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Foreword
The Irish Hospital Consultants Association (IHCA) represents over 95% of Hospital Consultants working in
Ireland’s acute hospital and mental health services. In this submission, the Association has set out in detail
the capacity deficits that exist in our public hospital and mental health services, together with objective
evidence of how these deficits are impacting on patient care.
Decisions concerning the 2022 Budget present an opportunity, if the recommendations in this submission
are implemented, to ensure that acute hospital and mental health services can provide for the backlog in
deferred care and ongoing, increasing demand.
Providing acute hospital care to patients in the context of Covid-19 and with ever growing waiting lists has and
will continue to present significant challenges because of the overwhelming capacity deficits that have increased
over the past decade. The only way to resolve these deficits is to create additional capacity in the system. This
will require the reallocation and refocussing of current and capital expenditure in the 2022 Health Budget and
an immediate decision by Government to address the ongoing and deteriorating Consultant recruitment and
retention crisis. Trust is a key success factor but it has been broken by successive governments since 2011. It
must be restored by honouring the 2008 Consultant Contract. Specifically, the Government needs to end the
2012 imposed Consultant salary for all who have taken up contracts in the interim and future appointees. It is
the root cause of Ireland’s Consultant recruitment and retention crisis. The Government must restore pay parity
immediately to strengthen Consultant retention, to fill the 1 in 5 permanent Consultant posts that are vacant or
filled on a temporary basis and to further increase Consultant staffing levels.
Given the continued Covid-19 physical distancing rules, infection control requirements and need to reduce
our bed occupancy rates, our inpatient units, outpatient facilities and Emergency Departments are all
under increased pressure and require an urgent expansion of public hospital capacity. The pandemic and
more recently the cyberattack have served to expose the deep fundamental deficiencies in our health
system which already existed.
There is a high risk, in the aftermath of the extraordinary challenges we have all experienced since March
2020, that accumulated stress, health and general wellbeing problems will adversely impact on healthcare
staff. Added to this, the cyberattack on the HSE and public hospitals has had a devastating impact on the
health service’s ability to treat and manage patients. Returning to the stressful, overstretched ‘business as
usual’ model is not an option if we are to avoid an even worse workforce crisis than was the case pre-Covid.
If the Government does not honour its commitments to end the inequity and address the deficits,
Sláintecare will amount to little more than business as usual and growing numbers of patients awaiting
care. The pandemic has clearly demonstrated that inflexible policies and ideologies will impede, not
enable, solutions. This is equally true in the context of contract negotiations and the delivery of acute
hospital care. The solutions are ‘hiding in plain sight’. The Government must embrace them and implement
them, so that our public health service becomes a more attractive place to work.
This submission includes a detailed analysis of how the ongoing deteriorating situation can be arrested and
how public hospital and mental health services can be resourced to deliver timely care to patients and
adequately address the challenges presented by demographic changes, technological requirements, unmet
need and other pressures on the system.
Prof Alan Irvine, IHCA President
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Executive Summary & Recommendations
The Association strongly recommends the Government takes the following priority actions in the 2022
Health Budget:
Summary
The 2022 Health Budget must fund increases in acute hospital capacity to provide timely care to patients
and adequately address the challenges presented by demographic changes, technological requirements,
unmet need and other pressures on the system. The significant decrease in inpatient, day case and
outpatient activity in acute hospitals during the past 18 months of the pandemic will require a
corresponding increase in acute hospital appointments and funding in 2022 to address the backlog of
patients requiring essential care and address the ever growing waiting lists, which are approaching 1 million
people waiting for public hospital care.
Investment in Human Capital
1. It is essential to immediately fill the 1 in 5 permanent consultant posts which are vacant and fund
further increases in Consultant staffing levels to improve access and treatment for the record
number of people awaiting outpatient appointments and inpatient and day case essential
surgical and medical care.
2. The loss of our highly trained specialists has resulted in the employment of agency staff at often
twice the cost of retaining such staff through direct employment. This false economy highlights
the importance of restoring pay parity for all Consultants contracted after October 2012, so that
the Irish health service is more competitive in international recruitment and retention terms and
better equipped to fill the increasing number of vacant permanent posts with doctors who are
on the Medical Council Specialist Register.
3. The cost of resolving the two-tier consultant pay inequity has been calculated at 4% of the Winter
Plan 2020-2021 and less than 1.4% of the additional allocation to Covid-19 health measures in 2021.
4. To reduce the serious risk of burnout among Consultant staff, the Government must immediately
fill the 1 in 5 permanent consultant posts that are unfilled and increase Consultant staff levels
further.
5. The ‘unambiguous commitment’ made by Minister for Health Stephen Donnelly in October 2020
to remedy the salary inequity in full for all Consultants must be honoured to restore trust
between the Consultant body and the health service management and tackle the worsening
recruitment and retention crisis.
Investment in Physical Capacity
6. The Government must fast-track in the shortest possible timeframe the opening of an additional
6,000 acute hospital beds and 4,500 community step-down and rehab beds, funded in the revised
National Development Plan (NDP) by 2030. At least half of these should be delivered within the
first three years of the plan.
7. It is essential all planned additional hospital beds are prioritised for completion and a programme
of new builds commissioned without delay as the IHCA is concerned the promised additional
1,146 inpatient beds by end 2021 will not be delivered.
8. At a minimum, the Government must urgently double the ICU bed capacity to 579 beds as
recommended in an HSE commissioned report a decade ago, and ultimately increase capacity
further to over 640 ICU beds to bring the number up to the EU average. The existing public
hospital ICU capacity of 300 beds is far too low.
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9. Dedicated theatre and bed capacity to deliver essential scheduled care must be expanded across
our acute hospital base, not just in three locations as currently proposed.
10. A sustained, multi-annual programme of additional capital spending in public acute hospitals and
mental health services, is required to mitigate against the €1.34bn of underinvestment that has
pertained over the past decade.
11. Significant increased capital funding is required to bring operating theatre capacity, equipment
and other facilities up to acceptable standards. A full audit of MRIs and other diagnostic
equipment should be carried out to inform a new capital replacement programme.
12. A national Electronic Health Record is a vital part of the health infrastructure for patients and
healthcare professionals and needs to be properly resourced and implemented without delay. It
is essential the lessons learnt from the cyber-attack are properly addressed by investing in new
public hospital IT systems, replacing legacy IT equipment and upgrading cybersecurity.

13.

14.

15.
16.

Timely Access to Care
The 2022 Health Budget must provide increased acute hospital resourcing to provide the
additional capacity that is required for the timely delivery of care and the reduction of
unacceptable waiting lists. The substantial decrease in inpatient, day case and outpatient activity
in acute hospitals due to the pandemic will drive significantly increased levels of demand for
hospital care in 2022 and will require additional funding.
The Government’s long-promised multi-annual waiting list reduction plan must be released
without delay and provide realistic targets and timescales for the reduction of Ireland’s shocking
waiting lists.
Expansion of public hospital capacity, including the appointment of additional Consultants and
increased physical capacity, represents the effective sustainable solution to reducing waiting list.
The Government needs to introduce and resource more ambitious waiting time targets including a
maximum waiting time of 18 weeks in place of the current targets of 52 weeks following a GP
referral for a consultant outpatient appointment and 64 weeks for inpatient/day-case public
hospital treatment. The government must be transparent with the public and frontline staff about
the size of the backlog of deferred care and set out how – in practical terms – it will be managed, as
well as providing realistic targets and related timescales for the delivery of such care.

Mental Health Services
17. The 2022 Mental Health Budget needs to be set at a realistic level given the historic deficits in the
service and the impact of the pandemic on the population’s mental health.
18. The services available to patients and the per capita budgets for Mental Health Services across
the different CHOs should be streamlined so they are broadly similar and at a sufficiently high
level in all areas of the country.
Governance
19. The Association supports the restructuring of healthcare services to ensure greater alignment
between community and hospital services, based on common geographic areas with the full
integration of these services. For this realignment to work effectively all hospital and community
health services should be merged into one organisation within specific geographic areas.
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1. Health Budget
1.1 Public Acute Hospital Resourcing
The 2021 current Health Budget of €20.623bn is 20.6% above the corresponding figure of €17.099bn for
2020 (Figure 1, Appendix 1). 1 However, this increase includes €1.677bn on Covid related spending,
€735.7m to fund existing services for a full year and just €1.112bn for new measures, which equates to a
more modest 6.5% increase.
The Acute Hospitals budget increased by €803.3m (14.8%) in 2021 to €6.2345bn, which included €210m
for the Covid-19 Access to Care Fund and €189m to meet the full year cost of existing services.2 This left
€404.3m for new developments in 2021 or an increase of 7.4%.
The above allocation to meet ‘Existing Levels of Service’ (ELS) is clearly insufficient and this has been the
case historically over the past decade or more, as evidenced by the frequent use of supplementary health
budgets. It is vital that this under-resourcing is ended, and adequate funding is provided to satisfy the actual
demand for acute hospital care.
There were almost 363,000 less outpatient appointments last year compared with 2019 and inpatient/day
case activity in 2020 was down 255,000.3 While public hospitals attempted to catch up on some of that lost
activity this year, the activity targets for 2021 were still 194,000 short of 2019 levels. In addition to this
backlog, more than 900,000 people are on NTPF waiting lists to be seen or treated by a hospital consultant.
As the health service recovers from the pandemic and patients who have deferred seeking care start to
come forward, the waiting lists are likely to grow rapidly.
This significant decrease in inpatient, day case and outpatient activity in acute hospitals during 2020 and
2021 and the resulting volume of deferred care will require a corresponding increase in additional acute
hospital funding in 2022 to address the backlog of patients needing essential care. Unfortunately, these
delayed medical interventions may require longer hospital stays, require more staff time and be more
costly to treat.
Additional resourcing is required to:
• Provide acute hospitals with extra space to care for non-Covid and Covid infections and risks.
• Staff and resource additional beds and facilities.
• Fill the 1 in 5 permanent Consultant posts vacant due to the Government imposed salary inequity
and expand Consultant staffing further.
• Cover inflation and the impact of demographics.
• End the rationing of acute hospital services.
• Address record waiting lists.

1.2 Maintaining Current Budget allocation to address Capacity Deficits
While the Department of Health has attempted to isolate Covid-19 related spending within specific
subheads in the health budget, the Department has not clarified how the additional €1.88bn in current
and capital Covid funding for Health in 2021 has been delineated between Covid and non-Covid
expenditure.4 While some costs can be clearly isolated such as those associated with testing and tracing,
the Parliamentary Budget Office (PBO) has acknowledged that other costs are likely to be challenging to
categorise and the relationship between the two is complex. The PBO says it may “not be entirely possible”
to distinguish between the two cohorts of spending.5
It is essential that current spending on health this year to deal with Covid is retained and redeployed in
2022 and in future years to deal with existing deficits in bed capacity, hospital facilities and Consultant
staffing.
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1.3 International Comparisons
Commentary that alleges a relatively high level of expenditure on health in Ireland has been challenged by
the ESRI which has confirmed that Ireland’s per capita public health spend has been overstated and was
10th in the EU15 in 2017 when spending on social care was taken into consideration to ensure a like for
like comparison with healthcare-related expenditure figures in the majority of other EU countries.6
International comparisons confirm that the basic government expenditure on acute hospitals in Ireland
amounted to $375.95 per capita (26%) less than the average for the Northern European Comparator Group
(NECG) in 2019 (Figure 2).7 Ireland had the second lowest spend pre-Covid in this group.
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This is equivalent to €1.588bn less funding for acute hospitals in Ireland compared with the NECG average
based on our current population, or €316.80 per head less than the Northern European average and
€593.83 per head less than Denmark.8

Section 1 Recommendations:
The 2022 Health Budget must provide increased acute hospital resourcing to provide the additional
capacity that is required for the timely delivery of care and the reduction of unacceptable waiting lists.
The substantial decrease in inpatient, day case and outpatient activity in acute hospitals during the
pandemic will drive significantly increased levels of demand for hospital care in 2022 and will require
additional funding.
It is essential that current spending on health this year to deal with Covid is retained and redeployed in
2022 and in future years to deal with existing deficits in bed capacity, hospital facilities and Consultant
staffing.
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2. Public Acute Hospital Demand and Capacity
2.1 Demographics and Population Led Demand
The population has grown by 526,400 (11.7%) since 2008.9 In contrast, public hospital inpatient and day
case bed capacity has been cut by 151 beds (1.1%) between 2008 and March 2021 (Figure 3).10
Figure 3: Change in Total Average Inpatient and Day Case Beds 2008-2021 (March)
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The most significant population growth has been in that cohort aged 65 and over, which increased by 53%
since 2008.11 This is three times the EU average growth rate (16%).12 These demographic changes are one
of the main factors driving the increase in demand as the utilisation of inpatient hospital care is over seven
times greater among people aged 65 years and older compared to people aged 64 and younger.13
Recently published analysis from the Department of Health confirms that an increase in expenditure of
€324m is required in 2022 to maintain existing levels of Service (ELS) and meet demand from
demographic changes alone, increasing to €385m in 2025.14 The proportion of the current 2021 Health
Budget that was specifically referenced as being linked to demographic pressures was just €180m. 15
Therefore there is a need to almost double the current funding allocated to demographic cost pressures
alone to meet demand.
Despite the 255,610 reduction in inpatient and day case activity in 2020 due to the pandemic compared
with 2019 levels, 10,000 more inpatient and day case patients were treated in public hospitals last year
compared with 2010 (Figure 4, Appendix 1). 16 However, a shortage of Consultants and acute hospital
facilities pre-Covid had already resulted in a reduction in the number of inpatients public hospitals treated
in 2019.17 Irish public hospitals’ Average Length of Stay at 5.9 days is 18% less than that of the OECD36
(7.2 days) and 20% less than the EU27 average of 7.4 days, indicating that there is little more that can be
done to further optimise capacity use in our hospitals which has reached its limits (Figure 5, Appendix 1).18

2.2 Acute Beds and ICU Beds - Capacity Requirements
The mismatch between the current capacity and demand for acute hospital care is driven by a number of
persistent and fundamental factors that need to be addressed in the 2022 Health Budget.
Ireland has one of the lowest number of acute hospital beds in the EU, 46% below the EU27 average of
5.32 and one third the number in some European countries (Figure 6). 19 Ireland also has the highest
hospital bed occupancy rates in the developed world.20 The Covid pandemic has highlighted the need to
have a sufficient number of hospital beds and flexibility in their use to address any unexpected increase in
6

demand, together with a sufficient number of Hospital Consultants and medical staff to provide care to
patients.
Figure 6: Hospital beds per 1,000 of population in EU, 2000 and 2019 (or nearest year)
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The dramatic decline in total hospital beds in Ireland from 6.13 per 1,000 population in 2000 to 2.88 in
2019 (a decrease of 53%) is the second largest percentage fall across the EU over that period and has
occurred at a time when Ireland’s population increased by almost 1.13 million (+30%), and when those
aged 65 years and over increased in number by 64%.21 The number of acute hospital beds also declined
on a population basis over this period, from 2.79 per 1,000 population in 2000 to 2.69 in 2019.22 This is
the equivalent of 498 beds less compared with 2000.
Ireland also had the highest hospital bed occupancy rates in the developed world pre-Covid at 89.9%,
well above the recommended maximum occupancy rate of 80%-85% and 23% above the EU average of
73.3% (Figure 7, Appendix 1).23 Occupancy rates at this high level result in regular bed shortages, increased
numbers of admitted patients being treated on trolleys, higher levels of healthcare acquired infections and
cancellation of appointments plus growing waiting lists. Ensuring that bed occupancy is maintained at a
level of between 80%-85% will be extremely challenging. It will not be possible unless the existing number
of public hospital beds and other capacities are expanded rapidly.24
The IHCA recommends that a minimum of 6,000 additional public hospital beds must be funded in a
revised National Development Plan (NDP) due to be published in October, in order to reduce bed
occupancy rates and address the other risks identified above. The proposed increase of just 2,600 acute
beds that was included in the 2018 NDP falls significantly short of the actual increase that is required.
The 2018 NDP recommended 260 additional acute public hospital beds on average per year,25 but this was
not reflected in the HSE’s three-year Capital Plan 2019-2021 which significantly reduced the target to 160
per year on average26, a 40% reduction on the NDP provision which was at the lower end of the Capacity
Review range.27 The HSE Capital Plan 2021 published in August fails to commit to the delivery of any
specific number of additional acute hospital beds from its €983.17m budget.28
The IHCA is concerned that the additional 1,146 inpatient beds by end 2021 promised in Budget 2021,
which if opened and staffed would bring the total number of inpatient beds to 11,879, will not be
delivered.29 While the HSE Winter Plan provided funding for 892 additional acute inpatient beds to be
delivered by April 2021,30 it is understood that by July the number of beds actually delivered was some
58 beds short of that April target.31 If, as anticipated by Minister Donnelly in July, a further 229 additional
7

2.5

inpatient beds are opened between now and the end of the year, it would suggest a total of 1,063 acute
inpatient beds are due to come on stream for the year - 83 beds short of the total 1,146 inpatient beds
promised in Budget 2021.32 The recently published Sláintecare mid-year Progress Report confirmed 843
out of the 929 planned acute beds have been delivered - 86 beds short of target.33
It is essential all planned additional hospital beds are prioritised for completion and a programme of new
builds commissioned without delay as the IHCA is concerned the promised additional 1,146 inpatient
beds by end 2021 will not be delivered.
The IHCA recommends that a minimum of 6,000 additional public hospital beds must be funded in the
revised National Development Plan (NDP) by 2030 and that at least half of these are delivered within the
first three years of the plan.

2.2.1 ICU Bed Capacity Requirements
Between February 2020 and January 2021 over 1,100 critically ill adult Covid patients were admitted to ICUs
and HDUs in Ireland.34 Increased ICU bed capacity is paramount in meeting surges in demand from Covid-19
and is an important indicator of a health system’s capacity to respond to such crises. Pre-Covid, the variation
in ICU capacity across 17 European countries ranged from 34 ICU beds per 100,000 people in Germany to a
low of just 5 ICU beds per 100,000 people in Ireland - less than half the EU average (Figure 8).35
Figure 8: Number of ICU Beds in EU per 100,000 population before Covid-19 crisis, latest year available
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Source: Health at a Glance: Europe 2020; Data refer to adults only in Belgium and Ireland; to all ages in Germany, England
and Spain. Data in France exclude beds in constant monitoring units and paediatric ICUs.

OECD data also shows that 65% of ICU beds in Ireland were occupied by Covid-19 patients at the height of
the first wave of the pandemic in 2020 (Figure 9, Appendix 1).36 This is second only to Italy (78%), according
to a study on the impact in eight selected EU countries. The share of ICU beds occupied by Covid patients in
Ireland was double that in Denmark (33%) and more than five times the percentage in Austria (12%).
In response to this pressure on hospitals and ICU beds, surge capacity measures were introduced
equivalent to 70 ICU beds and provided an ICU/HDU bed capacity of up to 350 beds on 1 December 2020.37
Although peak ICU occupancy did not ‘breach’ the 350 figure at a national level during the third wave in
January 2021, many hospitals experienced overwhelming surges locally of critically ill Covid patients. At a
minimum, this additional ICU surge capacity needs to be opened and staffed on a permanent basis.
Despite the HSE/DOH commissioned 2009 Prospectus Report recommending that the number of ICU beds
should be doubled from 289 to 579 beds by 2020, a 2019 HSE report found that there were then only 249
ICU beds pre-Covid – 40 fewer than 10 years previously.38 Updates in mid-August 2021 confirm that there
are now around 300 acute ICU beds open, a rise of around 45 since the start of the pandemic.39
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Our ICU beds normally operate at almost full capacity, which is not safe, as the recommended occupancy
rate for ICU should be 75% or less.40 We need to urgently expand our ICU bed numbers at a much faster
rate than is currently the case.41
Phase two of a proposed Critical Care Strategic Plan is due to see a further 117 beds added through the
development of new build capacity at five hospitals, which, if delivered, would increase overall critical care
capacity to 446 beds.42 However, this additional expansion has yet to be funded and is insufficient given
that it will still leave a deficit of 133 ICU beds compared with the recommended level of 579 beds that
featured in the Prospectus Report a decade ago. In addition, the public hospitals’ critical care needs are
now much higher as the 2009 Prospectus Report did not provide for increased demands on ICU presented
by a serious pandemic. To obtain the EU average of 12.9 ICU beds per 100,000 population, Ireland would
require 646 ICU beds.43
The Government needs to urgently expand our ICU bed numbers to the minimum 579 recommended a
decade ago and further increase critical care capacity to over 640 beds to reach the EU average number
of ICU beds on a population basis. This is essential to avoid delays in ICU admission, cancellation of
essential surgery, increased incidence of hospital-acquired infection and to cater for potential Covid-19
surges.44

2.3 Essential Scheduled Care Surgical Facilities
It is essential to rapidly expand and develop co-located, protected, surgical facilities for the provision of
essential scheduled care across our hospitals with minimum delay.
While plans are being advanced for three elective hospitals in Cork, Dublin and Galway, it is expected they
will take many years before they are operational and it is not expected that expansion will be sufficient.
The Association believes dedicated theatre, bed capacity and other facilities to deliver elective scheduled
care must be expanded across our acute hospital base, not just in three locations as currently proposed.

2.4 Increased Waiting Lists
One of the most damaging consequences of these capacity deficits, combined with the consultant
recruitment and retention crisis, is the unacceptable delays in providing care to patients and growing
waiting lists, which confirm that nearly 1 million people are waiting for public hospital care (Figures 10 and
11, Appendix 1). There were 66,167 (8%) more people on various National Treatment Purchase Fund
(NTPF) waiting lists in August compared with 2020, with a total of 907,617 people waiting for hospital
treatment or an appointment to be assessed by a Hospital Consultant.45
More than 200,000 people are also waiting for diagnostic scans such as MRIs, CTs and ultrasounds, with a
quarter of these (50,472) waiting over a year.46 These are not on any NTPF list, so public hospital waiting
lists already well exceed a million people waiting for hospital treatment.
The shocking increase in NTPF waiting lists is the strongest indicator yet that the immense backlog of care
arising from not only the pandemic but also the persistent underinvestment in hospital infrastructure, bed
capacity and Consultant recruitment is dangerously close to overwhelming our health service. With waiting
times of four to seven years for children requiring an MRI under a general anaesthetic at Crumlin Hospital,
even the Minister for Health has accepted that this effectively means there is no service available.47
The August 2021 waiting list figures confirm:
• 652,344 outpatients nationally are waiting to be assessed by a consultant, an increase of 41,348
(6.8%) over the past year alone and an increase of more than 288,000 (79%) compared with seven
years ago;

9

•
•

•
•
•
•

The Outpatient waiting list has increased by over 173,000 (36%) since May 2017, when
Sláintecare reforms were launched;
263,354 people are waiting over a year for a Consultant outpatient appointment, an increase of
over 20,000 (8%) in the past year and more than six times the equivalent in 2014; a record 192,764
are now waiting longer than 18 months to be assessed by a Consultant;
75,720 patients are wating for inpatient/day case treatment, with 20,284 of these patients waiting
longer than a year for treatment and a record 14,263 waiting +18 months;
98,394 children on are on some form of NTPF waiting list to be treated or seen by a Hospital
Consultant.
There has been a 3,040 (17.6%) increase in those waiting over a year for inpatient and day case
treatment since July 2020.
The number waiting longer than a year for hospital treatment has increased from 386 to 20,284
in the past nine years - a 52-fold increase since 2012, when the then Minister for Health imposed
pay discrimination on hospital consultants contracted after that date.

Theses waiting times are likely to worsen in the coming months as more people who have deferred seeking
care because of Covid concerns present for care. Hospital Consultants will be facing a tsunami of deferred
care as we continue to emerge from lockdown.
The cyber-attack on the HSE and public hospitals has had a further negative impact on the health service’s
ability to treat and manage patients and on lengthening waiting lists.

2.4.1 Vacant Consultant Posts and Waiting Lists
Figure 12 below plots the waiting list data against known Consultant vacancies at various points in time, as
confirmed in HSE reports and Parliamentary Questions (see detailed analysis in Section 4.2 below). The graph
suggests there is a clear linear trend and relationship between growing waiting lists and increasing levels
of Consultant posts that are vacant or not filled on a permanent basis (Figure 12).
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2.4.2 Clearing Waiting Lists, Reducing Waiting Times and Setting Targets
Without filling the one in five permanent hospital consultant posts that are currently not filled as needed
and appointing significant additional consultants, annual levels of public hospital activity will not increase
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above pre-Covid 2019 levels. Even if this is done, it could still take over a decade to clear the backlog of
deferred hospital care and bring outpatient waiting lists under control. If our acute public hospitals only
match the pre-pandemic levels of activity seen in 2019, waiting lists will continue to grow.49
In terms of clearing the backlog of deferred care associated with the pandemic, if inpatient/day case
activity in 2022 increased to 105% of 2019 levels, the inpatient/day case waiting list would begin to come
down but may not come back to pre-pandemic levels and clear the backlog of deferred care until Q1 of
2025.50
The scale of the backlog in outpatient appointments is similarly significant. Achieving a sustained increase
in outpatient activity at a level equivalent to 105% of 2019 levels over the coming years would start to
reduce the waiting lists. However, the Covid backlog may not be cleared until around Q4 of 2023 and it
might not be until mid-2027 before the current unacceptable outpatient waiting lists are reduced to a
manageable level in such a scenario.51 If the backlog was cleared at a slower pace with outpatient activity
more realistically increased to just 102% of 2019 levels, the build-up of deferred care may not be cleared
until around Q3 of 2026 and it could possibly take until 2035 - in 14 years’ time - before the current
unacceptable outpatient waiting lists were reduced.52
The government must be transparent with the public and frontline staff about the size of the backlog of
deferred care and set out how – in practical terms – it will be managed, as well as providing realistic targets
and related timescales for the delivery of such care. Outsourcing the delivery of care and seeking additional
capacity from the private sector are stop gap measures and will not be sufficient. Expansion of public
hospital capacity represents the most effective, sustainable mechanism for reducing waiting lists. This will
require the appointment of additional consultants, on terms to be agreed with their representative bodies,
together with more facilities and better infrastructure to take us through the difficult years ahead.
Existing HSE waiting time targets are also excessive and unambitious compared with other countries.
Waiting times for specialist consultations and elective treatments in 17 OECD countries confirm that
Ireland has the highest target waiting times.53
The HSE wants to “progress towards” achieving the ambitious waiting time targets of 10 weeks for a new
outpatient appointment, 12 weeks for an appointment for a procedure, and 10 days for diagnostics as
outlined in the Sláintecare.54 In reality, waiting times are steadily getting worse, with the HSE unable to
indicate when these targets are ever likely to be met.55
The Government needs to introduce and resource more ambitious waiting lists targets including a
maximum waiting time of 18 weeks instead of the current targets of 52 weeks following a GP referral for
a consultant outpatient appointment and 64 weeks for inpatient/day-case public hospital treatment.
The Government’s long-promised multi-annual waiting list reduction plan must be released without
delay and provide realistic targets and timescales for the reduction of Ireland’s shocking waiting lists.

2.5 Emergency Department Overcrowding and Physical Distancing Requirements
National daily trolley counts declined significantly last year due to Covid-19 fears (Figure 13). Despite this,
the total number of patients treated on trolleys and waiting admission to a hospital bed in 2020 was still
more than the corresponding number in 2006, when the Emergency Department overcrowding crisis was
described as a ‘national emergency’.56
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The number of admitted patients waiting for a hospital bed has started to increase again, with activity in
Emergency Departments in August running as high as 20% above 2019 levels.57 This increase in attendances
and admissions is set to continue and highlights the backlog of patients who deferred treatment during the
pandemic and who are awaiting care. The increased numbers are having a significant impact on the delivery
of essential care to patients, with elective and outpatient clinics recently cancelled at a number of hospitals,
most notably at University Hospital Limerick.58
More than 37,400 patients were treated on trolleys in the first eight months of 2021. This is over 12,000
more compared with the first eight months of the pandemic from March to October last year.59 On 13th
September 2021, a total of 464 patients were on trolleys in acute hospitals in Ireland. This is 80 more than
the 384 that were awaiting a hospital bed on 28th March 2006, when former Minister for Health Mary
Harney described the Emergency Department overcrowding crisis as a ‘national emergency’. Having
hundreds of patients treated on trolleys on a daily basis increases the risk of the cross-transmission of
infection and is contrary to the national standards for the prevention and control of healthcare-associated
infections. It was unacceptable pre-Covid and even more so since the pandemic. The continued risk of
Covid-19 infection means that overcrowding in our Emergency Departments is unacceptable and cannot
be tolerated.
The ongoing challenges posed by poor physical infrastructure and constrained service capacity continue to
be highlighted as a significant concern by HIQA, which has indicated these issues have been worsened by
the Covid pandemic. 60 A recent report from HIQA found that six of 10 inspected hospitals were ‘noncompliant’ with infection-control procedures.61
There were 13,564 inpatient and day-case public beds open in our acute hospitals in March 2021.62 Physical
distancing requirements will reduce this significantly unless appropriate measures to mitigate its effects
are introduced.63 This is against the backdrop of an acute hospital system that is already experiencing
severe overcrowding and excessive occupancy levels due to a shortage of acute hospital beds. Physical
distancing requirements also continue to create major problems for Consultant outpatient clinics and
Emergency Department care as well as inpatient and day case care. Increased capacity, physical
infrastructure and facilities must be commissioned and funded by the HSE to ensure that public hospital
services can be maintained.
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Section 2 Recommendations:
The IHCA recommends that a minimum of 6,000 additional public hospital beds must be funded in the
revised National Development Plan (NDP) by 2030 and that at least half of these are delivered within the
first three years of the plan.
It is essential all planned additional hospital beds are prioritised for completion and a programme of new
builds commissioned without delay as the IHCA is concerned the promised additional 1,146 inpatient
beds by end 2021 will not be delivered.
At a minimum, the Government must urgently double the ICU capacity to 579 beds as recommended in an
HSE commissioned report a decade ago, and ultimately increase capacity further to over 640 ICU beds to
bring the number up to the EU average. The existing public hospital ICU capacity of 300 beds is far too low.
Dedicated theatre and bed capacity to deliver essential scheduled care must be expanded across our
acute hospital base, not just in three locations as currently proposed.
The Government must fund and commission the expansion of public hospital capacity, including the
appointment of additional Consultants and the delivery of increased physical capacity, as this represents
the most effective, sustainable mechanism for reducing waiting lists.
The Government needs to introduce and resource more ambitious waiting time targets including a
maximum waiting time of 18 weeks in place of the current targets of 52 weeks following a GP referral
for a consultant outpatient appointment and 64 weeks for inpatient/day-case public hospital treatment.
The Government’s long-promised multi-annual waiting list reduction plan must be released without
delay and provide realistic targets and timescales for the reduction of Ireland’s shocking waiting lists.
The Government must be transparent with the public and frontline staff about the size of the backlog of
deferred care and set out how – in practical terms – it will be managed, as well as providing realistic
targets and related timescales for the delivery of such care.

3. Mental Health Services
3.1 Mental Health Budget
The Association has submitted a separate comprehensive Mental Health Pre-Budget Submission to the
Department of Health (available here).64
In summary, the 2021 Mental Health Budget of €1,114.1m is 9% above the corresponding 2009 expenditure
level. 65 However, given the population has grown by 478,100 (10.5%) since 2009, the current budget
allocation of €223,309 per 1,000 population is still below the corresponding €225,832 spend in 2009, which
was too low to start with (Figure 14).66 Current mental health spending on a population basis has therefore
failed to reach the previous inadequate level set 13 years ago.
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At 5.4% of the Health Budget, 67 the mental health budget in 2021 is at its lowest level as a proportion of
the overall HSE budget since 2012.68 The percentage is low by international standards and approximately
half that of most Northern European Countries.69 In the UK, spending on mental health in NHS England was
10.8% in 2017/18, with calls for this to increase to over 13% by 2028/29.70 The last time Ireland allocated
13% of total health expenditure to mental health services was in 1984.71 Mental health services in Ireland
continue to operate under severe pressure as a result of the funding shortfalls.
Significant disparities in the allocation of funding and resources persists, with CHOs of similar population
size allocated different budget allocations and staffing. For example, there is a 25% difference in funding
for mental health services in CHO 7 compared with CHO 4 on a population basis.72
Section 3 Recommendations:
The 2022 Mental Health Budget needs to be set at a realistic level given the historic deficits in the service
and the impact of the pandemic on the population’s mental health.
The services available to patients and the per capita budgets for Mental Health Services across the
different CHOs should be streamlined so they are broadly similar and at a sufficiently high level in all
areas of the country.

4. Consultant Vacancies & the Recruitment and Retention Crisis
4.1 Consultant Numbers and Vacancies
Ireland has the lowest number of medical specialists per 1,000 population in Europe at 1.48, 42% below
the EU average of 2.54 (Figure 15).73 In addition, around 1 in 5 permanent Consultant posts in Ireland are
either vacant or filled on a temporary or agency basis, some of which are not specialist registered.
Ireland would need an additional 5,000 medical specialists to achieve the EU average number of
specialists on a population basis.74
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Comparing consultant staffing in Ireland with the UK and Australia confirms we have 27% fewer
Consultants on a population basis compared with the UK and a third (32%) fewer compared with
Scotland or Northern Ireland.75 Ireland has only half the number of Consultants compared with Australia
on a population basis (Appendix 1, Table 2).
This shortage in Consultant numbers is a key workforce capacity deficit that is resulting in longer delays for
patients awaiting treatment. The Consultant salary inequity applying since 2012 is the root cause of
Ireland’s consultant recruitment and retention crisis and the unacceptable numbers of people on record
waiting lists and needs to be reversed.

4.2 New Consultant Salary Inequity and Vacancies
Ireland’s lack of competitiveness in international recruitment terms is attributable to the new Consultant
salary inequity, with more attractive salaries on offer to Consultants in other English-speaking countries. In
Australia, Canada, and the United States, average salaries are around 50% above those being paid to
Consultants in Ireland appointed prior to 2012 and double those paid to those contracted post October
2012.76
The Public Service Pay Commission reported to Minister Paschal Donohoe in September 2018 confirming
that there is a general difficulty in recruiting Consultants and that the Settlement of the 2008 Consultant
Contract High Court case had exacerbated the inequitable pay differential. 77 Despite the report
recommending that the Government should resolve the pay inequity issue for all Consultants contracted
since 2012, the Government has yet to end the discrimination.
Based on the HSE data, the number of permanent Consultants in post is around one fifth below that
recommended in the Hanly Report in 2003. The number is around 50% below that recommended when
adjusted for population growth and demographic changes in the interim.78 An international comparison of
Consultant staffing confirms that the shortfalls are significant in practically all specialties and across all
hospital types.79
HSE data confirms that there were 618 permanent Hospital Consultant posts vacant or filled on a
temporary/agency basis as at 1st February 2021. This includes 255 permanent consultant posts that were
vacant, with five of unknown status and likely vacant. A further 290 posts were filled by temporary and
locum consultants, with an additional 68 posts filled on an agency basis. This figure of 618 has increased
further in recent months, given that the number of Consultant vacancies increased by 54 over a two
month period, from 260 at the start of February to 314 (+54, 21%) at the end of March.80
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The Public Appointments Service (PAS) advertised 130 Consultant posts between 1 February and the end of
August. As these posts remain to be filled or have failed to attract a suitable candidate and remain vacant,
the number of Consultant posts vacant or filled on a temporary/agency basis is estimated at 748.81
The specialties with the largest percentage of permanent consultant posts that are either vacant or filled
on a temporary/locum or agency basis are those advertised as Type A contacts in Psychiatry and
Emergency Medicine. Of the 68 approved consultant posts filled by agency staff in February, more than
half (40, 59%) were in psychiatry.
The consequence of the 2012 government induced consultant recruitment and retention crisis is that our
public hospital and mental health services are simply unable to provide the level of care patients need. The
increased demand on acute services due to Covid-19 infections and the backlog of deferred care due to
the pandemic adds further urgency for the Government to restore pay parity and end the discrimination
immediately.

4.3 Consultant Recruitment Crisis
Evidence of the recruitment crisis includes the fact that 26% of the 174 hospital consultant posts that were
advertised by the PAS over a 20-month period in 2019/20 received either none or just one single applicant
per post.82
In an advertisement for three Consultant Child & Adolescent Psychiatry posts in the Laois/Offaly and
Longford/Westmeath MHS, not a single doctor applied for any of the posts.83 A similar competition for
two Consultant Physicians in Geriatric Medicine at Letterkenny University Hospital also saw zero
applicants for the posts. Similar difficulties have been experienced in filling three Consultant Radiology
post the Kerry University Hospital which failed to attract eligible applicants in early 2021 and in filling a
Consultant Histopathology and Cytology post in a Dublin Maternity hospital which has been advertised a
number of times.
Analysis of the posts advertised by the PAS so far in 2021 reveals that many hospitals and mental health
services continue to struggle to fill their posts. Attempts to hire a Consultant Microbiologist at
Letterkenny University Hospital have proved unsuccessful, with the original deadline for the competition
of 25th February extended four times to 23rd September. 84 Similarly, a Child & Adolescent Psychiatry
replacement post in MHS Kerry has had its closing date extended four times already in 2021, as have two
recruitment campaigns for replacement CAMHS Psychiatry posts in CHO 8 (Laois/Offaly and
Longford/Westmeath).
This recruitment crisis has also manifested itself in the appointment of 109 doctors who are not on the
Medical Council Specialist Register to Hospital Consultant posts as at end April. 85 This is a serious
indictment of government policy and is gravely damaging the delivery of timely, quality care to patients, as
outlined by the former President of the High Court, Justice Peter Kelly, in a letter to Minister Simon Harris
and the health service management in May 2018.86 The issue has more recently been described as “very
serious” by the HSE in terms of the risk it poses to patient safety and quality of care.87

4.4 Consultant Agency Costs
Ending pay discrimination and restoring pay parity for Consultants contracted since 2012 has the potential
to result in an outcome that is better than cost neutral, when account is taken of the resultant patient
benefits, shorter lengths of stay in hospital and other savings including reduced agency costs.
The loss of our highly trained specialists has resulted in the employment of agency staff at often twice
the cost of retaining such staff through direct employment. Overall Medical/Dental Agency spend has
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increased from €37m in 2012 to €94m in 2020. 88 This is an increase of €59m per annum, to more than
two-and-a-half times the 2012 costs. This does not include additional agency spend in the voluntary
services.
Information obtained by the IHCA through the Freedom of Information Act confirms (see Appendix 3): 89
• An agency psychiatrist was employed in the MHS Limerick for a short period last year at the
equivalent WTE rate of €390,000 p.a.;
• The services of an agency consultant surgeon in the Midlands Regional Hospital, Portlaoise has
been procured since 2016 at a cost of €350,000 in 2020; an Emergency Medicine Agency
Consultant at MRH Tullamore cost €297,581;
• Five agency Consultants at University Hospital Kerry have been hired in Obstetrics &
Gynaecology, Radiology and Rheumatology (3 posts) at an average annual cost of €300,555 WTE
for each agency consultant - or €1.5m per annum;
• The total cost to cover Consultant Psychiatrist Agency Posts in the three Mental Health Services
for Laois/Offaly, Longford/Westmeath and Louth/Meath in 2020 totalled €2.5m.
This false economy highlights the importance of restoring pay parity for Consultants contracted since
October 2012, so that our health service is repositioned to be more competitive and better equipped to fill
the increasing number of vacant permanent posts with doctors on the Medical Council Specialist Register.
The ‘unambiguous commitment’ made by Minister for Health Stephen Donnelly in October 2020 to
remedy the salary inequity in full for all Consultants must be honoured to restore trust between the
consultant body and the health service management and tackle the deteriorating consultant recruitment
and retention crisis.
These are significant factors which are undermining the safety and quality of patient care and the provision
of acute hospital and mental health services. It should be noted that the current difficulties are contributing
to increased clinical indemnity claims. The State Claims Agency year end liability for active clinical claims
has nearly tripled from €1.04bn to €3.03bn over the period 2013 to 2020 (Appendix 1, Table 3).90
The cost of resolving the two-tier consultant pay inequity has been calculated by the National Pay Unit
of the HSE National Finance Division at €25.7m.91 In budgetary terms, this is approximately 4% of the
€604 Winter Plan 2020-2021 and less than 1.4% of the €1.881bn additional allocation to Covid-19 health
measures in 2021.92

4.5 Demand for Consultants to 2028
An increase of 1,653 (53%) in the number of Consultants working in acute hospital-based specialties is
required by 2028 to address current shortfalls and meet increased patient demand. 93 The number of
Medical specialists overall needs to increase by 583 (68%), from 854 to 1,437, with a required increase in
the number of surgical specialists of 213 (31%), from 678 to 891.
The Government must rectify and match the pay of Consultants appointed since October 2012 to that of
their colleagues and provide for it in full in the 2022 Health Budget. This is essential to fill the 1 in 5 vacant
permanent consultant posts with doctors on the Specialist Register, and deliver timely, high-quality
hospital and mental health services now and in the future.

4.6 Consultant Vacancies and Burnout
Even before the pandemic there were not enough Consultants to provide timely care to patients, which
led to a system that is overstretched and understaffed with decreasing levels of general well-being and
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morale. The pandemic, followed by the added stress of the cyber-attack on the HSE, has placed even more
extreme work demands on Consultants and other front-line staff.
The effects of this are clear. Almost four in five Hospital Consultants (77%) are experiencing burnout due
to the combined pressures of Covid-19 and the pre-existing extremely overstretched nature of the acute
services they work in.94 The pandemic has exacerbated the pre-existing strain related to low baseline
staffing and a high number of vacant posts throughout our acute hospitals and mental health services. On
the frontline, our younger consultants, who are being discriminated against, have carried an extremely
heavy burden of work during the past 18 months and will continue to do so. To decrease the dependency
on consultants working beyond their contract hours and to reduce the serious risk of burnout, the
Government must immediately fill the 1 in 5 vacant consultant posts by addressing the consultant
recruitment and retention crisis.
Section 4 Recommendations:
The Government must fill the 1 in 5 permanent posts vacant or temporarily filled and appoint additional
Hospital Consultants to increase the number of Consultants in line with international norms and to
establish a consultant-provided health service and to reduce the serious risk of burnout.
The loss of our highly trained specialists has resulted in the employment of agency staff at often twice
the cost of retaining such staff through direct employment. This false economy highlights the importance
of restoring pay parity for Consultants contracted after October 2012, so that the Irish health service is
more competitive in international recruitment terms and better equipped to fill the increasing number
of vacant permanent posts with doctors who are on the Medical Council Specialist Register.
The cost of ending the pay inequity has been calculated at 4% of the Winter Plan 2020-2021 and less than
1.4% of the additional allocation to Covid-19 health measures in 2021.
The ‘unambiguous commitment’ made by Minister for Health Stephen Donnelly in October 2020 to
remedy the salary inequity in full for all Consultants must be honoured to restore trust between the
consultant body and the health service management and tackle the deteriorating recruitment crisis.

5. Capital Investment Requirements
5.1 Capital Budget
The recent HSE Capital Plan 2021 allocated €983.17m to capital projects, which includes €130m for Covid19 actions.95 The core allocation of €853 is increased to €880m with additional funding from the National
Development Plan.96 A total of €783m has been made available for building and equipping health facilities.
Acute hospitals have been allocated €670m, which does not include the above Covid-19 spend.97 This is
only the third year since 2008 that there has been a net increase in the level of capital funding compared
with 2008 levels (Table 4, Appendix 1).98
The Irish health system is only now recovering from historic long-term underfunding of capital projects. A
sustained, multi-annual programme of additional capital spending in public acute hospitals and mental
health services, is required to mitigate against the €1.34bn of underinvestment that has pertained over
the past decade.

5.2 National Children’s Hospital, Replacement Equipment & ICT
The current cost of the National Children’s Hospital (NCH) project was estimated at €1.73bn, but the final
bill could be closer to €2.7bn. 99 This does not take into account the impact of the pandemic on the
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construction sector, which could increase the cost further by between 10%-40%.100 The National Paediatric
Hospital Development Board (NPHDB) confirmed in July that the contractor had submitted more than 906
claims for extra costs totalling €446m. The NPHDB still cannot provide cost projections for the delivery of
the project, citing ongoing commercially sensitive engagement with the contractor, and uncertainly
remains over the revised opening date of 2024.101
In addition, funds anticipated to be drawn down for the NCH in 2020 were instead used as part of the
€220m capital funding in response to the pandemic.102 A commitment is needed from Government that
all overruns with the NCH development will be funded separately to avoid the cancellation or delay of
other essential capital projects in Health.
Currently acute hospitals are not only attempting to treat patients with inadequate capacity, but they are
invariably doing so with equipment that is increasingly obsolete and which must be replaced. The HSE has
indicated that between 2017 and 2021, €3.64bn will be required for priority replacements.103 This capital
funding has clearly not been provided, with just €66.28m allocated for medical equipment replacement
in the HSE Capital Plan 2021.104
Significant increased capital funding is required to bring operating theatre capacity, equipment and other
facilities up to acceptable standards.
A further concern is that the HSE does not know the end of life for hundreds of its MRI, CT and ultrasound
scanners, while others with an end-of-life date of 2013 are still in use.105 A full audit of MRIs and other
diagnostic equipment should be carried out to inform a new capital replacement programme.
A national Electronic Health Record is a vital part of the health infrastructure for patients and healthcare
professionals and needs to be properly resourced and implemented without delay. This need was again
highlighted in the roll-out of the Covid-19 vaccines. Furthermore, a national EHR system needs to be in
place in order to capture and share data relating to episodes of care, which will facilitate a fit-for-purpose
activity based funding model that can effectively link activity and cost and identify opportunities for
improved efficiency.106
It is estimated that the cyber-attack on the HSE on 14 May will cost at least €100m to rectify, with some
reports putting the cost as high as €500m.107 It is essential the HSE invests intelligently in new IT systems,
replacing legacy IT equipment and upgrading its cybersecurity following the recent cyber-attack.
Section 5 Recommendations:
Additional capital spending in Health over many years is required to catch-up on the €1.34bn of
underinvestment seen over the past decade.
All overruns with the National Children’s Hospital development must be funded separately to avoid the
cancellation or delay of other essential capital projects.
Significant increased capital funding is required to bring operating theatre capacity, equipment and other
facilities up to acceptable standards. A full audit of MRIs and other diagnostic equipment should be
carried out to inform a new capital replacement programme.
A national Electronic Health Record is a vital part of the health infrastructure for patients and healthcare
professionals and needs to be properly resourced and implemented without delay.
It is essential the HSE invests intelligently in new IT systems, replacing legacy IT equipment and upgrading
its cybersecurity following the recent cyber-attack.
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6. Governance and Restructuring
The Association supports the restructuring of healthcare services to ensure greater alignment between
community and hospital healthcare services, based on common geographic areas with the full integration
of these services. For this realignment to work effectively all hospital and community health services
should be merged into one organisation within specific geographic areas.
The empowerment of local medical and management teams to plan, recruit, invest, respond, and adapt
during the pandemic resulted in better organised care over the past 18 months and needs to continue longterm. Locally empowered, bottom-up decision making has been proven time and again to work—in
healthcare and elsewhere.
Section 6 Recommendations:
The Association supports the restructuring of healthcare services to ensure greater alignment between
community and hospital services, based on common geographic areas with the full integration of these
services. For this realignment to work effectively all hospital and community health services should be
merged into one organisation within specific geographic areas.

7. Conclusion
Our ability to respond to meet increasing levels of patient demand and the backlog of deferred care that
has accrued due to the pandemic will require increased acute hospital capacity and a resolution of the
Consultant recruitment and retention crisis. Without addressing these twin deficits, the structural
mismatch between capacity and demand in our public health services will continue to increase rather than
decrease waiting lists and waiting times.
Public hospital and mental health services in Ireland do not currently have the capacity to provide timely,
safe care to patients. This is evident from:
• The record number of people on hospital waiting lists;
• The return of unacceptably high numbers of patients being treated on trolleys;
• Excessively high and unsafe bed occupancy rates;
• The lowest number of medical specialists and hospital beds per 1,000 of population in the EU;
• The 1 in 5 permanent Consultant posts vacant or filled on a temporary basis;
• The number of doctors employed as Consultants by the HSE who are not on the Medical Council
Specialist Register;
• The dramatic increase in Medical agency costs and adverse outcome claims.
The Government must take immediate action to address these problems. The 2022 Health Budget needs
to ensure that public hospital and mental health services have sufficient levels of current and capital
funding to provide timely, high quality care to patients.
In particular, immediate action is required to end the Consultant salary inequity imposed unilaterally by
the government in 2012 as it is the root cause of Ireland’s Consultant recruitment and retention crisis and,
by extension, the unacceptable numbers of people on record waiting lists. The low number of Consultant
posts in Ireland combined with the 1 in 5 approved posts that are vacant is impacting on patient care and
contributing significantly to the unacceptable delays that patients experience when they need to access care.
The solution is obvious: we must recruit and appoint additional Consultants without delay. Addressing the
Consultant recruitment and retention crisis, halting the medical brain drain and making Ireland an
20

attractive place to pursue a medical career can be achieved if the Government restores pay parity for
Hospital Consultants contracted since October 2012. All of the evidence confirms that it would be better
than cost neutral and it would lead to the more efficient and effective delivery of more timely, higher
quality care.
Immediate Government action is required now to arrest the current deteriorating situation in our acute
hospitals and mental health services and to ensure that the obvious capacity deficits are addressed.
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Appendices
Appendix 1: Tables and Figures
Figure 1: Health Budgets 2008-2021: Current Expenditure, Covid-19 Supports, Supplementary Estimates
and Covid-19 Supplementary Estimates
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Figure 4: Inpatient and Day Case Totals including and excluding Dialysis Cases (2007 – 2020)
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Figure 5: Average length of stay in hospital in OECD, 2000 and 2019 (or nearest year)
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Figure 7: Occupancy rate of curative (acute) care beds, 2000 and 2019 (or nearest year)
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Table 1: Available General Beds at 8am (excluding Critical Care) over 14-day period in August 2021

Date

Tues 03/08/21
Mon 02/08/21
Sun 01/08/21
Sat 31/07/21
Fri 30/07/21
Thurs 29/07/21
Wed 28/07/21

Number of Available
General Beds
(excluding Critical Care)
162
376
412
No data
211
169
149

% Available (based on
13,564 inpatient/day case
beds open in March 2021)
1.2
2.8
3

% Available (based on
11,285 inpatient only beds
open in March 2021)
1.4
3.3
3.7

1.6
1.2
1.1

1.9
1.5
1.3

23

63.4

Tues 27/07/21
Mon 26/07/21
Sun 25/07/21
Sat 24/07/21
Fri 23/07/21
Thurs 22/07/21
Wed 21/07/21
14-day average

177
193
361
518
261
230
204
263

1.3
1.4
2.7
3.8
1.9
1.7
1.5
1.9

1.6
1.7
3.2
4.6
2.3
2
1.8
2.3

Sources: HSE COVID-19 Daily Operations Update Acute Hospitals, 21 July to 3 August 2021; Latest available Department of
Health Open Beds Report - March 2021, 12 July 2021.

Figure 9: Estimated ICU Capacity to Cope with Surge in Covid-19 Patients during First Wave of Pandemic
Share of ICU beds occupied by Covid-19 patients at height of outbreak, %
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Source: Health at a Glance: Europe 2020.

Figure 10: Outpatient Waiting List (March 2013 – August 2021)
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Figure 11: Inpatient and Day Case Waiting Lists (March 2013 – August 2021)
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Table 2: Comparison of Ireland’s Publicly Funded Medical Workforce with UK and Australia (2019/20)

Country

Population m

Total
NCHDs

Ireland
England
Scotland
Wales
N. Ireland
Total UK
Australia

4.98
56.29
5.46
3.15
1.9
66.8
25.7

7,426
69,960
6,985
4,338
2,686
83,969
27,675

Total
NCHDs per
100,000
pop.
149
124
128
138
141
126
108

Total
Consultants Ratio
of
Consultants per 100,000 NCHDs to
pop.
Consultants
3425
52,212
5,522
2,822
1,919
62,475
34,170

69
93
101
90
101
94
133

2.16:1
1.33:1
1.26:1
1.54:1
1.39:1
1.34:1
0.8:1

Source: HSE, January 2021.

Table 3: Active Clinical Claims and year end liability (2013 – 2020)

No. of Active Clinical
Claims
Outstanding Liability
Average liability per
clinical claim

2013
3,061
€1.04bn
€339.8k

2014
2,844
€1.16bn
€407.9k

2015
3,000
€1.35bn
€450.0k

2016
3,021
€1.67bn
€552.8k

2017
2,976
€1.98bn
€665.3k

Source: NTMA Annual Report and Accounts 2013 – 2020

Table 4: Investment in health infrastructure, € million (2008 - 2021)

2008
2009
2010

Exchequer Capital Plan Funding (2008 - 2021)
Total Health
Total Acute Hospitals
€598m
€273m
€447m (€151m cut)
€209m (€64m cut)
€366m (€232m cut)
€220m (€53m cut)
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2018
3,196
€2.33bn
€729.0k

2019
3,370
€2.72bn
€807.1k

2020
3,498
€3.031bn
€866.5k

2011
2012
2013
2014
2015
2016
2017
2018
2019
2020
2021
Cumulative
Cut or Increase between
2008 and 2020

€347m (€251m cut)
€350m (€248m cut)
€347m (€251m cut)
€386m (€212m cut)
€398m (€200m cut)
€423m (€175m cut)
€454m (€144m cut)
€513m (€85m cut)
€667m (€69m increase)
€854m (€256m increase)
€880m (€282m increase)
€1,342m cut

€202m (€71m cut)
€208m (€65m cut)
€203m (€70m cut)
€197m (€76m cut)
€185m (€88m cut)
€237m (€36m cut)
€229m (€44m cut)
€221m (€52m cut)
€325m (€52m increase)
€587m (€314m increase)
€670m (€397m increase)
€144m increase

Sources: Revised Estimates for Public Services (2008 - 2021); HSE Reports on Capital Programme cited in DOH Health in
Ireland Key Trends 2017; ‘Building on Recovery: Infrastructure and Capital Investment 2016 – 2021’ Capital Plan; HSE Capital
Plan 2021. The capital budgets of €854m for 2020 and €853m for 2021 exclude €220m and €130m respectively for Covid 19
actions in those years. The HSE Capital Plan 2021 published on 4 August put the capital allocation at €983.17m, but does not
separate out Covid spending or allocate a specific total to Acute Hospitals.
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Appendix 2: Consultant Posts Vacant, Permanently Filled and
Filled on a Temporary/Agency Basis as at 1 February 2021.
Source: HSE NDTP PQ Response 8669/21 to Deputy David Cullinane, 24 February 2021.
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Appendix 3: FOI Responses to the IHCA in December 2020,
January/February 2021 on Cost of Agency Consultants
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