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The joint committee went into private session at 9.16 a.m., suspended at 9.28 a.m. and re-
sumed in public session at 9.30 a.m.

Private Activity in Public Hospitals: Discussion

Chairman: This morning we are going to look at the report of the Independent Review 
Group on Private Activity in Public Hospitals.  I would like to welcome Dr. Donal de Buitléir, 
chair of the Independent Review Group on Private Activity in Public Hospitals, and Dr. Conor 
Keegan, research officer with the ESRI.  We will be having a second session at around 11.30 
a.m. at which Laura Magahy from the Sláintecare Implementation Office will give us an update 
on progress in relation to Sláintecare.

I wish to draw your attention to the fact that by virtue of section 17(2)(l) of the Defama-
tion Act 2009, witnesses are protected by absolute privilege in respect of their evidence to this 
committee.  However, if you are directed by the committee to cease giving evidence in relation 
to a particular matter and you continue to do so, you are entitled thereafter only to a qualified 
privilege in respect of your evidence.  You are directed that only evidence connected with the 
subject matter of these proceedings is to be given, and you are asked to respect the parliamen-
tary practice to the effect that, where possible, you should not criticise or make charges against 
any person, persons or entity by name or in such a way as to make him or her identifiable.  I 
also wish to advise you that any opening statements you have submitted to the committee may 
be published on the committee’s website after this meeting.

Members are reminded that the long-standing parliamentary practice to the effect that they 
should not comment on, criticise or make charges against a person outside the Houses or an of-
ficial either by name or in such a way as to make him or her identifiable.

I ask Dr. Keegan to make his opening statement.

Dr. Conor Keegan: Thank you, Chairman.

I would like to thank the committee for the opportunity to present on our research.  I am 
here in my capacity as a research officer at the ESRI.  I am an economist by training and I am 
a PhD in the area of in the area of health economics.  I am the lead author of the ESRI working 
paper, An Examination of Activity in Public and Private Hospitals in Ireland 2015, which was 
published last October and which the Joint Committee on Health has invited me to discuss.  
The analysis was undertaken as part of the ESRI-Department of Health research programme in 
healthcare reform, which has the broader objective of projecting demand for and expenditure 
on healthcare services in Ireland.  The working paper was prepared in light of the independent 
review group’s work examining the implications of the Sláintecare proposal to remove private 
practice from public hospitals.

While the ESRI did not provide any direct input to the deliberations of the review group, 
the working paper was subsequently cited as part of the review group’s final published report 
in August 2019.  The ESRI working paper examines the extent of private activity in public 
hospitals and provides an overview of service delivery across public and private hospitals in 
Ireland in 2015.  The analysis expands on research undertaken and findings presented as part of 
the ESRI research series report, Projections of Demand for Health Care in Ireland 2015-2030, 
the first report from the Hippocrates Model published in October 2017.  The report contained 
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new analysis of private hospital activity, which had not been previously published for the Irish 
healthcare system.  The working paper expands on that analysis by examining the extent to 
which care in public hospitals was delivered on a public or private basis.

In 2015, nearly 1.5 million day patients, those admitted and discharged on the same day 
for elective, that is, scheduled treatment, and nearly 4.2 million inpatient bed days relating to 
either elective or emergency care were recorded across the public and private hospital system 
in Ireland.  The public hospital system delivered the majority of this care.

In 2015, approximately seven out of ten day patient cases, and more than eight out of 10 
inpatient bed days were estimated to have taken place in public hospitals.  Some 16% of cases 
in public hospitals were treated privately.

Looking at private care across the hospital system, more than 75% of all private day pa-
tient activity was recorded in private hospitals.  In contrast, we estimate that less than half of 
all private inpatient bed days were recorded in private hospitals.  These findings suggest that 
the private hospital system is primarily specialised in the delivery of elective care, with all day 
patient care being elective by definition.

In considering the removal of private care from public hospitals, it is important to note that 
most private inpatient activity in public hospitals are emergency inpatients arriving through 
hospital emergency departments.  Elective private inpatient activity accounts for less than 4% 
of total inpatient bed days in public hospitals in 2015.

It is unclear, therefore, whether the types of private emergency inpatients currently treated 
in public hospitals could access the care they require in private hospitals.  Traditionally private 
hospitals have not provided many of the more urgent and complex treatments associated with 
emergency care that are available in public hospitals.  Data on public and private activity in 
public hospitals were available from the hospital inpatient enquiry, HIPE, scheme managed by 
the healthcare pricing office.  HIPE collects detailed clinical and administrative data on dis-
charges from and deaths in acute public hospitals nationally.  However, we did not have access 
to comparable routinely collected administrative data on private hospital activity.

To try to fill this gap, private hospital activity profiles were estimated using aggregate in-
formation on health insurance claims provided by the health insurance market regulator, the 
Health Insurance Authority.  We would have liked to extend this analysis further, for example, 
to compare public and private activity at the level of diagnoses and procedures or to compare 
the roles of the two types of hospitals with respect to elect and emergency inpatient care.  Data 
limitations meant this depth of analysis was not possible.  The absence of good quality data 
creates difficulty for both researchers and policy makers to inform important policy proposals, 
such as the one being discussed this morning, with evidence.

The full working paper has been circulated to the committee and is available on the ESRI 
website.

Chairman: Thank you very much, Dr. Keegan.  I ask Dr. de Buitléir to make his opening 
statement.

Dr. Donal de Buitléir: Thank you, Chairman.

The Sláintecare report by the all-party Oireachtas committee recommended the phased 
elimination of private care from public hospitals.  There is cross-party political support for this 
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for a very good reason: quite simply, access to public acute hospital services is unfair and that 
needs to change.

Ireland is unusual in that those with private health insurance or who can pay out of pocket 
are able to access services in public hospitals quicker than those who do not have health insur-
ance or cannot afford to pay.  This is not fair.  It is difficult to think of any other public service 
where people are treated more favourably simply because they can pay more for a service.  Our 
recommendations are designed to eliminate this unfairness.  Our proposal would also help to 
move us towards the accepted norm in almost all advanced countries.

Ireland’s system of private practice in public hospitals is very unusual.  We asked the OECD 
to report for us on the Irish system, and it found Ireland to be a striking outlier.  We have a very 
large private health insurance market.  The overwhelming number of hospital consultants have 
rights to private work and almost 30% of our total hospital activity is funded privately, a situa-
tion comparable only to the US.

I would like to refer briefly to the widespread misunderstanding about the cost of removing 
private care.  The recommendations we make are costed, and costs are phased in a way that 
makes the change affordable, and I will come back to this point.

We recommend legislation to ensure that public hospitals are used exclusively for the treat-
ment of public patients from the conclusion of the ten-year Sláintecare implementation period.  
Our other recommendations ensure a reduction in private activity over time, but over the life-
time of Sláintecare, private activity must eventually cease entirely and the legislation should 
provide this.

The key recommendations in the report concern the consultant contract and there are five 
recommendations.  First, all new consultant appointments should be to a Sláintecare consultant 
contract.  This would allow consultants to conduct only public activity in public hospitals.  It 
is important that this recommendation is implemented soon.  There is no point in continuing to 
issue contracts with private practice rights when these will have to be bought out in the future.  
This recommendation is the key to removing private activity from public hospitals in a progres-
sive, orderly and incremental way.

Second, we recognise that there are significant consultant recruitment problems in our pub-
lic hospitals, with approximately 370 vacancies at the moment and a further 380 posts occupied 
by non-permanent staff.  While working conditions, hospital rosters and matters such as training 
opportunities for non-consultant doctors play an important role, pay is also a factor.  In Octo-
ber 2012, the starting pay of consultant doctors was cut significantly.  We recommend that the 
payscales for all new entrant consultants to the Sláintecare consultant contract and for existing 
consultants appointed since 2012 on public-only contracts are restored to the scale that existed 
pre-October 2013.  In current terms, the starting salary of a type B consultant appointed today 
is €131,000.  The starting salary of a new consultant should our recommendation be accepted 
would be €182,000, a very considerable differential of €51,000.  This new salary would com-
pare very favourably with salaries in other countries and would put Irish consultants among the 
highest paid consultants anywhere.

Third, while our recommendation about new consultants being appointed to a public-only 
contract will ultimately lead to the removal of private activity from our hospitals, this will take 
some time.  In order to speed up the process and encourage existing consultants to change to the 
new contract arrangements, we have recommended that existing consultants should be offered a 
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contract change payment to move to the new Sláintecare consultant contract.

Fourth, we are concerned that there are some consultant posts, and I stress the numbers are 
likely to be very small, where it may prove almost impossible to recruit a suitable candidate.  A 
scheme exists in the third level sector that allows a special derogation from pay service caps to 
address recruitment to highly specialised posts in a very limited number of cases, and we have 
suggested that this also needs to be considered in the public health service.

No doubt members are aware of some concerns that have been aired over the amount of 
private activity in public hospitals conducted by a small number of consultants that is above 
the amount allowed in their contracts.  It is our view that the HSE needs to ensure that this does 
not happen, so the agreed monitoring and reporting system to robustly monitor and enforce the 
existing consultant contract must be implemented.  We made two further recommendations, 
namely, the Department of Health should ensure that HIQA’s quality and safety regulatory 
functions are extended to all healthcare settings, including those in the private sector, and that 
a better data collection system would be put in place relating to the nature and scale of activity 
in the private hospital system.

Obviously, the implementation of these recommendations gives rise to increases in public 
expenditure.  The additional costs arise mainly from the loss of private income of public hos-
pitals but also in relation to consultant pay - for those taking up the public-only contract - and 
the increased cost of treating greater numbers of public patients, and we have set out the final 
costs at the end of ten years and it comes to approximately €650 million per annum.  The main 
element of this is the private income of hospitals - now just over €500 million - paid mainly 
by insurers.  This income is declining in any event due to the campaign by insurers to inform 
patients that they gain no advantage from using their insurance when admitted via the emer-
gency department of a public hospital.  While the loss of this income will result in a cost to the 
Exchequer, people are already paying for this in the form of higher insurance premia, and the 
loss of this income will result in higher taxes but lower insurance premia.  Even if there is no 
change in the existing system, this source of income will decline, and it would be very risky to 
rely on this income continuing into the future.

It is important to note that €650 million is the annual cost which arises after all private activ-
ity is removed.  In the initial years of implementation, the costs will actually be quite modest, 
primarily arising in relation to additional expenditure on consultant pay.  This would amount to 
around €12 million if recruitment targets are met.  An additional public activity which would 
be caused by the recruitment of these public-only consultants would cost a maximum of €40 
million per annum.

One matter which is important to highlight is the effect these recommendations would have 
on the capacity of our public acute hospitals.  We believe that the vast majority of patients being 
treated privately in public hospitals will become public patients under our future arrangements.  
This is because they are in a public hospital as emergency patients or they require complex 
care or multidisciplinary services, or maternity services where there is no equivalent services 
provided within easy reach in the private sector.

In our report, we also advised the Department of Health should examine the clinical in-
demnity scheme to ensure that there is a level playing field in relation to the clinical indemnity 
between private work carried out in public and private hospitals.  This would address the situ-
ation where consultants conducting private work in public hospitals currently do not have to 
make any contribution towards their indemnity insurance for their private work.  We have been 
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careful to develop our recommendations in a way that ensures there is no shock to the system.  
While the policy change can be commenced quickly, the effects will happen incremental over 
time.  While it will take ten years to fully remove private activity, significant progress can be 
made relatively quickly.  Also, implementing these recommendations over the lifetime of the 
Sláintecare programme makes it more affordable and ensures that they happen in parallel with 
improved care models, better availability of diagnostics, and improvements in primary and 
community care that will be necessary to ensure the successful implementation of the proposal.

There will be little immediate effect for those who rely on private health insurance.  People 
will still be able to use their insurance should they wish to, but over time, our public hospital 
system will be better able to provide services for all public patients, and people will have less 
need to take out health insurance.  People will still be able to access services in private hospitals 
with their private health insurance should they wish.  Our recommendations represent a signifi-
cant part of the Sláintecare programme of reform and map out a small number of policy actions 
which can be taken which would see the change implemented progressively in parallel with the 
wider health service improvements already under way in Sláintecare.  The costs are phased in a 
way that makes the change affordable.  Thank you, Chairman.

Chairman: Thank you very much, Dr. de Buitléir.  We will open the meeting to our mem-
bers, and our first contributor is Deputy Stephen Donnelly.

Deputy  Stephen Donnelly: I thank Dr. Keegan and Dr. de Buitléir for their time and for 
all of the very extensive work they and their teams have done in producing the ESRI report and 
what is called it the de Buitléir report.  Who needs a formal title on it?  We all know it as the de 
Buitléir report.  

Can I ask Dr. de Buitléir about one of the things that is not recommended, maybe because 
it is so glaringly obvious it should not have needed recommendation?  If we are going to move 
to a world where we do not have private practice in public hospitals, which is something I 
and Fianna Fáil support, we should not build new private facilities into new public hospitals.  
Maybe it is just assumed that we would not do that if we are all signed up to removing private 
care.  However, as it happens, the Government is building dedicated private facilities into the 
new national children’s hospital, and it is building very substantial private facilities - physically 
separate facilities - into the new National Maternity Hospital, which are both public hospitals 
and both built with public money.  

There is a line in the report which says the Government should send a clear signal that at 
some future date private activity will no longer be permitted in public hospitals.  It is not one 
of the key recommendations, but maybe because it is the kind of thing that one should not re-
ally have to recommend.  Does Dr. de Buitléir believe there is any issue with dedicated, private 
facilities being built into the new children’s hospital and the new maternity hospital in a world 
where we are trying to take private care out of public hospitals?

Dr. Donal de Buitléir: We were not asked to look at that.  The terms of reference were pret-
ty tight.  We had enough complicated issues to address not to mention taking on ones that we 
were not asked to look at.  As a committee, we do not have a particular view on that.  It would 
strike me that if one has no private practice in public hospitals, within ten years, it would be rec-
ommended that these facilities would have to be used for something else at the end of ten years.

Deputy  Stephen Donnelly: Let us hope so.  It strikes me as an extraordinary up yours to 
Sláintecare - not by Dr. de Buitléir, obviously- by the Government to build physical private 



23 OCTOBER 2019

7

facilities in at a time when it says it is taking them out.  Dr. de Buitléir referenced in his report 
and in his opening statement the idea that the vast majority of private care in public hospitals 
is coming from patients who have come through the emergency department, and one could 
argue, therefore, that removing those insurance payments is like saying there is no such thing 
as a private patient in a public hospital anymore.  One is coming in as a public patient.  If we 
are running a hospital, in essence all that would happen is that virtually the same number of 
patients would come in.  We would have to provide the same level of care to the same number 
of patients more or less, but we would have substantially less money to do it.  Obviously, we 
have to square that circle because we want to take the private care out of the public hospitals.  
Is that a reasonable reflection of the current situation?

Dr. Donal de Buitléir: One of the things we were concerned to clarify was what I thought 
was implicit at the Sláintecare Oireachtas committee, that is, that many of these patients would 
decamp to private hospitals and there would be a substantial increase in capacity for public pa-
tients.  Nobody knows the answer to that; it is a judgment call.  We took a view that that might 
be a very optimistic assumption, and that it was likely if I ended up in an emergency depart-
ment that I would probably stay there, in that I would not be transferred.  There might be some 
transfer.  If people accepted this proposal on the basis that it would free up a lot of capacity in 
public hospitals for public patients, that assumption might not be realised, and we were anxious 
to point out that when we embark on this policy proposal, it is not based on an assumption that 
would be unachievable and that would lead to disappointment.  It was a judgment call.  Some 
people will transfer, but my opinion and that of my colleagues is that there will not be a whole-
sale transfer.

Deputy  Stephen Donnelly: It seems from the report that removing private care from public 
hospitals on the basis that people are still going in through the emergency department is not 
going to free up capacity.  One is going to have the same number of patients in the hospital, but 
one has less money to treat them.  One could argue that it is going to reduce capacity.

Dr. Donal de Buitléir: Yes, from an Exchequer point of view, there will be less money if 
people are no longer being charged, that is, the 50% of people who have private health insur-
ance.  At the moment, insurance companies pay out I think €2.5 billion.  If they do not give €500 
million to public hospitals, they only pay out €2 billion.  Insurance premia should fall.  The tax 
relief on the insurance premia will fall.  From an Exchequer point of view, there is an effect, 
but from the point of view of the people out there, they are just paying for it in a different way.

Deputy  Stephen Donnelly: I would like to ask Dr. Keegan a question.  One of the things I 
think this comes down to, from a financial perspective, is that we have bought into the principle, 
but we have to pay for the principle.  Does Dr. Keegan have a sense as to whether public hos-
pitals, when they charge insurance companies for private work, fully recoup the costs with a bit 
of a margin?  Do they recoup less than the costs?  In other words, if one is running a hospital, 
and let us say 10% of one’s patients are private patients, from the money one gets from them, 
is one covering the costs and does one have a little bit extra to spend on the public system, or is 
one losing a bit and having to subsidise private work with the public budget?

Dr. Conor Keegan: Our work did not look at costs.  It was more focused on activity than 
on the cost or expenditure implications.  There has been a move in terms of unwinding the 
subsidisation for private insurers in the system in the last number of years.  One is capping tax 
relief, another has been the charging of-----

Deputy  Stephen Donnelly: Sorry, I just do not want to get lost in the detail.  Maybe Dr. de 



8

JH

Buitléir knows.  Does private work subsidise cover its costs?

Dr. Conor Keegan: There has been a closer charging of the true economic costs to insurers 
for the work they have placed in public hospitals in recent years.

Deputy  Stephen Donnelly: In regard to true economic costs, in cash terms, if I am running 
a hospital, and I am treating private patients, are their insurance companies fully covering the 
costs of that treatment?

Dr. Conor Keegan: That would be more a question for the insurance companies, especially 
hospital managers.  It is not something we looked at.

Deputy  Stephen Donnelly: I am not sure one would get a perfectly straight answer from 
the insurance companies.  Does Dr. de Buitléir have a view?

Dr. Donal de Buitléir: The Department of Health, I gather, does an exercise.  I have not 
seen the exercise.

Deputy  Stephen Donnelly: Okay.  It is pretty important.

Dr. Donal de Buitléir: Somebody knows, but I do not know.

Deputy  Stephen Donnelly: Okay.  If we are talking about funding the removal of private 
care, it is pretty important whether or not we know if that private care is covering its costs right 
now.  What we could be doing, if the public system is getting the costs plus a margin, is strip-
ping more money out of the public system, which the Exchequer’s going to have to cough up 
for.  Neither Dr. Keegan nor Dr. de Buitléir know.

Much of Dr. de Buitléir’s report focuses on changing the consultant contract, and we have 
an unusual consultant contract in Ireland which allows for this.  Just on a point of clarification, 
the new Sláintecare consultant contract essentially would disallow private work in the public 
hospitals, but would it allow consultants do private work in private hospitals?  Could they do 
four days a week in a HSE hospital and then do Friday, Saturday or Sunday in a private hospi-
tal?

Dr. Donal de Buitléir: One hospital manager gave evidence to us.  As long as they fulfil 
their public commitments, what they do in their spare time, whether they play golf or do some-
thing - teachers do grinds - was not something we were concerned about.  What we are con-
cerned about, and what is going to be critical in this, is the negotiation of a new contract with 
flexible rostering - a proper consultant contract that would apply to most public servants, that 
they fulfil the requirements of the job on a full-time basis.  That is really where we are.

Deputy  Stephen Donnelly: Yes.  Would Dr. de Buitléir be recommending flexibility within 
those contracts?  Would he be recommending a contract where a consultant can say he or she 
wants to sign up to three days a week in the HSE, leaving him or her with other time?

Dr. Donal de Buitléir: That is clearly an option.  One of the things that needs to be watched 
in doing that is that any contract arrangements are enforced and managed properly, and there 
was some evidence in the past that the contract was not fully enforced by hospital management.

Deputy  Stephen Donnelly: Yes, there needs to be monitoring.  Would Dr. de Buitléir be 
okay about a contract that says one can work one to five days in the public system and fill one’s 
boots with whatever one wants to do in one’s spare time?
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Dr. Donal de Buitléir: One of the things I thought was quite interesting when I looked at 
the demographics of consultants is that it used to be virtually an all-male profession.  It is now 
much more representative of society and more people require more flexible working arrange-
ments and the heath system has to accommodate that like everybody else.

Deputy  Stephen Donnelly: So, yes.

Dr. Donal de Buitléir: Yes.

Deputy  Stephen Donnelly: More flexibility.

One of the things the report talks about is a payment to consultants to encourage them to 
move to the new contract and potentially looking at the salary levels to account for the fact they 
would not be doing private work.  However, there is a wide variance in how much money one 
can make in private practice versus public work, depending on specialty.  My understanding is 
that in emergency medicine, psychiatry, and other areas, there are very few private opportuni-
ties, but that in orthopaedics, plastics and other areas, one can make quite a lot of money.  Has 
Dr. de Buitléir given any consideration to how one would treat specialties differently, depend-
ing on the opportunity cost, or would he do a blanket contract across the consultant body?

Dr. Donal de Buitléir: I think all options are possible.  Deputy Donnelly is right that if one 
gets a distribution of private earnings, it is quite skewed.  Some people have relatively little.  
What we were keen to get was a critical mass of consultants onto this new contract, so that if 
one gets the bottom half of the distribution of private earnings to switch, one gets a significant 
number in the new contract.  Some people would find it very unattractive and might never want 
to give up their rights, which is why the ten-year legislation piece is quite important.  One is 
giving people ten years’ notice.

Deputy  Stephen Donnelly: Sure.

Coming back to the core principle, underlying the Sláintecare report - I think Dr. de Buitléir 
mentioned it today and it is in the report - is a belief that removing private patients from public 
hospitals will lead to an increase in capacity for public patients.  On the basis that most of the 
private patients are still going to come into the public hospital, that assumption is probably 
untrue.

Dr. Donal de Buitléir: We were very conservative of the-----.

Deputy  Stephen Donnelly: That is okay.  I ask Dr. de Buitléir to bear with me for a sec-
ond.  The first reason for doing it is that it will free up capacity in the public hospitals.  The data 
would suggest that that is probably not true.  The second reason for doing it is that it might free 
up financial resources, but if we do not know if private is subsidising or being subsidised by 
the public budgets, we do not know whether or not that is true.  There is an ideological reason.  
None of us would stand over a situation where private patients jump the queue and get special 
treatment in public hospitals.  The ideological or principled statement still holds very strongly 
but the mechanics, the rationale and the improvements in the system do not.  Those arguments 
do not appear to hold, according to the report.  There is one other possibility, which concerns 
what this does to work within the hospitals.  For example, if any group of people end up mak-
ing much more money by seeing private patients, then some people might have accused some 
consultants of being encouraged to make sure there were lots of private patients to see and that 
perhaps, within a given hospital, the same consultant treating patients in a public hospital might 
spend much more time taking care of their private patients than their public patients.  Other than 
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the principle of removing private care, if it is not down to cost then it is not down to capacity, 
which does not seem to be the case, are there any other actual tangible advantages to doing it?  
We want to improve the system for public patients.  Is anything Dr. de Buitléir can see on a day-
to-day basis that, in real healthcare terms, would improve?

Chairman: I thank Deputy Donnelly.  On the answer of this question, we will move on.

Dr. Donal de Buitléir: The key reason for doing this is what the Deputy calls ideological, 
which is a somewhat pejorative term in some quarters.  It is that to me, it seems completely un-
acceptable that in a public institution, people are treated differently based on their income.  For 
example, my daughter is in primary school.  Would anyone think it was sensible if I could pay 
the teacher extra money to give her special attention in the class compared to other children?

Deputy  Stephen Donnelly: I am agreeing on the principle but my question is whether it 
will make an actual difference to the public patient.

Dr. Donal de Buitléir: It will also make a difference in that people will access care based 
on their medical need rather than on their income.  At the moment, one of the reasons - insur-
ance companies told us this - people buy insurance is that they perceive that they can get special 
treatment or jump the queue.

Deputy  Stephen Donnelly: That is true but for that to apply, doing this has to make things 
better for the public patient.  Can Dr. de Buitléir tell the committee how it makes things better?

Dr. Donal de Buitléir: It is better to the extent that private patients jump the queue and 
when one gets rid of that, the waiting times for public patients will be less.

Deputy  Stephen Donnelly: Dr. de Buitléir believes it will bring the waiting times down.  
That is fine.

Dr. Donal de Buitléir: I am not making any comment about how significant that change 
will be but it is fair to say there will be an improvement.

Chairman: I thank Dr. de Buitléir and Deputy Donnelly and call Deputy O’Reilly.

Deputy  Louise O’Reilly: I thank the witnesses for their submissions and attendance.  On 
Dr. de Buitléir’s reference to “ideological” being a pejorative term, it is not in my house.  It 
never was and I pride myself on consistency in that.

On the notion of private facilities within the confines of public facilities, I have a serious 
concern that although we are saying we want to remove private health care from the public 
system, which is good and laudable and there is cross-party support for Sláintecare on the one 
hand, we can see two big facilities being built into which private care will be stacked on the 
other.  My fear is that if those consulting rooms and facilities were not available to private pa-
tients, they would be available for public patients and therefore would have an impact on the 
waiting lists.  

Perhaps this question is for Mr. Keegan because he outlined that while he did not have ac-
cess to comparable routinely collected administrative data in private hospitals, he could collect 
some of it.  My difficulty is that does not give us the total cost.  We have asked the HSE repeat-
edly the cost to the public system of effectively subsidising private healthcare.  It is very dif-
ficult to put a money amount on it.  We previously have had people in here from the HSE who 
described to us what they called stretch income targets that are set for them, whereby they must 
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collect a certain amount of money back from private health insurance.  This creates a perverse 
incentive.  I have never been able to see a definitive cost put on private healthcare.  We know 
the impacts on the waiting lists because clearly it will be public patients who will benefit from 
the availability of additional capacity.  On the actual cost, I refer to when a private patient is 
treated and where he or she skips the queue.  If two people with the same level of acuity hap-
pen to be in the accident and emergency unit - one with private health insurance and the other 
without - in my estimation, in all likelihood the person with private health insurance would be 
admitted in that instance.  If that person has already been in the accident and emergency unit, 
one cannot quantify the actual cost to the public system and the subsidy that is provided to the 
private system or am I wrong in that assumption?  Can it be quantified if so, how much is it?

Dr. Conor Keegan: Within the public system now, for all discharges whether they are pub-
lic or private, the hospital in-patient enquiry, HIPE, scheme collects information on expenditure 
and the cost to the hospital.  There is activity-based funding now whereby there is a unit cost of 
care and for each discharge, there will be a complexity-associated score for that discharge.  One 
will also have information as to whether that discharge is public or private.  That captures the 
cost to the hospital.  For public patients, it will capture things like salary and consultant costs, 
nursing costs, non-pay costs and so forth.  For the private discharges, it will just capture the 
cost to the hospital and there would be no consultant costs included, which are paid separately 
by the insurer.

One could get an idea there of the expenditure but returning to Deputy Donnelly’s point, the 
question is whether the income coming from the insurers actually covers that.  That is an issue 
that unfortunately we currently cannot get at.

Deputy  Louise O’Reilly: I suspect it does not but we have no way of knowing.  This pokes 
a hole in the argument that we will fall off the edge of a cliff if that income is taken away.  The 
full extent of that income is not known because the level of subsidy cannot be identified.  This 
is a problem.

As for this State being an outlier, are there other examples from well-developed countries of 
people doing what we do in respect of the mix of private and public patients?  Internationally 
speaking, is the model we operate with its mix of public and private patients an outlier?

Dr. Donal de Buitléir: In the OECD work we have commissioned, which I do not have in 
front of me, all of the data are there.  We are a clear outlier.

Deputy  Louise O’Reilly: We are out of step with everybody.

Dr. Donal de Buitléir: Not everybody has a pure system but we are unusual.

Deputy  Louise O’Reilly: When the group’s report was published, there was some con-
cerned talk.  I note and thank Dr. de Buitléir for moving very quickly to draw a line under the 
argument that we cannot afford this.  Ultimately, this is going to be a gradual phasing-out and is 
not intended to be a falling off the cliff.  Can Dr. de Buitléir describe to the committee how this 
will roll out over the ten years?

Dr. Donal de Buitléir: The key to it is that an early decision needs to be made whereby we 
stop issuing contracts for new people that allow private work in public hospitals.  We need to 
pay people properly to do proper public service.  That is going to have to be done anyway, be-
cause the emergency salary cuts are going to be restored and we should get some value for that.
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Moreover, the €524 million that insurance companies pay hospitals is very unstable income.  
There is a lot of talk about ephemeral corporation tax revenue but this is another element here.  
If we do nothing and maintain the existing system, that money will drift away in any event.  
People are waking up to the fact that when they are given this form in the emergency depart-
ment, their treatment does not really change.  They may get slightly more attention from the 
private consultant but effectively, they are paying for something they get for nothing anyway.  
This is putting up the cost of their insurance premia and the insurance companies are waging a 
very effective campaign to draw this to people’s attention and this money collected is falling.  
The question is how far will it fall.  I would not bet on this money continuing to be available.  
People say our proposal would cost €650 million, but if we maintain the existing system, we 
will have a lot of these costs.  It could be phased.  I pride myself on being somebody who is very 
concerned.  I have spent 40 years looking at the public finances.  I started in Revenue and we 
would not want to do anything stupid that would actually wreck the system.  I am satisfied that 
if we were to do this in an orderly and progressive way, it could be afforded.  It is a question of 
whether we want to do it.  How important is it and how important is the principle that people 
should be treated equally in the public system?

Deputy  Louise O’Reilly: Dr. de Buitléir is 100% right.  It comes down to having the will 
to do it.

Dr. Donal de Buitléir: When Sláintecare came from the Oireachtas committee, one of the 
concerns was if there could be unintended consequences.  We were asked if it could be done.  
I am satisfied, as are my colleagues who contributed hugely to the preparations for the report, 
that if we want to do it, it can be done.  The question we have to ask ourselves as a society is if 
do we want to do it.

Deputy  Louise O’Reilly: Yes.

Dr. Donal de Buitléir: Technically, it is feasible.

Deputy  Louise O’Reilly: That is the key.  I was a member of the Committee on the Future 
of Healthcare and shall hold my hands up that I was not enthusiastic about the review.  I will be 
straight.  I believed it could be done.  I am glad, however, that the review has happened because 
it means that we have a report to which we can point that backs up what some of us on the com-
mittee said.  It also gives those who might have had doubts comfort that it could be done.  What 
we need is a step change in political will.

The issue of monitoring of the consultants’ contract comes up again and again.  It is hard 
to blame the consultants if no one is monitoring their contracts.  They are not going to do it 
themselves.  On the slippage between public and private practice, Dr. de Buitléir said: “The 
HSE needs to ensure that this does not happen, so the agreed monitoring and reporting system 
to robustly monitor and enforce the existing consultant contract must be implemented.”  Is it 
being implemented to any great extent?

Dr. Donal de Buitléir: If the Deputy recalls, after the “Prime Time” programme that point-
ed to certain consultants exceeding their private practice rights, a new system was put in place.  
We finished the report last February.  A new system had been put in place and we said it was 
important that it worked and that an eye had to be kept on it.

Deputy  Louise O’Reilly: But it had not been monitored in the run-up to it.

Dr. Donal de Buitléir: I would not necessarily assume there was no monitoring across the 
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system - I do not know - but clearly there were cases where it was not effective.

Deputy  Louise O’Reilly: If one talks to the consultants, they have a view on the matter 
also.

Dr. Donal de Buitléir: One of the things that came out of it was that there were perverse 
incentives for hospital managers to generate income from private practice.  They were asked 
to do two opposite things.  Some of them were under huge pressure to generate income from 
private practice.

Deputy  Louise O’Reilly: That is exactly to what I was referring in talking about the stretch 
income targets: “This is how much private practice income you are getting and we now want 
you to accelerate it.”  It is extremely difficult for a hospital manager to operate within those 
constraints.

Dr. Donal de Buitléir: I agree.

Deputy  Louise O’Reilly: What I take away from the report is that it is possible.  Without 
an increase in capacity and staff, waiting lists will not improve, but the changes would lead to 
an improvement for public patients to an extent because the system would not include people 
who were being fast-tracked on the same road beside them.  Ultimately, as Dr. de Buitléir said, 
it comes down to whether there is the political will to do it.  I thank Dr. de Buitléir for the report 
because it goes a long way towards us being able to encourage our colleagues to come along 
with us.

Deputy  Alan Kelly: I welcome the two delegates.  I am fully supportive of the report which 
is an excellent piece of work.  Like the previous speaker, I sat on the Committee on the Future 
of Healthcare for 11 months.  It is welcome that the report endorses the journey we were on.

This is totally doable.  It is really about ideology.  It is a “will we”, not a “can we”, question.  
It is welcome that the Minister for Health has said he wants to do it and I hope his colleagues 
agree with him.  Tying it into the Sláintecare timeline is completely achievable.

I have some questions about how we will do it, rather than if we do it.  Where I come from 
we are 100% in favour of doing it.  It is a core belief of my party.  In his opening statement Dr. 
de Buitléir said, “significant progress can be made relatively quickly.”  What are the three or 
four steps a Government should take?  The cost of this measure would be cumulative over a 
number of years.  While they do not all have to be financial, some of them will have to be and 
obviously there may be an immediate impact.  What are the three or four immediate steps Dr de 
Buitléir believes the Government should take to implement it?

Dr. Donal de Buitléir: I would, first, like to see the legislation, with signals for ten-year 
implementation.

Deputy  Alan Kelly: Milestones.

Dr. Donal de Buitléir: Yes, that in ten years’ time there will be none of this.  The most 
important thing is that new consultant appointments should be made under the Sláintecare con-
tract.  That would mean restoring pay and having new contracts for new consultants.  It is criti-
cal that this be done early.  The longer we continue to issue the existing contract we are pushing 
up costs because we would have to buy them out.  If consultants are given contracts and we 
then want them to change to something else, they will have to be bought out.  It is a normal 



14

JH

rule of life that if one is in a hole, one stops digging and making the problem bigger.  With the 
legislation and getting the newer consultants onto the Sláintecare contract, the third piece would 
be getting into negotiations on the contract change payment.  We did not put a number on it 
because it would be a matter for negotiation or judgment.  The negotiations would try to get a 
reasonable number of the 3,000 consultants working under the existing arrangements onto the 
new ones.  They are the three things I would do early.

Deputy  Alan Kelly: I thank Dr. de Buitléir and agree with him.  In my next question I am 
asking for his personal opinion.  I am aware that the terms of reference have been defined.  I am 
a huge supporter of the national maternity strategy, but it is way behind.  We are all aware of 
the issues surrounding the national children’s hospital.  There will also be other developments.  
Given that the Government supports it and while not all politicians will support it, most will, 
should we not just block having private facilities in public hospitals or public healthcare facili-
ties under construction?  I am probably asking this questin based on what is contained in the 
report.

Dr. Donal de Buitléir: I am not here to give my personal view, but to represent the commit-
tee.  What I would say is what I said to Deputy Donnelly who made the same point.

Deputy  Alan Kelly: In fairness to the Deputy, he also raised it, but I am moving it on a 
little.

Dr. Donal de Buitléir: I have not considered why we are doing this-----

Deputy  Alan Kelly: It would seem to jar with Dr. de Buitléir’s report.

Dr. Donal de Buitléir: All I am saying to the Deputy is what I said to Deputy Donnelly, 
that is, that if we implement this, those facilities will be redundant in ten years’ time.  Then the 
question will be-----

Deputy  Alan Kelly: This is a significant moment for the committee.  In fairness to the wit-
nesses, the report is excellent, but this was not part of Dr. de Buitléir’s terms of reference.  The 
Government has committed to implementing this report, the Minister said he supported it, but 
now its author, in a personal capacity, has articulated the question: what is the point in having 
these facilities if we are going to implement this report?  They will be redundant.  Is there not 
a significant issue, which many of us have been raising here for a considerable time, with the 
implementation of the national children’s hospital and the national maternity strategy?  We can 
probably pull the latter back because the Government does not have the capital funding to carry 
out much of it at present, as people in my area know.  However, do we need to write to the Min-
ister and the Department of Health about this, based on what we have heard today?  Perhaps we 
should talk about the matter at another point.

I thank Dr. de Buitléir for his responses and his honesty.

Dr. Donal de Buitléir: I gave a personal view-----

Deputy  Alan Kelly: I understand that, but personal views are important.  We all have per-
sonal views.

Dr. Donal de Buitléir: I will give the Deputy personal views-----

Deputy  Alan Kelly: We have had the consultants’ representatives before the committee.  I 
do not wish to make generalisations because consultants have many different opinions, to which 
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they are entitled, but there will be some opposition to going down the proposed route.  Dealing 
with the pay issue will help considerably.  There is significant support for dealing with that is-
sue, recruitment and retention and so on.  What other significant opposition will there be from 
consultants in respect of the implementation of this report?  At what points or junctures does Dr. 
de Buitléir see this opposition?

Dr. Donal de Buitléir: Consultants have concerns-----

Deputy  Alan Kelly: Rightly so.  I agree with them.

Dr. Donal de Buitléir: -----as to whether we will be able to attract people to work in the 
public sector for the kinds of realistic public service salaries we are recommending.  According 
at the Revenue income distribution tables, the recommended salaries that would be paid to con-
sultants would put them in the top 0.7% of income earners in Ireland.  I think that was the figure 
when I worked it out.  Adding to that the public service pension, these are attractive posts, so it 
should be possible to recruit people of the requisite standard to do the work in public hospitals.  
If that turns out not to be the case, we may have to consider adjusting the salary in future to 
ensure that people can be attracted.

Deputy  Alan Kelly: Dr. de Buitléir made a specific point about that.

Dr. Donal de Buitléir: What came up was that-----

Deputy  Alan Kelly: Restricted, specialised posts.

Dr. Donal de Buitléir: -----there might be a small number of highly specialised posts, and 
that it would be possible to recruit people.  We came across this system in the third level sector, 
which is tightly controlled and seems to work.  If we have a difficulty with highly specialised 
posts, a model such as that might address it.

Deputy  Alan Kelly: As per my question, we know about the pay issue, but is there any-----

Dr. Donal de Buitléir: By the way, it is also important to point out that it is not just a matter 
of pay.

Deputy  Alan Kelly: I agree.  It is also a matter of working conditions.

Dr. Donal de Buitléir: There are a lot of other issues, including working conditions, roster-
ing and administrative support.  All that-----

Deputy  Alan Kelly: Would it be fair to say that dealing with the new consultants’ entry pay 
levels, specialised posts and so on in tandem with working conditions would have to happen 
over the timeframe we are discussing?

Dr. Donal de Buitléir: Yes.

Deputy  Alan Kelly: Did Dr. de Buitléir come across any other issues besides that?  No 
significant ideological-----

Dr. Donal de Buitléir: I am satisfied that if we want to do this, it is perfectly feasible.  The 
question, which is a question of values in society, is whether we accord sufficient priority to do 
it.

Deputy  Alan Kelly: I know, and I believe it is a small number of people because I have 
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met all the groups.  What I am trying to get at, though, is the level of resistance there would be 
from those who are bringing in quite significant amounts from private practice on top of public 
contracts.  Basically, the pay level Dr. de Buitléir talked about which-----

Dr. Donal de Buitléir: In my judgment, one cannot compel people-----

Deputy  Alan Kelly: I accept that.

Dr. Donal de Buitléir: -----to give up their existing contracts, so they can continue.

Chairman: Deputy Kelly has just one more minute.

Deputy  Alan Kelly: I have only one more question.  It concerns something I speak about a 
little and something I was very much taken aback by.  Is the move of HIQA into all healthcare 
settings contingent?  As for the jigsaw of sorting this out, does Dr. de Buitléir feel that this is a 
significant factor?  From the point of view of the timeframe, does he feel that doing this, ramp-
ing up to it and conditioning it is a significant programme of work?

Dr. Donal de Buitléir: It is desirable that it be done but it does not affect any of the other 
stuff, frankly.

Deputy  Alan Kelly: That is what I wanted to know.

Dr. Donal de Buitléir: That is my view.

Dr. Conor Keegan: An important part of the expansion of HIQA and the proposed licens-
ing Bill that is to come in next year and which some in the Department are examining, is that as 
the private hospitals become licensed, a condition of that is that they report requisite data and 
information on a similar basis to the public hospitals to some kind of centralised system.

Deputy  Alan Kelly: I agree.

Dr. Conor Keegan: A huge issue in looking at this and generating evidence-----

Deputy  Alan Kelly: Is data.

Dr. Conor Keegan: -----is the data.

Deputy  Alan Kelly: Dumb data in, dumb data out.

Dr. Conor Keegan: That is seriously being considered.

Deputy  Alan Kelly: The full collated data are not available.

Dr. Conor Keegan: Yes, exactly.

Deputy  Bernard J. Durkan: I thank our witnesses for coming before the committee and 
for the information they have given.  I will ask a couple of questions.  First, I know that this 
may not have been specifically mentioned in Dr. de Buitléir’s brief, but to what extent have 
private patients in the public hospital system tried to jump the queue?  Is it happening and, if 
so, to what extent?

Dr. Donal de Buitléir: The extent to which it happens cannot be quantified, but it was clear 
from the evidence we received from the insurance companies that the reason 50% of the people 
in this country take out private health insurance is that they believe they can do that.  It is a 
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big selling point for insurance.  We asked the question to what extent.  We cannot get the data, 
but the people who have experience of the system experience it in their day-to-day lives.  They 
have a perception that if they do not have private health insurance, they will be disadvantaged 
in some way.

Deputy  Bernard J. Durkan: In the public health system?

Dr. Donal de Buitléir: Yes.

Deputy  Bernard J. Durkan: Given that private health insurance is costly, is it not an ex-
pensive way of creating an assurance, perhaps not factual, that people can speed up their access 
through the public health system?  We all get replies to parliamentary questions in which we are 
told that nobody can speed up the process.  We do not want the process speeded up; we want it 
dealt with such that people are not forever moved from the back of the queue to the middle or 
the front of the queue but moved along the system.  I have no ideological hang-ups, good, bad 
or indifferent.  As far as I am concerned, the patient who requires treatment should have access 
to effective, second-to-none treatment as quickly as possible - and throughout the European 
Union, for that matter.  I emphasise that we need to get some evidence of that, otherwise large 
numbers of people will waste their money by providing for something they can get through the 
private system in any event.  It is not clear why those patients are paying through the private 
system and going through the public system to ensure they can get through the public system 
quickly.  It is an expensive way to go about it and it is a duplication that will cause snarl-ups in 
the system.  Based on the examination of everything that happens in the system, has anything 
been discovered that we cannot see from our vantage point?

Dr. Donal de Buitléir: In addition to this proposal, there is another element of Sláintecare.  
The additional capacity is 3,000 beds by 2030 as far as I recall, which may be something the 
committee teases out in its later session about all the other improvements.  This is just one part 
of a programme to improve the health service for the people.  It is an important part of that but 
it is not the only part.  A lot of other things happen.  For example, one of the key problems is the 
availability of diagnostics.  Apparently, it is quite slow to get access to diagnostics in the public 
system but access to diagnostics can be had much more quickly in the private system Dublin.  
That means a patient can have the evidence of diagnosis more quickly and that puts him or her 
up the queue because he or she knows what his or her health condition is compared to someone 
who does not know because they have to wait.  That is an important part of the programme to 
improve the health service.

Dr. Conor Keegan: Another important point is that having private health insurance only 
allows one to skip the queue for elective care.  The vast majority of private care in public hos-
pitals is emergency care.  If one is hit by a car for example, it does not matter if one is a private 
or public patient.  One will not jump a queue and will be seen in the same time by the same 
consultants.  The value of holding private health insurance in that context has to be questioned.  
The benefit of skipping the queue is only seen only for a small proportion of private activity.

Deputy  Bernard J. Durkan: We have been instructed to listen carefully to what we have 
been told over the past 20 years regarding hospital beds.  We were told all along that we had 
too many hospital beds and we did not need them.  We were admonished at a high level for 
spending money on bricks and mortar because it was seen as unnecessary, and different ways 
were to be found to deal with patients in the future.  That did not happen.  It now appears we 
were misinformed by people who should have known better.  We have now moved to another 
scenario.  I realise that in the position we find ourselves, conditions in the workplace, insofar as 
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our hospitals are concerned, are not ideal.  That is presumably down to overcrowding and the 
pressure on consultants, staff, doctors, GPs and everybody else.  Our system is not large enough 
to cater for the population, which  I understand.

However, how do we compete?  We have been told by the HSE that in appointing consul-
tants, we have to compete with New York, Boston, Sydney and London, and if we do not, we 
will not get the staff.  The independent review group held exchanges with the various stake-
holders and reference was made to consultants’ pay, which was the subject of a considerable in-
crease that will put them among the best paid in the world.  There are a couple of other issues we 
cannot deal with.  We cannot offer the 24 hours a day of sunshine they have to offer in Australia.  
That is a decided disadvantage in attracting high-calibre people to high-calibre positions in this 
country.  Similarly, we cannot compete with Canada and we cannot compete with the weather 
conditions in many areas, including in the Middle East.  Are there issues other than consultants’ 
pay that the independent review group considers might make that sufficient impact?  We have 
asked this question on a number of occasions and we have not been given an answer.  What is 
the total cost of that?  Dr. de Buitléir made a stab at that in terms of the millions of euro required 
on an annual basis, which is hugely important.  It would probably result in a cost of approxi-
mately €6 billion over a ten-year period.  We tried to get that information from some of our 
guests in recent weeks.  They were reluctant to tell us exactly the cost but they should be able 
to tell us because if there is dissatisfaction with the system as it is, it must be possible for those 
directly involved to identify what the problem is and to identify that it needs to be addressed.

Dr. Donal de Buitléir: As I said in my statement, and as is stated in the report, while money 
is an issue, it is not the only issue.  Working conditions, rostering and the lack of proper facili-
ties are all pertinent issues.  Money is a factor in respect of hygiene in the workplace.  It is one 
aspect but it is not the whole story and the problem will not be solved by just throwing money 
at it, even though we are going to do that anyway because there is a commitment to unwind the 
€131,000 annual pay threshold at some stage, although there is debate about the timing.

Deputy  Bernard J. Durkan: Dr. de Buitléir said:

Obviously, the implementation of these recommendations gives rise to increases in pub-
lic expenditure.  The additional costs arise mainly from the loss of private income of public 
hospitals but also in relation to consultant pay - for those taking up the public-only contract 
- and the increased cost of treating greater numbers of public patients, and we have set out 
the final costs at the end of ten years and it comes to approximately €650 million per annum.

Dr. Donal de Buitléir: That is correct.

Deputy  Bernard J. Durkan: That brings it up fairly close to what I was suggesting.

Dr. Donal de Buitléir: Some press reports said everything will cost €6.5 billion.  It will be 
€650 million at the end of the period.  By the way, if things stay as they are, nothing will change 
and some of these costs will be there anyway because consultants’ pay will have to be restored.  
The money coming from insurance companies is unstable as well.  It is similar to corporation 
tax receipts.  It would be foolish to bank on that continuing as permanent income.  To say all 
that is lumped into the cost of this proposal is an exaggeration.  A lot of that money will have to 
be paid out anyway.  While there is a cost, the people are already paying for this.  This would 
change the method by which they pay.  When I get my annual bill from my health insurance 
company, which is due next month, I do not regard it is as voluntary.  It would be a big risk for 
me to decide not to have health insurance anymore because one never knows what might hap-
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pen.  If, for example, that was transferred and my premium reduced, I would be content if my 
taxes went up a little to pay for it.  There is an Exchequer cost to this but the Exchequer is not 
the whole story.

Deputy  Bernard J. Durkan: Dr. de Buitléir also made reference to the numbers of tem-
porary staff, locums and agency staff.  What is the extent to which he feels that impacts on the 
efficient delivery of health services?  What intervention is required apart from making the staff 
permanent?  I fail to see why that cannot be done.

Dr. Donal de Buitléir: I do not know any more about this than the Deputy does, but it would 
strike me as reasonable that there would be a better standard of service from somebody who 
is there all the time, is fully committed to the experience and knows the patients, compared to 
somebody who is coming into the workplace temporarily.  Sometimes locum or agency nurses 
are in a workplace for one day and they are not there the next day so there is no continuity.  The 
Chairman will be able to better inform us on that than I would but it seems to be fairly obvious.

Deputy  Bernard J. Durkan: We noted at our previous meeting that permanent staff take 
greater ownership and responsibility, although people in temporary positions will resent that 
view.  It is natural, however, that permanent staff will have a certain amount of pride that goes 
with the job and will try everything possible to ensure they are seen to be doing a good job.

Chairman: I will allow only one more question.  I am sure the Deputy does not want me to 
give him preferential treatment.

Deputy  Bernard J. Durkan: I have waited patiently for a long time, which seems to be 
my wont.  I note there are 380 posts occupied by non-permanent staff and 370 vacancies.  How 
do the 370 vacancies relate to the 380 posts?  Are there 380 occupied posts plus 370 vacancies?

Dr. Donal de Buitléir: I got the figures from the Department so they must be right.  There is 
a problem.  The Hanly report of 2004, which is very good and well worth returning to, recom-
mended doubling the number of consultants and halving the number of non-consultant hospital 
doctors.  We have not done that.  Perhaps we should look at that recommendation again.

Chairman: The recommendation was that consultants should deliver services rather than 
having a consultant-led service.

Dr. Donal de Buitléir: The report is very good and still relevant.

Deputy  Bernard J. Durkan: I will conclude momentarily because I have to go to the Dáil 
Chamber for questions.

Senator  Colm Burke: I thank Dr. de Buitléir and Dr. Keegan for their presentations and 
the work they have done in this area.

I am concerned about some of the myths that abound.  The review group’s report shows that 
since 2009 the total number of doctors, including junior doctors, has increased from slightly 
over 7,000 to more than 9,400, an increase of 33% increase.  In the same period, the number of 
consultants increased by more than 1,000.  The number of consultants has, therefore, increased 
by approximately one third.  I agree with what Dr. de Buitléir said about the excellent Hanly 
report.  Many of Hanly’s recommendations need to be implemented much faster.

This morning we discussed the idea of private practice being take out of the public hospital 
system.  I have no problem with that idea.  The number of outpatient appointments in public 
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hospitals stands at approximately 3.5 million per annum.  As such, around 63,000 people attend 
outpatient appointments each week.  The review group’s report states that 1,333 consultants 
have access to private rooms on site only and 600 consultants have access to rooms off-site in 
private hospitals and clinics.  This means nearly 2,000 of more than 3,000 consultants do some 
form of private practice.  Let us take a consultant employed in the public system who also sees 
20 patients a week privately.  If we average that figure over 2,000 consultants, it equals 40,000 
appointments per week.  Taken over 52 weeks, we have 2 million appointments per annum.  
Could the public system with its current structure absorb an extra 2 million outpatient appoint-
ments?

Dr. Donal de Buitléir: I am not sure I follow the Senator.

Senator  Colm Burke: At present, 2,000 consultants do some form of private practice.  
They do private work either on-site in private rooms in hospitals or off-site in private rooms.  
I calculate that there are approximately 40,000 private outpatient appointments per week.  If 
private work was removed from the public hospital system, in other words, consultant were not 
allowed to do any kind of private work, we would have an extra-----

Dr. Donal de Buitléir: Presumably, the consultants still work full-time in the public hospi-
tal.

Senator  Colm Burke: If consultants work their full 39 hours in a public hospital, where is 
the scope?

Dr. Donal de Buitléir: Some of the 39 hours is spent doing private work.

Senator  Colm Burke: Not necessarily.

Dr. Donal de Buitléir: I think the figure is 20%.

Senator  Colm Burke: That still does not take into account the figures I have mentioned.  If 
all private work is removed, the number of consultants will have to be dramatically increased.  
I am not convinced that the public system could absorb an extra 2 million outpatient appoint-
ments.

Dr. Conor Keegan: The public system cannot currently deal with the demand for public 
outpatient appointments.  That is evident in waiting lists and so forth.

Senator  Colm Burke: Yes, exactly.

Dr. Conor Keegan: The review group states in its report that the removal of private practice 
from public hospitals would not be a magic bullet.  It has to be done in the context of increasing 
public capacity now to deal with current undercapacity.  We know from previous work we have 
done in the ESRI that there will be a significant increase in demand for outpatient appointments.

Senator  Colm Burke: Yes.

Dr. Conor Keegan: There will also be a significant increase in demand for inpatient bed 
days in public hospitals.  The removal of private practice from public hospitals must be done 
within a broader set of objectives to increase public bed capacity in public hospitals and in-
crease public infrastructure to bring down waiting lists.

Senator  Colm Burke: Dr. Keegan has agreed with my point that the infrastructure is not 
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currently in place in the HSE to absorb an extra 2 million outpatient appointments a year.

Dr. Conor Keegan: Based on waiting list figures, that does not appear to be the case.

Senator  Colm Burke: How should that issue be dealt with over the next ten years?  I have 
given a very conservative calculation.  If consultants can no longer do private work of any de-
scription, either outside or inside hospitals, there will be an extra 2 million outpatient appoint-
ments.  How do we now work towards creating capacity for that?

Dr. Donal de Buitléir: I am not sure I follow the Senator.  The existing cohort of consul-
tants sees patients both privately and publicly in public hospitals.  If one waved a magic wand 
and insisted that consultants had to see everybody equally, the capacity of the system would not 
change.  I cannot see where the Senator gets the figure of 2 million extra appointments.

Senator  Colm Burke: The 2 million people are already being seen privately.

Dr. Donal de Buitléir: They are being seen during working hours in public hospitals.

Senator  Colm Burke: No.  The figures show that many private consultations take place 
outside of the hours that are done in hospitals.  I ask Dr. de Buitléir to look at the figures for 
off-site consultations by consultants who have public contracts but also do private work outside 
of the hospital.  If he adds up the figures, he will find that consultants see 2 million outpatients 
privately.  What could happen is that private practice that is totally disconnected from the HSE 
could develop further.

I understand the new contract allows doctors to do private work but not outside the hospital.  
In other words, consultants cannot go off-site at any stage.  The current contract is for 39 hours 
per week.  If a consultant wants to do extra hours but is not allowed to do these in the hospital, 
it reduces the amount of work that he or she can do.  Does Dr. de Buitléir agree?

Dr. Donal de Buitléir: Is the Senator referring to the current type B contract?

Senator  Colm Burke: Yes.  Consultants are not entitled to work off-site and are confined to 
working within the hospital structure.  They are restricted in that they may not do any additional 
work other than what they can do within the hospital.

Dr. Donal de Buitléir: We need a new contract.  That is what we are recommending.

Senator  Colm Burke: Yes.

Dr. Donal de Buitléir: I think the existing contract is something we should get away from 
as soon as we can.  People who are working full-time are contracted to fulfil their obligations 
to public patients.  Like teachers or other people, what they do in their spare time is a matter 
for them.

Senator  Colm Burke: The contract does not allow them to do that.

Dr. Donal de Buitléir: I am not talking about the existing contract.  I am talking about the 
new contract.  We need a new contract.

Senator  Colm Burke: I am concerned that if a new contract is agreed, we will see a recur-
rence of exactly what occurred previously when people who were supposed to be on site were 
not on site when they should have been.  That was the issue.
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Dr. Donal de Buitléir: If people sign new contracts that require them to spend a certain 
number of hours in the public system, the management of that system must ensure they comply 
with those contracts, just as every other civil servant complies with his or her contract.  When 
I was a civil servant, I could not skive off in the afternoon to run my private business.  It had to 
be managed.

Senator  Colm Burke: The problem is that working as a doctor is a little different from 
working as a public servant.  A doctor with a 39-hour contract will have other duties on top of 
that.  In some cases, consultants are on call every second, third or fourth night.  They may be on 
call every second or third weekend.  It is not just about the 39-hour element of the contract.  It is 
also about the on-call element of the contract.  Is Dr. de Buitléir suggesting that the on-call ele-
ment should be done away with?  Does he believe people should be permanently in the hospital 
regardless of whether there is work to be done?

Dr. Donal de Buitléir: I am suggesting that we get to a system where people who are es-
sentially public servants comply fully with their public service obligations like all other public 
servants do.  They are not special.  They are neither better nor worse.  Such a system must be 
managed and its terms must be enforced.  In my view, there is no reason this cannot be done.  I 
cannot understand why it cannot be done.  It applies right across the board to everybody else.

Senator  Colm Burke: I accept what Dr. de Buitléir is saying.  I will mention as an example 
the case of someone who wants to do research, is unable to do it within the HSE structure, but 
is able to do it in connection with a third party.  Under his or her contract, he or she might be 
restricted from doing the research.  One of the big complaints we hear from many consultants 
is that they are not given an opportunity to do research to help to develop further the care they 
can provide.  That is a simple example of what I am talking about.  In this case, the off-site work 
that they are not allowed to do is research and development work.

Dr. Donal de Buitléir: We have engaged in pretty extensive consultation with a range of 
interested parties, but the issue mentioned by the Senator has never been raised by consultants 
or anybody else.  I am surprised that it is an issue.  If it was a critical issue, it would have been 
raised with us.  It is not in any of the submissions, as far as I recall.  It was not raised at any of 
the public meetings.  It did not come up when we met hospital managers.  I am not saying it is 
not an issue.

Senator  Colm Burke: I will give an example from Cork.  Twelve consultants have left 
CUH to work privately.  One of the reasons they chose to walk away from the salaries they were 
getting, and to go working privately, is that they believed they were unable to do things they 
were good at.  They felt that working privately would give them the freedom to do such things.  
Twelve very good consultants have left the system in Cork.

Dr. Donal de Buitléir: When we visited CUH, we were very impressed by the work being 
done there.  Frankly, we were not told there was an issue in attracting sufficient numbers of 
consultants in that facility.

Senator  Colm Burke: All I am saying is that 12 consultants have left and have gone into 
private practice only.  One of the challenges in the present system is that consultants who want 
to do a lot of work in addition to what is provided for in the contract are unable to do that under 
the HSE structure.  I am not sure whether we can develop the system sufficiently quickly to 
recruit people while retaining the people we have.
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Chairman: I thank Dr. Keegan and Dr. de Buitléir.  I would like to make some comments.  
Most members of the joint committee sat on the Committee on the Future of Healthcare, which 
produced the Sláintecare report.  The fundamental principle we were trying to introduce as part 
of the efforts to move private practice out of public hospitals was that preferential treatment 
would not be given to patients with private health insurance.  It was suggested as a strategy that 
there should be a common waiting list for private or public patients with no preferential treat-
ment.  The idea was that people should be treated on the basis of need and not on the basis of 
whether they are insured.

When we looked at other countries, we learned that Ireland is an outlier in this regard.  In 
other countries where there is private health insurance, supplementary insurance gives people 
additional access to services but not additional access to public services.  In France, for ex-
ample, one can have top-up insurance if one wishes.  It allows one to access private facilities, 
but it does not give one any preferential treatment in the public system.  Everybody in Ireland 
is essentially entitled to free public care in a public hospital, regardless of insurance status, with 
the caveat of paying €800 a year, or €80 a day for ten days.  If someone with private health 
insurance ends up in a public hospital, that is bonanza money for the hospital.  It is almost an 
accident that the person who has ended up in the public hospital has health insurance.  The 
perverse incentive that arises in these circumstances has been outlined.  The hospital wants to 
maximise the insurance income and the insurance company wants to minimise the amount of 
money it pays out.  In fact, it is accidental money that comes in the door of the hospital, most 
likely through accident and emergency admissions.

It must be impossible to police the 20% private work that is allowed in a type B contract.  If 
there are not many private hospitals in an area, as is the case in the mid-west, the percentage of 
people with private health insurance who are treated in the hospital can increase to 40%.  We 
cannot refuse people treatment because they have private health insurance.  We have to look 
after them.

If there is to be a public-only contract, medical indemnity insurance will cover public-only 
contract work.  My understanding is that if one has a type B contract, a proportion of one’s med-
ical indemnity insurance is not covered through the public purse.  I presume that consultants 
with public contracts who choose to do private work outside their 39-hour contracts will have 
to take out additional medical indemnity insurance to cover their private work.  At the moment, 
they are probably getting an advantage because their public-paid medical indemnity insurance 
is covering much of their private practice.

We have discussed the cost of inpatient cover.  A substantial amount of private practice takes 
place in our public hospitals.  Private facilities are used for diagnostics.  A consultant who car-
ries out a private clinic in a public hospital has access to all the public facilities to carry out his 
diagnostic tests and his follow-up work, at no cost to the insurance company and at no cost to 
himself as a practitioner.  I ask Dr. Keegan and Dr. de Buitléir to comment on that.

We discussed the provision of elective-only hospitals in the context of Sláintecare.  As a 
result of capacity constraints, most people who are admitted to hospital come through accident 
and emergency departments.  This involves urgent work.  Elective work is being pushed out of 
public hospitals because they do not have the capacity to cope.  Most of the work that is being 
carried out in public hospitals now is emergency care, urgent cancer care or perhaps some elec-
tive day-care procedures.  More and more, the work in our public hospitals is urgent work.  Un-
less we provide elective-only hospitals, we will never clear our waiting lists for elective work.  
I ask the witnesses to comment on these issues.
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Dr. Donal de Buitléir: I agree with the Chairman’s perfect analysis.  I have no argument at 
all.  It is a very good analysis of where we are.

Chairman: I come from a discipline in which there is no discrimination between public 
and private patients.  People come in the same door, sit in the same waiting room and are seen 
by appointment.  It is a different system.  We have created a system which is a little like Brexit.  
Once someone becomes entangled in a system, it is difficult to disentangle him or her from it, 
even though that is the right thing to do.  Does Dr. de Buitléir see the introduction of a public-
only contract as the first step in the disentanglement?

Dr. Donal de Buitléir: That is what I would do first.  If someone said I was dictator for a 
day and could do one thing, that would be it.

Chairman: According to the report, there are eight types of consultant contract dating back 
to 1991.  What Dr. de Buitléir is proposing is that in the public system, there be one contract 
type, namely, a public-only contract, and that if someone wished to practise private medicine, 
he or she would do it outside his or her public hours or as a private-only consultant.

Dr. Donal de Buitléir: That is right.

Chairman: I thank Dr. Buitléir.  I call Deputy O’Connell.  We will then go around again.

Deputy  Kate O’Connell: I apologise for being late.  I had another meeting which went on.  

I sat on the Sláintecare committee.  Although this issue was part of it, I felt it was ideological 
in terms of the proposals for how it should be done.  I get what Dr. de Buitléir is saying in that 
staff numbers are the same, as is the number of sick people who require care.  His response to 
Senator Colm Burke was that it was just about moving people to receive treatment in the public 
system.  

On the 39-hour contract, the lack of autonomy is an issue for consultants.  I am not sure if 
the research and development element is an issue in the context of the 39-hour week.  Obvious-
ly, their contracts would have to have on-call and other activities sewn into them.  On restricting 
someone at the top of his or her game professionally to a 40-hour week, is it anyone’s business 
if they want to work 15 hours somewhere else?  I am not saying they should or should not, but 
I wonder if this is the way to bring the profession with us.

We have heard in the last couple of sittings of the committee that there is a very significant 
draw from the public into the private sector.  Senator Colm Burke referenced the situation in 
Cork where 12 or 14 consultants have left Cork University Hospital to move to the Bon Sec-
ours Hospital.  A number of dermatologists have left Beaumont Hospital, while an emergency 
department consultant recently left Tallaght Hospital to move to the Beacon Hospital.  With this 
in front of us, how do we pull them back?  Is the stick rather than the carrot approach the way 
to do it?  No amount of discussion here will make a consultant return from a private hospital to 
the public system.  With all the ideology in the world, we still need consultants to deliver care.  
I am not sure how what is in front of me shows that is possible.

I refer to the figure of €650 million a year and Dr. de Buitléir saying it is going up to that 
amount.  I sat on the Sláintecare committee and get that it is building up to that amount.  Every 
year there is an increase in the health budget and the money seems to be absorbed into a bottom-
less pit.  My concern is that the €650 million will be layered constantly into the overall budget 
with no improvements in service in return.  It might be €250 million one year and then €650 
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million, but I cannot see how we can show that money will improve services to the extent that 
it will encourage people to stop paying for private health insurance because they are happy with 
the public system.  Am I wrong in saying that?

Dr. Donal de Buitléir: Trying to step back from it, our instruction was there was cross-
party agreement that private medicine should be taken out of the public system.  There was a 
concern that the Oireachtas committee or someone else might have missed something and we 
were asked if it could be done in a way that was achievable.  I had four very helpful colleagues 
who made a significant contribution to this work and our considered view is that it can be done.  
As such, it is now a matter for the political system.  It is a question of values and whether one 
believes it is proper that people in a public institution should be treated equally, regardless of 
their ability to pay.  That is a question for the political system.  I remember when equal pay was 
introduced in 1974, some said we could not afford it, but it is a question of values.  There are 
some issues where one either believes something or one does not.  If one believes it and wants 
to make the change, my committee was able to establish that it could be done, albeit there would 
be a price.  It is up to the political system to decide, in the face of competing priorities, whether 
achieving the goal of equal treatment in a public institution is worth it.  That is a deeply politi-
cal question.

Deputy  Kate O’Connell: I believe people should be treated equally but belief does not 
produce consultants.  We can have political ideology and all of that, but beliefs and thoughts do 
not produce consultants and deliver better services.

Dr. Donal de Buitléir: I accept that, but if one looks at the report, significant pay increases 
are recommended to attract new consultants.  A salary of €131,000 is not sufficient.  If one goes 
to €182,000 and we find in the light of experience that it is not enough, a future public service 
pay commission will have to look at it.  We have to pay people the salaries that attract them.  For 
example, it was found recently in respect of two critical posts, namely, chief executive of the 
HSE and Garda Commissioner, that the initial salary offered was insufficient.  It was, therefore, 
adjusted.  That is what we have to do.  I am not pretending that we have all of the answers, but 
if we want to have a decent health service, we will have to pay people properly to deliver it.  By 
the way, there are very few of these people.  There are 3,000 consultants in a population of 4.5 
million and half their pay comes back in tax.  The incremental cost of paying people properly 
to deliver a public service is a rounding error.

Deputy  Kate O’Connell: The proliferation in the private hospital sector has been apparent 
in recent years with the opening of emergency department services during the day and so on.  
We are well aware of the power of lobbying and large corporations in the private sector.  That 
will always occur.  Can we win the battle?  Are those of us who want to deliver a uniform ser-
vice to which everyone will have equal access based on need rather than ability to pay fighting 
a battle we cannot win?  Major investors who have invested huge money to siphon off the bread 
and butter operations and elective surgeries - the handy stuff - have shareholders who want to 
achieve a return on their investment.  We are on the other side seeking to deliver healthcare 
services.  How do we avoid losing out to them?  Does Dr. de Buitléir envisage that the larger 
private hospitals, the names of which we all know, will only be offering cosmetic surgery and 
bits and bobs in ten years’ time?  What does he see as the future for them?  How will standards 
in the public service increase while the corporations move away?

Dr. Donal de Buitléir: The private system may or may not develop depending on demand.  
It could get bigger having extended its services.  God only knows what it will do.  There is noth-
ing intrinsically wrong with having a high-performing public sector and a vibrant private sector.  
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My experience from the education system is that, in my view, we have a good national school 
system but we still have some private schools.

Deputy  Kate O’Connell: We do not have many private national schools.  We have a few.

Dr. Donal de Buitléir: We have some but it is not the number; it is the principle.  It is 
there to some degree in secondary education.  There is no dichotomy between having a high-
performing-----

Deputy  Kate O’Connell: Does Dr. de Buitléir believe they can both have a symbiotic 
relationship?

Dr. Donal de Buitléir: For example, if the public had confidence in a high-performing 
public system, my guess as outlined in the appendix of the report is that the market for private 
health insurance might decline.  We are a complete outlier where 50% of people think they have 
to have private health insurance, some of which is for non-advanced plans that only apply in a 
public hospital.  That market would decline.  An international benchmark of about 15% would 
be typical.  We can get a high-performing public system with the Sláintecare programme and 
the private system can go off and supplement that or compete with it.

Deputy  Kate O’Connell: It can operate by itself.  On the fallout from private hospitals, 
maybe this is a question for Dr. Keegan but there is anecdotal evidence that it has emerged that 
some treatments are being done in private hospitals, especially in the field of elective cosmetic 
surgery, and then the sick person is ending up in the public system.  If the damage is done in 
a private hospital and then the patient arrives into the public hospital, is there any recourse for 
the public system in cleaning up the mess it has had nothing to do with publicly?  The patient is 
obviously a public patient at this point but how does the public system manage the fallout from 
possibly unnecessary operations when it has plenty of people who require necessary and urgent 
operations?  I have seen an emergence of people being admitted from elective cosmetic surger-
ies recently.  How do we deal with that situation where the likes of St. James’s Hospital ends up 
with a person who has undergone a botched procedure?  Do we bill them?

Dr. Conor Keegan: As the Deputy said, this is anecdotal so in order to understand the ex-
tent of that we must come back to my point about the need to have data on the activity in private 
and public hospitals in comparison to each other.  Without that, we cannot really understand if 
something is happening in the private hospital system that is then becoming a burden or a cost 
in the public system.  It is only anecdotal at the moment.  To flesh that out and really get an 
understanding of the relationships between the private system and the public system, we need 
better data collection from the system as a whole.  That is an important point.

Chairman: We have a second session starting at 11.45 a.m., so I ask Deputy Donnelly to 
put a quick-fire question.

Deputy  Stephen Donnelly: I have a few quick-fire questions.  I want to go back to the 
fact that the new national children’s hospital and the new national maternity hospital will have 
dedicated and separate private facilities.  To the best of Dr. de Buitléir’s knowledge, is there any 
requirement under the consultant contract for the treatment of private patients in public hospi-
tals to be in dedicated and separate private facilities?

Dr. Donal de Buitléir: I am not aware there is but there could be.  Maybe that is a matter 
for the next session.
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Deputy  Stephen Donnelly: Thanks.  I want to clarify something because statements were 
made here earlier that are grossly unfair to our healthcare professionals.  It was suggested, 
not by our witnesses, that private patients going into accident and emergency departments in 
Ireland would receive more favourable treatment than non-private patients.  To the best of my 
knowledge that is absolutely untrue and would be a grossly unfair and scurrilous thing to say 
about our emergency medicine healthcare professionals and all the other healthcare profession-
als in our hospitals.  I believe that was implied pretty directly earlier on in the committee and 
from my perspective, that is fundamentally untrue.  If one walks into one of our accident and 
emergency departments, he or she can sign the form to indicate he or she has private insurance 
or not, but our healthcare professionals will treat them regardless.  I just wanted to state that.  
What was said earlier on-----

Dr. Donal de Buitléir: I do not know if I implied that but-----

Deputy  Stephen Donnelly: No, Dr. de Buitléir did not.  It was a member of the committee.

Dr. Donal de Buitléir: Well it is not true.

Deputy  Stephen Donnelly: Yes, it is not true.  I want to disassociate myself from any sug-
gestion there is preferential emergency care in this country.  Not for a moment am I suggesting 
the witnesses implied there was.

Maternity care is a good example of where a lot of women, if they can access and afford 
private care, will go for it.  The main reason one hears for that decision is the woman wants the 
same consultant.  She feels that if she goes in and is dealing with one obstetrician the whole 
way through, that is really valuable.  Has the independent review group looked at how those 
real concerns can be dealt with if we remove the option for women to avail of private maternity 
care, thereby removing the option to avail of having the same obstetrician through the care and 
delivery?

Dr. Donal de Buitléir: That matter has not come up.  I know from my personal family ex-
perience that even if one signs up for that arrangement it is not necessarily delivered upon.  It 
does not happen.

Deputy  Stephen Donnelly: Did the independent review group look at that from the pa-
tient’s perspective in the report?

Dr. Donal de Buitléir: No, we did not.

Deputy  Stephen Donnelly: I understand why this happens so it is not a criticism, but a lot 
of the report focuses on the consultants and on what we need to do for them.  I would like to 
bring it back to the patients.  Let us put the consultants aside for a minute and ask how things 
would be affected for patients.  The ESRI report is good in the numbers it gives on what is going 
on in our public hospitals.  Those numbers will come as a surprise to many people.  For exam-
ple, three quarters of the beds in public hospitals have people in them who have come through 
the accident and emergency departments.  Most people probably intuitively think the number 
is much smaller but three of every four beds in our public hospitals are filled with patients who 
have come in from the accident and emergency departments.  Whether we take private practice 
out of public hospitals or not, three of the four beds will still be filled with those people.  We 
will still have to care for them but we will have a lot less money because we will no longer be 
taking money from the insurance companies.  Three out of four beds will still be full with the 
same people but we will be behind because we will not be getting paid for any of that, whereas 
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we were getting paid for about one in five of those patients.  That leaves one of every four beds.  
The vast majority of those bed days are for public patients.  The ESRI report shows that less 
than 4% of the bed days in public hospitals are for elective private care.  That is the only bit that 
would change because the people will still come through the accident and emergency depart-
ments.  Less than one on 30 of the beds would have people in them who may not have been in 
them if we took elective private care out.  On the basis that some of those patients are in the 
public hospitals because the public hospitals might be able to deal with more complex matters, 
of those one in 30 beds, a load of them will still be filled.  Those patients will have to go through 
the public system because they will be availing of public facilities.  Let us assume that if we 
remove private practice from public hospitals, in reality it will free up about one bed in 50 in 
our public system.  That is broadly what it will do and that is the actual change we will see.  At 
the same time, we will also remove the money that pays for that one bed in 50.  We would not 
suddenly have one bed in 50 free and have doctors and nurses ready to treat the public patient 
who would go into that bed.  We are not funding that and we have a lot less money available 
because we are not taking any money in from the patients from the accident and emergency 
department.  If we just said that in principle it is no longer allowed to have private care in public 
hospitals, one bed in 50 might be freed up but we would not have the money to pay for that bed 
or for the doctors or nurses, and we would have significantly less money available to treat the 
patients in the other 49 beds.

I fundamentally and wholeheartedly agree with the principle of equal care in public hos-
pitals, and I think it is enough that it is a principle.  The narrative to date has been that doing 
this will somehow reduce waiting lists and improve access for public patients.  Based on the 
analysis we have been given, it will do the opposite.  It will reduce capacity for public patients, 
thereby increasing waiting lists.  Is this a reasonable analysis of the numbers we have just seen?

Dr. Donal de Buitléir: I am with the Deputy most the way but I am not sure it would reduce.  
It is something we might need to debate.

Deputy  Stephen Donnelly: The argument is that if we have less money to treat patients, 
waiting lists will increase.

Dr. Donal de Buitléir: Looking at the money is taking a narrow Exchequer view.  I am 
looking at it from the point of view of the voter, the patient and the people out there.

Deputy  Stephen Donnelly: We have to look at it from the perspective of the person run-
ning the hospital.

Dr. Donal de Buitléir: That is part of it.  It is proving very difficult to reduce health expen-
diture.  If we took out the funding of €524 million, which is decreasing, the hospital system 
could not survive and it would have to be funded from the Exchequer.  If the costs of health 
insurance decreases, taxes must increase.  Tax will increase anyway because of demographics.

Deputy  Stephen Donnelly: I hear Dr. de Buitléir-----

Dr. Donal de Buitléir: I am looking at-----

Chairman: Sorry, we will have to move on.  I know the Deputy has many questions as do 
we all.

Deputy  Stephen Donnelly: I thank the Chairman and the witnesses.
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Deputy  Kate O’Connell: Following on from Deputy Donnelly’s question, some people 
have always had private health insurance, perhaps as part of their job, but I am focused on ma-
ternity and paediatric care.  Deputy Donnelly asked a question about continuity of maternity 
care.  A fundamental reason women and their partners go for private maternity care is the con-
tinuity of care with a consultant.  I understand that people are not always guaranteed the same 
consultant but, in my experience, a consultant will introduce the patient to his or her colleague 
as the consultant who will look after the patient when the original consultant is on holidays and 
that he or she is aware of the situation.  Women want this.  They do not want to be examined 
by somebody different every time, particularly with complex pregnancies.  They want the as-
surance that they do not have to tell the whole story every time they go in for a check-up.  It is 
regrettable this was not examined because it is a key reason for private health insurance.  My 
only access was at that time.  It is a critical point in people’s lives and there is definitely a desire 
for continuity of care.

With regard to the children’s hospital, the committee has heard there will be four or six 
suites for private paediatric care.  While I understand why this is, if this is where we are going, 
it sends the wrong message to have private rooms in the new hospital.  I understand why the 
contract is as it is and why doctors want it but it seems wholly unfair that if my child has an 
eye problem that is not an emergency and Deputy Donnelly’s child has a similar eye problem 
but he does not have private insurance, one of the children will get preferential care in the new 
hospital.

Chairman: Is there an answer?

Dr. Donal de Buitléir: I do not think there was a question.

Deputy  Kate O’Connell: There was a question.

Dr. Donal de Buitléir: Was there?  Sorry.

Deputy  Kate O’Connell: Why did Dr. de Buitléir not consider the reasons women often 
go for private treatment when having babies and perhaps do not use ever use private treatment 
again and get rid of it after having the baby?  Why was that not examined?

Dr. Donal de Buitléir: It did not come up as an issue.  It was not raised in the very extensive 
consultation we did.  We put out a public call and visited hospitals.  We met various interests 
and it was never raised.

Deputy  Kate O’Connell: It was never raised.

Dr. Donal de Buitléir: This is the first time I have heard it.

Deputy  Kate O’Connell: Did the group ask any women?

Dr. Donal de Buitléir: I have four children and I can tell the Deputy about my experience.

Deputy  Kate O’Connell: I do not think it is relevant that Dr. de Buitléir has four children.  
I am asking about the women engaged with as part of the research.

Dr. Donal de Buitléir: It did not come up as an issue.

Deputy  Kate O’Connell: Okay.

Dr. Donal de Buitléir: That is a fact.
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Deputy  Kate O’Connell: That is fine.

Chairman: Perhaps on a related commentary based on my experience, people want per-
sonal care and they feel they will get personal care if they go privately because they will see the 
same consultant.  They may not necessarily get the same personal contact with the same doctor.  
With regard to maternity care, the public system is excellent and superb.  Irish maternity care 
provides one of the top services in the world with regard to maternal and infant mortality.

We will have to finish this session, unfortunately, at 11.30 a.m.

Deputy  John Brassil: I have a question.

Chairman: Only one, with no commentary or soliloquy   With regard to what Dr. Keegan 
and Dr. de Buitléir have said, the issue is that we have a system in which private health insur-
ance is inadvertently subsidising the public health service.  This is the fundamental issue exam-
ined by the committee on the future of healthcare.  That subsidy is perverse.  We have to finish 
at 11.30 a.m. so the two Deputies requesting can have one question each.

Deputy  John Brassil: I thank Dr. de Buitléir for coming before the committee.  I was a 
member of the Sláintecare committee chaired by my able colleague, Deputy Shortall.  With 
regard to hospital care, the single biggest principle in the report is the separation of public and 
private.  The witnesses have completed a comprehensive report.  Do they think it is possible to 
achieve the target we have set to separate private treatment in public hospitals?

Dr. Donal de Buitléir: Absolutely, yes.

Chairman: We did go through that extensively earlier and Dr. de Buitléir explained how it 
can and should be done in a stepped way over ten years.

Deputy  John Brassil: Is there a summary or opening statement of which I can get a copy?

Chairman: Yes.

Deputy  Róisín Shortall: I apologise because I had to be elsewhere earlier.  The jury is 
probably out on the Chairman’s point that private health insurance subsidises the public system, 
as I am not sure whether anybody has established which system is subsidising which.

As Chairman of the committee on the future of healthcare, I want to say a very special 
thanks to Dr. de Buitléir who carried out the tasks set for him in an exemplary way.  The report 
he produced was exceptionally comprehensive and thorough and I thank him for it.  I also thank 
him for the very important role he is playing in fulfilling the expressed wishes of the committee 
with regard to this very important aspect of developing a universal single-tier healthcare system 
that will be available to all.  I thank him very much for the work he has done.

Chairman: I thank Dr. Shortall for those comments.

On behalf of the committee, I thank the witnesses for coming before the committee and for 
their evidence.  Their report has been well received and will stand up in future as we reform 
our service.

Sitting suspended at 11.30 a.m. and resumed at 12 noon.
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Sláintecare Implementation Strategy: Discussion

Chairman: In our second session of the morning we will get an update from the Sláintec-
are implementation office on progress with the Sláintecare programme.  I welcome Ms Laura 
Magahy, executive director of the Sláintecare programme implementation office, Mr. Colm Ó 
Conaill of the Department of Health, Mr. Dean Sullivan, chief strategic and planning officer 
with the HSE, Ms Ciara Mellett, Sláintecare programme implementation office and Dr. Gráinne 
Healy, chairwoman of the Sláintecare citizen and staff engagement and empowerment steering 
group.

I draw the attention of witnesses to the fact that by virtue of section 17(2)(l) of the Defa-
mation Act 2009, witnesses are protected by absolute privilege in respect of their evidence to 
the committee.  However, if they are directed by the committee to cease giving evidence on 
a particular matter and they continue to so do, they are entitled thereafter only to a qualified 
privilege in respect of their evidence.  They are directed that only evidence connected with the 
subject matter of these proceedings is to be given and they are asked to respect the parliamen-
tary practice to the effect that, where possible, they should not criticise or make charges against 
any person, persons or entity by name or in such a way as to make him, her or it identifiable.  I 
also advise the witnesses that any opening statements they have made to the committee may be 
published on the committee’s website after this meeting.

Members are reminded of the long-standing parliamentary practice to the effect that they 
should not comment on, criticise or make charges against a person outside the House or an of-
ficial either by name or in such a way as to make him or her identifiable.  I invite Ms Magahy 
to make her opening statement, which I believe is in the form of a PowerPoint presentation.

Ms Laura Magahy: I thank the Chair and the committee for this opportunity to meet them.  
I will provide an update by way of the opening statement and then we will take questions.  We 
are one year into implementation.  I first met the committee a year ago when the office was be-
ing set up.  I wish to update the committee on what we are doing in terms of the action plan and 
where that is at.  Then I will step back a little, say what we have done and analyse the imple-
mentation to date in terms of what are the foundational steps we have taken, what key enablers 
we have been able to put in place, what the next steps will be and what the dependencies are 
on that.

The slide shows where we were last year.  We very much value the ongoing opportunity to 
update the committee on a quarterly basis and to get its input.  The effort we are making in the 
Sláintecare implementation office is based on an all-party Oireachtas approach and we cannot 
do it without the continuing support of the committee, which we welcome.

The implementation advisory council has also met four times so far during the year.  That 
is under the chairmanship of Dr. Tom Keane.  We have very good input and advice from the 
council.  We very much appreciate its work.  The implementation office was set up in quarter 
1 of this year, in January.  We published our action plan, which has taken a very programmatic 
approach to translating the vision of the all-party Oireachtas committee into the first year of its 
implementation.  We are embarking now on the action plan for 2020 to 2022.

In terms of governance we also have the high-level delivery board, comprising the Secretar-
ies Generals of the Departments of the Taoiseach, Public Expenditure and Reform and Health, 
plus the chief executive of the HSE and me.  The board discusses issues of cross-departmental 
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importance to Sláintecare.

I am delighted that Mr. Dean Sullivan is present.  Since the advent of the new HSE board, 
we have put in place oversight taking a joint implementation approach for two key programmes 
that need to be rolled out in the coming years.  We have established a joint implementation ap-
proach to that, which feeds through into direct oversight by the Minister.  That is the system of 
governance.  It is now well-established and is working well.  It gives grounding to a program-
matic and systematic implementation.

Our action plan update, as of September, is going to the Government next week.  I am 
pleased to share that we have taken our workstreams approach through the action plan and that 
we have reported on all of the different elements through the action plan.  The summary is that 
114 deliverables were due by September and we are 93% on track.  As for the eight that are off 
track; they will be back on track by the end of this year.  That is the reason we put them into the 
orange category.

I acknowledge the work that has been done by colleagues in the Department of Health and 
the HSE to bring these deliverables to bear.  Our office is there to make sure that things happen; 
we are not doing a lot of the work.  Where things go off track, we have an input and we are there 
to make sure things stay on track.  We acknowledge the work that has happened.  We are 93% 
on track and will be there by the end of the year.

I will analyse where we are with the implementation process.  I have categorised the process 
into foundational decisions without which we could not have moved forward.  These have all 
taken place and were deliverables in the action plan.  They have all taken place since we came 
into office.  In the past year the decision was made on the six new regional health areas.  On 
the previous occasion I was before the committee I asked if we could please stay with the plan 
and do it because we knew there was not unanimous agreement on regional health areas but 
everyone stayed with it.  I acknowledge that and thank the committee members and the system 
for staying with that because it is a foundational piece.  That allows us to plan for six integrated 
regional plans.  I will come to that later.

The second foundational decision was to get the new HSE board and CEO in place.  That 
is already putting a discipline around what is happening.  We have a very good working rela-
tionship with the HSE through the new CEO and with the deputy director general, Mr. Dean 
Sullivan, who is present.  A third foundational piece was the GP contract, again, without which 
we could not move forward.  It was a key enabler especially in the context of chronic disease 
management and that will be rolled out from next year.  Another key enabler is the enhanced 
nurse contract, which will make sure services can move seamlessly between the hospital and 
community.

A fifth piece we have been very pleased to see being put in place is through the office of Dr. 
Colm Henry.  He has had a national clinical programmes review and made recommendations 
on what happens next in regard to them.  They are important because if we say we are going to 
have six regional plans, we need them to be done in a national context.  Not every region can 
go off and design its own way of doing things.  It must be done in such a way that we have one 
national cancer programme, one neurorehabilitation strategy and there are many other strate-
gies that are national and that can be interpreted in a regional way.  Putting that foundational 
piece in place has been extremely good.

We considered the multi-annual commitment to recruiting staff in the community as another 
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important piece that was put in through the budget because it allows us to plan in a multi-annual 
way.  As members are aware, that is unusual because most service plans are done on an annual 
basis so we are very pleased that we will have visibility into the future for those.  We want and 
need more of that.

In terms of foundational decisions, the dialogue forum has been a critical initiative to 
strengthen the relationship with voluntary providers.  As members are aware, section 38 and 39 
organisations are a significant part of the system.  Putting the dialogue forum in place follow-
ing the Catherine Day report is another very important foundational decision.  Those are not 
everything but they are the ones I have picked out for today.  There will be more in the action 
plan that will be released next week.

Next I wish to focus on some of the key enablers that have been put in place.  The forum 
that has been put in place to look at the oversight implementation of the role of public health 
doctors, in particular in the context of regional planning, is important.  If we are to have popu-
lation-based planning we need an enhanced public health doctor role.  The conversations that 
are happening at the moment through the office of the chief medical officer in the Department 
and our HSE colleagues with the public health doctors will be concluded by the end of this year.  
They are a key enabler.  The postgraduate medical education strategy forum, which is being 
chaired by Mary Doyle, is another really important initiative.  This forum is looking at long-
term postgraduate medical education and how it will be planned into the future.  

We cannot have a shared care record or an electronic health record unless we have an indi-
vidual health identifier office, which was put in place this year and is being staffed.  The indi-
vidual health identifier numbers have come across from the Department of Employment Affairs 
and Social Protection.  Again, if this had not happened, we would not be able to roll out our 
shared records so this was a very important key enabler.  

I consider e-pharmacy to be extremely important and one of the first and most important 
pieces of a shared care record.  We have put the governance in place through the HSE to roll that 
out as urgently as possible.  Regarding the joint initiative between the Departments of Housing, 
Planning and Local Government and Health on housing options for our ageing population, an 
implementation group chaired by Leo Kearns has been set up.  If we are to keep people well 
and keep them in their own homes for as long as possible, looking at alternatives to nursing 
homes is critical.  This group produced a very good strategy which an implementation group is 
examining to make sure it is rolled out.  

Mr. Sullivan and I put an elective hospital oversight group in place.  We know that the Gov-
ernment made the decision to have elective hospitals in Galway, Cork and Dublin but we need 
to address this issue in a national context in order that everybody in the country is covered for 
elective care.  Those groups are working with us.  The timeframe for the group’s deliberations 
is 12 weeks and it is progressing very well.  A clinical lead for trauma has been appointed.  Mr. 
Sullivan is leading on this project, which involves naming and rolling out trauma centres in 
Dublin.  A decision will be made on that in the next two months.  

I have not addressed every issue but I have highlighted areas that are very important and 
without which we would not be able to move forward.  There is a commitment to have a single 
assessment tool.  The preferred bidder is being selected and that will be rolled out from Febru-
ary.  Selecting and rolling out the single assessment tool is a key enabler.  

I will now discuss the budget allocation for Sláintecare in 2020.  The budget contained 
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many initiatives that are what I would call Sláintecare-friendly but these initiatives specifi-
cally come into our section.  We are very pleased that we have the enhanced community fund, 
a multi-annual fund to hire up to up to 1,000 therapists, nurses and other front-line staff to care 
for people in the community, including advisers for people with dementia.  This will allow us 
to treat people in the community closer to their own homes, thereby reducing community wait-
ing lists.  I am happy to discuss how this will be rolled out when we come to questions but it 
is very important.  We cannot move people out of hospital unless we have the capacity in the 
community to do so.  The all-party Oireachtas committee’s report was very clear on that.  The 
allocation for the fund will rise to €60 million in 2021.

I will describe a few projects covered by the integration fund of €20 million.  There has been 
a huge response from the system in terms of ideas for doing things better and in a different way 
and scaling good ideas.  The €12 million care redesign fund is about providing care at the least 
form of complexity, in accordance with the clinical care programmes, to people in the right 
location.  Again, this is very good work that we need to scale.  It is all about moving people out 
of hospital to the place of least complexity, as appropriate.   

I am happy for Ms Healy to take more questions on citizen and staff engagement but I will 
touch on a few matters.  We have a very good response from the system, particularly from staff.  
Everybody is now talking about Sláintecare and how they are doing things in the Sláintecare 
way.  They talk about Sláintecare in action and how they can do things in a more integrated and 
joined up way.  It has become very much a language as well as action across the system.  We 
have been very careful to engage with all the different healthcare professionals, such as nurses 
and doctors, including at conferences, to hear their suggestions about doing things in a differ-
ent and more joined up way.  We have received a very good response and that this is embedded 
across the system.  More work needs to be done but there has been a very good start.

In respect of wider citizen engagement, we have been carrying out joint initiatives with 
Healthy Ireland.  A very interesting Health Reform Alliance event was held last week and other 
consultation events with citizens have been held.  We have also worked with staff around values 
in action, conferences and briefings.  We welcome our engagement with this committee and 
elected representatives through the quarterly action plan report, committee attendance and other 
briefings, as needed.  We are always open to discussing any aspect of the process with members 
or their colleagues.

I mentioned the integration fund because it was a highlight during the year when so many 
interesting projects applied for funding.  A total of 477 applications were received, of which 
122 projects were successful.  They are found all around the country.  The little dots in the 
slide represent the locations around the country.  The goal was to promote the engagement and 
empowerment of citizens in the care of their own health, to scale and share examples of best 
practice and processes for chronic disease management and care of older people in particular, 
and to encourage innovations in the shift of care to the community or provide hospital avoid-
ance measures.  We received very interesting ideas, some of which involved scaling existing 
things while others proposed new initiatives.

I will discuss some sample projects.  Jigsaw Online is an e-mental health platform.  Jigsaw is 
very engaged and involved in youth mental health and the e-mental health platform the organi-
sation is setting up for young people is a very interesting project.  Other examples of projects 
include one by Epilepsy Ireland and Alone’s BConnect project.  Alone’s project is very innova-
tive.  It is talking about linking healthcare, social care and community care using technology 
and services.  Other projects include Beating Breathlessness by the Asthma Society; Croí, West 
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of Ireland Cardiac Foundation’s MySláinte community lifestyle programme; and Diabetes care 
in the mid-west.  The latter project was a very interesting one that involved a podiatry-led path-
way for timely provision of footwear and orthotics in the community.  Basically, it was about 
preventing amputations through early intervention.  It is a critical project.  Another project in-
volves rolling out FIT teams in Mullingar, Wexford and west Wicklow.  We know the FIT teams 
have been proven to work in Limerick and other places.  These teams go into hospitals, identify 
people in the emergency department and try to get early interventions so they stop older people 
in particular from having to be admitted to hospital and wrap the services around them.  It is a 
very good project.  There are around 300 staff within the integration fund projects.  As we know, 
the staff are the core of services and health and social care is all about services.  

We have work to do on eligibility and entitlement.  We are submitting a memorandum to 
Government on the de Buitléir report, developing a roadmap for universal access and estab-
lishing an interdepartmental group on eligibility and entitlement.  We would love to discuss 
with the committee whether there should be a citizens assembly on the issue of eligibility and 
entitlement.  

Regarding access and capacity, I mentioned that two key programmes are being rolled out 
using a joint integration approach.  The left hand side of the slide details the regional integrated 
care areas, RICA, programme while the right hand side details the capacity-access programme.  
We know we need to create more capacity in the system.  We know we need 2,600 more beds 
and more staff and that we must shift care from hospitals to the community and focus on pre-
vention.  This framework provides an interesting way of approaching how we will do that and 
names projects to achieve this.  Some of the key ones to pull out are healthy living to scale pa-
tient empowerment integration fund programmes.  An awful lot of programmes in there involve 
patient empowerment, social inclusion and social prescribing.  We need to implement housing 
options for our ageing population.  They are just two initiatives.  With regard to enhanced com-
munity care, we need to recruit 1,000 new front-line community staff, implement alternative 
paths for unscheduled care and diagnostics and procure the shared care record.  

On hospital productivity, we need to optimise usage of existing hospital beds and decide 
locations of elective hospitals and procure design teams for them.  These are the projects for 
next year and the year after in the context of the capacity plan.  It is very important that they are 
put in the right sequence and that decisions are made in the right order.

I shall now turn to regional integrated care areas.  We had a very good meeting with the chief 
executive officers of the hospital groups and the community organisations two weeks ago and 
we asked them if they would be willing, able and up for doing joint planning from the bottom up 
for each of the six regions.  They have come back and have nominated people they would like 
to be involved.  We also want to get patient representatives and representation from the section 
38 and section 39 organisations, and from the public health doctors, in order that we can begin 
in earnest the regional planning for each of those six areas.  The approach we are taking is to: 
look at the population mapping and then to look at population needs; decide capacity planning 
requirements for each region; look at the enablers that need to be rolled out for the regions; and 
- critically - looking at the pathways of care per region.  In the next two weeks, we will have an 
interesting opportunity when Carolyn Gullery from Canterbury, which is often quoted as a very 
successful region, will come over to share her experience with and meet each of the six groups 
we have set up in order to look at these six integrated regional plans.  It will be very interesting 
and I am excited about that.  It is a great opportunity to get our regional planning right.

Deputy Shortall is interested in population profiling and how it is done.  Through the health 
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intelligence section of the HSE we have done the population profiling for each of the six re-
gions.  The profile is based on age and so on.  We can then plan what the services are that each 
of the regions has.  We have done that for each of the regions as a first step.

All of this work we are doing involves a number of dependencies.  We are quite clear about 
the steps we want to take and how we can roll it out, but we need to maintain the momentum 
that has been put down during this year, to continue the stakeholder buy-in and to ensure that we 
have the members’ support.  If we do not have that support, if there is anything we can do better, 
we would be very open to that.  We also need the Government to continue to take key strategic 
decisions - because there are a number that need to be taken in the next short while - and to 
resource those decisions.  Depending on all of that, we are up for it, we are able and we have 
all of the structures and governance in place.  I thank the committee for its continued support.

Chairman: I thank Ms Magahy for that comprehensive overview of progress.  I shall now 
open the floor to the members, the first of whom is Deputy Donnelly.

Deputy Stephen Donnelly: I thank Ms Magahy and her team for all of their work and for 
the very comprehensive presentation, including all of the facts and figures.

Different people mean different things or hear different things but, essentially, Sláintecare is 
universal healthcare, which involves three components, namely, access, quality and affordabil-
ity.  One has to be able to get care when one needs it, it has to be high-quality in nature and it 
has to be at a price that does not cause a person undue financial hardship.  Unfortunately, we are 
moving rapidly in the opposite direction.  Access within the public health system is collapsing.  
We have the worst level of access ever in the history of the State and we have by far the worst 
access to healthcare anywhere in the developed world.  It was getting better quite quickly but 
over the past five or six years, it has been growing rapidly worse.  Over the past three or four 
years, the decline has accelerated.  I fear that we have passed a tipping point whereby some of 
the negative feedback loops are reinforcing the damage already done.  Word has got out within 
the clinical community globally that Ireland may not be a great place to come and work as a 
doctor, nurse or midwife for reasons relating to working conditions, etc.  These things reinforce 
themselves.

Ms Magahy has a very good, attractive-looking slide in her presentation that illustrates the 
different parts of the system.  I made a few notes as I went through it.  In my area of Wicklow, 
mental health services pretty much do not exist.  I have no doubt that it is the same in many 
other areas.  They are now telling people that they are not even going to bother putting them 
on a waiting list because the service just does not exist any more.  Self-care in the advanced 
medical sense of having diagnostics and working with GP-led teams to manage one’s own care 
also does not really exists.  Dentistry services exist but they are too expensive for most people 
to access in any meaningful way.  For the first time ever, in many instances it now takes several 
weeks to see a GP.  A group of pensioners in Wicklow town recently told me that if they call 
their GP regarding, for example, respiratory issues that need to be seen to immediately or the 
person could end up in the accident and emergency department, it can be three weeks before 
they are seen.  GP care has never been as hard to access.  That is if one can access it.  A new 
patient cannot actually get a GP pretty much anywhere in Wicklow any longer.  Occupational 
therapy appointments may take four years if one is a really severe case.  For a child to get ac-
cess to speech and language appointments, it can be three, four or five years before he or she is 
seen.  In fact, they are beginning to send out letters now saying that it will be at least two years 
and that a time cannot be given because there is no money, resources or therapists.  This is the 
reality faced by children, mums and dads.
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If one gets to a hospital, to St. Vincent’s, for example, there could be a wait of a few days 
on a trolley.  A person would be lucky to get a bed.  People are terrified of having to go into ac-
cident and emergency departments.  Diagnostics have reached the point where people are just 
trying to borrow money to pay for private appointments because they are being told it could be 
six months, a year or two years before they can get the scans their doctors think they need.  If a 
person gets a scan and is referred for specialist care, it might be another year or two before he 
or she gets to see that doctor.  If that doctor says that an operation is required it could be another 
year or two years before that is done.  This is the reality.  Social workers in Wicklow have so 
few resources they are working out of their cars.

Chairman: The Deputy needs to ask a question.

Deputy Stephen Donnelly: I am coming to it.  Bear with me.  We need to call this out.  I 
am not blaming Ms Magahy or her team for any of this, but there is a lot of talk about plans, 
governance, oversight, budgets and pilot projects.  The reality, however, is sick children, sick 
adults and sick pensioners who can no longer access healthcare in the State.  The only thing that 
really matters is when are they going to see a difference?  When will it be possible for a child 
with special needs to get help?  When will it be possible for an elderly person to be able to ac-
cess his or her doctor when he or she needs to do so?  When are things going to actually improve 
for men, women and children who need healthcare?

Ms. Laura Magahy: I acknowledge what Deputy Donnelly is saying and absolutely recog-
nise the need to provide resources, particularly the community.  I will come back to access in 
hospitals shortly.  This is why it was so important that the thousand therapists are being funded.  
Prioritising the allocation of them to address community waiting lists, staffing of primary care 
centres and keeping people out of hospital is critical.  This is what we will be working through 
with Dean over the next couple of weeks.  The Deputy is absolutely right that Sláintecare is all 
about moving care to the place of least complexity, trying to prevent things happening in the first 
place and resourcing of the community.  Our one mantra in the programme and implementation 
office was always “Let us resource the community properly and do it in an organised way”.  
Patients will see the benefits of that next year.  Will everybody see the benefits immediately?  
Probably not.  Will there be a start?  Yes, there will.  That is the priority from our perspective.

The integration fund also has a large number of projects that address issues the Deputy has 
raised around mental health and older people.  Many of these are not simply pilots, many of 
them are scaling initiatives that have already been working properly but which needed resourc-
ing and scaling.  Our goal is to get immediate, short-term improvements.  That is what will be 
put in place through next year.

Deputy  Stephen Donnelly: Ms Magahy hopes people will begin to see a meaningful dif-
ference by next year.

Ms Laura Magahy: Absolutely, and we-----

Deputy  Stephen Donnelly: On the same issue, Ms Magahy has obviously been looking in 
depth at our system.

Ms Laura Magahy: Yes.

Deputy  Stephen Donnelly: One of the things on which I cannot really get an answer is that 
when the amount of money being spent on healthcare is going up so quickly - it has gone from 
approximately €13 billion to €18 billion under the current Minister for Health alone, an un-
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precedented increase in healthcare spending - there is at the exact same time an unprecedented 
collapse in access to healthcare, which obviously should not be happening.  Having done all this 
work, analysis and stakeholder engagement, has Ms Magahy come up with any reasons things 
have got so bad when funding has gone up by so much?

Ms Laura Magahy: I will say two things in response.  First is our rising elderly demo-
graphic.  We are getting older and living longer, which is putting additional pressures on the 
system.  The older people are, the greater their demand on the health services.  That is a fact.

Deputy  Stephen Donnelly: That is a steady-state issue, though.  What we are seeing is 
access collapsing over a relatively short period, whereas the demographics have been tipping 
along for some time.  What has happened for access to collapse at the same time?  The extra €5 
billion that has gone into the system in the past four years comfortably covers demographics, 
so the funding is more than in place to deal with the demographics.  Does Ms Magahy have a 
sense of what else is happening that we are seeing such a collapse?

Ms Laura Magahy: I do not think we are getting the turnaround time within our hospital 
system.  That is another thing we have identified.  We know that a large number of beds in 
hospitals - probably 1,600 beds at present - are suboptimised.  That is a large amount of capac-
ity in the system that needs to be looked at.  As I said, Mr. Sullivan and I are jointly looking at 
capacity and immediate access to see what we can do about this.  Half of this is due to hospitals 
not being used optimally and approximately half is due to people who should be in different 
locations.  Deputy Donnelly mentioned respiratory illness.  We are outliers in terms of chronic 
obstructive pulmonary disease, COPD, occupancy in hospitals.  We need to put services around 
those people in the community.  That is part of what the integration fund is about, and the en-
hanced nurse contract will also help us to do that.  In alluding to all these key enablers in our 
presentation, we were trying to say those things will make a difference.  The GP contract and 
chronic disease management will make a difference, but going back to Deputy Donnelly’s main 
point, we are not using optimally what we have.  That is my view, having looked at the figures.  
We need to do more jointly with the HSE.  Does Mr. Sullivan wish to come in on that?

Deputy  Stephen Donnelly: May I ask-----

Ms Laura Magahy: Sorry, Deputy.  I might ask Mr. Sullivan to come in.

Deputy  Stephen Donnelly: May I ask one more question before that?  I can come back in 
later if the Chairman so wishes.

Chairman: We will get Mr. Sullivan in first.  The Deputy has one more question.  Then we 
will move on.

Mr. Dean Sullivan: To pick up briefly on a question Deputy Donnelly asked and Ms Maga-
hy’s response, waiting times are unacceptable.  I am not sure I would describe access as having 
collapsed.  The lists were unacceptable a year ago, and they are still unacceptable now.  It is a 
key priority for the HSE, the Department and the Minister to tackle those waiting times, not just 
for themselves but because of what they mean for individuals waiting for care and the concern 
and waste the issue causes in the system in terms of patients cycling through it, going back to 
their GPs, tipping up to emergency departments and so on.  Tackling this is an absolute prior-
ity of the organisation I am in and Ms Magahy.  We need to recognise, though, that the work 
to which Ms Magahy alluded, the PA Consulting capacity planning work commissioned by 
the Department just over a year ago, has flagged up material capacity shortfalls in the system.  
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Efforts are being made to address those.  That is the reality.  That work also recognises, as Ms 
Magahy said, that there are opportunities to use more effectively the capacity we have.

I will make a final point, which is again consistent with the Government’s commitment 
around all this.  Ms Magahy referred to the €12 million care redesign fund.  That will be tar-
geted at, among other things, the access issue and delivery of care in a different way and in 
different settings of lower complexity.  There is also an uplift in funding for the NTPF this year 
within the letter of determination from €75 million to €100 million.  That funding will be very 
helpful in trying to tackle precisely the problem Deputy Donnelly talked about.  I am confident 
we will begin to see a change during 2020.  I think there are opportunities, especially on the 
scheduled care side of the house, where a lot of the waits to which the Deputy alluded are, to 
begin to make progress on that and to start to build confidence in all our stakeholders.  I think 
the unscheduled care will be more challenging.  The reality is that there is a demographic pres-
sure there.  Admissions to hospital will continue to rise every year.  Capacity is tight.  We will 
make progress there but I do not think we will be as quick as with the progress on the scheduled 
care side of the house.  I hope, if we are back here in six to nine months, that we will begin to 
see that tanker starting to turn, but we can revisit the issue then.

Chairman: Does Deputy Donnelly have a further short question?

Deputy  Stephen Donnelly: No.  I will wait.

Deputy  Louise O’Reilly: I missed some of Ms Magahy’s presentation but, in my defence, 
I was getting the flu shot.  I had read it anyway.

Ms Magahy referred to the 1,600 suboptimised beds.  I find it a bit hard to reconcile that 
with the fact that we have bed occupancy rates approaching 100%.  When Ms Magahy says 
“suboptimised”, is she talking about delayed discharges?

Ms Laura Magahy: Not only.

Deputy  Louise O’Reilly: I ask Ms Magahy to elaborate for us if she can.

Ms Laura Magahy: I am happy to supply the Deputy with the analysis after the meeting, 
but the bottom line is that, standing back, equalising across different beds across the system and 
taking the best-performing hospitals, we must consider average length of stay, people coming 
in when they should not, perhaps the night before an operation, and people in beds because they 
are waiting for radiology treatments - people not being in the right place.  We have analysis 
and detail on that so we need to stop doing that.  To do so, we need to be able to provide those 
services somewhere else, so it is not as simple as saying, “Stop doing that”, because we need 
to provide alternatives.  We are in the process of doing so.  Some of this is accounted for by 
delayed discharges, and again the-----

Deputy  Louise O’Reilly: For what proportion do delayed discharges account?

Ms Laura Magahy: From the analysis, roughly half.

Deputy  Louise O’Reilly: That is very interesting.  The budget provided for approximately 
two fifths of the home help hours needed.  That will help, obviously - any additional home help 
hours will help - but it will not clear that list.

Ms Laura Magahy: Part of this is trying to stop people coming into a hospital when they 
should not be in the hospital.  Nobody wants to be in hospital if they do not need to be there, 
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and we need to start providing alternative pathways.  We need to look at other professions and 
what they can do.  We need to look at what pharmacists could do.  We need to provide alterna-
tive treatment paths and not have everybody coming into the emergency departments.  That is 
part of it.  Then, as we said, there are very good initiatives happening but we need to scale them.  
People are coming into emergency departments and being met by FIT teams, brought to other 
locations and treated in a better and much more humane way.  Things are happening in pockets 
around the system but we must scale them, standardise them and roll them out.

Mr. Dean Sullivan: That is a never-ending journey.  There are 11,000 hospital beds, as Ms 
Magahy’s slides showed.  One of the key planks of the capacity and access process is to im-
prove the efficiency with which we use beds, but we will never get to the end of that journey.  
The opportunities Ms Magahy has flagged up are there and we need to tackle them.  There are 
other opportunities, however, from discharge once a patient is declared medically fit all the way 
through to, as Ms Magahy said, patients being admitted on the day of surgery, ideally, or on the 
day before.  Good progress is being made on that, but again there is further work to be done.

Deputy  Louise O’Reilly: I do not want to get in a row with Mr. Sullivan.  He can say good 
progress has been made, and that was a great PowerPoint presentation, but in real life it does 
not appear that way to people.  Ms Magahy said we might begin to see an appreciable differ-
ence next year, but the Sláintecare report is already two or three years old and there has not 
been any difference.  In fact, the trolley wait figure for today is 551, and that figure hardly ever 
goes below 500.  What I am trying to tease out is where we will see an appreciable difference.

Mr. Dean Sullivan: That was the point I making.  The unscheduled care is a more complex 
problem with hard capacity issues in there in terms of patients who, no matter how many com-
munity alternatives we have, will require admission to hospital.  That is flagged up in the PA 
review, which states that even today we are 1,000 beds light of what we would need to tackle 
the occupancy issue the Deputy was talking about.  That is why we have to continue to apply 
pressure on the unscheduled care side of things and control.  I think it will be a slower improve-
ment but on the scheduled care side-----

Deputy  Louise O’Reilly: I am 100% with Mr. Sullivan.  When they were closing hospital 
beds, I opposed it.  I know there is a need for additional beds and additional capacity.

Mr. Dean Sullivan: -----we can see improvements more quickly.  I would be hopeful in that 
regard.  It is essential that we do.

Deputy  Louise O’Reilly: Does Mr.Sullivan have a view on the de Buitléir report?  We 
discussed it this morning.  I refer specifically to the fact that the national children’s hospital 
will have a private facility, and that the new maternity hospital has planned on having a private 
facility.  Is there a little bit of a contradiction there in terms of Government policy?

Ms Laura Magahy: I would not take the two in the same breath.  I absolutely have a view 
on de Buitléir in that it is part of what the original Oireachtas committee agreed to do.  The 
report is very logical and while it looks at doing things over a longer timeframe than was origi-
nally envisaged, it does so in a cautious way and suggests doing it in an iterative way.  A memo 
is being prepared for the consideration of Government on the de Buitléir report.

Deputy  Louise O’Reilly: Does Ms Magahy not think there is an inherent contradiction in 
the fact that we are sitting here talking about public medicine and the need to remove private 
healthcare from the public system while at the same time the Government-sponsored hospital is 
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going to have a private facility in it?  Ms Magahy is the head of the Sláintecare implementation 
office and I would have thought she would have a view on that.

Ms Laura Magahy: My view is to implement whatever Government decides.  Government 
will be given a memo on de Buitléir and if Government decides to implement it, we will make 
sure it is implemented.  It is a foundational piece of Sláintecare and was very much part of what 
the original objectives were about - the separation of private from public is part of what was 
originally mooted but it is a Government decision to make.  It is critical that it is made because 
if we are going to be building elective hospitals, we need a decision.  That is all I would say.

Deputy  Louise O’Reilly: I think it is critical as well.  If Ms Magahy’s view is to imple-
ment Government policy that is fine but I think there is an inherent contradiction in what the 
Government is saying.  There is no purpose in us going down that road any further.  Ms Magahy 
referred to a multi-annual commitment to recruiting staff into the community.  I know it is the 
1,000 therapy posts.  Kids in my constituency wait 33 months to see a therapist.  That list is 
only getting longer and the parents are only getting more desperate.  We know that.  In terms 
of physical bodies, what does that mean?  It seems to me that we have heard the 1,000 posts 
announced and reannounced in a number of different formats.  Where are they going to be?  
When are they going to be recruited?  Are they in college now?  What grades are they?  When 
are they going to start?

Ms Laura Magahy: Up to 1,000 front-line staff is what the budget permits.  That is €10 
million next year rising to €60 million.  They will be in place by the end of next year.  We are 
committed to doing it in a way that links it with services.  We could say we will put however 
many physiotherapists in however many locations and hope for the best but that is not what 
we are doing.  We want it to be linked to services for children, for people either on community 
waiting lists or to move people from hospital into the community.  It will be done linked with 
services.  Mr. Sullivan will be working through the service plan and will be identifying those 
positions.

Mr. Dean Sullivan: We had a letter of determination from the Department a couple of 
weeks ago and we are working through that as part of the service planning process.  As Ms 
Magahy says, the key thing for us will not just be putting bodies on the ground but understand-
ing what the impact of those bodies is going to be.

Deputy  Louise O’Reilly: That is the exact question I am asking.  What grade, group or 
category of workers are they going to be?

Mr. Dean Sullivan: All of that detail is to be worked through.

Deputy  Louise O’Reilly: The HSE is hoping these 1,000 people are going to be in posts 
by the end of next year.

Mr. Dean Sullivan: Yes.

Deputy  Louise O’Reilly: Do the witnesses know how many people were recruited from 
the beginning of this year until now?

Mr. Dean Sullivan: Not sitting here now, but I am assured that a number of the order that 
we are seeking to recruit; the staff are out there on panels and so on if we can find the funding, 
which obviously we have now through the Government’s allocation this year.
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Deputy  Louise O’Reilly: Currently, the staff are on their panels and they are just waiting 
on the position.

Mr. Dean Sullivan: It is my understanding that a large number of staff are panelled.

Deputy  Louise O’Reilly: Does Mr. Sullivan have sight, obviously not of the names, but of 
the numbers on the panels?

Mr. Dean Sullivan: I do not have them with me today.

Deputy  Louise O’Reilly: Could he get them for us?

Mr. Dean Sullivan: Yes.

Deputy  Louise O’Reilly: These are therapy grades as well as public health nurses, presum-
ably.

Mr. Dean Sullivan: A range of different types of staff, yes.

Deputy  Louise O’Reilly: Does that include public health nurses?

Mr. Dean Sullivan: My understanding is that for all of the staff we are seeking to recruit, 
they are either panelled or available through other processes during the next year.

Deputy  Louise O’Reilly: I would be very interested in hearing that because I am not con-
vinced there is a cohort of public health nurses panelled and waiting to come in to work.

Mr. Dean Sullivan: I will give the Deputy a note.

Deputy  Louise O’Reilly: It would be helpful if Mr. Sullivan could share that with us.

Mr. Dean Sullivan: Certainly.  For clarity, I will get the Deputy a note on that with all the 
detail.

Deputy  Louise O’Reilly: I know Mr. Sullivan does not have the figures with him.  I am not 
trying to bounce him into saying something.  I am just saying I will be making this face if there 
is a group of public health nurses panelled and ready to come in.

Mr. Dean Sullivan: Or if not panelled, they can be certainly in post before the end of next 
year through another process.

Deputy  Louise O’Reilly: Mr. Sullivan might talk to his colleagues in the acute sector be-
cause they have desperate trouble recruiting nurses.

Senator  Colm Burke: Over the past four years, my understanding is that an extra 16,000 
people have been recruited and are now working in the HSE.  That is compared to December 
2014.  While there has been a 24% increase in administration and management staff, there has 
been only a 3.7% increase in the number of public health nurses.  Can we be given a figure as 
to the increase in public health nurses that is going to happen over the next 12 months?  Al-
though my colleague has given the impression that the whole health service has collapsed, the 
number of outpatient appointments has not decreased.  The number of day care procedures has 
not decreased.  The number of operations happening per week, per month and per annum have 
not decreased.  The witnesses would probably agree with that.  If anything, the numbers in all 
areas have increased.  In case people get the concept that there are 118,000 people in the HSE 
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sitting around doing nothing all day, that is not the position.  They are all working very hard.  
However, I want to raise the issue of access to diagnostics by GPs.  As regards people having to 
be referred in to accident and emergency departments to get access to diagnostics, what proac-
tive work has been done?  We want to keep care in the community and away from the hospital.  
What has been done to make diagnostic services available to GPs in a faster timescale than 
currently is available?

I have raised the issue of dieticians consistently over the last three or four years and nothing 
has been done on it.  We have a system whereby if a nursing home patient requires advice or 
consultation with a dietician, he or she has to be taken in to the hospital.  What are we doing 
to have dieticians call to nursing homes once every month or two to reduce the overall cost of 
this?  If a patient has to be taken into a hospital to see a dietician, the likelihood is that two staff 
from the community hospital or whatever have to travel with them.  There is a significant cost 
and time factor.  It is a very simple issue where work can be done in the community rather than 
in a hospital.  I would like to hear answers on the three issues I have raised.

Ms Laura Magahy: I will take the question on access to diagnostics.  It is a really important 
piece.  A group that was set up under the national clinical programme for radiology is actively 
examining that.  It is looking at working across traditional boundaries and promoting advanced 
practice radiographers.  By 2022, we will have 70% more radiographers.  They are in training at 
present.  It is very important that they are in the pipeline, as it were, and will be ready to do it.  A 
new workforce model is being developed to meet GP and patient needs, as well as new models 
of education and training.  I am happy to supply details of that.  It is the work of the HSE’s na-
tional clinical programme for radiology.  It has mapped all the different radiology infrastructure 
throughout the country.  Again, that work was one of the deliverables in the action plan and it 
has been done.  The issue is to get it up and running.

Mr. Dean Sullivan: I will comment more generally about diagnostics and take up the point 
the Senator was making about the slightly convoluted process around dietetics.  The most im-
portant thing, to refer back to Deputy Donnelly’s point, is that people have timely access to di-
agnostics.  That is more important than whether it is through a GP or whether the diagnostics are 
delivered close to the patient’s home.  The first thing we must do is ensure that the capacity in 
the system in Ireland is sufficient to respond in a timely way to the needs of the population.  We 
must get that in some type of order, and that is some way ahead at present.  However, through 
the same process we were talking about previously we will start to see progress on it during 
2020 and beyond.  Then we can move to make it ever more accessible for GPs and so forth and, 
in due course, get to a position where, if it is entirely reasonable for somebody to be referred by 
the person’s GP for a scan of some description, it does not go around the houses and we end up 
with that service being delivered in a local setting.

On the dietetics issue, we could pick a number of pathways.  Some of the eye care pathways 
are a little like that as well, with people going around the houses to an extent.  A number of 
pathway processes are being reviewed by the clinical programmes with a view to streamlining 
them and identifying whether there is any added value in the patient going through two or three 
hoops when care could be delivered more straightforwardly and locally without the various 
hoops on the way.  There are issues to be resolved and assurances given to various clinical staff 
to understand what that would look like.  They are motivated by, among other things, ensuring 
that patients do not fall between the cracks.  That is how these pathways in some cases have 
developed.  However, in the 21st century there is certainly scope, and dietetics is one area, to 
make the pathway much more straightforward for the patient so he or she does not have to go 
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via a hospital to get physiotherapy, dietetics, diagnostics or whatever else.  It should be entirely 
possible for patients to access those at local level without going anywhere near a hospital or a 
hospital practitioner.

Senator  Colm Burke: With regard to dieticians, one of the issues is that they will not deal 
with community hospitals because their travel expenses from the hospital to the community 
hospital are not covered.  That is a simple issue that can be resolved.

Mr. Dean Sullivan: Absolutely.

Senator  Colm Burke: Why are we not seeing proactive work on that simple issue?  There 
are approximately 24,000 people in nursing homes.  If any one of them wishes to get access, the 
individual must physically go to a hospital.  This is a very simple matter.  There is a huge cost 
reduction in having a simple system put in place to accommodate the needs of the dietician who 
can provide the care where the person is being cared for.

Mr. Dean Sullivan: I fully agree.  We will get a note to the Senator on the position on that, 
if that is acceptable.

Senator  Colm Burke: The other issue I raised was public health nurses.  What is the cur-
rent position in that regard and what percentage increase will there be over the next 12 months?

Mr. Dean Sullivan: Again, that is part of the discussion on how we commit the €10 million 
increase and the €60 million in 2021.  That will not be available in the immediate week or two 
but will be worked through in the next couple of months with Ms Magahy and other colleagues 
in the Department.

Senator  Colm Burke: My argument is that there was a 24% increase in one area of health-
care, which was administration and management, while in another area, front-line public health 
nurses, there was a 3.7% increase in the number of people working.  That does not appear to be 
the correct way of developing community care.

Ms Laura Magahy: We can come back to the Senator on that.

Senator  Colm Burke: Please do.

Chairman: I call Deputy Shortall, the chairperson of the Sláintecare committee.

Deputy  Róisín Shortall: I thank the witnesses for their presentation.  It is clear that a great 
deal of work has been done on the detailed planning for the implementation of Sláintecare and 
the outworking of many aspects of the recommendations.  That is commendable.

The missing piece is the funding required to make these recommendations happen in the 
short term as opposed to stretching out over future years, so we get beyond the point of pilot 
projects and individual funds for interesting things.  They are not on a sufficient scale to achieve 
the type of step change that is required and was envisaged in the Sláintecare report.  It is regret-
table.  The opportunity arose in the budget for the Government and those who support it to al-
locate the necessary funds at a level that would achieve that step change and ensure that citizens 
would see an appreciable improvement in services.  That can only happen if funding is provided 
on the scale to achieve those major changes and the shifts in where we provide services.  It is 
only when that happens that people will starting seeing a difference and will be able to achieve 
access.
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The main problem for many of our citizens is that access is so poor.  An example of that are 
the issues of eligibility and entitlement, on which the committee was very strong.  We need to 
move beyond the current arrangement where people are eligible to receive services if the servic-
es are available but there is no legal entitlement.  That is the big difference between healthcare 
and, for example, social welfare.  I can appreciate that the witnesses are in an awkward position 
and that they must talk about the issue of entitlement potentially being kicked to a citizens’ as-
sembly, but the Sláintecare report referred to extending legal entitlement from the start of the 
implementation of Sláintecare.

There are other big ticket items that must be dealt with and where there has not been much 
progress.  One of those is the consultant contract.  Earlier Dr. de Buitléir spoke to the committee 
about its importance if we are to achieve the ending of private care in public hospitals, which 
is a key enabler and potentially a game changer in how we provide healthcare services.  Will 
Mr. Sullivan give us any hope that work is being done on a new consultant contract?  It was not 
referred to in the presentation.  This is in light of the recommendations in the de Buitléir report, 
the issues that were raised during the summer regarding the Medical Council, a high level of 
bullying and unacceptable practices in the hospital doctors arena, the question of specialisation, 
and the fact that we seem to be concentrating too much on specialisation among hospital doc-
tors at the expense of generalists and getting people out and working more quickly.  There are 
indications that there is much interest in public-only contracts.  We must move quickly towards 
those if we are to achieve significant changes in hospital services.  Perhaps Mr. Sullivan will tell 
us the position with the new consultant contract and when we might see some product from that.

Equally, there is the GP contract.  We know there is a major shortage of GPs and we know 
that many new graduates would willingly stay here if they could afford to do so and if they 
were not expected to set up their own practice or work as an assistant.  There is a programme 
for Government commitment with regard to the introduction of salaried GPs.  Is anything hap-
pening on that?  There is a new GP contract, but as far as I can see there has been no progress 
on salaried GPs.

There are other areas on which I have questions.  One of the key recommendations of the 
Sláintecare report that was not covered in the report before us relates to legislation.  If memory 
serves me, we recommended that legislation be introduced in seven areas.  One of the most 
important is the question of accountability, throughout the system, starting with ministerial ac-
countability for the provision of adequate services.  It was recommended to us on the committee 
that introducing such accountability would be a game changer in respect of the politics of the 
issue.  What is the status of that proposal and of the recommendation on legislating for account-
ability at clinical and administrative level?  The chair of the board, Dr. Tom Keane, was very 
strong on the need to legislate for clinical accountability.  As far as I recall, he stated it was one 
of the most important steps we could take.  Given that our guests have not mentioned legisla-
tion, they might comment on that.

On the question of entitlement, is putting it to a citizens’ assembly the only recommenda-
tion?  We expected progress to be made in the area.  I get the distinct impression the matter is 
being kicked into a long process.  When is there likely to be some progress in the area? 

On the additional 1,000 community staff who were flagged in the budget, I very much wel-
come the decision in principle but I am anxious to hear the planned timescale.  If those who 
have control of budgetary matters had provided the funding in a more upfront manner, the staff 
would be recruited upfront, rather than in what has been described as the medium or longer 
term.  To what extent has Ms Magahy’s office control over the allocation of those staff posts?  
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What is the basis on which it will allocate those posts?  We in the committee were strong about 
having objective resource allocation systems in place and removing the politics from the alloca-
tion of resources.  Will Ms Magahy update us in that regard?

Ms Laura Magahy: I thank Deputy Shortall for recognising the work that was done by 
colleagues in the HSE and throughout the system.  It means a great deal, given that she was the 
Chairman of the committee that produced the original Oireachtas report.

On eligibility and entitlement, there will be a concerted effort immediately.  I highlighted 
a couple of aspects in the presentation, including the memo to Government on the de Buitléir 
report, which is important.  A unit is being established within the Department of Health specifi-
cally to examine eligibility and entitlement, and will be resourced to do so.  There has not yet 
been a concerted effort but there was acknowledgement through the Secretary General that it 
would happen and we are very pleased about that.

The issue of eligibility and entitlement touches on several Departments.  As the committee 
will be aware, if one is eligible to a medical card, one will also be entitled to other benefits.  
We have agreed at the high-level delivery board that an interdepartmental group will be set 
up to examine eligibility and entitlement.  They are tangible steps that will give emphasis and 
momentum to that question, which is important.  The Minister recently attended the universal 
healthcare forum in New York and is very committed to universal healthcare.  It is important to 
get the homework done in respect of what universal healthcare means and produce a pathway 
to what it will cost.  The issue of cost explains why we proposed a citizens’ assembly.  I might 
ask Dr. Healy to say a few words on the matter and I can return to the other questions thereafter.

Dr. Gráinne Healy: I am sure we are all aware of how effective a tool a citizens’ assembly 
as a structure has been at allowing us to bring citizens into the room, to present them with solid, 
evidence-based research and to put questions to them.  By and large, not just in the case of the 
assemblies on marriage equality and the eighth amendment, the experience has been that they 
come up with the correct answers.

The commitment to universal healthcare is strong and has not slipped.  Nevertheless, en-
gaging the citizens in a conversation about the path to it would be useful.  It is not about not 
providing it but rather about seeking the informed views on how we would go about providing 
it, which we would determine by gathering the citizens’ opinions.  I am a fan of the citizens’ 
assembly as an important, structured way of gathering views.  While we are mindful of the 
House’s own work over a period, carried out by many Members of the Oireachtas, the com-
mittee and the experts who appeared before it, we have discovered in our engagement that the 
public has little knowledge or understanding of the matter.  The citizens’ assembly structure 
is a way of focusing the desired media attention on such conversations and discussions and of 
genuinely involving the public.

That is a short summary of why we propose a citizens’ assembly.  There is a head of steam 
behind it and we would love for it to be done.  It is not a way of kicking the can down the road.  
In fact, it is the opposite.  It is a matter of engaging the citizens on what remains one of the main 
commitments of the Sláintecare project.

Ms Laura Magahy: On consultants’ contracts, we are pleased the discussion has com-
menced with the Irish Medical Organisation, IMO, while the Irish Hospital Consultants As-
sociation, IHCA, has been invited in and will soon appear at a meeting to discuss the matter.  
I imagine that the issue will play out over the next several months and we will return to the 
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Government for a decision.

The Deputy indicated that it is not just money that keeps people in a job, although it is an 
important factor.  I acknowledge her point.  It is also about the atmosphere - not just physical 
but also cultural - in which they work.  If people cannot get access to theatres to perform op-
erations or see people in the correct circumstances, it becomes hard for all healthcare staff to 
work in such conditions.  The elective hospitals initiative we have done, which was intended to 
streamline unscheduled and scheduled care, will help in that regard.  It will help people to have 
their theatre time and will keep professionals interested and engaged in their work.  That is as, 
if not more, important as money to the professionals to whom we have spoken.  Highly skilled 
people being unable to get into theatres on time is not conducive to retention. 

On resource allocation and the additional 1,000 front-line staff, I am mindful a resource al-
location model has been applied throughout the system.  The ESRI has pointed out there is an 
unequal distribution of community healthcare workers per head of population throughout the 
country.  While I am mindful of that as a base, we must also examine the services that such 
community healthcare professionals will put in place, in response to community waiting lists or 
staffing the primary care centres, as well as the initiatives or services that will move and keep 
people out of hospital-----

Deputy  Róisín Shortall: Will that model be ready for the allocation of the 1,000 posts?

Ms Laura Magahy: Yes, as Mr. Sullivan noted.  The baseline has been done and we know 
the extent of the community waiting lists throughout the country.  It is now a matter of identify-
ing the priorities and the need, because the allocation will not solve everything.

Deputy  Róisín Shortall: The additional staff will not be used just to reduce waiting lists.

Ms Laura Magahy: No.  I mentioned community waiting lists as a barometer in respect of 
Deputy O’Reilly’s point about people waiting for services in a community.

Deputy  Róisín Shortall: Can Mr. Sullivan answer the question about the GP contract?

Mr. Dean Sullivan: As the Deputy said, there is a GP contract in place.

Deputy  Róisín Shortall: There is also-----

Mr. Dean Sullivan: I am not aware of the issue about salary GPs that the Deputy is asking 
about and whether that was a part of discussions or not.  My understanding is that it is not part 
of the current contract at all but I am happy to come back to the Deputy on that.

Deputy  Róisín Shortall: It is not a part of the contract but is anything happening on the 
commitment to introduce that?

Mr. Dean Sullivan: I am not aware of anything but that is not to say that there is nothing 
happening.  I will get back to the Deputy if there is anything happening but I am certainly not 
aware of it.

Deputy  Bernard J. Durkan: I congratulate our guests for embracing the task ahead of 
them in a positive way, identifying targets in a realistic way and setting about their job in a 
practical way.  They are to be congratulated.  It is very easy to sit by and criticise the system and 
say that somebody should do something.  Oscar Wilde said that duty is what we expect of oth-
ers but not necessarily of ourselves.  Our guests have embraced the mission with decisiveness, 



48

JH

clarity and a sense of purpose.

Are our guests satisfied with the progress of the action plan in meeting their targets so far?  
Has the progress been in line with their expectations?  Is the progress that has been made on 
track to achieve the expectations next year and in subsequent years?

What has been the impact on the delivery and co-ordination of activity in the system since 
the appointment of the new board of the HSE?  One of my colleagues will deal with the gover-
nance of e-pharmacies and I will leave that.

The enablers that have been put in place seem to be embracing and comprehensive.  Other 
issues will arise as Sláintecare evolves but have any arisen so far?

The postgraduate medical education strategy is an issue that has come up on a number of 
occasions as requiring urgent attention.  Are our guests satisfied that the required attention is 
being given to the issue as a means of addressing a whole series of issues that may arise down 
the line?

How is the single assessment mechanism progressing?  Is it in line with expectations?  Are 
there any snags?  Can it be improved?  If not, why not?

I am also concerned about access to hospitals.  Senator Colm Burke referred to nursing 
homes and dietary issues.  Dietary issues seem to be important for older people who are long-
stay patients in hospitals.  The extent to which an appropriate diet is available to such persons 
seems to be much more important than we, or at least I, first anticipated.  This committee will 
meet some people on that issue in the not so distant future and that will hopefully be of benefit 
in improving quality of service and quality of life and health for people who are either in care 
at home or in nursing homes.  Sufficient emphasis has not been placed on dietary issues in the 
past.  From what we now see, hear and read, that is an area in which we can contribute greatly, 
at little cost, to an area that could relieve the burden on many aspects of services in many ways.

Ms Laura Magahy: I thank the Deputy for his comments which I will relay to the team and 
they will be pleased.

The Deputy has asked several questions and I will try to answer them in sequence.  We are 
on track so far but we have an awful lot to do.  We are only in year one.  It is only 13 months 
since I sat before the committee without a team and with no staff.  We started pulling it together 
from scratch and working with colleagues in the HSE and the Department.  We have put struc-
tures in place now so we have a fair wind behind us and I acknowledge the work of my col-
leagues in the Department and the HSE as a part of that.  We are on track so far but we cannot 
rest on our laurels.

One of the first things that the director general, Paul Reid, asked about when he started was 
how the HSE was doing and how the board of the HSE, with its new remit and governance 
structures, was going to interface with the Sláintecare implementation office.  There was a gen-
uine acknowledgement on his part and on mine that we need to work seamlessly together.  One 
cannot have one piece of work in the Department and another in the HSE, trying to do things 
that are not joined at the hip.  I am delighted to have agreed with Mr. Sullivan that we are going 
to have a joint implementation approach to capacity planning, in particular, and the roll-out of 
the regional integrated health plan.  That took a while to work through but is now in place.

The Deputy also asked about the single assessment tool which is critical because it is the 
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basis of the statutory home care scheme.  All older people and, eventually, people with a dis-
ability will be assessed through the single assessment tool.  Their requirements will be looked 
at and it will form the basis of the statutory home care scheme.  I should have alluded to that 
as another important eligibility entitlement initiative when I was answering questions from 
Deputy Shortall.

The tool is being piloted at the moment in a few different areas and they are working through 
how it is happening in practice and talking with the various people on the ground about glitches 
and improvements that need to be made if there are any.  It will be fully rolled out from Febru-
ary onwards.  It is a very good thing that is happening.

I agree that the postgraduate medical education strategy is very important.  It is joined up.  It 
is being chaired by Mary Doyle, the former Secretary General of the Department of Education 
and Skills, who is a capable and knowledgeable person.  I have a meeting with that team this 
afternoon to see how that is going.  It is a very important piece of the jigsaw.

The Deputy may not know that HIQA is organising that a survey for patients will go into 
nursing homes and that will feed in nicely to seeing what the response is to food and we look 
forward to seeing the results of that.  The Deputy is right that diet is a key part of our health and 
well-being.

Did I miss any of the questions that the Deputy asked?

Chairman: Was there any question asked by Deputy Durkan that was left unanswered?

Deputy  Bernard J. Durkan: I am sure I will come back in again.

Deputy  Kate O’Connell: I also thank the witnesses for coming before us.  I hope this all 
works out because it is two and a half years since the report of the Select Committee on the 
Future of Healthcare, chaired by Deputy Shortall and upon which Deputy Durkan and I sat, 
was published.  We are now 25% of the way into a ten-year plan.  It is not Ms Magahy’s fault 
because she had nothing to work with initially apart from our report.  That committee report 
was born out of a frustration with the system and situation as it was.  We all worked together to 
try and leave our bias behind and work to the future.

Following on from that, part of the issue I see now is the constant leeching of top-end con-
sultants that this committee spoke about in the previous session and last week.  Those consul-
tants are leaving our public sector to join our private sector and we have not yet managed to stop 
that bleed.  As long as that continues, I fear we cannot deliver this, despite whatever else we do, 
unless we have the hospital consultants to lead this healthcare provision.  We need to focus on 
the consultants.  Some 50% of NCHDs are not in training posts.  We have the leaching of the 
top people but in terms of succession planning, we do not have the bodies coming along in the 
future that are wedded to the system and part of a structured career path.  If all of this worked 
out, and everybody was up for it, how are we going to guarantee that we have the consultants 
to lead the delivery of healthcare?

The GP contract and salaried GPs was a critical point of Sláintecare.  There has been an 
emergence in the larger urban areas of GPs who have general medical services, GMS contracts 
doing many elective and cosmetic surgeries in their clinics and many travel vaccines.  I do not 
class all GPs in this group.  These procedures are not jobs that GPs should be doing in a strained 
health service.  I would much prefer to see my child’s burst eardrum being seen over somebody 
getting elective Botox in a surgery.  I am quite concerned about the use of GPs’ time.  This is 
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not a criticism as they have to pay rents, rates and salaries and there is probably more money in 
elective cosmetic surgeries than in weeping children’s ears.  I am concerned that if we do not 
go down the salaried GP route, we will always be competing where the skill sets of the GPs are 
siphoned off into sectors that are more profitable and have no public health value.

On pharmacists, we spoke about patients earlier and often speak of them as if they are all 
same type of patient.  Any of us who works in the health service, however, knows that there 
are major complexities in patients.  I am reminded of a pharmacist in Galway who took it upon 
himself to monitor ten complex patients across gender and age groups.  This pharmacist togeth-
er with the local public hospital and GPs, they held the hands of ten people as they went through 
their complex lives with their complex medical conditions.  It was a loose study, but the ten 
individuals were admitted to hospital 30 times in the year prior to this intervention, an average 
of three admissions.  Following this intervention, there were only four admissions in the next 
year.  My concern is that we look on patients as if they are all the same and we never hold the 
hand the most vulnerable.  We just keep firing money and expensive injections and treatments at 
them but we do not follow up whether the injection goes into their body or whether they turn up 
for their appointment.  The group of people in Galway proved that when resources are directed 
at the most vulnerable and complex cases, this can have a significant impact on hospital admis-
sions.  Various figures are bandied around, but there is a claim that up to 60% of hospital admis-
sions are due to medication errors.  If, as Deputy Donnelly mentioned earlier, three quarters of 
beds in public hospitals are occupied by people who come in through emergency departments, 
investment in the more complex patients with great need seems to be the key to try to reduce 
the bed occupancy rate and waiting lists.  How is Sláintecare progressing with the pharmacists?  
The fundamental basis of Sláintecare was need and not ability to pay, and a move towards the 
community.  It must be ten years since pharmacists started doing the flu vaccine.  It started 
off - with no offence intended towards the Chairman - with the question as to how pharmacists 
might manage and what if some person died or had an anaphylactic reaction?  Some ten years 
later, is ten years correct?

Deputy  Róisín Shortall: Yes, I believe it was ten.

Deputy  Kate O’Connell: I was expecting a child when I believe I may have been in the 
first tranche of recipients.  It was said that pharmacists would not want to give injections to peo-
ple but we all got over it.  How will the role of the pharmacist in the community be expanded 
to prevent this 60% of admissions that are based on medication errors?

I know I am boring everybody to tears, but some of the things that happen are so common.  
Someone seeing a consultant in a private hospital, for example, and does not think that he or 
she needs to tell his or her GP in Clare what is going on with the cardiologist in Dublin.  They 
then go somewhere else to get something else done.  They then get a prescription in one phar-
macy, and get the other one in the pharmacy beside the private hospital.  They go home and 
are taking three times the medication they should be on. This is common.  I get worried when 
we talk about citizens’ assemblies and such matters when we have not focused on why people 
are turning up in emergency departments.  Accidents and emergencies happen.  However, if we 
invested in the prevention of man-made errors, we could free up capacity in our system.

Chairman: Can the Deputy allow me to have some of those questions to be answered?

Deputy  Kate O’Connell: Yes.

Chairman: There are a number of minutes left.
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Ms Laura Magahy: I agree 100% that pharmacists should, and could, do more.  As recently 
as last week, I had a productive conversation with Mr. Daragh Connolly from the Irish Phar-
macy Union, IPU, about what it could do.  There are good examples relating to minor ailments 
in Scotland and, therefore, we are working up a scheme to see what we can do.  Pharmacists 
are on nearly every street in the country.  They open later than most other healthcare providers 
and there is a significant opportunity in this regard.  I will be very happy to come back to the 
committee when that is worked out.

Deputy  Kate O’Connell: It is also the second most-trusted profession, which is important.

Ms Laura Magahy: Which is the first?

Deputy  Kate O’Connell: I believe it is the veterinary profession.

Ms Laura Magahy: Why are GPs not the first?

Chairman: We sometime look after animals.

Ms Laura Magahy: I fully recognise the role that pharmacists could play and we are ac-
tively exploring that.

On the questions raised by the Deputy on medication errors, we are looking at e-pharmacy 
as a priority project, and the HSE has agreed the governance for that.  The individual health 
identifiers, IHIs, are now in place, which give the basis for the shared care record.   The e-
pharmacy project will be the quickest win in value for the patient from a shared record point of 
view.  If we had that and we are looking at a patient portal, the patient would go to the private 
hospital or to the places the Deputy has mentioned, and their medications would be on their 
portal, which would be able to show what have had.  That is critical to the move between the 
hospital and the community, and for the patient to move between different care settings.  That 
is an absolute priority.  This is firmly on Mr. Sullivan’s radar as well.  I will be happy to come 
back to the committee regarding progress on this issue.

Chairman: I thank Ms Magahy for her reply.

Deputy  Kate O’Connell: Dietetics has been a concern of mine for years in respect of 
people in nursing homes.  The HSE did a great deal of work on cutting back on elemental feeds 
and so on.  To follow on from Deputy Durkan’s commentary, wound management and protein 
content of food is vital for older people and people with an injury, old or young. I agree with 
the Deputy Durkan that while hospital meals have improved in recent years, a fundamental part 
of growing and repairing a patient’s body seems to have been neglected.  It is unacceptable that 
older people or people with swallow issues can be handed a carton of Ensure.  Regardless of 
their age or the complexity of their needs, people receiving care have a very basic right to have a 
balanced diet made available to them if they are not able to get their own food, which will obvi-
ously be the case if they are in a nursing home.  Diet has to mesh with medication, doctors and 
nursing.  This issue cannot be left on its own.  There is no point in a patient getting wonderful 
wound care from wound specialists using really expensive pressure sore bandages if he or she 
is getting no protein.  That wound will never heal.  This has been ignored or left to the wayside 
for the years, probably due to the power of the companies making the elemental feeds.  

Chairman: I would like to pick up on something Deputy O’Connell touched on, namely, the 
shared care record.  When representatives of the IMO appeared here last week, they identified 
the shared care record as one of the critical enablers of reform of the health service because it 
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crosses all clinical disciplines and drives efficiency.  A practitioner could log into a shared care 
record and see what diagnostics have already been carried out and do not have to be duplicated, 
as well as finding information on a patient’s current medication.  This is absolutely critical, 
more so than clinical input and numbers of consultants, nurses and allied professions.  It drives 
efficiency.  One of the critical points in the Sláintecare report was the need for a shared care 
record and a single health identifier in order that people could be tracked through the system.  
It drives efficiency so well.  It would substantially reduce waiting lists because there are many 
people on several waiting lists seeking service from several different hospitals and disciplines.

The Sláintecare report set aside a figure of €850 million or €875 million for the shared care 
record.  In the current climate it is unlikely that this kind of money will be available in the short 
or medium term.  How is the Sláintecare implementation office approaching the introduction of 
a shared care record?  I see that e-health has been included under “Workstream 1” in the sub-
mission.  What progress has been made on this?  A shared care record also drives integration, 
another cornerstone of Sláintecare.  It offers efficiency, integration and a better quality of care.  
What stage has that reached? 

Ms Laura Magahy: I completely agree with everything the Chairman has said.  This issue 
is absolutely critical.  The e-health office is currently involved in a dialogue to see how quickly 
a shared care record can be put in place.  The results of this dialogue, which is currently ongo-
ing with ten companies, will be produced by the end of this year.  This will offer a direction 
and enable us to use what we have.  We have had this conversation before.  There is already an 
awful lot of data, including data from the primary care reimbursement service, PCRS, GP data 
which will hopefully come on stream, patient administration system, PAS, data from the hospi-
tal system and data on radiology from the national integrated medical imaging system, NIMIS.  
There is an awful lot of system data.  We now need a platform that can get these data sets to talk 
to each other.  That is different to the electronic health record, which has already been rolled 
out in some of the maternity hospitals and St. James’s Hospital.  The shared care record is more 
urgent and more applicable from the patient’s perspective.  Good progress is being made but 
a real focus will be needed next year.  The capital plan includes a budget for that.  I know that 
every effort is being made through Mr. Sullivan’s good offices to make that happen.

Chairman: How soon will we see a shared care record?

Ms Laura Magahy: A period of two years is predicted.  If we establish a way forward next 
year by having all the conversations concerning data sets and the general data protection regu-
lation, GDPR, go to tender and put it in place, it should take two years, given a good impetus.  
That is what I am hoping for.

Chairman: I thank Ms Magahy.  We only have 11 minutes left.

Deputy  Bernard J. Durkan: I do not need all of that time.  I will be happy to share it with 
my colleagues.

Chairman: We can take one question from each member.  I will allow one minute to each 
with one minute for an answer.

Deputy  Louise O’Reilly: I would like to make one very quick observation.  Reference has 
been made to citizen and staff engagement.  That excludes people who may not technically be 
citizens but are working in the health service.  Perhaps the language could be altered slightly.  I 
acknowledge exclusion was not intended.  Has that had an impact or do the witnesses believe 
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the full breadth and diversity of people who could contribute to this engagement has been en-
compassed?

Ms Laura Magahy: I do not think we have achieved that yet.  Would Dr. Healy like to 
comment?

Dr. Gráinne Healy: We have looked at the possibility that this could be exclusionary.  We 
have gone back to using the word “citizen” because of the feedback we received.  The feedback 
we received indicated this wording was seen as more inclusive.  We did a bit of research on that.  
Our sense is that we are not there yet.  However, we engaged 100 advocacy groups at a seminar 
last week.  These groups included all different kinds of voluntary organisations representing 
people right across the community.  When we examine the regions over the next year, we hope 
to really drill down in co-operation with those organisations, so that we get right down into the 
communities to inform the co-design of the system.  Whether someone is a citizen or not, we 
will be very mindful of that-----

Deputy  Louise O’Reilly: I was just struck by that.

Dr. Gráinne Healy: I take the Deputy’s point.

Deputy  Louise O’Reilly: I have a further question-----

Chairman: We will have to move on.

Deputy  Louise O’Reilly: I refer to recruitment and the establishment of the new structures.  
How many staff members above grade 8 have been employed as part of the new structures?

Ms Laura Magahy: No additional personnel have been recruited.

Deputy  Louise O’Reilly: As such, this is just a change in structures with no new staff to 
support it.

Ms Laura Magahy: If one thinks about it, we are moving from 14 structures to six.

Deputy  Louise O’Reilly: Has anyone lost their job?

Ms Laura Magahy: We have not done it yet.

Deputy  Bernard J. Durkan: Can we get some more information on housing options for 
the aging population?  If the witnesses do not have it just now I can receive it by correspon-
dence.  I would also like further elaboration on the postgraduate medical education strategy.  It 
is an important item that has come up several times and we could do with some more informa-
tion on it.

Deputy  Kate O’Connell: I wish to refer to the citizens’ assembly.  I initially baulked at the 
idea but I am now thinking it through.  As we cannot change the system overnight, the witnesses 
are really talking about letting people decide what their priorities are in relation to universality.  
For example perhaps chiropody or GP care should become universal.  Is the aim of this idea to 
let the people decide what the priorities are?

Dr. Gráinne Healy: It is not just about priority but that there are several options as to how 
this might happen.  A citizens’ assembly would determine what people are looking for in order 
to get some direction from an informed evidence base.  If there are five different ways of reach-
ing universality, what is the public’s preference, what would it look like and what would the 
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stepped approach be?  That would give us a real sense of priorities.  That is the thinking behind 
this idea.

Deputy  Róisín Shortall: I did not get a reply to my question on legislation.

Ms Laura Magahy: The question concerned clinical governance in particular.  My apolo-
gies to the Deputy.  Everyone would agree that clinical governance has to be embedded in every 
single thing that happens.  It is not just an add-on or something that comes from the top.  It 
has to be incorporated into every single part of all of the services available across the system.  
Clinical governance will be part of the design of the regions and the allocation of roles between 
the Department, the HSE and the regions.  It is envisaged that legislation for the regions and 
everything that means will be brought into place in two years’ time.  That is the position.

Deputy  Róisín Shortall: Does that mean legislation will be introduced in two years?

Ms Laura Magahy: Yes.

Deputy  Róisín Shortall: That is an unnecessary delay.  Our fears about departmental cap-
ture are being realised.

Ms Laura Magahy: We will achieve this more quickly if we can.

Deputy  Stephen Donnelly: I have two quick questions.  The figure of 2,600 beds comes 
from the capacity review.  The review describes this figure as an extreme requirement, not the 
likely requirement.  It is the minimum conceivable number.  If everything in the world worked 
exactly right, at the right time and infinite resources were available to do everything else, 2,600 
beds would be needed.  The review states, however, that up to 7,200 beds would be needed.  Ex-
perts have informed me that the number is probably somewhere in between those two figures, in 
other words, between 4,500 and 5,000 extra beds will be needed.  Given that, is the independent 
review group worried that we are planning to fail?  If we add 2,600 beds when we probably 
need twice that number, are we knitting in failure of the system for the next two years?

On costs, has the independent review group been able to discover the cost per bed day or 
procedure, or both, for the different hospitals?

Ms Laura Magahy: I agree the target of 2,600 beds is almost like a best case scenario.  
After all the improvements required are taken into consideration, only 2,600 beds are needed, 
which is still a very large number.  However, the timeframe is until 2031 so we have a bit of 
road to travel, although we know it takes a long time to plan and build infrastructure.  We were 
talking earlier about the suboptimal use of some current beds.  The first and most immediate 
target is to try to get the beds in place.  The second target is to try to get the elective hospitals 
streamlining the scheduled and unscheduled care.  Mr. Sullivan and I are working assiduously 
on naming and getting that capacity in place.  The next target is the needs of the regions.  That 
is how we are going about allocating those beds.  A hospital improvement programme is also 
needed in order to maximise the stock we already have.

Deputy  Stephen Donnelly: I get all of that.  I am referring specifically to the number of 
beds needed.  The figure of 2,600 applies in a scenario where everything is done correctly, 
which is not possible, even with the best will in the world.  No country in the world can do 
everything right.  Are we not essentially planning to have too few beds?  If the minimum con-
ceivable extra number of beds is 2,600 and the experts are saying it is probably several thousand 
more than that, are we in danger of planning to fail and of almost guaranteeing failure?
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Mr. Dean Sullivan: I would need to read the small print of the report again but I was in-
volved in the process at the time and my recollection is that it was not trying to land the answer 
on a sixpence in the way the Deputy might be implying.  It was a set of reasonable assumptions 
around the impact of public health interventions, the impact of additional staff and resources 
in the community and the potential to improve how we use the existing bed stock, an issue to 
which Ms Magahy alluded.  After all of that, the figure left was the 2,600 number to which the 
Deputy referred.  Those were the assumptions as opposed to five things all having to break per-
fectly, in which case only 2,600 beds would be needed.  I am happy to proceed on the basis of 
getting 2,600 beds in place, and implementing the other interventions that are necessary so that 
only 2,600 beds are needed.  We will then see where we are.  There are an awful lot of moving 
parts in health and social care that the Deputy is well aware of.  Population needs may change 
over the next ten years and so on.  We will work towards that in good faith.  We are constantly 
looking at it in any event.  We have processes in place and we have the model whereby we re-
run and test things and so on.  I am not aware of anything in the review that is so far out there as 
to be virtually unachievable.  The figure is about right, plus or minus, and we will keep refocus-
ing and reviewing as we go forward.

Ms Laura Magahy: We can say that the impact of moving hospital care to community 
care is this and that we can provide a range of initiatives for that.  The piece that is harder to 
predict is that if we put money into prevention, at what point does it kick in to save a bed?  That 
is harder to predict because sometimes it might have a ten-year impact if a measure is started 
now.  It is also harder to argue for resources for such a measure but that is where we should be 
trying to make changes.  The Deputy mentioned the importance of diet, prevention, exercise 
and all the usual things and asked if we were doing enough on prevention and dealing with the 
obesity crisis.  There are probably some brave decisions to be made next year on prevention and 
the budget for health and well-being.  These cut across Departments and probably need to be 
stepped up.  That is a harder piece to prove with regard to beds, if I am being honest.

Chairman: I have a final comment before we leave-----

Deputy  Stephen Donnelly: On the costs-----

Chairman: Sorry, I will first ask a question.  On critical enablers, I mentioned the shared 
care record.  Another issue is access to diagnostics, which is a serious matter in respect of the 
optimal use of beds.  During the week, 60 patients were waiting for an MRI scan in University 
Hospital Limerick where there is one scanner for a population of 400,000 people.  It is essen-
tial not only that there is access to diagnostics from general practice but that there is access to 
diagnostics within the hospital system.  Many patients are waiting for a diagnosis that will al-
low them to go home, stay in hospital or influence their treatment.  If we are talking about the 
suboptimal use of beds, access to scanning and ultrasound diagnostics in particular is a critical 
enabler in driving efficiency.  I could also mention many other diagnostic tests that are required.

Ms Laura Magahy: We fully agree with the Chairman.  The work being done by the radiol-
ogy programme will bear fruit quite quickly because we have identified where all the equipment 
is around the country and we can provide it pro rata by population. 

Chairman: Or where it is not.

Ms Laura Magahy: We know now where it is not in place and that also needs to be priori-
tised.  I am well aware of the position in University Hospital Limerick.  On costing, we know 
what the costs of procedures are through activity-based funding or ABF. 
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Deputy  Stephen Donnelly: We know what we are paying for them.  That is different from 
what they cost.  Does the independent review group have any costing data?

Ms Laura Magahy: Yes, we do. 

Deputy  Stephen Donnelly: What is the cost per procedure?

Ms Laura Magahy: That is what drives ABF.

Chairman: Can that information be provided to the Deputy?

Mr. Dean Sullivan: We could probably choke a horse with the amount of costing data we 
have.  We will try to give a sense of things and if the Deputy has any further queries-----

Deputy  Stephen Donnelly: I will do my best.  I can deal with large amounts of data.  The 
other matter was the cost per bed night.  That is important.

Mr. Dean Sullivan: We have information on that as well.

Deputy  Stephen Donnelly: Is that per hospital?

Ms Laura Magahy: Yes, we have that information for each hospital.

Deputy  Stephen Donnelly: That is not a large amount of data.  Can that be provided to the 
committee urgently?

Mr. Dean Sullivan: Yes.

Deputy  Stephen Donnelly: That would be great.

Mr. Dean Sullivan: I do not want to oversimplify the position.  We know how many bed 
days there are but the apportionment of cost to those bed days, while not an art, is wandering 
towards that space.  I will speak to my colleagues in finance and try to share the information in 
a reasonably intelligible format as quickly as we can.

Chairman: As usual, we have gone to the limit and beyond.  We have to consider our staff 
in the recording box who must work on another committee in ten minutes.  I compliment the 
witnesses and their staff on their engagement, both politically and in the work they are doing 
on Sláintecare.  The Sláintecare report is a critical report and one of the most important reports 
this Dáil has produced.  It will have far-reaching consequences.  I thank the witnesses for all 
the work they are doing on that.  On behalf of the committee, I thank Mr. Colm Ó Conaill, Mr. 
Dean Sullivan, Ms Laura Magahy, Ms Ciara Mellett and Dr. Gráinne Healy for their attendance.

The joint committee adjourned at 1.50 p.m. until 9 a.m. on Wednesday, 6 November 2019.


