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1. Preliminary 
 

This strategy was prepared between March and June 2007 following a 

request by the Health Service Executive for a review of, and 
recommendations on, occupational therapy services in “Galway PCCC”. 

 
This is the division of the HSE which is responsible for primary, 
community and continuing care services in Galway city and county. 

 
The strategy has been prepared by Kealan Flynn, an independent 

strategic management consultant, former programme manager with the 
HSE, and former project manager in the Western Health Board. 
 

The consultant wishes to thank sincerely all the staff who provided 
information for this report and gave their time to be interviewed. 
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2. Terms of Reference 
 

 Review the functioning of the Galway PCCC Occupational Therapy 

Service, including the Seating Clinic at Merlin Park, and the 
involvement with Voluntary Organisations. 

 
 Review the management and control and support functions of the 

service. 

 
 Review ICT facilities and supports, and data management. 

 
 Review staffing and activity levels, and waiting lists. 

 

 Review existing and useful performance indicators. 
 

 Review business processes, including referral and appointment 
systems. 

 
 Review the current situation regarding records management and 

procurement processes. 

 
 Include recommendations that will facilitate the Occupational Therapy 

Service in adopting best practice and meeting the needs of the Galway 
PCCC population, in keeping with the Primary Care Strategy and other 
policy documents. 
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3. Structure of Report 
 

 The five underlying strategic problems are stated briefly in Section 4. 

 
 In Section 5, the recommendations are stated for ease of reference. 

 
 Section 6 contains an analysis of the macro environment. 

 

 Section 7 deals with eligibility for and the scope of the service. 
 

 In Section 8, the process for referrals and appointments is outlined. 
 

 Section 9 outlines the current functioning of the three occupational 

therapy service elements; these are adult, children’s and seating. 
 

 Section 10 deals with staffing, activity and waiting issues. 
 

 Sections 11 through 15 deal with the last five terms of reference: 
 

 Management, control and support functions 

 ICT facilities and supports 
 Records management 

 Procurement 
 Performance Indicators 
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4. Key Issues 
 

In theory, occupational therapy services are available to everyone in 

Ireland who needs them. In practice, there is a shortage of therapists in 
the public health sector, which is a factor causing long waiting lists. 

 
In mitigation, the service in Galway PCCC has adopted a case weighting 
method in an effort to target services towards those with the greatest 

clinical need. This includes a standardised referral process and a detailed 
needs assessment. There are clear categories of priority. 

 
While the case weighting method ensures that those with the greatest 
need are seen soonest, the critical weakness of the system is that it 

offers no certainty to clients who are lower down the priority list. 
 

This has serious, negative implications for the principle of equity of 
access, which has been a cornerstone of every national health strategy 

since the mid-1990s. For the clients concerned, it is fundamentally unfair 
that they should have to wait, perhaps years, to get a service. 

 

The analysis of this report suggests that the occupational therapy 
services in Galway PCCC have six underlying problems: 

 
a. There is no mechanism in place to ensure equity of access for all 

clients. In law, the service is available to all; in practice, it is severely 

curtailed. The service must change to address this issue. 
 

b. There are no structured service partnerships between statutory, 
private and not-for-profit providers of occupational therapy services, 
which would support the delivery of an effective, efficient, equitable, 

timely, coherent service to the client base as a whole. 
 

c. The number of Occupational Therapists employed in all three service 
areas (adults, children and seating) is too low, given current and 
future population trends, accepted therapist-to-population ratios, 

and current and emerging societal and legislative changes. 
 

d. Productivity is constrained – in part because not all therapists work 
full-time; in part because the case weighting method does not 
mandate equity of access; and in part because the absence of key 

non-staff supports curtails the time for direct client contact. 
 

e. The service, as currently structured, does not support the Service 
Manager to provide strategic and clinical leadership, to ensure an 
optimal and co-ordinated service to all adults and children in the city 

and county, to guarantee value-for-money, to drive improvements in 
service quality and accessibility, or to manage the meeting point 

between the statutory, private and not-for-profit providers of 
occupational therapy services. In terms of everyday business 
matters, the Service Manager must also have adequate time to direct 

business issues like staffing, scheduling, costing, procurement, 
logistics, information management and IT. 
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f. The current information management facilities and information 

technology supports are so weak as to be of little or no value for 
planning, organising, delivering, monitoring or evaluating this 

service. Until that critical weakness is addressed, there is no 
likelihood of the frontline service being significantly improved. In fact, 

it’s more than likely that any additional investment made will be 
substantially wasted because of the lack of a system that can give 
management an instant indication and insight as to how many people 

need a service, how many people are using it, and how many are 
waiting how long and for what. The situation is akin to using a flash 

light to illuminate a sports stadium at night. 
 
 

The terms of reference for this review seek to address these issues. 
 

The review makes recommendations aimed at cutting through avoidable 
bureaucracy and moving to a client-centred service. 
 

The need to continue to target those in greatest need is evident, but so 
too is the obligation in equity to respond to the needs of others. 

 
There is a need to change the method of assessment and treatment in 
order to better sustain those clients who are able and willing to maintain 

themselves, but who may need a more limited, but appropriately-timed 
intervention to support their independence. 

 
There is an urgent need to get the statutory, private and not-for-profit 
providers talking and pulling together, rather than past and against one 

other, in order to drive accountability and value-for-money. 
 

In terms of everyday business issues, the Service Manager must be able 
to exercise much greater autonomy, particularly in selecting options 
which deliver best value. Where additional business support is needed 

to assist the changes to happen, it should be provided. 
 

There is a shortfall in staffing, which must be tackled. The best means 
of addressing this is in deploying and redeploying staff so as to match 

available capacity with the needs of the whole client base. The evolving 
structure of primary care teams and networks should be the basis for 
this, and regard should be had to the resources and contribution of the 

private and not-for-profit sectors in service planning and delivery. 
 

The consultant believes that simply adding more staff to make up the 
numbers outlined in the Bacon Report on allied health professionals, 
without further parallel changes, will push costs up but won’t improve 

the service. For example, a change in the way that the capabilities of 
basic grade Occupational Therapists are viewed and utilised would have 

a positive impact. It would ensure they have an appropriate, 
autonomous workload and support more full-time working. 
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In addition, there are a number of key non-staff supports needed to 

make the service more responsive, including better information 
management, greater utilisation of information technology, improved 

procurement practices, and the use of performance indicators. 
 

The service must always aim to be accountable to those who need and 
fund it. In practical terms, this means that a closer and much more 
robust engagement has to be found between the public, private and not-

for-profit providers, which plugs gaps in the services, prevents 
duplication of effort, and makes for a more seamless response from all 

providers, most of whom are funded from the public purse. In terms of 
a wider inter-agency involvement, the aim should be to build structured 
service partnerships, which are based on clear expectations for each 

agency, and performance measurement for all. 
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5. Recommendations 
 
 

1. The core value of the occupational therapy service in Galway 
PCCC should be to organise all resources to ensure an effective, 

efficient, equitable, timely, joined-up service for the whole client 
base. 

 

2. Resources, particularly frontline staff, should be deployed and 
redeployed as appropriate to support such a service, and to 

support teams, networks, service agreements and partnerships. 
 
3. Service Agreements, which embody a spirit of partnership, a 

commitment to continuous improvement, a level of provision 
that maximises client health, well-being and participation, and a 

framework that ensures autonomy, accountability, transparency 
and value-for-money from providers, should be implemented. 

 
4. Partnerships with other public, private and not-for-profit 

providers to address the wider needs of clients of the 

occupational therapy service e.g. for housing or transport 
services, should be set up. 

 
5. Planning should begin immediately to respond to the 

implications for the occupational therapy service of new 

legislation on the provision of assessments and services for 
people with a disability. 

 
6. Protocols should be developed by the occupational therapy 

services, which specify what can reasonably be done to meet the 

identified needs of individual clients, while ensuring an effective, 
efficient, equitable, joined-up, timely response to all others, 

having regard to best practice, new legislation and available 
resources. 

 

7. Strategies should be developed to ensure all frontline staff 
deliver a workload that is commensurate with their skills and 

experience, and which maximise the time available for direct 
client contact. 

 

8. Galway PCCC should recruit the additional frontline staff 
necessary to meet the therapist-to-population ratio identified in 

the Bacon Report, having regard to current numbers in the 
public, private and not-for-profit sectors, and the needs of teams 
and networks. 

 
9. Innovation should be supported and rewarded through the 

provision of appropriate additional resources to the service. 
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10. The Galway PCCC occupational therapy service for adults and 

children should follow the primary care team / network structure 
being implemented. Where possible, all approved frontline 

vacancies and new posts should be filled on a full-time basis, 
and be allocated equitably to meet the needs of teams and 

networks. 
 

11. The Seating Clinic should continue to provide a centralised, 

specialised service for the city and county, but should have 
Service Agreements, as outlined above, with not-for-profit 

providers, which also support joint working, resource sharing 
and cost recovery. 

 

12. The Case Weighting Method in respect of the general adult 
service should have maximum waiting times for the provision of 

assessment, the dispatch of equipment, or the start of ongoing 
therapy, as appropriate, for all clients i.e. 30 working days for 
the most urgent cases, 45 working days for less urgent cases, 

and 60 working days for the least urgent cases. 
 

13. The Care Pathways for the children’s and seating services should 
also have the same maximum waiting times. 

 

14. Assessments should be carried out by the occupational therapy 
service provider to which a client is first referred, solely for the 

need or needs for which they are referred, and there should be 
no duplication by another provider to whom the client is referred. 

 

15. The PCCC service should prioritise the provision of continuing 
occupational therapy services to clients who need this 

intervention; and should assign each case to the appropriate 
team or network therapist, or to the relevant private or not-for-
profit provider. 

 
16. Measures identified in this report to give effect to the principle 

that today’s work is seen today, and to meet the proposed re-
balancing for achieving the maximum waiting times should be 

implemented. 
 

17. The Service Manager should take a lead role in planning and 

managing the transition into the team / network structure, and 
for developing the meeting point between public, private and 

not-for-profit providers through new agreements and 
partnerships. 

 

18. Galway PCCC should provide, from existing resources, a 
dedicated business management support for the short term, to 

enable the Service Manager focus on strategic planning, to 
ensure frontline staff are concentrating on serving the needs of 
clients, and to drive the business-level recommendations of this 

review. 
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19. Pending the introduction of a national electronic health record, 

all frontline staff should have appropriate information technology 
supports (including computer hardware and bespoke shared 

software) to be able to record accurately and efficiently, all client 
contacts, assessments and interventions, and to assist in 

implementing the business-level recommendations in this 
review. 

 

20. There should be an immediate audit of the current client 
database to identify whether it can be salvaged, or if it would be 

more appropriate to develop a secure, reliable replacement. 
 

21. Clients should keep their own health information on a modern, 

cost-effective storage device, which any healthcare professional 
on the team or network can access and update as necessary. 

 
22. The Service Manager should control the stock and the budget for 

aids and appliances, including the allocations for not-for-profit 

providers, and should be accountable in this regard. Where 
Galway PCCC is funding aids and appliances, they should be 

charged out to the relevant agency or cost centre which is 
prescribing them. 

 

23. Approval from the General Manager of primary, community and 
continuing care should only be sought in respect of high-cost 

items, which are subject to established financial procedures. 
 

24. Galway PCCC should carry out a review of its procurement 

processes and practices with a view to identifying and 
implementing best practice, and achieving effectiveness, 

efficiency and value-for-money. 
 

25. An appropriate electronic register of all aids and appliances 

issued to clients should be developed. Items should be bar-
coded and logged on the date of issue, and on the date of recall 

or return. 
 

26. Performance Indicators should measure waiting lists and waiting 
times for assessment, intervention, equipment and review, as 

well as process quality, structure quality, and client satisfaction. 
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6. Macro Environment 
 
 

a) Political Factors 
 

 Greater ‘political’ support for primary and community services 
 A major increase in the number of therapists now in training 
 Primary care teams and networks starting to be rolled out 

 
 The political environment is becoming more supportive of the 

development of community-based health services. All of the major policy 
documents, notably the Health Strategy and Primary Care Strategy, 
recommend putting the right services as near as possible to the individual. 

 
 The Primary Care Strategy favours an inter-disciplinary, team-based 

approach. The core team is to include general practitioners, nurses, midwives, 
home helps, occupational therapists, physiotherapists, social workers, 

healthcare assistants and administrative personnel. A wider care network, 
which includes speech and language therapists, community pharmacists, 
community welfare officers, dieticians, dentists, chiropodists and 

psychologists, is to augment the core services provided by teams. 
 

 There has been a major effort in Galway PCCC to define specific 
geographical teams / networks for the provision of primary, community and 
continuing care services. This structure is also being used for the organisation 

of occupational therapy services, particularly the adult service, with individual 
therapists now being assigned to specific network areas. 

 
 In Galway city and county, there are to be 7 networks and 25 teams. 
 

 By end-2006, three primary care teams had been put in place: 
 

 Tuam 
 Oughterard 
 South Connemara 

 
 A further four teams are planned for 2007: 

 
 Athenry 
 Ballinasloe 

 Knocknacarra 
 Shantalla 

 
 There are now many more Occupational Therapists in training. As they 
graduate, there is an opportunity for the public health service to offer them 

employment and strengthen its service. This should be done in the context of 
the needs of the evolving primary care team / network structure, and have 

regard to the resources in the private and not-for-profit sectors. 
 
 In 2006, two additional senior occupational therapy posts were approved 

– one for Tuam PCT, which is filled; and one serving the teams for South 
Connemara and Oughterard, which has been re-advertised. 
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 In 2007, there is an allocation of one senior and two basic grade 

occupational therapy posts for the four teams, which are planned: 
 

 1 Basic Grade OT – Knocknacarra & Shantalla 
 1 Basic grade OT – Ballinasloe 

 1 Senior OT – Athenry 
 
 This additional staffing should enable the service to reach many more 

people, but the impact will be diminished without a determined effort in the 
service to tackle the blockages causing long waiting lists and times. 

 
 Measures for boosting productivity are outlined later in this report. In 
essence, they involve a rigorous application of the principle of seeing today’s 

work today, and proactive measures to keep waiting lists under control and 
waiting times within acceptable limits. In addition, there should be Service 

Agreements between the public sector and the private and not-for-profit 
providers, as well as more full-time working in the public service. 

 

 Overall, we should expect the political environment to remain supportive 
of the move to have stronger occupational therapy services in the community. 

Pressure will build for services and resources to be organised in teams and 
networks. The supply of Occupational Therapists will increase significantly, 
giving real scope to strengthen services. There will be more pressure for more 

productivity and measured/managed performance. 
 

 
 b) Economic 
 

 Environment for health spending remains favourable, but recent 
trends in the public finances suggest some tightening lies ahead. 

 Budgets historically skewed against community services, so 
innovation will be necessary to secure additional funding. 

 Pressures to achieve value-for-money likely to increase. 

 
 The State continues to spend heavily on health, but nowhere near 

enough of the increase and share is going on primary and community 
services. In 2004, the spend on occupational therapy services in Galway PCCC 

was a mere €1.4m. This will rise to c. €2.5m in 2007. 
 
 Although the economic climate remains favourable overall, a slowing 

economy and/or changing political priorities at national level will add further 
pressures for value-for-money. This underlines the need for service 

innovation in teams, networks and partnerships to attract new funding. 
 
 In order for the statutory and not-for-profit providers to develop 

successful agreements and partnerships, they need to work at identifying 
ways of building a set of attributes, which are essential to success: 

 
 Character – harnessing the professional identities, values, attitudes and 

priorities and organisational culture in each of the player agencies. 

 
 Integrity – adherence to a strong code that goes beyond the needs of 

individual organisations and unites them around a common agenda. 



 

  14 

 

 Trust – a willingness among all parties to rely on the honesty, ability and 
character of all others in the agreement or partnership. 

 
 Open Communication – a willingness by all of the parties to discuss 

problems openly and to identify viable options for tackling them. 
 

 Fairness – managing the demands and power of the various stakeholders 

to ensure a fair outcome for all providers and the client. 
 

 Self-Interest – recognising that all partner agencies have to get 
something while also adding value for their client base. 1 

 

 
 c) Social 

 
 Population in Galway PCCC increasing and ageing. 
 Majority living in rural areas, many in isolated places. 

 Changes in family structures pressure the health services. 
 Clients becoming more informed, empowered and involved. 

 Changing landscape around disability now a key driver. 
 
 The population of Galway continues to increase. Census 2006 shows a 

rise of 22,500 people – up 10% in the city and 11% in the county. 
 

 Historically, the west has had a higher proportion of older people than 
the national average. Census 2006 shows that those over 65 number 11% of 
the population of Galway, about the same as the national average. 

 
 Since older people are more likely than others to need occupational 

therapy services, the impact of an increasing, ageing population must be 
reflected in future service plans. Census 2006 finds that only a quarter of 
older people are living in the city. The great majority are living in the county, 

many in isolated areas. A key challenge is for structures and staff to respond 
with efficient, effective, equitable, joined-up, timely services. 

 
 People with a disability are the other major users of occupational therapy 

services. Again, it’s worth noting that only a quarter of this group live in the 
city; the majority live in the county. In both city and county, close to 20% of 
people with a disability live alone. Many report difficulties with dressing, 

bathing, and getting around inside and outside the home. 
 

 There are no easy answers as to how much the occupational therapy 
service alone can do to assist all clients, but the figures do underline the need 
to invest significantly in teams, networks, and structured partnerships 

involving other service providers, to support an effective response. 
 

 In 2002, for example, there were just under 3,000 people in Galway 
with blindness, deafness, or a severe vision or hearing impairment, 

                                                 
1 S. Hill (2001): Public Sector Partnerships and Public / Voluntary Sector Partnerships” in 

Johnson & Scholes, Exploring Public Sector Strategy. Essex:Pearson Education. 
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which could lead to them being referred at any time for an assessment 

for housing, or for access and equipment. 
 

 There are a further 27,000 people with a disability who, though likely 
to be under the care of a voluntary service provider, could potentially 

be referred for an intervention in their home situation. Among this 
group are almost 12,000 people who have previously reported difficulty 
in dressing, bathing, getting around inside, or going outside on their 

own. Less than 7,000 of these people live in the larger towns of 
Ballinasloe, Tuam, Loughrea, Athenry, Gort and Oranmore. 

 
 Only 25% of those with a disability live within Galway City and fewer 

than 7,000 live in larger towns. In other words, almost 60% of people 

with a disability live in rural areas, many of which are isolated. 
 

 Transport is a significant complicating factor, which must be taken into 
account in planning services and ensuring equitable, timely access. 
 

 At one level, public transport links outside of the city are poorly 
developed. At another, older people are generally much less likely to be able 

or willing to drive a distance, while many with a disability may not be able to 
drive at all. At yet another level, the need to assess many clients in the home 
creates extra pressure for the service to reach out effectively. 

 
 All of this underscores the need for the wider public sector to input and 

respond to the identified needs of, teams, networks and partnerships. Where 
transport is an issue, for example, all of the relevant operators must be 
involved by and with the health sector in devising practical solutions. 

 
 The potential of rural transport schemes, whether already in existence 

or identified for development to meet population need, must be leveraged 
fully. And the staffing and productivity levels in the occupational therapy 
service as a whole must reflect the needs and profile of the population. This 

must involve the organisation of services and staff so that today’s work is 
seen today, and waiting lists and times are managed proactively. 

 
 Overall, the picture with regard to social changes and their likely impact 

on occupational therapy services is extremely challenging. The population of 
the city and county is rising fast. There are big differences in geography, with 
a compact, densely-populated city on the one hand, and large, thinly-

populated rural areas on the other. Transport is a key issue. 
 

 Changes in family structures and relationships may threaten the ability 
of older people in particular to live independently, at home, for longer. This 
will increase the pressure on the public health and social services in particular. 

The structures for delivering an end-to-end, joined-up, comprehensive service 
response are only now being slowly developed. 
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 Clients are becoming more informed and empowered in the service 

equation. This will increase pressure on the occupational therapy service to 
provide relevant, accessible information on the quantity, quality and 

timescales for delivery to all clients. It also creates a greater opportunity for 
client self-referral, particularly for non-complex aids and appliances, which, 

increasingly, are available in specialist retail outlets, albeit in a context where 
an appropriately-timed professional input is needed. The evolving legal 
entitlements of people with a disability must also be planned for. 

 
 

  d) Technological 
 

 A wider range of high-quality equipment is now available 

 Clients and carers more informed, especially via the internet 
 Difficulties in matching the pressure of rising client expectations 

with limited resources, in a way that supports an appropriate, 
consistent, equitable response to all clients, remain acute. 

 

 The range and quality of equipment continues to improve. Against a 
backdrop of rising expectations but limited resources, there will inevitably be 

pressures for protocols, which outline what the service can realistically do for 
each client, while at the same time ensuring it is fair to all others. 
 

 Improvements in medical science and technology are already bringing 
new pressures to provide intensive rehabilitation and specialised equipment 

for people who have survived e.g. a major stroke or accident. The existing 
service would struggle to meet these needs with current resources. 

 

 
 e) Environmental 

 
 New legislation around disposal of powered medical devices 
 Increasing public concern about health-acquired infection 

 Potential provider liability for health-acquired infection 
 

 One of the principal environmental factors is the Waste Electrical and 
Electronic Equipment (WEEE) Directive, which has implications for the safe 

disposal or recycling of certain items of equipment, such as powered 
wheelchairs. There is a further issue of how to manage, from an infection 
control perspective, certain items of equipment issued by the service, such as 

powered or non-powered wheelchairs, which may carry e.g. MRSA. 
 

 There is a need to ensure that old or damaged equipment is withdrawn 
from service, unless it can be repaired and safely reissued. Items of electrical 
equipment which have been returned need to be managed in line with the 

relevant legislation and regulation. A suitable way of cleansing and 
disinfecting aids and appliances, which are proposed to be reissued to clients, 

must be found, to minimise the potential for the health-acquired infection, 
and to ensure that otherwise sound equipment is not dumped. In Galway 
PCCC, a cleansing project for aids and appliance is moving towards the 

implementation stage. This is a key value-for-money initiative. 
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 f) Legal 

 
 New legislative obligations towards people with a disability 

 More onerous regulatory regime around medical devices 
 

 The key legislative requirements for occupational therapy services are 
in the Health Acts 1970 - 1996, the Disability Act 2005, and the safety regime 
for aids and appliances being overseen by the Irish Medicines Board.  

 
 The Health Acts establish the basis of entitlement of access to 

occupational therapy service. In theory, the services are available to everyone 
on the basis of full or limited eligibility, but in practice are targeted to older 
people and people with long-term or particular medical conditions. 

 
 The Disability Act 2005 is the newest piece of legislation. This Act and 

the sectoral plan for health have major implications for this service. 
 
 The key requirement is that occupational therapy services in Galway 

PCCC have to make provision for all adults and children with a disability to 
get a personal, independent assessment of their individual needs. 

 
 From June 2007, an individual is entitled to apply to the Health Service 
Executive for an independent assessment of their child’s need, if that child 

has a disability and is aged five years or less. The intent is to ensure that the 
assessment is carried out independently of the cost or availability of services. 

The child’s assessment must start within three months of application and 
there are to be follow-up assessments as needs change. 

 

 From 2011, every adult with a disability will also be entitled to an 
independent assessment of their health needs. Again, the intent is that the 

assessment will be carried out independently of the cost or availability of 
services. In this case, the person will have an opportunity to express an 
opinion about their need during the assessment. As with children, the 

assessment will have to start within three months. It must be updated if needs 
change, or if the individual gets more information about their disability, or 

they feel there was an oversight in the original assessment. 
 

 Once an adult with a disability or a child with a disability has been 
assessed under disability law, a HSE Liaison Officer will prepare a Service 
Statement based on the assessment report, taking account of the availability 

of services. This Service Statement will be given to the individual and will set 
out the services they will receive. A Complaints Procedure is also being put in 

place to give the individual the right to complain if: 
 

 an adult or child is found not to have a disability; 

 an assessment is not conducted to the standards in place; 
 the Service Statement is not delivered; or 

 the assessment is carried out late. 
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Among other issues, which the occupational therapy service needs to 

address, are the requirements to provide information that caters to the needs 
of people with disabilities e.g. large print, phone, email and Plain English, and 

to match any website that it may create or contribute to, with the computer 
hardware and software used by people with impaired vision. 

 
 The legal regime in respect of product safety has become much more 
onerous in recent years and must be addressed urgently at local level to 

ensure that equipment issued or loaned can be tracked with pinpoint 
accuracy. At the moment, the specifications and serial numbers on medical 

devices are not logged proactively, though there is an obligatory, reactive 
paper trail for notifying the Irish Medicines Board in the event that a piece of 
equipment breaks down. There is a need for a simple, accurate register of all 

equipment on loan, including its date of issue, location and specification so 
that if a problem is identified by either a producer or a consumer, action can 

be taken quickly. This would take the form of an electronic register, which 
records the information bar codes affixed to each item issued from a certain 
date, and after an item issued previously to a client is returned. 

 
 To summarise, one of the key factors in the legal environment is the 

need to organise and develop services to respond to new disability legislation. 
This will come into force in stages between 2007 and 2011. 
 

 In addition, there is a need to ensure that equipment can be tracked 
proactively and accurately, and that items returned are handled correctly in 

terms of recall, reuse or recycling. Galway PCCC is currently beginning a 
project which will see suitable equipment cleansed for reissue to other clients. 
The implementation phase is getting underway and may involve an agreement 

with an established not-for-profit group, which will be responsible for 
cleansing equipment. This will support the appropriate use of client equipment 

and is a key value-for-money measure. In the interim, the service should 
consider a cleansing facility from a reputable private firm. 
 

 
g) Profession-Specific Factors 

 
 Current work practices may limit the scope for utilising the skills 

of basic grade occupational therapists effectively and efficiently. 
 There is a need to find a balance between allowing them a level 

of autonomy which is appropriate to their skills and experience, 

and ensuring their work is appropriately supervised in the context 
of delivering an effective, efficient, equitable service. 

 
Although the legal environment around training and registration has 

become more stringent, this should be seen as an opportunity rather than a 

threat. In order to qualify as a basic grade Occupational Therapist, which is 
the first grade in the public service to which a therapist can be appointed, 

each student must spend at least 1,000 hours in clinical practice being 
supervised by an experienced Occupational Therapist. Part of the requirement 
is to learn and manage a small caseload, and to be able to communicate 

effectively with other team members, carers and relatives. 
  



 

  19 

Given that all occupational therapy qualifications provided by the 

universities in Ireland are recognised for the purposes of registration under 
the Health and Social Care Professionals Act 2005, and given the hands-on 

nature of the clinical placement which the individual gets prior to graduation, 
there is a real opportunity to open up career opportunities to these newly-

qualified therapists and to proactively structure a workload for them, which 
supports them to deal with the most straightforward cases, and gives existing 
service staff more opportunity to target complex cases. 

 
With the service facing rising demand across all care groups on the one 

hand, and mounting pressure to respond quickly and equitably to all clients 
referred on the other, there is an over-riding need to ensure that the impact 
of appointing new basic grade Occupational Therapists, who are urgently 

needed and are now coming available in greater numbers, is not lost from 
misinterpretation of the appropriate workload for them to carry. 

 
In Galway PCCC, a practice appears to have evolved that only senior 

grade Occupational Therapists may provide a service on their own in the 

community. While there may be good reasons for not leaving a basic grade 
therapist entirely on their own in managing a caseload, it is vital to recognise 

they are trained in client-centred intervention, evidence-based practice, case 
management, and communication with relatives and carers. 

 

 This work practice is inappropriate in its current form and should be 
ended. In any event, as teams and networks evolve, it is increasingly likely 

that frontline staff will, more often than not, be delivering their particular 
service single-handedly, albeit as part of a wider team making joint visits. 
 

 This underscores the importance of structured, supervised teaching, in 
support of service provision, involving existing service staff. There should also 

be opportunities for regular staff rotation between the three service areas. In 
all of this, it would be important to avoid obvious pitfalls, such as a lack of 
clarity over career structures and accountability relationships. 2  

 
 Steenbergen and McKenzie (2004) argue that greater effort needs to be 

directed to ensuring that all new graduates have access to professional 
support, including structured supervision, and that strategies should be 

adopted to ensure this occurs. Graduate therapists need help to effectively 
ease their transition into practice. In rural areas, new graduates are quite 
likely to be in sole therapy positions or in smaller, more isolated, teams.3 

  

                                                 
2 Nancarrow and Mackey (2005): “Introduction and Evaluation of an Occupational Therapy 

Assistant Practitioner”, Australian Occupational Therapy Journal, Vol 52 No 4, pp.293-301. 
3 Steenbergen and McKenzie (2004): “Professional Support in New South Wales: Perceptions of 

New Graduate Occupational Therapists”, Australian Journal of Rural Health, Vol. 12 No 4, pp.160-
165. 
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 McCluskey (2004) emphasises that the skills and approach of new 

graduates should not be under-estimated. Departments need to state in their 
business plans that evidence-based practice, with which new graduates are 

well familiar, is a valued commodity, and that time spent searching for, 
appraising and discussing research should count as core business. 4,5 

 
 This would include research into ongoing product improvements, which 
can give valuable insights into how standard aids and appliances might be 

adapted, which in turn may suggest cheaper, viable options in place of more 
specialised equipment or major alterations to the client’s home.6 

 
 This kind of smarter working can also drive value-for-money, faster 
client turnover, and better utilisation of the therapist’s time. For example, 

there is a real opportunity to develop a synchronised service of assessment, 
procurement and installation of standard equipment. In the case of a grab 

rail, for example, this would involve assessment by the Occupational 
Therapist, who would supply the equipment immediately and mark the wall 
where it is to be fixed. The installation would be done by a tradesman for a 

fee per item. This would ensure the therapist is present with the client only 
when necessary. It would also ensure that equipment is supplied there and 

then, and installed in a timely way by a family member, or tradesman who is 
paid an agreed fee-per-item depending on the equipment involved. 
 

  

                                                 
4 McCluskey (2004): “New Graduates: Experts in Evidence-Based Practice”, Australian 

Occupational Therapy Journal, Vol 51 No 4, p.173. 
5 McKenna et al. (2004): “OTseeker: Facilitating Evidence-Based Practice in Occupational 

Therapy”, Australian Occupational Therapy Journal, Vol. 51, No 4, pp.102-105. 
6 Finucane (2006): “Helping People to Live Independently in the Home”, International Journal of 

Therapy and Rehabilitation, Vol 13 Issue 5, pp.229-234. 
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 Recommendations 

 
 In order to respond effectively to key changes in the external 

environment, the following recommendations should be implemented: 
 

1. The core value of the occupational therapy service in Galway PCCC 
should be to organise all resources to ensure an effective, efficient, 
equitable, timely, joined-up service for the whole client base. 

 
2. Resources, particularly frontline staff, should be deployed and 

redeployed as appropriate to support such a service, and to support 
teams, networks, service agreements and partnerships. 

 

3. Service Agreements, which embody a spirit of partnership, a 
commitment to continuous improvement, a level of provision that 

maximises client health, well-being and participation, and a 
framework that ensures autonomy, accountability, transparency and 
value-for-money from providers, should be implemented. 

 
4. Partnerships with other public, private and not-for-profit providers 

to address the wider needs of clients of the occupational therapy 
service e.g. for housing or transport services, should be set up. 

 

5. Planning should begin immediately to respond to the implications for 
the occupational therapy service of new legislation on the provision 

of assessments and services for people with a disability. 
 

6. Protocols should be developed by the occupational therapy services, 

which specify what can reasonably be done to meet the identified 
needs of individual clients, while ensuring an effective, efficient, 

equitable, joined-up, timely response to all others, having regard to 
best practice, new legislation and available resources. 

 

7. Strategies should be developed to ensure all frontline staff deliver a 
workload that is commensurate with their skills and experience, and 

which maximises the time available for direct client contact. 
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7. Scope & Eligibility 
 
 

Occupational Therapy is about helping people who, because of illness, 
accident, age or frailty, are unable to manage all the tasks of everyday living, 

but who can, with expert help, achieve maximum independence. 
 
Clients first get a needs assessment, which is the basis of an individual 

care plan. Problems that may be addressed could include: 
 

 Managing to sit down or stand up from a chair or toilet. 
 Managing to get in and out of a bed or bath. 
 Washing, bathing and dressing. 

 Feeding or preparing a meal or drink. 
 Managing the front door steps and getting around the house. 

 Prescribing pressure-relieving products for skin or tissue trauma. 
 Assessing for splinting, mobility or specialised seating. 

 
Occupational Therapists work with clients from all age groups and on a 

myriad of conditions. Examples include: 

 
 children with a learning disability 

 adults with mental health problems 
 older people who have had a hip replacement 
 young people recovering from an accident 

 adolescents with an eating disorder 
 people recovering from a stroke 

 
Services are provided free-of-charge to medical card holders and to 

people who have contracted Hepatitis C from infected Anti-D products, or from 

the receipt within Ireland of any blood product or a blood transfusion, and 
who have special cards under the Health (Amendment) Act, 1996. 

 
  In theory, occupational therapy services are available to everyone else 
who needs them. In practice, there is a shortage of therapists in the public 

health service, which is a factor behind waiting lists. In terms of service 
provision, priority is given to people with a disability and to older people. 

 
  Clients generally have a medical card or long-term illness. Without the 
public service, there would be no prospect of their needs being met. 

 
However, there are many on the waiting list, who may be waiting for 

something as simple as a basic wheelchair or a standard showering seat, 
which is important to them but is not a clinical or service priority. While 
resources are an issue, the case weighting method and current work practices 

mean the service is restricted mainly to those with higher-priority needs. With 
new ways of thinking and working [e.g. regular blitzes on the waiting lists, 

and a more structured, joined-up approach involving the public, private and 
not-for-profit providers], the service can be rebalanced so that it supports the 
maximum degree of independence for all clients. 
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8. Referrals & Appointments 

 
  a) Services for Adults 
 

In Galway PCCC, a standardised referral process is in place. People can 

self-refer, but most come through a public health nurse or GP. Each weekday 
morning, a duty Occupational Therapist screens all new referrals. 

 
In the case of adult services, this involves putting on computer the 

information from a home assessment referral form, which includes basic 

personal details about the client, diagnosis, medical history, reason for 
referral, whether living alone, mobility status, and services currently involved 

e.g home help, personal assistant, day care, meals-on-wheels. 
 
For the seating service, the form looks for basic personal information, 

history and diagnosis, reason for referral, and client’s mobility status. 
 

  An Initial Assessment Form is filled out when the Occupational Therapist 
does the home assessment. This records a significant amount of detail e.g. 
the client’s current and past medical history, medications, social situation 

(caregiving, transport), support services currently being accessed, type of 
accommodation, home environment and access issues, welfare payments or 

grants being received, and physical, congnitive and functional status. 7 It also 
lists the goals and action plan agreed between the client and the therapist, 
and the goals identified only by the individual or their carer. 

 
The duty service gives the clients or their carers the opportunity to speak 

to an Occupational Therapist, to find out where a person is on the priority list, 
and when they are likely to get assessment or intervention. 

 
  Clients are grouped according to a Case Weighting Method: 8 
 

                                                 
7 Profiling the client’s functional status involves going through a detailed and time-consuming 

questionnaire covering mobility (indoors, outdoors, steps, stairs, transport and history of falls); 
transfers (bed, chair, bath or shower, and toilet or commode); personal activities of daily living 
(feeding, grooming, bathing, dressing and toileting); domestic activities of daily living (snack 

preparation, cooking, cleaning, laundry and shopping); and environmental access (heating 
controls, taps, sockets, door handles and keys, and telephone). 
8 The Case Weighting Method aims to provide a structured method for reviewing, opening and 

allocating new cases to each Occupational Therapist. It is intended to ensure a mix of clients 

and complexity within a caseload, to prevent staff from feeling overburdened by a large 
caseload, to encourage case closure, to facilitate supervision, and to take account of the 
therapists’ need to practice reflectively. The weighting involves analysing the complexity of 
cases, as perceived by the therapist, and placing each case into one of three categories: 
 “Simple Case – Weighting 1 Point” – solutions readily available; minimal documentation 

and liaison between departments required; standard stock items suffice for client. 
 “Simple Long Cases – Weighting 2 Points” – client with deteriorating condition and/or 

multiple diagnosis but good family and other supports available; non-stock items required 
to be sourced; home chair assessments and set-up both required; problems in relation to 
wheelchair assessment readily identifiable. 

 “Complex Cases – Weighting 3 Points” – solutions not readily identifiable; client in pain; 
complicated seating required; ongoing liaison with multiple agencies; sudden disability 
requiring consideration of present and future needs; complicated housing issues; 

interaction difficulties for client; frequent and lengthy liaison required; complex cases 
inherited from other therapist; or court case pending. 



 

  24 

 Priority 1 is strictly for people who are terminally ill, or have a 

pressure sore, or have essential equipment that is broken. There is 
one full-time Occupational Therapist who deals with all of the clients 

in this category. This ensures they are contacted within a week, seen 
within three weeks, and (generally) get their equipment two weeks 

later. There are up to 10 new P1 referrals per week. 
 

 Priority 2 is for clients with a neurological condition e.g. Alzheimer’s 

Disease or Multiple Sclerosis; or a physical disability, which may have 
been caused, for example, by a stroke or accident. In 2006, there 

was an average of some 15 new P2 referrals per week. In 2007, 
the service estimates this has increased to an average of 30-35 
a week. Priority 2 clients are classified by decision of the service 

manager, who allocates cases within five weeks to the relevant team 
/ network therapist, who opens them about two weeks after that. 

Equipment in stock is usually supplied within two weeks if the 
therapist doesn’t have it in the car, but it may take six to eight weeks 
to get a non-stock item to the client. Expanding the range e.g. adding 

three-way shower chairs and riser recliners would reduce delays, 
while “batching” clients in special clinics would help to handle the 

loan form efficiently and support direct delivery because the 
equipment would already have been demonstrated. 

 

 Priority 3 is for the “generic” clients whose needs have the lowest 
priority from a clinical point of view. Typically, they are older people 

who are still mobile, but who need something like a bathing board, 
showering equipment, grab rail or lightweight wheelchair, which 
would improve their quality of life and support them in living 

independently at home. There are around 15 new P3 referrals 
each week, and around 750 people currently on this waiting 

list. The inability of the service to meet their needs is unsatisfactory 
in equity and often provokes hostile comment. In many cases, a 
synchronised service of assessment, procurement and installation (as 

described previously) would lead to a more effective, efficient service 
and improved client satisfaction. 

 
 

The number of cases which an Occupational Therapist is assigned by the 
Service Manager depends essentially on how many days of the week they are 
contracted to work. Someone in a 0.5 whole-time equivalent post works 2½ 

days a week and has an average of 10-12 cases a month. A 0.8 whole-time 
equivalent post-holder works 4 days a week and has an average of about 18 

cases per month. The working day is divided into 15-minute units, which may 
be devoted to direct client contact, indirect client contact, client- or 
department-related administration, travel, and leave. 

 
Cases are allocated to individual therapists on a monthly or two-monthly 

basis, having regard to cases open, cases closed, cases with equipment 
pending, and case weights. Each new case is categorised under one of three 
headings: exceptional, generic, or home care package. 
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Excepting the therapist who works full-time with Priority 1 clients, the 

workloads of all other therapists in the adult service are comprised almost 
entirely of Priority 2 cases. In general, Priority 3 clients experience significant 

delay unless, for example, a gap can be found in the schedule when Priority 
2 clients are being visited, or the Manager decides a client’s age or condition 

would justify them being moved onto the Priority 2 list. 
 
The general adult service is delivered in the client’s home. The therapist 

assesses the individual’s ability to function in the normal requirements of 
everyday living e.g. dressing, eating, bathing, and getting around. They also 

assess which aids and appliances may suit best and, in some cases, certify 
what modifications may be needed to the home itself. 

 

If the client’s house has to be adapted, the therapist certifies them for a 
disabled person’s grant, which kick-starts a separate process for the provision 

of services by the City or County Councils. Where aids and appliances are 
recommended, these are given or loaned by Galway PCCC. 

 

When doing the assessment, the therapist will look at all the client’s 
needs, not just the ones for which they were referred in the first place. This 

means that a client who is receiving a home assessment will have their 
bedding, bathing, feeding, toileting, mobility, transport, leisure and work 
needs examined. However, the subsequent intervention will not seek to meet 

all the needs identified. The client and the therapist prioritise the goals that 
are to be met and these are put into the care plan, which both sign. 

 
While the assessment may be comprehensive, the fact that relatively 

few needs may be met in the end, raises questions as to whether it is a good 

idea, in terms of the therapist’s time or the client’s expectations, to have such 
a time-consuming intervention. Where practicable, it may be preferable to 

aim for greater self-referral for specific needs, and to the extent that a 
detailed assessment is then indicated, this can focus on dealing in greater 
depth with finding a solution to that particular need. 

 
The Case Weighting System has an advantage in that clients with the 

greatest need are seen first, but where resources are scarce and staff 
numbers are less than ideal or recommended, it puts an obstacle in the way 

of delivering an adequate, acceptable service for the Priority 3 group. 
 
For those clients in particular, the assessment and intervention process 

may also be quite lumpy, in that the therapist may have a good idea of what 
the client may need before calling, and if practicable, may even have the 

equipment required. However, if it is not exactly what is needed, or is 
otherwise unsuitable, the client must wait for the therapist to be next in the 
area, and hope she has time to call, or that the equipment that is felt most 

likely to work will be delivered quickly by stores, which it may not be. 
 

Surprisingly, there is no provision for clients to self-refer for a specific 
need only, which is an obvious weakness. Clearly, there are many for whom 
expert assessment is essential, but for those with less complex needs, which 

could be met quickly and inexpensively, there should be more reliance on self-
referral to minimise delays, with a suitably-timed intervention by the therapist 

to ensure issues of client risk or legal liability are addressed. A greater use of 



 

  26 

self-referral for specific needs could be combined with a system of direct 

payments to help clients buy their own equipment. 9 
 

In the general adult service, the main bottlenecks seem to be in 
assessing all clients in a timely fashion, and in ensuring that aids and 

appliances are organised and dispatched quickly. Increasing the range of 
stock items would support replenishment and reduce administration. In 
addition, a sharing of the stock with physiotherapists and public health nurses 

would cut down on the number of assessments being done. 
 

A suitably-structured workload for new basic grade Occupational 
Therapists would be useful in delivering practical solutions to these problems. 
In England, bathing clinics have been used in an effort to reduce delays. 

Clients would measure the length, width and depth of their bath, bring the 
information to the clinic, and be assessed and provided with the right 

equipment. There is no reason why a similar service could not be developed 
here, not just for bathing but for other relatively simple needs. 

 

 
  b) Services for Children 

 
The pathway for children is a standardised referral form for all new 

clients, and telephone referrals for those who have accessed the service 

previously. The details of each referral are checked and logged on computer 
by the Occupational Therapist (the duty service does not apply here). 

 
The referral form asks for basic personal information and a brief 

description of the presenting problem. The main section allows the main 

caregiver to give more detail on the service required e.g. help with gross 
motor skills, fine motor skills, visual perception, activities of daily living. 

 
The outcome of this process is that an intervention is planned or the 

child is put on a waiting list. Where there is an intervention, a plan is 

developed and adapted as required. The intervention plan includes: 
 

 a list of all issues needing attention; 
 the names of those dealing with each issue; 

 completion and review dates for each intervention; 
 a method for listing new items as the child’s needs change. 

 

When the intervention plan is being drawn up, the child is assessed at 
home, in school or at a clinic. Although the primary intent of the intervention 

is to meet the needs of the child, those of the family and school are to be 
taken into account. The file is updated as the plan progresses. 

 

The inability to provide therapeutic intervention is identified by service 
personnel as a major gap in the current provision. The requirement is to offer 

                                                 
9 Assessment of bathing involves the Occupational Therapist assessing the client’s functional 

ability to get in and out of the bath safely. There are a number of aids to assist e.g. bath seat, 
bath board, swivel bather, or motorised bathmaster. Assessment of showering involves access 
in and out of the shower, and the positioning of grab rails but not their installation. The OT would 

also be involved in assessing for the installation of level-deck showers where an access problem 
can’t be solved with equipment; this role can also involve linking with builders. 
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more than assessment for aids and appliances to children who have not yet 

come under the care of one of the not-for-profit providers. 
 

There is a particular need to provide ongoing therapy on a regular basis. 
The service personnel estimate that the number of such referrals would be of 

the order of 10-20 a year. Given the small numbers involved, these clients 
should be seen either by the specialising Occupational Therapists, or by those 
assigned to their team or network area. 

 
The other main group of children, for whom a service is not being 

provided at present, are those with developmental co-ordination disorder, 
which, the service estimates, affects up to 10% of the child population. As 
stated previously, there is a limited service for children aged 2-6 years in the 

city, but none for kids of this age group in the county. This deficit could be 
addressed with a re-prioritisation of focus and effort, and productivity could 

be further enhanced by properly structuring the two new specialist posts for 
this service, which are planned to come on stream 2007. The implications of 
non-intervention could include higher costs to the health service in future, as 

well as the potential costs of future litigation. 
 

 
  a) Seating Service 

 

This seating service is available under three priority categories: 
 

 “Urgent Priority 1” – incident involving a significant ‘near miss’ to  
client or carer in the use of equipment issued by the seating service; 
and breakdown or damage to essential equipment. 

 
 “Urgent Priority 2” – deterioration of client’s condition where 

swallow or respiration is affected by seating position; client in 
severe pain relating to seating position; tipping wheelchair putting 
client at risk; client falling out of wheelchair or sliding forward with 

risk of possible injury; client with pressure sore; and hospital 
discharge where standard wheelchair cannot meet client’s needs, or 

non-standard provision significantly impacts their functioning. 
 

 “Urgent Priority 3” – essential equipment identified as problematic 
and considered to be nearing the end of its life-span; 
disimprovement in the condition of a client with a neurological 

disorder or other medical condition where seating / posture and/or 
function is affected; and follow-up of bilateral amputees. 

 
 Clients who do not fall into one or other of the three urgent 

categories, but who need wheelchair assessment or reassessment, 

go on the general waiting list. Typically, they will need a lightweight 
or (non-urgent) powered wheelchair, or they have difficulty with 

transportation, or the carer has difficulty manoeuvering a 
wheelchair, or there is a change in the client’s weight but no safety 
issue involved. The decision on priority for review is a matter for the 

Occupational Therapist involved. 
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9. Current Functioning of Occupational Therapy Service 
 

This section describes in overview the three elements of the occupational 

therapy service in Galway PCCC. These are the general adult service, the 
children’s service, and the seating service. 

 
 

a) Adult Service 

 
 The general adult service is for supporting men and women who need 

occupational therapy to achieve the maximum level of daily functional 
independence and quality of life. The focus is on assessing the individual, and 
supplying aids and appliances, to support them to live independently. 

 
Moves are currently underway to structure the general adult services 

into multi-disciplinary networks and teams, which are to provide a full range 
of primary and community health services across the city and county. 

 
Galway PCCC is to have 7 networks and 25 teams, the detail of which is 

shown in the table below and drawn in the maps appended to this report. 

 
By end-2007, a total of seven teams are expected to be in place. 

 
 
  

 
 

 
 
 

 
 

 
 
 

 
 

 
 
 

 
 

 
 
 

 
 

 
 
 

 
 

 

Primary Care Network Primary Care Teams Population (2006) 

   

1  Aran Islands 

 Clifden 

 Moycullen 

 Oughterard 

 South Connemara 

 Spiddal 

35,067 

   

2  Headford 

 Lackagh 

21,640 

   

3  Glenamaddy 

 Mountbellew 

 Tuam 

32,486 

   

4  Ballinasloe 

 Loughrea 

 Portumna 

33,235 

   

5  Athenry 

 Gort 

 Oranmore 

35,744 

   

6  Ballybane 

 Castlegar 

 City East 

29,279 

   

7  Knocknacarra 

 City Centre 

 Shantalla 

 Salthill 

43,584 
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The service has 9 Occupational Therapists, but just over 6 whole-time 

equivalent posts. This factor alone reduces maximum capacity by a third. 
 

Briefly, the key deficits in the general adult service are as follows: 
 

1. The focus is on assessing the individual for aids and appliances; there 
is little or no provision for ongoing occupational therapy. 

 

2. While those with the greatest need are seen within weeks, and most 
of those next in order of priority are seen within months, the great 

majority, who are on the waiting list for relatively simple items of 
equipment, may not be seen for years, if at all. 

 

3. The service is not structured in a way that supports the effective and 
efficient management of the workload and waiting lists. In particular, 

there is too much time spent assessing many clients for a level of 
provision, which cannot be realistically delivered, given the inevitable 
time and resource constraints facing the service. 

 
4. The real potential for cross-discipline co-operation between the 

occupational therapy services and other health professionals in the 
teams and networks, remains largely untapped. In everyday terms, 
if this issue was addressed, it would support the various health 

professionals to issue (or as appropriate e.g. for carers, to accept on 
delivery) standard items of equipment. This would assist greatly in 

by-passing the practice of doing a full assessment, or of waiting for 
an Occupational Therapist to be present for the delivery of 
equipment. To succeed, the service would need to provide suitable 

extra supports e.g. education, training or telephone contact. 
 

5. The potential for a synchronised service for certain standard aids and 
appliances, involving a highly-targeted, appropriately-timed 
assessment by an Occupational Therapist, backed by ready access to 

a greatly expanded store of standard equipment, with installation by 
a panel of competent trades people, is also untapped. 

 
 

b) Paediatric Service 
 
Children up to the age of 18 who need occupational therapy services 

come under the remit of the paediatric service. In Galway PCCC, which has a 
much more extensive, embedded network of not-for-profit providers than 

other PCCC areas, the day-to-day needs of many children are met by the 
Brothers of Charity, Galway County Association or Enable Ireland. 

 

The Galway PCCC occupational therapy service for children is organised 
into three geographic areas, which mirror the location of hospital-based 

paediatric services. Children under the care of a not-for-profit provider and in 
need of specialised aid or appliance e.g. powered wheelchair, are referred to 
the Seating Clinic for assessment and provision of equipment. 

 
The service has 4 Occupational Therapists, but just over 2 whole-time 

equivalent posts. This factor alone cuts maximum capacity by half. 
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The key deficits in the children’s service are as follows: 
 

1. The focus is on assessing clients and supplying aids and appliances; 
there is little or no provision for ongoing occupational therapy, 

particularly for children with a physical or sensory disability. 
 
2. There is a serious lack of regular, rigorous contact, joined-up 

working, even basic trust between service providers. This appears to 
be most problematic between Galway PCCC and the Brothers of 

Charity. Although both organisations together employ a significant 
number of Occupational Therapists, the statutory provider spends an 
inordinate amount of time re-assessing clients for whom equipment 

has already been prescribed by the not-for-profit provider, but which 
the statutory provider is obliged to fund in many cases. The backdrop 

is that most clients are entitled to the equipment regardless of who 
funds it which, in turn, raises serious questions about the practice of 
undertaking assessments which are partially or fully completed by 

another Occupational Therapist. 
 

3. The fact that the statutory service provider may be devoting as much 
as 85% of available time duplicating work being done by other 
service providers is creating a massive opportunity cost, which is 

borne by up to 350 children, who have received equipment or are 
under the general care of a not-for-profit provider, but who still need 

some further occupational therapy. About 25% of these children need 
ongoing occupational therapy, but don’t get it unless they need 
assessment for e.g. a new wheelchair. 10 According to the service, 

the group as a whole would include children recovering from e.g. a 
road accident, and very young children with a profound physical or 

sensory disability, who need early intervention and ongoing therapy 
(of at least one hour a week) at least to the time when they go under 
the care of a not-for-profit provider. 

 
4. The not-for-profit providers do not have a separate budget for aids 

and appliances, and no guidance from their major funder (Galway 
PCCC) on what it can or could reasonably do for the individual clients 

whom they refer, while ensuring the statutory provider has enough 
capacity in its own service for the needs of its clients. 

 

5. The paediatric service does not at present treat a condition called 
development co-ordination disorder, which the service estimates, 

affects approximately 10% of children in the city and county. There 
is a project which kids from 2-6 years in the city can access [this is 
staffed half-time by 1 Occupational Therapist] but the service is not 

available to children in the county. This is a serious service deficit, 
which could be addressed with a re-prioritisation of effort, and would 

be assisted with a proper structuring of the two specialist 
occupational therapy posts envisaged for this area in 2007. 

 

                                                 
10 Estimates supplied by the paediatric occupational therapy service in Galway PCCC. 
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6. There are two vacant posts for Occupational Therapists in this 

service. Interviews have been held but no appointments made. 
 

7. Problems have arisen in organising and co-ordinating joint multi-
disciplinary visits involving e.g. the occupational therapy and 

physiotherapy staff, parents and teachers. These issues could be 
resolved through the team / network structure being developed. 

 

 
 c) Seating Service 

 
The Seating Clinic is a specialised service for adults and children who 

need a wheelchair to support their health, well-being and independence. 

 
The service is organised at one location (Merlin Park, Galway) and 

provided to all who meet the required priority level, regardless of whether 
they are under the care of the statutory service provider (Health Service 
Executive), or one of the local not-for-profit providers in Galway PCCC. 

 
Most clients are people with a complex medical or neurological condition, 

or who suffered a catastrophic life or health event requiring specialised 
seating for independent living. Because their needs can change often, input 
from the wheelchair service tends to be ongoing. Interventions are complex 

and time-consuming, which is a factor limiting throughput.11 
 

 The Seating Clinic is reporting a significant increase in complex hospital 
discharges, where the clients require seating and positioning. The key issues 
for this client group centre around timely assessments and discharges, and 

the supply of appropriate equipment within a specific timeframe. Delays with 
either bring the risk that continuity of service may be compromised, with a 

consequent negative impact on quality of health and quality of life. 
 
 Some progress has been made on the aids and appliances issue, with an 

arrangement now in place for the hospital occupational therapy service to 
access equipment from the community service, which supports client 

discharge. This kind of cross-discipline co-operation should be continued and 
strengthened to ensure that services are following these clients into the 

community. In particular, an arrangement should be made whereby all 
frontline professionals in the primary care teams and networks have access 
to a central store of equipment, the cost of which can be charged out as 

appropriate to the relevant cost centre. This would ensure that other health 
professionals can supply relevant items of equipment without the need for 

assessment by the community-based occupational therapy service. 
  

                                                 
11 Seating can be a complex, unpredictable, and time-consuming discipline, often involving 

significant trial and error before the client’s needs are met. In one case reviewed, an elderly 
lady, a double amputee, was first referred to the Seating Clinic for a powered wheelchair on 7 
April 2005 but did not have her first assessment until 10 October 2005, almost six months later. 
The case was not closed until 18 October 2006 - when the client was reported to be “comfortable, 
safe and independent” - over a year after the first assessment. Over the period, there was a 

time input of 28 hours, involving assessment, equipment trialing, research on equipment 
availability, arranging appointments with suppliers, writing notes and reports. 
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The key deficits in the seating service are as follows: 

 
1. The focus is on assessing the individual for aids and appliances, but 

there is little or no provision for ongoing occupational therapy. 
 

2. There has been an increase in the number of complex hospital 
discharges, where the clients concerned need timely assessment, 
intensive intervention, and their equipment provided quickly. In 

addition, for this group of 15 or so new clients, who are referred to 
the service each year, they need regular follow-up occupational 

therapy, which should be done at team / network level. 
 

3. The relationship between the occupational therapy services in Galway 

PCCC and the Brothers of Charity, which has been discussed above, 
has particular implications for the Seating Clinic, which must respond 

to the needs and entitlements of children referred by the not-for-
profit provider, while also responding to its own clients. 

 

4. In the case of the seating service for children, problems have arisen 
in terms of organising and co-ordinating joint, multi-disciplinary visits 

involving meetings between the occupational therapist, 
physiotherapist, parents and teachers. These issues could be 
resolved through the team / network structure being developed. 

 
 

 d) ‘Voluntary Organisations’ 
 
There are several not-for-profit providers in the city and county playing 

a key part in providing services to people with a disability. These include the 
Brothers of Charity, Enable Ireland, and Galway County Association. 

 
They are usually referred to as ‘voluntary organisations’, but are actually 

sophisticated, professionalised organisations in their own right, which are vital 

players in the provision of health and social services in Galway PCCC, and 
receive massive funding through Galway PCCC. 

 
Between 2004 and 2006, for example, the Brothers of Charity in Galway 

received almost €120 million through Galway PCCC, including a sum of almost 
€1 million for occupational therapy services. The Galway County Association 
received just under €57 million during the same period, but there was no 

occupational therapy element in this as that organisation does not employ 
occupational therapists. Enable Ireland, the smallest of the three not-for-

profit providers, received just over €4.5 million, but the financial monitoring 
of the service agreement does not operate at a level of detail which would 
indicate how much it gets for occupational therapy services. 

 
During this review, concerns were raised about the relationship between 

the statutory occupational therapy service on the one hand, and the Brothers 
of Charity and Enable Ireland on the other, with particular concerns expressed 
that the Brothers of Charity receive very significant funding for occupational 

therapy services, including seating, but do not reimburse the statutory 
provider for services or equipment received. 
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The contentious matters relate to assessment of need, provision of 

equipment, and recovery of costs for specialist services provided. These 
issues seem to be most acute in the paediatric seating service, into which all 

of the not-for-profit refer their clients, as necessary, for equipment which they 
need and are entitled to get as holders of a medical card or a long term illness 

book. The concern for the statutory provider is that this necessarily leaves 
less time and money for its own clients and other referrals. 

 

At the heart of the matter is a basic lack of trust between the 
occupational therapy service staff in Galway PCCC and their opposite numbers 

in the Brothers of Charity which, in the consultant’s view, is being caused by 
an avoidable absence of regular, rigorous contact and working. 

 

The downside of the current centralised seating service for Galway PCCC 
is that the not-for-profit providers do not have their own dedicated budget for 

seating or for aids and appliances, which are funded through once-off, end-
of-year grants from contingency funding in Galway PCCC. 

 

There needs to be a dedicated budget for these purposes given to the 
not-for-profit providers, to ensure clarity and certainty for their clients’ needs, 

and to support value-for-money in the procurement of aids and appliances, 
and in the provision of specialist services by Galway PCCC.  

 

At a more fundamental level, there is a serious lack of regular, rigorous, 
joined-up working between the statutory and not-for-profit providers, which 

prevents an over-arching view being taken of the needs of the client base as 
a whole, and does not support the provision of an effective, efficient, joined-
up, responsive and accountable service. This could be addressed via a care 

pathway, which the paediatric service in Galway PCCC had started to draw 
up, as well as through Service Agreements. 

 
Estimates from the Seating Clinic are that about 70% of its workload in 

paediatric seating is made up of referrals by the not-for-profit providers, with 

around 25% of the workload coming from its own clients, and the remainder 
being children who are not under the care of any provider. 

 
There is a further situation involving the not-for-profit providers, where 

children attending their services by day are assessed for aids and appliances 
needed at home, which is then requested from Galway PCCC. Where small 
items of equipment are prescribed, the statutory service provider will not do 

a separate assessment, but in the case of a larger item, a second assessment 
is the norm. The net effect is that two separate assessments are often done 

by two different Occupational Therapists for equipment which will be supplied 
by the statutory provider as the client is eligible for it anyway. 

 

Given the numbers of occupational therapists employed or funded by the 
public health service, the current service deficits which arise in no small 

measure from a lack of effective planning and co-ordination, and the over-
riding obligation to organise services around the client, there is an urgent 
need for robust service agreements, and indeed structured partnerships with 

other public service providers who need to input to service provision. 
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Steps are needed to ensure that assessment and equipment continue to 

be available and accessible to the various not-for-profit providers, but in the 
context of a service level agreement which addresses cost recovery. 

 
 

Recommendations 
 
In addition to the recommendations made for adapting effectively to the 

macro environment, the following measures should be taken to improve the 
functioning of the occupational therapy service in Galway PCCC: 

 
1. The Galway PCCC occupational therapy service for adults and children 

should follow the primary care team / network structure being 

implemented. Where possible, all approved frontline vacancies and new 
posts should be filled on a full-time basis, and be allocated equitably to 

meet the needs of teams and networks. 
 

2. Assessments should be carried out by the occupational therapy service 

provider to which the client is first referred, solely for the need or needs 
for which they are referred, and there should be no duplication by 

another provider to whom the client is referred. 
 

3. The PCCC service should prioritise the provision of continuing 

occupational therapy to clients who need this intervention; and should 
assign each case to the appropriate team or network therapist, or to 

the relevant private or not-for-profit provider. 
 

4. The Seating Clinic should continue to provide a centralised, specialised 

service for the city and county, but should have Service Agreements, 
as outlined above, with not-for-profit providers, which also support 

joint working, resource sharing and cost recovery. 
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10. Staffing, Activity & Waiting Lists 
 

 

a) Staffing 
 

Staff are counted in whole time equivalents. A whole-time equivalent in 
this context, is a post that carries a commitment of 35 hours a week. Some 

staff in all health services work full-time, but in most cases, many do not. 
 
In 2007, a total of 10.9 wte posts are available in the three occupational 

therapy service elements of Galway PCCC. However, this does not include the 
Service Manager, who also carries a moderate caseload. 

 
All Priority 1 cases are dealt with solely by one full-time therapist. 

 

 
1) General Adult Service: 

 
 
 

 
 

 
 
 

 
 

 
 

 
 

 

* The OT in Community Rehabilitation is a full-time post-holder, who 
spends the remainder of her working week in Networks 5 and 6. 

 
** The total number of Occupational Therapists in the fourth column is 
the number recommended in the Bacon Report on allied health 

professionals for the population as a whole. The question of how to 
allocate these within and between the statutory and not-for-profit 

services, should be determined by the needs of the client base. 
 
*** Networks have been grouped together by the Service Manager in 

an effort to stretch the available number of staff as widely as possible. 
 

 
2) Paediatric Service: 
 

 0.5 wte OT in Shantalla 
 0.5 wte OT in Ballinasloe 

 0.8 wte OT in Briarhill 
 0.45 wte OT in Briarhill 

 

 

Networks Population 

(2006) 

Current No. of 

OTs  x WTE 

(2007) 

Required No. of 

OTs (2007) ** 

    

Networks 1 & 7 78,651 2 x 0.9 23 

Networks 2 & 6 (part) 36,280 2 x 0.75 10 

Network 3 32,486 1 x 1 10 

Network 4 33,235 1 x 1 10 

Networks 5 & 6 (part) 50,384 1 x 0.6 15 

Communty Rehab*  1 x 0.4  
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3) Seating Service: 

 
 2.5 wte OTs 

 1 wte Technician 
 

 
4) Private Practitioners & Not-for-Profit Providers 
 

There are about five Occupational Therapists engaged in private 
practice, two specialising in paediatrics and one in housing adaptations. 

 
However, there appears to be no connection between them and the 

statutory providers, and nothing by way of service level agreements for 

assessing and intervening with clients of the public service. SLAs with these 
practitioners would be a useful way of stretching the resources of the service 

as a whole, especially while new public posts are being sought. 
 
The Brothers of Charity have a team of up to 10 Occupational Therapists 

to support the needs of their clients. Again, there seems little by way of active, 
everyday engagement between them and the statutory providers, and even 

less by way of a functioning team approach involving the public, private and 
not-for-profit sectors. The Galway Association, another significant player, 
does not employ any Occupational Therapists, so its clients are referred 

directly to public occupational therapy services. 
 

Given that the Brothers of Charity receive the vast bulk of their funding 
through Galway PCCC, it is completely unsatisfactory there is no structured 
working arrangement between them for the client base as a whole. This 

situation needs to be remedied quickly and effectively, to maximise the use 
of available resources for the client, and to deliver value-for-money. 

 
 
5) Graduate Occupational Therapists 

 
The fact that Occupational Therapists are now being trained in greater 

numbers, means there is an opportunity to appoint more staff. Recruitment 
should have regard to the numbers already available in the public, private 

and not-for-profit sectors, the needs of primary care teams and networks, 
and the population-to-therapist ratios outlined in the Bacon Report. 

 

The emphasis should be on providing them with medium- to long-term 
contracts of employment or permanent staff positions, in order to bring 

certainty to their career path, and contribute stability to service provision.  
 
With the right supervision, they can carry a suitable caseload quickly. 
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b) Activity 
 

 Clients of the “generic” service are mostly older or younger people with 

a physical or sensory disability. About 75% are over 65. The remainder are 
younger clients, who attend the seating service. In general, almost all of the 

assessment for seating is done at the clinic in Merlin Park. In the generic 
service, the assessment is done mainly in the client’s own home. 
 

 Data has been provided by Galway PCCC on the number of interventions 
with key client groups. This information is very high-level in nature and, in 

consequence, of little use for identifying anything but the most rudimentary 
profile of client needs and service performance. 
 

 This systemic weakness is by no means confined to Galway PCCC, but is 
endemic throughout the health services in every part of the country. In 

essence, there is neither a national nor a local requirement to gather relevant, 
reliable, robust information about the needs of clients, the services they are 

getting (or not getting), the length of time they are waiting for assessment 
or intervention, or the outcomes of their experience of it. 
 

 
 In 2006, the following out-turn was recorded for clients seen: 

 
 Older People – 1,054 (home visits) 
 Adults and Children with Physical or Sensory Disability 

o Paediatrics – 578 
o Adults – 718 

 
 Between January and March 2007, the out-turn was as follows: 

 

 Older People – 408 (home visits) 
 Adults and Children with Physical or Sensory Disability 

o Paediatrics – 608 
o Adults – 238 

 

 In 2006, 160 “urgent” cases were seen in the Seating Clinic. 
 

 About 10 new Priority 1 referrals are received each week. These 
are managed by a therapist working full-time with this group. 

 

 An average of 15 new Priority 2 referrals per week are made. All 
are assigned to the relevant network Occupational Therapist. 

From January to May 2007, some 216 new cases were seen. 
 

 All Priority 3 referrals go on the general waiting list. They are 

assigned to the relevant network therapist, but are only likely be 
seen early if their condition disimproves, or they are getting too 

old to stay on the general waiting list, or there is slack envisaged 
in the therapist’s schedule, which would enable her to visit them 
after seeing a Priority 2 client living nearby. 

 
 About 30% of clients are referred by acute hospitals; most of the 

remainder come from GPs or Public Health Nurses. 
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c) Waiting Lists 
 

 Priority 1 clients wait the shortest time. The nature of their condition 

means they are usually assessed within three weeks of referral. A fast-track 
procurement process ensures they they receive their equipment, much of it 
customised, within four weeks. It should be possible to reduce this time by 

giving the Service Manager more autonomy over the stocks and budget for 
aids and appliances, consistent with the procedure for high-cost items. 

 
 Priority 2 clients have to wait longer, typically 7-15 weeks for 
assessment, intervention and equipment. From January to June 2007, an 

average of 22 clients were seen each week. Expanding the standard stock 
item range would reduce delays, while “batching” clients in special clinics 

would support direct delivery of equipment direct from stores or supplier. 
 

 Priority 3 clients have to wait the longest. About 750 were added to the 
list during 2005 and 2006. By January 2007, there were almost 670 of them 
still waiting. At best, this indicates that only 10% of those who were referred 

to the service at any time during the previous two years had been seen in 
that period. A majority of these clients are elderly, in many cases very elderly, 

and need help for bathing, showering, feeding or mobility. 
 
 In the Seating Clinic, the waiting list goes back almost three years. By 

December 2006, there were 24 “urgent” clients who would have first call on 
the service; and an additional 135 “non-urgent” cases which, the service had 

warned, would not be seen “for the foreseeable future”. 
 
 Insofar as the paediatric seating service is concerned, part of the 

solution must be found in structuring the relationship between the various 
service providers more effectively. It has been indicated to the consultant that 

as much as three-quarters of the work of the paediatric seating service is with 
children who are being referred by e.g. the Brothers of Charity. 

 

  Discussions with staff, and analysis of the general waiting list figures, 
suggest many clients have relatively simple needs that could be met easily. 

 
  A key, avoidable, constraint in the general adult service is that aids and 
appliances are not issued without a full needs assessment first being carried 

out in the client’s home. This wisdom of this approach has to be questioned 
given that only those needs, which are prioritised and agreed between the 

therapist and the client, are put in the care plan. 
 
  There is no provision for self-referral for specific needs by clients, using 

an approach that is consistent with the need to manage risk and liability with 
an appropriately-timed and focused intervention by the service. 

 

  Solutions that would help to increase throughput, and assist in 

proactively managing waiting lists and times, would include: 
 

o Resolving simpler needs through a new process of self-referral, 

with focused assessment and intervention by the service. 
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o Batching clients with similar needs into regular “one-stop” clinics 
e.g. for bathing or showering aids, light weight wheelchairs, etc. 

 
o Expanding the range of standard stock items to support these 

clinics and providing ready access to them for other health 
professionals (costs would be paid from their own budgets). 

 

o Increasing the Service Manager’s autonomy to adapt the range of 
stock items in line with need, and to hold the budget 

autonomously, consistent with procedures for high-cost items. 
 

o Structuring the workload of new basic grade Occupational 

Therapists, so they can deliver an appropriate caseload under 
supervision in a controlled environment in all three services. 

 
o Outsourcing services through contracts and agreements. 

 

o Delivering aids and appliances direct to the client, or introducing 
a facility for the client or carer to collect directly from stores. 

 
o Introducing direct payments / vouchers for clients to buy their 

own aids and appliances from an appropriate list, with a suitably-

timed intervention by an Occupational Therapist. 
 

o Providing a synchronised service involving assessment, supply 
and installation of standard aids and appliances e.g. the therapist 
would mark the wall where a grab rail is to be fixed, and a 

tradesman would fit it on a fee-per-item basis. 
  

 
The idea behind these and other solutions to the waiting problem is that 

they support the principle of doing today’s work today, which makes it 

easier to get a better match between capacity and demand. 12 
 

 
d) Conclusions on Staff Numbers & Productivity 

 
 The Bacon Report on the supply of and demand for allied health 
professionals envisaged a need for 1,425 Occupational Therapists in Ireland 

by 2015. Population projections from the Central Statistics Office indicate 
that, if current trends continue, the population of the State will be over 4.8 

million by 2016. That implies a therapist to population ratio of 1:3,375. 
 
  According to the final census report for 2006, the total population of 

Galway is now 231,670. This means there should be 69 Occupational 
Therapists in total in Galway. Counting the public, private and not-for-profit 

sectors together, gives a total of about 27 – or 40% of the overall need. 
 

                                                 
12 Silvester et al. (2004): “Reducing Waiting Times in the NHS” and accompanying case study 

to demonstrate the principles in the paper. Clinician in Management (2004) 12: 105-111. 
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 It is important to include all therapists in all settings, not just because 

they are part of a total requirement which was identified in the expert report 
on allied health professionals, but also because it’s vital to align all of the 

number in teams, networks and partnerships for the whole client base. 
 

Excluding the Service Manager, there are a total of 12 Occupational 
Therapists employed by Galway PCCC, but slightly fewer than 10 whole-time 
equivalent posts. Five staff have family-friendly working arrangements, and 

another six have a shorter working week due to employment ceilings.  
 

In practical terms, this means that, although 420 hours would be 
available each week if all of the staff were working full-time, the approved 
ceilings and current working arrangements mean that only 346½ hours are 

possible. In other words, close to 75 hours are lost unavoidably to the service 
each week, equating to 17½% of the maximum time available. In effect, the 

service is permanently short two full-time posts. 
 
Among individual services, the breakdown of available hours in approved 

whole-time equivalent posts, compared to the number of hours available if 
every post was a whole-time equivalent, is as follows: 

 
 65% in seating 
 90% in general 

 100% in Priority 1 
 

These figures must not be interpreted to mean that staff are giving 
anything less than a full commitment to their work, or that individuals are not 
working more than the number of hours for which they are contracted. 

 
In fact, they go quite a way towards explaining why there are problems 

with long waiting lists, and how current and future posts within the public 
occupational therapy service, and its relationship with private and not-for-
profit providers, need to be structured for maximum impact. 

 
They also underline the need to align all staff – whether existing or new 

– around teams, networks and structured partnerships, and to drive 
productivity improvements through these new structures. This will help to 

ensure that the full impact of extra resources, including staff, results in a 
more effective, efficient, equitable, timely, responsive service in the city and 
county, irrespective of whether the provider is public, private or not-for-profit. 

In fact, it is this kind of innovation, which has most potential to remedy the 
historic neglect of primary and community services. 

 
The only research available on how Occupational Therapists in Galway 

PCCC allocate their time is contained in an evaluation of a pilot project in 

Tuam.13 A key finding is that they spend almost as much time on 
administration (31%) as they do on client contact (33%). Clients lose out 

further if unpaid leave e.g. for work-life balance is taken into account. 
  

                                                 
13 O’Donoghue & Evans (2006): “Evaluation of the Galway Community Occupational 

Therapy Pilot Project”, HSE West. 
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Based on these figures, an Occupational Therapist working a 35-hour 

week would spend a staggering 11 hours on administration, which includes 
writing notes and reports, sourcing aids and appliances and, in some 

instances, duplicating work done by others. These problems can be remedied 
by organising the workload effectively and efficiently, adopting a conscious 

policy not to duplicate or do unnecessary work, and embedding non-staff 
supports, like information technology, into the work routine. 

 

The challenge for the Service Manager is how to increase service 
throughput by utilising all existing and additional personnel as effectively as 

possible. In addition to the solutions for increasing throughput and managing 
waiting lists and times, the following steps should be taken: 

 

 Renegotiate current family-friendly arrangements and staff ceiling 
constraints to increase the amount of full-time working. 

 
 Recruit solely for full-time occupational therapy positions, if 

necessary by regrading posts to attract other candidates e.g. 

substitute an unfilled senior post for a basic grade position. 
 

 Deploy frontline staff into ‘pinch-points’ in the team / network 
structure, re-balance the caseload in the adult and paediatric services 
among all existing and new staff, and appoint locums. 

 
  

 Without appropriate increases in staffing, which have been identified in 
the report written for government by economist Peter Bacon, significant 
improvements in productivity among all staff, and a determined effort to get 

public, private and not-for-profit providers working in teams, networks and 
partnerships, it will not be possible to deliver the aspirations and requirements 

of the Primary Care Strategy, or to meet the needs and expectations of 
clients. The end result could be that only some urgent cases are seen 
reasonably quickly, while others are left languishing on the lists. 
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Recommendations 

 
1. Galway PCCC should recruit the additional frontline staff necessary to 

meet the therapist-to-population ratios identified in the Bacon Report, 
having regard to current numbers in the public, private and not-for-

profit sectors, and the needs of teams and networks. 
 
2. Innovation should be supported and rewarded through the provision of 

appropriate additional resources to the service. 
 

3. The Case Weighting Method in respect of the general adult service 
should have maximum waiting times for the provision of assessment, 
the dispatch of equipment, or the start of ongoing therapy, as 

appropriate, for all clients i.e. 30 working days for the most urgent 
cases, 45 working days for less urgent cases, and 60 working days for 

the least urgent cases. The Care Pathways for the children’s and seating 
services should also have the same maximum waiting times. 

 

4. Measures identified in this report to give effect to the principle that 
today’s work is seen today, and to meet the proposed re-balancing for 

achieving the maximum waiting times, should be implemented. 
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11. Management, Control & Support Functions 
 
 

The occupational therapy service in Galway PCCC is managed by a senior 
grade Occupational Therapist, who retains a moderate caseload in addition to 

her primary role as organiser and manager of the service. 
 
The Service Manager reports to the General Manager of primary, 

community and continuing care services in Galway PCCC. All 12 of the 
community occupational therapists employed by Galway PCCC report to her, 

and she is responsible for structuring their workload, monitoring their 
performance, and reporting information on client throughput. 

 

In order to support the evolving model of primary care teams and 
networks, it is essential for the Service Manager to be able to step back from 

day-to-day issues (and her current clinical workload) and take a more active 
strategic role in preparation for the coming changes. The responsibilities of 

this role are outlined in the job specification, which has been drawn up in HSE 
West for the post of Occupational Therapy Manager. 

 

Equally, there is a need to find a way of addressing the business issues 
that impact on day-to-day service delivery, including staffing, scheduling, cost 

recovery, procurement and logistics, information management, information 
technology, and service performance management. 

 

This is probably best done in the context of the evolving primary care 
team / network model, in which a large group of Service Managers become 

much more active in leading the strategic planning of services across multiple 
teams and networks, and shared business supports are provided in areas like 
procurement, technology, infrastructure and human resources. 

 
In the short term, there is an urgent need to provide an appropriate 

form of practical business management expertise, which supports the 
achievement of value-for-money in the service, assists the professional staff 
to concentrate on meeting the clients’ needs, and supports the Service 

Manager in concentrating her focus on strategic planning issues. 
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Recommendations 

 
1. The Service Manager should take a lead role in planning and managing 

the transition into the team / network structure, and for developing the 
meeting point between public, private and not-for-profit providers 

through new agreements and partnerships. 
 
2. Galway PCCC should provide, from existing resources, a dedicated 

business management support for the short-term, to enable the 
Service Manager to focus on strategic planning, to ensure frontline staff 

are concentrating on serving the needs of clients, and to drive the 
business-level recommendations in this review. 
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12. ICT Facilities and Supports 
 

 

An absence of the right information technology means it is impossible to 
routinely extract information that would enable management to measure how 

the service is performing on inputs, outputs and outcomes. As a result, 
informed and effective management control is difficult to achieve. 

 

The lack of useful computer software applications, which all staff are 
properly trained and are required to use in their everyday work, is a major 

reason why therapists are forced to spend too much time on administration 
and too little time on client contact. The HSE’s commitment to full electronic 
patient records, and “enterprise systems” that can automate business 

functions is important, but of little immediate value to local services. 
 

Staff need a simple, straightforward information technology capability, 
which enables them, as required, to access and update basic client 

information, and to record assessments, interventions and outcomes. This is 
important also in light of emerging legislative developments in disability. 

 

The minimum hardware required is a laptop computer and wireless 
uplink for capturing and storing client information, for ordering equipment, 

and for reporting on time and service activity. 
 
In addition, there should be facilities in the software that would enable 

the service, for example, to get supplier quotes by email when necessary, to 
batch-order equipment for clients, and to ensure that alerts are received when 

orders for equipment have been fulfilled or dispatched. 
 
This kind of capability would support more robust information for 

management, which in turn, would assist in setting and tracking targets on 
issues like equitable service provision and maximum waiting times for 

assessment, intervention and delivery of equipment to the client. 
 
There is a further key benefit in using information technology, which 

arises from the requirement to be able to track certain items of equipment 
with pinpoint accuracy. As the Irish Medicines Board is now a competent 

authority for monitoring and recalling unsafe medical devices, the 
occupational therapy service needs clear, quality information about certain 
items of equipment, in the event of a product or health and safety recall. 14 

 
Within the occupational therapy service itself, there is also a need to 

know e.g. the number, age and location of wheelchairs, the type of usage 
each one is getting, the customisations they have received, and so on. This 
information is essential, not only for meeting recent legislative requirements, 

but also to support quality and continuity of service.15 

                                                 
14 The EU directive which deals with medical devices is also aimed at achieving full traceability 

and accountability for customisations, which are prescribed by the seating service for particular 

clients. Parts that are now manufactured by an external supplier are required to be fully 
traceable in the event of a recall for technical or health and safety reasons. 
15 There is a detailed procedures for the issue of custom-made medical devices since March 

2007. There are seven separate forms – prescription, assembly instructions, materials used, 
statement of conformity, risk assessment, issue record, and safety instructions for clients. 
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13. Records Management 
 
 

This is closely related to the issue of information management and IT. 
 

The service uses computers to store basic details about the client, 
including name, address, date of birth, medical card and social insurance 
numbers, date of and reason for referral, and date their case was opened and 

closed. A standard, off-the-shelf database application is used for this. 
 

However, all assessments and interventions are recorded separately on 
paper, so there is none of the richness of information available to help 
management examine which parts of the service are adequate and which 

areas need to be improved to provide an acceptable service to all clients. 
 

Although the databases can capture the numbers on waiting lists, they 
are not “live”, or capable of flagging up who should be seen and when, or 

capable of generating useful management reports e.g. on the numbers of new 
clients seen or existing clients reviewed. 

 

In short, these limited electronic records give a high-level view of how 
many clients are being seen, are waiting to be seen, and for what. Queries 

about the quantity or quality of service can only be examined by looking at a 
batch of individual files, which are written up by hand in all instances. 

 

The most alarming finding from the evaluation of the pilot project on 
community occupational therapy services in Tuam was the fact that therapists 

are forced to forgo so much client time on administration. 
 
The lack of a suitable IT “package” means that therapists who spend two 

days with clients may have to devote as much as a day in the office to 
paperwork. At a minimum, they should have a laptop, wireless link, and 

suitable software to manage information on an “as-you-go” basis. 
 
It is difficult to see how the service would gain by waiting for the 

development of an enterprise-wide electronic health record. There is a much 
stronger argument for developing a simple, suitable software application, 

which would facilitate electronic recording of all client contacts, support 
efficient ordering and dispatch of equipment, and provide reliable 
management information on service performance and problems. 

 
The software would also have a facility to capture critical information 

about items of equipment, which are covered by the medical devices directive, 
in the event a product or part is recalled by the Irish Medicines Board. At the 
moment, there is an incident reporting pathway for the details of failed 

equipment to be notified to the IMB, but this is entirely paper-based. The flow 
of information is reactive from the occupational therapy service to the IMB, 

rather than proactive around the service itself. 
 
The service needs to be able to record information about the general 

history of seating equipment e.g. where it has been, who has had it, how long 
they have had it for, and the steps that were taken upon its return. 
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Recommendations 

 
1. Pending the introduction of a national electronic client health record, 

all frontline staff should have appropriate information technology 
supports (including computer hardware and bespoke, shared software) 

to be able to record accurately and efficiently, all client contacts, 
assessments and interventions, and to assist in implementing the 
business-level recommendations in this review. 

 
2. There should be an immediate audit of the current client database to 

identify whether it can be salvaged, or if it would be more appropriate 
to develop a secure, reliable replacement. 

 

3. Clients should keep their own health information on a modern, cost-
effective storage device, which any healthcare professional on the team 

or network can access and update as necessary. 
 

4. An appropriate electronic register for all aids and appliances issued to 

clients should be developed. Items should be bar-coded and logged on 
the date of issue, and on the date of recall or return. 
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14. Procurement 
 

The business process for ordering equipment, getting it approved, and 

dispatching it to clients is often cumbersome and time-consuming. The 
exception to this is the fast-track procurement for Priority 1 clients. 

 
If an aid or appliance is a “stock item”, it may be ordered whenever 

required, but if it is a “non-stock” item, there is a separate process, which 

involves getting multiple quotes and individual approvals. This is one factor 
delaying the dispatch of equipment. It has a knock-on effect on waiting lists 

and times, as the administrative work has to be done by the Occupational 
Therapists. It also prevents client files from being closed in a timely fashion. 

 

Items costing more than €2,000 must first be cleared with the Service 
Manager and then submitted for approval to the General Manager. Approval 

is invariably given but the process involves a further lapse of time. 
 

There is a need to strengthen the range of stock items, having regard 
to issues of need and cost. The types of aids and appliances needed to ensure 
the smooth running of special “wait list” clinics e.g. seating, bathing and 

showering, must be considered fully when planning additions to the lists. The 
addition of a stock of basic configurable and high-support wheelchairs to the 

list of stock items would be very important. 
 
The occupational therapy service is best placed to determine which 

items of equipment are most likely to be needed and when they will be 
required. However, a situation can and does arise, where orders for 

equipment are placed directly from stores without reference back to the 
service. This can result in the wrong stock being ordered from the wrong 
supplier, or in the service not being informed when the right stock is received. 

A consequence is that best prices are not always obtained. 
 

The dispatch of equipment to clients is delayed if the pre-set schedule 
in stores is disrupted because a particular delivery is more urgent. This can 
delay receipt of equipment by a client by up to several weeks. This could be 

remedied by delivering direct from supplier to client where appropriate. In 
addition, it is not always necessary for the Occupational Therapist to be 

present when equipment is supplied to the client, so this would create 
additional time for other clients if the practice is avoided where possible. 

 

Although not strictly part of the procurement process, the cleansing of 
wheelchairs that are being recycled is a major issue. The potential liability 

that could arise if another client got a health-acquired infection through reuse 
of a uncleansed wheelchair is a key issue, which is now being addressed from 
the legal, quality and value-for-money perspectives. 
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Recommendations 

 
 

1. The Service Manager should control the stock and the budget for aids 
and appliances, including the allocations for not-for-profit providers, 

and should be accountable in this regard. Where Galway PCCC is 
funding aids and appliances, they should be charged out to the relevant 
agency or cost centre which is prescribing them. 

 
2. Approval from the General Manager of primary, community and 

continuing care should only be sought in respect of “high-cost” items, 
which are subject to established financial procedures. 

 

3. Galway PCCC should carry out a review of its procurement processes 
and practices with a view to identifying and implementing best practice, 

and achieving effectiveness, efficiency and value-for-money. 
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15. Performance Indicators 
 

 In most health services, waiting lists and waiting times are seen as the 

measure of success or failure. But this is very much a one-dimensional view, 
which fails in particular to take account of issues like whether there are 

enough staff, how well the service is organised, and the time-consuming 
nature of occupational therapy interventions, especially for those clients who 
never really leave the care of the service because of their condition. 

 
 There is no history of performance indicators being used to any great 

extent in the public occupational therapy service in Galway PCCC. The only 
measure currently in use is the number of home visits in the case of older 
people, and the number of contacts for assessment / intervention with 

children and adults with a physical or sensory disability. 
 

 Although waiting lists and times may be a crude measure, they are the 
measure that is invariably made by a client who is waiting, so they can’t be 

abandoned completely. However, they could be augmented with a number of 
other measures, which would give a rounded view of performance: 16 

 

 Client & Carer Satisfaction 
 

 Process Quality 
o Courtesy 
o Informativeness 

o Perceived Autonomy 
o Professional Competence 

 
 Structure Quality 

o Continuity of Care 

o Service Availability / Accessibility 
o Assessment Procedures 

o Costs 

                                                 
16 Sixma, Calnan, Calnan & Groenwegen (2001): “User Involvement in Measuring Service 

Quality of Local Authority Occupational Therapy Services – A New Approach” International 
Journal of Consumer Studies, Vol. 25 No. 2, June 2001, pp. 150-159. 
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Recommendations 

 

1. Performance Indicators should measure waiting lists and waiting times 

for assessment, intervention, equipment and review, as well as, 
process quality, structure quality, and client satisfaction. 


