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Executive Summary 

The Irish health service is uncompetitive in recruiting and retaining the number of high calibre 

consultants it requires due to the failure of the State to honour the 2008 Consultant Contract 

and the discriminatory salaries imposed on New Entrant Consultants. This has been 

exacerbated as other jurisdictions increased consultant remuneration in the interim, in 

contrast with steep FEMPI cuts applied to Irish Consultants. These factors pose serious risks 

of a lost generation of Irish specialists who are emigrating to pursue their medical careers 

abroad. 

The FEMPI cuts in 2010 and 2013 were imposed on consultants in addition to the State’s 

failure to honour the salary terms in the 2008 Contract and New Entrant salary cuts. No other 

public servant has had two additional categories of cuts imposed on them in addition to FEMPI 

cuts. The combined impact of the FEMPI cuts and breach of Contract is that Consultants 

appointed prior to 30 September 2012 are on salaries of up to 33% less than their contracted 

salaries. New Entrant Consultants appointed from 1 October 2012 are on salaries up to 48.5% 

less than the salary provided for in the 2008 Contract. This has resulted in a prolonged and 

deepening recruitment and retention crisis in that more than 400 (15%) permanent 

consultant posts in acute hospital and mental health services remain vacant, with some filled 

on a temporary or agency basis. In addition, there are 81 of these posts filled since March 

2008 with doctors who are not on the Specialist Division of the Medical Council Register. This 

is in breach of the HSE’s recruitment rules and the Medical Practitioners Act, 2007. It is also 

undermining the safety and quality of patient care and the provision of acute hospital and 

mental health services. 

While some of these cuts have started to be reversed (through the FEMPI reversals), there 

remains significant uncompetitiveness due to the failure to pay the 2008 Contract salaries, 

the discriminatory salary terms imposed on New Entrant Consultants and ongoing salary 

increases in other countries. 

There is also irrefutable evidence that other English-speaking countries to which Irish 

specialists are emigrating are paying salaries double the consultants’ remuneration in Ireland. 

This lack of international competitiveness in pay needs to be urgently addressed. 

In the early 2000s, the Irish health service was seen as an attractive location for consultants, 

but the non-payment of a salary increase payable in 2009 constituted a universal breach of 

the 2008 Contract. This and the other factors referred to above have resulted in a disastrous 

decline in the number of applicants for posts thereafter, as the evidence in this submission 

will confirm. Also, retention is an issue with consultants resigning from their posts to emigrate 

or work in private hospitals. 

The Irish health service’s uncompetitiveness has increased each year as other countries are 

increasing the remuneration on offer to consultants annually. The Irish health service is 

becoming a medical backwater where patients will be deprived of the latest advancements in 

care, as the health service is failing to attract and retain the number of high calibre consultants 
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it requires. We have already lost a decade of our future clinical leaders; it is vital we do not 

lose a whole generation.  

In comparison with many other countries, the Irish health service has one third to a half the 

number of consultants by specialty on a population basis. 

This submission provides the evidence that there is a clear crisis in the recruitment and 

retention of hospital consultants in this country, and details the full range of causal factors 

that have led us to this dangerous precipice. 

Given the scale of the uncompetitiveness that currently exists compared with other 

jurisdictions to which our specialist consultants are emigrating, it will be necessary not only 

to honour the 2008 Contract remuneration scales including the full reversal of the 2010 and 

2013 FEMPI cuts for all consultants, but also end the payment of discriminatory salaries to 

New Entrant Consultants. It will also be necessary to address the significant gap that has 

opened up in remuneration with other countries due to the cumulative effects of a decade of 

annual remuneration increases on offer in these jurisdictions. 
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Introduction 

The Irish Hospital Consultants Association (IHCA) represents 85% of all hospital consultants 

working in Ireland’s acute hospital and mental health services and welcomes the opportunity 

to provide the Public Service Pay Commission (PSPC) with an evidence based submission to 

inform its deliberations in Phase 2 of its work on public service pay. 

The Association notes the acknowledgment in Chapter 6 of the Commission’s Report of May 

2017 that there is “evidence of specific difficulties in recruitment and retention” in certain 

groups of the health sector, specifically with hospitals consultants. It welcomes that priority 

is being given to addressing this workforce crisis in Module 1 of the Commission’s subsequent 

work. 

Evidence of crisis 

This submission provides compelling empirical evidence that a crisis exists in the recruitment 

and retention of hospital consultants, through figures from the Public Appointments Service 

(PAS) and comparative data in other jurisdictions. This includes the main English-speaking 

countries competing with Ireland for this mobile workforce. This shows that the Irish health 

service has become unattractive and uncompetitive on a number of fronts. The inability to 

recruit the number and calibre of consultants required has escalated since 2008 and there is 

no sign of any improvement. 

The evidence in this submission proves unequivocally that there is a serious difficulty in the 

recruitment and retention of hospital consultants and that there is a deepening and 

prolonged crisis, which has deteriorated sharply over the past decade.  

In the early 2000s, the Irish health service was viewed as an attractive employer for highly 

trained specialists who were embarking on a career as a hospital consultant. The country was 

able to attract the high calibre specialist clinicians at the forefront of medical practice, who 

provided leadership in their respective specialties in our acute hospital and mental health 

services. 

However, this all changed due to a combination of damaging factors. In particular, these 

included the State’s failure to honour the salary increases due in June 2009 as provided in the 

2008 Consultant Contract, and the unjustified pay discrimination against New Entrant 

Consultants.   

The 2009 and 2013 FEMPI salary cuts exacerbated the problem at a time when other countries 

offered increases in remuneration, as evidenced by the increasing failure of the PAS to fill 

approved permanent consultant posts. In addition, the unattractiveness of the Irish health 

service, and the overwhelming capacity deficits, further impacts on recruitment and retention 

as it prevents consultants from delivering on their full potential. 

 



IHCA Submission to the Public Service Pay Commission: Phase 2 
 

5 
 

Failure to Fill Advertised Permanent Consultant Posts 

The inability to recruit hospital consultants in the number and calibre required is abundantly 

clear from the stark statistics on unfilled consultant posts. 1 The figures for 2015 revealed that 

of the 148 PAS advertised Consultant posts, one in four failed to attract any suitable 

candidates, with no applicants for 20 posts (13.5%) and a further 56 (38%) receiving either 

one or two applicants.2,3 This means that more than half of all advertised posts in 2015 

received zero to two applications, thus restricting the range and calibre of candidate choice 

available to hospital employers. 

The situation has deteriorated. The HSE failed to fill a third of consultant posts it advertised 

in 2016, being “unable to identify a suitable candidate” for 30 of the 92 posts it advertised or 

had to withdraw. 4 Nearly 60% of advertised posts received between none and just two 

applications, which clearly points to an uncompetitiveness. A full list of the Consultant posts 

advertised in 2016 is included in Appendix 1. 

Table 1: Consultant Recruitment 2015 v 2016 

Year  Number 
of posts 
advertised 

Number 
unfilled 

% 
unfilled 

Zero 
applicants 

Number 
with 1-2 
applicants 

% zero or 
one 
applicants 

% zero  
to two 
applicants 

2015 148 39 26% 20 56 32.% 51% 

2016 92* 30 33% 8 44 33% 57% 

*Includes 7 posts withdrawn by the HSE. See Appendix 1. Source: Public Appointments Service 

In 2016, both the percentage of unfilled posts and percentage of posts receiving zero to two 

applicants increased, thus indicating that the recruitment crisis has deepened further. 

Figure 1: Consultant Recruitment 

2015/2016 Number of Applicants for Posts  

 

See Appendix 1. Source: Public Appointments Service 

Overall, the current lack of international competitiveness is significantly more serious than in 

2008, which was a relatively poor recruitment year due to the failure to clarify aspects of the 

Contract which was under negotiation. 

 

12%

21%

21%

46%
Zero
Applicants
1 Applicant

2 Applicants

>2 Applicants

Zero Applicants 
Eight advertised posts in 2016 did not 

get a single applicant, in cardiology, 

emergency medicine, dermatology, 

obstetrics & gynaecology, radiology.  

The PAS failed to find a suitable 

candidate for the prestigious post of 

Professor/Consultant in Cancer 

Research in Cork – a key leadership 

and developmental role. 
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Table 2: Consultant Recruitment 2008 v 2016 

Year Number of 
posts 
advertised  

Number of 
applicants 

Ratio Number of 
recommended/ In 
Clearance 

Number 
Unfilled 

% 
unfilled 

2008 97 455 4.69 83 14 14 

2016 92* 322 3.5 62 30 33 

*Includes 7 posts withdrawn by the HSE. See Appendix 1. Source: Public Appointments Service 

The number of empanelled applicants for the 92 advertised posts in 2016 totalled 322 – 

significantly below the 455 applicants for the 97 posts advertised by the PAS in 2008. This 

gives a ratio of 3.5 in 2016 versus a ratio of 4.7 in 2008 – a decline of 25%.  

Figure 2: Consultant Posts Advertised and Unfilled  

 

*Includes 7 posts withdrawn by the HSE in 2016. See Appendix 1. 

Source: Public Appointments Service 

The escalating consultant recruitment crisis is due to a failure by the State, the HSE and 

hospital employers to pay the specified salary scales provided in the contract. This constituted 

a universal breach of contract and undermines ongoing trust and competitiveness in 

recruiting Consultants. The discriminatory salary terms imposed on New Entrant Consultants 

further exacerbates the crisis. In addition, other countries that compete for our highly trained 

specialists not only honour their contracts but in the interim have increased salary levels to 

ensure they can fill advertised posts. This contrasts sharply with the contractual breaches in 

Ireland and the discriminatory cuts imposed on Consultants here. 

 

Requirements to ensure Consultant-provided services 

In January 2003, there were 1,731 approved permanent consultant posts in acute hospitals 

and mental health services. The Hanly Task Force on Medical Staffing estimated that in order 

to achieve a fully operational consultant-provided service by 2013, 3,600 consultants would 

be needed, representing an increase of some 1,870 posts (+108%) over the figure for 2003.5  
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The number of unfilled 

posts in 2008 – when 

the new consultant 

contract was introduced 

– was 14 out of 97 posts 

advertised (14%), 

compared with a figure 

of 30 unfilled out of 92 

posts (33%) in 2016. This 

is more than a doubling 

in the number of 

unfilled posts. 
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The latest data from the HSE confirms that there are 3,020 ‘approved’ permanent consultant 

posts in the health service.6 The figure for those ‘in post’ is approximately 2,600, allowing for 

posts unfilled or filled on a temporary or agency basis. The number of permanent consultants 

currently in post is about 30% or 1,000 below that recommended in the Hanly Report for 

2013. When the unforeseen population growth and demographic changes are taken into 

account, the shortfall is significantly greater. 

The country’s overall population increased by 12% over the past decade. However, more 
significantly the population aged 65 years and over has increased by some 35% to 625,500. 
The 65 years and over cohort accounts for 54% of total hospital inpatient bed days, 
approximately 37% of day and same day bed days, and 26% of Emergency Department 
attendances.7 
 
Applying our current population of 4.77m against the envisaged number of consultants 

required, a revised Hanly figure to ensure a consultant-delivered health service should now 

be set significantly higher, at around 4,300 consultants. 

 

Specialty vacancies and shortages 

Ireland has just one-third to a half the number of consultants on a per capita basis compared 

with the recommended international norms in many specialties, and around two-thirds of the 

number of consultants recommended in the Hanly Report 14 years ago. 8  When adjusted for 

current population and demographic factors we have around 60% of what is required.  

More than 400 permanent consultant posts are unfilled on a permanent basis. To describe 

this as a ‘crisis’ is not an overstatement, given that this equates to approximately 15% of 

approved consultant posts.  

 

Table 3: Number of total approved consultant posts in public and voluntary hospitals 

As at 26th July 2015 2241 

As at 26th July 2016 2379 

As at 26th July 2017 2426 

Source: PQ Ref 34011/17. The above does not include mental health posts. 9 

 

There were 370 vacant permanent approved acute hospital posts (a full 15%) at the end of 

September 2016, as confirmed by the HSE in a reply to a parliamentary question. 10 However, 

this did not include vacant posts in the Mental Health Services, hence the figure was always 

likely to be well over the 400 estimate. From a number of Parliamentary Questions and 

information on Consultant Psychiatrists posts in the mental health services, the current 

estimated number of vacant permanent consultant posts could be closer to 460. 
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Table 4: Approved Consultant Posts 

Approved posts filled on a permanent basis 2427 

Approved posts filled on a temporary basis 201 

Unknown (unmatched and unverified by clinical sites) 
Of these 392 posts it is not currently known how many are vacant 

392 

Total approved posts 3020 

*Estimated vacant permanent approved posts in acute hospitals and 
mental health services 

460 

Source: Doctors Integrated Management E-System (DIME). *Estimated vacancies based on PQs for approved 

acute hospital consultant posts, vacant posts and vacant Consultant Psychiatrist post  

The number of vacant consultant psychiatrist posts was confirmed by the Department of 

Public Expenditure and Reforms (DPER) in its Health Data submission to the Public Service Pay 

Commission earlier this year. 

It confirmed the number of consultant psychiatrist vacancies in the Mental Health Services at 

77 (18%) with a further 51 filled on a temporary basis.11 

Table 5: Consultant Psychiatrist Posts  

 Total 
Approved 
Posts 

Permanent 
Consultants 
in post 

Temporary 
Consultants 
in post 

Vacant 
posts 

% Vacant 

Consultant 
Psychiatrists 
at Sept 2016 

418.2 290.1 51 77.1 18% 

Source: DPER Health Data submission to PSPC, 2017 

Figure 3: Consultant Psychiatrist Posts Sept 2016 

 

 

Source: DPER Health Data submission to PSPC, 2017 

DPER also confirmed that 37 posts filled on a temporary basis were on agency contracts, thus 

increasing the overall cost to the health service. 

According to the DPER submission, in some CHOs the Consultant vacancies were up to 28% 

(e.g. in CHO 5, South East) and in some sub-specialities of psychiatry the rate of vacant posts 

69%

12%

19% Permanent
Consultants in
Post
Temporary
Consultants in
Post
Vacant Posts

 

THIS MEANS THAT 31% 

OF ALL APPROVED 

CONSULTANT 

PSYCHIATRIST POSTS 

WERE EITHER VACANT 

OR FILLED ON A 

TEMPOROARY BASIS 
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higher than 50%. For example, Mental Health Intellectual Disability and CAMHS reported sub-

speciality vacancy rates of between 33% and 60% in some services. 

Taken together with the 370 vacant permanent acute hospital posts, it means that there are 

well in excess of 400 permanent posts not filled on that basis. 

Not only does the extent of vacancies seriously undermine the provision of care to patients 
and the development of acute hospital and mental health services, but it also represents a 
false economy. The HSE has confirmed that the reliance on agency medical costs has 
increased significantly in recent years due to consultant and NCHD vacancies. The extent of 
the problem is confirmed by the medical agency costs of €113.5 million and €116.5m in 2015 
and 2016 respectively.12 

The cost associated with hiring an agency consultant is up to twice the long-serving 
consultant’s salary and up to three times the reduced New Entrant Consultant’s salary – as 
evidenced by the €368,000 paid to an agency Consultant in Emergency Medicine in 2012 (see 
Appendix 2). This false economy highlights the importance of adjusting consultant salaries 
upwards to reposition the acute hospital and mental health services to be more competitive 
in recruiting and retaining consultants. 

The PAS, in its submission to the Pay Commission in Phase 1 identified pay policy, take home 

pay, applicant pools, retention, and reputational risk as its five main challenges for 

recruitment, in that order.13 In particular, as its submission outlines, there is a pressing need 

to address all aspects of the uncompetitive salary terms which have accumulated over the 

past decade. 

Appointment of non-specialists 

The extreme deteriorating nature of the consultant recruitment and retention crisis is further 
highlighted by the HSE and employer reliance on appointing locum and agency doctors who 
are not registered as specialists with the Medical Council to specialist consultant posts. These 
appointments are in breach of the HSE’s recruitment rules and the Medical Practitioners Act, 
2007. The Act provides that a doctor who is not registered as a specialist with the Medical 
Council is not authorised to practise as an independent specialist or consultant. Furthermore, 
appointing inadequately qualified doctors to specialist consultant posts breaches the most 
basic of contemporary international and national professional standards in healthcare.  

The HSE’s National Doctors Training & Planning data14 confirms: 

 81 consultant post-holders appointed since March 2008 do not hold specialist division 

registration.  

 Of these, 27 posts are occupied by doctors who are working via an agency.  

 The Doctors Integrated Management E-System (DIME) database is only 84% complete, 

with the status of 16% of consultants unknown and unmatched to clinical posts – so 

the figure of non-specialists could be higher. 

 The data do not include information concerning the Medical Council registration 

status of consultants on contracts of less than one month. 
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The appointment of doctors who are not on the specialist register to consultant posts has 

become extensive. It is now affecting posts in 13 specialties throughout 20 acute hospitals 

and 10 mental health service areas, based on most recent information received from the HSE 

(see Appendix 3). The specialties impacted include obstetrics/gynaecology, general surgery, 

anaesthesia, several medical specialities, urology, orthopaedic surgery, radiology, emergency 

medicine, paediatrics, and all four psychiatry specialties.   

 

It is not acceptable that doctors who do not have the essential specialist training, skills and 

expertise are purporting to treat patients as consultants in our acute health services.  The 

crisis in the recruitment and retention of consultants cannot be resolved at the expense of 

patient safety. These developments are in breach of the HSE’s own basic standards for 

specialist consultant appointments, the terms of the 2008 Consultant Contract and the 

Medical Practitioners Act, 2007. 

 

As approximately 15% of permanent consultant posts cannot be filled on a permanent basis, 

there is a growing risk that temporary appointees who do not have the required specialist 

training and qualifications will assume permanent consultant posts once they become eligible 

for ‘contracts of indefinite duration’ after four years in post.  

 

Table 6: Consultant posts currently filed by doctors with General Registration by Contracts 

of Indefinite Duration (CID) 

Principal Clinical Site Title of Post Tenure Start data 

Galway University Hospitals Consultant Urologist CID 09 Jul 2013 

Mayo University Hospital Consultant General Surgeon CID 01 Aug 2008 

MRH Mullingar Consultant General Surgeon CID 01 Nov 2011 

MRH Mullingar Consultant General Surgeon CID 01 Nov 2011 

Sligo Regional Hospital Consultant Anaesthetist CID 15 Mar 2010 
Source: Appendix 3   

The appointment of non-specialist doctors who are not on the Medical Council’s Specialist 

Register to consultant posts poses a safety risk to patients, and this risk has been 

acknowledged by the HSE. 

In a response to a Parliamentary Question in May 2017, the HSE acknowledged that doctors 

appointed to consultant posts must be appropriately qualified and competent to perform the 

duties and functions of a consultant, with regard to the safe delivery of consultant services. 

To quote from the HSE’s response: “Breaches by an employer of the HSE’s regulatory 

requirements have significant implications for the organised and safe delivery of consultant 

services.”15 

This practice by hospital and mental health service employers, in appointing non-specialists 

to specialist consultant posts is undermining the most basic standards of professionalism in 

our acute services. Furthermore, it is clear that this is occurring because of a lack of 

competitiveness in recruiting and retaining consultants as outlined in this submission. 
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Causal factors 

The escalating hospital consultant recruitment and retention crisis can be directly traced back 

to the State’s continued breaches of the 2008 Consultant Contract salary terms, the ongoing 

pay discrimination against New Entrant Consultants, the fact that the Irish health service is 

increasingly uncompetitive in comparison to other countries that have been increasing their 

remuneration over the past decade, and the deterioration in working conditions in our acute 

services.  

These factors, combined with the steep FEMPI cuts and increased pension levies, have 

critically undermined the attractiveness of consultant posts in the Irish health service to highly 

trained internationally mobile specialists.  

The remuneration terms available to consultants in our acute hospital and mental health 

services are the prime cause of the increasing consultant recruitment and retention crisis, as 

evidenced by the recent data from the PAS.  

The recruitment and retention crisis arising from the failure to honour the contractual salary 

was exacerbated by the FEMPI salary cuts in January 2009 of between 8% and 15% and July 

2013 of between 5% and 7% for consultants.  

The steep cuts in gross salary were also impacted by increased taxation. Pension levies were 

also increased by approximately 10% in 2009, and this has been confirmed in the past year. 

In these circumstances, it is not surprising that our public hospital and mental health services 

are struggling to fill a significant percentage of advertised consultant posts and are attracting 

an insufficient number of applicants. This is directly impacting on the provision of timely high 

quality care in the public health system.  

While the planned reversal of the FEMPI cuts is to be welcomed, on its own it will not address 

the pay disparity that exists with those English-speaking health services that are attracting 

our consultant workforce away from the Irish health service. 

International Salary Comparisons 

OECD reported figures of specialist salaries do not provide like for like comparative 

information on the key English-speaking countries to which Irish trained doctors and 

consultants are now emigrating.  

In view of the inconsistencies in the published OECD information on comparative salaries for 

specialists, the table below provides details on the average salary levels as reported in those 

English-speaking countries to which our consultants and specialists are emigrating to practise. 

However, it must be stressed that Irish specialists and consultants employed in those 

countries have confirmed that significantly higher salaries are being paid to them than the 

averages in the table below or outlined in the source reports.  

Accordingly, the payments to individual consultants abroad can be far greater than the 

averages indicated in the following table 
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Table 7 – Comparative Average Consultant Salaries 

Country Average Gross salary Euro Conversion  

Ireland*  €162,319  

United States** US $316,000  €267,900  

Canada*** CA $404,000  €269,250  

Australia **** AU $350,400 €225,500  

Gulf States *****  €300,000+ (tax free)  

 

Source: *OECD Remuneration of specialists (2015);**Medscape Physician Compensation Report (2017); *** 
Canadian Institute of Health Information (2015-2016); ****NSW Health & WA Health rates combined; ***** No 
published data 

Consultants in many of the specialties, which employers in Ireland are struggling to fill posts, 

can earn in excess of €400,000 a year in the US.16 Also while the average annual payment to 

specialists in Canada is around €270,000, surgical and other specialties in high demand 

command salaries in the range from €300,000 to in excess of €400,000. 17  

The Australian average figure in the above table may be a significant underestimation as posts 

at present are being advertised by the medical recruiter Global Medics at the equivalent of 

€384,000, which is reported as not unusual.18 The Australian salaries also need to be viewed 

in the context of so-called ‘salary packaging’, which allows hospital employees to receive up 

to 30% of their salary tax free. 

Specialists working in the Gulf States can earn €300,000 or more a year19, but with the added 

benefit that the salary is in most cases tax free20. In two of these countries, Saudi Arabia and 

Bahrain, social security levies are at relatively low levels of 1% to 2%.21 In addition, in some 

Gulf States accommodation and the cost of children’s education is also provided on top of 

basic remuneration. 

The latest Health at a Glance 2017 OECD Indicators report recognises that with increasing 

international mobility of doctors across national borders, the relative levels of remuneration 

plays an important role in influencing these movements. 22  

Comparisons with the UK are flawed as the UK figures do not include various pay awards, 

which are a significant part of the salary income of specialists working in the NHS. These 

awards include payments on an annual basis of up to Stg£36,192 in local awards and up to 

Stg£77,320 in national Clinical Excellence Awards. Most consultants in the UK benefit from 

these awards.23 Other factors also significantly impact on comparisons, underestimating UK 

remuneration packages. 

Taking account of the remuneration levels being paid to Irish registered specialists and 
consultants, it is clear that salaries in the United States, Canada, Australia and the Gulf States 
are well in excess of those being paid to consultants in Ireland. Likewise, when the local and 
national awards and other factors are taken into account, a similar situation pertains in the 
UK. In addition, Irish consultants working in the Gulf States are being paid at least three times 
the equivalent salary being paid in Ireland, once taxes and other factors are taken into 
account.  
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In summary, the average consultant salary in Ireland has been cut by 22% due to the 2010 
and 2013 FEMPI cuts compared with December 2009. In 2009 and 2010 the Consultant 
recruitment and retention crisis was already manifesting itself, due to the combined effects 
of the failure to honour the 2008 Consultant Contract and the FEMPI 2010 salary cuts. The 
2013 FEMPI cut exacerbated the crisis as did the further reduction imposed on New Entrant 
Consultants, which is significantly greater.  

The FEMPI cuts in 2010 and 2013 were imposed on consultants in addition to the State’s 

failure to honour the salary terms in the 2008 Contract and New Entrant salary cuts. No other 

public servant has had two additional categories of cuts imposed on them in addition to FEMPI 

cuts. The combined impact of the FEMPI cuts and breach of Contract is that Consultants 

appointed prior to 30 September 2012 are on salaries of up to 33% less than their contracted 

salaries. New Entrant Consultants appointed from 1 October 2012 are on salaries up to 48.5% 

less than the salary provided for in the 2008 Contract. This has resulted in a prolonged and 

deepening recruitment and retention crisis in that more than 400 (15%) permanent 

consultant posts in acute hospital and mental health services remain vacant, with some filled 

on a temporary or agency basis. In addition, there are 81 of these posts filled since March 

2008 with doctors who are not on the Specialist Division of the Medical Council Register. This 

is in breach of the HSE’s recruitment rules and the Medical Practitioners Act, 2007. It is also 

undermining the safety and quality of patient care and the provision of acute hospital and 

mental health services. 

Table 8: Current Shortfall in Consultant Salaries Compared with the 2008 Contract Terms 

 Appointed up to 30 Sept 2012 New Entrants Appointed from 1 Oct 2012 

Type A 27.3% to 33.5% 28.8% to 48.5% 

Type B 24.4% to 28.7% 30.4% to 46.9% 

Type B* 19.6% to 24.0% N.A. 

Type C 17.5% to 29% 25.4% to 41.0% 

  

While the planned reversal of the 2010 and 2013 FEMPI reductions is a positive first step, it is 
widely acknowledged that it will not be sufficient to adequately address the unattractiveness 
of hospital consultant positions in the Irish health service. 

Given the scale of the uncompetitiveness that currently exists compared with other 
jurisdictions to which our specialist consultants are emigrating, it will be necessary not only 
to honour the 2008 Contract remuneration scales including the full reversal of the 2010 and 
2013 FEMPI cuts for all consultants, but also end the payment of discriminatory salaries to 
New Entrant Consultants. It will also be necessary to address the significant gap that has 
opened up in remuneration with other countries due to the cumulative effects of a decade of 
annual remuneration increases on offer in these jurisdictions. 

 
Leadership 

Medical practice continues to evolve and change at a rapid pace, especially in acute services, 

due to ongoing advances in medical knowledge, science and technology. As a small country, 

we must strive to ensure that we do not become a backwater in international medicine. To 
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keep abreast of new developments and medical advances, our acute hospital and mental 

health services must recruit and retain consultants who are at the forefront of medical 

practice and who are capable of leading and adapting to change and ongoing innovation.  

The capacity of our health system to consistently deliver high-quality care to patients on a par 

with other countries therefore requires, among many other factors, good medical leadership. 

Our hospitals and universities must therefore be assisted in fostering the kind of innovative 

climate and environment that facilitates the development of new and improved medical 

practice. It is imperative that we attract and retain high calibre medical specialists who can 

deliver the kind of leadership that is required in both clinical and academic settings to achieve 

these aims.  

Over the past decade, hospital consultants have played a pivotal leadership role devising and 

implementing key clinical programmes that have significantly improved health services in 

Ireland and delivered better patient outcomes despite service capacity deficits. These 

programmes – including Acute Medicine, Surgery, Critical Care, Emergency Medicine and 

others – have delivered huge benefits and efficiencies for the health service. 

 Through the National Clinical Programme in Acute Medicine, the average length of 

stay in hospital has reduced from 8.5 days in 2010 to 6.8 days; 64% of medical 

patients are also discharged or admitted from AMAU within 6 hours of registration.24  

 The National Clinical Programme in Surgery reported a 13% decrease in bed day usage 

and a 6% decrease in the average length of stay between 2010 and 2014, despite 

workload increasing by 12%, which yielded savings of €22 million.25 

 Over 90% of eligible heart attack patients received percutaneous coronary 

intervention, or angioplasty, in 2016 compared with 55% in 2011, due to the roll-out 

of the National Acute Coronary Syndrome Programme.26 

 More than 80,000 patients were removed from the rheumatology waiting lists as of 

December 2016 due to an innovative musculoskeletal physiotherapy initiative from 

the National Clinical Programme in Rheumatology.27 

The ongoing success of these programmes and others is contingent on the recruitment and 

retention of high calibre hospital consultants who are capable of providing the necessary 

leadership, governance and management required. Hospital consultants also play a pivotal 

role in terms of education, research and development 

However, candidates for Consultant posts in Ireland operate in an international market and 
demonstrate a high level of mobility. Their career decisions are influenced by the 
competitiveness of remuneration on offer as well as by the standard of living, taxation regime 
and the work environment and conditions in acute services.   

Academic Consultants  

Medical colleges and teaching hospitals are finding it increasingly difficult to attract and retain 
highly qualified consultants who are capable of delivering medical leadership as terms and 
conditions available internationally are proving more attractive. The PAS is already finding it 
difficult to identify suitable candidates for some of these prestigious positions, as was the 
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case when it advertised but failed to fill the post of Professor/Consultant in Cancer Research 
in Cork in 2016.  

The inability of universities to recruit top calibre medical professionals for leading academic 

posts will have a long-term negative impact on the ability of medical graduates to go abroad 

to centres of excellence and bring back that expertise to the Irish health service for the benefit 

of patients. 

To successfully deliver on change management, it is accepted there is a need for ‘change 

champions’ among senior medical staff.28 Restoring the attractiveness of consultants post in 

Ireland is key to ensuring the stream providing our future clinical leaders does not dry up. 

Finance: Income Tax 

Ireland’s marginal rate of personal income tax is up to 10% to 15% higher than the marginal 
rate of personal income tax nationally in several other English-speaking countries.  

Figure 4: Marginal Rate of Personal Income Tax Nationally (2017) 

 

Source: KPMG website29  

This in effect means that any comparison of gross salaries needs to be cognisant of this 
significant issue and accordingly Irish salaries need to be higher in gross terms to be 
competitive. 

Based on KPMG comparisons, not only is the marginal rate of personal income tax higher in 
Ireland as outlined in the figure above, but the effective income tax rate for an employee at 
a salary of €150,000 in Ireland is 45%, some 6 percentage points above the UK at 39% and 16 
percentage points above the US at 29%. 

In Australia, consultants and all health staff benefit from a system of tax minimisation called 
‘salary packaging’, which allows them to receive up to 30% of their salary tax free. Specialists 
working in the Gulf States have the added perk of paying no income tax, while in Saudi Arabia 
and Bahrain non-nationals are only required to pay 2% and 1% respectively in social security 
levies.30 

Cost of Living Comparisons 
The OECD publishes information containing the monthly Comparative Price Levels (CPL) for 
OECD countries. CPLs are defined as the ratios of Purchasing Power Parities (PPPs) for private 
final consumption expenditure to exchange rates. They provide a measure of the differences 
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in price levels between countries. The monthly PPPs used to derive the table below are based 
on OECD data. It confirms that comparative prices and therefore the cost of living is lower in 
Canada (-6%), the UK (-8%) and in the US (-13%) than in Ireland, based on the latest available 
September 2017 data. Cost of living factors, like taxation differences, also add significant 
upward pressure on gross salary required in Ireland to be competitive with other jurisdictions. 
Table 9: Monthly Comparative Price Levels (Sept 2017) 

Country Comparative price levels 

Canada 94 

Ireland 100 

United Kingdom 92 

United States 87 

Source: OECD Monthly Comparative price levels (Sept 2017) 

 

Global Demand for Doctors 

Demand for specialists and consultants exceeds supply worldwide and especially in developed 
economies. Irish trained medical graduates, specialists and consultants are in particularly high 
demand as the standard of training here is regarded as one of the best in the world. 
Internationally there are significant shortages in surgical, medical, diagnostic and other 
specialties. For example, January 2016 UK National Statistics for 2013 to 2015 reveal that 
there were 243 consultant vacancies in emergency medicine and 221 consultant vacancies in 
paediatric specialties. Earlier this year, the Royal College of Emergency Medicine said that 
NHS England “urgently needed” more than 2,000 additional emergency medicine consultants 
to reach safe, sustainable staffing levels by 2020.31 
 
New Zealand has estimated that it will need an extra 2,280 specialists or 380 specialists every 
year to reach the OECD average number of specialists on a population basis by 2021.  
 
The Association of American Medical Colleges in 2016 estimated that there would be a sharp 

decline in the supply of surgical specialists in the US resulting in a projected shortfall of 

between 25,200 and 33,200 surgeons by 2025, a mere eight years away. More recently, the 

Association of American Medical Colleges predicted the US would face a shortage of between 

40,800 and 104,900 doctors by 2030, with the shortfall of specialists likely to be between 

33,500 and 61,800.32 

These examples of international shortfalls are driving the demand for highly trained 

specialists and consultants, which in turn is resulting in shortages across a range of key 

specialties in Ireland. 

By 2013, Ireland had largely achieved the policy goal of graduating a sufficient number of 

doctors to meet its domestic needs through a doubling of the medical school intake of Irish 

and European Union students from approx. 300 to 730 annually.33 Irish medical schools now 

produce 727 doctors per year, which equates to 23.7 medical graduates per 100,000 

population – the highest figure in the entire OECD.34 Clearly, in order to achieve health 
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workforce self-sufficiency, competitive salary packages are required to enhance recruitment 

and retention, alongside moves to generate sufficient numbers of graduates. 

Vacancies at all levels, from junior hospital training grades to hospital consultants, have 

continued to increase despite the doubling of medical graduates.  

Foreign-trained doctors 

As a result of these vacancies, there has been no reduction in Ireland’s reliance on the 

recruitment of international medical graduates. These foreign-trained doctors have 

accounted for between 30% and 40% of all doctors registered with the Medical Council of 

Ireland in recent years.35 36 

Ireland has one of the highest percentages of foreign-trained doctors in the OECD.  

Figure 5: Share of foreign-trained doctors in OECD countries

 

Source: OECD Health at a Glance 2015 (based on 2013 data for Ireland) 

The table below includes statistics on the percentage of foreign-trained doctors practising in 

Ireland and other countries for the years 2011 to 2016. 

Table 10:  Reliance on foreign-trained doctors  

 2011 2012 2013 2014 2015 2016 

Ireland   35.7%  32.6% 34.2% 36.1% 39% 41.6% 

Spain 9.4% - - - - - 

Germany 7.3% 8.2% 8.8% 9.5% 10.3% - 

Italy 0.82% 0.83% 0.84% 0.83% 0.83% 0.83% 

France  8.2% 8.7% 9.2% 9.8% 10.4% 10.9% 

UK 29% 28.7% 28.7% 28.3% 26.7% 28.3% 

Source: OECD Health Database – Health workforce migration dataset (2011-2016) 

The recruitment of foreign-trained doctors is not an effective strategy for addressing 

shortages of doctors in the Irish health service, as research has established that only around 

one third of foreign-trained doctors plan to remain in Ireland, with nearly a half (47%) 

intending to migrate onwards.37 
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The central tenet of the WHO Global Code on the International Recruitment of Health 

Personnel (2010) is that each country should train and retain the health professionals it needs. 

However, we continue to experience a damaging shortfall of doctors, a situation that 

researchers have projected will persist given that a staggering 88% of medical students in a 

recent survey indicated they were either definitely migrating or contemplating migrating 

following graduation or completion of the pre-registration intern year.38 Even at this early 

stage of their careers, pay and working conditions were among the main factors influencing 

migration intentions.  

Of further concern, separate Irish research has highlighted that the longer doctors remain 

abroad, the less likely they are to return home.39 Thus the longer it takes to resolves this 

current recruitment and retention crisis, the harder it will be to attract back our medical 

diaspora and stop Ireland’s damaging medical brain drain. The above research from the RCSI 

found that the proportion of doctors who planned to remain abroad permanently had risen 

from 10% at the time they left Ireland (between 2008 and 2014) to 34% at the time of the 

2014 survey.40 

In the RCSI Health Workforce Research Group’s most recent work on this topic,41 it has been 

stated that various medical workforce stressors continue to undermine Ireland’s ability to 

achieve medical workforce sustainability and compliance with the WHO Global Code on the 

International Recruitment of health personnel. 

Age Profile of Consultants 

The age profile of consultants employed directly by the HSE (excluding HSE funded voluntary 

hospitals) is outlined in the table below. It is of concern that 25% of the hospital consultants are 

aged over 55 years with 10% over 60 years. 

Table 11: Age Profile of Consultants in HSE Acute Hospital Posts 

 < 20 20 - 24 25-29 30-34 35-39 40-44 45-49 50 - 54 55-59 60-64 65+ Total 

Nos - - - 21 159 354 441 390 278 149 44 1,836 

%/total    1% 9% 19% 24% 21% 15% 8% 2% 100% 

Source: HSE March 2016 

Medical Council data confirm this concern, with 30% of its registered specialists including consultants 
(excluding GPs) over the age of 55. 

Table 12: Age Profile of Members on the Specialist Register 

  Under 25 25 - 34 35-44 45-54 55-64 >65  Total 

Numbers 15 4,497 4,962 4,103 2,757 1,237 17,571 

%of total 0% 25.6% 28.2% 23.4% 15.7% 7% 100% 

Source: Medical Council Workforce data on registered specialists, including consultants but excluding GPs, 
practising medicine in Ireland 

Work Environment 

International comparisons confirm that the Irish health service has one of the lowest number 
of practising doctors in the OECD on a population basis with 2.9 per 1000 population, which 
is 12% below the OECD average of 3.3.42 
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Figure 6: Practising doctors per 1000 population (2014 or nearest year) 

 

Source: OECD Health Statistics 2017 

 
Scotland, which has a population of 5.4 million, has more than 5,000 hospital consultants 
working in NHS Scotland,43 compared with Ireland’s 2,600 consultants in post for its 4.77m 
population. If the same ratio of consultants per population was applied in Ireland, we should 
have more than 4,400 consultants working in the Irish health service. 

Due to the lower number of doctors and consultants in Ireland their workload is much higher 
in comparison with international peers as demonstrated by higher on-call rota commitments 
in hospitals and with numbers of patients routinely assessed in hospital outpatient clinics and 
ward rounds, which are often multiples of the numbers in other countries. 

The impact of this pressure can be seen in the recent National Study of Wellbeing of Hospital 

Doctors in Ireland, which showed that 1 in 3 doctors were found to have experienced burnout 

and up to 10% reported severe to extremely severe levels of depression, anxiety and stress.44 

Projected Demand for Healthcare 

In the period between phase 1 and phase 2 of the Commission’s work, the ESRI published a 

new report providing annual projections of demand for public and private health and social 

care services in Ireland for the years 2015–2030.45 See Appendix 4 for infographic.  

The report projects: 

 Population will grow by up to 23%, or 1 million people, with the numbers of those over 

85 projected to almost double. 

 Demand for public inpatient bed days are projected to increase by between 32% and 

37% by 2030. 

 Demand for public day-patient cases to increase by 23%-29%. 

 Demand for private hospital inpatient bed days to increase by 28%-32%  

 Demand for private hospital day-patient cases to increase by 24%-28%. 

Such additional projected demand will naturally give rise to a need for expanded staffing 

throughout the health service, and in particular additional consultant posts. However, the 

authors of the ESRI report do not address this workforce shortage.  
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The Department of Health has identified this rapid ageing of the population in conjunction 

with lifestyle-related health threats as presenting the major challenges now and into the 

future in sustaining and further improving health and health services in Ireland, and this will 

also drive the need for greater consultant numbers. 46 

Permanent Consultant Resignations  

As a consequence of the deterioration in remuneration and lack of international 

competitiveness, a relatively large number of Consultants who held permanent contract posts 

across a range of specialties have resigned in recent years. 

Many of them have decided to emigrate to other countries while others have moved to work 

in the private sector in Ireland where more attractive remuneration and working conditions 

are on offer. Appendix 5 includes an incomplete list of the specialties and hospital locations 

affected in this regard. The list is by no means exhaustive and in fact understates the extent 

to which Consultants have resigned from their permanent public posts to pursue 

opportunities elsewhere.   

Workforce planning 

Some actions to address the projected shortfall of 18 million health workers across the globe 

and the potential shortfall of 1 million health workers in the EU by 2020 were discussed at the 

Fourth Global Forum on Human Resources for Health, which took place in Dublin in November 

2017. At the meeting, Minister for Foreign Affairs Simon Coveney reiterated that a strong and 

effective health workforce was at the heart of any effective health system.47 

However, the Government has yet to take any concrete steps to stem our continuing medical 

brain drain or address our overreliance on foreign-trained doctors and inability to recruit 

consultants in the numbers and calibre required. 

The Department of Health accepts that the potential impact of emerging and accelerating 

global and regional health workforce shortages on health professional recruitment and 

retention presents a significant strategic risk to the effective functioning of the Irish health 

system in the coming years.48  

However, the new National Strategic Framework for Health and Social Care Workforce 

Planning, ‘Working Together for Health’, which was launched at the opening ceremony of the 

Global Forum for Human Resources for Health, lacks any concrete recommendations or 

solutions to address the recruitment and retention crisis involving hospital consultants.   

The Framework report itself acknowledges this, noting that a number of submissions received 

by the Steering Group raised concerns that the draft framework had not included an in-depth 

examination of recruitment and retention issues for particular categories of health workers. 

In response, the report points out that the purpose of the framework is to establish and 

implement “structures and processes to tackle workforce planning issues on a sectoral or 

cross-sectoral basis”, and that the submissions would be retained and provided to the new 

workforce planning structures “for information and further consideration once they are 

established”. 49 



IHCA Submission to the Public Service Pay Commission: Phase 2 
 

21 
 

The Association reiterates that the time for action on the recruitment and retention crisis in 

now. This pressing issue for the health service is not something for “further consideration” by 

as yet unidentified or established workforce planning groups. The Irish acute hospital and 

mental health services have already suffered the loss of a decade of high calibre trained 

specialists since 2008. If the required competitiveness in recruiting consultants is not 

restored, within another ten years the country will have lost a generation of these specialists. 

The major failing of the HSE’s recent ‘Towards Successful Consultant Recruitment, 

Appointment and Retention’ report arises from the fact that its terms of reference set out by 

the HSE precluded it from addressing the issue of pay. 50  However, the Chair Prof Frank Keane 

in the report acknowledged that, notwithstanding this limitation, it was important to point 

out that simply correcting and providing rigour to the recruitment and appointment process 

was “not of itself enough to address the present Consultant recruitment crisis”, but that 

“other factors” also needed to be addressed. These included “most particularly, concerns 

regarding remuneration”.51 

The report also acknowledged that the difference between New Entrant Consultants and 

older salary scales was “a source of concern to candidates as well as a potential source of 

intra-departmental disharmony and a disruptive influence on the need for good team-

working”.52 

Conclusion 

The issue of the remuneration of consultants is key to addressing the failings in the current 

recruitment and retention of Hospital Consultants in this country. This submission has 

provided clear evidence that the continued breaches of the 2008 Consultant Contract, the 

FEMPI salary cuts imposed since 2009, the persistent discrimination against New Entrants in 

terms of their salary scales and the increasing uncompetitiveness compared with other 

countries are all causal factors behind this deepening and prolonged crisis facing the Irish 

health service.  

The number of unfilled consultant posts, the fall-off in applicants, the reliance on agency staff, 

and the unacceptable appointment of non-specialists to consultant posts all point inextricably 

to massive failings on the part of the State’s policy and decisions to address one of the key 

factors that is threatening the future of our health service. We have already lost a decade’s 

worth of potential future clinical leaders; it is vital we do not lose a whole generation.  

The comparative data on consultant salaries in the main English-speaking countries 

competing with Ireland for this highly sought after and mobile workforce reveals that the Irish 

health service has become unattractive and uncompetitive, and this will need to be addressed 

in the first instance, before other strategic workforce initiatives are attempted. 

We are still 1,000 consultant posts short of the number recommended by the Hanly Report 

for 2013, despite significant population growth and demographic changes in the interim. And 

it is this ageing and growing population that is driving the significant projected increases in 

demand for acute health services. This will require the appointment of even more 

consultants. 
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Ireland is not unique in facing these challenges. Globally, the WHO predicts a deficit of 18 

million skilled health workers by 2030, while the European Commission has estimated a 

potential shortfall of around 1 million health workers by 2020. Yet the consultant recruitment 

and retention crisis presents a much greater strategic risk in Ireland. The vacancies are already 

undermining the functioning of the health system and will do so to an even greater extent in 

the coming years. 

Ireland is no longer internationally competitive in attracting highly trained specialists in the 

numbers needed to treat a growing patient cohort and to develop the acute health services 

through leadership and innovation. The continuing failure to fill consultant posts is directly 

attributable to the State’s blatant and repeated breaches of contract terms and the ongoing 

discrimination against New Entrant Consultants. These fundamental breaches of trust 

continue to undermine the attractiveness of the Irish health service to highly trained 

internationally mobile specialists. 

Given the scale of the uncompetitiveness that currently exists compared with other 
jurisdictions to which our specialist consultants are emigrating, it will be necessary not only 
to honour the 2008 Contract remuneration scales including the full reversal of the 2010 and 
2013 FEMPI cuts for all consultants, but also end the payment of discriminatory salaries to 
New Entrant Consultants. It will also be necessary to address the significant gap that has 
opened up in remuneration with other countries due to the cumulative effects of a decade of 
annual remuneration increases on offer in these jurisdictions. 
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HOME CARE 
PACKAGES
   44-66%
UP TO 10,000 EXTRA

PUBLIC
OCCUPATIONAL
THERAPY VISITS 
   33-38%
UP TO  0.13m EXTRA

HOME HELP HOURS
    38-54%
UP TO 7.7m EXTRA

PRESCRIPTION ITEMS
(PUBLIC SCHEMES)
   34-37%
UP TO 27.4m EXTRA

 

Evidence for Policy

HOW WILL POPULATION INCREASE AND AGEING AFFECT 
DEMAND FOR HEALTHCARE SERVICES 
IN THE YEARS TO 2030?

POPULATION INCREASE AND AGEING AFFECTPOPULATION INCREASE AND AGEING AFFECTPOPULATION INCREASE AND AGEING AFFECTPOPULATION INCREASE AND AGEING AFFECT
DEMAND FOR HEALTHCARE SERVICES DEMAND FOR HEALTHCARE SERVICES 

PUBLIC HOSPITALS PRIVATE HOSPITALS

INPATIENT BED DAYS
   32-37% 
UP TO 1.20m EXTRA

DAY PATIENT CASES 
   23-29%
UP TO 0.30m EXTRA

INPATIENT BED DAYS
   25-32% 
UP TO 0.20m EXTRA

DAY PATIENT CASES 
   24-28%
UP TO 0.13m EXTRA

GP VISITS
   20-27% 

UP TO 4.8m EXTRA

PRACTICE 
NURSE VISITS
   26-32% 

UP TO 1.9m EXTRA

PUBLIC HOSPITALS PRIVATE HOSPITALS

PROJECTIONS FOR 2030
COMPARED TO 2015 LEVELS

POPULATION 
AGED 65+

2015 1 IN 8 2030 1 IN 6

esri.ie

NURSING HOME 
RESIDENTS
   40-54% 

UP TO 15,600 EXTRA

PROJECTED
POPULATION INCREASE

640,000 -1.1m
FROM 2015-2030

PUBLIC
PHYSIOTHERAPY
VISITS 

   24-30% 
UP TO 0.23m EXTRA
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Appendix 5 – Indicative list of Consultants who have left the public acute hospital system to 

pursue opportunities abroad or in the private sector 
 
Consultant Anaesthetist    St John’s Hospital, Limerick 
Consultant in Pain Medicine   Sligo University Hospital 
Consultant Respiratory Physician  Mater Misericordiae University Hospital, Dublin 
Consultant Neurologist    Cork University Hospital 
Consultant Medical Oncologist   St James’s Hospital, Dublin  
Consultant Orthopaedic Surgeon  Tallaght Hospital, Dublin 
Dean of Medicine    University College Dublin 
Dean of Medicine    Trinity College Dublin 
Consultant in Palliative Medicine  Our Lady’s Hospice, Harold’s Cross 
Consultant Microbiologist   University Hospital Waterford  
Consultant Dermatologist   University Hospital Waterford  
Consultant Radiologist x 2   University Hospital Waterford  
Consultant Adult Psychiatrist   Kildare Mental Health Services 
Consultant Child & Adolescent Psychiatrist Dublin North Mental Health Services 
Consultant Adult Psychiatrist   South East Mental Health Services 
Consultant Respiratory Physician  Portiuncula Hospital, Ballinasloe 
Consultant Psychiatrist        Linn Dara Services 
Consultant Surgeon        Naas General Hospital 
Consultant Oral Surgeon      Cork University Hospital 
Consultant Psychiatrist    Cavan General Hospital 
Consultant Anaesthetist    Beaumont Hospital, Dublin 
Consultant Paediatrician    Wexford General Hospital 
Consultant Medical Oncologist   Our Lady of Lourdes, Drogheda 
Consultant Orthopaedic Surgeon  Kerry University Hospital 
Consultant Obstetrician    Cork University Hospital 
Consultant in Infectious Diseases         University Hospital Limerick 
Consultant Cardiologist                       Beaumont Hospital, Dublin 
Consultant Paediatrician                      Our Lady’s Children’s Hospital,  
Consultant Obstetrician                     Rotunda Hospital, Dublin  
Consultant Psychiatrist                      Brothers of Charity, Tralee, Co Kerry 
Consultant Paediatric Surgeon        Our Lady’s Children’s Hospital  
Consultant Surgeon                             St Joseph’s Hospital, Sligo                
Consultant Anaesthetist    University Hospital Waterford 
Consultant Orthopaedic Surgeon  Our Lady of Lourdes Hospital, Drogheda  
Consultant Anaesthetist    Mater Misericordiae University Hospital, Dublin 
Consultant Orthopaedic Surgeon  University Hospital Waterford 
Consultant Anaesthetist    Our Lady’s Hospital, Navan 
Consultant Orthopaedic Surgeon  Beaumont Hospital, Dublin 
Consultant Plastic Surgeon   St Vincent’s University Hospital, Dublin  
Consultant Orthopaedic  Surgeon  Mater Misericordiae University Hospital, Dublin  
Consultant Anaesthetist    Connolly Hospital, Dublin 
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Addendum 

Clinical indemnity costs 

Escalating clinical indemnity costs are driving up the cost of providing care in public hospitals. The 

cost of clinical indemnity more than doubled for most specialties in the two-year period 2013 to 

2014. There have been additional increases every year since. Indemnity costs for 2017 increased by 

4.5% on average and by 14% for certain specialties.  

The State Claims Agency (SCA) is reimbursed on a monthly basis from the Department of Health Vote 

for its pay-outs under the Clinical Indemnity Scheme (CIS). The total cost of all claims resolved has 

increased from €57.9m in 2012 to €81.0m in 2016 (40%) (Table 10). The SCA had 3,021 active clinical 

claims under management, with an estimated liability of €1.67bn in respect of those claims at end of 

2016.1 This represents a significant cost burden for the State and acts as a drain on funds that could 

be better utilised for the delivery of frontline health services. 

 

Table 10: Total cost of CIS claims resolved (2012 – 2016)  

Cost Element 2012 2013 2014 2015 2016 

  €000 €000 €000 €000 €000 

Cost for all Claims Resolved          

Awards/Settlements 35,357 35,974 44,726 44,467 53,018 

Legal Fees - SCA 8,637 9,503 8,861 8,712 8,635 

Legal Fees - plaintiff 12,964 15,410 13,853 15,592 17,633 

Other 963 1,247 1,188 1,511 1,707 

Grand Total 57,921 62,135 68,628 70,283 80,993 
  €000 €000 €000 €000 €000 

Average Cost per Claim Resolved          

Awards/Settlements 101 103 93 91 81 

Legal Fees - SCA 25 27 18 18 13 

Legal Fees - plaintiff 37 44 29 32 27 

Other 3 4 2 3 3 

Grand Total 165 178 142 144 124 

Source: NTMA Annual Report and Accounts 2016 

  

1 NTMA Annual Report and Accounts 2016. 
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