducing 

isolation, seven day services such as increased home help, and harnessing technology. This is 

consistent with priorities set out by the Secretary General (DOH, May 24th) in outlining how older 

persons are central to policy changes that simultaneously address ageing and the high prevalence of 

chronic disease and multimorbidity as policy priorities. 
 

 

The move towards an integrated model of older person’s care across the continuum is in progress. 

Local and international evidence shows that providing services which address the specific needs of
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older people with complex requirements has positive dividends for the person and the system, 

reducing acute hospital use, length of stay and enabling the older person to continue living at home. It 

also includes important links to mental health services for older people which form a key support in 

managing the needs of older people in the community and form a key component of an integrated 

model of care. 
 

 

The ICPOP 10-step Framework for Older People (HSE, 2015) is designed to provide a conceptual map of 

integrated care. This map includes overarching functions required for integration, such as governance 

as well as enablers of integrated care, for example, ICT and MDT working. The framework also helps 

to illustrate the breadth of integrated care. This includes the need to have a population-based 

approach to planning as well as bespoke, evidence-based clinical pathways. This involves not only 

the development of high quality community and primary care services specific to older people but 

equally importantly, seamless integration with secondary services, underpinned by a culture of disease 

prevention, and promotion of  health and wellbeing. At  the centre of the framework is the 

fundamental need to support older persons to live well. 
 

 

The NCPOP and ICPOP are working in partnership with local providers, user and carer representatives, 

system enablers (finance, ICT) and policy makers (DOH) to deploy and test the 

10- step Integrated Framework for Older People to integrate care which puts at its core the need to 

support older persons to live well. The ultimate goal is to facilitate the older person to lead an 

independent life, with dignity and at home. 
 
 
 

Examples of Best Practice - Acute Frailty Pathways 

The development of an acute frailty pathway is a key component of the NCPOP model of care (HSE 

2012) and ICPOP framework (HSE 2016). In 2016, funding was provided to 7 CHO/Acute Hospital 

areas to progress an integrated care framework that includes the development of care pathways 

(including frailty pathways) that are attuned to the discrete needs of older persons. Sites included in 

this allocation such as Sligo University Hospital have begun gathering data and early indications are 

that changes in practice are increasing discharge rate, thus creating capacity when required. 
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In 2017 the ICPOP/NCPOP seeks to incrementally build multidisciplinary teams nationally (to 12) in 

order to support areas that show significant early promise in providing timely access to expert care to 

older persons. This would include examples such as improved care process in St James’s Hospital (Med 

El average length of stay, ALoS) where a 2 year initiative yielded significant reduction in Bed Days 

(22,000), consults (50%), long term care placements and reductions in ALoS. 
 
 
 
 

 
 

 

A further example of age attuned services includes the Frailty Intervention Therapy Team (FITT) in 

Beaumont Hospital. Whilst this team is relatively new, the following data (8/12) shows promising 

signs of impact on PET times for older persons in ED. 
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Conclusion & Key Message 

 The ageing population is testament in part to improved healthcare in 

Ireland and is to be welcomed. 

 Evidence based models, specifically the Acute Model of Care (NCPOP, 2012) and 

Mental 

Health Model of Care (NCPOP, due to be published in 2016) describe key 

components of care journeys for older people. 

 A policy context that includes and goes beyond health care is critical for enabling 

older 

people to live well in their own homes and communities. 

 The implementation of reform within health and social care systems should 
recognise the needs of older people (particularly those with multiple 
conditions) as unique, requiring a broad multiagency approach. 

 Systems that are designed for older people should be in place across the care journey 

and 

should recognise and meet their complex healthcare needs. This includes new roles 

and ways of working. 
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National Clinical Programme for Paediatric Diabetes 
 

The incidence of Type 1 (insulin dependent) diabetes mellitus (T1DM) is increasing year on 
year with a worldwide average annual increase of 2.8% per year and the greatest increase in 
children under five years of age (4%) (2015).Paediatric diabetes is essentially a hospital-
based service where children, adolescents and their families are taught complex self-care 
skills with ongoing long term support at home and in school.  Unique to this condition is the 
existence of a laboratory test (the HbA1c) which reflects the quality of diabetes care 
delivered. Excellent diabetes control is reflected by a HbA1c <7% (53 mmol/mol) and 
correlates with excellent outcomes and reduced risk of diabetes related complications.  

The quality of paediatric diabetes care is not systematically audited in the Republic of Ireland 
but is behind benchmark nations such as Germany. Factors known to influence outcomes for 
patients include how care is organised, the composition, training and staffing of the 
multidisciplinary team (MDT), access to pump technology and ongoing audit. As part of the 
clinical care programmes, a national Paediatric Diabetes Model of Care was developed 
(2015) after consultation with parent support groups and health care professionals to provide 
a template for improved service delivery. This model of care was developed supporting the 
Review of Paediatric and Neonatal Services and Framework for Future Development (HSE – 
Clinical Strategy and Programmes Directorate and Royal College of Physicians of Ireland, 
2013) that children and their families deserve access to the highest standard of care as 
close as possible to home.  

 The price of poor care is very high for the individual patient, susceptibility to poor health 
outcomes (blindness, kidney failure, amputations) and financial dependency because of 
inability to work; and for society, the costs of managing diabetes related complications 
(dialysis, transplants, amputations) and disability supports. Of the annual Irish health budget 
of 1.35 billion in 2010, 800 million was spent on managing diabetes, the vast majority on 
treating complications. A modest investment of 5.5 million now, would allow full 
implementation of the recommendations of this MOC  and would reduce the huge burden of 
diabetes and future diabetes related complications for the affected child and family and 
society.   

The agreed national Model of Care for Paediatric Diabetes puts the patient and family at the 
centre of the process. Requirements to implement this model include: 

 MDT Staffing :  Increases in medical, diabetes nursing, dietetic, and health and social 
care professional staffing in line with international norms to allow each child, 
adolescent and family to access a trained multidisciplinary team in a regionalised 
model: 

o Implementing national standards of care (frequency of appointments, 
frequency of Hba1c checks, co-morbidity screening, support on sick days) 

o Allowing timely access to appropriate technologies including insulin pumps 
o Contributing data to national audit 

 Infrastructure: Data management and IT resources are urgently required to 
accurately track clinical activity, audit outcomes and facilitate electronic interface 
capability. 

 Environment: Adequate clinical space is required to deliver inpatient tertiary diabetes 
services and ambulatory ongoing care at the new children’s hospital and the 
integrated regional centres. 

 Academic: multidisciplinary postgraduate training in endocrinology in Ireland is 
required to attract and retain the high calibre staff required to deliver the MOC.  
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Background 

Type 1 Diabetes Mellitus (T1DM) is a lifelong condition which usually presents in childhood. 
The condition is characterised by the autoimmune-mediated destruction of the pancreatic 
beta cells, leading to a requirement for the lifelong provision of exogenous insulin, either as 
multiple daily injections or subcutaneous infusion via insulin pump. Ireland is an area of high 
incidence of childhood T1DM (27.5/100,000/year), and data from the Irish National 
Childhood Diabetes Register recently reported that the incidence of T1DM is rising by 5% 
per annum (Roche, 2014). 

Optimal glycaemic (blood glucose) control is the key to reducing associated morbidities (the 
Diabetes Control and Complications Trial Research Group, 1993, 1994). All children with 
T1DM and their families require intensive education in order to acquire the necessary skills 
for appropriate self-care. Glycosylated haemoglobin (HbA1c), a critical indicator of diabetes 
control should be measured every 12 weeks and maintained < 7.0% (53 mmol/mol) 
(American Diabetes Association 2016). Diabetes care provided by a multi-disciplinary team 
(MDT) results in fewer days in hospital, a higher level of participation in diabetes self‐care 

practices, decreased re‐admission rates, lower glycated haemoglobin (HbA1c) levels and 
delayed development of complications (Levetan et al., 1995; Zgibor et al., 2002).Short-term 
complications of T1DM include hypoglycaemia (low blood glucose level) (Cox et al., 1993) 
which when severe, may be associated with seizure, coma and, rarely, death. Fear of severe 
hypoglycaemia can significantly affect quality of life (Barnard et al., 2010; Johnson et al., 
2013a, Hawkes, McDarby and Cody, 2014). Long-term complications include retinopathy 
(damage to eyes), nephropathy (damage to kidneys) and cardiovascular disease, all of 
which are reduced with improved diabetes management and control (Donaghue et al., 2009; 
Nathan et al., 2005; The Diabetes Control and Complications Trial Research Group, 1993, 
1994). The importance of sustained optimal glycaemic control is increasingly appreciated 
(Thomas, 2014). This is especially important in diabetes in childhood and adolescents who 
require intensive resource-dependent MDT support. Poor diabetes control is an extremely 
important modifiable driver of costs associated with managing T1DM long term (Bachle et 
al., 2013).  

Evolving diabetes technology provides opportunities to improve glycaemic control and 
quality of life. Continuous subcutaneous insulin infusion (CSII or ‘pump therapy’) is 
increasingly used in the paediatric T1DM population (Johnson et al., 2013b; Shalitin and 
Phillip, 2008). Practically, CSII offers improved flexibility and may improve quality of life 
(Phillip et al., 2007; Shalitin and Phillip, 2008). Improvements in glycaemic control are noted 
following transition to CSII (Churchill, Ruppe, and Smaldone, 2009), with a similar frequency 
of hypoglycaemia (Danne et al., 2008; Jeitler et al., 2008). However, intensive education 
(accurate carbohydrate counting, technical skills and problem-solving) (Enander et al., 2012; 
Mehta et al., 2009) is required by the Diabetes MDT to successfully manage CSII 
(Jayasekara, Munn and Lockwood, 2011). Providing this intensive education and ongoing 
support with current staffing levels in Ireland is not possible, leading to pump initiation 
waiting lists for children for whom this treatment would represent optimal medical care and 
outcomes. This needs to be addressed if Ireland is to provide a standard of paediatric 
diabetes care that is comparable with the best centres worldwide.  

High-quality diabetes care is complex, and requires intensive consultant and multidisciplinary 
delivered care. Accurate Irish outcome data is lacking but is likely similar to the UK 2010 
data (Royal College of Paediatrics and Child Health 2012), and much poorer than in other 
EU countries, such as Germany, where MDTs are well resourced. Service deficits were 
recognised in the UK and major changes have been implemented in the process of 
paediatric diabetes care across the UK. This required significant investment from the 
National Health Service (NHS) and is already showing significant benefit for patients 
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(Kershaw 2014, Royal College of Paediatrics and Child Health 2012). Investment in staff and 
information communication technology (ICT) infrastructure is urgently required in Ireland to 
provide the required standard of care for children, adolescents and their families to improve 
outcomes.  

The Medical Journey of the Child with Diabetes 

Diagnosis 

Classic symptoms of T1DM at diagnosis include increased thirst and urination. Most patients 
will have presented to their GP prior to diagnosis, and symptom recognition is key to early 
diagnosis with delay in diagnosis increasing the risk of the serious acute complication 
diabetic ketoacidosis.  

Following diagnosis, intensive education is provided by a MDT that includes physicians 
trained in diabetes care, diabetes nurses, dietitians, social workers and, ideally, 
psychologists. Key outcomes of this early education include skills relevant to diabetes self-
care, management of high and low blood glucoses, insulin dose adjustment, carbohydrate 
counting, return to normal routine, sports and school, and emergency contacts (Swift, 2009). 
The provision of structured education is resource intensive, but central to the early 
empowerment of parents in caring for their child with diabetes. Daily contact with the 
diabetes team and frequent early follow-up is required in the initial phase post diagnosis.  

Chronic Management 

This initial resource-intensive phase post diagnosis transitions to ongoing outpatient 
management aimed at optimising glycaemic control and quality of life. International 
recommendations are that children with T1DM should be seen every three to four months, 
but in a manner that is minimally disruptive to the patient. Clinic attendance ensures that 
diabetes care is closely monitored, is tailored to the patient’s needs, and that timely 
screening for associated co-morbidities and complications is performed. Other aspects of the 
patient’s care include management of psychosocial aspects of chronic illness, of growth and 
puberty, and of adolescent health issues (driving, contraception, alcohol and smoking). 
Children and young people with poor control and high HbA1C levels consistently above 
9.5% (80 mmol/mol) require additional support from their diabetes care teams to help them 
improve their glycaemic control, because they are at increased risk of developing diabetic 
ketoacidosis and long-term complications (National Institute for Health and Care Excellence 
(NICE), 2004). 

The ability to provide care specific to children’s developmental and educational stage is 
central to the provision of holistic and targeted specialised care. Extremely young children 
present challenges in hypoglycaemia unawareness, erratic carbohydrate intake and 
increased insulin sensitivity. School performance in older children can be affected by 
diabetes care (Blasetti et al., 2011; Gonder-Frederick et al., 2009), and parental fear of 
hypoglycaemia can be highest in this group (Hawkes et al., 2014). Poor compliance and 
intentional dose manipulation in adolescents are well-described challenges (Rausch et al., 
2012; Schober et al., 2011).  

Transition to Adult Care 

Compromised compliance with medical care during transition between paediatric and adult 
services is well recognised in T1DM. Between 11% and 25% of patients do not follow up 
with adult services, and complications in young adults with diabetes, such as worsening 
glycaemic control, and hospitalisations with DKA are common (Pacaud et al., 1996; Pacaud 
and Yale, 2005; Pacaud et al., 2005). Young women with poor diabetes control who have 
unplanned pregnancies have greatly increased risks of congenital malformations and 
stillbirths (Jensen et al., 2004) and this risk is very significantly reduced by tight diabetes 
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control. This highlights the importance of ensuring that a structure is in place to transfer care 
to adult services from the paediatric team who have built a strong relationship with the 
adolescent and family over time. In this area of patient care, it is essential that adult and 
paediatric endocrinologists work closely together to develop models of transitional care that 
include overlapping of care with joint clinics for all adolescents with diabetes. 
Recommendations for the transition between the paediatric and adult diabetes services are 
described in ‘Transition from paediatric to young adult diabetes’.  

Current Practice and Outcomes for Children with Type 1 Diabetes in Ireland  

A recent national audit identified major deficiencies in diabetes services for children and 
adolescents in the Ireland (Hawkes and Murphy, 2014). In 2012, 287 children and 
adolescents were diagnosed in 17 centres providing care for a total of 2,632 patients. Based 
on these figures, it is estimated that 17 new patients are diagnosed each year for every 150 
established patients in the population. Currently, ambulatory paediatric diabetes care is 
provided in 19 centres in the Ireland. This audit highlighted discrepancies in MDT resourcing, 
inequitable access to paediatric diabetes dietitians, specialist nursing and specialist 
consultant expertise, intervals between outpatients department (OPD) appointments, access 
to insulin pump technology, screening for complications/comorbidities, rates of DKA and 
severe hypoglycaemia, timing of transition to diabetes adult services and overall glycaemic 
control. Self-reported mean HbA1c levels nationally were well above accepted international 
targets. Of note, centres with consultants trained specifically in paediatric diabetes and 
endocrinology had significantly better outcomes. The centre-based variability in resources 
and clinical outcomes identified by this audit provides a strong argument for rationalisation 
and regionalisation of paediatric diabetes care nationally, with inbuilt standards of care and 
quality assurance. Recent data from one centre, where  investment in dedicated paediatric 
diabetic MDT members (consultants, dedicated dietitian and diabetes nurse specialists) was 
made, have demonstrated a significant impact on the mean HbA1c and rates of admissions 
with DKA.  
 

Recommendations 

10 Year Strategy for Paediatric Diabetes 

A detailed model of care for all children with type 1 diabetes in Ireland has been developed 
along with a specific model of care for the provision of continuous subcutaneous insulin 
infusion for the treatment of T1DM in the under-five age group. The latter was developed to 
address the recognised challenges in managing diabetes in toddlers. These documents 
provide a road map for diabetes for the next 10 years and detail the systems, structures and 
staff required to provide an effective paediatric diabetic service 

Why fund diabetes 

A significant portion of the Irish health budget is already spent on treating people with 
diabetes. This equated to 1.35 billion euro in 2010. Most of this spend (806 million euro) is 
used treating diabetes related complications annually. The focus of Programme for 
Government 2016 has moved to illness prevention and health promotion. This should begin 
with children. A modest investment of 5.5 million euro (0.4% of current annual health spend 
on diabetes) would fund the full implementation of the agreed Paediatric Diabetes Model of 
Care.  Investing now in paediatric diabetes services is critical to improving long term 
outcomes and will prevent huge future costs. Each 1% reduction in HbAic reduces diabetes 
related complications. An early aggressive intervention (before complications) yields greatest 
benefit for the investment. This approach supports and empowers patients and families in 
self- care resulting in good glycaemic control. Technology is evolving rapidly. Because of 
chronic staff shortages, the technology agenda is currently commercially driven rather than 
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patient centred. Appropriately staffed and trained multidisciplinary teams will facilitate patient 
selection for the most appropriate treatment regimen.   

  
Infrastructural Recommendations 

Regionalisation of Specialised Care 

International best practice recommends that diabetes care is provided by a MDT with 
appropriate training in clinical, educational, dietetic, lifestyle, and mental health aspects of 
diabetes management in children (Nice, 2004). The Diabetes Expert Advisory group (HSE – 
Diabetes Expert Advisory Group, 2008) recommended the development of regional MDTs, 
each serving a minimum of 150 patients with T1DM in order to maintain the required 
standards and expertise, and to justify the employment of appropriately trained team 
members. All children and adolescents with T1DM should receive at least four outpatient 
appointments each year. This should be more frequent for younger children and those with 
poor control (Pihoker et al., 2009). International recommendations suggest a caseload per 
diabetes nurse specialist of between 70 and 100 patients (Paediatric Diabetes Special 
Interest Group, 1993) and access to a dietitian at each diabetes clinic (British Diabetic 
Association, 1995). In order to provide appropriate levels of care at appropriately equipped 
centres, three different levels of care are proposed. In keeping with the Review of Paediatric 
and Neonatal Services and Framework for Future Development (HSE – Clinical Strategy and 
Programmes Directorate and Royal College of Physicians of Ireland, 2013), children and 
their families deserve access to the highest standard of care as close as possible to home. 
Current variation in standards of diabetes care has resulted in inequity of access to trained 
MDTs and insulin pump technology throughout Ireland. Recent investment in services in 
Limerick, Drogheda and Galway and the Northwest is welcome. All hospitals providing acute 
paediatric care have staff trained in the acute care of newly diagnosed diabetes, and will 
treat DKA in line with international guidelines. Children whose diabetes is diagnosed in Level 
1 hospitals that do not have access to a paediatrician with postgraduate specialist 
endocrinology training will be referred to their nearest diabetes MDT once they have been 
stabilised in accordance with locally agreed guidelines to allow them access to the full range 
of available therapies. Children with known T1DM and mild intercurrent illness may be 
managed in their local hospital in conjunction with their local diabetes MDT, as appropriate. 

Table 1: Levels of care 

Care description Conditions managed Required resources 

Level 1  

General paediatrics 

only 

Acute care of children with diabetes who present 

with new diagnosis or intercurrent illness  

General paediatrician. 

Current outpatient diabetes 

workload to be coordinated with 

regional MDT. 

Level 2 

Endocrinology 

(Regional Endocrine 

and Specialised 

Diabetes (IPU) 

service) 

Conditions that require input from a paediatrician 

with subspecialty training in paediatric 

endocrinology and diabetes. 

Safe endocrine testing appropriate to the facilities 

and staffing available.  

 

Consultant paediatrician with 

subspecialty training in diabetes 

and endocrinology (supported by 

full diabetes MDT for > 150 

children with diabetes) and 

regional endocrinology service. 
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Level 3 

Endocrinology 

(tertiary service) 

 

 

National service for rare, complex diabetes and 

endocrine disorders.  

 

Consultant paediatric 

endocrinologists supported by full 

diabetes and endocrinology MDT in 

each centre. 

 

Table 2: Current staffing and Gap analysis for hospital groups 

Staff Category Current 

(WTE) 

Proposed 

(WTE) 

Gap 

(WTE) 

Salary  

€ 

Cost 

 € 

National Level 3 

Tertiary            

Consultant  3.2 8.8 5.6        175,000         980,000.00  

SpR 2 3 1                     -                           -    

Administration 3.8 8.8 5            35,354       176,770.00  

DNS 7.6 17.6 10            50,874       508,740.00  

Endo CNS 4.7 8.8 4.1            50,874         208,583.40  

Dietitians 2.3 8.8 6.5 43293  €      281,404.50  

Psychologist 2.5 6 3.5 65000  €      227,500.00  

Social worker 1 4.5 3.5 41767  €      146,184.50  

South/Southwest           

Consultant  2 3 1 

          

175,000        175,000.00  

SpR 0.25 1 0.75                      -                            -    

Administration 1 3 2          35,354          70,708.00  

DNS 2.8 6 3.2            50,874        162,796.80  

Endo CNS 0.5 2 1.5            50,874         76,311.00  

Dietitians 1 3 2 43293          86,586.00  

Psychologist 0 2 2 65000      130,000.00  
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Staff Category Current 

(WTE) 

Proposed 

(WTE) 

Gap 

(WTE) 

Salary  

€ 

Cost 

 € 

Social worker 0 2 2 41767          83,534.00  

Southeast           

Consultant  0.3 1.35 1.05 

 €          

175,000   €      183,750.00  

Administration 0 1.35 1.35  €        35,354   €         47,727.90  

PDNS 1 2.7 1.7           50,874         86,485.80  

Endo CNS 0 0.67 0.67 

            

50,874        34,085.58 

Dietitians 0.2 1.35 1.15 43293         49,786.95  

Psychologist 0 0.67 0.67 65000          43,550.00  

Social worker 0 0.67 0.67 41767       27,983.89  

Northeast           

Consultant  1 1.14 0.14          175,000         24,500.00  

Administration 1 1.14 0.14            35,354            4,949.56  

DNS 1.4 2.28 0.88           50,874          44,769.12  

Endo CNS 0 0.57 0.57            50,874          28,998.18  

Dietitians 0.8 1.14 0.34 43293         14,719.62  

Psychologist 0.1 0.57 0.47 65000          30,550.00  

Social worker 0 0.57 0.57 41767       23,807.19  

Mid-west           

Consultant  0.5 1.23 0.73         175,000      127,750.00  

Administration 0 1.23 1.23        35,354       43,485.42  

DNS 2.5 2.5 0            50,874                       -    

Endo CNS 0 0.61 0.61          50,874        31,033.14  

Dietitians 0.75 1.23 0.48 43293       20,780.64  
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Staff Category Current 

(WTE) 

Proposed 

(WTE) 

Gap 

(WTE) 

Salary  

€ 

Cost 

 € 

Psychologist 0 0.61 0.61 65000          39,650.00  

Social worker 0 0.61 0.61 41767         25,477.87  

West           

Consultant  0 1.85 1.85        175,000      323,750.00  

Administration 0 1.85 1.85           35,354         65,404.90  

DNS 0 3.69 3.69           50,874        187,725.06  

Endo CNS 0 0.92 0.92            50,874          46,804.08  

Dietitians 0 1.85 1.85 43293        80,092.05  

Psychologist 0 0.92 0.92 65000           59,800.00  

Social worker 0 0.92 0.92 41767           38,425.64  

Northwest           

Consultant  1 1.33 0.33 

          

175,000           57,750.00  

Administration 0 1.33 1.33           35,354          47,020.82  

PDNS 0.5 3 2.5           50,874     127,185.00  

Endo CNS 0 0.67 0.67           50,874            34,085.58  

Dietitians 0.2 1.5 1.3 43293        56,280.90  

Psychologist 0 0.67 0.67 65000           43,550.00  

Social worker 0 0.67 0.67 41767           27,983.89  

 Total   €   5,443,816.98  
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Key priorities for Patient-centred high quality service 

 MDT Staffing :  Increases in medical, diabetes nursing, dietetic, and health and 
social care professional staffing in line with international norms to allow each child, 
adolescent and family to access a trained multidisciplinary team in a regionalised 
model: 

o Implementing national standards of care (frequency of appointments, 
frequency of Hba1c checks, co-morbidity screening, support on sick days) 

o Allowing timely access to appropriate technologies including insulin pumps 
o Contributing data to national audit for benchmarking 

 

 Infrastructure: Data management and IT resources are urgently required to 
accurately track clinical activity, audit outcomes and facilitate electronic interface 
capability. 

 Environment: Adequate clinical space is required to deliver inpatient tertiary diabetic 
services and ambulatory ongoing care at the new children’s hospital and the 
integrated regional centres. 

 Academic: multidisciplinary postgraduate training in endocrinology in Ireland is 
required to attract and retain the high calibre staff required to deliver the MOC.  

 

Key challenges 

 Funding for the Paediatric Diabetic Model of Care 

 Recruiting/retaining  the MDT staff required  (requires forward planning and training 
and assurances of funded services) 

 Implementing a National IT platform for paediatric diabetes to allow ongoing audit 
and benchmarking 
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National Clinical Programme in Palliative Care 
 

 Palliative care is focused on providing patients with relief from the symptoms, pain and stress of 

a serious illness- whatever the diagnosis. The goal is to improve quality of life for both the 

patient and the family. Palliative care is appropriate at any age and at any stage in a serious 

illness, and can be provided together with curative treatment. 

 Palliative care is considered by the World Health Organisation to be an essential component of 

universal health coverage. 

 Health care reform debates frequently highlight highly concentrated health care costs among a 

small proportion of the population and promote policy proposals to identify this “high-cost” 

group and significantly reduce its costs. 

 The populations of people at the end of life and those with chronic conditions are recognized as 

representing 51% of the “high-cost” group.  

 Palliative care has a key role to play in health system reform as it offers a way to help re-tool the 

system to meet the challenges experienced by these populations while improving quality of care 

provision. 

 In reality, universal health coverage is achieved incrementally and over long periods.  

 Palliative care offers a critical ‘early win’ pathway to furthering the development of a single tier 

heath service as services are already provided on the basis of universal access according to need.  

 Palliative care services in Ireland are internationally recognized as being of an advanced stage of 

maturity and to be of high quality meaning that we have a solid base that will reward 

investment.  

 While deficits in service provision remain, the HSE has produced a document (Palliative Care 

Service, Three-Year Development Framework, 2016-2018) that has been submitted to the 

Department of Health for consideration. The document provides a measurable roadmap to 

future development of services. Importantly, it offers a realistic pathway to transformative 

whole-system change when the reach and impact of palliative care on chronic disease 

management is considered. 

 Palliative care also has much to offer in supporting the re-orientation of our current model of 

healthcare towards a model of integrated care provision.  

 Palliative care provision in Ireland already demonstrates many of the features of virtual macro-

level integration.  

 Lack of effective deployment of digital technology in palliative care means that there are gaps in  

health data and information management capacity and this remains a key barrier to fully 

actualized integrated care provision.  

 Specialist palliative care services currently receive funds on the basis of block grant allocations.  

 The transaction costs, administrative and data requirements for block grant funding models are 

minimal. As a result, there are significant deficits in the information collection, infrastructural 

and administrative processes required to develop more sophisticated funding models. 

 Consequently, any alternative funding model for palliative care should be developed in phases 

over time. Preparatory work should include engagement with key stakeholders with a particular 

focus on clinicians; establishment of a pricing framework; work focused on improving the 

timeliness and quality of data collection; introduction of a new business intelligence system; 

detailed analysis of provider preparedness; and investing in both staffing and ICT resources. 
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Submission 

Palliative care as a key priority for inclusion in a ten-year plan: 

Palliative care is a vital intervention to relieve the suffering of people living with, and dying from, 

life-limiting conditions. It is fundamental to health and human dignity and many consider it to be a 

basic human right. 1 The United Nations Committee on Economic, Social and Cultural Rights asserted 

that “States are under the obligation to respect the right to health by, inter alia, refraining from 

denying or limiting equal access for all persons . . . to preventive, curative and palliative health 

services.“ 2 The World Health Organization defines Universal Health Coverage as ensuring that all 

people can use the promotive, preventive, curative, rehabilitative and palliative health services they 

need, which are of sufficient quality to be effective, while also ensuring that the use of these services 

does not expose the user to financial hardship. 3 The Report of the 67th World Health Assembly 

additionally addresses the strengthening of palliative care as a component of comprehensive care 

throughout the life course. 4  

Palliative care is focused on providing patients with relief from the symptoms, pain and stress of a 

serious illness- whatever the diagnosis. The goal is to improve quality of life for both the patient and 

the family. Palliative care is appropriate at any age and at any stage in a serious illness, and can be 

provided together with curative treatment. This integrated model of palliative care provision is 

broader than the original idea of ‘terminal’ or ‘end of life’ care but does still include end of life care. 

As Cicely Saunders, the founder of the modern hospice movement, stated ‘You matter because you 

are you, and you matter to the end of your life. We will do all we can not only to help you die 

peacefully, but also to live until you die’. 5 

As a result of Ireland’s ageing population, the annual number of deaths in Ireland is projected to rise 

from a current 30,000 per year to 34,000 per year by 2030. The majority of these individuals will die 

as a result of chronic disease and will have experienced a period of significant ill-health and palliative 

care need prior to death. In the international arena, particular attention in healthcare reform debate 

is focused on the fact that healthcare resource utilization and costs are concentrated on a small 

proportion of the population and policy proposals frequently identify and target these ‘high-cost’ 

groups. Analysis by Aldridge and Kelley 6 in the United States identifies the three main high-cost 

groups as:  

• Population at the end of life- individuals who have high health care costs because it is their last 

year of life (11%); 

• Population with persistently high costs- individuals who persistently generate high annual 

health care costs due to chronic conditions, functional limitations, or other conditions who are 

not in their last year of life and who live for many years, generating high health care expenses 

(40%); and 

• Population with a discrete high-cost event- individuals who experience a significant health 

event in one year but who return to normal health (49%). 

Palliative care has a key role to play in health system reform as it offers a way to help re-tool the 

system to meet the challenges experienced by the first two groups while improving quality of care 

provision. It does this by addressing the following issues: 
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 Palliative care relieves pain and other debilitating effects of life-limiting conditions and 

orientates care towards the individual patient and their family (as the unit of care) rather 

than towards a specific disease.  

 By responding in a holistic manner to the episodic nature of chronic illness, it helps patients 

and families live well - despite (and during) illness.  

 By increasing integration between hospital and community care settings, providing co-

ordination of care across professions and across agencies and providing care as close to 

home as possible, it assists in appropriate re-orientation of the health system.  

 By supporting communication, including consideration of prognosis and trajectory of illness, 

it promotes discussion of medically appropriate goals of treatment and development of 

advance care plans.  

 By including families in the focus of care provision, it supports informal care giving and 

improves carer well-being.  

It is generally acknowledged that for most countries, the achievement of a single tier health service 

where patients’ needs are comprehensively met in an integrated manner, remains a journey, rather 

than a destination. In reality, Universal Health Coverage is achieved incrementally and over relatively 

long periods. Hutchison, Abelson and Lavis noted in 2001 that in a policy environment constrained 

by policy legacies unfavorable to sweeping health system change, an incremental and pluralistic 

approach is the only feasible strategy for achieving health system reform. 7  

Acknowledging the contextual constraints of Irish healthcare reform, palliative care offers a critical 

pathway to advancing the development of a single tier heath service. This is because palliative care 

services have already been established on the basis of universal access according to need. Also, 

cover across the country has become more comprehensive in recent years despite the economic 

downturn. For example:  

 Twenty-three community palliative care teams offer universal access to specialist palliative 

care services in the patient’s home in all local health organisations across the country; 

 Hospital specialist palliative care teams offer universal access to specialist palliative care 

services across each hospital group;  

 Specialist palliative care beds are available in eight of the nine Community Healthcare 

Organisations. Gaps in service provision remain as bed numbers are currently inadequate to 

meet need, however planning is at an advanced stage to address these deficits in the period 

between 2016-2021.  

Deficits in service provision remain; for example, services are variably resourced and specialist 

palliative care beds remain significantly below those recommended in national policy. 8 However, 

the Three-Year Development Framework 2016-2018 (developed by the HSE and submitted to the 

Department of Health for consideration) provides a measureable guide to addressing identified  gaps 

across all service settings. With a clear roadmap available to us, including palliative care as a key 

priority in a ten-year strategy harnesses the achievements and momentum that have been observed 

to date. Importantly, it offers a realistic pathway to transformative whole-system change when the 

reach and impact of palliative care on chronic disease management is considered.  
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Palliative care as a method of supporting the re-orientation of our current model of healthcare 

towards a model based on integrated primary, secondary and community health care: 

As outlined in the Committee’s terms of reference, demographic and fiscal challenges necessitate 

fundamental re-shaping of the Irish healthcare system. Focusing on the development of an 

integrated healthcare system where people get the care they need, when they need it, in ways that 

are user friendly, achieve the desired results and provide value for money offers our best path 

forward to achieve our objective of a world-class health system. Different levels and forms of 

integrated care provision exist, and it is important to recognize that integrated care is not necessary 

for all forms of care. However, there is clear evidence that for older people, people with chronic 

disease and life-limiting conditions and for other populations with complex needs, integrated care 

models offer higher quality care, often at a lower cost than traditional models of care.  

Again, palliative care has much to offer in supporting the re-orientation of our current model of 

healthcare as palliative care provision in Ireland already demonstrates many of the features of 

virtual macro-level integration. A population-based approach informs the provision of an integrated 

model of palliative care in a manner that is analogous to the Kaiser Permanente triangle of 

population-based health needs. Following the diagnosis of a life-limiting condition, the population 

may be sub-divided into three groups: those with an ongoing illness but low/ intermediate levels of 

need; those with intermittent complex need; and those with persistent complex need. As yet, our 

estimates of the proportions of the population that correspond to each level of need are crude. 

However, it has been suggested that for patients with advanced cancer, 10% have low/ intermediate 

need; 70% have intermittent complex need and 20% have persistent high need. For those with 

advanced non-malignant disease, it has been suggested that 50% have low/ intermediate need; 30% 

have intermittent complex need and 10% have persistent high need. 9 

A stratified population-based approach informs the following service responses:  

1. Primary care with indirect support from the specialist palliative care team (which may take 

the form of staff support, education, involvement in guideline, policy and protocol 

development or engagement in community-based palliative care quality improvement 

projects).  

2. Assistive care management where specialist palliative care teams support the primary care 

team by directly engaging with patients to manage periods of increased need and then 

discharge the patient from the specialist palliative care service.  

3. Intensive case management and specialist palliative care provision which is horizontally 

integrated within organisations and vertically integrated across hospital, community and 

hospice settings.  

Clinical and normative integrative processes in palliative care are well advanced. This is of key 

importance as both are key to securing buy in for integrated care provision. Rosen et al 10 consider 

the three critical normative integrative processes as effective leadership, clear communications and 

high trust and specialist palliative care has built these relationships over years with primary care and 

acute hospital services. Clinical integrative processes that have been established include the fact that 

multidisciplinary teamwork is deemed central to palliative care provision; guidelines are increasingly 

used to promote best practice and reduce unwarranted variations in care; and a culture of clinician 
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leadership and clinician-management partnership has developed with the advent of the National 

Clinical Programme in Palliative Care.   

Informational integrative processes remain a key barrier however. Health information systems 

facilitate data management and effective tracking of utilization and outcomes. They also enhance 

communication capacity and information flow across integrated pathways. At present, the lack of 

effective deployment of digital technology in palliative care means that there are gaps in health data 

and information management capacity. In order to realise a fully integrated palliative care system, it 

is essential that this barrier is dealt with.  

Palliative care and choice of funding model: 

It is anticipated that the activity-based funding system that is being implemented in hospital systems 

will evolve to support integrated care across different settings, i.e. so that money can always follow 

the patient to the most appropriate care setting. However, careful consideration will need to be 

given to determining the most appropriate way in which money will follow the patient to the most 

appropriate care setting outside of the hospital.  

This is particularly relevant to palliative care, where the Diagnosis Related Group (DRG) system as 

currently structured (where diagnosis and procedures are the main determinants of payment) is not 

fit for purpose because it does not predict the cost of care. Additionally, it is important to note that 

while it is considered desirable to curb general hospital activity, quite different imperatives are at 

play in palliative care. Studies consistently show that many patients with palliative care needs are 

not referred to services. For those who are referred, the referral is often made late in the disease 

trajectory when the person is close to the end of life. 11 The possibility of using a funding system to 

incentivize palliative care consultations early in the course of illness represents an important whole 

system lever that therefore needs to be considered.  

Specialist palliative care services currently mainly receive funds on the basis of block grant 

allocations. The transaction costs, administrative and data requirements for block grant funding 

models are minimal. As a result, there are significant deficits in the information collection, 

infrastructural and administrative processes required to develop more sophisticated funding models. 

Moving from a block grant allocation model to an alternative funding model where money follows 

the patient would represent a radical change to the way that specialist palliative care services are 

currently funded and would be associated with potential risks to operational stability in service 

providers. Consequently, an alternative funding model programme should be developed in phases 

over time. Preparatory work should include engagement with key stakeholders with a particular 

focus on clinicians; establishment of a pricing framework; work focused on improving the timeliness 

and quality of data collection; introduction of a new business intelligence system; detailed analysis 

of provider preparedness; and investing in both staffing and ICT resources.  

The Palliative Care Programme is in the process of completing a report on palliative care funding that 

we hope will be of use to the HSE and Department of Health when considering funding reform.  The 

report reviews current funding mechanisms for generalist and specialist adult palliative care 

provision; details the current budgetary allocation for adult palliative care provision; establishes the 

current costs of adult specialist palliative care provision and draws learning points from international 

experiences of funding palliative care. At this point, therefore, we consider it premature to 
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recommend a particular funding model. Rather, we endorse the principle that payment systems 

should shift to rewarding high quality care that is person-centred. We note that palliative care spans 

disciplines, organisations and settings and particular care will need to be taken to ensure that it does 

not fall between the gaps of a fragmented funding system.  

Recommendations for action:  

1. Palliative care should be considered as a priority for inclusion in a ten-year strategy.  

2. Palliative care should be supported to realise its potential as a fully integrated service within 

the health system- key facilitators to achieving this goal are detailed in the Three Year 

Framework document.  

3. Developing electronic health record and clinical information systems.  
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National Clinical Programme in Pathology 

 

Laboratory tests play a key role in patient care, affecting 70% of clinical decisions and almost 

100% of patients each year. Both over-testing and under-testing are common and can 

present significant risks to patient care which affect patient safety and the quality of 

healthcare. Clinically inappropriate laboratory testing increases healthcare costs. The cost of 

the test itself is a minor contributor – the significant costs are incurred by the downstream 

actions taken on the basis of false positive results. In some cases, inappropriate testing may 

cause disease. Conversely, in other areas, investment in laboratory testing can improve 

patient outcomes. 

 
The National Clinical Programme in Pathology aims to support the development of a 
national network of clinically-led, accredited pathology laboratories, supporting patient care 
by assisting clinicians to utilise and interpret clinically appropriate tests. In addition to 
internationally recognised causes of over-testing, additional challenges in the Irish context 
include the lack of a unique healthcare identifier, limited IT connectivity and patient 
expectations/health literacy about laboratory testing. Key opportunities resulting from 
established projects include the development of the national medical Laboratory 
information system, and the development of a national laboratory medicine handbook. 
 
Important considerations for strategic development of healthcare include recognition of the 
value of high quality laboratory medicine. Dealing with the steadily increasing workload, 
specialised tests especially in the areas of molecular pathology, genetics and advanced 
technologies require new ways of working. The establishment of standardised, integrated 
networked laboratories using core laboratory automation and a focus on clinical 
effectiveness is essential. Scientific advances have particularly changed areas such as 
molecular pathology, genetics and immunology and planning and support is required to 
ensure patients reap the benefits of these developments. Local patient access to 
phlebotomy, and appropriate use of point of care testing, together with access to specialist 
advice are essential in an integrated model. Funding should be structured to promote good 
practice. 
 
Considerable work has been undertaken and the Ten Principles of Laboratory Modernisation 
agreed with key stakeholders. We recommend: 

 Continuation of the Laboratory Modernisation Project  

 Encourage clinical appropriateness in test utilization 

 Education of the public about the value of appropriate testing 

 Update and progress the Hub & Spoke model of delivery of more routine tests in line 
with hospital groups or updated administrative areas to target service quality and 
efficiency gains 

 Current state review of  laboratories, with optimisation of in-sourcing 

 Define tests to be provided on a national/supraregional basis and support required 

 Option appraisal in relation to community phlebotomy service 
 
Central Role of Pathology in Healthcare 
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Laboratory testing plays a role in 70% of diagnostic decisions, and UK data demonstrates 
that almost 100% of those with contact with the health service have laboratory tests 
performed each year. (1) Traditionally the focus of quality initiatives in pathology have 
centred on ensuring provision of the right result on the right patient at the right time. While 
clearly, timely and accurate measurement are vital for effective patient care, there is 
increasing recognition internationally of the clinical risk caused by both over-testing and 
under-testing. 
 
It has long been recognised that over-testing is a cause of waste in healthcare. (2) Over-
testing can be due to performing excessive tests when a patient first presents or retesting 
too frequently. Estimates of the frequency of over-testing vary depending on definitions. 
When a test is not considered necessary for diagnosis the reported  frequency of over-
testing is approximately 30%, however when a more restrictive definition of the test having 
the potential to cause harm, the rate falls to 12% (3) . An inappropriate test can cause harm if 
a false positive result is obtained, leading to unnecessary anxiety, inappropriate further 
investigations and procedures, potential misdiagnosis and delayed recognition of the true 
diagnosis. 
 
Additionally, a recent meta-analysis highlights significant under-testing, which may occur 
even more frequently than over-testing (3). Under-testing is the omission of or delay in 
performing a test which is essential in investigating the patients’ symptoms, and may occur 
in up to 40% of clinical encounters. Under-testing is associated with misdiagnosis, delayed 
diagnosis and increased length of stay. 
 
The cost of over-testing, and indeed under-testing greatly exceed the costs of the tests 
themselves. The true costs of clinically inappropriate testing include costs of consequent 
inappropriate procedures and treatments, increased length of stay and delay in reaching the 
true diagnosis. The clinical risks are significant with inappropriate testing or inappropriate 
interpretation of diagnostic tests being cited in one in eight healthcare related claims in the 
US (4). 
 
Inappropriate testing and actions taken on the basis of results can cause disease. For 
examples, inappropriate measurement of allergic antibody to a food which is eaten 
uneventfully (and therefore to which the person is not allergic), may demonstrate weakly 
positive results. These results demonstrate that the person is sensitised but tolerant to the 
food. However tolerance is maintained by ongoing exposure to the food. Removing this 
food from the diet either because of anxiety caused by the test result or inappropriate 
clinical advice may result in the development of clinical allergy.(5) 
 
Advances in laboratory medicine can contribute to improved patient outcomes. For example 
advances in technology coupled with extensive clinical validation have contributed to 
improved transplant survival for kidney, heart and lung transplant recipients in Ireland.(6,7)  It 
is essential that the model of care for pathology ensures that Irish patients benefit from 
diagnostic advances at the earliest possible opportunity. 
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The National Clinical Programme in Pathology aims to support the development of a 
national network of clinically-led, accredited pathology laboratories, supporting patient care 
by assisting clinicians to utilise and interpret clinically appropriate tests. 
 
The Irish Context 
 
Some factors leading to over-testing and under-testing are internationally recognised, and 
include: 

 Limited training in judicious use of diagnostic services at both undergraduate and 
post-graduate level 

 Difficulty in changing practice 

 Increased complexity of available diagnostic tests, making test selection in some 
settings difficult for the non-specialist 

 Medicolegal concerns if a test omitted 
 
However there are additional aspects of the Irish healthcare system which contribute to 
over-testing: 

 Lack of a unique healthcare identifier 

 Currently, limited IT connectivity, making it difficult to see tests performed in a 
different institution, or even by two different clinicians in the same institution 

 Inability of GPs to see results from tests performed while their patients were in-
patients, or seen in out-patient clinics 

 Patient expectations and requesting tests be performed even when not clinically 
indicated 

 
There are a number of current initiatives which will improve clinical appropriateness of 
testing. These include: 
 

 Development and roll-out of the national medical laboratory information system 
(MedLIS). This is a national IT solution which will serve all public hospitals and GPs. 
Tests will be requested electronically using an order communication system. This 
facilitates development of diagnosis related test profiles to support clinicians in 
choosing the appropriate tests. Interpretive comments can be added to test results 
to assist in the interpretation of specialist results. The system can be configured to 
discourage inappropriate retesting. 
 

 Development of the National Laboratory Medicine Handbook (see below). The first 
volume of this handbook has been published, with the second volume expected later 
this year. This handbook will build into a comprehensive suite of guidelines, which 
will assist clinicians in choosing tests, and provide authoritative advice on when 
testing is not indicated, or should not be repeated. It is envisaged that the handbook 
will be built into an electronic web-based resource, and has the potential for future 
App development. 

 
Strategy 
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A high quality pathology service offers considerable added value to a healthcare system. 
Involvement of laboratory consultants and scientists in testing protocols and pre-testing 
advice, as well as interpretive reporting and laboratory consultations will improve the 
clinical appropriateness of testing. Work to date has led to agreement that a national 
network of laboratories will facilitate delivery of the pathology service required. A focus on 
effectiveness, not just cost per test reduces the risk to patient safety resulting from 
inappropriate testing. 
 
Workload trends show an average 10% per annum increase, and capacity needs to be 
planned to ensure timely delivery of service. This will require investment in automation and 
an emphasis on demand management to reduce waste, duplication and inefficiencies. The 
MedLIS project is a key priority and opportunity for quality improvement, as this will enable 
all healthcare professionals involved in a patient’s care to see results from all facilities. The 
order communications of MedLIS can aid in implementation of guidelines by presenting 
logical test sets, as well as facilitating interpretive reporting to aid non-specialist requesters. 
 
Scientific advances have led to development in diagnostic tests, particularly in the areas of 
molecular pathology, genetics and immunology. Capacity to expand these specialised areas 
is required to ensure that Irish patients have timely access to these tests, as well as the 
associated clinical specialist advice, as required. 
 
Integrated Primary and Community Care  

Over 90% of pathology tests are blood tests, and access to phlebotomy services influences 
patient access. At present hospitals offer free phlebotomy and testing to community 
patients, as well as supplying GPs with the requisite syringes, needles etc to take blood in 
their practices and processing these samples. Patients are often required to pay for 
phlebotomy performed out of hospital. Development of community based phlebotomy 
centres, free at the point of access is essential to remove financial disincentives to testing, 
when appropriate. Provision of local facilities would increase patient convenience, reduce 
pressure on out-patient hospital phlebotomy and offer efficiencies in terms of transport 
logistics and stock control. 
 
Most testing will continue to be undertaken in hospital based laboratories. However Point 
of Care Testing (POCT) where appropriate, allows rapid access to diagnostic results. A 
national consultative group has developed guidelines and runs an annual study day to 
improve. Training and quality control of POCT is required to ensure results are as reliable as 
those generated in laboratories. 
 
Currently, hospitals provide testing of samples from the community, but funding is not 
related to activity. This has led to a variety of approaches around the country to control the 
growing costs associated with community testing, which is the fastest growing portion of 
workload in blood sciences laboratories. Limiting access to tests may produce systemic 
under-testing, with risks to patient care. Encouraging clinical appropriateness through 
guidelines, order communications guidance, and availability of laboratory specialists to 
advice both at protocol and individual patient level would facilitate effective use of 
laboratory services and prevent inappropriate referral. 
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Funding Model 
A funding model which rewards clinically appropriate testing, and disincentivises excessive 
testing can drive improvements in effectiveness.  
 
Funding where laboratory activity is measured and reimbursed solely on the basis of tests 
performed creates a perverse incentive for laboratories to process all requests and fail to 
engage in demand management. Conversely however a fixed budget which is not related to 
activity often leads to restrictions on testing which may increase under-testing. For example, 
some laboratories offer a very limited catalogue of tests to GPs, which may result in 
increased referral rates contributing to increased waiting lists. When referrals are received 
without clearly indicated investigations, there is difficulty appropriately triaging the 
referrals. 
 
The ideal funding model would: 

 Facilitate money following the patient 

 Reimburse testing that is clinically appropriate and in line with guidelines 

 Only reimburse tests on a nationally agreed list, for which analytical validity, clinical 
validity and clinical utility have been demonstrated. 

 Not reimburse duplicate  or excessive testing 

 Recognise and fund engagement of laboratory specialists in non-testing activity, 
including engagement with demand management, guideline and testing protocol 
developments and clinical consultation 

 

National agreement is needed on what testing patients are entitled to. There is a need for 
discussion as to whether testing required for medical examinations, such as insurance and 
occupational medicals should be covered.  
 
Monitoring testing for determination of reimbursement would be difficult currently. 
However the roll-out of the national MedLIS will offer opportunities both to reduce waste 
from inappropriate testing, as well as to generate data which could be linked to 
reimbursement. 
 
Establishment of the National Clinical Programme for Pathology – Work to date 
 

 In April 2011, the HSE established a National Clinical Programme for Pathology (NCPP) to 
support implementation of a Laboratory Modernisation Programme (LMP) driven by the 
publication of the HSE Teamwork Report Implementing a New System for Service Delivery of 
Laboratory Medicine Services in 2007.(8) There followed an extensive and detailed planning 
phase including evaluation and appraisal of models to deliver improvements in efficiency, 
effectiveness, quality and safety and the development, with agreement of key stakeholders, 
of the “Ten Principles of the Modernisation of Laboratory Medicine”. (9) 
 
A report was presented to HSE Management team on Tuesday 13th November 2012 (10) and 
approval was given to move on to the next steps to implement the proposed model. The 
report outlined a whole-system collaborative approach with cooperative hubs and spokes 
organised according to clinical need whilst eliminating waste and inefficiencies and including 
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rationalisation of specialist tests by developing a national network of specialised laboratory 
services. The evaluation of the Hub and Spoke model was shown to deliver efficiencies 
within the public service without necessitating outsourcing to the private sector, based on 
increasing automated testing and high volume of tests.  
 
There has been a delay in transitioning the project from the Options Appraisal and 
Cost/Benefit analysis phase to implementation phase with appropriate governance and 
project management capability, no doubt in part due to the ongoing changes in structures 
and governance in HSE.  
 
Preliminary review of the Hub and Spoke model in line with the introduction of the Hospital 
Groups indicates compatibility; as the model was designed to be flexible in the number of 
hubs provided the targeted service quality and efficiency gains could be assured. Further 
analysis is required in the implementation planning phase to validate the Hub and Spoke 
model in the new Hospital Groups and with regard to potential developments in diagnostic 
services at primary care level.  

The HSE engaged the services of DKM Economic Consultants to carrying out a cost/benefit 

analysis (CBA) of the various options for re-configuring laboratory medicine services and to 

prepare an Outline Business Case (OBC) in support of the preferred approach to service re-

configuration.(11)  The scope of this phase of the process was confined to Blood Science tests 

(i.e. 90% of all tests carried out in our public laboratories) and excluded at that time  other 

clinical disciplines such as Microbiology and Histology as well as other national/specialist 

public laboratories (e.g. public analyst labs/NVRL). 

The OBC including the CBA recommended a reconfiguration of the service with a significant 

reduction in the number of laboratories processing cold laboratory tests (i.e. non-urgent 

tests mainly originating from primary care). Options with regard to the number and location 

of these laboratories and the procurement options were appraised.  

A "Hub" and "Spoke" service configuration emerged as the preferred service delivery option 

with the designation of from 4-9 public laboratories as "Hub" and "Co Hub" labs, in which 

the high volume blood science tests originating from primary care would be processed in 

addition to the hot laboratory workload of each "Hub" and "Co Hub" labs. The "Spoke" labs 

would process the hot workload for their respective acute sites.  

Establishing networked laboratory systems will require significant up-front resources, 

appropriate space requirements and commitment from senior personnel from all 

institutions involved to make this work.  Challenges to consider in implementing and 

succeeding with this model include timely specimen transportation, resistance to change, 

personnel issues, morale issues, and “lost identity” of the laboratory and union problems.  

The projected annual recurring savings from this phase of the laboratory modernisation 

process are estimated at up to €30m per annum when the new service configuration for 

blood science activity is fully rolled out. It is anticipated that these savings, if reinvested into 
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automation and logistics would facilitate absorption of the steadily increasing workload 

(average 10% per annum).  

Objectives of the National Clinical Programme in Pathology 
 
The overall objectives of the Programme are to:  

 implement a National Pathology Network through the Laboratory Modernisation 
Programme, and  

 to develop guidelines in the form of a National Laboratory Medicine Handbook. 
 
The Laboratory Modernisation Programme (LMP) aims to:- 

 Support the implementation of a national pathology network and modernisation 
programme based on a whole-system approach with co-operative hubs and spokes 
organised according to clinical need. 

 Collaborate with the Acute Hospitals Division, the LMP oversight group and the LMP 
project implementation manager to co-ordinate the pathology modernisation 
activities of individual laboratories using the Ten Principles for Laboratory 
Modernisation framework, integrated with reform in the organisation and delivery 
of health services. 

 Modify referral patterns for specialist tests by developing a national network of 
specialised laboratory services, ensuring that in-sourcing and out-sourcing of tests is 
appropriate. 

 Develop a National Pathology Handbook; a laboratory handbook of national 
guidelines and order sets for common clinical diagnostic problems which lead to 
large scale laboratory investigations, so as to assist in demand management. The 
National Laboratory Handbook Volume 1 was launched in 2016 and work has 
commenced on developing Volume 2 and 3.  

 Determine and monitor laboratory quality, costs and user satisfaction in Ireland. 

 Support implementation of the Medical Laboratory Information System project, 
MedLIS, a national programme to integrate the IT in the 42 laboratories across the 
country. 
 

The Ten Principles for Laboratory Modernisation 

Following extensive engagement with key stakeholders, the following principles were 

agreed to provide the basis for a national network of laboratories, which would deliver 

improvements in efficiency, effectiveness, quality and safety. 

1)  Accreditation of all  Laboratory Medicine services to support patient and clinician 

requirements in the context of the ongoing transformation of the Irish health system 

2)  Clinical Input in all disciplines – to be increased by appointment of more specialist 

pathologists in the subspecialties, and to provide more clinical audit and more 

clinical services. 

3)  Networks – develop a network of National, Regional, Local laboratories.  Develop a 

directorate management structure incorporate Hot and Cold Laboratory models.  

Centralise complex low-volume work to specialised centres, and high volume 



  

 97  
  

automated tests to core labs.  Include education and training of pathologists and 

scientists and make provision for R&D. 

4)  Manage Demand in Primary and Secondary Care by developing clinical screening 

programmes with approved investigation strategies (e.g. CHD, Diabetes, prostate, 

thyroid), common investigation protocols, standardised test codes and test selection 

menus, national laboratory e-handbook. 

5)  IT Connectivity – upgrade to support new network/hot and cold labs, to include the 

unique patient identifier, electronic ordering and reporting and inter-lab 

connectivity, clinical-laboratory connectivity and GP connectivity. 

6)  Improved work practices linked with patient needs, and ongoing clinical / hospital 

reforms. 

Extended opening hours, multidisciplinary teams (e.g. lab aides, basic medical 

scientists) staffing core workstations.  Consider an integrated scientific staffing spine. 

7)  Use of Core Labs Technology 

8) Phlebotomy and Transport Logistics – to be improved with establishment of 

community phlebotomy centres and access based on patient need (common waiting 

list), not ability to pay 

9) Develop a charging / cost / workload model using standardised test codes. Consider 

the appropriateness of continuing to offer pathology testing free of charge at public 

facilities to all private patients (including those attending private hospitals)?   

Consider which investigations would remain free of charge (e.g. testing as part of an 

approved clinical programme) and which are chargeable? Consider charges for 

occupational testing, life insurance examinations?, etc. 

10)  Point of Care Testing (POCT) – support implementation of National POCT Guidelines 

including an accreditation scheme for POCT facilities in the community. 

 

Recommendations 

 Continuation of the Laboratory Modernisation Project, in line with the Ten Principles 

for Laboratory Modernisation developed after extensive engagement with 

stakeholders. 

 Encourage clinical appropriateness of testing by education, guideline development 

and enhanced availability, together with engagement with MedLIS to avail of this 

unique opportunity for implementation. 

 Explore ways of educating the public about laboratory testing, the potential risks of 

over-testing, the importance of ensuring that tests performed have analytical 

validity, clinical validity and clinical utility, and are interpreted correctly 

 Undertake an option appraisal of how phlebotomy services could be provided at 

community level, free at the point of delivery, while optimising the efficiency of 

consumable stock control and transport logistics. 

 Current state review of the 42 laboratories across the country to explore 

opportunities for in-sourcing rather than out-sourcing of referral tests. Detailed 

knowledge of each laboratory’s capability will facilitate planning to ensure that the 
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national network of laboratories is configured to optimally support current and 

future clinical activity. 

 Specialised tests which should be provided on a national or supraregional basis to be 

defined, and the support required for national/supraregional referral laboratories 

incorporated into the health service planning process. 

 Update the hub and spoke model in line with hospital groups (or if this model is 

changed, new administrative areas). Identify requirements (e.g. capital investment 

for automation, logistics of specimen transport, funding models) and undertake 

independent clinical appraisal and validation of cost-benefit analysis prior to 

implementation in a pilot site. 

 

Dr Mary Keogan, Consultant Immunologist, Clinical Lead, 

Beaumont Hospital, Dublin 9 
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Tens of thousands of people are on waiting lists for diagnostic imaging studies. These 
include patients in primary care, outpatients and hospital in-patients. Those on 
diagnostic waiting lists suffer needless pain, uncertainty and anxiety. In addition, these 
waiting lists add significant additional costs on the health system as a whole as patient care 
pathways are prolonged. 
 

Waiting lists stem from a significant lack of capacity in diagnostic imaging provision both 
public and private. When compared with other European countries we have just over half 
the per capita number of imaging professionals per capita. Although the amount of installed 
equipment in Ireland is similar to other European countries it is largely centered on the 
acute hospitals and is under-used.   

Radiology services must not be seen in isolation to the rest of the hospital and services need 
to be integrated. There is increasing momentum in providing access to diagnostic services 
for primary care to support patients at home and in their community thus avoiding 
unnecessary referrals to secondary care. This will help in the long-term to ease pressure on 
acute services in hospitals. Access to imaging services will be essential for the development 
of new flexible models of healthcare delivery within rural or primary care settings. 
 
Networks allowing groups of Radiologists to provide services to a population greater than 
that traditionally served by a single hospital could help to offer timely and equitable access 
to imaging for patients. This would significantly help reduce delays. 

Radiology departments face considerable difficulties in recruiting and retaining Consultant 
Radiologists and Radiographers which is leading to severe difficulties for Radiology 
departments across the country. There should be a national approach to the provision of 
additional post graduate training for Radiographers and retention strategies for Consultant 
Radiologists. 

Investment in diagnostic imaging can often have an impact on the patient pathway, such 
that resources can be released elsewhere in the system, for example, by replacing invasive 
procedures. A clear and open pathway for capital investment in radiology is required. 
 
The following recommendations provide a basis upon which we can develop more equitable 
and sustainable services and a way forward for a collaborative approach in the planning and 
delivery of radiology services in Ireland. 

 
Recommendations:  
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1. Set specific targets for waiting for diagnostic imaging tests: No patient should wait 
longer than three months for any diagnostic imaging test and no patient with signs 
suggestive of cancer should wait longer than 6 weeks. 

2. Make all diagnostic imaging tests available to primary care. 

3. Encourage the development of diagnostic imaging networks, linking imaging in primary 
care centres with hospital diagnostic imaging departments 

4. Significantly increase the number of imaging professionals (radiographers and 
radiologists) in employment and training to allow the expansion of imaging services. 
Capacity is staff.  

5. Provide clear pathways for capital investment in modern equipment. 

 

Background: 

Approximately 2.5 million diagnostic imaging tests are performed in Ireland. We estimate 
that this represents an overall spend of approximately 350 million euros. These tests range 
from highly complex and expensive examinations like Positron Emission Tomography and 
Computed Tomography (PET/CT) to simple and relatively inexpensive studies like chest 
radiography. These tests are performed in a variety of settings but are carried out in the 
main in the diagnostic imaging department of public hospitals. In the public sector, there are 
very few non-hospital settings where radiology can be performed. Private sector provision is 
also primarily carried out within hospitals settings but some stand alone private imaging 
centres, predominantly Magnetic Resonance Imaging (MRI) centres. Per capita, Ireland has 
roughly the average provision of imaging equipment per capita, although the equipment is 
ageing. 
And yet, there are significant problems with the provision of diagnostic imaging. Virtually all 
departments have significant waiting lists, which can be measured in years in some 
departments for certain tests. This results in significant problems across multiple care 
pathways but in primary care and hospital care: 
 

 Access to diagnostic Imaging in primary care is very limited and uneven across the 
country 
 

 Patients are often referred to hospital outpatient departments when a diagnostic 
imaging test is required in primary care 
 

 There are significant delays in outpatient imaging, which delay multiple care pathways, 
especially in surgery and oncology 
 

 Inpatient episodes are frequently prolonged while patients wait for diagnostic imaging 
tests. A recent study in St. James’s Hospital in Dublin proved convincingly the direct link 
between waiting times for inpatient examination and patient stay. In this case delays in 
MRI (approximately €250 per scan) were adding up to 4-days to inpatient admission 
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(€1000 per night) (Cournane et al. 2016). 
 

All of these problems indicate that the system has not got sufficient capacity for the 
demands being placed on it. Why is this? 

 
1. Low numbers of staff - when we look at the staffing levels within radiology departments. 
The key service providers in diagnostic imaging are Radiographers, who perform the imaging 
tests and Radiologists, who are medical doctors that interpret the examinations and 
perform therapeutic procedures. Ireland has approximately 5 radiologists per 100,000 of the 
population, compared with the European average of 8/100,000 and 11.3/100,000 in France. 
The situation is even worse in radiography. Most radiology modalities have a specific 
throughput with only a certain number of cases per hour possible. The Croke park and 
Haddington road agreements made it possible to operate diagnostic imaging equipment 12 
hours per day and 6 days per week. However, in most departments, the staffing numbers 
are too low to support this. 

 
2. Poor organisational structure - Irish radiology departments are developed around 
individual hospitals. Their size usually reflects the size of the hospital they serve. The largest 
departments perform about 200,000 studies annually and have 18 radiologists. However, by 
international standards, these departments are very small. This means that departments 
must attempt to provide all services to all-comers. This prevents specialisation and means 
that many more specialised studies are either unavailable or available only to patients 
fortunate enough to attend the hospital that has developed them. The small departments 
also prevent the economies of scale that are possible with modern equipment. Radiology is 
dependent on sophisticated and expensive equipment that typically has a life-cycle of 8-10 
years. There is no provision made in hospital budgets for capital equipment replacement 
and what should be standard life-cycle replacements of equipment tend to become crises. 
Most equipment is used beyond its replacement date resulting in high service costs and 
frequent breakdowns. These slow replacement cycles also mean that Irish patients are 
receiving higher radiation doses from older equipment. Because each radiology department 
must function as a stand-alone entity, few radiology departments have been able to develop 
more than a generic service with minimal sub-specialisation. 

 
3. Focus on hospital care - Because of the low capacity and structure of the diagnostic 
imaging service, there is a focus on hospital patients. The provision of imaging services to 
general practice is patchy with more sophisticated imaging tests, like MRI, only available to 
private patients. Hospital imaging departments have little clinical interaction with General 
Practice and are funded entirely through the hospital networks. GPs, therefore, have great 
difficulty both in getting examinations performed and in holding radiology departments to 
account for under-provision or non-provision of services. Patients are frequently referred to 
many hospitals for the same test or sent to the Emergency Department or Outpatient 
Department, resulting in needless duplication and expense. 

 
Recommendations: 
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1. Set specific targets for waiting for diagnostic imaging tests: No patient should wait 
longer than three months for any diagnostic imaging test and no patient with signs 
suggestive of cancer should wait longer than 6 weeks. 
If applied now, almost all radiology departments would fail these standards for at least one 
of their imaging modalities. We believe that it is essential that the Health Service set 
aggressive targets and commit to providing the funds and organisation needed to achieve 
them. Perhaps unbelievably no standards currently exist, with the exception of certain tests 
like mammography. Rather than continue to set targets for some patient groups or 
modalities, which will tend to distort the system and divert resources away from other 
patients, we believe that this target should be set for all patients. 
Aggressive inpatient targets are also needed. Inpatient studies should be performed within 
24h of ordering for most examinations. The delay in performing inpatient studies has a 
significant knock-on effect on length of stay (Cournane et al. 2016). 

 
2. Make all diagnostic imaging tests available to primary care. 
Primary care access for diagnostic imaging is vital. This can ease the burden on the hospital 
system in two ways. Firstly, series conditions, in particular, cancer, can be detected at an 
earlier stage this was recently highlighted by the Irish College of General Practitioners in 
their document Access to Diagnostics Used to Detect Cancer (2016). This has also been 
accepted by the National Institute of clinical Excellence in the UK who revised their referral 
guidelines to place an emphasis on general practice -Suspected cancer: recognition and 
referral. Studies in Irish hospitals have confirmed that when GPs are given access to 
diagnostic services, the orders are appropriate and significantly decrease the burden of 
work in the outpatient departments and the ED (Hughes et al. 2015).  
 

We believe that with the exception of some highly specialised tests, all diagnostic imaging 
tests should be available in General Practice. This will place a considerable burden on 
diagnostic imaging departments and radical new structures will be needed to implement 
this. In particular, the general practice and outpatient imaging streams will need to be 
separated from acute hospital departments. The private sector has begun to develop 
outpatient imaging centres as stand-alone units and this should also occur in the public 
system. 

 
3. Encourage the development of diagnostic imaging networks, linking imaging in primary 
care centres with hospital diagnostic imaging departments 

We believe that small hospital diagnostic imaging departments must be amalgamated into 
larger structures and that the hospital group structure provides a mechanism for doing this. 
Problems with the structure of diagnostic imaging services are not unique to Ireland. 
Regardless of the funding model, the trend internationally is towards larger departments by 
amalgamating multiple smaller units. This is made possible by an IT revolution that permits 
images to be acquired in one location but is interpreted in another. What patients deserve is 
an accurate and timely interpretation of their images, wherever those images are acquired. 
The priority is to deliver this in the most efficient and effective way. To achieve this, patients 
must have access to the expertise of a radiologist with appropriate skills and sub-

http://www.icgp.ie/speck/properties/asset/asset.cfm?type=LibraryAsset&id=36A3BADB%2DB3B2%2D94AB%2DC82D844C7EE6FA8A&property=asset&revision=tip&disposition=attachment&app=icgp&filename=Access%5Fto%5FDiagnostics%5FUsed%5Fto%5FDetect%5FCancer%2Epdf
https://www.nice.org.uk/guidance/ng12
https://www.nice.org.uk/guidance/ng12
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specialisation where appropriate. As imaging has increased in its complexity, it is not 
feasible in most hospitals to deliver the range of specialist support in a timely fashion across 
all clinical presentations. Existing radiology services should collaborate to form networks of 
expertise serving larger populations rather than smaller populations as at present. A 
grouping of say 100 radiologists would have the capacity to provide continuous 24-hour 
cover across the range of required specialties (RCR, Radiology in the UK – the case for a new 
service model 2014). If Ireland had typical European staffing rates, this would equate to the 
number of Radiologists in one hospital group. 
Interventional radiology, which uses image-guided techniques in patient care and 
often eliminates the need for surgery is provided in many hospitals. Again, the small size of 
most departments precludes providing an on-call service and the full range of interventional 
techniques. The Network model is used in many other countries to provide interventional 
radiology on-call across a region. This is of particular importance when considering trauma 
care, for which a rapid on-call interventional radiology service is of key importance. 

 
4. Significantly increase the number of imaging professionals (radiographers and 
radiologists) in training to allow the expansion of imaging services. Capacity is staff. 
There is a clear need to recruit and train more radiologists and radiographers to address 
current and future demands and to deliver the workload currently required, regardless of 
how they are deployed. The most significant shortage is in Radiographers. 

Radiographers 
The ratio of Radiographers to Radiologists is 4.5:1 versus 5.9:1 in the NHS (UK).There is one 
school of Diagnostic Radiography in Ireland, based in UCD. Radiography is a four-year 
degree programme and delivers about 40 graduates each year. There are currently over 
1,000 radiographers working in Ireland and the number in training is not adequate to 
provide sufficient staff for Irish hospitals. There is a large reliance on UK training centres and 
many departments have more radiographers trained in the UK than Ireland. The potential 
exit of the UK from the EU may abruptly cut off this source of staff. Data returns (32 Irish 
hospitals) obtained from a 2016 survey on Ultrasound services in Irish hospitals revealed 
that there are currently 83 vacant posts for Radiographers and 87.5% of respondents said 
they don’t have the full complement of Radiographers.  

After qualification, radiographers usually sub-specialise and learn advanced imaging 
techniques such as Ultrasound, Computed Tomography and Magnetic Resonance Imaging. 
This shortage is impacting on the ability of the services to meet demand, government 
targets and will ultimately impact the requirements of national screening programmes. The 
shortage of radiographers is so severe that most departments are also unable to place staff 
in training roles, thus exacerbating the problem.  Most Irish departments are experiencing 
serious skill mix issues in specialised imaging areas because they do not have adequate 
numbers of Radiographers to support ongoing training.  

Lastly, the career structure in radiography in Ireland is poor with limited options after initial 
qualification. This results in significant loss of staff.  
We believe there needs to be a significant uplift in undergraduate training positions 
in radiography in Ireland, either by an expansion of the existing school in UCD or the 
foundation of new schools at other academic institutions. There also needs to be greater 
investment in the postgraduate education of radiographers. Dedicated training positions in 

https://www.rcr.ac.uk/sites/default/files/Radiology_networks_position_paper_published_sept2014_0.pdf
https://www.rcr.ac.uk/sites/default/files/Radiology_networks_position_paper_published_sept2014_0.pdf
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Irish hospitals need to be created to ensure that ongoing in-house training in specialised 
imaging modalities can be supported to maintain essential services and to support the 
future development of radiology services in Ireland. The career structure in radiography 
should also be improved with a more clear involvement of radiographers in management 
and also in image reporting and patient care. 

Radiologists 
There needs to be a significant uplift in the number of consultant radiologists with an aim to 
reach the European average of 8/100,000. In addition, these radiologists need to be 
recruited with clear sub-speciality interests and placed in roles where these interests can be 
pursued. Currently, most radiology posts are in small departments and many radiologists 
are unable to keep up sub-specialist expertise. This subspecialist expertise can be 
maintained with the proposed Network structure. Radiologists are trained by the Faculty of 
Radiology, RCSI. This body has the capacity to recruit and train sufficient Radiologists but 
currently many do not end up working as consultants in Ireland due to the shortage of 
suitable posts. These highly trained individuals are sought after 

internationally. 
 

Radiologists are trained by the Faculty of Radiology, RCSI. This body has the capacity to 
recruit and train sufficient Radiologists but currently many do not end up working as 
consultants in Ireland due to the shortage of suitable posts. These highly trained individuals 
are sought after internationally. 
 

In addition, there is a need for both Radiologists and radiographers to play a greater role in 
understanding and planning service provision. Internationally, this is an important role 
involving professionals in planning a national service and integrating it with patients needs. 
  
5. Provide clear pathways for capital investment in modern equipment. 
 

We believe that a clear and open pathway for capital investment in radiology is needed.  

The continued operation of diagnostic imaging departments is dependent on the availability 
of reliable, safe and modern equipment. It is therefore important to ensure that equipment 
is appropriately maintained. With technologies developing rapidly, imaging services need to 
evaluate new developments and assess their applicability when looking to purchase new or 
replacement equipment. 

Radiology equipment is costly therefore processes should be developed to ensure that there 
is a co-ordinated approach to the planning and deployment of new equipment. Capacity 
planning  and equipment replacement and development plans should take account of the 
need for a common approach to the shared use of capacity where appropriate. 
  
It is important to ensure that there is timely replacement of imaging equipment and 
healthcare organisations should ensure that equipment replacement programmes are 
developed and implemented. 
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A National system should be established which enables new technologies to be identified, 
evaluated and where appropriate, adopted (The Future Delivery of Diagnostic Imaging 
Services in Wales, 2009). 
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National Clinical Programme for Rare Diseases 

 
Prepared by: Prof Eileen Treacy, Clinical Lead, on behalf of the National Clinical 
Programme for Rare Diseases 
 

A ‘rare disease’ is defined in Europe as a life-threatening or chronically debilitating disease 

affecting no more than 5 people per 10,000. There are an estimated 6-8,000 known rare 

diseases affecting up to 6% of the total EU population, representing up to 300,000 Irish 

people during their lives.  

Accurate and timely diagnosis and access to treatment for individuals with rare diseases are 

severely hampered by their lack of recognition and visibility in health care systems and often 

the lack of national specific clinical expertise for the condition and inefficient use of limited 

resources. Sources of inefficiency well documented for Irish rare disease patients are 

fragmented and uncoordinated care, with lack of continuity of care, (ref: HSE 2012 ‘Have 

your say’ Public Consultation).  

Ireland published its first Rare Diseases national plan in July 2014, following two public 

consultations, ‘Europlan’, (January 2011) and the HSE ‘Have your say’ 2012 public 

consultation. This plan contains 44 recommendations. 

http://health.gov.ie/blog/publications/national-rare-disease-plan-for-ireland-2014-2018/ 

The National Clinical Programme for Rare Diseases, in collaboration with the HSE Acute 

Hospitals Division and the National Rare Diseases Office (NRDO), has implemented a 

number of the relevant recommendations of this plan and looks to the Dept. of Health to;  

1) Continue to support the expansion of the NRDO and to support the implementation 

of the remaining recommendations of the 2014-2018 plan. 

2) Continue in the next plan to improve services for patients and families affected with 

rare diseases nationally, including implementation of cost-effective preventative 

screening and improved diagnostic solutions so that this vision can be supported and 

implemented. 

“With adequate resourcing, our vision would be for 2026, to have implemented a series of 

approved Irish multi-disciplinary centres of expertise for rare diseases, included in European 

Reference Networks, providing timely quality diagnosis, treatment and care according to 

http://health.gov.ie/blog/publications/national-rare-disease-plan-for-ireland-2014-2018/
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agreed care pathways to Irish people, adults and children, with rare diseases and their 

families.  Representatives of people with rare diseases will be integrally involved in the 

development of the centres, and the health service will recognise, understand and address 

the needs of people with rare diseases.” National Rare Disease Plan for Ireland 2014-18. 

Summary recommendations relating to the management of rare diseases in Ireland in line 

with the National Rare Diseases Plan are set out on page 12 of this document. 

Background and Context 

A ‘rare disease’ is defined in Europe as a life-threatening or chronically debilitating disease 

affecting no more than 5 people per 10,000. There are an estimated 6-8,000 known rare 

diseases affecting up to 6% of the total EU population. Approximately 80% of these 

conditions are genetic and although a high proportion present in childhood, many also 

present for the first time in adulthood. Accurate and timely diagnosis and access to 

treatment for individuals with rare diseases is severely hampered by their lack of 

recognition and visibility in health care systems leading to poor coordination and 

communication, with limited and fragmented clinical and research resources and often the 

lack of national specific clinical expertise for the condition leading to inefficient use of 

limited resources.  

For most of the last century, many people afflicted by rare diseases had little or no 

prospects of effective treatments. That situation is now dramatically changing, with major 

advances in genetic technology, and genomic medicine providing a personalised medicine 

approach with emerging therapies for many conditions, previously considered to be 

untreatable. Implementation of many of the recommendations of the EC 2009 Council 

Recommendation on action in the field of rare diseases (2009/C 151/02) are facilitating and 

supporting these actions in many EC Member States (Rodwell and Ayme 2015). 

In challenging times of significantly reduced health care spending, marginalized and 

vulnerable people suffer most, unless significant protective mechanisms are put in place.  

According to HV Fineberg (2012), a successful health system attains the highest level of 

health possible with superior care that is effective, safe, timely, patient centered, equitable 

and efficient, with treatment applied without discrimination and disparities to all individuals 

and families and the system is fair to the professionals and health care providers providing 
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the care. Sources of inefficiency well documented for Irish rare disease patients are 

fragmented and uncoordinated care, with lack of continuity of care.  

Ireland published its first national plan for 2014-2018 in July 2014, following two public 

consultations, ‘Europlan’, 2011, and the HSE ‘Have your say’ 2012 public consultation. This 

plan contains 44 recommendations.  

http://health.gov.ie/wp-content/uploads/2014/07/EditedFile.pdf.  

The vision of the plan is that: 

‘People with rare disease receive timely access to the best possible evidence-based, patient-

centered and family-centered screening (as appropriate), diagnosis, treatment and care 

through all stages of their lives’ and 

‘The needs and experiences of people with rare disease are recognised, understood and 

addressed within all aspects of the Irish health system including policy, services and 

research/ information systems’. 

The National Clinical Programme for Rare Diseases (NCPRD), in collaboration with the Acute 

Hospitals Division and the National Rare Diseases Office (NRDO), has implemented a 

number of the relevant recommendations of this plan as enabled from the 

resources/funding provided to the programme and the NRDO (since 2015), as outlined 

below. The NCPRD looks to the Dept. of Health to: 

1. Support the implementation of the remaining recommendations of the 2014-2018 

plan  

2. Continue in the next plan to improve services for patients and families affected with 

rare diseases nationally so that this vision can be supported and implemented. 

 

The National Plan for Rare Diseases 2014-18: relevant recommendations  

 

 Rec 28.  The Rare Diseases Clinical Programme was established in December 2013. 

 

 Rec. 29. The establishment of a National Office for Rare Diseases to facilitate the 

coordination and timely access to Centre of Expertise nationally and internationally, 

http://health.gov.ie/wp-content/uploads/2014/07/EditedFile.pdf
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and to provide up-to-date information regarding new treatments and management 

options, including clinical trials. 

 Rec. 43.  The proposed National Office for Rare Diseases provides support and 

information to patients. 

 

The NRDO (opened in June 2015) is currently sited at the Mater Misericordiae Hospital 

pending the opening of the New Childrens Hospital. The NRDO (website 

www.rarediseases.ie) provides information for patients, families and healthcare 

professionals.  Information on Irish rare disease resources including Centres of Expertise, 

Patient  Organisations, Clinical Trials, Research Projects, Registries & Biobanks and 

Diagnostic Laboratories is available on Orphanet. www.orpha.net An information phone line 

and email contact was opened in September 2015 and a 1800 free-phone number in 

February 2016.  

 

 Rec 6. Irish data on Orphanet to be reviewed and a plan for its development agreed, 

including an assessment of its relocation to an Irish Centre if appropriate.  This 

function should be supported by a National Rare Diseases Office. The HSE is a co-

applicant on the (2016 – 2019) 3rd EC Rare Diseases Joint Action. This grant provides 

three years part- funding for one Orphanet Information Scientist at the NRDO, in 

place since June 2015. The Irish Orphanet data is currently being verified and 

expanded, according to Orphanet quality standards and quality assessment review.  

 

 Rec. 20. The National  Clinical Programme for Rare Diseases through a National 

Office for Rare Diseases develop the clinical and organization governance framework 

that will underpin care pathways and access to treatment for rare disease patients, 

particularly in the context of the transition from paediatric to adult care. 

 

The overall model of care for rare diseases will be initiated by the National Clinical 

Programme for Rare Diseases later this year. Further development of care pathways in this 

area will follow further identification of national Centres of Expertise (CoE) and ‘affiliated’ 

healthcare providers (HCPs) with development of the thematic European Reference 

http://www.rarediseases.ie/
http://www.orpha.net/
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Networks (ERNs) and established clinical guidelines, which will be a programme priority for 

the next 1-2 years. 

The NCPRD is finalising a Transition Model of Care which will provide guidance for transition 

of specialist care for rare diseases patients in need of safe transition from paediatric to adult 

providers.  

 

Recs 21, 22 and 23.  

 National Centres of Expertise (CoE) in Ireland be identified for groupings of rare 

conditions, based on clinical need and built on foundations already established. The 

designation of CoE should be in accordance with the European Union Committee for 

Expertise in Rare Diseases (EUCERD) quality criteria for CoE. 

 The HSE integrate CoE into national funding planning, with provision for adequate 

staffing for multidisciplinary care as well as sustainable research infrastructure for 

clinical investigation in addition to competitive research.  

 The DOH/HSE encourage and support its National Centres of Expertise (when so 

designated) to seek recognition as EU designated Centres of Expertise or associated 

national centres in European Reference Networks for Rare Diseases (RD ERNs) 

according to the timeframe, framework and standards currently being developed at 

European level through the complementary work of EUCERD and the EU Cross Border 

Health Care Expert Group on the Delegated Acts under Article 12(4) of Directive 

2011/24/EU. 

 

European Reference Network of Centres of Expertise (ERNs) are the physical or virtual 

networking of knowledge and expertise of national CoE in more than one European country. 

The EU Directive on Cross-Border Health Care (Directive 2011/24/EU) (Article 12) makes 

provision for the development and funding of European Reference Networks in Europe. The 

goal of an ERN is the improvement in the overall quality and management of care of a single 

rare disease (RD) or a group of RDs with similar health care needs by complementing, 

supporting and providing added value to the existing services and expertise at the national 

level. Such networking activity between national CoE promotes the sharing and mobility of 

expertise rather than patients themselves. The EU Directive states that ERNs ‘will facilitate 
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mobility of expertise, virtually or physically and to develop, share and spread information, 

knowledge and best practice and to foster developments of the diagnosis and multi-

disciplinary treatment of rare diseases within and outside the network’. Any centres 

applying for membership of an ERN must have strategies in place to ensure that care is 

patient-centered; those patients' rights and preferences are respected; and must show a 

research component to their work. However, the directive explicitly states that 

“notwithstanding the possibilities of cross-border care, that member states retain the 

responsibility for providing safe, high quality, efficient care to citizens in their territory”. Irish 

patients clearly prefer to access treatment at home when at all possible. It is assumed that 

Member States should endeavour to provide quality care on a local basis and avail of ERN 

expertise using E-health and telemedicine solutions.  

It is proposed to be advantageous from a quality and an economic point of view for Irish 

HCPs to join these ERNs either as full partners or affiliated partners. However, to join these 

networks as full members (with access to all the EC benefits including funding), our CoE 

must be established and meet the core safety and quality criteria as set out by the 

Delegated and Implementing Decisions (Article 12, 2011 Cross Border Care Directive).  

 

The NCPRD with the HSE Acute Hospitals Division has designed a framework for the 

evaluation and designation of Irish CoE. A core essential requirement for full membership is 

a multi-disciplinary model of care and adequate resourcing of these centres with 

satisfactory audits including patient reported outcomes, which is assessed according to 

criteria as set out in the assessment tools. A number of member states have validated 

national CoE according to these criteria with robust accreditation models. HIQA published 

the National Standards for Safer Better Healthcare in 2012, but as yet there is no system of 

‘licensing’ of HCPs in Ireland.  

The NCPRD has evaluated a number of HCPs for potential entry into ERNs for the 2016-2017 

call. Resource/capacity issues have limited the entry of the two largest potential stand-alone 

CoE, Clinical Genetics and Metabolic Diseases, (paediatric and adult sites), for entry as full 

members to the current EC ERN call illustrating the need for an appropriate rare diseases 

commissioning model as outlined in recommendation no. 22, (ref: page 30, National RD 

plan), and the on-going staffing issues for Clinical Genetics, (ref: Lynch SA and Borg I, J 
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Community Genet, 2016). This commissioning requirement is central to the NCPRD to 

provide efficiencies and integrated cost-efficient care nationally while also maximising the 

utility and added value of ERNs. In line with the above, an economic evaluation of the 

efficiencies of funding national CoE when there is a critical number of patients with the 

specified rare condition nationally, (thus avoiding the necessity and costs of treatment 

abroad which may be complicated by Brexit), is imperative. 

Recs 30-37.  

Rec 30. The HSE develop a Working Group to bring forward appropriate decision criteria for 

the reimbursement of orphan medicines and technologies. The approach should include an 

assessment system similar to that for cancer therapies under the NCCP. 

The Clinical Programme with the Acute Hospitals Division has contributed to the 

development of the terms of reference for this committee and proposes to continue to 

support this function. It is expected that the work of this committee will be supported by 

the HSE Optimising Pharmaceutical Value Committee. 

 

The NRDO seeks to further expand its functions as proposed in the National Rare Diseases 

Plan and will require committed resources to do so. The NCPRD/NRDO has a significant 

interest to further develop and implement a number of key recommendations of the 

national plan for rare diseases. The following key recommendations (which do not include 

all the non-implemented recommendations) are illustrative.  

 

Rec.1. The EU Commission Expert Group on Rare Diseases recommendation is that member 

states should consider adding Orpha codes to their country’s health information system and 

explore the possibility to do so.  

The EU Commission Joint Research Centre (EU JRC) has commenced work on the 

development and maintenance of the European Platform on Rare Diseases Registration and 

ICD-11 coding is expected to commence in 2018. Planning and financial support is required 

from the DoH/HSE to develop this function with collaboration from NRDO in line with the 

HSE e-Health strategy.  

 



  

 113  
  

Rec 8. An All-Ireland network of rare disease registries, covering the island of Ireland, be 

developed and that this network work towards enhancing and standardizing rare disease 

registries in line with HIQA draft guidelines, data protection legislation and international 

best practice. This function should be supported by the new National Rare Diseases Office.  

 

Preliminary work has been conducted in this area at the NRDO. A national RD registry will 

require the appropriate commissioning and national funding (as is supported in Northern 

Ireland), with resourcing proportional to the National Cancer Registry. Support from eHealth 

and implementation of the Unique Patient Identifiers will be required. 

 

Rec. 17. The HSE Governance Committee/Group on newborn screening should consider the 

population benefits of newborn screening including whether programmes need to be 

expanded or modified and the need for carrier screening.  

We propose that a business model for funding for expanded newborn screening is 

considered and also that a working group is established to consider the merits of high-risk 

population screening for our at risk populations (e.g. ‘traveller’ population, Roma gypsy 

population, West African families (sickle cell diseases)). The group of Dr Sally Ann Lynch and 

colleagues has made substantial progress in defining the genetic basis of a number of 

disorders affecting the Irish Traveller population. Clinical outcomes would improve with 

early detection if at least five targeted neonatal screening (preventative) programmes were 

offered for specific conditions, (e.g. Hurler syndrome, Glutaric aciduria type I, ADA 

deficiency). The major cost efficiencies of preventative screening programmes for Ireland 

can be illustrated by the highly effective newborn screening programme for PKU. 

Rec 19. Governance arrangements for send out genetic tests are strengthened. This should 

include guidelines for send out tests and yearly audits of the quality and diagnostic yield of 

tests sent out from non-hospital sources in order to minimize wastage. Centres involved in 

testing should develop and use guidelines regarding the most commonly tested conditions. 

Effective genetic services (diagnosis, screening and early treatment) have a vital role to play 

in Rare Diseases diagnosis and prevention and is cost effective. The NCPRD  welcomes the 

imminent publishing of the Smith report (National Genetic and Genomics Medicine Working 

Group),which proposes a national network, considered to be the first step towards planning 

future national genetic and genomic services, particularly in the context of the New 
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Childrens’ Hospital development. The NCPRD wishes to emphasise however, the immediate 

need for genetic testing and delivery of multidisciplinary care for rare disease patients, and 

the immediate requirement for transparent commissioning for this national cohort.  In this 

context, in the 2012 ‘Have your say’ consultation, ‘Better access to specialist care and 

improvements in accurate and timely diagnosis were considered the areas which could bring 

most benefit to rare disease patients in Ireland. Respondents considered that assessment 

including genetic counseling for potentially affected family members in families where a 

genetic disease has been detected should occur within 3 months’. In addition to the 

prolonged waiting time for a Clinical Genetics referral, the issue of non-accredited providers 

sending genetics tests out to outside centres and non-accredited laboratories without 

referring to specialists has been identified as an ongoing clinical risk (HSE Risk Register, ref 

National Plan), with very significant cost inefficiencies noted. Investment in development of 

national guidelines for send out testing would be cost-effective and reduce clinical risk. 

Investment in development of laboratories locally could also generate income.  

The NCPRD strongly endorses the 2015 EC position paper: ‘Recommendations on Cross 

Border Genetic Testing of Rare Diseases in EU Nov 2015’ and the need and right for rare 

diseases patients to obtain accurate and timely diagnosis: 

http://ec.europa.eu/health/rare_diseases/docs/2015_recommendation_crossbordergenetic

testing_en.pdf.  

Access to genetic testing should be ensured whether provided locally or on a cross-border 

basis as required. A national reimbursement plan (incorporating public and private 

insurance models) is essential for CoE that provide these tests (if accredited to do so). 

Early diagnosis through clinically guided genetic testing with new genomic technologies may 

avoid the need for unnecessary procedures, inappropriate hospital admissions and incorrect 

diagnosis. It can also shorten substantially the ‘diagnostic odyssey’ and will be cost-efficient. 

The NCPRD proposes that Ireland should have a transparent policy and guidelines pertaining 

to Cross Border Genetic Testing and national reimbursement mechanisms (public and 

private). Our national Orphanet template currently facilitates laboratory informatics on Rare 

Diseases cross-border genetic testing, and this function could expand to provide information 

on a national integrated network of accredited laboratory providers.  We propose that 

http://ec.europa.eu/health/rare_diseases/docs/2015_recommendation_crossbordergenetictesting_en.pdf
http://ec.europa.eu/health/rare_diseases/docs/2015_recommendation_crossbordergenetictesting_en.pdf
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genetic diagnostic (vs. research)  testing to include next generation sequencing technologies 

should only be performed at nationally accredited laboratories with the appropriate pre and 

post-test counseling, (ref: Matthijs G, 2016, Eur. Soc. Hum. Genetics and the Irish Disability 

Act). 

The NCPRD proposes  

1) A review/audit of current spend on genetic testing. 

2) Guidelines to be instituted for national testing at accredited national laboratories. 

3) Regulation of new technologies to include next generation sequencing/genomic 

panels.  

4) Facilitated access to genetics/genomic diagnosis nationally or a reimbursement 

pathway for cross border care if the testing is approved by national guidelines. 

5) National commissioning for laboratories (similar to the UK Genetic testing Network. 

http://ukgtn.nhs.uk  

Summary Recommendations 

The National Clinical Programme for Rare Diseases (NCPRD) proposes implementation of the 

remaining core recommendations of the Rare Diseases National Plan for Ireland 2014-2018 

and the establishment of a robust transparent mode of commissioning for rare disease 

Centres of Excellence (CoE) and associated genetic testing nationally. In the opinion of the 

programme the core priority recommendations to be implemented and commissioned for 

include: 

 Rec 22.  The HSE integrate CoE into national funding planning, with provision for 

adequate staffing for multidisciplinary care as well as sustainable research 

infrastructure for clinical investigation in addition to competitive research.  This 

commissioning should also include support for transition care from paediatric to 

adult care. 

 Rec. 1. The EU Commission Expert Group on Rare Diseases recommendation is that 

member states should consider adding Orpha codes to their country’s health 

information system and explore the possibility to do so. 

 Rec 8. An All- Ireland network of rare disease registries, covering the island of 

Ireland, be developed and that this network work towards enhancing standardizing 

http://ukgtn.nhs.uk/
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rare disease registries in line with HIQA draft guidelines, data protection legislation 

and international best practice.  This function should be supported by the new 

National Rare Diseases Office.  

 Rec 30. The HSE develop a Working Group to bring forward appropriate decision 

criteria for the reimbursement of orphan medicines and technologies. The approach 

should include an assessment system similar to that for cancer therapies under the 

NCCP. 

 Rec. 17. The HSE Governance Committee/Group on newborn screening should 

consider the population benefits of newborn screening including whether 

programmes need to be expanded or modified and the need for carrier screening.  

 Rec 19. Governance arrangements for send out genetic tests are strengthened. This 

should include guidelines for send out tests and yearly audits of the quality and 

diagnostic yield of tests sent out from non-hospital sources in order to minimise 

wastage. Centres involved in testing should develop and use guidelines regarding the 

most commonly tested conditions. 

“With adequate resourcing, we would see in 2026 a series of approved Irish multi-

disciplinary centres of expertise for rare diseases, included in European Reference 

Networks, providing timely quality diagnosis, treatment and care according to agreed care 

pathways to Irish people, adults and children, with rare diseases and their 

families.  Representatives of people with rare diseases will be integrally involved in the 

development of the centres, and the health service will recognise, understand and address 

the needs of people with rare diseases.” 

Of relevance to all the recommendations above is the development of a robust model to 

measure the cost-efficiencies/health economic benefits of improved care to this collectively 

large and very significant cohort of people in Ireland affected with rare diseases.  

Reference: National Rare Disease Plan for Ireland 2014-2018.   

http://health.gov.ie/wp-content/uploads/2014/07/EditedFile.pdf  

  

http://health.gov.ie/wp-content/uploads/2014/07/EditedFile.pdf
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National Clinical Programme for Rehabilitation Medicine 

 

Submission by Edina O'Driscoll, Programme Manager, National Clinical Programmes for 

Epilepsy, Neurology & Rehabilitation Medicine 

Executive Summary 
There is a significant body of international evidence to support the benefit and cost effectiveness of 
specialist rehabilitation services within a modern health service1. In Ireland there are profound 
resource and delivery gaps in rehabilitation services when compared with those in other European 
countries, despite the publication of a number of Government Policies outlining the need for these 
services to be developed including; 

- National Policy and Strategy for the Provision of Neuro-rehabilitation Services in Ireland 
2011-2015 (2011)5. 

- Department of Health and Children’s Value for Money Review of Disability Services, 20126 
- Health (Amendment) Act 20057; Disability act 20058 
- HSE Chronic illness framework 2008:9 
- Towards Earlier Discharge, Better Outcomes, Lower cost: stroke rehabilitation in Ireland 

(ESRI 2014)10 
- Vision for Change, Department of Health and Children, 2006 

 
We currently have one national tertiary rehabilitation centre (NRH) with 110 beds. International 
recommendations would suggest that there should be a minimum of 60 specialist 
neurorehabilitation in-patient beds per million, this equates to a requirement for 282 beds for 
Ireland. In the absence of other specialist rehabilitation services, both inpatient and community 
based, most of those with neuro-rehabilitative needs are referred to the NRH. With demand far 
outweighing capacity, waiting times for access to this service remain significant and the majority of 
those waiting are accumulating bed days in the acute hospital- services. Access to rehabilitation 
services in the acute setting is also highly variable across the country. This has direct impact on 
patients’ outcomes when they do eventually get to access post-acute rehabilitation services.  
 
Ideally, those presenting with a lower degree of complexity would have their rehabilitative needs 
met in hospital group based specialist inpatient units. This would relieve some of the pressures on 
the waiting list for the national centre, and would be a significant step towards meeting the goals of 
the neuro-rehabilitation strategy.  
 
Full realisation of the continuum of care is also dependent on the development of specialist 
community based neuro-rehabilitation teams throughout the country. While community based 

                                                           
 

5 2011 Neurorehabilitation Strategy 

6 Value for Money Review of Disability Services, Department of Health and Children, 2012 

http://www.publicaffairsireland.com/news/1120-report-of-the-value-for-money-and-policy-review-of-the-disability-services-

programme accessed 12th November 2014 

 
7 http://www.irishstatutebook.ie/2005/en/act/pub/0003/index.html accessed 19th November 2014 
8 http://www.oireachtas.ie/documents/bills28/acts/2005/a1405.pdf accessed 20th November 2014 
9 http://www.lenus.ie/hse/bitstream/10147/65295/1/Chronicillness08.pdf accessed 20th Nov 2014 

10 Maev-Ann Wren et al. Towards Earlier Discharge, Better Outcomes, Lower Cost: Stroke Rehabilitation in Ireland. Report 

prepared for the Irish Heart Foundation by the Economic and Social Research Institute (ESRI) and the Royal College of Surgeons in 
Ireland (RCSI) https://www.esri.ie/publications/search_for_a_publication/search_results/view/index.xml?id=4071  

http://www.publicaffairsireland.com/news/1120-report-of-the-value-for-money-and-policy-review-of-the-disability-services-programme
http://www.publicaffairsireland.com/news/1120-report-of-the-value-for-money-and-policy-review-of-the-disability-services-programme
http://www.irishstatutebook.ie/2005/en/act/pub/0003/index.html
http://www.oireachtas.ie/documents/bills28/acts/2005/a1405.pdf
http://www.lenus.ie/hse/bitstream/10147/65295/1/Chronicillness08.pdf
https://www.esri.ie/about_us/staff/view_all_staff/view/index.xml?id=2288
https://www.esri.ie/publications/search_for_a_publication/search_results/view/index.xml?id=4071
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rehabilitation teams and services provided through not for profit agencies exist, currently they are 
not consistently available throughout the country.  
 
There is also a lack of standards with respect to delivery of rehabilitation services against which 
services can be measured, including routine measurement of patient outcomes and experience 
across the continuum of care. 
 
Without development of these services, access to specialist neuro-rehabilitation services will remain 
as it is, with patients awaiting services, primarily of the national tertiary centre (in the absence of all 
other services), in acute hospitals and wholly avoidable discharge back to acute hospital in the 
absence of supports in the community. Limited access to specialist rehabilitation services, both 
inpatient and community based can be directly linked to inappropriate use of beds in acute 
hospitals. 
 

Recommendations; 
 

1. Implementation of the Model of Care of the National Clinical Programme for Rehabilitation 
Medicine 
The NCPRM model of care presents, in line with the National Policy and Strategy for the 
Provision of Neuro-Rehabilitation Services in Ireland 2011 – 2015 (DoHC 2011)11, an outline 
for future provision of specialist rehabilitation services in Ireland12 13. A hub and spoke 
model is proposed consisting of a tertiary centre linking managed clinical rehabilitation 
networks (MCRN) each one serving populations of about 1m. The network will connect acute 
and post-acute rehabilitation units, and community specialist rehabilitation clinicians in a 
formal governance structure, to allow delivery of co-ordinated rehabilitative care for 
patients across all levels of complexity14. 

 
Essential elements of a managed clinical rehabilitation network include; 

- Community based rehab team  
o Specialist (community-based) rehabilitation teams provide multi-professional 

rehabilitation and therapy support within the context of community services 
- Early access to acute rehabilitation services 

o Early rehabilitation is important to maximise patients’ rehabilitation potential and to 
reduce the potential for complications15. There is strong evidence (Grade A) that 
early access to rehabilitation leads to reduced LOS in hospital and improved 
outcomes16.  

- Access to complex specialist rehabilitation service 
o Those with a high level of complexity due to accident or injury should have timely 

access to post-acute complex specialist rehabilitation services (NRH) 
- Specialist inpatient post-acute rehabilitation service 

                                                           
 

11 Referred to as the 2011 Neurorehabilitation Strategy throughout this Model of Care 
12http://www.lenus.ie/hse/bitstream/10147/141055/1/Future%20for%20neurological%20conditions%20in%20Ireland.pdf p.33, accessed 
19th November 2014 
13The Future for Neurological Conditions in Ireland; 2010; The Neurological Alliance of Ireland 
http://www.lenus.ie/hse/bitstream/10147/141055/1/Future%20for%20neurological%20conditions%20in%20Ireland.pdf 
accessed 19th November 2014 
 
14 http://www.hse.ie/eng/services/publications/corporate/CHOReport.html accessed 19th November 2014 
15

 Gutenbrunner C et al. White Book on Physical and Rehabilitation Medicine in Europe. Journal of rehabilitation medicine. Supplement 

No. 45, Jan 2007 
16 Turner-Stokes L. Evidence for the effectiveness of multidisciplinary rehabilitation following acquired brain injury: A Synthesis of Two 
Systematic Approaches. J Rehabil Med 2008; 40: 691-701 

http://www.lenus.ie/hse/bitstream/10147/141055/1/Future%20for%20neurological%20conditions%20in%20Ireland.pdf
http://www.lenus.ie/hse/bitstream/10147/141055/1/Future%20for%20neurological%20conditions%20in%20Ireland.pdf
http://www.hse.ie/eng/services/publications/corporate/CHOReport.html
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o These services should be led or supported by a consultant trained and accredited in 
rehabilitation medicine. Patients treated in specialist in-patient rehabilitation units 
will typically have moderate to severe physical, cognitive and/or communicative 
disabilities. These are patients who require rehabilitation from expert staff in a 
dedicated rehabilitation unit with appropriate facilities and access to full 
interdisciplinary team 

- Primary Care Teams (generalist rehabilitation) 
o Many individuals continue to require specific supports in the community with 

respect to personal care and activities of daily living’ these needs are can be met 

through PCCC services and Public Health Nursing.  

- Voluntary Organisations 
o The NCPRM recognises that not for profit providers are integral to the provision of 

community based rehabilitation services aimed at meeting the many and complex 
needs of people with neuro-rehabilitative needs. Not for profit organisations provide 
direct services that ensure effective and durable outcomes from the rehabilitation 
process to allow the individual to pursue goals that are meaningful to them and their 
families.  

 

All aspects of the proposed managed clinical networks require development in Ireland 
 

2. Cross divisional funding across the continuum of care for patients 
a. Acute hospitals division/social care division/primary care division with 

centralised funding for patients with high support needs 
3. Rehabilitation Coordinators 
4. Development and implementation of agreed care pathways for patients with 

specialist rehabilitation needs to limit unnecessary variation in patient experience. 
5. Linkages between health services and other essential services including 

transport/housing/vocational services/residential services/respite services etc 
 
Submission 
 
Demand on already limited resources are likely to increase significantly over the coming years with; 

1) Aging population 
a. Over 700,000 people in Ireland with a Neurological Condition; that equates to 

approx. 16% of the population or 1 in every 6 people. 
b. With approx 44,000 newly diagnosed annually, by 2021, it is estimated that there 

will be approx 870,000 people in Ireland with a neurological condition. 
c. Prevalence of neurological conditions increases with age 

2) Development of a Trauma Network System 
a. Development of an effective trauma network has the potential to increase survival 

of those suffering major trauma by up to 30%. These patients are likely to have 
significant needs with respect to specialist rehabilitation services.  

 
To be responsive to this increasing need, the Rehabilitation Medicine Programme advises 
that the following recommendations are included in any future planning of delivery of 
health services. 
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Strategy 
 
Implementation of the Model of Care for Rehabilitation Medicine 
Implementation of the Model of care for rehabilitation Medicine is inextricably linked to the 
implementation of the National Strategy & Policy for Neurorehabilitation Services in Ireland 2011-
2015. NCPRM working groups17 examined in detail the current evidence base and existing 
recommendations for organisation of specialist rehabilitation services across English-speaking 
OECD18 countries. 

The three-tier model of complexity-of-need has formed the basis for the commissioning of specialist 
rehabilitation services in England and Wales since the designation of Brain Injury and Complex 
Rehabilitation as a specialist service19. The model is derived from the Kaiser Permanente illness 
triangle20 and was used extensively in the UK in the early years of implementation of the NHS Plan 
(2000). This model translates to the Irish rehabilitation context with important adaptations21. 

 

 
 
Considering the breadth of rehabilitation services and the fact that essential services span a number 
of HSE operational division, the NCPRM recommends the establishment of managed clinical 
rehabilitation networks (MCRNs) through which specialist neurological and limb absence 
rehabilitation services will be delivered. 

Managed clinical networks facilitate re-design, quality improvement, strategy and planning across 
pathways. Teams work across department boundaries, teams, units and divisions22. They achieve 

                                                           
 

17 Model of care work stream, multidisciplinary working group and acquired brain injury (ABI) work stream; memberships listed on p84 
18 Organisation for Economic Co-operative Development 
19 Archived web content on the 3rd edition of the Specialised Services National Definition Set 2010; 
http://webarchive.nationalarchives.gov.uk/+/www.dh.gov.uk/en/Managingyourorganisation/Commissioning/Commissioningspecialisedse
rvices/Specialisedservicesdefinition/index.htm  
20 Archived NHS reference to the KP Triangle accessed 21st November 2014 
http://webarchive.nationalarchives.gov.uk/+/www.dh.gov.uk/en/Healthcare/Longtermconditions/DH_4130652 
21 Unlike the UK the base tier of service in the Irish model encompasses community specialist agencies rather than generic, non-specialist 
services. 
22 Baker, CD (2002) Managed clinical networks: a guide to implementation. London: HMC 

 

Tertiary complex specialist 
rehabilitation services 

(national hub) 

Local specialist rehabilitation 
services 

(IP, hospital group-based) 

Community specialist 
rehabilitation teams 

(OP, domiciliary, case-management) 

Complexity 

http://webarchive.nationalarchives.gov.uk/+/www.dh.gov.uk/en/Managingyourorganisation/Commissioning/Commissioningspecialisedservices/Specialisedservicesdefinition/index.htm
http://webarchive.nationalarchives.gov.uk/+/www.dh.gov.uk/en/Managingyourorganisation/Commissioning/Commissioningspecialisedservices/Specialisedservicesdefinition/index.htm
http://webarchive.nationalarchives.gov.uk/+/www.dh.gov.uk/en/Healthcare/Longtermconditions/DH_4130652


  

 121  
  

their results through consensus and collaboration by enabling clinicians with differing levels of 
expertise, patients and service managers to work together to deliver safe, effective and person-
centred care23. 
 
MCNs for a wide range of medical conditions have been established in Scotland and England, and 
consist of linked groups of health professionals and organisations from primary, secondary and 
tertiary care working in a coordinated manner. At best the MCNs can encourage all service providers 
that when they work together they deliver more than the individual parts when working in 
isolation.24 

There will be a number of population-based MCRNs, taking consideration of areas covered by 

Hospital Groups, CHOs25, tertiary centres and the forthcoming trauma networks26.  

The structure of a network derives from defined points of entry to care, points of care delivery and 
their connections. All professionals involved with care delivery will be de-facto members of the 
network.  
 
A national steering committee will support and guide the work of each regional network. 
Membership of the steering group will include representatives from all relevant stakeholders.  
 
MCRN Lead Clinicians will be drawn from the ranks of senior, experienced rehabilitation clinicians 

within the network and will exhibit clinical authority, ability to inspire the interdisciplinary team and 

to work in partnership across professional boundaries and with colleagues from other sectors. 

Integrated care 
MCRNs will be fully integrated and embedded within HSE planning, operational service delivery and 
governance structures. MCRNs will be involved in discussions on the prioritization of services and 
resource re-allocation in their region. The MCRN will plan and manage resources to deliver high 
quality, safe and reliable rehabilitation services. Each region will determine the precise resources 
available to the area and work with the different service providers to ensure that these resources 
are reconfigured in teams that retain specialist and disease-specific expertise. 

Patient and carers / family involvement, formal and informal, will be facilitated at all points on the 
continuum of care and feedback will inform service development. Systems will be in place to ensure 
information delivery to patients and families as well as feedback, complaints procedures and self-
management. 
 
Pathways between hospital networks, voluntary agencies and community providers (statutory and 
voluntary) will be developed within regional network taking note of the on-going mapping of 
disability services as part of the 2011 Neurorehabilitation Strategy Implementation plan (2015). 

                                                           
 

23 Scottish Executive health Department. Introduction of managed clinical networks within the NHS in Scotland. NHS MEL, (1999) 10 
 
24 the promotion of consistency and quality of service throughout the care pathway and the bringing of service 

user and provider views to the service planning process... developing services which are truly person-centred, 
delivered locally wherever possible but specialised where need be”  
(NHS HDL (2007) 21; Scottish Executive Health department) 
25

 Community Health Organisations 
26

 Trauma Network Policy under development by DoH and HSE; expected pub’n date March 2016 
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Accurate information on incidence27 and prevalence28 of a disease, and the numbers disabled by it, 
is essential in planning services particularly around workforce skill mix and numbers, and the 
geographical location of those services. For instance, there are more than 30,000 people living in 
Ireland with the effects of an acquired brain injury29.  

In addition not all patients are disabled by their condition at all times and accurate information 
indicating the numbers that are can be difficult to ascertain. Good estimates of the numbers of 
individuals living with and disabled by a neurological illness are presented in the same paper 
extrapolated from the UK Neuro Numbers report from 2003, also from the UK Neurological 
Alliance30. At any one time, 17% of the Irish population (726,000) is living with a neurological illness 
such as acquired brain injury, epilepsy, multiple sclerosis, stroke, Parkinson’s disease, dementia, and 
other progressive, intermittent or disabling conditions of the brain or spinal cord. Neurological 
conditions can impact the physical, intellectual, emotional, social and economic life of the person 
and their family31.  

Rehabilitation Coordinators 
Network Rehabilitation Coordinators should be appointed to manage overall co-ordination of 
services ensuring the smooth passage of patients through the network. This role is crucial to the 
functioning of the managed clinical rehabilitation networks.    

Key areas of responsibility of Rehabilitation Coordinators should include:   

- Work as part of a defined team to co-ordinate the multidisciplinary team involved in acute 
rehabilitation, ensuring rehabilitation assessment and intervention is timely and appropriate   
- Ensure that the rehabilitation prescription is completed   
- Ensure the co-ordination and management of those patients who continue to have rehabilitation 
needs post-acute intervention. 
- Ensure co-ordination and communication regarding the patient’s current and future care needs, 
provide follow-up for all patients who have rehabilitation needs identified during the acute phase of 
their care   
- Ensure that there is a seamless handover of patients with continuing needs to the appropriate 
teams providing long-term condition or case management   
- Ensure services are planned in collaboration with disability services   
- Ensure on-going care & support and re-entry into the network as clinically needed and as patient 
care needs change over time   
- Ensure that clear protocols are developed and agreed for transfer of patients when clinically 
appropriate   
 

Care Pathways 
The Programme acknowledges that the patient journey can be complex and it is the role of the 
programme to make recommendations on best practise at the key points along this journey as well 
as standardising this pathway/journey for patients. 

                                                           
 

27 Incidence refers to the number of new cases of a disease occurring annually in a given population.  
28 Prevalence refers to the total number of individuals living with a disease in a given population, at a given time. 
29 Hardiman O (2010). Neurological conditions: a challenge for the Irish Health system, in Neurological Alliance of Ireland position 
document 2010. 
 
30 UK Neuro Numbers (2003), Neurological Alliance www.neurologicalalliance.org.uk 
 
31 The Future for Neurological Conditions in Ireland – Neurological Alliance of Ireland (2010) 
http://www.nai.ie/go/resources/nai_documents/the-future-for-neurological-conditions-in-ireland accessed 18th November 2014 
 

http://www.neurologicalalliance.org.uk/
http://www.nai.ie/go/resources/nai_documents/the-future-for-neurological-conditions-in-ireland%20accessed%2018th%20November%202014
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The patient care pathways within the model of care for Rehabilitation Medicine Programme provide 
a multidisciplinary outline of anticipated care, placed in an appropriate timeframe, to help a patient 
with these specific conditions or set of symptoms move seamlessly through a clinical experience to 
positive outcomes. 

Variations from the pathway may occur as clinical freedom is exercised to meet the often complex 
and varying needs of the individual patient. 

These patient care pathways will help to reduce unnecessary variations in patient care and 
outcomes. They support the development of care partnerships and empower patients and their 
carers. 

 

Linkages with other services 
Within a network model the longer-term needs of people with neurological and limb absence 
disability can be best met through shared arrangements between specialist and local health services 
in partnership with social services and other statutory authorities such as housing, employment, 
education and transport. 
 

 

Epidemiology of neurological conditions in Ireland 
 

Funding 
There is substantial proof that intensive rehabilitation in specialised environments, delivered by 
trained and committed staff, is both effective and cost-effective, in terms of reducing the burden 
and cost of onward care32. This has been demonstrated in a variety of settings, such as in-patient 
units and community teams, and in different diagnostic groups (traumatic brain injury33, stroke34, 
multiple sclerosis35 and Spinal Cord Injury36). 

                                                           
 

32 Turner-Stokes L (2004). The evidence for the cost-effectiveness of rehabilitation following acquired brain injury Clinical Medicine 
2004; 4[1]: 10-12 
 
33 Powell J, Heslin J, Greenwood R (2002). Community based rehabilitation after severe traumatic brain injury: a randomised 
controlled trial. JNNP 72:193-202 
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In Medical Rehabilitation in 2011 and beyond37 evidence is presented from intervention trials for 
sudden onset neurological conditions, progressive or intermittent neurological conditions, and limb 
absence. One such example is a 6 year cohort study of patients with ABI admitted to a tertiary 
referral centre38.  

All patients in each of the 3 graded categories of dependency (using the RCS)39 showed significant 
reduction in dependency and on-going care costs. The reduction in weekly cost of care was greatest 
in the high dependency group. Despite their longer length of stay and higher treatment costs the 
time taken to offset the initial cost of rehabilitation was only 16.3 months in the higher dependency 
group.  

Treatment by community based multidisciplinary teams can be cost-saving. A review of effectiveness 
of one such community team40 demonstrated that savings arising from reduced hospital bed usage 
and reduced out-patient visits with MDT involvement was equivalent to the cost of the team itself 
thereby rendering the team’s work cost neutral. There is strong evidence from Cochrane and other 
systematic reviews that multidisciplinary rehabilitation can improve the experience of living with a 
long term neurological condition, both at the level of functional activity and societal participation41. 

 

Funding of the MCRNs and rehabilitation services across the continuum of care, including care 
packages for long term care should not be impacted by the separate HSE divisional budgets. There 
needs to be a whole system approach to funding which supports the patient journey from acute 
hospitals, disability services and long term care.  

Current funding and payment structures do not incentivise the delivery of rehabilitation in a 
timely or comprehensive manner. Current funding streams lead to delayed rehabilitation and 
delayed transfers within the system, which leads to suboptimal outcomes, inappropriate care in 
the wrong setting and increased stresses on patients and families.  
   
A funding structure, which reflects ethical principles and supports desirable patient pathways is 
essential. The completion of a specialist rehabilitation needs assessment/prescription should 
trigger the commencement of a planned release of funding to ensure timely care for those 
patients with severe and major injuries/illness most at need of multiagency input. It is 
recommended that patients with complex needs require a centralised funding stream. In the UK, 

                                                                                                                                                                                     
 

34 Patel A, Knapp M, Perez et al (2004). Cost-effectiveness and cost-utility analyses from a prospective randomized controlled trial. 

Stroke 35: 196-203. 

 
35 Thompson AJ (2000). The effectiveness of neurological rehabilitation in multiple sclerosis. J Rehabil Res Devel; 37[4]: 455 – 461 
 
36 Wolfe DL et al. (2007) Neurological & functional outcomes associated with spinal cord injury rehabilitation. Top Spinal Cord Inj 
Rehabil 2007;13(1):11-31 
 
37 Medical Rehabilitation in 2011 and beyond; Report of a joint working party of the Royal College of Physicians and the British 
Society of Rehabilitation Medicine, 2010 
38 Turner-Stokes L, Paul S, Williams H (2006). Efficiency of specialist rehabilitation in reducing dependency and costs of continuing 
care for adults with complex acquired brain injuries JNNP; 77(5):634-9 
 
39 Rehabilitation Complexity Scale: low 0 – 7; medium 8 – 11, high 12 – 15 
http://www.kcl.ac.uk/lsm/research/divisions/cicelysaunders/attachments/Tools-RCS-Publictaion-Rehabilitation-complexity-scale.pdf  
40 Ward AB, Barnes MP, Stark SC and Ryan S (2009). Oxford Textbook of Clinical Rehabilitation. Oxford: Oxford University Press 
 
41 Khan F, Turner Stokes L, Ng L, Kilpatrick T (2009) Multidisciplinary rehabilitation for adults with multiple sclerosis Cochrane 
Database of Systemic reviews Apr 18 (2):CD006036 
 

http://cirrie.buffalo.edu/database/authors/29396/
http://cirrie.buffalo.edu/database/authors/57985/
http://cirrie.buffalo.edu/database/authors/32692/
http://www.kcl.ac.uk/lsm/research/divisions/cicelysaunders/attachments/Tools-RCS-Publictaion-Rehabilitation-complexity-scale.pdf
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there is a trust payment for each rehabilitation prescription completed, as it is seen as a vital 
component of the process. This may be of particular benefit for activity based funding or 
patient- costed care in the Irish context.    
 
Currently, funding to support the discharge of patients home is applied for through social care 
division. Without this funding in place, patients remain in either acute hospitals or National 
Rehabilitation Hospital as a delayed discharge. This is an inappropriate use of both these 
resources and an unacceptable outcome for patients. Acute hospitals are dependent on social 
care to assist with release of beds back into the system. Disability services are dependent on 
local services/budgets funding care packages, which can often be considerable. This local 
decision making leads to significant variance in patient experience, as local managers struggle 
to absorb these often-time high cost packages while continuing to fund routine services. This 
variation can be seen as an injustice to those who don’t receive funding and are thus forced to 
remain in an acute hospital setting in the long term. 
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National Clinical Programme for Rheumatology 
 

Rheumatic and Musculoskeletal disorders (RMDs) are a group of more than 200 different 

conditions that affect 1 in 4 people of all ages, equivalent to 1.2 million Irish citizens 

(www.eular.org). It is estimated that 2% of the EU GDP is spent on direct medical care 

of RMDs. RMDs are the leading cause of disability in Ireland. RMDs cause the single 

greatest socioeconomic cost of any disease group due to lost productivity from long-term 

work absence and due to the payment of disability benefits.  

There will be a dramatic increase in the prevalence of RMDs in the next decade due to an 

increasing and ageing population. RMDs impede the ability of people to remain 

economically and socially active when becoming older. The social and economic impact 

of RMDs will be accentuated by the necessity to maintain the larger, ageing Irish 

population in work to a later age.  

Many RMDs, such as rheumatoid arthritis, have seen major advances in specialist 

treatment in the past decade, effective in preventing joint damage and patient disability. 

The need to develop Rheumatology services for the provision of better care for patients 

with RMDs in Ireland is recognised by the Health Service Executive (HSE). In 2010, a 

National Clinical Programme for Rheumatology (NCPR) was established with the 

overarching aim of: “Adopting a chronic disease model of care so as to facilitate a right 

person, right place, first time approach to patients with RMDs.”  

In 2016 the NCPR produced a model of care for Rheumatic and Musculoskeletal Diseases 

in Ireland (http://www.hse.ie/eng/about/Who/clinical/natclinprog/rheumatologyprogr 

amme/modelofcare.html). The model of care notes that Ireland has one of the lowest 

ratios of rheumatologists to population in the EU and when implemented will bring 

service provision for RMDs in line with evidence-based practice and international 

standards of care.  

The model of care envisages expansion of rheumatology services in a hub-and-spoke 

model of tertiary centres operating within 6 rheumatology networks coterminous with 

the new hospital groups and integrated with Community Healthcare Organisations 

(CHOs). This will provide co-ordinated care and uniform standards of service delivery for 

patient across the networks supported by the development of clear referral protocols, 

pathways and therapeutic standards. The cost of implementing this model can be 

realised through the prevention of RMD disability and its high direct and indirect costs 

and by implementing efficiencies in current utilisation of specialist services such as high 

technology drug expenditure.  

 

http://www.hse.ie/eng/about/Who/clinical/natclinprog/rheumatologyprogr%20amme/modelofcare.html
http://www.hse.ie/eng/about/Who/clinical/natclinprog/rheumatologyprogr%20amme/modelofcare.html
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Recommendations and Key Priorities for 10 Year Plan: 

1. Rheumatic and Musculoskeletal disorders (RMDs) to be formally acknowledged as 

one of the largest direct healthcare costs in Ireland today.  

2. Rheumatic and Musculoskeletal disorders (RMDs) to be formally acknowledged as 

the single largest indirect cost due to disability in Ireland. 

3. Implementation of the National Clinical Programme Rheumatology Model of Care 

as the basis of a 10 year healthcare plan for integrated medical care (eg non-

surgical) of RMDs. 

a. Establish one consultant rheumatologist per 79,000 

population (WHO) 

b. Establish a multidisciplinary team to work with each 

consultant in delivering care of RMDs 

c. Provide appropriate facilities for each Rheumatology MDT 

to deliver care of RMDs 

d. Rheumatology centres to work as networks across each 

hospital group to optimise clinical services, education and 

research. 

e. Establish a Treat to Target model for disease management 

in RMDs that will result in maximal disease outcomes and 

maximal economic benefits 

f. Sustain and develop self-management programmes for 

RMDs in collaboration with patient organisations such as 

Arthritis Ireland 

g. Further develop the specialist physiotherapist triage 

scheme for RMDs 

h. Further develop RMD management in primary care with 

appropriate access to diagnostic and therapeutic 

modalities for GPs 

i. Implement recommendations of Fit to Work coalition to 

effect reductions in work disability 

j. Implement a National Fracture Liaison Programme to 

prevent fractures from Osteoporosis 

k. Establish RMD units in each network to provide inpatient 

care for RMDs 

4. Acknowledge that investment in and development of RMD treatment will reduce 

disability and that this will reduce indirect costs from disability. 

5. Acknowledge that due to the chronic nature of RMDs cost effective strategies 

aimed at reducing disability in large populations can only be realised through long 
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term planning and investment such as envisaged in the 10 year Irish healthcare 

plan. 

6. Acknowledge that the short term nature of Irish Healthcare funding to date is one 

of the reasons why RMD services in Ireland are so underdeveloped.  

7. Recommend integrated primary, secondary and community health care of RMDs 

to be led through the HSE Rheumatology Model of Care.  

 

What are Rheumatic and Musculoskeletal disorders?  

Rheumatic and Musculoskeletal disorders (RMDs) are a group of more than 200 different 

conditions which may result in damage to the muscles, bones and joints of the body. The 

European Union League against Rheumatism estimates that RMDs affect 1 in 4 

Europeans of all ages, equivalent to 127 million Europeans and 1.2 million Irish citizens 

(www.eular.org). Table 1 lists the most common and important RMDs. 

 

Table 1: Common Rheumatic and Musculoskeletal disorders (RMDs) 

Osteoarthritis (OA) and 

Regional MSK pain 

500,000 people affected in Ireland. 1 in 4 adults in the UK are 

affected by longstanding Musculoskeletal problems that limit 

everyday activity and 30% of all GP consultations are about 

MSK complaints (Department of Health (UK), 2006). 

Rheumatoid Arthritis (RA) At least 40,000 people in Ireland have RA. 70% of people 

with RA cannot work outside of home due to RA, costing the 

state €1.6 billion (Bevan et al., 2009a). Early intervention can 

prevent joint damage and disability in patients with RA. 

Spondyloarthropathy (SpA)  Over 44,000 people in Ireland are affected (Bevan et al., 

2009a) by this inflammatory disease predominantly affecting 

the spine including ankylosing spondylitis & psoriatic arthritis. 

Early intervention prevents disability in patients with SpA. 

Osteoporosis 1 in 5 men and 1 in 2 women > 50yrs will develop a fracture 

due to osteoporosis. Hip fracture is fatal for 20% of patients 

with permanent disability for 50% (Stafford et al., 2004). 

Fractures can be prevented by treating osteoporosis. 

Systemic Rheumatic Disease: 

Connective Tissue Disease and 

Vasculitis 

2,000 people in Ireland affected. Multisystem diseases with 

high morbidity and mortality. Specialist multidisciplinary care 

improves outcomes and quality of life.  

Juvenile Idiopathic Arthritis 

(JIA) 

1,200 children in Ireland affected (Arthritis Ireland, 2016) - 

early specialist care within months of diagnosis prevents 

permanent joint damage, growth retardation and disability. 
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Fibromyalgia and Soft Tissue 

Rheumatism 

2% of women, aged 20-55. One of the most common reasons 

for patients to visit a GP is widespread MSK pain attributed to 

abnormal pain processing (Department of Health, 2006)  

Gout Gout is the commonest inflammatory arthritis and prevalence 

is increasing – in line with obesity - with 1 in 40 of the UK 

population now affected (Kuo et al, 2014)  

 

Arthritis is the leading cause of disability in people aged 55 years and over and hence is 

the greatest cause of health service usage (Vos et al., 2015). Over 1 in 5 Irish people 

have some form of arthritis (Arthritis Ireland, 2015a) and the condition accounts for over 

30% of all general practitioner (GP) visits (Bevan et al., 2009a). A recent report from the 

Central Statistics Office (2008) confirmed that chronic back pain is the second 

commonest condition among adults, after hypertension. The Institute of Public Health 

MSK briefing document in September 2012 found that 169,000 adults (5.1% of the 

population) had rheumatoid arthritis in the previous 12 months, which had been clinically 

diagnosed.  

 

The Economic impact of RMDs 

RMDs give rise to major health resource utilisation – the direct costs of RMDs are 

estimated to account for 2% of the European GDP making it one of the top 4 disease 

groups in terms of healthcare costs (www.eular.org). Effective health resource utilisation 

for RMDs is achieved by providing a population health approach providing preventative, 

self-management and primary care services for most patients with RMDs and specialist 

services for more complex and serious diseases which comprise 15-20% of RMDs. RMDs 

cause the single greatest socioeconomic cost of any single disease group due to lost 

productivity from long-term work absence and due to the payment of disability benefits. 

They represent 39% of all occupational diseases and are the main cause of early 

retirement, impeding the ability of people to remain economically and socially active 

when becoming older. 

 

Population Growth and Ageing in Ireland 2016-2016 

As the demographic profile in Ireland changes, with increased life expectancy and rising 

numbers of the population moving into the middle and older age groups, it is expected 

that the prevalence of RMDs will increase dramatically in the next decade. RMDs impede 

the ability of people to remain economically and socially active when becoming older. An 

effective strategy to treat RMDs will be critical to maintain patients in social 
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independence thus reducing nursing home care demands in the future as well as 

maintaining patients in work to a later age.  

 

The New Therapeutic Strategy for RMDs 

New medical therapies are radically changing the approach to RMD management and are 

significantly affecting clinical outcome, preventing disability and maintaining patients’ 

social and economic independence. For example the introduction of improved therapeutic 

strategies and biological medications for rheumatoid arthritis and spondyloarthropathy, 

means that lasting disease remission is the new therapeutic goal (Emery et al., 2008) for 

up to 100,000 Irish patients. Preservation of work status, maintenance of quality of life 

and prevention of joint damage and disability result from successful treatment. 

Previously up to 70% of RA patients were unable to work outside of the home. 

Not all RMDs require intensive specialist services and a population health approach is the 

most appropriate model for service delivery. Figure 1, which applies to all chronic 

conditions, shows the segmentation of complexity (levels 1-3) as it relates to RMDs. It is 

important to appreciate that these three levels are not distinct cohorts of patients; 

people in each level can improve or deteriorate and move between levels. 

Figure 1: Population Health approach as it relates to Musculoskeletal health (Taylor, 2007, HSE, 2008b, 

Minnock et al., 2012) 

 

 

 

Level 1: Individuals who have RMDs that are well controlled by the patients themselves. 

It is assisted by self-management participation and as required primary care support 

(approximately 70-80% of patients).  

Severity o
f D

isease 
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Level 2: Individuals with more complex illness. They may have one or more chronic 

illness of varying severity, but are not at risk of hospitalisation if they are well managed 

in the community (approximately 15-20% of patients). These patients can be monitored 

by self-management participation and identified via achievement or non-achievement of 

specific treatment goals.  

Level 3: Individuals with complex conditions, often with complications. They require 

specialist care, intensive intervention and are at high risk of hospitalisation 

(Approximately 5-7% of patients). 

National Clinical Programme for Rheumatology Model of Care 

“To develop a chronic disease model of care to facilitate a right person, right place, first 

time approach to patients with rheumatic and MSK disorders.” 

Achievements to date 

Rheumatology is the medical specialty dedicated to the treatment of RMDs. The NCPR 

was established in 2010 and comprised of representatives of all health professionals 

involved in Rheumatology care in Ireland. To date it has delivered: 

 The appointment of seven additional Consultant Rheumatologist posts. This 

significantly increased the number of posts from 26.5 WTE to 33.5 WTE 

representing a 25% growth in Rheumatology Consultant numbers. 

 The establishment of a Musculoskeletal Physiotherapy Initiative in collaboration 

with the National Clinical Programme for Trauma and Orthopaedic Surgery, with 

twenty-two Clinical Specialist Physiotherapists in place nationally. To date, this 

initiative has removed 71,714 patients from Rheumatology and Orthopaedic 

waiting lists. On foot of this success an additional six Clinical Specialist 

Physiotherapists were allocated through the 2016 service planning process. 

 Endorsement by the National Director for CSPs of the Irish Rheumatology Nursing 

Forum Business Proposal for Advanced Nurse Practitioner and Clinical Nurse 

Specialist Posts to implement ‘Treat to Target’ as standardised care for patients 

with inflammatory arthritis. Further, the national director and the Chief 

Information Officer confirmed their co-sponsorship for the associated 

rheumatology electronic patient record pilot to capture essential treat to target 

outcome data.  

National Clinical Programme Rheumatology Model of care 

Based on European Action Towards Better MSK Health (European Bone and Joint Health 

Strategies Project, 2004) and The MSK Service Framework (Department of Health (UK), 

2006), a patient centred model of care for Rheumatology Services in Ireland was agreed 

by the NCPR, RCPI, the Rheumatology Clinical Advisory Group representing consultant 
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rheumatologists throughout Ireland and Arthritis Ireland representing patients 

(http://www.hse.ie/eng/about/Who/clinical/natclinprog/rheumatologyprogramme/model

ofcare.html) 

Recommendations of the Model of Care 

Quality Solutions 

 Establish Rheumatology Clinical Networks (RhCNs) that are underpinned by 

robust clinical and corporate governance structures  

 Develop/agree/implement national clinical guidelines, standards of practice, care 

pathways with all partners that move from prevention and self-care through to 

hospital care and ensure that the use of primary and secondary care is 

appropriate to patients’ needs 

 Care pathways to include detailed and agreed clinical audit measures and all 

services must engage in clinical audit. 

 To agree and implement disease specific and patient focused quality outcome 

measures  

 To enhance and develop self-management and patient education programmes 

that are tailored to particular levels of complexity and risk e.g. those developed 

by Arthritis Ireland  

 To further develop “fracture-liaison” programmes so as to ensure that patients 

with osteoporosis are identified and treated in a timely manner 

 A national arthritis registry to be established  

 To utilise the International Classification of Functioning, Disability and Health 

(ICF) as a framework to develop these measures. Activity and participation 

outcomes to be measured in tandem with outcomes that focus on body structure 

and function  

Quality Solutions: Education and Research 

 To develop an accredited Continued Professional Development (CPD) programme 

in the assessment and treatment of MSK conditions for all disciplines. This 

programme to include e-learning modules  

 To promote service-related and translational research programmes related to 

rheumatic diseases 

 Develop and agree an integrated competency framework for each discipline 

working in rheumatology services across primary, secondary and tertiary services  

http://www.hse.ie/eng/about/Who/clinical/natclinprog/rheumatologyprogramme/modelofcare.html
http://www.hse.ie/eng/about/Who/clinical/natclinprog/rheumatologyprogramme/modelofcare.html
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 To review and develop, in partnership with the Higher Education Authority and 

Universities, MSK training programmes in the undergraduate courses in all the 

relevant disciplines 

Access Solutions 

 Provide access to a Multidisciplinary Team (MDT) at community level which will 

enable individual and population-based self-management support, education, 

optimal clinical and social care in the most appropriate setting, education, 

avoidance of complications, improved outcomes and optimal quality of life  

 Facilitate care across the chronic disease spectrum e.g. a falls clinic in primary 

care can be used to identify those at risk of osteoporosis and could also be used 

for health promotion in patients at risk  

 Increase consultant rheumatology time by 40% within 1 year – this to be 

achieved by taking all rheumatology consultants off General Internal Medicine 

(GIM) call and by appointing new consultant rheumatologists. 

 Develop and increase extended scope role in nursing, occupational therapy 

pharmacy and physiotherapy and to enhance multidisciplinary/interdisciplinary 

management 

 Provide full MDT access to all dedicated rheumatology services, only one third of 

the recommended nurse specialists, occupational therapists and physiotherapists 

are in post nationally. An integrated workforce planning exercise needs to be 

completed on MDT staffing levels requirements in implementing the proposed 

model of care. Secondary care services to have an outreach component  

 Developing educational programmes and liaising with community MDTs will 

facilitate optimal management of MSK conditions in the community and avoid 

“inappropriate” referrals  

 To examine the possibility of integrated care protocols for patients on biologic 

therapies 

Value Solutions 

 To develop and agree an evidence-based national guidelines for use of biologic 

therapies, including biosimilars, in a cost-effective manner in conjunction with the 

Medicines Management Programme 

 To develop cost effective (eg:- community based, protocolised, etc.) infusion 

programmes which will provide economies of scale and substantial savings (vial 
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sharing savings of €100,000/yr/100 patients treated or savings associated with 

use of biosimilars) 

 To review usage of drugs within the General Medical Scheme, in particular those 

where efficacy is unproven  

 To work with the OPD programme to ensure that all patients seen at OPDs are 

appropriately referred and have all the pre-assessment work-up completed prior 

to attending outpatient clinics in secondary care  

 To reduce the ‘did not attend’ (DNA) rate to 12% as per National OPD 

performance improvement programme 

 To liaise with Department of Social Welfare and to reduce MSK work-related 

disability costs (estimated €350m/year) by 10% in 2 years 

 By introducing/rolling out an effective fracture-liaison programme including a falls 

risk assessment, to substantially increase the numbers of patients with fractures 

assessed to 90% within 1 year 

Prof David Kane, Consultant Rheumatologist & Clinical Lead, HSE National Clinical Programme for 

Rheumatology, Royal College of Physicians Ireland, Setanta House 
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National Sepsis Programme 
 

Background: Sepsis is the common fatal pathway from infection, it occurs when the body’s immune 

response to an infection leads to organ dysfunction then failure and death.  

The only proven method to reduce morality is early recognition and treatment with appropriate 

antimicrobials and oxygen and intravenous fluids as required. 

The National Sepsis Programme was set up by Ministerial request by the Directorate of Strategy and 

Programmes following the recommendations arising from the investigation into the untimely death 

of Ms Savita Halappanavar. It is governed by the National Sepsis Committee with a wide 

membership reflecting the fact that sepsis affects patients of all age groups and attending all 

specialities. 

Approximately 60% of all in-hospital deaths are contributed to by sepsis or infection. 

The National Clinical Guideline No. 6: Sepsis Management was produced by the Committee and is an 

adaptation of existing evidence-based guidelines to the resources and structures of the Irish 

Heathcare system. It was published following recommendation by the National Clinical Effectiveness 

Committee and with Ministerial approval in 2014. It received NICE (National Institute for Clinical 

Effectiveness, UK) accreditation in March 2015. 

The National Sepsis Team is leading the implementation programme for the guideline with the 

primary aim of reducing sepsis-related deaths by 20% in 5 years, secondary aims include reducing 

hospital length of stay and ICU admission rates. Patients who survive severe sepsis are burdened by 

chronic ill health due to the damage done during the acute illness. This results in a reduction in 

quality of life, shortened life expectancy, reduced productivity and increased healthcare usage. By 

diagnosing and treating early progression to severe sepsis and septic shock is reduced and this 

chronic sequelae with their associated costs are avoided. 

Epidemiology: HIPE database. 

Fig 1. Sepsis is increasing in incidence. 
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Fig 2. Sepsis increases with age. 

 

Sepsis is expensive. The estimate cost of an acute episode of severe sepsis is 25,000 euro. It has 

been identified as the single most expensive in-hospital condition in the United States. With an 

ageing population this represents a major resource issue. 

Approximately 40% of all acute hospital beds are occupied by patients with infection or sepsis. This 

rises to up to 60% in the tertiary referral hospitals.  

Fig. 3: The reality of sepsis 

Average length of stay Without  With  

Sepsis 5.59 26 

Infection 5.59 10 

Maternal sepsis 2.61 5.47* 

Paediatric sepsis 3.08 22.19 

 transferred  
 

Fig 4: Sepsis is a greater cause of mortality than breast cancer, bowel cancer and prostate cancer 

combined. It is the cause of 3 times more deaths than heart attack in Ireland and affects 40% more 

patients.  

OECD Healthcare Quality Reporting System, Ireland, March 2015. 
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Fig 5: Crude mortality for inpatients with a diagnosis of sepsis, 2011 – 2015. 

 

 

Fig 6: Crude mortality in patients with sepsis admitted to a critical care area, by age group, 2015. 

 

Strategy: 

An integrated pathway from primary care through acute hospital stay, rehabilitation and back to 

primary care with the aim of increasing diagnostic accuracy, prompt appropriate treatment and 

referral for escalated care when required. The sepsis programme is compliant with the national 

antimicrobial stewardship, early warning scoring systems, communication and handover and 

infection prevention and control programmes as well as the other National Clinical Programmes. 

It works with the other programmes to ensure a methodology that works within the existing 

resources of the Irish Healthcare system with the aim to reduce not increase workload. 
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Methodology: 

1. National Guideline No. 6: Sepsis Management 
2. Undergraduate and postgraduate medical and nursing sepsis education compliant with 

guideline 
3. Hospital based sepsis education and management coordinated by local sepsis/ deteriorating 

patient committees. 
4. Mandatory sepsis elearning programme for all healthcare professionals 
5. Utilization of a sepsis clinical support tool, also known as the sepsis screening form, to 

facilitate diagnosis, treatment and appropriate escalation. 
6. Community awareness including a patient information leaflet. 
7. The programme is designed to be effected within existing resources as much as possible. 

 
Conclusion: 

The Centre for Disease Control has recognised that sepsis is a time-dependent medical emergency 

and that the treatment approach should have the same urgency as that for ST elevation myocardial 

infarction (heart attack). In Ireland there has been a 40% reduction in mortality from heart attack 

due to the introduction of and compliance with time-dependent pathways. This has been facilitated 

by heart attack being treated by a single dedicated speciality and much credit is due. 

Sepsis affects patients in all specialties and although the more severe cases are treated in intensive 

care, the intervention required to give patients the best opportunity to survive ie early recognition 

and treatment occurs in the GPs office, the Emergency Department and on the ward, requiring a 

wide knowledge base and is also hampered by a mobile staffing system both in nursing and 

medicine. 

These realities mean that a national integrated approach embedded in the culture of the healthcare 

system is required to effect the change necessary to ensure that patients get the best and most 

appropriate care. This will take time and needs to be a fundamental part of the future healthcare 

strategy for Ireland. 

Reference: 

 

1. National Clinical Guideline No. 6: Sepsis Management, published November 2016; 
www.health.gov.ie/patient-safety/ncec; www.hse.ie/sepsis 

2. Centers for Disease Control and Prevention;  
www.cdc.gov/sepsis 
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National Clinical Programme for Trauma and Orthopaedic Surgery 

 

Musculoskeletal injuries account for one-third of the acute surgery workload and one-third of 

the bed days used in Irish hospitals annually. Trauma and orthopaedics is the surgical 

specialty that focuses on injuries and diseases of the musculoskeletal system. Orthopaedic 

surgeons use both surgical and nonsurgical means to treat trauma, spine diseases, sports 

injuries, degenerative diseases, infections, tumours, and congenital disorders. According to 

current definitions, musculoskeletal conditions include 200 different problems affecting the 

muscles, joints and skeleton. Musculoskeletal surgical procedures consistently deliver 

successful outcomes for patients and make a significant positive impact on patients’ quality 

of life. The consequences of not undertaking these procedures are pain, immobility and 

economic inactivity.  

Musculoskeletal disorders are the leading cause of disability and working days lost 

worldwide (Arthritis Research UK, 2014). There will be an ever-increasing demand for 

orthopaedic care, in line with the higher birth rate, an increase in the ageing population, 

coupled with increased life expectancy and other factors such as obesity. The expectations 

and perceptions of patients have rightly been changing, with an expectation of maintaining 

their active lifestyle as they grow older, with the obvious benefits to society and the taxpayer. 

Patients should have confidence that they will be seen and treated, by the appropriate 

healthcare professional, and that they can access the appropriate healthcare facility in a 

timely and equitable manner that best suits their needs.  

There is significant scope for treating more patients within the current system by 

standardising treatment pathways and ensuring that appropriate facilities are designated at 

the right time to the right patient. Not all patients require hospital treatment and, in order to 

ensure that patients are referred to the appropriate healthcare professional, primary and 

community care pathways need to be further developed. There must be timely access to 

radiology examinations and other diagnostic investigations on an outpatient basis. 

Designated and protected beds and theatre sessions both for inpatients and day cases. 

Most importantly the workforce needs to be increased and strengthened. There is a serious 

mismatch between the available consultant workforce and the demand for musculoskeletal 

services. This gives rise to the Outpatient Waiting List that has not fallen below 48,000 in the 

last number of years. Trauma and Emergency Care is entirely predictable and the service 

should be based on past experience. 

Trauma and orthopaedic care in hospitals is delivered by a multidisciplinary team called the 

Trauma and Orthopaedic Services Team (TOST). It is a consultant-led service and aspires 

to be a consultant-delivered service, although consultant numbers currently mitigate against 

this happening. 

In July 2015 the National Clinical Programme for Trauma and Orthopaedic Surgery 

published a Model of Care which details ways in which the service can be improved. This 

document can be found here Model of Care. 

 

 

http://www.hse.ie/eng/about/Who/clinical/natclinprog/orthopaedicsprogramme/modelofcare/
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Recommendations  

Development of a network of hospitals that deliver trauma care: two Major Trauma Centres 

in addition to trauma units in each hospital group. Development of an integrated national 

spine surgery service with required pathways of care. 

 

Establish clearly defined governance and accountability structures, with clearly defined roles 

and responsibilities, in order to enable the health service to achieve its objectives.  

 

Continued development of outcome measures similar to the Irish Hip Fracture Database 

(IHFD). Audit is an integral part of measuring the quality of care that is delivered. Initiatives 

such as the Irish Hip Fracture Database (IHFD) have enabled clinicians to audit practice 

against international standards for a particularly vulnerable group of patients. The Irish 

National Joint Registry (INOR) will define the epidemiology of joint replacement surgery in 

Ireland and will provide timely information on the outcomes of joint replacements in addition 

to identifying risk factors for a poor outcome. 

 

Implementation of robust, standardised approaches to workforce planning, in order to ensure 

correct consultant to patient ratios and facilitate a consultant-delivered service. 

 

Implementation of robust workforce planning for all elements of orthopaedic services. 

Separation of acute (trauma) and planned (elective) surgical streams. Orthopaedic units for 

planned surgery should be developed, so as to enable them to function independently with 

regard to the provision of inpatient beds and theatre, nursing, anaesthetic therapy and 

diagnostic services. Continued investment in existing standalone hospitals will be required. A 

time will come when these hospitals will need to be replaced, and when that happens, they 

should be sited on the campus of a Model 4 hospital.  

 

Dedicated access to theatre, appropriate access to diagnostics, and designated wards for 

trauma and planned orthopaedic patients. Access to diagnostic radiology (especially CT and 

MRI), and interventional radiology. Implementation of sustainable, long-term strategies to 

address the historical waiting list problem for orthopaedic patients. 

 

Implementation of a hospital bypass protocol for trauma and orthopaedic patients, and 

immediate bypass protocol for fractured neck of femur patients in the nine hospital that do 

not have an orthopaedic service onsite; Midland Regional Hospital Mullingar; St Luke’s 

Hospital, Kilkenny; Wexford General Hospital; Naas General Hospital, Midland Regional 

Hospital, Portlaoise; Cavan General Hospital; Portiuncula Hospital, South Tipperary General 

Hospital and Mercy University Hospital, Cork. 

 

Re-engineering and implementation of innovative strategies across the spectrum of care, 

from primary care through to acute care and rehabilitation including early supported 

discharge for orthopaedic fractures. 

 

Develop nationally standardised guidelines for referral from general practitioners (GPs).   

 

Develop interface clinics with Health and Social Care Professionals and expand the existing 

acute hospital and community musculoskeletal physiotherapy services. 
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Implement a triage system for OPD referral based on clinically recommended time frames 

rather than politically based targets. 

 

National implementation of the orthopaedic safe outpatient clinic guidelines.  

 

Introduce streamlining of patient care using the Fracture Redesign Project (Trauma 

Assessment Clinics), Spine Assessment Clinics and Musculoskeletal Services, e.g. 

Musculoskeletal Physiotherapists. 

 

Implement a National Procurement process for hip and knee implants. This has the potential 

to make major cost savings in the future. 

 

Implementation of a nationwide fracture liaison service. 

 

Commitment to continued education and training. 

 

Trauma and Orthopaedic Service  

 

Almost seventy thousand people received inpatient or day case treatment under the care of 

a trauma and orthopaedic consultant in Ireland in 2014. 

This is broken down into Planned (Elective) Care and Trauma Care. 

Planned (Elective) Care Activity   

Inpatient Day Case 

Total 

number 

Number 

Bed 

Days 

Used 

Average 

Length 

of Stay 

Preoperative 

Bed Days 

Used 

Preoperative 

Average 

Length of 

Stay 

Day of 

Surgery 

Admission Number 

Day 

Case % 

Primary 

Procedure 

13,557 67,154 5.0 5,672 0.4 71.8% 29,379 68.4% 42,936 

 

Trauma Care Activity  

Inpatient Day Case 

Total 

number 

Number 

Bed 

Days 

Used 

Average 

Length 

of Stay 

Preoperative 

Bed Days 

Used 

Preoperative 

Average 

Length of 

Stay 

Day of 

Surgery 

Admission Number 

Day 

Case 

% 

Primary 

Procedure 

20,443 162,562 8.0 27,953 1.4 33.8% 3,803 15.7% 24,246 

 

Trauma and orthopaedic referrals have remained at a consistent level over the past number 

of years, at an average of 8,000 per month. 



 

 143  
  

 

Outpatient waiting list for trauma and orthopaedic patients August 2016 

 

 

Inpatient and Day Case waiting list for Trauma and Orthopaedic Patients August 2016 
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Grand 

Total 

3929 2685 1182 1850 677 295 297 116 15 1 11047 
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16735 10973 8085 6814 4508 2701 1430 626 469 112 96 52549
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Demographics  

In 1961, there were 315,000 people aged 65 or over in the Republic of Ireland (ROI). At the 

2011 census, there were 535,393 people, an increase of 70% (Central Statistics Office, 

2012a), and an increase of 14.4% from 467, 926 in 2006. The increase in life expectancy 

will have significant resource implications for healthcare in this country.  

By 2041, there will be 1.4 million in ROI aged 65 and over, three times more than the older 

population now. The very old population (i.e. those aged 80 years of age and over) is set to 

rise even more dramatically, increasing from 128,000 in 2011 to between 470,000 and 

484,000 in 2046 depending on the scenario chosen. Older people are some of the most 

frequent users of health care, with hospital admissions increasing with age, in addition, 

lengths of stay are longer for older people, often due to their fragility and associated co-

morbidity. 

 

Demographic changes over the last two decades have already affected demand. The 

growing numbers of older people will lead to an increase in the incidence of hip fracture, the 

prevalence of hip and knee disease, and the subsequent demand for hip, knee and other 

joint replacement surgery. As people are living longer, and are more active in their life after 

surgery, then the numbers of major revision surgery is also likely to increase. This can lead 

to isolation, social exclusion, dependency, risk of depression and further ill health.  

 

Approximately 55,000 new fracture patients are seen annually in outpatient fracture clinics.  

Many who suffer these more severe fractures have had lesser fractures, and these could 

have avoided if the patient was assessed and offered treatment. The correct identification, 

investigation and treatment of those at risk is inefficient, ineffective or incomplete in most 

settings unless a co-ordinated Fracture Liaison Service is in place. This service is 

established, international best practice. 

 

The cost of osteoporosis care in Ireland is high, and 84% is spent on fracture care instead of 

on preventive treatment. In 2010, €223 million was spent on osteoporosis care. Of particular 

note, only €35 million was spent on treatment to prevent fractures, compared with almost six 

times more, €188 million, on care of patients who sustained fractures. Without a co-

ordinated service, fewer than 10% of patients have an appropriate assessment or are 

advised to commence a treatment to reduce future fracture risk. Without treatment, the risk 

of further fracture increases, two-fold after one fracture, 5-fold after a second fragility 

fracture. With a co-ordinator led service, over 80% of patients have a completed 

assessment, are commenced on appropriate treatment, and remain on treatment (in contrast 

to high levels of treatment cessation when prescribed outside a co-ordinated service) (Marsh 

et al 2011; Sale et al, 2011).  

In the UK in 2010, over 179,000 Total Hip Replacements and Total Knee Replacements 

were carried out, an increase of nearly 300% compared to six years ago. Furthermore, over 

the last five years there has been a 92% rise in revision TKR and 49% rise in revision THR. 

With 35% of hip and knee replacements now carried out in patients below the age of 65, and 

12% below the age of 55, this revision burden, which is expensive, complex, and time 

consuming in theatre usage, will grow exponentially. This increases the pressure on 

spending and waiting times (Briggs, 2012). Ireland has a similar demographic to the UK so 
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we face the same challenges of demand for the service, this demand will not be met unless 

substantial investment in consultant manpower is made. 

 

Major trauma is one of the leading causes of death worldwide, particularly among men and 

women under the age of 45 years. Each year, 5.8 million people die from injury, and many 

more are disabled. More productive years of life are lost to major traumatic injury than heart 

disease and cancer combined. The burden of disease resulting from injuries is set to 

increase substantially with the leading global causes of death from trauma – road traffic 

collisions, homicide and suicide – predicted to become the 5th, 12th and 18th leading 

causes of death, respectively, by 2030. Historically, patients with orthopaedic injuries are 

taken to the nearest hospital, regardless of whether or not there is an orthopaedic service on 

site. This is not best practice, and a first essential step should be to formally agree that for 

patients with orthopaedic trauma the ambulance should bypass these hospitals. The 

incidence and requirements of trauma continues to have a significant impact upon planned 

(elective) work. In order to increase planned (elective) throughput, the organisation of trauma 

services must be strengthened and where possible separated. 

Addressing the mismatch between workforce and demand for musculoskeletal services 

should be a key priority. There are currently approximately 84 consultant trauma and 

orthopaedic surgeons in public practice. The large numbers of locums is a significant barrier 

to service development and requires immediate attention with their replacement with 

permanent properly qualified post holders. 

 

Current Ratio 1: 53,500 or 1.90:100,000* 

                                     * (HSE MET) 

 

Recommended Ratios for Trauma and Orthopaedic Consultants:   

The Hanley Report 2003  4:100,000 

RCSI  4.38:100,000*  

New Zealand 6.1: 100,000 

British Orthopaedic Association 6.67:100,000 

Ratio of 6:100,000 = 270 T&O Consultants  

Equates to an additional 146 T&O Consultants 

 

In order to address the significant waiting list problems, consultant manpower numbers must 

be increased significantly. The severe shortage of theatre nurses must also be addressed 

urgently and other grades to fill these roles need to be developed. A capable, committed and 

professional workforce is essential to the delivery of health care services. The development 

and implementation of workforce planning and succession planning is crucial. Current 

vacancy rates have led to a heavy reliance upon locums, bank and agency staff. In 

particular, this relates to medical and nursing staff. Increased numbers in training should be 

continuously recalculated and this should be closely linked to the national workforce 

strategy. 

 

An extended working day in both theatres and diagnostics (to include scheduled and 

emergency care) is urgently required to cope with demand. Having considered current levels 
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of demand and compared these with current rates of activity, it is evident that there is a gap 

between supply and demand: we are not undertaking sufficient activity to meet existing 

demand. If no changes are made to the way in which services are provided, and then with 

increases in demand caused by demographic and epidemiological changes, this gap is set 

to increase. This applies in particular to the way in which beds, theatre and the OPD are 

used. The clinical and financial benefits of reduced infection, shorter length of stay and 

better patient flow with fewer cancellations are well-documented. For example, in the UK 

there is an estimated cost of approximately £100,000 in additional patient care for every 

infected joint case (inpatient and then in community). Protected beds allow more efficient 

and effective healthcare delivery. Full consideration of smoothing patient flow throughout the 

week to maximise the use of the beds and for whole-systems balance and overall benefit is 

essential. 

Optimising Use of Theatre Capacity: A focus on reducing theatre cancellations, late starts, 

turnover time between cases and increasing the number of cases per list will support best 

use of this valuable resource.  

Emergency Theatre Capacity: Increased access and throughput of trauma cases at a 

number of hospitals where it is comparatively extremely low will result in considerable 

reductions in pre-operative stay for trauma patients. This will lead to increased bed 

availability and a better experience for our patients, with a faster return to their normal life.  

Day Case Units: A review of the potential for increasing orthopaedic day case activity at 

some hospitals within the hospital group structure should be considered as a means of 

bringing care closer to home. This could support the viability of the smaller units and free-up 

capacity at the main hospitals.  

Demand and Capacity Planning: The many initiatives of the trauma and orthopaedic 

community have the potential to influence the demand and capacity balance as well as the 

quality of patient care. It is therefore essential that health care planners have a detailed 

understanding of this (at subspecialty level), along with modelling of the likely future impact 

of demographic changes, to identify gaps in capacity that need to be planned for. Most 

hospitals have enough of at least two of the three areas of resource (theatres, workforce and 

beds). The use of the resource needs to be balanced where one element is out of alignment 

with the others. 

Trauma and Orthopaedic Initiatives 

The National Clinical Programmes for Trauma and Orthopaedic Surgery (NCPTOS) and 

Rheumatology (NCPR)) collaborate on a cross programme Musculoskeletal Physiotherapy 

Initiative which, as of June 2016, has removed a total of 71,714 patients from the Waiting 

Lists, of which 57,372 were removed from the Orthopaedic Waiting List and 14,342 removed 

from the Rheumatology Waiting List. The Clinical Programmes monitor Key Performance 

Indicators for the musculoskeletal initiative and performance to ensure appropriate use of 

musculoskeletal triage resource. Work with sites on key challenges and progress initiatives 

to support triage e.g. dedicated specialist clinics. 

This initiative currently has 22 clinical specialist physiotherapists in post nationally, which will 

soon increase to 28 following the allocation of an additional six posts through the 2015 

estimates process. 
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The Programmes are currently working to determine population health data for 

musculoskeletal conditions. This data would be used to identify the potential for health and 

social care professionals to provide improved pathways of care as part of Primary care, 

acute services in core services and advanced roles. This would involve the Integrated Care 

and Patient Flow, Primary Care, Orthopaedic and the Rheumatology Programmes and the 

OPD programme and ultimately lead to the development of an integrated model of care 

which could be delivered in primary care as well as secondary care. 

Protocol-driven direct access for GPs to diagnostic and therapy services could significantly 

improve the treatment pathway, reduce patient waiting times, and optimise use of limited 

resources, reduce Did Not Attend (DNA) rates and the rate of return appointments in 

outpatient clinics and making better use of community-based services. 

Prospective Funding 

The Prospective Funding Model (which was a pilot for Activity Based Funding) is a method 

of funding hospitals whereby payment is made for the number and mix of patients treated. If 

a hospital treats more patients, it receives more funding. There are patients who are more 

complicated to treat and ABF takes this into account. The prospective funding project for 

primary total hip and total knee replacements commenced as a pilot for activity-based 

funding in 2011. This initiative implemented prospective funding for primary hip and knee 

replacements (four diagnosis-related groups (DRGs)) in seven hospitals initially, with a 

further five hospitals joining six months later as a result of the success of the initial pilot. The 

hospital budget was reduced by an amount of money related to the four DRGs, and this 

portion of the budget was ‘earned’ back, based on work carried out in the hospital. The major 

advantage of Prospective Funding project was that hospitals had to ensure patients were 

admitted and operated on, if they did not meet the target the funding was withheld. 

Many innovative work practices developed as a response to the requirement to meet 

Prospective Funding targets. These were largely clinically driven such as pre-assessment 

clinics, Enhanced Recovery - Optimising patient recovery after hip and knee replacement, 

admission on day of surgery, and Joint Schools. These good practices are still in place. 

Planned Orthopaedic inpatient AvLOS and pre-operative AvLOS have been on a significant 

downward trend from 2010 to 2013, reducing by 25% and 56% respectively. This reduction 

is most pronounced in lower limb planned (elective) orthopaedics where the reduction in 

AVLOS has been 30%. Without these improvements an additional 18,860 bed days would 

have been required to deliver the 2013 levels of planned surgery. These improvements have 

been sustained with further reduction in AvLoS. These are more useful than input measures 

(waiting times, waiting lists etc.) as a measure of performance and effective utilisation rates. 

These measures need to be effectively used by the hospital groups to ensure that the 

available resources are being most effectively used in meeting patient need. 

The prospective funding project represented the beginning of a fundamental change in the 

delivery of healthcare within hospitals. In simple terms, the funding arrangement moved from 

the historical “block funding” basis to one of activity-based funding. By creating a single price 

for the individual case (DRG), the responsibility moved to the hospital, so as to ensure that 

its costs were managed within this price. This required greater clinician engagement, 

enhanced financial management in hospitals and the development of sustainable “patient-
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level costing” processes (Casemix Ireland, 2012). The Programme strongly recommends the 

reinstatement of this model as a means of ensuring equity for planned surgery patients and 

increasing efficiency.  

Fracture Pathway Redesign – Trauma Assessment Clinics 

Patients only attend a fracture clinic if there is a clinical need. In Midland Regional Hospital, 

Tullamore only one-third of non-operative fracture patients presenting at the Emergency 

Department (ED) are now physically seen in a fracture clinic (approximately one-third of 

patients are safely discharged by ED doctors and one-third have their x-ray reviewed by an 

orthopaedic surgeon and are then discharged with a phone call and advice by an 

experienced nurse or given an appointment at specialist clinic. The efficacy, safety and cost 

effectiveness, along with patient satisfaction is evident.  

Further focus is required to ensure that all patients who can safely be discharged from ED 

are discharged, that all patients who need to be reviewed by an orthopaedic surgeon are 

reviewed virtually and discharged by telephone if safe to do so and that those that do require 

to be seen are seen by the most appropriate professional.  

We place heavy emphasis on optimising use of existing capacity and more particularly on a 

clearer understanding of which elements of the Trauma and Orthopaedic services are in 

balance and which are out of balance. 

Key Challenges faced by the Current Service 

 

Unacceptable waiting times (outpatient and inpatient). 

Under provision of consultant trauma and orthopaedic surgeons.  

Under provision of nursing and health and social care staff. 

Poor Infrastructure – theatre, ward and outpatient facilities.  

Limited access to inpatient care and diagnostic facilities  

Limited access to step-down care, having a devastating effect on trauma 

care.  

Lack of hospital bypass for hip fracture patients. Patients are currently being 

brought to nine hospitals (see recommendations) that do not have an 

orthopaedic service onsite and therefore cannot treat them. 

Appointment of long term locum and temporary consultants. 

 

Mr Paddy Kenny / Mr David Moore, Clinical Leads / Consultant Trauma and Orthopaedic 

Surgeons, C/o Trauma and Orthopaedic Programme, Royal College of Surgeons in Ireland 
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National Transport Medicine Programme (NTMP) 
 

Healthcare provision in Ireland has over the last 10-15 years undergone significant change and 

evolution, both planned and unplanned. In this time, there has been an appreciation that complex 

services must be delivered by expert high-quality / high volume centres.  All citizens should have 

equal access to these services, not just those who happen to live in larger urban centres. An example 

of this type of complex service is Critical Care Medicine for adults, children and new-borns. 

To ensure that patients presenting critically ill in Dublin or in Regional hospitals receive equitable 

and timely access to critical care units, there must be a system to bring these patients to the 

specialist centres. This need was identified by the Clinical Strategy and Programme Division (CSPD) of 

the HSE. This lead to the development of the National Transport Medicine Programme (NTMP) in 

2011, which was tasked with the organisation and clinical pathway development of retrieval and 

transport medicine services.  

This type of service differs from that provided by the NAS because of the highly specialised training 

of the clinical staff who are providing this service (who are sourced from major tertiary centres) and 

the equipment required. The NAS mainly focuses on pre-hospital care of patients, whereby NTMP 

teams focus on the inter-facility transfer of patients from a lower acuity to higher acuity ICU settings. 

Recently, it has become obvious to those engaged in this area, that the highly specific operational 

workload of NTMP and its constituent services, requires the programme to transition to a service 

within the HSE.  This would be in keeping with international models. The development of NTMP 

services will enable the implementation of a hub-and-spoke model for critical care services 

nationally. This will in turn enable stated and planned government strategies to include the National 

Maternity Strategy, Trauma Networks, Small Hospital Framework, The Higgins Report and the 

National Children’s Hospital. Additionally, an efficient and reactive Critical Care Transport Medicine 

Service will free capacity of key finite resources (such as Neurosurgical ICU) and enable the support 

to clinicians in regional settings. This will ensure access for all citizens irrespective of where they live 

in Ireland to receive the right care at the right time in the right place delivered by the right people. 

In this submission, we will present the background of the NTMP and its achievements during its 

short tenure within CSPD. We will outline planned service developments, and we will describe the 

deliverables in the coming years.  

While the work of the NTMP is not focused on community or primary care, it is clear that it enables 

the redefining and augmenting of local services by facilitating the transfer of patients to centres 

better equipped to meet their medical needs. 

Dr. Dermot R. Doherty (National Lead, NTMP) 

Historical Background for NTMP 

The primary objective of the National Transport Medicine Programme (NTMP) is to establish a 
comprehensive Retrieval/Transfer system for seriously ill infant, children and adults throughout 
Ireland. It is about getting the right patient, to the right care, in the right condition, in the right time 
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and involves the timely Retrieval/Transfer of critically ill or severely injured patients by an 
appropriately trained and skilled team of health professionals. 

The NTMP was established in 2011 under the auspices of the Clinical Programmes & Strategy 
Division (CSPD) of the HSE. At that time, there was an appreciation of an unmet need for transport 
and retrieval services as a result of the work and mandate of existing national clinical programmes 
(Acute Medicine, Critical Care, Emergency Medicine, Surgery, Anaesthesia, Neonatology & 
Paediatrics) separately identifying the critical nature of bi-directional flow of patients between 
hospitals, from both a safety and bed management capacity. This need was further highlighted with 
the publication of the Smaller Hospitals Strategy, the Higgins report on the establishment of Hospital 
Groups and the on-going development of a National Children’s Hospital. This need continues with 
the emergence of new strategies and re-configuration such as Maternity Strategy, Trauma Networks 
and smaller hospital reconfiguration challenges.  

The NTMP steering committee was an amalgamate of the aforementioned clinical programmes and 
the NAS, alongside the Clinical Leads for the constituent NTMP services. An operations group was 
formed by the NTMP clinical leads, the NAS and the Air Corps. There was also a small secretariat 
hosted by PHECC who hosted finance and ICT arrangements. In 2013, significant funding was made 
available to develop the Neonatal into a 24/7-365 service, develop a 9-5 Paediatric Service, and 
expand the Adult services to 7 days a week in Dublin, and develop services in Cork and Galway. 

The work of the NTMP continued, however it became increasingly clear that the Clinical Programmes 
model was unsuitable because of the large operational work that the NTMP needed to do, but was 
neither mandated or funded to do. The principle issues pertaining to this were: 

 There was not clear resourcing of the NAS to provide staff and ambulances, nor was there 
any metric applied to the NAS for retrieval / transport operations. 

 There was failure to recruit clinical staff into many of the hospitals, yet funds were dispersed 
to hospitals unable to fulfil their SLA’s pertaining to retrieval and transport. 

 The infrastructural needs of a transport service needed to be hosted in an organisation to 
facilitate operations and development of the services. The CSPD structure was unsuitable. 

In July 2016, the Steering Committee endorsed a memo drafted by the National Lead that the NTMP 
would transition to a stand-alone service within the HSE. This memo is currently under consideration 
by the HSE and the outcome will be instrumental to the delivery of patient focused outcomes in Ireland. 

Overview of Current Retrieval Services Organisation (see table 1)  

The National Neonatal Transport Programme (NNTP) retrieves high-acuity neonatal patients from 

all 22 neonatal units nationally, from Level 1 or Level 2 nursery capability, into/from the 4 Level III 

NICU’s (3 in Dublin + 1 in Cork), and into/from the 2 Dublin PICU’s (60%). On average, 60% of 

transports are between regional and Dublin Hospitals, 5% are entirely outside Dublin and 35% are 

within Dublin. The service is vital in supporting the national model of care for Neonatology & 

Paediatrics, and provides clinical care en route not available to non-specialist neonatal teams (e.g. 

therapeutic hypothermia, inhaled nitric oxide therapy, extremely low birth weight and gestational 

age critical care, neonatal rotary & fixed wing transport). 

The service is provided by 2 x 12-hour teams (Registrar and NICU Nurse with focused retrieval  

training), supported by a Consultant Monday to Friday during day time hours, and an advice-only 

Neonatologist after hours, holidays, weekends or annual leave. There are 5 NAS personnel and a 

single bespoke CCV identified for use by the NNTP personnel. Scheduled servicing of this vehicle or 

backfill for the NAS personnel impacts on availability of paediatric or adult services. 



 

 151  
  

The Irish Paediatric Acute Transport Service (IPATS) is operational since the 13th October 2014, on a 

pilot phased basis and have undertaken 112 transports to date. It operates from 10:00hrs-20:00hrs 

and is designed to make intensive care rapidly available to critically ill children. All facilities outside 

of TSCUH and OLCHC operate at a Model-2 hospital capability for the care of children. IPATS is 

meeting approximately ~50% of critically ill children presenting to hospitals outside of Dublin. This is 

principally due to patients being referred outside of IPATS operational hours. Aside from the lack of 

out-of-hours cover and ambulance crew/vehicle cover, there are gaps in the service due to 

uncovered consultant shifts. It is clear that the presentation of a critically ill child overwhelms 

regional centres due to the complexity of illness and lack of suitability qualified personnel to manage 

these patients. The medical literature from the UK reports that transport of critically ill children by a 

non-specialist teams results in increased mortality(Ramnarayan et al, Lancet, 2010). 

Mobile Intensive Care Ambulance Service (MICAS) was established in 1996, and retrieves or 

transfers critically ill adult patients to and from (predominantly) Dublin Adult ICU’s. Currently, there 

is one 2009 critical care ambulance with one NAS WTE personnel. Clinical staff are drawn from 

participating Dublin hospitals (Mater, Beaumont, St. Vincent’s and Tallaght).  

Funding was made available in the 2013 Service Plan to further develop adult retrieval services 

nationally in Cork and Galway, but because it has proved difficult to recruit Consultants, Nurses, and 

Ambulance staff during this period progress was slow. Services in Cork are about to commence on a 

pilot basis 3-days per week from Sept 2016. Also recently, the Mater Hospital and Beaumont 

Hospital have been in a position to extend the hours of operation of Dublin MICAS from 09:00-17:00 

Monday to Friday to 08:00-20:00, and to provide alternate weekend cover 08:00-20:00, including 

Bank Holidays since July 2015. The NAS has only recently been resourced with WTEs and additional 

Critical Care Ambulances to enable this service expansion. These developments taken together 

represent a huge step forward to meet the unmet clinical need of these critically ill patients, and will 

in time gain momentum for further service expansion. 

Nationally, there are at least 1100 adult intensive care transfers per year of which MICAS operates 

10%. Many of these are time critical or transfers directly out of Emergency Department’s to an ICU 

or surgical service in another hospital (e.g. neurosurgery or spinal cord injury). Work is on-going to 

determine the most suitable model of care and required hours to meet national requirements. 

Regional MICAS services are the logical extension of the current Dublin MICAS service. However, 

these should also have a national remit and extended hours of operation.  

As with NNTP and IPATS, a dedicated call handling facility is needed to coordinate retrievals. With 

increased national cover, it should be possible to undertake to retrieve (as opposed to transport) 

more of the time critical patients. Consideration should be given early to how this service can 

support other programmes particularly the Trauma Network with primary retrieval from the scene 

or ED of a non-Trauma Centre. Use of specialised retrieval teams and air transport would offer 

increased coverage and flexibility and bring us on a par with other cognate services internationally 

including imminently, Northern Ireland. 
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Table 1.                  Programme Achievements 

1. Expansion of the Neonatal service, operating since December 2013 on a 24/7 basis. 
2. Paediatric service (pilot) in operation since October 2014 on a 10:00 to 20:00 Monday to 

Friday basis, with plan to move from 08:00 to 20:00  by early 2017.   
3. National Survey of Adult critical care patient movement from model 2 to 3 and from model 3 

to 4 hospitals undertaken in 2015. 
4. 1st ever National Adult Study Day in Retrieval and Transport medicine undertaken by adult 

team in 2015. 
5. The NTMP is facilitating the Hospital Grouping Strategy on a National level. 
6. Better care is being delivered, with improved patient outcomes, with improved patient 

safety and quality of service since the establishment of the programme in 2011.  
7. Hospital Groups are benefitting from the national services expansions. 
8. Expansion of MICAS services in Dublin pending arrival of additional NAS staff. 
9. Commencement of MICAS-Cork on a pilot basis late Spet 2016. 
10. The programme has improved the profile of the high quality retrieval services provided by 

Adult, Paediatric and Neonatal teams. 
11. Two new purpose designed Critical Care Vehicles to support delivery of services to patients 

and 2 additional under construction). 
12. Recruitment and retention tool for nursing/medical staff. 
13. First joint working collaboration for nurses in OLCHC and TSCUH, supporting integration to 

the new National Children’s Hospital (NCH). 
14. National Outreach Education programme being delivered by the Adult, Paediatric and 

Neonatal teams to regional hospitals, supporting collaborative working, standardisation and 
team working within hospitals, and within hospital groups. All hospitals are receiving the 
same training course. 

 

Overall Governance Jeff Perring (NHS Sheffield Children’s Trust), Chair of NTMP Steering Committee 

Clinical Lead  Dermot Doherty, Paediatric Intensivist, Temple Street x 2.5 days (funded-not backfilled) 

Note: Following the untimely death of Dr Geoff King 2014, Dr John McAdoo acted as 
interim lead until Dec 2015 

Programme Manager & 
Administrator  

Anne McCabe, HSE  (programme manager)  x 5 Days (Funded)  

Anne Keogh, PHECC (Incoming Programme Administrator) x 5 Days  

Service leads  Adult:  David Menzies, ED Consultant SVUH x 2.5 Days week (replacing Rory Dwyer – 
Intensivist, Beaumont)  

Paediatric:  Cormac Breathnach, Paeds Intensivist OLCHC x 1 Day week (replacing Dermot 
Doherty)  

Neonatology: Dr Jan Franta, full time retrieval consultant, however no protected time to 
act as National Neonatal Retrieval Lead 

Service Co-ordinators  Adult:  Anna Marie Murphy x 1 WTE 

Paediatric: Lorraine Heery x1 WTE 

Neonatology:  Ann Bowden  x 1 WTE 

NAS representation  Martin Dunne (NAS Director), Cathal O’Donnell (Medical Director), Paul Gallen (Area 

Operations Manager, NAS HSE South) 

PHECC representation  Barry O’Sullivan (Deputy Director PHECC)  

Peter Dennehy (Director PHECC) PHECC provide administrative support and financial 
oversight for the programme 
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Service 
characteristics  

Neo-natal Transport 

Programme (NNTP) 

Irish Paediatric Acute 

Transport Service (IPATS) 

Adult – MICAS  

(Mobile Intensive Care Ambulance Service) 

No. of Transports   2014: 546, 2015: 604 2015:  78 transports 2015  89 transports 

Current Level of 
transport demand 
met  

2014: 87%  2014: 40-50%  of children 
presenting outside of 
Dublin  (cannot service 
weekend or out of hours 
demand)  

2014: 10%  

 

Weekly activity  11.5  2-3 2-3 

Programme 
Funding 

€1.18 million 

NNTP extended to 
24/7 service in 
December 2013 

€970,000 recurring 

Consultants paid on a per 
diem rate from unused 
Consultant salary (locum 
model) until posts are 
filled 

(not sustainable) 

  

 

€2.2 recurring funding. Participating hospitals 
pre NTMP were funded for 0.5 WTE NCHD and 
0.5 WTE nurse. Dublin, Cork & Galway service 
expansion confirmed in 2013, and funds 
transferred to Hospital base funding but no 
posts filled. Mater & Beaumont in a position to 
extend operational hours since July 2015 

Service 
characteristics  

Neo-natal Transport 
Programme (NNTP) 

Irish Paediatric Acute 
Transport Service (IPATS) 

Adult – MICAS  

(Mobile Intensive Care Ambulance Service) 

Location/source of 
Medical team  

Consultant Transport 
Neonatologist x 1 
WTE funded Holles St. 
(Mon-Fri-daytime 
hours)   

Neonatal Registrars 
from Maternity 
Hospitals on NTMP 
call that week 

  

Dublin based consultant 
anaesthetists & 
intensivists outside of 
their normal contracted 
hours   

Registrars: Designated 
pool of 3 Registrars from 
Temple St.  

 

Duty Consultant covering designated Intensive 
Care support ICU Registrars from Mater, 
Vincent’s, Tallaght, Beaumont. 

Nursing team 3 Dublin Maternity 
Hospitals x 12 hour 
teams  

2 PICUs week on week off   
with Temple St. & 
Crumlin 

Each hospital provides team for 1 week in 4.  

In-hours clinical  
supervision  

Designated transport 
Neonatologist 

Designated Paediatric 
Intensivist or Anaesthetist 

Advice only Intensivist 

Out of hours Advice only 
Neonatologist  

No after-hours service No after-hours service 

Service 
characteristics  

Neo-natal Transport 
Programme (NNTP) 

Irish Paediatric Acute 
Transport Service (IPATS) 

Adult – MICAS 

NAS Team  5 NAS Personnel 1 NAS Personnel 1 NAS Personnel 

Vehicle  1 x bespoke CCV 
(2014) 

Can also 
accommodate Paeds 
& Adult retrieval  

1 x CCV (2014) 

Can also accommodate 
Neonatal & Adult 
retrieval 

BUMBLEance vehicle 
donated to CCV pool for 
Paediatric and Neonatal 
transport  

1 x CCV (2009) 

Adult only (no backup power in event of 
engine failure).This makes it unsuitable to 
operate as a CCV and is scheduled to be 
replaced in Q 4 2016, 2nd vehicle to support 
MICAS in Cork also in Q 4 

Vehicle location  CCV tasked from Cherry Orchard 

Service request 
process  

Unique telephone no. 
answered by Hospital 
on call 

Unique telephone no. 
answered in Temple 
Street.  

IPATS team tasked by 
separate phone call from 
PICU Phone line 

Call to ICU hosting MICAS service that week 
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Service characteristics  Neo-natal Transport 

Programme (NNTP) 

Irish Paediatric Acute 

Transport Service (IPATS) 

Adult – MICAS  

(Mobile Intensive Care Ambulance)  

Date of inception  2001 Oct, 2014 (Phased Pilot)  1996 

Hours of service  24/7 

(Pre Dec 2013 = (09:00 
to17:00 x7)  

10:00 – 20:00 – Mon to Fri  09:00 – 17:00 -  Mon to Fri  

Mater & Beaumont willing to extend 
to 8 to 8 & weekend cover (incl Bank 
Holidays) but NAS resources 
unavailable to support this. 

Service measurement  No National DOH/HSE 
reported metric  

No NAS nationally tracked  
& reported metric 

Programme level 
measurement: Annual 
benchmarking against all UK 
based neonatal transport 
services.  

No National DOH/HSE 
reported metric  

No NAS nationally tracked & 
reported metric 

Programme level 
measurement with PICANet 
(this is a UK based clinical 
audit organisation for 
Paediatric Intensive Care and 
Transport in UK and Ireland)  

No National DOH/HSE reported 
metric  

No NAS nationally tracked & 
reported metric 

Programme level activity & 
performance measurement 

Electronic Patient 
record  

Planned – National Maternal 
& Neonatal Electronic 
Health Record (HSE + Cerner 
Project) 

e PCR in 
development,currently being 
tested  

Planned 

Coverage National – all 22 Units 
including 8 tertiary NICUs 
(40%) and to 2 Dublin PICUs 
(60%)  

24/7-365 

National - Supports all 
paediatric referrals outside 
Dublin up to 4pm. Target 
return to base is 20:00hrs 

Monday-Fri 10:00-20:00hrs 

Tends to be Dublin centric i.e. 
retrieves & transfer patients to and 
from hospitals in and outside Dublin, 
Monday to Friday 9- 5pm, some 
national support given. 

 

  

Service tasking   

NICU/PICU Bed 
ICT Management  

Bed identified via 
multiple calls separate 
to ambulance tasking. 

NICU Bed Census 
managed by NNTP 
coordinator & lead. 

NICU Bed 
management is not 
supported or 
integrated into HSE 
ICT services.    

Bed allocated by Temple 
Street using a service 
specific algorithm which 
optimises available city 
wide PICU bed capacity. 

Real time (electronic) 
PICU bed census 
supported by HSE server.   

Bed identified by National Electronic ICU Bed 
management system in draft form. Being 
piloted at present.Not hosted as yet, plan for it 
to be hosted by ntmp.ie. 
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 Strategic Vision: Broad Concepts 

1. The NTMP becomes a service (NTMS). This is a service parallel to the NAS in the same 
directorate. This service has a defined mandate and is resourced to reflect health policy.  

2. The Service becomes the fund holder, arranging services from participating hospitals and the 
NAS through Service Level Agreements (SLAs) and whereby funds are dispersed alongside 
service delivery. 

3. It is clear that an integrated call handling, available bed census and CCV tasking tool is 
required. Such a system is a cross-programme project. It has been described by a proposal 

known as ACCEPT (Accessing Critical Care Emergency Patient Transfer). Having the 
operational tasking function for all high acuity tertiary Retrieval-Transfers in one ambulance 
control centre will help maximise the efficiency of Retrieval-Transfers, as well as 
opportunistic repatriations facilitating critical bed patient flow. The ACCEPT Programme is: 

i. National on-line live ICU Bed Census for Neonatal, Paediatric and Adults 

ii. Clinical Call Coordination: linking referring centre to accepting centre and to 

transport team 

iii. CCV and Team Operational Tasking within a defined NAS core 

iv. Online decision support and clinical guidelines to support trained retrieval 

and non-retrieval teams 

4. National standardisation of equipment and processes: Integration of medical equipment, 

platforms, communications and performance metrics. 

5. A National Training Programme. Currently training is being rolled out as  Transport Retrieval 
Out Reach Education, with further development needed to include e-learning modules to be  
created with HSE Land.  

6. Standardised Procedures, Clinical Guidelines, Records and Data Collection – Standardised 
retrieval/transfer clinical records for all services with supporting data sets is required. 

7. Audit, both clinical and operational auditing coordination are required along with critical 
incident, adverse event and near miss report are essential to ensure quality improvements. 

8. Medical staffing should be fixed term secondments for key appointments (e.g. Neonatal 
lead). Incorporating them into substantive posts fails to recognise that transport-retrieval is 
not feasible for the entire career of the doctor. Secondly, after hours consultant support is 
onerous and cannot be the responsibility of a few individuals. Population of rosters should 
be drawn from suitably trained doctors with less onerous commitments. These doctors 
should be contracted on a fee-for-service basis for a fixed term. 

9. Nursing services to be agreed with stakeholder hospitals by SLA. These SLA’s to be reviewed 
on a 3-5year basis. Investment into the development of Advanced Nurse Practitioners in 
partnership with stakeholder hospitals and universities. This will provide stability of clinical 
teams over the long term, making them less dependent on medical trainees. 
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Area  Assessment  Immediate to medium term achievables  

1. Strategic 
importance to 
the Health 
service 

The transport of critically ill patients (in 
particular children) does not have a profile at 
national level despite the risk it presents. 

 It is not measured or reported at 
DOH & HSE level 

 Its is not part of NAS corporate 
measurement set 

• National Health Service reporting: 
Response times to transport critically 
ill patients and the % of requests 
successfully met by Neonatal, 
Paediatric & Adult retrieval services 
should be reported in the National 
Service plan, monthly & quarterly 
national performance reporting. 

• NAS reporting:  Retrieval performance 
should be part of the NAS key 
performance indicators reported in 
the same manner as performance 
against 999 targets 

• Overseen by HIQA 

2. 
Neonatology 
service 
coverage 

 The Neonatology service coverage 

is 87% but is delivered at a cost to a 

single clinical team that is not 

sustainable. Clinician /NAS staff 

burnout is a significant risk  

 Inward movement to central 

neonatal units is not balanced by 

repatriation of ‘well’ infants out to 

peripheral units following level 3 

NIC discharge 

Short term Action:  

 Sufficient Ambulance Personnel 
WTE’s for NAS to provide 24/7/365 
cover 

Medium term Action: 

 Additional x 4-6 Consultant WTE’s 
funding 

 Lead role funding – 0.5 WTE  

 Administrative support for the  
Neonatal Transport Coordinator  

 Retro/Repatriation Service 

3. Paediatric 
service 
coverage 

 The inability of Paediatrics to meet 
out of hours and weekend demand 
= 40-50% presents significant 
patient risk. 

 1.0 WTE Paediatric Intensivist (2x 
0.5 WTE) about to start in Temple 
St.  

 

 There are not enough consultants 
(or will be) in the PICU system to 
cover both PICU’s and IPATS. PICU 
after hours medical cover is widely 
acknowledged as being onerous. A 
separate IPATS consultant 
delivered service needs a different 
staffing model drawn from a pool 
of suitably qualified consultant staff 
(e.g. paediatric anaesthesia) 

Immediate action:  

 Service plan 2016 Action: 1 x 
WTE to be allocated to NAS 

Medium term Action: 

 Extend service to 8-8 
7/7 by Q2 2017, into 
24/7 Q4 2017. 
Adequately resourced 
by NAS to deliver the 
service 

 Back-up CCV x 2 to 
cover NNTP and IPATS 
for teams arriving late 
back to base 

 Increase IPATS NAS 
personnel up to 8 WTE 
for 24/7  

 Fee-for-service 
contracts for 
consultants from 
general pool of 
paediatric 
anaesthetists for out of 
hours service (see 
below) 

4. Adult 
Retrieval 

Transport demand for critically ill Adults is 1,200 
and anecdotally 10 % could be said to be met 
currently through a combination of MICAS and 
NAS transport. But neither demand nor 

Immediate action: 

 Service plan 2016 Action: 1 x 
WTE to be allocated to NAS to 
allow extension of MICAS 
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transported related incidents and risks are 
measured and reported. A policy of  “we have got 
away with it so far” is not recommended. 
Funding has being provided for the Expansion of 
Adult retrieval services in the 2013 service plan but 
has not been used for the purpose designated.   

hours at weekends from 8-8 
and every 2nd week 8-8 

 Unused salary to be used to 
engage interested clinical staff 
on a temporary locum basis  

Medium term Action: 

 NAS resourced to support 
development of MICAS South, 
MICAS West 

 Standardisation of critical care 
clinical platforms nationally 

 

5. Operational 
Management 

• Daily operational authority over CCVs is unclear 

• Communication between 

referring/receiving/ICUs/specialties/NAS is time 

consuming and cumbersome  

• There is no medical record of conversation outside of 

the NAS CAD system. 

 

• Ring-fence retrieval funds allocated to 

NAS to central cost centre defined as 

Retrieval. 

• SLA to be agreed with NAS for the 

provision of ambulance services and the 

ACCEPT programme.  

• ACCEPT creates auditory record of 

referral and dispatch of CCV – full audit 

of this service 

 

Area  Assessment  Recommendations  

6. Funding 
management & 
assurance 

• Central funds are dispersed to the NAS and individual 

Hospitals without service level agreements. Yet, there 

is no mechanism for the NTMP to withhold funds from 

hospitals where services are not delivered. 

• Lack of centralised financial governance precludes 

NTMP re-allocating fund to achieve operational goals. 

For example, locum arrangement for consultants for 

MICAS, or a second Transport Neonatologist 

(approved, not funded). 

• Centralised financial 
governance, which is ring-
fenced 

• Discretionary reallocation of 
funds within the service plan 
and health policies with 
funding following the patient 
 

7. Ambulance 
Stock 
& equipment 

• Some existing ambulance stock unable to provide 
robustness required for NTMP based teams from 
a technical or operational standpoint. No clear 
capital plan for CCV expansion or replacement. 

• CCV fleet does not match current operational 
requirements (e.g. Where a CVV is being serviced) 
and there is no plans to increase CCV fleet to 2013 
plan. 

• Lack of standardisation of equipment for use by retrieval 

teams and non-specialist transport teams during critical 

care transports. 

 

 

• Decommission Dublin-MICAS 
CCV 

• All CCV’s to conform to 
minimum standards 

• Increase CCV fleet to 2013 
plans. 

• Clear capital plan for 
expansion, service and 
replacement 

8. Air Transport 
SLA 

• No fit-for-purpose SLA between the DoH / HSE and the 

DoD/Air Corps/Irish Coast Guard to facilitate air inter-

hospital critical care transfer (outside of neonatal patients. 

• There is no capital plan to integrate IPATS, MICAS or individual 
hospital critical care platforms to Air Corps or Coast Guard 
aircraft. 

• Revise SLA to incorporate inter-
hospital transfers 

• Revisit operational organisation of 
Air Ambulance Services 

• Revisit Coast Guard SLA to 
incorporate NTMP  
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• Frequent failure to secure aircraft for emergency requests (no 
aircraft available or weather precludes helicopter) 

• Coast Guard Sikorsky S92 structurally unable to accommodate 
neonatal incubator.  Unclear if it can accommodate 
adult/paeds platform 

• Sikorsky S92 unable to land on elevated platforms 
(e.g. rooftop landing pads such as the planned 
children’s hospital) 

9. ICU bed 
capacity 

• Critical care capacity in the adult hospitals 
creating delays in patients accessing critical care 
bed. 

• Develop live ICU bed census for all 
ICU beds 

• Integrate census with ACCEPT 

10 Remuneration 
of  

• Consultant appointment and contract does not 
reflect the type of clinical practice and arduous 
nature of transport medicine. (For example, a 61 
year old should not be expected to get out of bed 
at 2am and jump into a helicopter and retrieve a 
seriously ill infant) 

• All future appointments to be time 
limited secondments 

• Augmented C-factor payment for 
out of hours hands-on consultant 
presence 

Area  Assessment  Recommendations  

11. 
Programme 
Governance  

The NTMP is different to other programmes as it 
does take operational responsibility e.g. clinical 
coordinators roles who facilitate day to day 
operational decisions. It does get involved in the 
resolution of operational matters e.g. NAS Driver 
gaps and service continuity management 
All three services are at a different level of 
development. Neonatology representatives believe 
their development has been held back by being 
part of an integrated programme. 

Adult is different – while there are safety and 
service benefits for integrating the management of 
Paediatrics and Neonatology particularly as the 
Paediatrics CCV (Ambulance) can do neonatology 
transports and visa versa.  

All three services have a lot in common: similar 
operational performance metrics e.g. response 
times, the need to collate  and report performance 
data electronically, the need for clinical Audit, 
dependency on NAS, same funder, training in 
transport medicine, dependency on ICU staff and 
resources,  etc.   

A range of models for the governance of the 
programme have been floated including: 

 3 independent services  

 Stand alone managed 
integrated service with NAS SLA   

 Operational arm managed 
within NAS  

 Commissioner of service only  

 Continue with programme 
structure  

 Part centralised where synergy 
exists – data, call, IT, training, 
HR, Audit, finance, standards , 
NAS SLA etc  

 Neo Natal & Paeds separate 
from Adult  

The National lead does not have authority over 
individual services incl. access to data  

While recognising its achievements to date, the 
NTMP is no longer able to meet the challenges it 
faces and its structure needs to change. A clear 
operational management function needs to be 
established. Our recommendation is: 

• NTMP Steering Committee become Clinical 
Advisory Group with independent chair. (Dr. 
Perring to continue in the role). 

• Critical Care services are lead by Clinical Director 
with overall authority over the service. If this is 
resides in the NAS, the clinical director is an NAS 
position. 

• Define resource and ring-fence NAS Critical Care 
Services (having own operational independence 
from ICV and 999 services).  

• Critical Care Services have the same priority on 
NAS organisational hierarchy as 999 services 

• Operations are the responsibility of an NAS senior 
officer (Regional Ambulance Manager level) 

• Dedicated Administration staff to support all 
services 

• ICT support/ICT project manager: All NTMP web 
content, data and metrics to be housed on a 
single server 

• National Clinical Engineering lead to be appointed. 
SLA to be arranged with partner hospitals. Lead 
responsible for overseeing standardisation and 
policy 

• Service Pharmacist: To oversee each service’s drug 
formulary and support standardisation of drug 
provision, preparation, prescription and 
administration. Also, to apply best practice with 
regard to pharmacy and liaise with stakeholder 
ICU’s.  
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12. Clinical 
Governance 

Clinical governance rests with the Clinical Directors 

and Nursing Directors across multiple institutions. 

• National Clinical Lead become Medical Director,  

• Service leads to become Associate Clinical 
Director(s) 

• Nursing lead at Director of Nursing level.  
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HSE Response to issues raised  

 
The HSE and Department of Health collaborated in the preparation of the information 
for the following issues. The Department of Health following consultation with us 
have submitted detailed information on the majority of the issues and requested that 
we would submit information on three of the issues which was agreed that HSE 
would be best placed to respond to.  Please find below the HSE response to those 
issues.  
 
Day-to day running /Organisational Structures: 
 
How are health outcomes measured between the Community Healthcare 
Organisations and the Hospital Groups, as the two are not geographically aligned? 

 
HSE Response:  
 
Outcomes measurement can be used to increase outcomes and overall system 
value to patients, clinicians, hospitals, and insurers; the idea is to use outcomes 
measurement as a tool to provide health care professionals, hospitals and 
community health organisations with actionable information to improve their 
practices and provide better quality care. Through outcomes measurement, care can 
become more effective and efficient, delivering better outcomes at lower costs. 
 
Health outcomes are changes in health that result from measures or specific health 
care investments or interventions.  
 
 
At a population level we measure two types of health outcomes:  
 
How long people live (length of life or life expectancy) which is quantified by mortality 
rates 
 
How healthy people feel while alive (quality of life). Specifically, this is reported as 
morbidity rates i.e. on the measures of their health-related quality of life (their overall 
health, physical health, and mental health).  
 
As a hospital group an example of health outcomes include; reduction of stroke 
mortality rates as a result of stroke thrombolysis. Hospital outcome measures are 
collected as part of the performance suite of indicators.  
 
At the level of Community Healthcare Organisation (CHO) an example of health 
outcome may be represented as either a health status measure e.g. morbidity rates 
or a service delivery outcome measure e.g. % reduction in infectious disease rates 
as a result of vaccination programme. Population health outcomes i.e. level of 
morbidity and mortality are collated through big datasets e.g. CSO or population 
surveys e.g. healthy Ireland survey, Tilda, Growing Up in Ireland, HBSC. Special 
analysis has the potential to facilitate disaggregation by CHO. Therefore health 
outcomes are measurable at a hospital group and CHO level irrespective of the lack 
of geographical alignment. The lack of alignment is not the key issue in terms of the 
challenges of “measuring health outcomes”. Clinical and Operational systems, key 
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data and the frameworks within which to operate them are the key constraints to 
measuring even outputs and over time “outcomes”, along with general management 
capacity.  
 
The geography is secondary particularly when we remember that it is the alignment 
between the people, process and technology within the 96 networks that sit below 
CHO’s and the secondary care parts of the workload of the 48 hospitals that is the 
key integration issue not whether the 9 CHO’s and 6/7 Hospital Groups have 
contiguous boundaries.  
 
There is a body of published research which focuses on process rather than 
structures. If we look at the Scottish and other examples it is clear that while 
structure is one facilitator of integration it is by no means the sole or primary one – 
data seems to be much more important.   
 
Primary Care/Integration of services: 

 
Provide available data and evidence with regard to the specific services and 
geographical areas where such deficits exist, and the extent to which they can lead 
to increased hospitalisations.  

 
Provide available geo-data on: 

o The 90+ locations of the primary care network;  
o The geographical boundaries of the Community Healthcare 

Organisations;  
o The geographical boundaries of the 7 Hospital Groups;  
o Available geographical data identifying major illness / health 

deprivation measures. 
 

HSE Response:  
 
INTRODUCTION 
The model of primary care envisaged in the Primary Care Strategy “A New Direction” 
represented a major change in emphasis from secondary care to more appropriate 
primary care services that would provide a single point of entry to all health and 
personal social services.  This change would require major investment in human 
resources, physical infrastructure and information and communications technology.  
One of the key objectives of the Primary Care Strategy was the establishment of 
Primary Care Teams and to resource them adequately.    
 
Services should also be safe and of the highest quality, responsive and accessible to 
patients and clients, be efficient and represent good value for money and be well 
integrated and aligned with relevant specialist and acute services.  While there have 
been achievements in the shift of services from acute to primary care and community 
care, enhancement of key services delivered, there remains potential for significant 
further development and expansion in the level of primary and community care 
services.    
 
Examples of areas within primary care which need to be the subject of further 
development and reform include the following: 
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 Clarity in relation to Eligibility and Access  
 The number of GPs overall and GP Practice Supports 
 Integration of General Practice and Primary Care Teams 
 GP Out of Hours cover 
 Public Health Nursing, Community Nursing and Community Therapy deficits  
 Access to Diagnostic testing and specialist services 
 Availability of Outreach Clinics 
 CIT/OPAT Coverage 
 Chronic Disease Management in Primary Care 
 Minor Surgery in Primary Care 
 INR Monitoring in Primary Care 
 Structured end of life care in Community settings 
 Primary Care Centre Development 

 
ELIGIBILITY AND ACCESS  

 
The issue of access to services and aids & appliances continues to cause difficulties 
and inconsistency in relation to eligibility.  The access criteria used in many 
Community Health Organisations is based on the provision of services to Medical 
Card Holders who have eligibility under the Health Act 1970.  Inconsistency in 
relation to access can lead to inappropriate acute service attendance.   
 
There is a need to develop a clear set of statutory provisions to ensure ease of 
access and transparency and to bring the system up to date with developments in 
service delivery and technology since the Health Act 1970. The public health nurse is 
a key member of the primary care team and provides many services not otherwise 
available in a private capacity.  In many cases, access to the public health nursing 
service is provided to Medical Card holders only.  Medical Card eligibility is used as 
a mechanism for managing this finite resource.   
 
An applicant for a Medical Card may be significantly over the financial threshold, but 
due to their diagnosis, access to one or more community services may be essential.  
In order to avoid the risk of a patient being unable to access vital services, 
discretionary eligibility may be recommended to ensure continuity of service.  Due to 
a lack of a private alternative to the public health nurse and their pivotal role, 
provision of public health nursing services and necessary Aids and Appliances 
should be standardised and based on need rather than Medical Card eligibility. 
 
 
GP SERVICES 
The existing GMS contract impacts on the roll out of chronic disease programmes 
and enhanced models of care in the primary care setting.  A process of engagement 
with GP representatives and other stakeholders will be a key element in the wider 
contracts’ review which encompasses the GMS and all other publicly-funded health 
sector contracts involving GPs. 
 
An agreement with the Irish Medical Organisation in June 2014 cleared the way for 
the introduction of free GP care for under 6.s and over 70.s. It was agreed that the 
“wider contracts’ review” would commence immediately following the implementation 
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of the under 6.s and over 70.s. The first interim deliverable from the wider review 
was the introduction of a cycle of care for adult GMS patients with Type 2 Diabetes.  
Further engagement with relevant stakeholders is expected to proceed in the coming 
months. 
 
INTEGRATION OF PRIMARY CARE SERVICES 
 
While General Practitioners are core members of Primary Care Teams, there can be 
difficulties experienced in integration between the Team and the GPs.   The aim of 
increasing integration is consistent with initiatives in other countries that seek to shift 
the emphasis from episodic reactive care to care based on need which is evaluated 
on its impact and outcomes. The aim is to build service delivery around the full cycle 
of care for the major conditions/diseases which a patient may have, i.e. from 
prevention to self-care to primary care to acute care.  Such integration is essential 
for the effective roll out of Chronic Disease Management Programmes in order to 
create more effective and efficient services with improved care pathways for 
patients.   This can be achieved by improving communication and care pathways 
between clinicians and by developing more integrated ICT solutions. 
GP OUT OF HOURS 
A significant deficit that can lead to inappropriate attendance at ED is inconsistent 
coverage of GP Out of Hours services. Deficits currently exist in the North East, the 
West and Dublin North Wicklow areas of the country. The number of contacts to GP 
Out of Hours services in 2015 was 980,917.   From January to June 2016 there were 
558,633 contacts, an increase of 12% on the same period last year.  
 
NURSING & THERAPY DEFICITS 
 
The Public Health Nursing Service is delivered by Registered Public Health Nurses 
(PHN) and Registered General Nurses (RGN)/Registered Midwives, supported by 
Health Care Assistants and Home Helps and is the major provider of nursing care in 
the community. Services are provided at the level of the individual, the family and the 
broader Community.  
In recent years there has been an emphasis on skill-mix, the introduction of Clinical 
Nurse Specialists, Advanced Nurse Practitioners as well as expanded roles for those 
working in the PHN service. 
 
While international data on the desirable ratios of nursing and therapy grades to 
population is sparse, there is a need to ensure that adequate nursing and therapy 
staffing is assigned to each Primary Care Team.   This should also involve the 
staffing requirements for general practice, including practice nurses, health care 
assistants and other clinical staff.   In addition to the existing primary care services, 
the role these disciplines can play in chronic disease management and hospital 
avoidance initiatives is substantial. 
 
DIAGNOSTICS 
Access to radiology diagnostics for GPs, principally ultrasound and x-ray, has been 
well documented as a significant obstacle to early diagnosis and a factor in 
inappropriate referrals to acute services.  Patients are often sent to already 
overcrowded hospitals solely for diagnostic tests that could easily and more promptly 
be provided in the community.   
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Surveys conducted by the ICGP and the National Radiology Programme, indicate 
that 20-25% of GPs have no direct access to pelvic and abdominal U/S.   For those 
with direct access, the waiting times range from 1 to 210 days.  Direct access to U/S 
provided by hospitals depends on the needs of the inpatient caseload.  Some 
hospitals in the West and South have limited/no access for GP referrals for U/S. 
Recent investment has resulted in the development of a service whereby a GP can 
refer adult patients with medical/GP visit cards for ultrasound scans.  This service is 
currently available in 10 locations with 16,640 scans carried out per annum as 
follows: 

 Kerry (2 sites) 

 Cork (2 sites)  

 Limerick  

 Galway 

 Mayo 

 Roscommon 

 Sligo/Leitrim 

 Donegal 
Lack of standardised GP access to diagnostics is resulting in inappropriate 
presentation to OPD and ED.  Improved access to diagnostics tests remains a key 
priority for enhanced primary care.  
 
ACCESS TO HOSPITAL OUTREACH CLINICS 
A significant number of patients, currently on hospital outpatient waiting lists in areas 
such as musculo-skeletal medicine, dermatology, neurology, rheumatology and 
ophthalmology, could be managed in a primary care setting in a faster, more cost-
effective and safer manner, facilitated by jointly led outreach clinics held in the 
primary care setting, supported by agreed models of care and appropriate clinical 
governance.  
 
COMMUNITY INTERVENTION TEAMS/OPAT 
The provision of country wide access to Community Intervention Team and OPAT 
services would reduce inappropriate hospitalisations and ED attendances.   
The map below outlines the current location of the 13 CITs involved in the CIT/OPAT 
Programme.  These locations include Sligo, South Tipperary, Waterford, Meath, 
Louth, Kildare, Dublin North, Dublin South, Wicklow, Carlow/Kilkenny, Cork, Midwest 
and Galway. 
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There were 19,675 patient referrals to CIT in 2015, an increase of 33.9% compared 
with 2014.   From January to June 2016 a total of 13,287 referrals have been made.   
Referrals from ED/Hospital Wards/Units have increased by 65.6% January to June 
compared with the same period in 2015.   Referrals from GPs have also increased 
by 37.9% compared with the same period in 2015. 
 
The following geographic areas require CIT/OPAT coverage: 

 Donegal, Sligo/Leitrim, Cavan, Monaghan 

 Full coverage of Galway, Mayo, Roscommon 

 Kerry & Cork County  

 Wexford and South Tipperary 

 Expansion of Kildare Service 

 Expansion of Louth Meath, Longford/Westmeath, Laois Offaly 
The roll out of CIT/OPAT services to the above geographic locations would 
provide full country coverage, an additional 27,000 patients per annum would 
be treated and save approximately 200,000 hospital bed days.  

 
CHRONIC DISEASE MANAGEMENT 
  
Chronic diseases are the leading cause of death and morbidity in developed 
countries.  Approximately 80% of GP consultations and 60% of hospital bed days are 
related to chronic diseases and their complications. Chronic diseases account for 
two thirds of emergency medical admissions to hospitals. It is estimated that 8 of the 
top 11 causes of hospital admissions are due to chronic diseases and that 5% of 
inpatients with a long-term condition account for 42% of all acute bed days.   
 
Chronic Disease Management Programmes are proven to have positive impact on 
reducing hospital admission due to the availability of the services in the community 
and higher uptake of the services thus leading to a reduction in complications 
resulting in hospitalisation.   
Studies indicate that chronic disease management programmes can achieve a 50% 
reduction in unplanned hospital admissions as well as a 50% reduction in bed day 
rates for these conditions.  They have also shown to greatly enhance the integration 
of services between the community and the hospitals.  Diabetes management has 
been the main programme already developed, other programmes include Asthma, 
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COPD, Cardiovascular and Cancer. Managing chronic disease is one of the greatest 
challenges facing health care delivery. Primary Care is best placed to advance this 
task, assisted by the provision of supports to implement best practice guidelines in 
prevention, early diagnoses and treatment, together with clear accessible pathways 
to specialist care when appropriate.   
 
A major focus for Primary Care in the future is the expansion of structured chronic 
disease management programmes i.e. diabetes, COPD, asthma, heart failure etc.  
The regular management of these diseases through face to face appointments with 
GPs, practice nurses and the wider primary care teams of nursing, physiotherapists 
and occupational therapists, incorporating diagnostic tests is a key priority.  This also 
includes education for self-management of conditions including the establishment of 
chronic disease advice/information lines and teleconsultations between general 
practice and acute specialist services with out-reach consultant led clinics in primary 
care centres.  The roll out of models of care, including chronic disease models of 
care, can best be delivered by teams of health professionals working in close 
collaboration as part of multi-disciplinary teams. 
 
MINOR SURGERY 
It has been estimated that 30% of the minor surgical procedures that currently take 
place in acute hospital settings could be undertaken in general practice. Minor 
surgery in primary care has long been held to be cost-effective and popular with 
patients.   In 2016 minor surgery in primary care has been made available by 24 GPs 
in 20 practices across 11 counties accredited by the ICGP.  To date in 2016 4,263 
minor surgery procedures have been performed in primary care.  This initiative could 
be made available on a countrywide basis and lead to reduced hospitalisations.   
The locations of the current primary care minor surgery accredited practices are as 
follows: 

 Tipperary  (3 practices)  

 Waterford  (1 practice) 

 Wicklow  (2 practices) 

 Dublin  (1 practice) 

 Westmeath  (2 practices) 

 Kerry  (1 practice) 

 Cork  (9 practices) 

 Donegal  (1 practice) 

 Galway  (2 practices) 

 Clare (1 practice) 

 Roscommon  (1 practice) 
 

COMMUNITY INR MONITORING 
The indications for Warfarin treatment are increasing annually so it is likely that the 
number of patients on this drug will increase in the future.  Since 2008 a number of 
New Oral Anticoagulants (NOAC’s) have been licensed in Ireland.   
Treating a patient with NOAC’s is considerable more expensive than treatment with 
warfarin.  The limited availability of INR monitoring in areas of the country, along with 
many acute hospitals experiencing difficulties in maintaining their existing service 
contribute to the push towards increased prescribing of NOAC’s.  
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Primary Care INR monitoring offers many advantages, including greater patient 
choice and compliance with treatment, less demand on the hospital sector and 
financial savings when patients can be treated with warfarin rather than NOACs.  
Additional advantages include greater access and convenience for patients, the 
possibility to combine monitoring with the delivery of other primary care services, 
thus facilitating continuity of care in a patient cohort that is more likely to have 
multiple pathologies and more complex medical needs.  
 
END OF LIFE CARE – COMMUNITY SETTINGS  
The majority of generalist palliative care can be delivered in primary care as not all 
patients with advanced disease require the services of the specialist palliative care 
team. Clinical responsibility for the patient should remain with the General 
Practitioner, who along with the primary care team are the main providers of 
palliative care in the community. The GP should involve the specialist palliative care 
team as and when required with their role being to act as a resource and to provide 
support and education to primary care health professionals.  
 
Primary care teams and the community palliative services have the potential to 
deliver much of the care currently delivered by specialist services.  Community 
Intervention Teams also have a key role in supporting the transition of palliative care 
patients from hospital to home, preventing admission to hospital, and providing 
support in complex cases where prognosis is short.   The priority for the future is to 
ensure consistent coverage of high quality End of Life care on a countrywide basis.  
 
PRIMARY CARE CENTRES 
The absence of appropriate accommodation is a deficit to the delivery of enhanced 
primary care services in many locations.  While some areas have had primary care  
centre development through existing infrastructure or the PPP initiative, there are still 
significant areas where accommodation has not progressed via the various options.   
15 PCC’s are currently in construction or nearing Completion.  30 PCC’s are at an 
advanced stage – these include locations where lease agreements have been 
signed, projects are on the capital plan and projects also progressing via PPP. 
 
Provide available geo-data on the following – see Appendices  

 The 96 locations of the primary care networks – these are detailed in 
Appendix 1 in an overall map and also by the 9 CHO areas.  

Please also note that these are referred to as Community Healthcare Networks 
as they will provide services including primary and community care services in an 
integrated manner. The geographical boundaries of the Community Healthcare 
Organisations & the 7 Hospital Groups.  These are detailed in Appendix 2 with 
the geographical areas of the Community Healthcare Organisations colour-coded 
and each Hospital marked and colour-coded in accordance with its parent 
hospital group.  
It is important to note that the Hospital Groups and their hospitals do not have 
exactly defined geographical areas. 
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Available geographical data identifying major illness/health deprivation 
measures Demography, Health Status and Lifestyle – National Perspective * 
 
 
DEMOGRAPHY 
 The population is projected to increase by 0.7%, or 34,800 people between 

2016 and 2017. 
 The population aged 65 years and over is set to increase by 3.2%, or 19,800 

people between 2016 and 2017. 
 The population aged 85 years and over is set to increase by 3.7%, or 2,600 

people between 2016and 2017. 
 All Community Healthcare Organisation (CHO) areas will see an increase in 

population between 2016 and 2017 varying between 1,400 and 5,300 with 
Areas 4, 6, 7, 8 and 9 having population increases between 4,600 and 5,300 
people. 

 Our population is projected to increase by 4% or 190,600 people between 
2017 and 2022. 

 There will be 111,240 additional people aged 65 years and over by 2022. 
 There will be 16,100 additional people aged 85 years and over by 2022. 

 
HEALTH STATUS 
 In Census 2011, 88.3% of the population reported their general health was 

either very good or good. This equates to 4.17 million people in 2017. 
 Life expectancy in Ireland has increased and currently stands at 79 years for 

males and 83.1 years for females. 
 
 
 Between 2005 and 2014 mortality rates for circulatory system diseases have 

fallen by 32% and for cancer by 8%. 
 Mortality rate from chronic lower respiratory diseases in 2012 (including 

cancer of the trachea, bronchus and lung) was 42% higher than the EU 
average. 

 In 2015 chronic diseases accounted for 16.5% of discharges (day case and 
inpatient) from acute hospitals and takes up 41% of all inpatient bed days. 

 
CHILD HEALTH  
 Prevalence of low birth weight has increased slightly to 5.8% (2014) from 

5.3% (2010). 
 25% of children aged 3, 5 and 9 years are overweight or obese. 
 13% of children experience consistent poverty. 
 17% of children are starting to smoke compared to one in four in 2010. 
 Alcohol and drug consumption among children has not changed significantly. 
 27% of teenagers (15-17 years) report sexual activity which is an increase 

from 23% in 2010 but the number of teenage births is continuing to decrease. 
 
ADULTS AGED 18-65 YEARS 
 
 Smoking prevalence has reduced by 20% between 2007 and 2015. 
 In the period 2007 to 2015 there has been a 40% increase in the prevalence 

of adults who binge drink. 
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 There has been a 56% increase in obesity among males and a 70% increase 
in obesity among females from 2007 to 2015. 
 

 
CHRONIC DISEASE 
 
 In 2017 559,620 people will have at least one chronic disease.  
 Three quarters of the 29,095 deaths in 2014 were due to four chronic 

diseases- cancer, cardiovascular, respiratory and diabetes (Dept Health: Key 
Trends 2015).  

 17% of all hospitalisations in 2015 occurred due to these four chronic 
conditions (HPO).  

 The mounting burden of chronic disease is largely attributed to a well 
described set of modifiable risk factors. This is compounded by an ageing 
population with increasing complexity of health needs.    

 It is estimated that most of the major chronic diseases will increase by 
approximately 20% by 2020.  This is primarily driven by the ageing population.  
The number of people with cancer, cardiovascular disease, diabetes, stroke, 
respiratory disease etc will all increase by 4% and 5% per annum.  For some 
of these diseases, the increases are exacerbated by increased obesity and 
previously high levels of smoking. 

 Although smoking rates have declined from 28.3% in 2003 to 19.2% in 2015, 
there is a significant challenge to reach the target of less than 5% smoking by 
2025.  

 Adult obesity is rising sharply. By 2030, 57% of women and 48% are men are 
projected to be obese according to the WHO, leading to the increasing 
incidence of diabetes and accompanying complications.  

 The prevalence the age-related diseases such as dementia is also increasing 
and by 2017 it is projected that there will be as many as 53,000 living with this 
condition.  

 
*Planning for Health – Trends and Priorities to inform Health Service Planning 2017 
 
In the appendices that follow below we set out maps for the CHO’s and Hospital 
Groups. We would also refer the committee to the Executive Summary of the CHO 
report ‘Community Healthcare Organisations – Report and Recommendations of the 
Integrated Service Area Review Group’, published in October 2014 – which has 
additional CHO maps. 
http://www.hse.ie/eng/services/publications/corporate/CHO_Chapter_1.pdf  
 
The full CHO report can be found at the following link -  
http://www.hse.ie/eng/services/publications/corporate/CHOReport.html  
 
The report on the establishment of the hospital groups can be found at the following 
link - http://health.gov.ie/blog/publications/the-establishment-of-hospital-groups-as-a-
transition-to-independent-hospital-trusts/  
 
 
 
 

http://www.hse.ie/eng/services/publications/corporate/CHO_Chapter_1.pdf
http://www.hse.ie/eng/services/publications/corporate/CHOReport.html
http://health.gov.ie/blog/publications/the-establishment-of-hospital-groups-as-a-transition-to-independent-hospital-trusts/
http://health.gov.ie/blog/publications/the-establishment-of-hospital-groups-as-a-transition-to-independent-hospital-trusts/
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CHO 8 
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CHO 9 
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Health Service Commissioning Structure Proposal 

Executive Summary                                                                                                                

Future Health references a “Structural Reform” construct, a ‘Commissioning Agency’, to enable real 

organisation change across the health service.                                                              

A Health Service Commissioning structure with a statutory basis is proposed at this time to develop 

and communicate a normative feasible relevant health service knowledge input to shape policy 

makers and service planners prioritisation thinking and to further inform service providers’ learning 

organisations with the aim to further secure future health.                                                                                                                                             

Background                                                                                                                                                                                                                                                             

The aim of the Department of Health strategy framework Future Health 2012-2015 is to secure the 

health system to improve the health of the people. “The health security of the people is the supreme 

law” is a phrase derived from antiquity1. Future Health defines Reform Pillars and nominates 

“Structural Reform” as one of these. In its ethic frame (p19), Future Health goes on to state that 

structural reform is not an ‘end’ but a means to an end- the end being health security2.                                                                                                     

Change in health systems                                                                                                                                  

Pawson, the UK public policy ‘realist’ describes the reality of the complexity, layers and barriers of 

health system organisations (Pawson 2014). Pawson provides a construct how structural reform in a 

health system organisation might be approached where he describes ‘Opportunities for organisation 

change in health systems’ (see figure below). 

 

Figure. Opportunities for organisation change in health systems. (Pawson 2014).   

As an opportunity for organisation change, in particular, Pawson references the ‘learning 

organisation’ construct as an instrument of ‘motivational’change. A ‘learning organisation’ uses 

‘systems thinking’ as opposed to ‘command and control’ thinking (Ham 2015).                                                                                                                                                    

1 
“The health security of the people is the supreme law” is a quote attributed to the ancient writer Cicero 

(Salus populi seprema lex esto).                                                                                                              2 Wolff in 

his ethics ‘Inquiry’ into public policy and healthcare defines four domains of ‘health security’- vulnerability, 

control, resilience and anxiety (Wolff 2011). Wolff defines an ethic frame for the State for healthcare and 

identifies the need for approaches for cohorts of patients with diseases and conditions who, respectively, are 

at-risk or vulnerable, require disease or condition surveillance information to achieve control, require 
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treatments and supports for resilience with communication to improve experience and decrease anxiety- all to 

secure health.     

Health Service Commissioning Agency  

To enable ‘real’ organisation change in a Hospital Group and across the health service, Future Health 

references a structural reform construct, a ‘Commissioning Agency’. A DH/HSE Health Service 

Commissioning construct (e.g. agency) with a statutory basis is required at this time to develop and 

communicate a normative feasible relevant healthcare knowledge input to shape policy makers and 

service planners prioritisation thinking and to further inform providers’ learning organisations with 

the aim to further secure future health.                                                                                                                                             

                                                                                                                                                                               

European counterparts                                                                                                       . . .                                                                                                                                             

There are European statutory commissioning agencies that provide prioritisation knowledge inputs 

to the country’s Health Minister- Netherlands ZonMW (The Netherlands Organisation for Health 

Research and Development) and Norway (Norwegian Council for Quality Improvement and Priority 

Setting in Health Care), etc. (In UK the National Institute for Health and Care Excellence (NICE) 

provides health technology assessments (HTAs) and care guidelines to providers.) These 

commissioning agencies strengthen decision making in the political system at resource allocation 

Votes.   

Summary                                                                                                                                .                                                                                                                                                  

In this strategy input concerning ‘structural change’, as referenced in Future Health, a 

Commissioning Agency structure with a statutory basis is proposed.                                             . 
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HSE Quality Improvement Division  
 

We welcome this opportunity to submit some ideas for the consideration of the Committee 

on the future of healthcare in Ireland. It is very welcome that the political system in Ireland is 

committing to planning the future of healthcare with a long term perspective and the 

inclusion of a ‘Quality and Safety’ work stream is very positive.  Health systems 

internationally that have transformed themselves have done so over many years and often 

with a timeframe that exceeds an electoral period for the national parliament. 

The Health Service Executive (HSE) has committed to improving quality and safety across 

all levels of services. The vision for the HSE is ‘A healthier Ireland with a high quality health 

service valued by all’. It is imperative to establish and resource an infrastructure in the health 

service for improving quality in a measurable way.  This is an ideal opportunity for the 

political system to champion and lead a new approach and a change in culture to engaging 

patients, families and staff in a genuine partnership in the planning, design and delivery of 

health care. 

While the committee may give consideration to structures, accountability arrangements and 

funding models, this submission is focussed on the processes of care delivery and the 

culture change that we need to lead in order to deliver the kind of high quality consistent 

care that we want for all our service users. 

Poor quality costs the health service e a lot of money. 

Quality Improvement is a journey that healthcare organisations can undertake to build a 

culture of person centred, safe, quality care. There are many examples of health services 

internationally that have significantly improved quality outcomes for their service users. 

However, these improvements evolve over time and usually take many years and strong 

leadership. While the approaches and methods used may have been different, they all 

started with a vision that was shared by clinicians and leaders alike.  

International evidence recommends that sustained improvements in quality require: 

i. Ensuring that quality and safety are at the top of the health policy agenda; an 
obsessive focus on quality; 

ii. Tackling unwarranted variations in clinical care, reducing waste, becoming more 
patient and carer-focused; 

iii. Developing organisational cultures where leaders and staff focus on better value as a 
primary goal; 

iv. Supporting front line workers with a modestly sized national centre of expertise in 
quality improvement, This centre should comprise leaders with a track record of 
achievement in quality improvement, and a small number of focused teams; 

v. Supporting staff including clinical leaders through education and training in quality 
improvement methods.  

vi. Clarity about the role of inspection in a quality improvement system is vital. Done 
well, inspection has a part to pay in quality assurance – but this should not be 
confused with quality improvement. Progressive regulatory regimes go beyond 
inspection and recommendation and share good practice that they encounter in order 
to support improvement; 

vii. Pragmatic, real-time evaluation of the quality improvement strategy and its 
implementation. 
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A] Drive improved care through the application of a framework for improving quality 

In the context of the Irish healthcare system, quality improvement involves working with 

patients, families and all who work in the health service to innovate and improve quality and 

safety of care.  

The HSE Framework for Improving Quality (Framework), brings together the international 

evidence and Irish context to provide the roadmap for Irish health services to continuously 

improve the quality of care.  The Framework is made up of 6 drivers and emphasises the 

need to understand the system, recognising that the voice of the patient (person and family 

engagement driver) and the participation of staff are central to understanding the quality of 

care in health and social care services. The Framework identifies the need for intelligent 

measurement for improvement and recognises that specific improvement methodologies are 

required to drive change. It emphasises the importance of leadership for quality and the 

governance for quality to ensure that quality of care is part of the mission of every healthcare 

service and that there is clear board and executive leadership and accountability for quality 

and safety. 

 

The combination of these six drivers working together creates the right environment for 

sustained improvement. International evidence clearly shows that quality needs to be placed 

at the core of all business within the health service. In order to allow quality improvement to 

develop and mature, successful systems have separated this function from operational 

demands. 

Specific Areas for Improvement over the 10 year Plan  

1. Leadership 
The model of leadership most associated with success n health care is one where leaders 

support teamwork, nurture and develop their staff, create opportunities for staff to make the 

improvements they see fit and is really committed to quality and engaging patients and 

service users.  We must promote a programme of development for our managers and 



 

 183  
  

leaders to develop this. The Diploma in Leadership in Quality Improvement seeks to promote 

this. QID develop and deliver this in partnership with the Royal College of Physicians in 

Ireland. QID’s work on governance has promoted and demonstrated the utility of leadership 

walk arounds where senior leaders get out on the shop floor and engage service users and 

staff in a structured way in order to identify issues that they can help address.  

2. Patients and service users at the centre of everything that we do in health care 
Really drive improvement through ensuring patients, service users and their families are able 

to influence in every way how we plan and deliver care. Developing Patient fora, and 

involving patient representatives at decision making teams and at all levels of the health 

service needs to be promoted. Kingston Hospital Ontario adopted this approach and has 

driven major improvements in care outcomes as a result. The QI division has been 

supporting “Patients for Patient Safety Ireland” – a group of people who have been or had a 

loved one harmed by healthcare. They have put two representatives on the QID 

management team. We are also driving a new partnership to embed truly person centred 

care in our system, starting in Intellectual disability services. 

3. Engaging all our staff in the mission to provide the best quality of care that we 
can 

There is a strong evidence base in the literature to show that engaged staff deliver higher 

quality care, lower healthcare infection rates, lower mortality rates and better outcomes.  

Front line staff are our greatest untapped resource to drive improvement. In order to mobilise 

them we need to engender new models of management that prioritises creating 

opportunities for staff to plan and deliver improvements in their own work setting. We have 

been pioneering front line ownership in Kerry University Hospital and in partnership with the 

Emergency Medicine programme an approach called Microsystems that engages staff in the 

ED in creating an improved work environment. We also have seen great success with the 

introduction of Schwartz rounds in Blackrock Hospice and Galway University Hospital and 

will seek to spread this work where staff come together in a tightly facilitated session to 

share stories of care and reflect on what it meant. It has been proven in the UK and USA to 

have had a significant impact on staff morale and therefore on the quality of care.  

4. Use proven approaches to improving care to achieve the changes we are 
seeking 

We have adopted the Institute for Healthcare Improvement (Boston) model for improvement. 

This does not preclude the good work being done in *lean and six sigma in Ireland and other 

methods that sites have used to examine processes and improve care. We have trained 

over 700 people in this model and they have all instituted some improvement initiative as 

result of the training.  

5. Using information to evaluate and drive improvements in health and social 
care 

Information and measurement are central to improving quality of care. Analysis of data 

relating to a service can provide information, which can be used to drive improvement and 

provide assurance on the quality of care provided. Building measurement into all 

improvement activities is essential so that we know when improvements have occurred and 

when they haven’t. There is a need to ensure that only measures that really matter are 

collected, and also for a more intelligent use of information already available within the 

system e.g. examining variability, looking at trends over time and benchmarking with peers. 

Sharing information in a manner that influences behaviour is critical to achieving success in 
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improving quality. This requires services having the capability to measure and analyse 

information as well as having access to information technology to enhance capability. It is 

critical that quality of care, particularly measurement around potential improvements in 

services is resourced. We need to increase our skills in developing statistical process control 

charts to examine performance over time and funnel charts to identify outliers and examine 

variability.  

6. Governance focussed on quality 
In order to ensure that care is focussed on quality we need to put in place structures and 

processes to drive that. QID has produced guidance on setting up quality and safety 

committees that will report into and inform senior management teams and boards about the 

quality and safety of care being provided.  

B] A 10 year Patient safety campaign to tackle the key areas of patient harm 

We have an opportunity to knit together a number of key safety programmes currently in 

place in the HSE. We could combine their efforts into a single safety campaign to address 

some of the key sources of patient harm identified in our reviews of adverse events.  The 

HSE has a programme of work in all of the following areas: 

1. Preventing health care associated infections (HCAI) and antimicrobial 
(antibiotic) resistance (AMR)  

This is recognised as one of the biggest global threats to human health. At least one in every 

twenty people admitted to hospitals in Ireland develop HCAI, of which 30-70% are thought to 

be preventable. A five pronged approach is essential to reduce the risks of HCAI over the 

next ten years:  

 Improve understanding of HCAI through effective communication, education and training 

 Strengthen the knowledge and evidence base through surveillance and research 

 Reduce rates of infection through effective, hygiene and infection prevention measures 

and immunisation e.g. flu vaccination 

 

 Minimize the use of antimicrobial medicines in human health 

 Robust decontamination of reusable invasive medical devices  

We must have a concerted national approach to tackling and preventing the emergence of 

mutli drug resistant organisms and infections which present a significant threat to our 

population.  

2. Preventing medication related harm 
Medication-related harmful events are unfortunately common and at least half are 

preventable. 

Reducing harm associated with medication or its omission requires focus on: 

 Improving medication-related processes at transitions in care by improving information, 
via patient involvement and electronic health solutions and by improving processes, 
including pharmacist-led medication reconciliation; 

 Medicines optimisation, partnering with patients to reduce polypharmacy (use of multiple 
medicines), improve adherence and minimise potential for harm due to interactions with 
other medication or the patient’s conditions. 
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 Initiatives to reduce harm with high-risk medication classes and to protect against acute 
kidney injury 
 
3. Preventing falls 

Preventing falls in our community and in our care settings will address a major source of 

harm and a significant cause of anxiety particularly amongst older people.  

4. Identifying and managing the deteriorating patient 
Work on the adult, paediatric and maternity early warning score is advancing and must be 

supported as the failure to recognize deterioration in a patient has been at the root of many 

significant care failings.  

5. Managing sepsis 
The clinical programme established to improve our recognition and management of incipient 

sepsis is addressing the learning from high profile adverse events. Sepsis is a potentially 

fatal clinical event and early recognition and intervention is proven to greatly improve 

outcomes for patients.  

6. Prevention of pressure ulcers 
QID has reduced pressure ulcers by over 50% in two regions in the country and is continuing 

to spread this work to the rest of the country. It is critical that there is strong leadership on 

the ground behind this programme in order to sustain these improvements.  

C] General Comments: 

Most health systems internationally, and I would argue also our own, are struggling to meet 

rising demand in an environment where medications and technology are becoming 

unaffordable. This is leading progressive healthcare providers to put a major emphasis on 

disease prevention, health promotion and patient activation. We need to really commit all of 

government’s efforts to create a healthy Ireland physically and mentally. We need to develop 

new clinically led models of care with the proactive patient fully empowered and educated at 

the centre of it. Models have emerged where patients carry out their own haemodialysis, and 

manage their own chronic illness with light touch clinical advice sometimes delivered 

remotely. 

Investment in technology and ICT will be critical in order for us to become more efficient and 

to meet the rising healthcare demand that is a result of an ageing population with adverse 

risk factor profiles (esp obesity).  

The quality of care we provide is evidently dependant on the quality of staff we can recruit 

and retain within our service. The service has struggled to compete recently in the global 

market for many staff categories, notably nurses and doctors both nchd and more recently 

consultants. We must include in any plan measures to ensure that working in Ireland is 

sufficiently attractive to ensure we can recruit the best staff. This will mean competing on 

salary but also importantly ensuring that the workplace in Ireland is well run, efficient, 

organised and well administered.  

It will also mean that we create a positive work environment where it easy for people to do a 

good job and where management create the conditions where staff are respected and where 

they are encouraged to make changes in the workplace informed by their unique experience 

of working in the front line. 
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The Irish health care workplace needs to be one where all staff feel psychologically safe and 

able to raise concerns freely when concerned about the safety of care.  We need an 

approach to training, induction and leadership of staff that encourages teamwork (proven in 

the literature to be associated with much improved patient outcomes), and where there is no 

hierarchy of respect in care teams.  

Planning of health care must primarily be focussed on delivering the best outcomes for 

patients and that will require on occasion strong political leadership to ensure national 

healthcare priorities prevail over more local issues.  

It is well recognised that centralisation of decision making in health care is not associated 

with effective care delivery. The creation of hospital groups and CHOs recognises this fact.  

It is not possible to control activity that arises in the complex health care environment where 

over 100,000 staff deliver increasingly complex packages of care to our population. It is 

therefore imperative that Hospital groups and Community Healthcare organisations do not 

become “mini HSEs” and that they promote in turn an appropriate delegation of authority to 

front line teams who are the only people who know what really works in the front line.  All of 

this is of course delivered in an environment where these teams adhere to national 

guidelines and account for the care they provide. 

When you examine care across different providers and across different practitioners in 

Ireland one is struck by the high degree of variability in care processes and outcomes. While 

some variability is expected and inevitable; to deliver better care we must measure and 

eliminate unwarranted variation between providers. 

Waste is the enemy of quality and there are many sources of waste in all health systems.  

We must have a primary focus on eliminating waste.  The US "Choose Wisely" campaign is 

an example of what we need to do in Ireland. It is a clinically led approach to analysing 

different aspects of care delivery and eliminating unnecessary treatments or ones lacking an 

evidence base. Harm create waste so we must focus on eliminating avoidable harm through 

committed adoption of evidence based checklists to drive standardised and reliable care. We 

need to commit to proven efficiency programmes such as the productive ward and the 

productive operating theatre. Other forms of waste that we must work to eliminate include: 

waiting - for information, materials, people, maintenance; transport - moving people or items 

around or between sites; poor process design - too many/too few steps, non- 

standardization; inventory - supplies, meds, forms, files, etc.; anything more than the 

minimum to get the job done and - inefficient layouts at workstations, poor ergonomics in 

offices, any motion not adding value. Ultimately the greatest waste in any health system is 

underutilised personnel resources and creativity - ideas that are not listened to, skills that are 

not utilised.  

You cannot have a quality health system unless there is equity of access to it.  It is of no 

value to a service user that a service is of the highest quality if they are unable to experience 

it.  The key access inequity in our system is in secondary care where public patients 

experience excess waiting times for expert opinion and intervention in hospitals while private 

patients can bypass the queue. 
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Conclusion 

If our health service is to adapt to the challenges that it faces it must continue to change and 

improve. In order to do so we need consistency of commitment and continuity of effort.   

Improvement can be achieved with some effort but the real effort is sustaining the 

improvement.  This requires significant leadership commitment especially at a time when our 

services are under considerable scrutiny and have a major focus on financial objectives. 

Applying the framework for improving quality will help us build sustained improvement 

across our health care system. 

*Lean management principles have been used effectively in manufacturing companies for 

decades, particularly in Japan. Lean principles can and are being — successfully applied to 

the delivery of health care. Lean thinking begins with driving out waste so that all work adds 

value and serves the customer's needs.  

Identifying value-added and non-value-added steps in every process is the beginning of the 

journey toward lean operations.  In order for lean principles to take root, leaders must first 

work to create an organizational culture that is receptive to lean thinking. The commitment to 

lean must start at the very top of the organization, and all staff should be involved in helping 

to redesign processes to improve flow and reduce waste. 

Six Sigma is a set of techniques and tools for process improvement. It was introduced by 

engineer Bill Smith while working at Motorola in 1986. Jack Welch made it central to his 

business strategy at General Electric in 1995. Today, it is used in many industrial sectors, 

including health care.  It seeks to improve the quality of the output of a process by identifying 

and removing the causes of defects and minimizing variability in manufacturing and business 

processes. It uses a set of quality management methods, mainly empirical, statistical 

methods, and creates a special infrastructure of people within the organization, who are 

experts in these methods. Each Six Sigma project carried out within an organization follows 

a defined sequence of steps and has specific value targets, for example: reduce process 

cycle time, reduce pollution, reduce costs, increase customer satisfaction, and increase 

profits. 
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HSE Saolta University Hospital Group Galway 

 

This brief document highlights our concerns as senior clinicians about the urgent need to 

address the acute hospital infrastructure in Galway to provide timely, safe and high quality 

care both for the immediate needs of the population in County Galway and adjacent 

counties and in addition to facilitate it’s role as the only model 4 hospital for the provision of 

complex tertiary care for the populations of the six counties of the West/Northwest 

(Galway, Mayo, Roscommon, Sligo, Leitrim and Donegal). 

 

Currently: 

1. University Hospital Galway (UHG) as the current model 4 hospital has an aging 

inadequate infrastructure and is constrained on a site that requires multiple costly 

relocation of services for any further development. 

2. UHG is one of the busiest hospitals in the country but has one of the greatest 

challenges in managing access for emergency and elective services.  

3. Merlin Park Hospital has a large potential site for future development 

4. The unplanned evolution of the Saolta hospital group has resulted in major changes 

in referral plans and a large increase in demand for tertiary services in Galway. 

Proposal: 

1. Develop a new acute hospital most likely on the Merlin Park. 

2. Immediate investment in the current ED on the UHG site to address infrastructure 

concerns in the short-term whilst a new acute hospital incorporating a new ED is 

built. 
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Background: 

There is broad acknowledgement that the current public hospital infrastructure in Galway is 

outdated and not “fit for purpose” to delivery high quality, safe and effective care to meet 

the acute healthcare needs of the population of the west of Ireland.   

The current University Hospital Galway (UHG) site of Galway University hospitals (GUH) 

provides the immediate secondary care requirements for the population of County Galway 

and parts of adjacent counties including Mayo and Roscommon in particular since the 

reconfiguration of acute services in Roscommon Hospital in 2011.   

 

With the evolution of the Saolta hospital group, UHG  has also evolved into the major 

tertiary care centre for the population of the West/Northwest region (incorporating the 

counties of Galway, Mayo, Roscommon, Sligo, Leitrim and Donegal - a population of > 

800,000),. This process began with UHG’s designation as a cancer centre of excellence in 

2007 and evolved further with the development of hospital groups in 2013,. UHG as the only 

model 4 hospital in the Saolta group, is now required to provide timely tertiary level care in 

most specialties. It  supports the four model 3 hospitals in the group (Mayo General 

Hospital, Sligo Regional Hospital, Letterkenny General Hospital and Portiuncula Hospital 

Ballinasloe) as well as  Roscommon Hospital (a model 2 hospital). 

 

This has resulted in major changes in patient care pathways and redirection of tertiary care 

referrals from traditional referral pathways to Dublin and elsewhere, to referral directly to 

UHG. This major change in patient flow has evolved in a short period of time without 

adequate advance demand/capacity planning and has resulted in  major capacity pressures 

on the UHG hospital site, These pressures limit its ability to safety, effectively manage it’s 

twin requirements – to function as an acute care hospital for the secondary care needs of 

the population of adjacent counties whilst also being able to provide rapid access for high 

complex tertiary level care for the larger population across the Saolta region. 

 

At the same time the aging population and inability of community services to cope with 

increasing demand have led to increased occupancy of hospital beds and further 

compromised UHG’s ability to cope with increasing workload.   



 

 190  
  

This has resulted in UHG being one of the most persistently overcrowded hospitals in the 

country with high trolley numbers and long waiting lists for elective procedures. UHG has 

one of the busiest emergency departments in the country based on daily attendance, one of 

the highest numbers of inpatient admissions and daycase admissions, whilst having one of 

the shortest average lengths of stay for inpatients compared to comparable model 4 

hospitals across the country 

 

 University 

Hospital 

Galway 

St James 

Hospital 

Cork 

University 

Hospital 

Beaumont 

Hospital 

ED Attendances 

(YTD 2016) 

31,999 23,660 31,161 25,815 

Trolleys 

(YTD 2016) 

3517 929 3579 4422 

Inpatient 

Discharges 

(Apr 2016) 

2317 1896 2375 1963 

Daycases   

(Apr 2016) 

4257 4155 3719 6201 

Average Length of 

Stay (medical) 

(Apr 2016) 

6.0 days 10.7 days 7.2 days 11.0 days 
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There is now an urgent need to plan for the future of hospital services in the West and to 

create a new acute hospital that is planned to have the infrastructure and capacity to 

efficiently and effectively manage the twin requirements of: 

1. Delivery of complex tertiary acute and elective care for the population of the six 

counties in the West/Northwest.  

2. Delivery of acute and elective care to the local population of counties Galway and 

adjacent counties. 

Current Situation: 

UHG is built around a core 6-storey ward block which first opened in 1956 – on the site of 

the old Galway Central hospital. Over the years there has been many ad-hoc additions on 

this campus resulting in a sprawling hospital (much at single/double storey level with little 

integrated patient focused planning.  

 

This city centre campus of 42 acres is overcrowded and any additional building on it 

invariably has adverse impacts due to space constraints and poor previous planning. This is 

exemplified by the ongoing implementation at UHG of phase 2 of the National Programme 

for Radiation Oncology (NPRO) where the replacement of the current 3 linear accelerators 

and the development of space for an additional unit, has required multiple moves. The 

initial movement required relocation of the helipad to facilitate the building of a new 

multistorey car park, followed by the closure of a large street level parking area to facilitate 

the building of a new psychiatry unit, the demolition of the current psychiatric unit before 

the new radiation oncology unit development can commence on the site of the old 

psychiatric unit. This relatively small project has been in planning/design since 2012 and will 

not be completed before 2020. The requirement for complex planning around the 

implications for adjacent services has made this project very difficult to deliver.  

 

Current ongoing developments on the UHG site include the completion of a new 75 bed 

ward block (due for hand-over at end of 2016) to replace some of the original 1950s ward 

units. This is a very welcome development and will help the current critical capacity 
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situation (by making some of the older vacated ward units available as additional “surge” 

capacity during times of high admissions/attendance). However, it is not part of any 

strategic long-term plan for the comprehensive redevelopment/improvement of the entire 

campus.  

 

The current Emergency Department (ED) in Galway has been clearly highlighted as not “fit 

for purpose” by all who have visited it in recent years. It is one of the busiest EDs in the 

country seeing > 65,000 patients per year with over 200 attendances on most days during 

the year. The current infrastructure is completely inadequate to manage this volume of 

patients. In addition, with the bed capacity difficulties in the main hospital, there are 

unacceptable delays in  patients accessing inpatient beds and having to remain on trolleys in 

ED for extended periods of time, which further exacerbates the capacity difficulties of a 

completely inadequately sized and designed department. This situation is unsafe and 

unsustainable. 

 

Currently there is a proposal to develop a new 2 storey ED on the current ED site, which will 

significantly increase the available space within the department facilitating better and more 

timely access for patients to early ED care. However it will not address the persistent 

capacity problems “up the house”. In addition it does not address the current aging and 

inadequate infrastructure throughout the majority of the hospital. This project is currently 

costed in excess of €50million and to date has not received internal HSE approval or 

Department of Health approval to proceed and is now undergoing a further cost-benefit 

analysis. 

Clearly there is an urgent need to improve the current ED infrastructure as even in the 

short-term the current situation is completely unsustainable. 

The Merlin Park Campus is a large 100+ acre site, on the previous Waithman estate and was 

initially developed a TB sanatorium in the 1950s. It subsequently evolved into the second 

acute hospital in Galway with Respiratory, Rheumatology, Nephrology and Orthopaedic 

services for Galway being delivered from this site for many years. In the last 10 years in 

order to maintain patient safety, acute services have been redeployed to the UHG site with 

Merlin Park site now providing elderly care rehabilitation services, elective orthopaedic 

surgery, chronic haemodialysis and some elective medical admissions as well as outpatient 
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services.  It also has 2 long-term community nursing units and a large administration base 

for corporate HSE.  

 

There currently is no clear vision/plan for the delivery and development of acute care in 

Galway, in particular with regards to the capital development of the acute hospitals in the 

city. Currently, the Saolta group is working on a 5-year clinical plan, which will help identify 

the capacity requirements for Galway to provide timely, safe and effective care for the 

population of the 6 counties in the West/Northwest. 

There is a urgent need for a new acute hospital for Galway, a project that requires detailed 

planning to ensure that it has the capacity and facilities to manage the acute hospital care 

needs of the population for the coming decades. 

 

The Saolta hospital group is working on the development of a 5 year clinical strategy which 

will help define and act as a template for the future development of clinical care pathways 

based on projected demands and best clinical practice for all patients in the 

West/Northwest region. To implement such a plan will require the development of the 

hospital infrastructure in Galway to facilitate this delivery of these clinical services. 

 

Proposal: 

This proposal has 2 core elements: 

1. Develop a new acute hospital for Galway and the Saolta hospital group on the Merlin 

Park hospital campus site. 

2. Immediate investment in the current ED on the UHG site to address infrastructure 

concerns in the short-term whilst a new acute hospital incorporating a new ED is 

built on the Merlin Park hospital site.  

This document advocates for the development of a new hospital for Galway to facilitate 

timely, effective and high quality acute hospital care for the 800,000+ residents in the 

West/Northwest of Ireland.  

An immediate options appraisal needs to be commissioned to assess the clinical and cost 

effectiveness of the potential options for the development of adequate acute hospital 

infrastructure in Galway. The preferred option would appear to be a new hospital build on 



 

 194  
  

the Merlin Park site where there is adequate space and better access for the population 

outside of Galway city. All options need to be explored including a two site model, a staged 

two site model progressing to a single site model in Merlin Park with a cost-benefit 

comparison of redeveloping the UHG site. However based on current experience, any 

redevelopment of the UHG site requires multiple moves as the site is already congested and 

its central location is challenging from an access point of view.  

We are very conscious that the current congested situation in the ED in UHG is 

unsustainable. There is an urgency to develop immediate plans to redevelop the space and 

adjacent areas to facilitate a large and safer department pending the building of a new 

hospital with a new ED on the Merlin Park site. We contend that this could be achieved a 

much lower cost and more quickly rather than focusing on a new build as is the current 

proposal (which currently is costed in excess of €50 million and is still awaiting approval to 

proceed to the design phase). A new ED will not address the current ward infrastructure 

deficits on the UHG site.  

 

The current 75 bed ward block build that is near completion will help in the short to medium 

term on the UHG site by facilitating better ward accommodation, some increased bed 

capacity and freeing up some of the old ward infrastructure that can be available as “surge” 

capacity during times of peak pressure with admissions to UHG. Currently all capacity on the 

UHG site is fully utilized and the lack of available “surge” beds makes the management of 

times of increased activity extremely challenging with the only option being excessive and 

unsafe delays on trolleys in ED whilst awaiting in patient beds in UHG. Galway is also the 

pilot site for the national integrated patient flow project sponsored by the Clinical 

programmes division of the HSE. This along with the greater flexibility with the new 75 

bedded ward block along with immediate redevelopment of the current ED is a more cost 

effective approach to managing the capacity and clinical risks associated with the current 

bed pressures in UHG. This urgent work on the current ED should progress in tandem with 

initiation of an urgent options appraisal around what is the best model for a new hospital 

for Galway.  

 

There is strong clinical support for this concept and this proposal is being made following a 

number of meetings between clinicians around the needs for long-term strategic planning 
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for the delivery of clinical services in Galway. There current is no long-term vision for service 

development and the current situation of short-term ad-hoc and uncoordinated 

development of the UHG site has contributed to the current serious capacity issues.  

Informal communications with the local community and public representatives suggest a 

strong support base for such a proposal. Clearly the current plan (to build a new ED on the 

UHG site) whilst addressing the immediate critical infrastructural deficits in UHG will be of 

short-term benefit, unless there is a entire new build/redevelopment of the acute hospital, 

the long-term benefits for patients with regards to timely access to services will remain 

unachieved.  

 

All options to fund a new development need to be explored including the options for public-

private partnership etc. The recently developed National Development Finance Agency 

(NDFA) plans to build new schools using public private partnerships opens up new options 

for funding large scale projects such as the proposed new hospital for Galway. This and 

other funding options need to be explored including the long-term uses for vacated spaces.  

Conclusion: 

This brief document requests that the need for a new hospital build in Galway is included in 

the 10yr plan for the health services. The first phase of any such strategy would be focus on 

immediately improving the current ED in UHG whilst the full site/clinical/cost benefit 

appraisal of options for the new hospital in Galway are being reviewed and agreed. This will 

ensure that the people of the West /northwest of Ireland have adequate and timely access 

to high quality healthcare for all their needs including the immediate acute needs of the 

local population in Galway and adjacent counties but also the provision of tertiary services 

including cancer care to the populations of counties Galway, Roscommon, Mayo, Sligo, 

Leitrim and Donegal.   

 

As senior clinicians we are ready to help develop and support this proposal further.  

 Dr. Pat Nash, Chief Clinical Director, Saolta University Healthcare Group and 

Consultant Cardiologist GUH. 

 Prof. Tim O’Brien, Dean of the Faculty of Medicine, NUIG and Consultant 

Endocrinologist GUH 
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 Mr. Padraic Regan, Chairman of the Medical Board GUH and Consultant Plastic 

Surgeon GUH 

 Prof. Anthony O’Regan, Chief Academic Officer, Saolta University Healthcare Group 

and Consultant Respiratory Physician GUH 

 Dr. Donal Reddan, Group Clinical Director for Medicine, Saolta University Healthcare 

Group and Consultant Nephrologist GUH 

 Prof. Michael Kerin, Professor of Surgery, NUIG and Consultant Breast and General 

Surgeon, GUH 

 Dr. Catherine Fleming, Secretary of the Medical Board and Consultant in Infectious 

Diseases GUH 
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HSE UL Hospital Group 

The UL Hospitals Group is comprised of six clinical sites functioning collectively as a single hospital 

system providing a range of acute inpatient and daycase services to a population of 379,327 people 

from Clare, North Tipperary and Limerick.  The group is governed by an interim Board of Directors, 

an Executive Management Team led by the CEO supported by four Clinical Directorates (Medicine, 

Peri-Operative, Child & Maternal Health and Diagnostics) who are accountable for the operation of 

services across the sites. 

The six sites include University Hospital Limerick, University Maternity Hospital, Croom Orthopaedic 

Hospital, Ennis Hospital, Nenagh Hospital, and St. John’s Hospital.  University Hospital Limerick is the 

only Model 4 hospital in the group and provides major surgery, one of the eight nationally 

designated cancer centres, emergency services, as well as a range of other medical, diagnostic and 

therapy services.   As there is no Model 3 hospital in the group,  all critical services are located here, 

and it has the second busiest Emergency Department in Ireland with annual attendances of 61,000 

presentations and the only 24/7 emergency service in the group.  

The Model 2 hospitals provide inpatient medical beds, a medical assessment unit, injury unit, day 

surgery and 5-day surgery.  The Maternity and Croom Orthopaedic hospitals are specialist hospitals. 

The UL Hospitals Group provides a service to the people of Limerick, Clare and North Tipperary; 

however various services (Emergency PCI service, Day Services, Oral Maxillofacial etc.) treat patients 

from neighbouring catchment areas.  

One of the key success factors in the ability of UL Hospitals Group to meeting waiting lists targets is 

attributed to the successful utilisation and working of our Model 2 hospitals. This is mainly due to 

the fact that most of our day surgery is now done in the Model 2 Hospitals other than more high risk 

surgery, which is not cancelled when there are pressures on the Emergency Department which 

result in the cancellation of non urgent surgeries in our Model 4 Acute Hospital. In addition the 

creation of a central referrals hub has also contributed to the management of our outpatient waiting 

lists where referrals are now referred to speciality rather than consultant and appointments allotted 

to the shortest waiting lists. Another success factor has been the  directorate model of working 

across all hospital sites within the group along with the previous reconfiguration of surgery has also 

provided the opportunity for a seamlessly movement of consultant to deliver services across all 

hospital sites within the group.    

Our future plans would also be to reduce the patient waiting time to closer to international 

standards.   

Demographic Projections 

Nationally our population is projected to increase by 4% (or 188,600 persons) between 2016 and 

2021.  By 2021 there will be 107,600 additional persons aged 65 or over and 15,200 additional 

persons aged 85 and over.  We know that 64.8% of people aged 65 or over have two or more chronic 

conditions, equating to 404,470 persons in 2016 and rising to 461,710 persons by 2021.  It was 

projected for 2015 that to maintain the same level of service that would equate to an additional 

funding requirement of €158 million[i]. 
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Our catchment area contains a diverse demography, from the most deprived area nationally in 

Limerick City to the more affluent local authority area in Limerick County.  We have an above 

average suicide rate, the highest national rate of self-harm, and the highest national rate of births to 

mothers under 20 years in Limerick City.  Tipperary North has a higher than average rate of male 

Colorectal and Prostate cancer. County Clare has the highest national incidence of breast cancer.  All 

of our catchment areas have a higher than average amount of people aged 65 and over.[ii] 

Historical Background 

The Emergency department (ED) and Surgical Services were reconfigured in the mid-west in 2009.  

This coincided with the establishment of motorways between Ennis and Nenagh, such that the travel 

time by ambulance between the hub and spoke was never more than 30 minutes.  All emergency 

and major complex surgery was centralised, and this model continues now to this day.  The building 

of the new Critical Care Block which houses Intensive Care, High Dependency and Cardiology was the 

next development in the centralisation of emergency services.  This has led to most of the regions 

anaesthetic services being reconfigured with the removal of intensive care units from the smaller 

hospitals, such that the UL Hospital Group has only one hospital with ICU and 24 hour emergency 

services for its entire population, supported by three Model 2 hospitals.     

Governance and Management  

The Group Board was established to manage public hospitals within the Group in line with the 

Government’s programme for reform of the health service, initially on a non-statutory basis pending 

the establishment of Hospital Trusts.  The Board will be required to oversee the effective planning, 

management and implementation of the integration of services across the Group to achieve an 

optimum, cohesive, high quality and safe service provision.  They will also need to establish a 

process to oversee the development of relationships with all key stakeholders including the 

academic partners of the group, primary, community and social care providers, local patient 

representative groups, research institutes, research funding agencies and professional bodies.   

List Hospital Group Board Chair/Members  

Professor Niall O’Higgins, Professor Emeritus of Surgery, UCD, Chairman 

Professor Don Barry, President of University of Limerick 

Mr. Maurice Carr, Chartered Accountant 

Dr. Mary Gray, General Practitioner 

Mr. Seamus Gubbins, Chartered Accountant 

Dr. Sheelagh Ryan, Former Chair of the National Cancer Screening Service Board 

In attendance: 

Ms. Colette Cowan, Chief Executive Officer 

Ms. Noreen Spillane, Chief Operations Officer 

Mr. Hugh Brady, Chief Financial Officer 

Dr. John Kennedy, Chief Clinical Director 

List Hospital Group Management Team  
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Ms. Colette Cowan, Chief Executive Officer 

Dr. John Kennedy, Chief Clinical Director (Dr Paul Burke incoming Chief Clinical Director) 

Ms. Margaret Gleeson, Chief Director of Nursing & Midwifery 

Ms. Noreen Spillane, Chief Operations Officer 

Ms. Josephine Hynes, Director of HR 

Mr. Hugh Brady, Chief Financial Officer 

Ms. Shona Tormey, Clinical Director, Peri-Operative Care 

Dr. Declan Lyons, Clinical Director, Medicine 

Dr. Gerry Burke, Clinical Director, Maternal & Child Health 

Prof Paul Finucane, Chief Academic Officer  

Vacant post – Clinical Director, Diagnostics (oversight provided by CEO until CD is appointed) 

Mr. Brian McKeon – Director of Informatics, Planning and Performance 

Funding Model 

The underlying principle of Activity Based Funding (ABF) should be to positively reinforce the 

organisations strategic objectives and it should also account for the demographic and specific socio-

economic factors of the region. 

 There have been a number of previous funding models for the healthcare system; the time 

has come for a sustainable one. 

 One of the most fundamental changes to improve the stability and planning of the Irish 

healthcare system is to put healthcare funding on a multi-annual basis to facilitate proper 

long-term planning and optimal decision making.  Ideally there should be a three-year 

budgetary cycle.   

 Activity Based Funding is the preferred model but it needs to be more prescriptive in terms 

of cost allocation to ensure equity across the system and to avoid cherry-picking on 

“profitable” specialities. The mechanism to incorporate major developments needs more 

thought as do the adjustments required for the additional costs within teaching hospitals 

 Currently ABF considers only inpatient and day case activity. However it is planned to extend 

to outpatients in 2017, but it also needs to encompass diagnostic elements such as radiology 

and laboratory services. 

 ABF must be incorporated across the whole spectrum of health including the Community 

Healthcare Organisations (CHOs). This would allow a more efficient and transparent 

healthcare system and ensure an aligned strategic direction 

 The current reimbursement in ABF is based on discharge. It does not take account of quality 

of healthcare.  Indeed there are perverse incentives for some reimbursements. It does not 

take account of re-admissions nor clean discharges. Therefore there is a need to index 

reimbursement based on agreed staffing levels, infrastructure and patient outcomes. There 

must be a quality control aspect taking account of the costs associated with re-admissions 
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 We support the Commissioner Style model where initiatives such as the national screening 

programmes can be purchased from the group 

 Performance Related Pay (PRP) is a natural outcome of ABF and should be adopted across all 

areas of the healthcare system. With patient level costing, activity can be measured and 

measured across the system and therefore pay should be linked to activity and quality 

targets 

 Hospital Groups do not exist in isolation from the community and therefore the funding 

models of both needs to integrate through formal SLAs e.g. Home help packages. The 

anomalies between costs of treatments between the hospitals and the community needs to 

be formalised such as enzyme drugs, renal home dialysis 

Integrated Care and Access to Care 

Relationship between Acute Hospitals and GPs 

The change in medical technology and patient expectation over the last number of decades has 

resulted in a greater reliance on hospital care particularly in the final stages of a patient’s illness.  

Diagnostics have become more sophisticated and treatment of acute illness more effective.  The 

result is that the family practitioner is no longer able to manage all the episodes of care which they 

would have in the past.   

Models of care, technology working practices and incentives need to be used to reverse this trend.  

The concept that the modern acute hospital should be predominantly composed of (i) emergency 

and critical care departments for the acutely ill patients who require those services and (ii) specialist 

services requiring in-patient care. Most other patients can be treated in primary care, outpatient and 

day care (and occasionally 5-day) settings. These needs require careful planning and implementation 

as was the case in the reconfiguration of services in our region. 

Changes that need to be looked at include: 

1) Use of technology, trained nurses and involvement of general practitioners to promote 

the hospital at home concept 

2) Greater use of technology to provide virtual clinics in the primary practice and 

community settings. 

3) Greater access to diagnostics and allied health professionals for GPs. Increased 

availability of laboratory, radiological and ultrasound facilities to GPs would be of great 

benefit to patients and reduce the strain on hospital services. However, high-quality 

and cost-effectiveness must be incorporated in such an arrangement and advice from 

GPs as to how this might be achieved should be sought. 

4)  Partial reversal of the recent trend that family practice cover outside 9am – 6pm, 

Monday to Friday is provided by large cooperatives who undertake the call obligations 

so that the call doctor may never had contact with the patient, may not be from the 

immediate locality, has no access to their notes and is not in a position to confer with 
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the regular GP is required. We cannot return to the single handed practitioner 24hr, 7 

day a week model. But a hybrid model whereby small groups of family physicians, were 

organised to provide cover in the twilight hours i.e. 6pm – 11pm and 8am -8pm, 

Saturdays and Sundays would be a better system.   Cover outside these hours to 

remain on the large co-operative model.  

5)  Under the current system demand management for more sophisticated diagnostics 

and therapies is effectively through the hospital queue system.  If access is increased 

through GPs it may only result in greater resource utilisation without any decrease in 

hospital beds.     Therefore if GPs are going to be given resources there will need to be 

an accountability system based on quality of care and outcomes including hospital 

avoidance.  

6) Enhanced interactions between the Hospital and GPs. In the UL Hospital Group the 

establishment of a GP Forum with representatives nominated by the local branches of 

the Irish College of General Practitioners has been established.  This development has 

considerable potential in increasing efficiency of services, improving communications 

and will probably reduce error and misunderstanding.  

An example of an area which has been highlighted as needing improvement is agreed discharged 

document which focuses on the information needed by GPs to continue safely the care of their 

patients. This is the subject of a joint working group involving GPs and Hospital Staff.  

Hospital Avoidance 

Enhancing and developing care in the community through earlier intervention will require support 

from acute hospitals e.g. hospital in the home. 

Focus is required on the elderly population due to projected growth in over 65’s. 

As the Mid-West CHO and the UL Hospital group share the same geographical area, joint 

programmes of activity are facilitated. The following are examples of collaboration between UL 

Hospital Group and Mid-West CHO; 

 Close collaboration with the community health organisation to reduce the number of 

delayed discharges across the group. 

 Community Discharge Co-ordinators link directly with the hospital to facilitate early and 

complex discharges to the community. 

 Specialist Geriatric service established in St. John’s hospital with therapy input – OT and SLT 

from the community. 

 Outreach services provided from the hospital to the community, eg diabetic and paediatric 

end of life care. 

 OPAT service well established with the Community Intervention Team (CIT) to facilitate the 

early discharges of patients resulting in bed days saved in the hospital. 



 

 202  
  

Scheduled Care 

The UL Hospital group has demonstrated strong performance and management of waiting list which 

is linked to the group governance model. 

Group model provides day service, 5-day surgery, complex surgery in separate sites supported by 

the seamless movement of consultants across all sites, thus providing fair access for patients. 

Unscheduled Care 

The current trend is for patients to seek treatment in the ED as a result of lack of provision of 

alternative treatment and under-utilisation of treatment options. 

Bed Capacity 

There is a recognised need for additional bed capacity in this region due to infrastural defecits and 

the need for modern facilities for patients.  A validated tool for assessing bed capacity is required.  

Quality and Patient Safety 

To quote Sir Cyril Chantler “Medicine used to be simple, ineffective, and relatively safe.  It is now 

complex, effective, and potentially dangerous.  The mystical authority of the doctor used to be 

essential for practice.  Now we need to be open and work in partnership with our colleagues in 

health care and with our patients.”  

In hospitals, working and participating in weekly multidisciplinary (for example, among medical 

specialists) and multi-professional (for example among medical, nursing and allied professions) 

teams is now recognised as being of critical importance. This arrangement (i) minimises error and (ii) 

improves accuracy both in diagnosis and treatment. In cancer care, this system also (i) prolongs 

survival and (ii) improves quality of life. 

Following on from the above it is essential that objective measurements of the safety as well as the 

effectiveness of all aspects of the medical systems are put in place.  To promote an open and 

transparent process it will be essential for a public culture which while rightly expecting the best and 

safest care possible accept that in complex situations errors will occur.   

Staff need to be encouraged to be open and transparent however open disclosure culture in other 

countries took a number of years and was supported by certain legislative safeguards for 

participants. 

Safe systems require that the organisation structure and resource allocation matches the expected 

standards and level of productivity required.  

Modern quality and patient safety standards should ideally be on a no individual blame basis but 

rather looking for system errors and system solutions.  However, whereas acceptance of human 

error is important, there is a conflicting principle of accountability.  Deliberate violations of 

reasonable safety practices are issues where accountability has to be expected.  In addition serious 

or consistent underperformance when it occurs needs to be addressed. 
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In the terms of quality matrix, standardised validated relevant measures are required. Measurement 

and proper public reporting of properly standardised anonymous data as regards mortality and 

other outcome statistics is important. However care must be taken to see that there is proper 

interpretation of same and that counterproductive behaviour does not ensue. Process 

measurements may need to be substituted where outcome measures are not available but they can 

be misleading.    

As for all departments proper funding and resourcing of quality and patient safety measures in 

combination with efficient procedures is essential.   

Legislative change to protect quality processes within hospitals will need to be implemented.  In 

other jurisdictions peer review, audit and morbidity and mortality meetings are given privilege from 

disclosure to promote open and transparent discussion within those forms.  This needs to be 

strongly considered in Ireland.   

The role and development of ICT is central to this reimbursement strategy. It is also essential for 

patient safety as multiple systems for patients’ records result in inefficient duplication and 

potentially dangerous omissions and other errors.  ICT in the statutory hospital system has been 

under invested for years. 

The educational value of a hospital as an area of public information about health and illness should 

be emphasised.  An area devoted to health maintenance, fitness, prevention of illness and the 

meaning and value of screening programmes should be essential in every hospital in the state. Such 

educational enterprises can contribute to public health and can lead to the hospital being perceived 

as a valuable resource for the community and not just as a place “where you go when you are sick”. 

eHealth Ireland  

The national EHR Programme, and the Individual Health Identifier as a key enabler, represents a 

significant transformation in the use of technology and data to underpin effective and efficient 

care.  The UL Hospitals Group believe these eHealth Ireland programmes will result in improved 

population wellbeing, health service efficiencies and economic opportunity through the use of 

technology-enabled solutions. 

The role and development of ICT is central to a reimbursement strategy. ICT in the statutory hospital 

system has been under invested for years 

Health & Wellbeing 

In line with the Healthy Ireland Strategy, a need for resources to further develop Health & Wellbeing 

initiatives for staff and the public which will have positive impact for staff morale, service delivery, 

mental health and hospital avoidance. 

Resource Allocation and Workforce Planning  

Ensuring there is enough clinical staff with the right skills to meet the demand for high-quality, safe 

healthcare is essential to the operation of the health service.  The current arrangements for 

managing the supply of clinical staff  is fragmented and does not represent good value for money, 

often forcing reliance on agency staff at significant costs.   
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With a worldwide shortage of clinical staff there is now a greater need for proactive workforce 

planning.  There should be a greater focus on introducing new grades to support both existing 

clinical staff, including an expanded role for Health Care Attendants, along with the introduction of 

the role of Physician Assistants and Theatre Assistant.  

Retaining our clinical staff for a period post their qualification should be considered in the context of 

providing them with financial support during their academic studies in order to secure a qualified 

workforce for a defined period.  

Greater planning and discussion with the specialty training and academic bodies is required to 

ensure the numbers admitted to those programmes reflect future health needs. This requires 

greater collaboration and alignment of needs with training delivery.  

With many health services strategies already produced such as the Maternity Strategy or pending 

such as the Trauma Strategy or Cancer Strategy there is a requirement to commence dialogue with 

universities and education bodies to review and assess places available for students. 

Other countries have developed expertise in overseas recruitment, Ireland could learn from their 

approach.  This requires a whole systems approach including various government departments and 

agencies working together to streamline the process for potential candidates to address issues such 

as visa, work permits and professional body registration. 

Staff retention is key factor in workforce planning; continuous professional development is a 

necessity rather than an optional extra. 

Other external influences that need to be considered would be the representative bodies as they 

have a significant influence in change management within the service. 

Organisational Reform 

A fundamental question that will need to be addressed in the hospital service is the optimal number 

and configuration required to develop an efficient and effective service. 

The number of specialties that need to be on call to in an acute hospital holding itself out to provide 

safe and effective care to all acutely presenting patients has increased exponentially.  Therefore the 

consolidation of units first proposed in the Fitzgerald report needs to continue.  The concept of the 

Model 2 and the Model 4/5 hospital has the potential to be a robust model into the future.   The role 

of Model 3 hospitals, due to the difficulty at least in some instances in providing the range of 

services for acutely presenting patients, will remain a challenge.    

The role of single specialty hospitals is one which needs careful consideration. Unless on the grounds 

of an acute general hospital, there will be a degree of latent risk due to the lack of other acute 

supportive specialist services.  Specialist units sufficiently large to allow the economies of scale 

needed to maintain the associate specialty support are required on site.   

In the UL Hospital Group the present configuration of hospitals has worked well.  However there is a 

degree of challenge in the number of units in the Group, particularly in the number of medical units 

of which there are four.  Amalgamation of one model 2 hospitals’ medical unit to increase the bed 

stock in the model 4 Hospital would be a more efficient configuration and would make development 
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of speciality rosters which will be required less challenging.  In addition it could be argued that one 

elective surgical hospital rather than two would be a more efficient model for the Group’s needs.   

Stakeholder Consultation 

Key to stakeholder consultation is the public and patients as any future changes will have to take 

account of their opinions of what the future of health should look like and how it should be funded.  

Other stakeholders include our staff, training bodies, academic partners, staff representative bodies, 

regulatory bodies, the HSE and the Department of Health.  

Key to stakeholder involvement is in understanding the role, remit and influence of our 

stakeholders.  

Vision  

 To establish Hospital Groups as an independent entity, there is a requirement for the 

management of its own resources including its own bank account. This would be part of 

legislative changes to operate as a statutory agency  

 Capital budgets need to revert to the hospital groups to reflect preferences and priorities of 

the group. The ability of the group to raise finance for some of these capital projects would 

enhance and further the strategic planning of the Hospital Groups 

 Funding resource required to build up the Community Health Organisation areas to assist in 

hospital avoidance strategies and provide front line care at source rather than in the acute 

setting. Currently hospital group have some reactive planning and winter funding provided 

annually. This could be diverted to develop the CHO services once hospital avoidance 

pathways are developed. In effect the funding stream would be best served in the 

community rather in an expensive, high tech, high speciality hospital setting.   

 Formal close relationships between (i) CHOs and GPs (ii) CHOs (including Social Care and 

Mental Health) and hospitals and (iii) GPs and hospitals should be established with 

identifiable and agreed programmes and protocols. Interaction among these groups, each 

with their own range of expertise, dedication and commitment, will remain incoherent 

unless formal dialogue occurs and structures and protocols are put in place.  Incorporation 

of transport services should be an intrinsic part of such formal integration. 

 Formal, rather than ad hoc, associations should also be established between the Model 4 

hospitals and the highly-specialised services, for example, cardiac surgery and neurosurgical 

services, so that easy, streamlined and timely access of patients requiring these services can 

be arranged and implemented without delay or administrative difficulty. 

 It would be pertinent to look at the future of the health service with the commissioner 

provider model where service could be defined by the corporate commissioner once 

established. This would provide clarity on what services hospital groups should and could 

provide in a region based on demographics and population health.  

This could be aligned to the correct activity based funding model, which would define 

activity and funding streams for the future. (The ABF model is currently in shadow format 

and embedded since January 2016). 

 A validated tool for accessing bed capacity in acute hospitals is a requirement and with clear 

validated data, it would define what services each region can provide and develop. This 
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would also inform capital planning and development for the future rather than the current 

ad hoc special interest submissions for capital funding in a constrained infrastructural 

environment. 

 Access to care requires a clear focus on two areas namely scheduled care, and unscheduled 

care. The issue regarding long waiting lists is most often associated with specific specialism’s 

that are difficult to recruit for or provide for in a region. 

 To allow access to care it is pertinent to carefully consider the current consultant contracts 

that are in place to address the shortfalls in the contracts and equally to set up a system of 

incentivised performance management and performance requirements not only on clinical 

competencies but on a personal performance management system. However, this will 

require caution to ensure that there is not unintended adverse impact on either services or 

the organisation.  

 Specialisation in medicine is both desirable and inevitable. Modern medicine has been 

transformed by specialisation and sub-specialisation in the universal drive towards 

excellence by improving quality of care. Most doctors in Ireland who aspire to become 

consultants spend some part of their training overseas as they develop in their chosen 

specialty. Almost all specialties, in all areas of Medicine, Surgery, Radiology and Pathology 

require technical skills and crafts in addition to clinical knowledge and learning. Thus trained 

consultants of today can practice satisfactorily only in a hospital which provides the 

diagnostic and therapeutic facilities and backup needed for them to carry out their work. To 

make consultant posts attractive therefore requires better integration of specialist services. 

This needs to be balanced with the requirement to ensure core service provisions are met.  

 Recruitment and retention of newly-qualified doctors to training programmes in Ireland is an 

issue of importance in considering the future of healthcare. Training programmes in Ireland 

for consultants should be made more flexible and less rigid and more attentive to the 

individual personal and professional needs of trainees. Duty rotas should be arranged well in 

advance, training programmes should be streamlined and each trainee should be assigned a 

long-term supervisor or mentor.  

 The involvement of the private and third sector should be agreed through robust discussion, 

collaborations and SLAs. These areas have key resources and expertise that could enhance 

partnership with the Health Service as a whole. 

 Resources, the Irish approach to retaining well educated staff provided by our academic 

partners needs more focus and assurance at undergraduate and post graduate level. A 

change in Government policy to encourage timely retention and enhancement of roles is 

required as we continue to export our best out of the country. 

 Values in action and behavioural management, a clear focus on health and wellbeing is 

government policy however there is a need for further work to be completed on staff 

awareness, values and pride in their Heath Service. Currently a values in action programme 

is underway in the UL Hospitals Group and CHO area that would to increase pride and 

compassionate care for our patients amongst our staff. 

 Discussion with our regulators in how they would work with hospitals and Community 

Health Organisations to address core challenges and key infrastructural challenges in a 

proactive planned manner.  

 Integrated care will be of crucial importance and we have addressed this is page 6 above.  
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 A task for should be set up to agree the criteria and framework for Model 3 Hospitals. The 

smaller hospital’s Framework for Model 2 Hospitals is an example that could be utilised.  

Challenges  

 Resources – having both the financial and human resources to support a future healthcare 

model 

 Training – having the additional budget to support additional training posts to meet the 

future staffing requirement. 

 Political willingness and support for change in the interest of delivering safe patient care 

 External influence – representative bodies will need to be engaged in a proactive manner to 

ensure cooperate and avoid any unnecessary delays to implementing the changes required  

 ICT – not having the required technologies to support initiative such as telemedicine, virtual 

hospital 

 Public Support for any changes being introduced. This will need to be supported by clear on-

going and regular communications.  

 Infrastructure – Capital investment will need to be a factor to support the changes in order 

to gain public support. 

 Hospital Group and Community Health Organisation not being co-terminus to ensure 

smooth transition of patients through the health care system. 

 Resources – having both the financial and skilled human resources to support a future 

healthcare model 

 Training – having the additional budget to put in place additional training posts to meet the 

future staffing demands. 

 Political willingness and support for change in the interest of delivering safe patient care 

 External influence – representative bodies that will not cooperate or delay cooperation with 

change. 

 ICT – not having the required technologies to support initiative such as telemedicine, virtual 

hospital 

 Public Support for any changes being introduced. This will need to be supported by clear 

ongoing and regular communications.  

 

 

Prof. Niall O’Higgins  Ms. Colette Cowan 

Chairman of the Board  Chief Executive Officer  

UL Hospital Group  UL Hospital Group 

                                                           
 

[i]
 Health Information Paper 2015/2016: Trends and Priorities to Assist Service Planning 2016 

[ii]
 Mid-West Health Profiles 2014 – HSE Public Health Working Group 
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