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Executive Summary 
In 2008, the HSE amended the qualifications specified for Consultant appointments to require 

as essential registration in the relevant Specialist Division of the Register of Medical 

Practitioners at the Medical Council. However, a reduced number or absence of applicants for 

Consultant posts and delays in Consultant recruitment process have led to greater gaps in the 

provision of clinical services at consultant level. This has created a greater need for 

appointments of locum and temporary Consultant of doctors who do not hold Specialist 

Registration (non-SDR Consultants), particularly in non-metropolitan clinical sites. In addition, 

there remains a number of Consultants who have been appointed prior to March 2008, when 

specialist registration was not mandatory for employment as a Consultant who did not avail 

of the Grandfathering Clause.  

The Consultant recruitment and retention crisis in the medical workforce in Ireland was 

identified nationally as a key factor resulting in the employment of non-SDR Consultants. The 

significant influencing factors of this crisis are: 2-tier salary structure for new Consultants; 

unattractive posts in certain geographical areas and in smaller hospitals and CHOs; posts 

unsupported appropriately with clinical teams including NCHDs on training programmes; and 

limited access to the full complement of the care continuum. These issues have impacted on 

the pull and push factors of doctor emigration from Ireland; in particular, doctors on SDR can 

access more attractive consultant posts internationally with better terms and conditions with 

disparities in salary levels and terms and conditions between Irish public sector Consultant 

posts and salaries in countries that compete for Irish trained specialists.  

This report provides a detailed examination of the employment of Consultants in the HSE who 

are not registered in the Specialist Division of the Register of Medical Practitioners. A Tripartite 

Group was established in May 2018 composed of representatives from the Medical Council, 

the Forum of Postgraduate Medical Training Bodies, and from various arms of the HSE, 

including the Acute Hospitals Division, Mental Health and Corporate HR. A site visit project 

team conducted site visits to hospital groups and CHOs in order to gather further information 

in the process of addressing the challenge of non-specialist Consultants and associated patient 

safety concerns. The site visits involved meeting with local management of the clinical sites 

and with the individual Consultants, who are not on Specialist Division of the Register, referred 

to in the report as ‘non-SDR Consultants’. At the beginning of the project in June 2018, the 

total numbers of non-SDR Consultants matched to a post on DIME was 133. Following a data 

validation exercise and engagement with local sites, further non-SDR Consultants were 

identified. In February 2019, once the majority of site visits had been completed and following 

engagement with HGs and CHOs on the numbers of non-SDR Consultants employed in each 

service, further analysis was conducted. At this time, the total number of non-SDR Consultants 

was 153 with 46 Consultants employed prior to the requirement for Specialist Registration in 

2008 and 107 post-2008 non-SDR Consultants. 

The Site Visit Project Team met with 116 non-SDR Consultants and 24 Senior Management 

Teams at the clinical sites. Findings from the project highlight that the Hospital Management 

Teams assured the Site Visit Project Team that there were no patient safety issues associated 

with the employment of the cohort of currently employed non-SDR Consultants. The project 

team found an uneven picture of the extent to which hospitals and CHOs could offer written 
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evidence of clinical governance that embraced non-SDR Consultants. It is acknowledged from 

the outset that Consultants not on Specialist Register (non-SDR Consultants) are employed in 

services when Consultants who are Specialist Registered (SDR Consultants) cannot be 

recruited and other options have been exhausted. 

At meetings with the individual Consultants, the project team found that there were 

significant barriers in both the application process for SDR and opportunities for filling gaps in 

training identified. Specific issues identified included that the process for applying for entry to 

SDR is a time consuming process for Consultants in busy clinical jobs and gathering the 

evidence required can be difficult given the length of time since training. 

Overall, findings from the meetings with individual non-SDR Consultants suggested that access 

to postgraduate training is too restrictive and rigid. Postgraduate Medical Training Bodies 

(PGMTBs) do not provide competency based or targeted training for any doctor who does not 

gain access to the standardised training programmes delivered by the PGMTBs themselves. 

Access to postgraduate training posts is limited in some cases by internship qualification, yet 

these doctors who are excluded from training because of this restriction are permitted to 

practise under the General Register as independent Consultants. The requirement to 

complete Irish Basic Medical Training and Irish membership exams to access Higher Training 

further impacts on the availability of training options for doctors. Run-through training has 

reduced the flexibility that could be offered in postgraduate training. These factors may 

reduce postgraduate training opportunities available to doctors and impacts on the ability of 

the health service to attain and maintain excellence in provision of quality patient care. In 

addition, capacity in training programmes in Ireland is limited by training capacity and 

workforce planning projections. 

Consultant recruitment in Ireland is in crisis, apparently for 2 main categories of reasons. 

Firstly, the numbers of applicants for Consultant posts in Ireland has fallen dramatically. For 

many posts, there are no applicants, and for most posts, the number of applicants has fallen 

precipitously. Secondly, the findings of the site visit project team identified that failures in the 

recruitment process contribute to the failure to recruit SDR Consultants and to the loss of 

interested candidates, as these processes appear too slow. Those which were highlighted on 

site visits include delays in the Consultants Appointments Advisory Committee (CAAC), Public 

Appointments Service (PAS) and Health Business Services (HBS) processes. 

The Medical Council Registration for SDR appears restrictive and narrowly focused on 

equivalence of training to current postgraduate training programmes. It does not appear to 

provide a broad assessment of competency, as opposed to assessment of training such as 

would establish the competence of these non SDR-Consultants eligibility for Specialist 

Registration. 

The HSE should continue efforts regarding medical workforce planning as this is critical in 

addressing this issue, including taking into consideration the impact of Consultant 

retirements. The limited numbers of NCHD training posts at particular clinical sites and the 

disproportionate number of non-training NCHD posts also has an adverse effect on 

recruitment of Consultants with Specialist Registration. 
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Management and individual non-SDR Consultants were willing to meet the team and discuss 

options. In particular, they appreciated the efforts being made in relation to the discussion 

around the application process to the SDR; however, it will require implementation of the 

recommendations outlined in this report in order to address the current situation.  

1 Introduction 

1.1 Background and Context 
In March 2008, the HSE amended the qualifications specified for Consultant posts to require 

registration in the relevant Specialist Division of the Register of Medical Practitioners at the 

Medical Council, as an indication that Consultants had undertaken appropriate training, and 

that this had been assessed objectively as satisfactory by an appropriate authority. This in turn 

led to issuance of a Certificate of Satisfactory Completion of Specialist Training (CSCST), which 

was in turn recognised by the Medical Council as permitting entry onto the Specialist Division 

of the Register. The Consultants’ Contract 2008 reflects this requirement, the details of which 

have been re-iterated in successive HSE HR Circulars, the most recent being HSE HR Circular 

021/2017 (re: Qualifications required for Consultant posts). The effect of this is that applicants 

who are not registered in the relevant Specialist Division should not be appointed to a 

permanent Consultant post in a HSE hospital or service or in a Section 38 agency funded by 

the HSE. The rationale for the change was the imperative to ensure that Consultants employed 

in the public health system have the appropriate training, skills, competencies and 

qualifications to deliver care as assessed by the Medical Council, which has the statutory role 

of protecting the public by promoting the highest professional standards amongst doctors 

practising in the State. 

Consultant recruitment in Ireland is in crisis. There are two main categories of reasons causing 

this. 

Firstly, the numbers of applicants for Consultant posts in Ireland has fallen dramatically. For 

many posts, there are no applicants, and for most posts, the number of applicants has fallen 

precipitously. This is largely due to substantial medical emigration. Doctors are leaving Ireland 

in huge numbers, so much so that in 2016, more doctors qualified abroad than qualified in 

Ireland joined the Medical Council Register. This emigration of Irish qualified doctors, who 

have been heavily subsidised by taxpayer support for their education and training, is driving 

the Consultant recruitment crisis. It reflects that working as a trainee doctor or consultant in 

Ireland has become unattractive. Key factors include the 2-tier pay structure for Consultants, 

resource constraints, unmet demand, onerous rotas, perceived lack of career opportunities, 

shortfall in Consultant numbers, suboptimal configuration of clinical services etc. 

Secondly, the recruitment process for consultant includes Consultants Appointments Advisory 

Committee (CAAC), Public Appointments Service (PAS) and Health Business Services (HBS) is 

slow, fragmented, multi-step and distant from the needs of the recruiting site. A protracted 

recruitment process has a critical negative impact on effective Consultant recruitment. This 

results in greater need for locum consultants to cover gaps in service. Key finding in the 

consultant recruitment process are outlined below, and reflect a serious challenge to reducing 
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dependency on locum consultants to fill gaps in service provision: Pre PAS: delay in obtaining 

documentation: average wait time of 175 days/ 6 months for the documentation. 

 The Time to Contract: the time from when HBS receive a recommendation to proceed 

from the PAS to when the contract actually issues, Average 52 days.  

 Posts with PAS: The recruitment campaigns which PAS manage: advertising, 

interviews, through to clearances averages 344 days/ 11 months.  

 Time to hire: Since 2016 the average time to hire from the start of a campaign i.e. 

receipt of Letter of Approval from CAAC to Contract issue is 658 days/ 22 months. 

Both delays in Consultant recruitment processes and a dramatically reduced number of 

applicants per advertised vacancy have led to greater service gaps and greater need for 

locum/temporary/ agency Consultant appointments. As a consequence of the difficulties in 

recruiting and retaining Consultants who are on SDR, a number of Consultant posts are 

occupied on a temporary basis by Consultants who are not on SDR, particularly in non-

metropolitan areas in smaller Model 2 and 3 hospitals (see definitions below) and in CHOs 

(Community Health organisations, Psychiatry) and in certain specialties, these areas have a 

greater proportion of non-SDR Consultants.  

The acute medicine programme defined hospitals as model 1-4 based on the type of activity 

that can be provided, see Table 1 for description. 

Table 1: Definitions of Model 1, 2, 3 and 4 Hospitals 

  

Model 1 Hospitals Community/district hospitals where patients are currently under 
the care of resident medical officers. These hospitals do not have 
surgery, emergency care, acute medicine (other than a select 
group of low risk patients) or critical care.  

Model 2 Hospitals Model 2 hospitals admit low acuity medical patients and have a 
range of ambulance bypass protocols in place. They commonly 
have a daytime Medical Assessment Unit (MAU) and a Minor 
Injuries Unit and day care surgery is performed. Extended day 
surgery, selected acute medicine, local injuries, a large range of 
diagnostic services (including endoscopy, laboratory medicine, 
point-of-care testing, and radiology (CT, US and plain film X Ray)) 
specialist rehabilitation medicine and palliative care. This hospital 
does not an ICU so critical care patients will need to be transferred 
to a Model 3 or 4 Hospital for treatment. 

Model 3 Hospitals Provide 24/7 acute surgery, acute medicine, and critical care so 
can admit undifferentiated acute medical patients They have an 
Acute Medical Assessment Unit (AMAU), 24 hr ED and Intensive 
Care Unit (ICU) facilities 

Model 4 Hospitals Similar to Model 3 Hospital but will provide tertiary care and, in 
certain locations, supra-regional care. Model 4 Hospitals accept 
tertiary referrals from other hospitals and have Category 3 ICU 
facilities that offer multi-organ and multispecialty support. 

Source: DoH, Securing the Future of Smaller Hospitals, see https://health.gov.ie/wp-

content/uploads/2014/03/SecuringSmallerHospitals.pdf 

https://health.gov.ie/wp-content/uploads/2014/03/SecuringSmallerHospitals.pdf
https://health.gov.ie/wp-content/uploads/2014/03/SecuringSmallerHospitals.pdf
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1.2 Judicial, Parliamentary, media and regulatory scrutiny of the issue 

of non-SDR Consultants 
In May 2018, the President of the High Court, in a judgement confirming the striking off the 

Medical Register of a locum Consultant who had been employed by the HSE in 2014 although 

not registered in the Specialist Division, commented unfavourably on the continued 

engagement by the HSE of non-SDR Consultants in breach of its circulars proscribing this 

practice. Information on the extent of this practice had been sought by the Court from the 

Medical Council who in turn sought the HSE’s input. On a number of occasions in 2017 and 

2018, parliamentary questions were raised in Dáil Éireann on the scale of the issue. In turn, 

this attracted the attention of the media and Consultant representative bodies. On a number 

of occasions in 2018, HSE officials appeared before Oireachtas committees to confirm the 

measures the HSE was taking to address the issue of non-SDR Consultants. More recently, the 

Health Information and Quality Authority (HIQA), has written to the HSE to advise that, from 

November 2018, it would monitor the implementation of the measures which the HSE has 

committed to address the issue, as an extra line of enquiry at each hospital site thematic 

inspection which it conducts. 

1.3 Establishment of Tripartite Group & Site Visit Project Team 

1.3.1 Tripartite Group 

In May 2018, a working group of expert stakeholders to address the different aspects of the 

issue of Consultants employed in the HSE who are not on the Specialist Division was convened 

by Professor Frank Murray, Director, HSE National Doctors Training & Planning (NDTP), The 

group includes representatives of the Medical Council, the Forum of Postgraduate Medical 

Training Bodies (PGMTBs), and from various arms of the HSE, including the Acute Hospitals, 

Community Operations, Mental Health and Corporate HR.  

1.3.2 Project Terms of Reference  

The purpose of the SDR project was to address, in a number of ways, the issue of Consultants 

employed who are not registered in the relevant Specialist Division of the Register of Medical 

Practitioners maintained by the Medical Council.  

The objectives of the SDR Project were: 

1. To encourage each doctor not on the specialist Division to apply to Medical 

Council for entry onto the Specialist Division of the Register, if this is appropriate 

and reasonable.  

2. To optimise the Clinical Governance Framework for each Consultant who is not 

registered on the relevant Specialist Division of the Medical Council, having 

gathered information nationally on governance that is currently in place. 

3. To identify when the posts were advertised and why they were not filled with 

doctors who are registered in the relevant Specialist Division of the Medical 

Council, identifying any issues that might improve the timeline for the filling of 

new or replacement Consultant positions. 

4. To make recommendations to address and improve the current situation. 
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1.4 Baseline position – Data Analysis of Consultants not on Specialist 

Register of the Register 

1.4.1  DIME 
The work of the Tripartite Group meetings and of the NDTP site visit project team has been 

informed by data from the Doctors Integrated Management E-System database, known as 

DIME. This is a database which has been developed and managed through NDTP. The following 

aggregate figures on Consultants not on the SDR were drawn from DIME in June 2018. DIME 

also provides information identifying the relevant Consultants not on the SDR in Hospital 

Groups and Community Healthcare Organisations (CHO), their location and the date of 

appointment, the type of tenure, and their anticipated retirement date. 

It remains the case that there are a number of Consultants employed who are not registered 

in the relevant Specialist Division. These are referred to hereafter as non-SDR Consultants. In 

June 2018, when the work overseen by NDTP was starting, this number was recorded by DIME 

as 133, of a Consultant workforce of 2,942 Headcount or 4.5% of the workforce. It was 

acknowledged throughout the project that there may be more Consultants working in HSE-

funded posts, who do not hold Specialist Registration, than those recorded in DIME, as this 

data relies on clinical sites matching their Consultants to a post and to keep the database 

regularly updated. It was believed that DIME was about 90% accurate. As such, a data 

validation exercise was completed in 2019 following site visits to provide more accurate and 

complete data, which will be outlined in the next section. 

1.4.2 Non-SDR Consultants employed pre-2008 & post-2008 with CID 

(permanent contract holders) 
Table 2 shows that of those Non-SDR Consultants employed on a permanent basis (N=61), 

there were 40 non-SDR Consultants who had been appointed on a permanent contract, prior 

to the requirement for Specialist Registration in 2008 as a condition of employment. A further 

10 who were appointed before 2008 on a temporary contract, but have acquired a contract 

of indefinite duration.  

In addition, there is an additional 11 non-SDR Consultants appointed post-2008 on a 

temporary contract but have acquired a contract of indefinite duration.  

Table 2: Baseline data - Tenure of permanent non-SDR Consultants 

  Pre-2008 Post-2008 Total 

Permanent 40   40 

CID 10 11 21 

Total 50 11 61 

 

1.4.3 Non-SDR Consultants employed post-2008 
There were 72 non-SDR Consultants employed in June 2018 who took up post since the 

introduction in 2008 of the contractual requirement to be registered in the relevant Specialist 

Division. They represent 2.4% of the Consultant workforce. These Consultants cannot be 
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appointed to permanent posts have been appointed to fill a vacant post on a short-term 

specific purpose contract basis (SPC), or on a short-term locum basis, or are engaged through 

an agency. Between April 2008 to June 2018, 22 Consultants have been in post for longer than 

four years, which is the threshold for a contract of indefinite duration. In the period June 2017 

to June 2018, a further 18 Consultants registered in the General Division have been engaged 

on a non-permanent basis.  

Table 3 provides a breakdown of the two identified cohorts of non-SDR Consultants based on 

tenure, CAAC post approval status, medical, gender, age and retirement. In total, 21 

Consultants were employed on an agency basis, either in a locum or temporary capacity. A 

further 16 Consultants were employed on a fixed term basis, while 26 were employed on a 

specified purpose basis.  

The most common specialties for both pre- and post-2008 Consultants was Medicine, Surgery 

and Psychiatry.  

In terms of Consultant Appointments Advisory Service (CAAC) post approval status, there were 

29 Consultants working in unapproved posts. This means these posts have been created by 

local sites in response to service need but have not been formally sent to the CAAC for formal 

approval to create the post. 

 Taking account of the regulatory functions of the HSE, health service organizations are 

required to seek the prior approval of the CAAC of the HSE before making a Consultant 

appointment (whether permanent or non-permanent) and comply with the HSE Letter of 

Approval in making the appointment. As highlighted by the Keane Report (2017), a key issue 

associated with unregulated Consultant appointments is that hospitals and CHOs may block 

or delay the submission of applications for HSE-approved posts. This may contribute to the ad 

hoc development of services which may not be in line with local or national policy. 

Table 3: Data analysis of non-SDR Consultants, as of June 2018 

 Pre-2008 

permanent and 

post-2008 CID 

Post 2008 on a 

non-permanent 

basis 

Total number of 

doctors 

  61 72 

 

CAAC Approval 

Status 

Approved posts  46 58 

Not Approved  15 14 

   

 

Tenure 

Permanent 40 - 

Contract of Indefinite 

Duration 

21 - 

Agency - Locum - 25 

Agency - Temporary - 4 

Fixed term - locum - 2 
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 Pre-2008 

permanent and 

post-2008 CID 

Post 2008 on a 

non-permanent 

basis 

Fixed term - 

temporary 

- 14 

Locum - 1 

Specified purpose - 

locum 

- 6 

Specified purpose - 

temporary 

- 20 

Grand Total  61 72 

 

Medical  Medicine 16 21 

Psychiatry 3 22 

Surgery 15 8 

Emergency Medicine 6 7 

Anaesthesia 9 1 

Radiology 3 5 

Obstetrics & 

Gynaecology 

3 5 

Paediatrics 3 3 

Pathology 2 - 

Intensive Care 

Medicine 

1 - 

Grand Total 61 72 

  

Gender Male 46 60 

Female 15 12 

 

Age 40-44 years 2 7 

45-49 years 6 7 

50-54 years 12 11 

55 years or over 41 16 

  

Retirement 0-1 years 5 9 

2-3 years 9 2 

4-5 years 7 3 

6 years or more 40 58 
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1.4.4 Data Validation Exercise 
In August 2018, NDTP liaised with the office of National Director of HR to issue a letter 

requesting an update from each HG and CHO, to confirm the numbers and details of 

Consultants employed who did not hold Specialist Registration, and for validation of data held 

centrally on DIME.  

This data validation exercise led to the identification of an additional 31 non-SDR Consultants 

whose data had not been uploaded onto DIME. Engagement with each hospital or CHO 

highlighted a misunderstanding that Consultants working in CAAC-unapproved temporary 

posts do not have to be uploaded on DIME. 

In February 2019, following completion of the majority of site visits, and following 

engagement with HGs and CHOs on the numbers of non-SDR Consultants employed in each 

service, further analysis was conducted. At this time (February 2019), the total number of non-

SDR Consultants was 153 with 46 pre-2008 non-SDR Consultants and 107 post-2008 non-SDR 

Consultants. 

Appendix A provides a breakdown of the numbers of non-SDR Consultants by Hospital 

Group/CHO and by specialty. 

2 Methodology  

2.1 Introduction 
The methodology employed for this project included an incremental change management 

approach in order to understand and assess the issue of Consultants not in the relevant 

Specialist Division and to make recommendations and changes to address the situation. This 

approach recognises the need to understand the reasons that have led to this problem, and 

to undertake practical measures to provide meaningful solutions to the problem.  

In the initial phase of the project, it was recognised that this is a highly complex area, 

influenced by a number of internal factors, such as: local and centralised recruitment 

processes, service needs, external factors including policy, legislation and regulation. 

Understanding the complexities and interdependencies of the issue, the project sought to 

develop milestones in a number of linked phases, as further information was gathered.  

2.2 Project Work Streams 
The following list provides an overview of the project phases and work streams including 

internal engagement, external stakeholder engagement and establishment of a site visiting 

project team. 

2.2.1 Internal Engagement 

 Communication internally with the HSE Leadership Team regarding the views and 

recommendations of the Tripartite Group on the issue. 

 Engagement with the Director General and Deputy Director General (DDG) on 

developing the DDG Directive. This directive prohibits further appointments of 
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Consultants not registered in the Specialist Division to any Consultant post, without 

prior written approval from the DDG. 

 Engagement with Acute Operations and Community Operations to issue a letter in 

July 2018 to Hospital Groups and CHOs advising of the project team in place and 

requesting that a risk assessment of the continuance in post of each Consultant 

employed post-2008 be conducted. 

 Liaising with National HR to issue a letter in August 2018 requesting an update on each 

HG and CHOs efforts to address the issue and for validation of data centrally held on 

DIME on the numbers of Consultants employed.  

2.2.2 External Stakeholder Engagement 

 Establishment of Tripartite Group, including representatives from the Medical 

Council, the Forum of Postgraduate Medical Training Bodies, and from various arms 

of the HSE, including the Acute Hospitals Division, Community Operations, Mental 

Health, and corporate HR. 

 Engagement with Medical Council to explore means of facilitating and expediting the 

application process for inclusion in the Specialist Division for the pre-2008 

Consultants. 

 Engagement with Medical Council to explore facilitating recognition of extensive 

experience of some post-2008 non-SDR consultants in assessment of application for 

entry to SDR, in common with CESR (Certificate of Eligibility for Specialist Registration) 

process in UK. 

 Communication to the Department of Health regarding the pre-2008 Consultants and 

potentially re-opening the grandfathering clause to facilitate their transfer to the 

Specialist Division.  

 At the Tripartite meeting, the Medical Council invited Professor Murray and Dr Walsh 

to make a presentation to the Registration and Continuing Practice Committee of the 

Medical Council. See Appendix B. 

2.2.3  Site Visit Project Team 

 Establishment of a project team to conduct site visits to acute hospitals across the 

hospital groups and the Community Health Organisations, for further information 

gathering in the process of addressing the challenge of non-specialist Consultants and 

associated patient safety concerns. 

 Development of a Clinical Governance Framework by the project team to be 

implemented locally but reported centrally.  

 Make recommendations based on issues identified by clinicians and management on 

the frontline. 

 Identifying mechanism to offer financial support to non-SDR Consultants for SDR 

application. 

2.3 Internal & External Engagement  
The project involved engagement internally with the various divisions in the HSE and 

externally with stakeholders including the Medical Council, the Department of Health, HIQA 

and Irish Postgraduate Medical Training Bodies (PGMTB).  
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2.3.1 Engagement with CHOs and Hospital Groups 

The National Director of HR, HSE wrote to CEOs of Hospital Groups and Chief Officers of CHOs 

in June/July 2018, accompanied by a report from DIME detailing all Consultants not registered 

in the Specialist Division for each service, both pre-2008 and post-2008. This gave details of 

the post held, CAAC approval status, the length of the incumbent’s tenure, a contact expiry 

date if relevant, and the incumbent’s contractual status. Hospital Groups and CHOs were 

asked to return the report and validate the detail on non-SDR Consultants. They were also 

asked to add details of any additional non-SDR Consultants employed by them, whose details 

had not been uploaded onto DIME, and who thus did not appear on the reports issued by the 

National Director of HR. This work is on-going. 

2.3.2 Medical Council & Postgraduate Medical Training Bodies 

The Tripartite Group has explored options for facilitating and expediting the application 

process for inclusion in the Specialist Division for the pre-2008 Consultants, having regard to 

the varying lengths of time that will have elapsed since they took up Consultant post. The 

application process for these doctors for inclusion in the Specialist Division of the Register will 

need to recognise the difficulties of producing documentation and evidence of training from 

previous employers, and in retrieving documentation, transcripts, references etc. for a 

portfolio to be presented to Medical Council for assessment by the relevant postgraduate 

training body.  

For doctors who were appointed by standard competitive interview prior to the requirement 

for Specialist Registration in 2008 (N=40), the Tripartite Group acknowledged that these 

doctors were appointed appropriately at the time of their employment, meaning they had 

seven years’ satisfactory experience in their chosen prior to appointment. It was not a 

requirement for these doctors to be on the Specialist Division of the Register to be appointed 

to a Consultant post in Ireland at that time.  

Prior to the introduction of the MPA 2007, consultants had the option of applying directly for 

entry onto the Specialist Division of the Register via the grandfather clause. However, in 

October 2018, 40 Consultants who had been appointed appropriately to approved posts pre-

2008, were not on the Specialist Division of the Register. In addition, a further 10 pre-2008 

consultants hold contracts of indefinite duration (CIDs) and will face similar difficulties in 

retrieval of documentation to support an application for specialist registration. 

The Tripartite Group produced interim recommendations in July 2018 attached as Appendix 

C. The group considered other guidance on the issue which was sent to the HSE Leadership 

Team for communication to the Hospital Groups and CHOs which addressed: 

 A proscription on the engagement of any further Consultants in the General Division 

through any means of recruitment; this will complement the directive to the locum 

agencies and will proscribe hospitals or CHOs recruiting Consultants in the General 

Division directly, or through an agency. 

 The need for the hospitals and CHOs to have a risk stratification process, differentiating 

the approach to permanent pre-2008 Consultants of long-standing at one end of a 

continuum and recent short-term post-2008 Consultants at the other end. 
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 The need for enhanced clinical governance that embraces the activities of non-SDR 

Consultants engaged through an agency. 

 The need for governance and oversight within a hospital group context of non-specialist 

Consultants in the smaller sites. 

2.3.3 Department of Health  

In October, 2018 a letter was issued from Prof Frank Murray, NDTP, to Secretary General, 

Department of Health regarding reopening the window for grandfathering to the Specialist 

Division of the Register for a further period of 6-12 months for this very narrowly specified 

group of pre-2008 non-SDR Consultants. 

2.4 Deputy Director General (DDG) Protocol 
Growing awareness both within and out with the health services of the concerns over the 

employment of non-SDR Consultants led to discussions between the NDTP Director and the 

then HSE Director General over measures to contain the further growth in numbers being 

employed. This resulted in a directive from the then Deputy Director General (DDG) on 21 

September 2018 instructing that, with immediate effect, Consultants not registered in the 

Specialist Division were not permitted to be appointed to any Consultant post, without 

reference to a protocol requiring hospitals and CHOs to escalate the need to employ a non-

SDR Consultant for prior written approval. The Deputy DG made clear that the protocol was 

to embrace directly employed short-term locums, directly employed long-term locums, and 

agency staff employed for any duration. A copy of the protocol and the DDG’s memo that 

accompanied it are attached in Appendix D. 

2.5 Direction issued to locum agencies on the provision of 

Consultants not in the Specialist Division 
The HSE has in place a framework agreement with a number of agencies for the provision of 

locum medical staff at Consultant level and at NCHD level. Five agencies are approved for the 

provision of locum medical staff within this framework agreement. In May 2018, the HSE 

wrote to the agencies to confirm that it would not consider Consultants not on SDR for any 

locum Consultant position of any duration. The agencies have been directed that they should 

not furnish for consideration by any hospital or CHO the details of any Consultant not 

registered in the appropriate Specialist Division, as the HSE or HSE-funded agency will not 

engage such a candidate. The hospitals and CHOs have been advised of this directive.  

In practice, it has come to our attention through that hospitals/CHOs are requesting that 

agencies should supply non-SDR Consultants if there are no other candidates. This highlights 

the intense pressure and focus on service delivery and particularly for short-term locums such 

as for weekend cover. 

2.6 Project site visits 
The site-visit team was established in September 2018 by the SDR Project to further 

information gather in the process of addressing the challenge of non-SDR Consultants and 

associated potential patient safety concerns. 
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The project team engaged with clinicians and managers. Site visits were made to most 

locations in the CHOs and Hospital Group and services employing Consultants not registered 

in the Specialist Division. Typically, two medically qualified members were accompanied by a 

HR/managerial representative from the HSE. The site visits by the project team had two 

components:  

1. A meeting with hospital and service managers, Clinical Directors at Group and/or 

hospital level, or ECDs and CDs as appropriate, and with medical manpower managers 

or equivalent.  

2. A series of meetings between the two medical members of the project team and 

individual non-SDR Consultants.  

2.6.1 Engagement with Managers, Executive Clinical Directors and Clinical 

Directors 

The meetings between the project team and managers and Clinical Directors on each site visit 

involved local staff giving an update on the detail of their non-SDR Consultants and on the 

detail of the measures to mitigate the risk of their continued employment, including the 

governance arrangements in place.  

The project team sought to be apprised on progress, if any, towards filling posts on a 

permanent basis that were currently occupied by non-permanent non-SDR Consultants, and 

to be advised of the history of how posts came to be filled by non-SDR Consultants.  

The project team sought to discuss potential central and local support to applicants for 

specialist registration, including financial support and whether sites or services would provide 

support to allow applicants to go elsewhere for additional training and experience in 

furtherance of their potential application for specialist registration. The project team also 

discussed the DDG Protocol and adherence to this when considering employing new non-SDR 

Consultants or renewing contracts of those currently employed. 

2.6.2 Engagement with individual non-SDR Consultants  

The NDTP Director secured the cooperation of Hospital Group Clinical Directors and ECDs to 

ensure that a letter was sent in the name of the Group CD or ECD to each post-2008 non-SDR 

Consultant before the visit of the project team (Appendix E). The letter advised of the work of 

the project team and of the support that the HSE through the NDTP intended to provide to 

applicants seeking specialist registration. Non-SDR Consultants were invited to send a copy of 

their CV to the NDTP.  

2.6.3 Engagement with Pre-2008 Consultants 

The Tripartite Group’s initial focus was on pre-2008 non-SDR Consultants. The rationale for 

this decision was related to the efforts in the Tripartite Group to explore with Medical Council 

and the Forum of Postgraduate Medical Training Bodies a means of facilitating and expediting 

the application process for inclusion in the Specialist Division for the pre-2008 Consultants, 

having regard to the varying lengths of time that will have elapsed since they took up post.  

The Tripartite Group acknowledged that most pre-2008 Consultants not registered in the 

Specialist Division who hold permanent contracts were appointed appropriately and met all 
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eligibility criteria attaching to their posts at the time of their appointment. The HSE has sought 

to encourage the pre-2008 Consultants to seek specialist registration, and to support them in 

a number of ways.  

During site visits made in 2019, the pre-2008 non-SDR consultants were formally invited to 

meet the project team and the pre-2008 consultants from the 2018 site visits were also 

invited.  

2.7 Financial support for SDR Applications 
The National Director of Human Resources has given a commitment that non-SDR Consultants 

employed by the HSE will be reimbursed the cost of making an application to Medical Council 

for inclusion in the relevant Specialist Division. This financial support will be extended to pre-

2008 Consultants, whether they hold a hold a permanent contract or a contract of indefinite 

duration and to post-2008 non-SDR Consultants employed by the HSE or by a HSE-funded 

Section 38 agency. The project team advised the hospitals and CHOs that this financial support 

would not be extended to non-SDR Consultants employed through an agency. 

2.8 Enhanced Clinical Governance Framework 
The project team had indicated to hospitals and sites due to be visited that it would seek to 

discuss the risk mitigation and clinical governance arrangements in place for non-SDR 

Consultants. Clinical staff and management staff at the sites visited were advised that the 

Director of NDTP had agreed with the National Director of Acute Operations that the issue 

would feature within the division’s monthly performance meetings. The project team had said 

on its early visits that it did not wish to be prescriptive as to how hospitals and mental health 

services should report on risk mitigation and governance. At most sites, concerns were 

expressed that completion of a formal report on non-SDR Consultants by a Clinical Director 

implied that he or she was responsible for clinical supervision of an independent practitioner. 

These concerns were recognised and discussed further with the Tripartite Group, with a draft 

template to support a formal clinical governance framework developed by the project team. 

Once developed it was circulated and discussed by the team at subsequent visits to hospitals 

and mental health services from January 2019. A draft template was circulated to Clinical 

Directors and management staff for their comments. The process and paperwork were 

discussed at meetings with ECDs from CHOs and Group CDs form Acute Operations in April 

2019. A copy of the draft template and current guidance is attached in Appendix F.  

3 Findings of the work of the Site Visit Project Team 

3.1 Introduction 
In advance of the SDR project site visiting team meeting with management in each hospital or 

CHO, each site was asked to validate a spread sheet of DIME data containing details of the 

non-SDR Consultants that were currently matched to a post.  

The site visit project team met with 24 Senior Management Teams, including Group and Local 

Clinical Directors at the relevant clinical sites in which non-SDR Consultants were employed. 

Issues that were discussed in detail included the need for reporting of clinical governance 
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arrangements of Non-SDR Consultants occupying temporary posts, compliance with the 

Deputy DG Protocol, progress towards filling posts on a permanent footing, and the history of 

how posts came to be filled by non-SDR Consultants. There was discussion around any issues 

that might improve the timeline for the filling of new or replacement Consultant positions. In 

addition, the project team sought to discuss potential central and local supports to applicants 

for specialist registration. This related to how financial support would be delivered, and 

whether sites or services would provide support to allow applicants to go elsewhere for 

additional training and clinical experience in furtherance of their application for specialist 

registration. 

3.2 Findings of DIME Compliance 
As seen from Data Validation Exercise, DIME appears to be incomplete and does not capture 

the transient short term locums. It is not updated regularly. 

3.3 Employment of non-SDR Consultants – addressing the symptom 

or the underlying problem 
As noted in the Keane Report (2017), many factors influence successful recruitment and 

retention of Consultants, including the supply of appropriately trained candidates, the 

structure of posts and configuration of service, geographic location, and terms and conditions 

including remuneration. At many sites, clinicians and managers expressed the view that the 

inability to recruit permanent Consultants registered in the Specialist Division, and hence the 

need to employ non-SDR Consultants, stemmed from a number of factors that the work of the 

project team could not address. These included:  

 

 The differential pay scales for new entrant Consultants;  

 Aspects of the 2008 contact impacting on Consultants’ ability to undertake private 

practice;  

 The onerous rotas more common in Model 2 and Model 3 hospitals;  

 The salary differential either where non-SDR Consultant, who are in locum or 

temporary posts who are paid through agencies, may be earning more than the 

permanent consultants on the SDR, who are working alongside them. This may 

negatively impact on permanent consultant recruitment 

 The failure to rationalise services to produce more sustainable rotas.  

 

These were described at one site as the underlying problem of which the employment of non-

SDR Consultants was merely a ‘symptom’. It was suggested that, notwithstanding the project 

team’s efforts, “the symptom would continue until the (consultant recruitment) problem was 

addressed.” At many site visits, there was a perception that difficulties experienced in 

recruiting permanent Consultants were not understood at the divisional and corporate tiers 

of the HSE, and that service delivery pressures had led to an overreliance on temporary posts 

filled by non-SDR Consultants.  

 

Model 2 and 3 hospitals described disconnect from the Model 4 hospitals in the Group and 

nationally, suggesting that decision making at Group level does not adequately consult the 

Model 2 and 3 hospitals. Some model 3 hospitals in particular outlined their significant service 
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contribution within the hospital group and yet felt they did not have a significant say in service 

development. This was perceived locally as ‘corporate disconnect’ 

 

It was acknowledged at some sites that additional factors would impact on their ability to 

recruit permanent Consultants, even if some of the previously mentioned issues were 

addressed. In the main, these related to geographical location of service and deficits in 

infrastructure. Distance from a Model 4 Hospital, or from the service’s partner medical school, 

made some locations less attractive as places to work. Rural transport infrastructure deficits 

were felt to compound this problem. The project team was struck by the vicious circle at some 

sites, whereby reduced numbers of permanent Consultants eligible to be trainers has led to 

reduced numbers of BST and HST training posts, which in turn leads to vacant permanent 

Consultant posts in a non-training environment being viewed as unattractive by potential 

applicants. In particular, this negatively affects trainees’ perceptions of the training 

experience in certain Model 2 and 3 Hospitals and makes these posts more unattractive to 

recruit into. 

3.4 Employment of temporary non-SDR Consultants & agency 

recruitment 
Often appropriately qualified Consultants registered in the relevant Specialist Division have 

not applied for Specified Purpose posts pending the filling of a new or replacement permanent 

post or for short-term locum posts. Although the HSE has written to the agencies to confirm 

that it will not consider Consultants not on the SDR for any locum Consultant position of any 

duration, it has come to the attention of the team that hospitals and CHOs insist that agencies 

should supply non-SDR Consultants if there are no other candidates. This finding highlights 

the severe pressure on service delivery at local sites, which management termed ‘a balanced 

risk perspective’. The existential choice is often to curtail or discontinue a clinical service or to 

continue the service, provided by a non-SDR Consultant. Service requirements and pressures 

have therefore led to the engagement of Consultants who are not registered in the Specialist 

Division. In relation to the HSE Agency Framework, a number of sites and services reported to 

the project team that they had to go outside the approved agency framework to recruit 

Consultants in some specialties, as there are so few candidates available. This has been and is 

a central driving force behind the recruitment of non-SDR Consultants. It is a symptom of a 

severe underlying Consultant recruitment challenge. 

The project team inquired about the need for sites to use non-SDR Consultants on a short-

term basis. Dependency of sites on short-term non-SDR Consultants was variable and more 

common in sites with onerous Consultant on-call rotas, where Consultant cross-cover for 

leave was not routinely provided. There is no requirement to register any locum Consultant 

on DIME for a period of employment of under four weeks; therefore, the scale of engagement 

of transient short term non-SDR locums is not readily quantifiable. Some sites report that non-

SDR Consultants were being used on a recurring, if transient, basis. This issue was not 

addressed in detail in this project  

3.5 Use of unapproved locum agencies 

The project team recommends that the use of unapproved locum agencies must be reported 

nationally and monitored accordingly. 
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3.6 The impact of Consultant retirements on the employment of 

non-SDR Consultants 
It is acknowledged that the general failure to anticipate Consultant retirements by initiating 

the succession recruitment early enough to prevent a gap in service has led to an over reliance 

on locum and temporary Consultants to fill permanent posts, because the recruitment of a 

permanent Consultant takes over two years on average. In addition, this dependency on 

locums, particularly those employed through an agency represents a significant additional 

expenditure for the HSE. 

Analysis conducted at the outset of the project found that 8.7% of the Consultants on DIME 

were due to retire within the next three years, based on the current retirement age of 65 

years, Table 4. 

Table 4: Estimates of the numbers of Consultants that may retire within three years, as of June 2018 

Anticipated retirement timeframe for 
current Consultant workforce 

Number of 
doctors 

% of existing 
Consultant cohort 

Due to retire within next three years 264 8.7% 

Not due to retire within next 3 years 2759 91.3% 

Total 3023 100% 

 

It is acknowledged that hospitals and Mental Health Services often wait until a Consultant has 

retired before initiating the application to secure a replacement / reconfigured post. This has 

the effect of creating vacancies even where the impending potential vacancy was usually 

known long in advance. On some of the site visits, concerns were expressed to the project 

team about the ability to replace current SDR Consultants when they retire with Consultants 

of the same calibre. Clinicians and managers at some sites expressed concern that, even if 

candidates of suitable calibre do prove to be available as permanent replacements, their 

service would be temporarily vulnerable to a dependency on locums who may be non-SDRs. 

This is due to the almost inevitability of a gap, often up to two years, between when a 

permanent Consultant retires and a permanent replacement Consultant is recruited and 

appointed to the post. In terms of retention of Specialist Registrars in the system, it is 

recognised that more efficient processing of retirement posts and signalling of consultant 

opportunities may encourage these doctors eligible for Specialist Registration to apply for and 

take up Consultant posts. 

3.7 Clinical Governance 
The project team found an uneven picture of the extent to which hospitals and CHOs could 

offer evidence of clinical governance that embraced non-SDR Consultants. On many visits, the 

team was assured that appropriate processes were being followed but without a written 

framework/protocol or local standard operating procedure to support and demonstrate local 

action. There was rarely a specific written protocol for individual non-SDR Consultants. A 

concern expressed at a number of locations by Clinical Directors was that completion of a 

clinical governance framework might be thought to imply clinical supervision. At one Hospital 

Group and one CHO, the project team was advised that Clinical Directors did not accept that 

their role embraced clinical governance of their non-SDR colleagues. One CHO stated that they 
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did not have the capacity to undertake such governance. The project team found lack of clarity 

on the understanding of the difference between clinical supervision and clinical governance. 

This was a barrier to the introduction of a formal clinical governance framework 

Overall, all non-SDR Consultants seen and discussed with management and ECD/CDs were 

deemed safe and no clinical risk issues were identified relating to any individual currently 

employed.  

3.8 Deputy DG Protocol compliance 
The project team found varying levels of compliance by management teams with the 

requirements of this protocol. Clinicians and managers at all sites expressed the view that the 

protocol was insufficiently responsive to deal with an approval to engage a non-SDR 

Consultant at short notice; e.g. on a Friday afternoon for weekend cover. Whereas some 

hospital sites were escalating the request to Group level, others seemed to seek only local 

approval from a Clinical Director and/or hospital manager. Conversely, there were isolated 

instances of some sites seeking retrospective sanction for their non-SDR Consultants, even 

when these had been in place at the time of the protocol’s introduction. The majority of sites 

informed the project that they did not receive a response on the escalation of their request 

nationally.  

3.9 Consultant Post Approval & Recruitment Processes 
A common view was that the process of appointing a Consultant was far too long, complex 

and involved too many stakeholders. Medical Manpower Managers highlighted the rigid PDF 

format of the new online form for applying to CAAC and requested to be reviewed. 

3.9.1 Consultant Appointments Advisory Committee (CAAC) processes 

Most hospitals and sites visited by the project team expressed frustrations with the timelines 

of the various stages of seeking approval from the Consultant Appointments Advisory 

Committee (CAAC) for a new or replacement Consultant post. It was reported that the 

diagrammatic representation in the Keane Report (see Appendix G) of the application process 

understated the number of steps involved and did not refer to the need to secure confirmation 

of financial approval at hospital group or CHO level and at divisional level, even for 

replacement posts. At some hospitals and mental health services visited by the project team, 

frustration was expressed at the delays caused when a National Clinical Adviser and Group 

Lead (NCAGL) made a change to the detail of the structure of a post for which approval was 

being sought, necessitating a re-submission. 

3.9.2 Public Appointment Service (PAS) processes 

The project team encountered widespread frustration with the involvement of the Public 

Appointments Service (PAS) in Consultant recruitment, especially in relation to a shared 

understanding of the negative impact on service delivery and patient care arising from delays 

in the stages of the recruitment processed for which PAS is responsible. Services highlighted 

that that there did not seem to be recognition by PAS of the need to prioritise Consultant 

posts urgently, or of the negative and harmful impact of leaving posts unfilled or filled on a 

temporary locum basis. Clinicians and managers expressed frustration at unexplained delays 

in getting Consultant posts advertised by PAS, after posts had been resubmitted to PAS by HBS 
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Recruit. Where a post needs to be filled urgently, there appears to be no mechanism to 

expedite recruitment. Frustration was also expressed at an apparent lack of a dedicated 

person or “case manager” dealing with the advertised post that they can liaise with. Other 

negative comment regarding PAS included lack of flexibility in terms of not allowing 

customised advertising, either for locally relevant content to be included, or to act on local 

requests as to which countries or which publications advertisements should target.  

 

Where recruitment campaigns had been unsuccessful in attracting eligible applicants, the 

apparent policy of PAS that an interval needed to elapse before a campaign could be re-run 

appeared to be counter-productive to some sites, where the preference would be for rolling 

open recruitment campaigns. The time intervals imposed by PAS before a campaign was re-

run seemed arbitrary to local sites. The PAS process of running discrete campaigns for similar 

consultant posts appeared arbitrary and unnecessarily duplicative in terms of local effort as 

well as PAS’s own effort. Indeed, the protracted timelines in the Consultant appointments 

process were felt to put statutory HSE hospitals and services obliged to use PAS at a 

disadvantage compared to voluntary Section 38 hospitals and agencies able to conduct their 

own recruitment more expeditiously. If membership of interview boards had to change due 

to protracted timelines, there were further delays experienced as new panels needed to be 

arranged. Some sites reported instances where potential candidates had been able to secure 

a permanent appointment at a Section 38 hospital while awaiting conclusion of a protracted 

application through PAS for a permanent post in a HSE-run hospital.  

3.9.3 HBS Recruit processes 

Hospital sites and services were expressed concern at the length of time in the contracting 

phase of recruitment that followed the recommendation to the HSE by PAS of the panel of 

candidates. Local clinicians and managers felt that they were not kept apprised of progress in 

the necessary steps taken by HBS Recruit in the contracting phase; e.g. Garda vetting, 

collecting and verifying references etc. A commonly expressed frustration was the inability to 

require candidates to accept an offer of a post within a finite time period once all stages of 

contracting had been completed by HBS Recruit. 

3.9.4 Case Studies  

The site visit team included case studies to highlight key aspects of a fractured recruitment 

process which need to be addressed and improved.  

See Appendix H. 

3.10 Findings from Meetings with individual Non-SDR Consultants 

3.10.1  Overview 

The project team met a total of 116 out of 153 Consultants from most medical disciplines. 

Table 5 provides a breakdown of the numbers in each.  
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Table 5: Meetings with Consultants by Medical  

Medical  Number of 
meetings - 
individual 
Consultants 

Psychiatry 26 

General Medicine and subspecialties 25 

Surgery and subspecialties incl. 23 

       General Surgery 8 

       Orthopaedic Surgery 6 

       Urology  4 

Emergency Medicine 16 

Anaesthetics 7 

Radiology 5 

Obstetrics & Gynaecology 5 

Paediatrics 5 

Other specialties 4 

Total 116 

 

All were willing to meet the team and discuss options. They appreciated the efforts being 

made in relation to the discussion around the application process to the SDR. All were CPD 

compliant. However, all Consultants are in busy clinical posts and many expressed difficulty in 

finding the time to collect the extensive evidence required by the Medical Council to complete 

the application to SDR. Management have been asked to help in this regard, which will be 

discussed in Chapter 5. 

Table 6: Meetings with individual Consultants by contract status 

 Permanent 
Contract 

HSE 
employed 
temporary 
contract – 
e.g. fixed 
term/SPC 

Contract of 
Indefinite 
Duration 

Agency Contract Total 

Pre-2008 
Consultants 

13 - 7 - 20 

Post-2008 
Consultants 

- 38 19 39 96 

Total 13 38 26 39 116 

 

Twenty consultants of the 116 seen were appointed pre-2008. Thirteen hold HSE contracts 

and seven hold contracts of indefinite duration. 
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Ninety-six consultants were appointed post-2008, nineteen consultants hold contracts of 

indefinite duration, thirty-nine have agency contracts and thirty-eight hold HSE contracts 

3.10.2 The UK route to specialist registration via the GMC’s Certificate of 

Eligibility for Specialist Registration (CESR) 

A potential option for entry to SDR for some of the post-2008 non-SDR Consultants would be 

a process analogous to CESR in General Medical Council (GMC) in UK. The project team 

considered the experience in the UK, where the General Medical Council has provided a route 

to specialist registration for doctors as Consultants, who have not undertaken a standardised 

formal recognised postgraduate training programme. In particular, the development of a 

parallel pathway, the Certificate of Eligibility for Specialist Registration (CESR) was examined. 

The route to this certificate is through the assessment of a doctor’s experience with a view to 

determining if the doctor has attained the competencies necessary for specialist registration 

through their clinical experience. Where deficits in the doctor’s competencies are identified, 

the doctor is given a specified time-frame to achieve these. Following consultation with the 

postgraduate training bodies, the Irish Medical Council accepts CESRs in some specialties. 

Members of the project team made a presentation to Medical Council on the CESR and asked 

if Medical Council would consult the postgraduate training bodies who did not accept CESRs 

to identify what additional competencies a doctor would need to demonstrate to supplement 

a CESR to attain specialist registration. It is acknowledged that Section 47(1) (f) of the Medical 

Practitioners Act, 2007 allows Medical Council to consider both training and experience in the 

assessment of eligibility for the Specialist Division of the Register. 

3.10.3 Applications for Entry onto Specialist Division & related issues 

A total of 33 consultants interviewed have applied to Medical Council for entry onto the SDR. 

9 of these were appointed pre-2008 and 24 appointed post-2008. To date, none has received 

a positive outcome. 

Overall, the following issues were raised for non-SDR Consultants who applied for entry to 

SDR.  

 Training in the USA/UK or doctors who took a non-standard pathway outside the 

formal training schemes are not recognised or deemed equivalent to Irish training, 

even in the past when relevant training programmes were not up and running here in 

Ireland.  

 In some situations, for some specialties, the number of HST training posts was very 

small, which therefore limited access to this training.  

 A number of applicants had been asked to do further training at HST Year 5 level but 

were unable to get such a post, despite applying to the Director of Training for that. 

 Some doctors were refused entry to SDR as Postgraduate Medical Training Bodies 

stated the applicant had no exit (from training) exam but at the time, the exit exam 

had been coupled with the HST programme and applicants who were not on the 

programme were not allowed to sit the exam.  

 Many are in the appeal process and others considering appeal. 

 There is no evidence that experience in addition to training had been taken into 

account in assessing their competence for SDR.  
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3.10.4 Pre-2008 Consultants 

 

With respect to the pre-2008 Consultants, there was a range of comments regarding the 

process of applying for the SDR.  

 The majority find it difficult to complete the current SDR application portfolio, as it 

does not fit into the training programmes they undertook or was available to them at 

the time. 

 They report difficulty in finding log books or getting referees at this stage many years 

(up to 20) after they completed their training. In some circumstances, formal training 

was many years ago so it would be difficult to find trainers to sign off on these years. 

 Overall, there was a general feeling of frustration and low self-esteem given that many 

of these Consultants have provided up to 20 years of service in at Consultant level. 

The majority having been appointed to their Consultant post through a standard 

competitive interview process. 

 Overall, there was a high level of willingness to apply for entry to SDR. 

The following Table 7 provides a number on anonymised scenarios, describing the barriers 

faced by pre-2008 non-SDR Consultants in applying for and achieving Specialist Registration 

with the Medical Council, despite being appointed appropriately to Consultant posts.  
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3.10.5 Post-2008 Consultants 

With respect to the post-2008 Consultants, they highlighted a number of issues which 

prevented them from achieving Specialist Registration including: 

 Confirmation that it was difficult to get on the HST scheme at the time they worked 

in Ireland, either because of intern recognition rules or difficulty in accessing Irish BST.  

 Access to HST and exams were linked to Irish training programmes, proving an 

impediment to their successful application to SDR.  

Some PGTBs have subsequently introduced exit exams that were not in place when 

they were in posts prior to being appointed as Consultants.  

Pre-2008 non-SDR Consultant scenarios 

Consultant 1 was eligible for the grandfather clause available for pre-2008 

consultants but missed the deadline due to being on maternity leave. Having 

applied 3 times for entry to SDR, each application was rejected and the advice was 

to do 2 years further training because of working too long in the one hospital to 

which she was appointed. This is not a realistic assessment of this consultant’s 

competence for SDR and does not reflect the training pathways available at the 

time of his/her training. 

Consultant 2 was informed that the PGTB’s hands were tied by the Medical Council 

and his application is stalled. This consultant is an eminent doctor in a major 

hospital for 20 years and had been the Clinical Lead in his department but had to 

step down from this role in light of the SDR application not being successful. He 

carries a substantial clinical load and he is highly respected by colleagues 

internationally. He describes receiving no official reply from the Medical Council 

despite numerous contacts. He is very distressed as this is affecting his professional 

reputation. 

Consultant 3 completed specialist training in the UK and was then on the SDR of 

the GMC. However, he did not apply to update his registration with the Medical 

Council and subsequently did not maintain his GMC registration. He has evidence 

from GMC sent directly to the Medical Council that he was on GMC SDR but his 

application for SDR to the Medical Council was rejected. He has over 20 years 

working experience in Ireland as a consultant. 

Consultant 4 completed his training in UK and immediately was appointed to a 

consultant post in Ireland. He omitted to collect his CCST when leaving the UK and 

it was not required for his appointment. Now the Trust where he trained has closed 

and his record is not accessible. He can get a senior colleague in UK to testify that 

he completed Specialist Training. 

 

Consultant 5 trained overseas and was appointed following a competition with 20 

other candidates is deemed ineligible as a new exit exam has been introduced in 

his Specialty many years after his appointment. 

 

 

Table 7: Pre-2008 non-SDR Consultant scenarios of barriers to achieving SDR 
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 Experience was not being taken into account by Medical Council in assessing their 

competence for SDR. 

 One applicant was asked to do two additional courses which were not mandatory in 

the curriculum. 

 Consultants employed post-2008 feel their likelihood of gaining entry onto SDR is low. 

The following Table 8 provides a description of a number on anonymised scenarios the 

challenges faced by post-2008 non-SDR Consultants in applying for and achieving Specialist 

Registration.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Post 2008 non-SDR Consultant scenarios 

Dr A has applied for SDR in 2016. He was refused. He then asked for a written appeal and 

he was requested to complete 2 additional courses (these courses are not available in 

Ireland) which he did immediately but he did not submit to the Medical Council as yet. 

Disappointed that the Medical Council made these requirements, as these courses are not 

mandatory on the curriculum. His response with the written appeal included a copy of the 

curriculum. He also has multiple memberships, MRCPI, MRCP, and is PCS compliant. 

Dr B has applied but application in discussion at the Medical Council as his qualifications 

are South African and not automatically accepted by the Medical Council and PGTB as 

equivalent. Hoped to get letter from Australia to say his qualifications make him eligible 

there, as then his application would be accepted by the Medical Council. This is proving a 

challenge. Discussed option of CESR as an alternative as he is very frustrated with the 

process having applied last July 2018 and no resolution yet. Considering leaving for Canada 

but would like to stay in XXX. Committed and interested doctor. He has since emigrated to 

Canada. 

Dr C has not applied for SDR. Barrier is around his training in paediatrics. Needs 1 year but 

his experience is in 2 parts and second part is 2 months short. Will discuss with training 

body to see if this might be considered as sufficient. Has all exams and other experience 

required. 

Dr D has applied for SDR. His application is currently with the Medical Council. Has UK CESR 

but did not work for long enough in UK post CESR to get transfer to SDR there so not 

entitled to automatic transfer to Irish SDR. Would have stayed in UK for 3 years had he 

been aware of this. Has FRCEM and Masters in Medicine from South Africa. Has CID, in XXX 

since July 2015. Found CESR process transparent and with good communication. He 

described it as different with the Medical Council, as there is no contact person to advise 

on progress. 

Dr E has Canadian Fellowship but no Irish membership in Psychiatry and Canadian 

Fellowship is not considered equivalent. Would not be eligible to sit Irish membership as 

he has not gone through the recent Irish BST. Options limited to applying for UK CESR 

which he may consider and would be likely to achieve but more likely to leave and work in 

Canada. 

 

Table 8: Post-2008 non-SDR Consultant scenarios of barriers to achieving SDR 
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3.10.6 Issues identified across specialties  

3.10.6.1 Psychiatry 

Psychiatry has the highest number of non-SDR consultants nationally and this is concentrated 

in the areas outside Dublin. The reliance on non-SDR Consultants is influenced by the fact that 

when Consultant Psychiatrist posts are advertised, a significant number receive no applicants, 

candidates withdraw or there is no eligible or qualified candidate. 10 of 22 posts (45%)of 

Consultant Psychiatry posts advertised in 2017 received either no applicants or no qualified 

applicants. Replacement (retirement) Consultant Psychiatrist posts are experiencing 

increasing difficulty in attracting candidates, which leads to reliance on either locum or agency 

temporary Consultants who may not be on the Specialist Register. These deficits in Consultant 

Psychiatrist staffing in CHOs are impacting directly on patient care with reduced access to 

services and limitations in range of services available. This has been highlighted particularly in 

Child and Adolescents Mental Health Service ()CAMHS).  

Salary and working conditions are also disincentives to Consultant recruitment. Consultants 

are often appointed with no office space, no secretarial/administrative support, no work 

mobiles and laptop computers, as well as an incomplete full multidisciplinary team. 

Some Consultant Psychiatrists are leaving HSE Consultant posts (sometimes head-hunted) 

and moving into bespoke private sector posts in Ireland, where they are better resourced to 

fulfil their role and better remunerated. Tension with local management is also described as 

a contributory factor to the Consultant recruitment crisis in Psychiatry, where focus can be 

on paper exercises and the wider issues of service development seeming less urgent. 

Another issue identified is the insufficient Psychiatry HST training posts in centres outside 

Dublin. This may be a key factor in that young doctors do not experience the benefits of 

working in these areas and they may be less likely to apply for these posts. There is a funding 

problem at local level in creating training posts even when they are approved by the College 

of Psychiatrists of Ireland. However, even when sufficient numbers of HST posts are 

potentially put in place, there is an issue that HSTs are not taking up consultants posts.  

The project team met with 26 of 31 non-SDR Consultants Psychiatrists across the CHOs. 

Doctors who were not available on the day of the visit have been sent a new appointment to 

meet the team.  

A number of CHOs employ no non-SDR Consultant. In another two CHOs, the non-SDR 

Consultants had resigned before the planned site visit. In a further two CHOs, the non-SDR 

Consultants resigned following the site visit. Many of these Consultants were recognised as 

specialists in Canada, but there is no reciprocity of Canadian specialist registration in Ireland. 

These Consultants were a considerable loss to their CHOs. 

Of the 26 non-SDR Consultants in Psychiatry, there was only one who was employed pre-2008 

and this doctor had a permanent contract. This pre-2008 Consultant appears likely to get on 

the SDR following appeal at both written and oral level. 
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Of the 26 non-SDR Consultants in Psychiatry, eight had HSE contracts, one had a CID and 

sixteen held agency contracts. One CHO alone employed 13 non-SDR Consultants, via 9 

agencies and 4 HSE contracts, reflecting an enormous Consultant recruitment challenges.  

The post-2008 cohort of non-SDR Consultants will almost all be unsuccessful in gaining entry 

to SDR, if the Medical Council only consider the current system of assessment of eligibility, as 

per the SLA with the PGMTBs. However, very many would be likely to be successful if they 

went through the GMC CESR process. Many are either in the process or considering this route. 

The Medical Council recognises the CESR for the four psychiatry specialties, as per the list on 

the Medical Council website.  

3.10.6.2 Other Specific Issues  

Other specific issues identified include: 

 Introduction of additional exit exams by the PGMTBs as a prerequisite for entry to 

SDR, of particular note Emergency Medicine and Orthopaedics.  

 Barrier to getting onto a training programme BST and HST, if overseas internship is 

not recognised or non-completion of Irish BST programme. 

 Some USA/UK training programmes are often not considered equivalent by 

postgraduate training bodies. 

 CESR not accepted by a number of training bodies including surgical specialties, 

Emergency Medicine, and Radiology.  

 Sufficient places on mandatory courses not available, e.g. the recently added 

‘Wellness Course’. 

 Applicants being asked to undertake further training at HST Year 5/6 may be unable 

to get such a post. 

 All Consultants are in busy clinical posts and expressed difficulty with finding the time 

to compete application. Management have been asked to help in this regard. 

 Some who have been asked to undertake further training were unwilling to do so, e.g. 

a Consultant who has worked for 20 years at Consultant level. 

4 Recommendations from findings of Project Team Site Visits 
This chapter provides an overview of the recommendations from the project team considering 

the findings from the site visits.  

4.1 DIME 
The project team recommends that efforts are strengthened through the hospital groups and 

CHOs to ensure that all sites maintain full compliance with the requirement to register all 

Consultants on DIME. 

The project team recommends compulsory timely weekly updating of DIME at local level, to 

ensure that the database is reliable, complete, meaningful and up to date. Inconsistencies in 

the manner DIME was populated were apparent.  

The project team recommends that all transient/temporary non-SDR Consultant be uploaded 

onto DIME, regardless of the duration of employment. This means that all Consultants who 
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are employed for periods of less than 4 weeks should be uploaded onto DIME, which may 

require liaising with the Consultants’ Unit, NDTP to create a post where required. 

4.2 Corporate Disconnect  
The project team recommends that Corporate HSE explore the perceived corporate 

disconnect at hospital group and CHO level. 

4.3 Use of unapproved locum agencies 
The project team recommends that the use of unapproved locum agencies must be reported 

nationally and monitored accordingly. 

4.4 The impact of upcoming Consultant retirements on the 

employment of non-SDR Consultants 
NDTP should ensure that the data from DIME on forthcoming retirements is shared with 

hospital sites and mental health services and with the corporate divisional tiers of the HSE. 

Sites and services with disproportionate numbers of forthcoming retirements should be asked 

to produce plans to anticipate these retirements, and these plans should be shared at an early 

stage with the CAAC. The Consultants Division in NDTP should develop guidelines to anticipate 

Consultant retirements and reduce the need for locums.  

Planning for anticipated Consultant retirements should be a key part of Medical 

manpower/HR function in hospitals/CHOs. 

4.5 Enhanced Clinical Governance Framework 
The project team recommends that the framework should be finalised, agreed and then issued 

with accompanying guidance on the frequency of reporting and on the responsibilities of the 

relevant Clinical Directors, National Directors, ECDs, CDs, CEOs and National Clinical Advisor 

and Group Leads (NCAGLs). This framework has been developed collaboratively by the 

Tripartite Group, the clinical site visiting team and the Project team. It has been presented to 

Group CDs from Acute Operations and ECDs from CHOs. It will be operationalized in Summer 

2019. It may require further changes in practice. The Framework is outlined in Appendix F.  

4.6 Use of transient/ very short term locum non-SDR Consultants 
The project team recommends the appropriate use of clinical governance structure for these 

Consultants. 

4.7 Deputy DG protocol compliance 
The project team reaffirms the advice it gave to hospitals and services of the necessity to 

adhere to the Deputy DG protocol for securing sanction at national level to engage a non-SDR 

Consultant. The team recommends that this request must be responded to by a central team 

with either a dedicated email or phone number for urgent request e.g. weekend cover. 

Notwithstanding the concerns expressed to the project team on the degree of responsiveness 

of the protocol when invoked, the project team feels that only by full escalation of the 

circumstances in which any non-SDR Consultant is engaged will there be a proper 

understanding throughout the HSE of the scale of the issue. 
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4.8 Consultant Post Approval & Recruitment Processes  

4.8.1 CAAC process 

The project team urges the implementation of the recommendations in the Keane report 

which will simplify and accelerate the Consultant Approval and appointment process. The 

team recommends a revision of the CAAC on-line application portal to allow specific versions 

with local sites able to insert free text in a Word document rather than being constrained by 

drop-down menus in a PDF document. The project team recommends a review of procedures 

such that in instances where a revision made to the detail of an application for approval for a 

Consultant post or the addition of a broadly similar Consultant post (e.g. at CAAC or by an 

NCAGL) does not require a complete resubmission through all stages of the CAAC process. 

See Appendix G: Keane Report 

4.8.2 PAS - Campaign management 

The HSE should request that PAS adopts a campaign manager approach (as used at HBS 

Recruit) to facilitate contact from local clinicians, managers and Medical Manpower Managers 

(MMMs) with PAS during the relevant stages of the Consultant recruitment process regarding 

the following: advertising; short-listing; formation of interview boards; post-interview 

clearance procedures; and a more effective tracking system of Consultants posts. Sites and 

services using PAS for Consultant recruitment should be allowed more scope to determine the 

timing of campaigns and to have rolling or open recruitment.  

Urgency and prioritization of recruitment to Consultant posts in specific circumstances must 

be recognised and acted upon accordingly. 

4.8.3 PAS - Greater customisation over recruitment advertising 

The HSE should ensure that PAS allows sites to determine the content of customised 

advertising, and that PAS responds to local requests as to which labour markets or which 

publications adverts should target. 

4.8.4 PAS - Concurrent recruitment campaigns vs. discrete recruitment 

campaigns 

The HSE should insist within the service level agreement with PAS that sites can ask that 

recruitment campaigns for similar posts in the same location or service be run jointly rather 

than discreetly.  

4.8.5 HBS Recruit 

The project team recommends that when the candidate is offered a post, their acceptance 

should be notified within 3 months. 

4.8.6 Pilot of Consultant recruitment at local level 

The initial findings from the site visits conducted as part of this project informed the rationale 

for this project which aims to pilot local recruitment of Consultants at Hospital Group and CHO 

level. The justification for evaluating improvements to the current average timeline of greater 

than 22 months for recruitment of Consultants was to allow CHOs and hospital to manage the 

various service priorities by progressing Consultant recruitment in a timely manner.  
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During the later series of site visits by the project team, there was a growing awareness that 

two hospital groups and one CHO had been designated to pilot Consultant recruitment at local 

level without the involvement of PAS. Other sites would have like to be chosen as the pilot 

location. Some CHOs expressed the view that they would be unable to pursue Consultant 

recruitment at local level because of deficits in, or absence of, a medical manpower function. 

The project team welcomes the piloting of local Consultant recruitment and hopes that an 

assessment will be made of the staffing requirements needed for successful implementation. 

4.9 Individual Non-SDR Consultant Meetings 

4.9.1 Medical Council 

The project team recommend that the Medical Council consider the use a more competency 

focused assessment system for non-SDR Consultants, similar to the UK and Canada, taking 

note of clinical experience at a Consultant level and competence achieved in posts outside the 

standardised training programmes. The project team recommends that it would be opportune 

to review the SLAs with the PGMTBs, to support their work and ensure the competencies and 

experience of doctors are adequately recognised. 

4.9.2 Training Bodies 

Regarding training programmes taken abroad, the project team recommends that the time in 

training and/or experience gained in such programmes are given additional consideration. The 

project team also recommends that the PGMTB provide competency specific targeted training 

for non-SDR Consultants, where gaps are identified following the assessment process. In the 

absence of an exit exam, the project team recommends that the PGMTB considers other 

qualifications achieved and experience gained as equivalence. The PGMTB should be more 

flexible in accessing specialist training at different points in the training programme e.g. a non-

SDR Consultant could join the later years of a training programme. HSE should encourage and 

support the training bodies in running courses suitable for non-SDR Consultant applicants who 

have not come through structured training in Ireland or elsewhere to supplement their 

training and so enhance their chances of securing specialist registration. More places should 

be made available particularly on mandatory courses e.g. Wellness Course. 

4.9.3 Supports from the HSE 

The project team would support developing a medical manpower function in CHOs, and 

highlight the importance of securing approval for the creation of a post at not less than grade 

VIII level. This would be an invaluable support to Executive Clinical Directors and Clinical 

Directors at all stages of the process for appointing new and replacement Consultant posts. 

Such a post appropriately supported within each constituent mental health service in the CHO 

would also support efforts towards the restoration of BST and HST posts. 

Consideration should be given to non-SDR Consultants getting the necessary protected time 

to gather the evidence required to complete their application for specialist registration with 

the Medical Council. It is recommended that the amount of time required to gather the 

necessary information and documents would equate to at least 10 working days over a 6-9-

month period. 
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Hospitals and mental health services should be supported by the CHO and Acute Hospitals in 

releasing non-SDR Consultants on temporary HSE contracts to undertake additional training 

and/or to gain additional clinical experience needed in support of an application for specialist 

registration. 

4.10 UK Route to Specialist Registration via the GMC CESR 
The project team recommend that the Medical Council consider the approach taken by the 

GMC, via the Certificate of Eligibility for Specialist Registration, in assessing a doctor’s 

suitability for Specialist Registration where a doctor’s competencies are assessed through a 

detailed review of experience gained outside of a standardised postgraduate training 

programme.  

All decisions to be made at CHO and hospital group level should be discussed at local level – 

care should be made to involve units that may be affected by new policies or decisions or 

recommendations and the impact on local service delivery.  

4.11 Restoration of BST and HST posts 
The project team recommends that NDTP along with PGMTBs should undertake a review of 

the current distribution of BST and HST posts across all specialties. An examination should be 

made to determine if there is a correlation between sites with low numbers of training posts 

and high numbers of non-SDR Consultants. NDTP and training Bodies should consider 

restoring training posts in hospitals and services if appropriate. The project team recommends 

that, subject to the requirements of the training bodies and trainees, additional training posts 

at sites currently dependent on non-SDR Consultants should be considered to make such sites 

more attractive. This may increase the pool of future potential applicants for Consultant posts 

from within an enlarged cohort of NCHDs who have passed through training schemes.   

The project team recommends that NDTP should continue its work in assessing the numbers 

of training posts that will be needed across all specialties to anticipate the demand in the 

public health services for increased numbers of Consultant posts. 

4.12 Workshop  
It was clear from meeting non-SDR Consultants that the application process for SDR itself was 

a significant barrier for these doctors in considering applying for SDR. This group of doctors 

was also in need of guidance around what steps they would need to take if their application 

was not successful. Many of the doctors interviewed were likely to have deficits in their CV’s 

under the current system of assessment and sought guidance on how these deficits might be 

approached so that they could achieve SDR.  

It is recommended that a workshop is organised by NDTP following the work of the project 

team to provide guidance or advice individual Consultants with the SDR application process. 
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Appendix A – Non-SDR Consultants in Hospital Groups and CHOs 

 

Table 9: Total numbers and percentages of Consultant registration status  

CHO & Hospital 
Groups  

 General 
Registrat
ion Non-

SDR 
Consulta

nts 
(Number)  

% of 
non-
SDR 

of 
Total 

Specialist 
Registratio

n 
Consultant
s (Number) 

% of 
Specialist 
Registered 
Consultant
s of Total 

Total 
number 

of all 
Consulta

nts  

Grand Total All 153 5% 2987 95% 3140 

 

Table 10: CHO Total numbers and percentages of Consultant registration status  

CHO  General 
Registrat
ion Non-

SDR 
Consulta

nts 
(Number)  

% of non-
SDR of 
Total 

Special
ist 

Registr
ation 

Consul
tants 

(Numb
er) 

% of 
Specialist 
Registered 
Consultant
s of Total 

Total 
number 

of all 
Consulta

nts  

CHO 1 Medicine   0% 1 100% 1 

  Psychiatry 10 27% 27 73% 37 

CHO 1 
Total 

  10 26% 28 74% 38 

CHO 2 Medicine   0% 1 100% 1 

  Paediatrics   0% 1 100% 1 

  Psychiatry 4 10% 36 90% 40 

CHO 2 
Total 

  4 10% 38 90% 42 

CHO 3 Medicine   0% 3 100% 3 

  Psychiatry 1 3% 29 97% 30 

CHO 3 
Total 

  1 3% 32 97% 33 

CHO 4 Psychiatry 1 2% 58 98% 59 

CHO 4 
Total 

  1 2% 58 98% 59 

CHO 5 Psychiatry 4 11% 33 89% 37 

CHO 5 
Total 

  4 11% 33 89% 37 

CHO 6 Medicine   0% 16 100% 16 

  Pathology   0% 2 100% 2 

  Psychiatry   0% 27 100% 27 

CHO 6 
Total 

  0 0% 45 100% 45 

CHO 7 Pathology   0% 1 100% 1 

  Psychiatry 2 3% 59 97% 61 

CHO 7 
Total 

  2 3% 60 97% 62 
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CHO  General 
Registrat
ion Non-

SDR 
Consulta

nts 
(Number)  

% of non-
SDR of 
Total 

Special
ist 

Registr
ation 

Consul
tants 

(Numb
er) 

% of 
Specialist 
Registered 
Consultant
s of Total 

Total 
number 

of all 
Consulta

nts  

CHO 8 Psychiatry 14 28% 36 72% 50 

CHO 8 
Total 

  14 28% 36 72% 50 

CHO 9 Medicine   0% 5 100% 5 

  Paediatrics   0% 1 100% 1 

  Psychiatry   0% 58 100% 58 

CHO 9 
Total 

  0 0% 64 100% 64 

Mental 
Health 
Services 
(Central 
Mental 
Hospital) 

Psychiatry     11   11 

Mental 
Health 
Services 
Total 

  0 0 11 1 11 

CHO 
Grand 
Total 

  36 8% 405 92% 441 

 

Table 11: Hospital Group Total numbers and percentages of Consultant registration status  

Hospital 
group 

Medical 
Discipline  

General 
Registrati
on Non-

SDR 
Consultan

ts 
(Number)  

% of non-
SDR of 
Total 

Speciali
st 

Registra
tion 

Consult
ants 

(Number
) 

% of 
Specia

list 
Regist
ered 

Consu
ltants 

of 
Total 

Total 
numbe
r of all 
Consu
ltants  

Children’s 
Health 
Ireland 

Anaesthesia   0% 23 100% 23 

  Emergency 
Medicine 

1 17% 5 83% 6 

  Intensive 
Care 
Medicine 

  0% 10 100% 10 

  Medicine   0% 12 100% 12 

  Paediatrics 2 3% 59 97% 61 

  Pathology   0% 12 100% 12 

  Psychiatry   0% 5 100% 5 

  Radiology   0% 13 100% 13 



 

DRAFT SDR Report 090519 38 

Hospital 
group 

Medical 
Discipline  

General 
Registrati
on Non-

SDR 
Consultan

ts 
(Number)  

% of non-
SDR of 
Total 

Speciali
st 

Registra
tion 

Consult
ants 

(Number
) 

% of 
Specia

list 
Regist
ered 

Consu
ltants 

of 
Total 

Total 
numbe
r of all 
Consu
ltants  

  Surgery   0% 36 100% 36 

Children’s 
Health 
Ireland Total 

  3 2% 175 98% 178 

Dublin 
Midlands 
Hospitals 
Group 

Anaesthesia 2 3% 67 97% 69 

  Emergency 
Medicine 

2 9% 20 91% 22 

  Intensive 
Care 
Medicine 

1 25% 3 75% 4 

  Medicine 7 5% 135 95% 142 

  Obstetrics & 
Gynaecolog
y 

  0% 29 100% 29 

  Paediatrics   0% 22 100% 22 

  Pathology   0% 53 100% 53 

  Psychiatry   0% 6 100% 6 

  Radiology 1 2% 56 98% 57 

  Surgery 3 4% 75 96% 78 

Dublin 
Midlands 
Hospitals 
Group Total 

  16 3% 466 97% 482 

Ireland East 
Hospitals 
Group 

Anaesthesia   0% 74 100% 74 

  Emergency 
Medicine 

2 13% 14 88% 16 

  Intensive 
Care 
Medicine 

  0% 6 100% 6 

  Medicine 2 1% 154 99% 156 

  Obstetrics & 
Gynaecolog
y 

1 3% 31 97% 32 

  Paediatrics   0% 21 100% 21 

  Pathology   0% 33 100% 33 

  Psychiatry   0% 6 100% 6 

  Radiology   0% 50 100% 50 

  Surgery 4 4% 103 96% 107 

  Unspecified   0% 1 100% 1 
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Hospital 
group 

Medical 
Discipline  

General 
Registrati
on Non-

SDR 
Consultan

ts 
(Number)  

% of non-
SDR of 
Total 

Speciali
st 

Registra
tion 

Consult
ants 

(Number
) 

% of 
Specia

list 
Regist
ered 

Consu
ltants 

of 
Total 

Total 
numbe
r of all 
Consu
ltants  

Ireland East 
Hospitals 
Group Total 

  9 2% 493 98% 502 

N/a Anaesthesia   0% 1 100% 1 

IBTS, 
Breastcheck 
Merrion Unit, 
HSE DNE, 
HSE DML  

Pathology 1 20% 4 80% 5 

Psychiatry   0% 11 100% 11 

  Radiology   0% 6 100% 6 

  Surgery   0% 2 100% 2 

N/a Total 
(IBTS & 
BreastCheck
) 

  1 4% 24 96% 25 

RCSI 
Hospitals 
Group 

Anaesthesia 1 2% 65 98% 66 

  Emergency 
Medicine 

3 17% 15 83% 18 

  Intensive 
Care 
Medicine 

  0% 2 100% 2 

  Medicine 6 5% 116 95% 122 

  Obstetrics & 
Gynaecolog
y 

  0% 36 100% 36 

  Paediatrics 2 11% 17 89% 19 

  Pathology   0% 48 100% 48 

  Psychiatry   0% 6 100% 6 

  Radiology   0% 49 100% 49 

  Surgery 1 1% 76 99% 77 

RCSI 
Hospitals 
Group Total 

  13 3% 430 97% 443 

Saolta 
Hospitals 
Group 

Anaesthesia 2 3% 61 97% 63 

  Emergency 
Medicine 

4 19% 17 81% 21 

  Intensive 
Care 
Medicine 

  0% 1 100% 1 

  Medicine 14 11% 116 89% 130 
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Hospital 
group 

Medical 
Discipline  

General 
Registrati
on Non-

SDR 
Consultan

ts 
(Number)  

% of non-
SDR of 
Total 

Speciali
st 

Registra
tion 

Consult
ants 

(Number
) 

% of 
Specia

list 
Regist
ered 

Consu
ltants 

of 
Total 

Total 
numbe
r of all 
Consu
ltants  

  Obstetrics & 
Gynaecolog
y 

2 7% 26 93% 28 

  Paediatrics 2 7% 27 93% 29 

  Pathology 1 2% 43 98% 44 

  Psychiatry   0% 1 100% 1 

  Radiology 2 4% 43 96% 45 

  Surgery 9 9% 86 91% 95 

Saolta 
Hospitals 
Group Total 

  36 8% 421 92% 457 

South / 
South West 
Hospitals 
Group 

Anaesthesia 6 9% 59 91% 65 

  Emergency 
Medicine 

5 33% 10 67% 15 

  Medicine 10 8% 122 92% 132 

  Obstetrics & 
Gynaecolog
y 

4 15% 22 85% 26 

  Paediatrics   0% 30 100% 30 

  Pathology   0% 40 100% 40 

  Psychiatry   0% 1 100% 1 

  Radiology 4 8% 49 92% 53 

  Surgery 6 6% 88 94% 94 

South / 
South West 
Hospitals 
Group Total 

  35 8% 421 92% 456 

University of 
Limerick 
Hospitals 
Group 

Anaesthesia 1 6% 17 94% 18 

  Emergency 
Medicine 

  0% 6 100% 6 

  Medicine   0% 48 100% 48 

  Obstetrics & 
Gynaecolog
y 

1 8% 11 92% 12 

  Paediatrics   0% 15 100% 15 

  Pathology   0% 11 100% 11 

  Psychiatry   0% 1 100% 1 

  Radiology   0% 13 100% 13 
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Hospital 
group 

Medical 
Discipline  

General 
Registrati
on Non-

SDR 
Consultan

ts 
(Number)  

% of non-
SDR of 
Total 

Speciali
st 

Registra
tion 

Consult
ants 

(Number
) 

% of 
Specia

list 
Regist
ered 

Consu
ltants 

of 
Total 

Total 
numbe
r of all 
Consu
ltants  

  Surgery 2 6% 30 94% 32 

University of 
Limerick 
Hospitals 
Group Total 

  4 3% 152 97% 156 

Hospital 
Group Total 

  117 4% 2582 96% 2699 

 

Table 12: Consultant registration status by Principal Clinical Site in CHO & HG 

CHO Principal Clinical Site  General 
Registration 

Specialist 
Registration 

CHO 1 MHS Cavan / Monaghan 14% 86% 

  MHS Donegal / North 
Donegal 

33% 67% 

  MHS Sligo / Leitrim 36% 64% 

  North West Hospice 0% 100% 

CHO 1 Total   26% 74% 

CHO 2 Brothers of Charity 
Services, Galway 

0% 100% 

  CAMHS Galway 
Roscommon Mayo 

0% 100% 

  MHS Galway / 
Roscommon 

12% 88% 

  MHS Mayo 22% 78% 

CHO 2 Total   10% 90% 

CHO 3 Brothers of Charity, 
Limerick 

0% 100% 

  MHS Clare 13% 88% 

  MHS Limerick 0% 100% 

  MHS Tipperary North 0% 100% 

  Milford Care Centre 0% 100% 

CHO 3 Total   3% 97% 

CHO 4 CAMHS Cork 0% 100% 

  MHS Cork North 0% 100% 

  MHS Cork North Lee 0% 100% 

  MHS Cork South Lee 0% 100% 

  MHS Cork West 0% 100% 

  MHS Kerry 9% 91% 

  MHS Limerick 0% 100% 

CHO 4 Total   2% 98% 
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CHO Principal Clinical Site  General 
Registration 

Specialist 
Registration 

CHO 5 MHS Carlow / Kilkenny 9% 91% 

  MHS Tipperary South 14% 86% 

  MHS Waterford 18% 82% 

  MHS Wexford 0% 100% 

CHO 5 Total   11% 89% 

CHO 6 Cluain Mhuire (SJOG) 0% 100% 

  Dublin Dental Hospital 0% 100% 

  MHS Dublin South East 0% 100% 

  MHS Wicklow 0% 100% 

  National Rehabilitation 
Hospital 

0% 100% 

  Our Lady's Hospice & Care 
Services 

0% 100% 

  St John of God 0% 100% 

CHO 6 Total   0% 100% 

CHO 7 Area 3 MHS - St James's 0% 100% 

  Area 4 & 5 MHS - Lomans 
& Tallaght 

7% 93% 

  CAMHS Linn Dara 0% 100% 

  Cheeverstown House 0% 100% 

  CHO 7 0% 100% 

  HSE Addiction Service 0% 100% 

  MHS Dublin South Central 0% 100% 

  MHS Kildare / West 
Wicklow 

7% 93% 

  National Drug Treatment 
Centre 

0% 100% 

  Public Health Laboratory 0% 100% 

  St Michael's House, Dublin 0% 100% 

  St Vincent's Centre, 
Lisnagry (DOCS) 

0% 100% 

CHO 7 Total   3% 97% 

CHO 8 MHS Laois / Offaly 10% 90% 

  MHS Longford / 
Westmeath 

40% 60% 

  MHS Louth / Meath 13% 87% 

  MHS Midlands 86% 14% 

CHO 8 Total   28% 72% 

CHO 9 CAMHS Dublin North City 0% 100% 

  Incorporated Orthopaedic 
Hospital 

0% 100% 

  MHS Dublin North 0% 100% 

  MHS Dublin North Central 0% 100% 

  MHS Dublin North City 0% 100% 

  MHS Dublin North West 0% 100% 

  St Francis Hospice 0% 100% 
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CHO Principal Clinical Site  General 
Registration 

Specialist 
Registration 

  St Mary's, Phoenix Park 0% 100% 

  St Michael's House, Dublin 0% 100% 

  St Vincent's Centre, Dublin 
(DOCS) 

0% 100% 

  St Vincent's, Fairview 0% 100% 

CHO 9 Total   0% 100% 

    #DIV/0! #DIV/0! 

Hospital group Principal Clinical Site  #VALUE! #VALUE! 

Children’s Health Ireland Children's Health Ireland at 
Crumlin 

3% 97% 

  Children's Health Ireland at 
Temple St 

0% 100% 

Children’s Health Ireland 
Total 

  2% 98% 

    #DIV/0! #DIV/0! 

Dublin Midlands Hospitals 
Group 

Coombe Women & Infants 
University Hospital 

0% 100% 

  Midlands Regional 
Hospital, Portlaoise 

9% 91% 

  Midlands Regional 
Hospital, Tullamore 

13% 88% 

  Naas General Hospital 11% 89% 

  St James's Hospital 2% 98% 

  St Luke's, Rathgar 0% 100% 

  Tallaght University Hospital  1% 99% 

Dublin Midlands Hospitals 
Group Total 

  3% 97% 

Ireland East Hospitals 
Group 

Cappagh National 
Orthopaedic Hospital 

0% 100% 

  Mater Misericordiae 
University Hospital 

0% 100% 

  Midlands Regional 
Hospital, Mullingar 

11% 89% 

  Our Lady's Hospital, 
Navan 

7% 93% 

  Royal Victoria Eye & Ear 
Hospital 

0% 100% 

  St Columcille's Hospital 0% 100% 

  St Luke's General Hospital, 
Carlow/Kilkenny 

9% 91% 

  St Michael's Hospital, Dun 
Laoghaire 

0% 100% 

  St Vincent's University 
Hospital 

0% 100% 

  The National Maternity 
Hospital 

0% 100% 

  Wexford General Hospital 3% 97% 

Ireland East Hospitals 
Group Total 

  2% 98% 

Mental Health Services Central Mental Hospital, 
Dundrum 

0% 100% 
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CHO Principal Clinical Site  General 
Registration 

Specialist 
Registration 

Mental Health Services 
Total 

  0% 100% 

N/a Breastcheck - Merrion Unit 0% 100% 

  HSE - DML 0% 100% 

  HSE - DNE 0% 100% 

  IBTS, Cork 0% 100% 

  IBTS, Dublin 50% 50% 

N/a Total   4% 96% 

RCSI Hospitals Group Beaumont Hospital 0% 100% 

  Breastcheck - Eccles Unit 0% 100% 

  Cavan General Hospital 18% 82% 

  Connolly Hospital, 
Blanchardstown 

0% 100% 

  Louth County Hospital, 
Dundalk 

17% 83% 

  Monaghan Hospital 50% 50% 

  Our Lady of Lourdes 
Hospital, Drogheda 

5% 95% 

  Rotunda Hospital 0% 100% 

RCSI Hospitals Group 
Total 

  3% 97% 

Saolta Hospitals Group Breastcheck - Western 
Unit 

0% 100% 

  Galway Hospice 0% 100% 

  Letterkenny General 
Hospital 

19% 81% 

  Mayo University Hospital 8% 92% 

  Portiuncula Hospital, 
Ballinasloe 

11% 89% 

  Roscommon University 
Hospital 

25% 75% 

  Sligo University Hospital  10% 90% 

  University Hospital Galway 3% 97% 

Saolta Hospitals Group 
Total 

  8% 92% 

South / South West 
Hospitals Group 

Bantry General Hospital 40% 60% 

  Breastcheck - Southern 
Unit 

0% 100% 

  Brothers of Charity 
Services, South East 

0% 100% 

  Cork University Hospital 4% 96% 

  Cork University Maternity 
Hospital 

0% 100% 

  Mallow General Hospital 0% 100% 

  Mercy University Hospital 0% 100% 

  South Infirmary Victoria 
University Hospital 

12% 88% 

  South Tipperary General 
Hospital 

36% 64% 
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CHO Principal Clinical Site  General 
Registration 

Specialist 
Registration 

  University Hospital Kerry  14% 86% 

  University Hospital 
Limerick 

0% 100% 

  University Hospital 
Waterford 

7% 93% 

South / South West 
Hospitals Group Total 

  8% 92% 

University of Limerick 
Hospitals Group 

Ennis Hospital 0% 100% 

  Marymount Hospice Cork 0% 100% 

  Mid Western Regional 
Hospital, Nenagh 

0% 100% 

  St John's Hospital, 
Limerick 

14% 86% 

  University Hospital 
Limerick 

2% 98% 

  University Maternity 
Hospital Limerick  

0% 100% 

  University of Limerick 
Hospitals Group  

0% 100% 

University of Limerick 
Hospitals Group Total 

  3% 97% 

Grand Total   5% 95% 
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Appendix B – Meeting with the Medical Council and presentation to the 

Registration and Continuing Practice Committee 
 

Professor Murray and Dr Consilia Walsh made a presentation to the Registration and 

Continuing Practice Committee on the findings of the project site visit team with regard to the 

challenges for non SDR consultants applying to the Medical Council for SDR. 

The committee having heard and considered the presentation informed us that they were the 

final decision makers on the applications and that while considering the advice from the 

PGTB’s they made their decision in the overall context of the application. They said that they 

exercise discretion flexibility in their considerations and decisions.  

The Medical Council has a SLA with the PGTB’s who are required by the Medical Council to 

assess applications for specialist registration. The PGTB’s are required to assess whether the 

training of the applicant matches current training and examination requirements. The focus is 

on training not experience. 

However, they were not giving any assurance that the group of non SDR consultants whom 

we were encouraging to apply could expect any additional or special consideration, including 

the pre 2008 cohort. They emphasised the fact that the RCPC does make decisions counter to 

the PGTB’s advice at times, that there is an appeal process both written and oral and that at 

oral appeal doctors themselves can make compelling cases in their own regard. 

We asked that they would consider the GMC approach where there is a parallel system of 

assessment of competence for SDR, for those doctors who have not followed a standard 

training pathway which assesses competencies gained through experience. They commented 

that already accept CESR’s (Certificate of Eligibility for Specialist Registration granted through 

this GMC process) for several specialties. However, there was no prospect of a similar process 

being considered here at this time. 

We pointed to the Medical Practitioners Act 2007 Sec 47 (1) (f) which states that “any medical 

practitioner who satisfies the Council that the practitioner has completed a programme of 

training and has acquired sufficient experience in specialised medicine of a standard 

considered by the Council to be adequate for the purposes of registration in the Specialist 

Division” can be registered in the specialist division.  

They said they would discuss our presentation but they did not provide any further feedback. 
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Appendix C - Tripartite Group Views and Recommendations on Consultants not 

on the Specialist Division  

 

Tripartite Group Views and Recommendations on Consultants not on the Specialist 

Division 

HSE, Medical Council, Forum of Irish Postgraduate Medical Training Bodies 

July 2018 

Background  

The Tripartite Group, convened by Professor Frank Murray NDTP HSE, has met three times 

since May 2018. The group includes representatives from the Medical Council, the Forum of 

Postgraduate Medical Training Bodies, and from various arms of the HSE, including the Acute 

Hospitals Division, the Mental Health Division and Corporate HR. The group’s work is informed 

by data from the NDTP’s Doctors Integrated Management E-System database, known as DIME. 

As of 19th June 2018, there were 133 Consultant posts held by doctors who were not on the 

Specialist Division1.  

The Tripartite Group makes the following recommendations regarding Consultants not on the 

Specialist Division of the Register of Medical Practitioners maintained by the Medical Council.  

Views & Recommendations 

1. There is a perceived risk and a real risk to HSE services: non-SDR Consultants make up 

4.5% of the Consultant workforce, disproportionately represented in Model 2 & 3 

Hospitals and Mental Health Services in the community. Certain sites are more 

dependent on Consultants on the General Division.  

2. Reputational damage to the organisation may occur if this issue is not addressed. 

Breaches by an employer of the HSE’s regulatory requirements have significant 

implications for the organised and safe delivery of Consultant services.  

3. Patient understanding and awareness: individuals represented to the public as 

Consultants in the public health system must be appropriately qualified and 

competent to perform the duties and functions of a Consultant.  

The Judgment report by Mr Justice Kelly included a letter from the president of the ICHA 

addressed to the president of Medical Council (dated 13/10/2017) which stated the 

following point:  

“A Hospital Consultant is assumed by the public to be an expert and highly trained and 

qualified in his or her. A Consultant is therefore considered by the public to be a specialist in 

                                                           

1 It is acknowledged that there may be more Consultants working in HSE-funded posts, who do not 

hold Specialist Registration, than what appears on DIME, as approximately 90% of posts on DIME are 

matched to a Consultant. DIME relies on clinical sites to input details on their Consultants employed.  
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his or her. Indeed, we are concerned that non specialist doctors who apply for a specialist 

Consultant position may be misrepresenting their qualifications, to both employers and 

public, and may as a result be in breach of the Act and the Medical Council requirements.” 

4. Patient safety issue. Risk mitigation plan and safety framework to be optimised.  

5. Previous HSE HR circulars have outlined the regulation of Consultant appointments 

(whether permanent or non-permanent) and the requirement to have registration as 

a specialist on the Specialist Division of the Register of Medical Practitioners. Despite 

these circulars, the recruitment of temporary and locum Consultants on the General 

Division has increased. Those accountable and responsible for the recruitment of 

temporary and locum Consultants must be briefed on the issue. Letter sent to Hospital 

Group CEOs from Liam Wood’s office. 

6. Tripartite Group consensus is that no more doctors should be appointed to work in 

Consultant posts without the required Specialist Division Registration. Suggest 

directive from Senior HSE Leadership Team that there is to be no further 

appointments of Consultants without Specialist Division Registration.  

7. Pre-2008 permanent Consultants to be offered support to apply to SDR. This will 

include funding to cover application costs to the Medical Council.  

8. The issue of contract renewal for temporary appointments post-2008 was discussed 

without a firm resolution made. Consider early contract end date as appropriate.  

9. Ensure existing regulatory requirements are enforced. Consider appropriateness of 

sanctions for non-compliance with SDR qualifications.  

10. Communicate with Clinical Directors and CEOs, Department of Health and HSE senior 

management.  

  



 

DRAFT SDR Report 090519 49 

Appendix D– DDG Protocol  
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Escalation Protocol to Deputy Director General – Chief Operations Officer 
for prior approval of the employment of any Consultant not on Specialist Division 

of the Register of Medical Council of Ireland 
 

Where a Consultant post is being filled, all options to recruit a suitable candidate with Specialist 
Registration must be exhausted before this escalation protocol is invoked. This includes 
restructuring existing resources available in the Hospital Group and CHO structures to meet 
the service need or making an interim service provision arrangement with an adjacent service 
pending the recruitment of a suitably qualified candidate on the Specialist Register.  

 
Escalation Protocol  
In the event that the only viable option remaining to fill a Consultant post is to appoint a 

candidate on the General Division of the Register of the Medical Council, the following 
steps must be taken:  

 
1. A strong business case for an exception to be made to the above directive must be signed 

off by the Hospital Group CEO or CHO Chief Officer, with agreement from the relevant 
Clinical Director and submitted to the relevant National Director (i.e. Acute Operations or 
Community Operations) for endorsement and onward submission to the Deputy Director 
General Chief Operations Officer for approval to proceed.  

 
The business case should include:  
• Evidence of advertisement of the Consultant post, interviews and engagement with agencies 
and contact with PAS regarding the recruitment of a permanent post holder, where appropriate  
• Assurance that there is compliance with the Doctors Integrated Management eSystem 
(DIME).  
• Details of the governance arrangements and approach agreed with the relevant Clinical 
Director for the appointment of a Consultant not on the Specialist Division of the Register (i.e. 
risk mitigation and supervision framework, which must be reported on a monthly basis locally 
and centrally, as well as access to an appropriate arrangement for senior clinical oversight as 
required).  
• Reference to any process in place supporting any such Consultant to achieve specialist 
registration and the timeframe for this.  
 
2. If approved, the exception must be uploaded to DIME  
 

3. Initial approval will be for a three month period. Approval of the continued employment 
of a Consultant not on the Specialist Division of the Register will only be granted by the 
Deputy Director General – Chief Operations Officer upon submission of a revised 
business case at three monthly intervals. 
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Appendix E – Letter to individual non-SDR Consultants  

 

Dear Colleague, 

Registration in the Specialist Division of the Register of Medical Practitioners 

In March 2008, the HSE amended the qualifications specified for Consultant posts to 

require registration in the relevant specialist division of the Register of Medical 

Practitioners at the Medical Council. The Consultants’ Contract 2008 reflects this 

requirement, the details of which were contained in HSE HR Circular 021/2017 (re: 

Qualifications required for Consultant posts). The effect of this is that applicants who 

are not registered in the relevant specialist division cannot be appointed to a permanent 

Consultant post in a HSE hospital or service or in a Section 38 agency funded by the 

HSE.  

In acknowledgement of the fact that there are a number of Consultants registered in the 

general division holding appointments of varying duration and degrees of tenure, the 

HSE wishes to support such Consultants in the process of seeking registration in the 

relevant specialist division. The HSE’s National Doctors Training and Planning unit 

(NDTP) under its Director, Professor Frank Murray, is overseeing a project to address 

this issue.  

A project team from NDTP will seek to engage with the hospital group and will meet 

the senior managers and clinical directors at group level and at hospital level. One of 

the members of the project team is Dr Anna Clarke. Dr Clarke is a recently retired 

specialist in public health medicine, quondam Vice-President of Medical Council and 

former Dean of the Faculty of Public Health Medicine of the Royal College of 

Physicians of Ireland. Dr Clarke will wish to meet you on a date to be advised to discuss 

how NDTP may support you in applying for specialist registration.  

To facilitate Dr Clarke’s consideration of your situation, it would be helpful if she could 

be provided with a copy of your CV. This should give details of your training and 

experience in Ireland and elsewhere and should include your Medical Council 

registration number. The copy of the CV should be emailed to 

Consultant.registration@hse.ie  

Any queries that you may have ahead of meeting Dr Clarke may be addressed with the 

medical manpower department. 

Yours etc. 

 

Group Clinical Director 

 

 

mailto:consultant.registration@hse.ie
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Appendix F – Clinical Governance  

 

HSE Clinical Governance Report on non SDR Consultants 

 

Date Please state 

Hospital Group / CHO: 
 

 

Clinical Director / ECD of Service: 
 

 

How many non SDR consultants 
employed  
 

Pre-2008=        Post-2008= 

Change since last report: 
 

 

  

 

With regard to each non SDR consultant please complete the following: 

 Please outline 

Consultant’s Name  

Date of most recent Clinical Governance 
review: 

 

Challenges identified by non SDR 
consultant 
 

 

Challenges identified by Clinical Director: 
 
Supports put in place to address the 
challenges identified 
 

 

Clinical incidents reviewed since employed 
or last review: 

 

Learning identified and actioned: 
 

 

CPD compliant  

Review of Educational opportunities 
provided for non SDR consultant: 
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Please tick Yes No Comment 

Educational opportunities 
attended e.g. Attendance at 
departmental educational 
meetings 
 

   

Attendance at Case 
Conferences 
 

   

Attendance at 
morbidity/mortality reviews 
 

   

Attendance at service 
management meetings 
 
 
 
 

   

Contribute to and comply 
with systems & protocols to 
protect patients 
 
 

   

Clinical Effectiveness - 
Adopting an evidence-based 
approach in the management 
of patients 
 
 
 

   

 

Signed by: 

 

_________________________    ____________________________ 

Clinical Director     Non-SDR Consultant 

Date:        Date:   
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Notes for the completion of Clinical Governance Framework report: 
 
The Clinical Governance Framework document has been designed to facilitate the reporting 
of the Clinical Governance Framework in place for non SDR doctors employed in consultant 
posts. 
 
The document should be completed by the Clinical Line Manager (CD or ECD). A Clinical 
Governance review requires a face to face meeting with the non SDR consultant. The report 
is not intended to collect detail of incidents but to provide evidence of the process that is in 
place. 
 
It is recommended that the document would be completed quarterly, however in the case of 
recently employed doctors this may need to be more frequent or in the case of doctors with 
a long history of service this could be extended but to no longer than bi-annually. 
 
The report should identify that the non SDR consultant has been given the opportunity to raise 
and discuss any issues that have arisen in the course of the delivery of their role. 
 
The report should identify that any issues that the ECD/CD has in connection with the non SDR 
doctors work were discussed. 
 
Evidence that solutions to these challenges have been put in place or explored should be 
stated. 
 
Noting of Clinical Incident discussion should follow the same pattern and as should the noting 
of learning outcomes actioned. 
 
In addressing the attendance at educational meetings, morbidity/mortality meetings and 
management meetings the standard applied for attendance should be what is expected of 
SDR consultants. 
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Clinical Governance arrangements for non-SDR consultants 

Patient safety and quality of patient care are underpinned by Clinical Governance. 

The provision and implementation of Clinical Governance arrangements specifically for non-

SDR consultants is required by the Department of Health, HSE and HIQA as part of the risk 

mitigation support structures when employing non-SDR consultants. HIQA are requesting “a 

clear and time bound pathway to address the current situation” with immediate effect. 

This is not a protocol which is designed to outline a process of assurance of competence of 

the non-SDR consultant, but a framework to cover the Clinical Governance review of their 

performance to date in the service. 

Background 

This Clinical Governance process must be understood within the context of the multifactorial 

nature of the evolution of the current situation, where more than 150 non-SDR consultants 

are employed nationally. 

The Recruitment and Retention crisis in failing to recruit consultants on the SDR into 

permanent consultant posts is fundamental to understanding the current situation of the 

employment of non-SDR consultants.  

Recruitment campaigns have outcomes which vary from receiving no applications, applicants 

not presenting for interview to applicants taking up other appointments having been offered 

a consultant post with the HSE, due in part to unacceptable delays in the replacement, 

recruitment and contractual processes. 

Senior Management teams, Executive Clinical Directors and Clinical Directors were explicit in 

their articulation that the employment of consultants on the SDR was their goal. Non-SDR 

consultants are employed where the recruitment processes for a permanent consultant are 

being implemented, a process which takes on average 22 months, or where the recruitment 

process failed to attract an appointable candidate for the consultant post. A choice had to be 

made between a discontinued or reduced clinical service on one hand, and appointing a non-

SDR consultant on the other. In these cases, Senior Management teams opted to employ a 

temporary non-SDR consultant in preference to closure/reduction of services. 

Senior Management teams are placed in a difficult position where they must make a risk 

assessment as to whether to close or reduce a service with the associated clinical risks or to 

employ a non-SDR consultant.  

The management of consultant recruitment broadly and the challenge of filling posts which 

are unattractive to applicants is outside of the remit and control on the Senior Management 

teams and NDTP.  
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Non-SDR Consultant project team visits 

To address the issue of non-SDR consultants, particularly in respect to clinical governance, the 

NDTP project team visited clinical sites where non-SDR consultants are employed to explore 

the clinical governance arrangements in place and to increase accountability in oversight and 

line management. Clinical Governance and patient safety were discussed at all site visits.  

Clinical governance principles and processes in place for non-SDR consultants at the clinical 

sites were the standard principles and processes for all consultants. No site had a specific 

written Clinical Governance protocol for non-SDR consultants.  

Detailed discussion on patient safety was undertaken at the site visits. All sites reported that 

there were no patient safety issues with the employment of the non-SDR consultants in their 

services at the time of the visit.  

The possibility of the non-SDR consultants achieving entry to SDR was discussed. The 

likelihood of non-SDR consultants achieving entry to SDR was limited if not impossible under 

the current system of assessment in place with the Medical Council.  

New Clinical Governance framework and reporting structure for non-SDR consultants 

The purpose of the Clinical Governance framework is to introduce a formal written Clinical 

Governance process for non-SDR consultants which will be operationalised and managed 

locally at clinical site, and reported and monitored at central level in the HSE. This will provide 

evidence of review of non-SDR consultant’s performance and offer opportunities to identify 

challenges and to implement supports, remedies and risk mitigating actions. 

Without a formal framework in place, the Senior Management team are open to challenge 

that they were not assessing and managing risk in the absence of a formal process, in the 

knowledge that a non-SDR consultant is providing independent consultant service.  

Having a Clinical Governance framework in place gives ECD’s and CD’s the support of being 

within a formal structure with a monitored reporting relationship to the Leadership Team of 

the HSE and DoH. 

It should be noted that completion of the Clinical Governance process is not predictive of the 

future, and adverse clinical outcomes cannot be guaranteed by any Clinical Governance 

process, but the mitigation of risks identified is the outcome that can be achieved. Assurances 

have been given that the risk for the ECDs and CDs in signing off on the Clinical Governance 

framework that they will not be responsible for the non-SDR consultant’s clinical practice. 

NDTP has developed a more formal Clinical Governance framework to support the 

establishment of Clinical Governance arrangements specific to non-SDR consultants. As stated 

earlier, this is not a protocol which is designed to outline the process of competence assurance 

of the non-SDR consultant, but a framework to cover the Clinical Governance review of their 

performance to date in the service. Risk mitigation is the sole outcome that can be achieved 

by adopting this Clinical Governance approach. 
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NDTP has further developed the reporting structure and outlined the responsible office(s) at 

the key points in the reporting structure (Proposed Governance Structure attached). 

 The Clinical Governance of the non-SDR consultant is to be operationalised and managed 

locally by the ECD/CD/Group Lead.  

The implementation of the process and key risks identified will then be reported centrally and 

will be a standing item on the monthly performance management meeting agenda. The Group 

CEO/CO will report to the DDG who will report to the Leadership Team. The Leadership Team 

will report to Department of Health. 

 Other significant factors that lie outside the scope of risk mitigation by the NDTP: 

-The NDTP team identified a myriad of complex risks and relationships on this one issue. There 

are risk factors which lie within the Corporate Management Team, including approval of the 

Clinical Governance arrangements that NDTP has developed. This requires a formal Directive 

specifying the overall authority and timelines for the implementation of the Clinical 

Governance arrangement and the specific delegation of responsibilities and risk ownership. 

The implementation of this clinical governance system also requires a top down bottom up 

management approach to include its launch and support across the CHOs and HGs. 

-Local Senior Management teams need to perform a systemic risk assessment of the posts and 

services delivered utilising non-SDR consultants as part of their risk mitigation strategy. 

-Clinical Leads and CDs inform the senior management team in this process 

-National and local HR should review employment pathways associated with the employment 

of non-SDR consultants which is also outside the scope of NDTP.  

-Standards and assessment of the competence of a doctor to work as a consultant lie outside 

the scope of NDTP. It is solely the remit of the Medical Council. In the UK, the General Medical 

Council (GMC) take into account the experience of a doctor in assessing the competence of 

that doctor for the Specialist Register. They have developed a clear alternative pathway, 

Certificate of Eligibility for Specialist Registration (CESR) which appears to have been 

successful and could be considered in the context of our current situation in Ireland. 

Conclusion 

The implementation of this Clinical Governance framework and reporting structure represents 

an acknowledgement of the current dependence on non-SDR consultants to support HSE 

service delivery and a proportionate approach to risk mitigation in this context. 
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Appendix G – Keane Report  
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Appendix H – Case Studies 

 

Case 1.  
Initial application to CAAC May 2017. Clarifications etc sought by CAAC and final application 
sent in July 2017. Further query by CAAC sent to wrong email address in August. Error 
discovered by ECD in Sept following a number of phone calls to tack progress. Application 
resubmitted and approved October CAAC meeting. LOA received 12th Dec 2017. All required 
documents submitted to HBS December 17, and I understand received by PAS early January 
2018. ECD followed up with phone calls to track progress and discovered that PAS and HBS 
confused post with xxxx, treating both as the one.  Notified by PAS on 8th Feb 2018 that xxxx 
was accepted for advertising. Over this period ECD wrote to PAS and national HR seeking 
priority for processing the post as it had remained vacant and ECD was aware of interest in 
the post from strong candidates. National HR would not give this post a priority. PAS put it in 
queue to advertise, and finally advertised in June 2018 with a closing date end of July 18. ECD 
was contacted by three strong candidates re the post. ECD was contacted by one of the 
candidate from abroad as not heard anything from PAS at end September (and in fact assumed 
that he had not been shortlisted so applied elsewhere). Following phone calls to PAS ECD was 
advised there were 4 applicants, but no communication or acknowledgments had been sent 
to the candidates as the file was in a queue and unlikely to be taken up until sometime mid-
October. Meanwhile the post remained vacant and suitable candidates were not interested in 
the locum as they had stable employment at the time. The ECD took the liberty of contacting 
the 3 candidates who had contacted him to let them know the situation out of courtesy, and 
also with a mind to maintain their interest. At the time PAS were not able to tell the ECD the 
identity of the 4th. The ECD again wrote to various parties outlining the seriousness of the 
situation as the post remained vacant. When the File was taken up by PAS and end of Oct the 
ECD was informed by HBS that due to the fact that the requirement for the candidate to be 
on the Specialist Register for LD was not specifically mentioned in the advertisement the post 
would have to be re-advertised. Initial indication from PAS was that it would go back in the 
queue for advertising which could be up to six months delay. After several more phone calls 
and emails between ECD, HBS and PAS, the PAS agreed to advertise quickly in November 2018 
with a short window and arrange interview as soon as possible. ECD contacted the 3 
candidates he knew of, out of courtesy again, to explain and update them. I understand PAS 
contacted them as well. Interviews were held on 22 January 2019. A candidate was selected 
on the day and the offer of appointment was made by PAS, I understand, a couple of weeks 
after. The successful candidate immediately accepted the offer. All required documents and 
various police and garda checks have been submitted and the candidate is awaiting the issue 
of a contract. Following this the candidate will have to give notice to their current employer. 
With luck I suppose they might be in place by the end of June 2019 – who knows? Meanwhile 
a large number of patients have remained without a consultant and 4 out of six MDT members 
of the xxx team have left. The ECD has had to support the service throughout, and endeavour 
to maintain the good faith of the various stakeholders which has worn quite thin at this stage.  
 
Case 2.  
LOA received May 2017. All relevant documents submitted through HBS to PAS for advertising. 
Post xxxxx error not discovered till end 2018 when making enquiries with PAS and HBS as to 
what had happened with the post – who had confused it in 2017 early 18 with xxxx accounting 
for some of the delay. PAS/HBS now say it has to be resubmitted to CAAC despite that the 
error was made by either Pas or HBS somewhere along the way. We have had to go over the 
original application in detail, we have decided no substantial changes are needed and it should 
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be re-advertised as xxxxxxxxxx, however there does not appear to be anyone with the ability 
to implement this decision in PAS/HBS on our behalf.  
 
Case 3.  
Application to CAAC June/July 2018. Approved October 18, LOA November contained errors, 
as did second and third issue of LOA. All documents submitted with 4th and correct LOA in Feb 
’19. Job currently advertised. Much faster than the others, perhaps because it was known that 
the post has had to be filled by a locum doctor not on the specialist register.  
  
Some comments:  

1.    CD’s and ECD’s having to spend a large amount of time chasing up progress on 
applications with CAAC/HBS/PAS/National Office, finding locums, persuading them to 
stay, holding multidisciplinary teams together, keeping stakeholders and colleagues 
informed and hoping for their sympathetic understanding, most serious is dealing 
with consequences for patients of prolonged service deficit. Also dealing with 
complaints. In case 1 above I had made so many phone calls to HBS and PAS that I 
came to rely on a couple of “friends” in the offices who, although not decision makers 
themselves, were sympathetic in helping me navigate the system, and would return 
calls even if they had no news for me.   

2.    Uncertainties for MDT’s – staff up and leave. Development of the xxxx service in 
jeopardy and at risk of collapse.  

3.    Supervision and training needs of NCHD’s – potential loss of training posts. This has 
required ECD to be in almost constant contact with the xxxx re training arrangements 
for the NCHD’s. NCHD’s return negative feedback to the college about training 
experience.  

4.    Loss of faith or patience by potential quality candidates, who decide to go elsewhere.  
5.    We have lost staff to the Voluntary Hospitals and private sector who are taking 

advantage by having a much faster recruitment and more flexibility. 
 

 

 

 

 


