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GAIL O’RORKE Exclusive interview with the woman acquitted of assisting the suicide of her friend

“My conscience is clear . . . I never let her down”
Susan
Mitchell

Health Editor

T

Four years of constant fear and
worry finally came to an end
for Gail O’Rorke last week,
when she was acquitted of
assisting in the suicide of her
friend Bernadette Forde

wo gardaí tapped Gail
O’Rorke on the shoulder.
She was standing outside a travel agency in
Dublin. She was on the
phone to her daughter.
They wanted to know
if she was Gail O’Rorke.
“I knew. I just knew,” she says.
The events that unfolded that day in
2011 culminated in a landmark legal trial
that saw Gail O’Rorke stand trial on two
charges of assisting a suicide and one
charge of attempting to assist a suicide.
That day, however, Gail O’Rorke saw
herself as someone who was helping
a friend in desperate need. She was at
the travel agency organising flights to
Switzerland for herself and Bernadette.
Bernadette did not plan to fly home
with Gail. Instead, she planned to end
her own life at an assisted suicide clinic
in Switzerland.
Bernadette was diagnosed with primary progressive multiple sclerosis (PPMS)
in 2000. It is a horribly debilitating disease that worsens over time.
“Towards the end, Bernadette could do
very little for herself. She could not look
after her own personal care or toileting.
She was incontinent. Breathing had become diﬃcult for her and it was getting
harder for her to swallow,” O’Rorke says.

“She didn’t want to stay trapped in her
body any longer. She had had enough. She
didn’t want to die, but she was fiercely
independent and she couldn’t live the
way she wanted to. She wasn’t afraid of
death. She was a very spiritual person
and she adored her dad. She believed her
dad was waiting for her, and she couldn’t
wait to see him again.”
Bernadette was very well prepared for
the trip. She had written letters to her
loved ones, and had prepared trinkets
for those closest to her. She had boxed
up her belongings; but it was not to be.
“We really had no idea that what we
were doing might be illegal here. We just
assumed it was okay as it was legal in
Switzerland,” O’Rorke says.
The gardaí, who had been alerted by
the travel agency, did not see it that way.
They strongly advised O’Rorke against
travelling and cautioned that it could be
seen as a criminal oﬀence: namely assisting a suicide. “They knew by taking
me away from the situation that Bernadette’s legs were gone,” says O’Rorke.
“Bernadette absolutely fell apart when
I came back [from the Garda station] to
tell her what had happened, but she was
determined.”
Within weeks, medicines were ordered. The medicines sat on Bernadette’s
shelf. She took them two weeks later and

For the first time
in a long time,
my life is not
consumed with
fear and worry

ended her life.
Bernadette’s nightmare may have ended, but O’Rorke’s was only beginning.

The friendship
Gail O’Rorke and Bernadette first met
each other in 1998, when O’Rorke was
employed by an agency that provided
domestic cleaners. She was sent to Bernadette’s home to do some cleaning.
“I started cleaning her home for her.
She was working for Guinness at the
time and travelled a lot. I didn’t see all
that much of her at first, but then she
retired and she was around a lot more
often,” says O’Rorke.
“I started driving a taxi. But Bernadette
asked me to stay on; so I did. She was the
only cleaning customer I kept on, but it
wasn’t really cleaning. It was decorating,
painting, polishing, gardening – everything really!
“We started going for lunch together and a proper friendship grew. I don’t
know what it was between us, but we
just clicked. We had so many laughs together,” she says.
Bernadette’s condition deteriorated
in 2008. “She had a bad car crash, after
her leg went into a spasm while she was
driving. She shattered her kneecaps and
spent months in hospital. She was deter-

Gail O’Rorke and Bernadette Forde, who was diagnosed with primary progressive multiple sclerosis in 2000

be top of the list of accusations. I thought
the media would print all these awful
things about me. It was a lovely gesture,
but God did it cause me sleepless nights,”
she says.

The trial

Gail O’Rorke: ‘I was terrified
in the lead-up to the trial’
Picture: Feargal Ward

mined to walk again, but she never did,”
says O’Rorke.
In a letter discovered after her death,
Bernadette wrote that O’Rorke (who had
been in the car) did not “hold the crash
against me” and continued to look after
her. “She deserves so much,” she wrote.
“I can”t give her anything.”
Soon after the crash, Bernadette began
to voice her suicidal intention.
“She realised she was losing the fight
with her legs, and a little part of her saw
what was on the horizon a lot more clearly. As time went by, the discomfort from
her MS increased. The pain in her legs became excruciating. She became weaker
and weaker. She was desperately trying to
hold on to her dignity, but it was slipping
through her fingers – and quickly.
“Even in the midst of all her physical
diﬃculties, we had so many laughs together. She had an electric wheelchair.
She pinned more people against walls by
mistake. She couldn’t gauge the speed of
the chair very well.”
O’Rorke recounts how they regularly visited the Jervis Centre, a shopping
centre in Dublin, where they often found
the same car taking up a disabled spot.
“There was a girl who drove a white
Yaris and used to park in the same disabled spot. She wasn’t disabled. I went in
to the management to complain, and the
manager told me that she worked in the
centre. So, one day, myself and Bernadette
drove in and I let the air out of her wheel.
We put a little sticker on her window
saying: ‘You’re disabled now’. We got
some laugh out of that one. And she never
parked there again!” O’Rorke says.
O’Rorke describes her friend as an
“unbelievably positive person”, but says:
“Dignitas was always in the background.
Bernadette would mention it out of the

“I just can’t keep going,” she said.
She tried to absolve her friends of any
conspiracy, but she did not succeed.

The gardaí

The garda said:
‘Gail, you did
yourself no harm
in that room. But
Bernadette has
left a pile of shite
behind her’
blue. She had done a lot of research into
it. She did not want to finish her days
in a care home. She just could not deal
with the fact that she would be minded,
wiped and washed by strangers. It really
was her worst nightmare.”
O’Rorke says she took a step back from
making plans with Bernadette after the
gardaí prevented them from travelling
to Switzerland together.
After gardaí thwarted her plans, Bernadette put other plans in motion.
On June 5, 2011, gardaí arrived at her
apartment on Morehampton Road in
Dublin 4. There, they found her body.
The coroner gave the cause of death as
barbiturate toxicity.
Bernadette recorded her final words.
In her verbal note, captured on a dictaphone, she outlined just how frustrated
she had become.

Soon afterwards, O’Rorke was contacted
by gardaí. She gave an initial statement,
but she was called back again. And again.
“The questions were getting more serious. I was starting to get concerned
because the gardaí were relaying things
that other people had said in their statements. I realised that there were lots of
people being interviewed,” O’Rorke says.
“When Bernadette was making her
plans, we all agreed that we would not
say who was with her at the end. We
wanted to respect her because she was
willing to make that ultimate sacrifice,
but then it got serious and I couldn’t continue with that lie. I knew it was time to
tell the truth.”
O’Rorke describes being in the interview room and the garda asking: “Was
somebody there when Bernadette died?”
“My lips were just sealed shut. This
was about seven hours into the interview and I just said nothing. He looked at
me and said, ‘Gail, was there somebody
there when Bernadette died?’ I started to
cry. He had a big A4 pad and he flipped
it over. Written on the back in big blue
handwriting was [the name]. He shoved
it across the table to me and he said, ‘It’s
okay, Gail, we already know’,” she says.
O’Rorke says she “broke down and
told the truth” at that point.
“I explained why we were trying to
protect her and why I had lied up till
then, but as far as I was concerned they
already knew,” she says.
O’Rorke describes being led out of the
Garda station by a garda afterwards.

“He said, ‘Gail, you did yourself no
harm in that room. But Bernadette has
left a pile of shite behind her’,” she says.
The next time O’Rorke heard from
the gardaí, it was on the occasion of her
granddaughter’s christening.
“I thought he [the garda] was going
to say it was all over: that they’ve closed
the investigation. I remember running
up the stairs with the phone in my hand
and I got as far as the bedroom door and I
said, ‘Hiya, Jim [the garda], how are you,
what’s happening?’ because we got on
really well and he said, ‘Gail, I’m so sorry, I’ve got bad news for you.’ And I just
remember hearing the words, ‘They’ve
charged you.’
“I literally physically hit the floor. I’ve
never hit the floor in my life. It sounds
so dramatic, but I hit the floor. I disappeared between my bed and my dressing table and it took about two hours
to get me oﬀ the floor. I swear to God,
the neighbours must have thought I was
murdered or I was murdering somebody
because I screamed and screamed and
Barry [her husband] was outside on the
phone nearly screaming to Jim saying,
‘What the hell’s going on and why is this
happening?’ and Jim had no answers. It
was the most horrific day. I’ll never forget
the day as long as I live.”
O’Rorke says her life has been like a
rollercoaster ever since. She has been
able to think of little else.
“I just became so paranoid. More than
anything else, I was worried that I would
look like a bad person. As I said to Barry,
I would rather do five years in prison
than come out a bad person. I know that
sounds stupid, but I’ve only ever done
good in my life. I don’t think there are
too many people who could say a bad
word about me. The media can latch on

I would rather
do five years in
prison than come
out a bad person.
I’ve only ever
done good in
my life

to things to sell papers, but they didn’t,”
she trails oﬀ.
She was especially concerned upon
learning that Bernadette had left her
some money in her will (30 per cent of
her estate).
“I was terrified in the lead-up to the
trial. I wasn’t aware of it until after she
had made up her will. In Bernadette’s
suicide message which was played in
court, she said she wanted to give money
to the people who had made a diﬀerence
in her life, and that was Catriona [her
niece] and myself. She felt her sisters
were okay for money.
“But she put me in a position, unbeknownst to myself, that I was going to
gain financially. She wasn’t thinking. But
for two years, I thought that was going to

In the first prosecution of its kind in Ireland, O’Rorke was charged with three
counts under the Criminal Law (Suicide)
Act 1993.
The 22-year-old law decriminalised the
act of suicide, but makes it an oﬀence to
assist or attempt to assist another person
commit suicide.
During her trial, she told the court that
several family members came to visit
Bernadette the week before Bernadette
took her own life.
“Everyone knew what she was doing.
They all knew, my conscience is clear. I
never let her down,” she says.
During the trial, it emerged that
O’Rorke told gardaí that Bernadette
had her send €400 via Western Union
to a man in Mexico. She said she did not
know what this was for at the time, but
did not question it, as Bernadette was
always ordering things.
She told the court that Bernadette later told her the money was for the drug
which she intended to use to end her
life. O’Rorke said that when the drugs
arrived, she “wouldn’t touch them with
a ten-foot bargepole”, as she was afraid
of the legal consequences.
During her trial, O’Rorke was asked
whether there was anyone with Bernadette when she took the pills. She replied
that it was agreed beforehand that Bernadette’s friend Mary Lundy would be there.
She said the plan was that Gailand her
husband would go to a hotel in Kilkenny
which had been booked and paid for by
Bernadette.
Nobody else has faced any charges.
The week before last, Judge McCartan directed that O’Rorke be found not
guilty on two of three charges. McCartan
said there was insuﬃcient evidence, but
O’Rorke remained accused of attempting
to help Bernadette travel to Zurich, an
accusation she denied.
Charging the jury on Monday, Judge
McCartan said that that Gail O’Rorke was
a “faithful, honest and decent woman”
who faced an “immense dilemma”. But
the judge told the jury of six men and
six women that the case was not about
emotion.
O’Rorke was acquitted on Tuesday.
Judge Patrick McCartan told the jury that
it hadn’t been an easy case, but “justice
has been done at your hands”.
She broke down in tears in court. There
was applause from her many supporters.

Where the law stands on assisted suicide and euthanasia
BY LEANNA BYRNE
What is assisted suicide?

By definition, assisted
suicide is the act of taking a
person’s life who is suﬀering
from an incurable disease
by providing the necessary
means or information for a
person to die – for instance,
administering a lethal dose
of drugs.
The act must be done with
the assistance of another
person.

What is Ireland’s legal
position on assisted suicide?

According to the Criminal
Law (Suicide) Act, a person
who aids, abets, counsels
or procures the suicide of
another, or an attempt by
another to commit suicide,
could be prosecuted in a
court of law. This act, which

was introduced in 1993,
decriminalised suicide in
Ireland, but at the same time
prohibited assisted suicide.
What is considered to be
“assistance” in assisted
suicide?

Assistance can take many
forms, including aiding with
transport to a country where
assisted suicide is legal, operating a computer to order
materials to commit suicide
and holding a cup or device
to ingest lethal drugs.
In the Gail O’Rorke case,
would the travel agent have
been at risk of assisting
suicide?

In principle, said barrister Dr Simon Mills, if the
travel agent had known or
guessed or reasonably surmised that the plan was for

Gail O’Rorke to go to Zurich
with Bernadette Forde, or
had been told that she was
going to go to Zurich and
nonetheless gave the ticket
out, she could be aiding or
abetting it.
What are the penalties in
assisting suicide?

If found guilty of assisting
suicide, the person could be
convicted to up to 14 years
in prison.

What is the difference
between euthanasia and
assisted suicide?

Euthanasia is the act of
deliberately ending a person’s life to relieve suﬀering.
For example, a doctor who
deliberately intervenes to
end a person’s life would be
considered to have carried
out euthanasia. In the case

of assisted suicide, the person who dies performs the
last act.
Where is assisted suicide
legal?

In April 2002, the Netherlands became the first
country to legalise euthanasia and assisted suicide.
Under the Dutch legislation
the patient must be suﬀering
unbearable pain, their illness must be incurable, and
the demand must be made
in “full consciousness” by
the patient.
The patient can be 16
years or older.
According to the Dutch
Central Bureau of Statistics
3 per cent of deaths in the
Netherlands are the result of
euthanasia or assisted suicide and, of those, 7 per cent
were done without the

explicit request of the
patient.
Belgium legalised euthanasia the same year as the
Netherlands, becoming the
second country in the world
to do so.
Belgium also became the
first country in the world to
remove any age restrictions
on euthanasia.
Luxembourg legislated for
euthanasia and assisted suicide in 2009.
In five states in the US,
doctors are allowed to prescribe lethal doses of medicine to terminally ill patients. Euthanasia, however,
is illegal. These states are Oregon, Washington, Montana,
Vermont and, most recently,
New Mexico.
In Germany and Switzerland, active assisted suicide
(ie a doctor prescribing and

handing over lethal drugs)
is legal.
In February this year
Canada’s Supreme Court
overturned a 1993 ban and
ruled that doctors may help
patients who have severe
and incurable medical conditions to die.
In the unanimous decision, the court said the law
impinged on Canadians’
rights.
What is the international
context?

Last week it was reported
that Alison Saunders, the director of public prosecutions
in Britain, is to face a legal
challenge which accuses her
of acting unconstitutionally by watering down the
law on assisted suicide. The
challenge comes after Saunders published guidelines on

assisted suicide.
The guidelines set out
how doctors and nurses
who helped terminally ill
people to take their own
lives would only be prosecuted if they had been
directly involved in the patient’s care.
In Britain in 2009, Debbie Purdy, a woman with
multiple sclerosis, won a
case on appeal to ensure
her husband would not face
criminal charges if he assisted with her death.
In 1995, Australia’s Northern Territory approved a
euthanasia bill. It went into
eﬀect in 1996, but was overturned by the Australian
Parliament in 1997.
Arguments for assisted
suicide

Those in favour of assisted

suicide would argue that
people should have the
freedom to choose how to
die.
A pragmatic argument
would be that euthanasia,
particularly passive euthanasia, is allegedly already
a widespread practice, so
it is better to regulate for it
properly.
Arguments against assisted
suicide

Those against say that
asking doctors, nurses or
any other healthcare professional to carry out euthanasia or assist in a suicide
would be a violation of
medical ethics.
There are also concerns
that legalising assisted suicide could lead to a “slippery slope” where suicide
became widespread.

O’Rorke doesn’t drink, but she admits
to having “a few baby Guinnesses” that
night.
It was a gruelling three weeks, she says.
“I used to come home from court each
day, get into my pyjamas and curl up with
a pot of Nutella,” she says.
“When you go to bed at night, your
mind is racing all the time. Barry was
doing the same. It literally took over every
thought, every feeling and every emotion.
“I was planning how my life would be
if I was sent to prison. Dealing with the
fact that I might not see my grandchildren
properly for all those years or months – or
whatever it might take. I was terrified. I
didn’t let my kids see how much it was
aﬀecting me. They’re adults, but they’re
still my babies. But Barry was my rock
throughout this,” she says.
The support from strangers – never
mind family and friends – has been
“amazing”, she says.
“I was in The Square with my granddaughter and my husband [on Wednesday] and this little old woman comes over
and taps me on the shoulder. And she

looks at me and says, ‘I know who you
are. I’m so happy for you.’ She grabbed
me and gave me the biggest hug. There
has been lots of that,” she says.

Will not be in vain
O’Rorke is hopeful that her own ordeal –
and that of her friend Bernadette – will
not be in vain. “Hopefully that was what
this was all about,” she says.
“Everyone says things need to change
[in relation to the law on assisted suicide]. The thing about assisted suicide
is it is like abortion, or divorce. It is not
for everybody, but at least let those who
want it have it.
“I know the election is coming up and
they don’t want to rock the boat. So I don’t
know if they’ll kick it down the road to
another government. Or maybe they’ll
man up and see that this needs to change.
“Change would mean that people could
pass peacefully, and that they could have
better structure to the decisions that they
make.”
O’Rorke says she does not want to be-

come a campaigner for the ‘right-to-die’
movement.
“I would love to be a part of making
a change, definitely. But I’m not a campaigner. If I was invited to talk somewhere
I would, but I won’t become a spokesperson,” she says.
Her days of being a carer, she says, are
well and truly over.
“I never started out to be a carer. I just
fell in love with Bernadette. I didn’t really
see it as being a carer. It wasn’t a job – it
was a friendship. But I’ve no interest in
being a carer again. I hope that doesn’t
sound cold, but it is just not my calling.
“I also don’t want to do any more interviews. As lovely as the media has been
– and it has handled my story with real
respect – I just want to get back to being
me. For the first time in a long time my life
is not consumed with fear and worry. I
want a quiet life. This is the only interview
I will do,” she says.
Many have questioned why the Director of Public Prosecutions decided to
press charges in this case. But O’Rorke
does not harbour any anger.
“No, I’m not angry at all. I’m not even
angry with those I believe landed me in
it. I think this had to happen the way it
did – both the negative and positive. I
believe good things and bad things happen for a reason.
“If something good comes from this,
if someone out there living a shitty existence feels in any way more comforted
because they feel change might happen
after this, I have no regrets. I wouldn’t
change a thing.”

Inside the HSE 17

The Sunday Business Post
December 13, 2015

Inside
the

HSE

Sunday Business Post Health Editor Susan Mitchell has
gone inside the HSE, getting exclusive access to Ireland’s
health service – from the coalface to the boardroom. This
is her in-depth report

By Susan Mitchell

D

ancing doctors. Pirouetting nurses
in pristine uniforms. Cute children
bouncing on 300 luminous beds.
Amid a grand fanfare, it all spelled
out three letters: NHS. Tony O’Brien
looked on in awe. It was 2012 and
hours earlier he had been named the new boss of
the HSE. Now, sitting at home, he was watching the
lavish opening ceremony of the London Olympics,
featuring a lengthy tribute to Britain’s National
Health Service (NHS).
He picked up his phone and called James
Reilly, the then health minister. “Are you
watching what I’m watching?” he said.
Reilly replied: “I am, no pressure boy, no
pressure!”
“It struck me that they couldn’t have contemplated celebrating Britishness without
including the NHS,” says O’Brien, who grew
up in England. “It also struck me that it would
be a really great day if we could have a health
service in Ireland that was in the round seen as
a key asset of the country, for both the people
who use the service and for the people who
work in it,” he says.

Pictures: Barry Cronin

But O’Brien also knew that type of adulation
would not happen with the organisation he had
just been appointed to lead. He had worked in
the health service for years. He had seen the
personal attacks doled out to his predecessors.
He knew the score.
He understood the sheer enormity of it all.
The HSE has a budget of €14.5 billion (current
and capital in 2015). It has just over 100,000
employees. It is responsible for the sick, the dying, the elderly, as well as the intellectually and
physically disabled. Overseeing this is an enormously pressured and stressful job.

to page 16
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Are we, as a country,
prepared to proclaim that we
want an accessible and timely
health system that has the
resources to meet the needs of
our population in clearly defined
ways, and then adopt a timebound plan to get there?

from page 17

Three years later, O’Brien is sitting in his oﬃce at
Dr Steevens’ Hospital, a historic building in Dublin
city centre that is the headquarters of the HSE.
His oﬃce overlooks Heuston Station. It’s
bright and spacious, but far from lavish.
So why is the NHS so loved? And why is the
HSE so unpopular?
As far as Paul Connors, national director of
communications with the HSE, is concerned,
the HSE was “set up to be a punching bag. And
that is what it became. It is a venting channel”.
“They should never have left the ‘E’ in HSE.
It creates the perception of this bunch of suits,
when in fact the HSE is the health services; the
doctors and nurses who work in the system –
and so much more,” Connors says.
“Some of our own staﬀ see the HSE as the big
bad bogeyman, but they are the HSE.”

I

✽✽✽

f you want to tell the story of the HSE there is
no shortage of places to start. You could start
with its formation, how it was forced to run
before it could crawl.
You could start with the money, about how
much Ireland really needs to run an accessible
health service.
Or you could start with the politics, how the
opposition invariably tries to weaponise the HSE
and the government tries to defuse it.
Then there are the individual stories: Rebecca
O’Malley; Susie Long; Leas Cross; Aras Attracta;
Savita Halappanavar . . .
Their tragic stories have fed into the prevailing
narrative of a health service in crisis, characterised
by emergency department overcrowding, long
waiting lists, dirty hospital buildings, demoralised
frontline staﬀ and inept management.
Alternatively, you could start with the nation’s
health outcomes. They have improved quite considerably. Your 80-year-old grandmother will
be taken into intensive care and kept alive if she
has pneumonia, not left to die on a ward. You
are more likely to survive on the operating table.
More people survive after having a stroke or a
heart attack than previously.
Because slowly, silently, the treatment delivered
in our overstretched health service is getting better.
Small changes, unimportant in themselves, are
driving up the quality of care.
And yet, the HSE brand remains toxic.

Delays, delays and
excuses
“Is he awake?”
“Is he breathing?”
“When did this happen?”
“Is there any serious bleeding?
Ann Grimes is asking the questions. She is clear
and methodical as she types the responses into
her computer.
In a nondescript building in Tallaght, west Dublin, the pressures are all too visible. This building
houses the National Ambulance Control Centre.
The call – received by Grimes – was made
at 12.25pm. A response vehicle was tagged at
12.28pm. That vehicle was mobile at 12.29pm.
It has an estimated arrival times of 16 minutes.
“Keep talking to him and keep him awake,”
Grimes says.
The staﬀ, many of whom are in green paramedic-style uniforms, are talking quietly, almost
monotonously, into their headphones.
They seem more like telephonists in a call centre
than staﬀ on the front line, yet each one may be
the only barrier between life and death.
Grimes and her colleagues have dealt with
almost every emergency conceivable. Electrocutions, explosions, heart attacks, strokes, falls,
choking, burns, assaults and road traﬃc accidents.
Together with the Dublin Fire Brigade, which
runs the ambulance service in Dublin City Centre, they receive about 300,000 emergency calls
each year.
The HSE has put significant investment into
new technology to support the operations centre,
including a new call and dispatch system.
Call takers and call dispatchers can tag vehicles – the fleet has 486 – and watch as they race

’’

towards an emergency.
“When I started out 18 years ago you’d get the
call and go and collect the nurse from the hospital.”
says operations manager Sean Brady.
“But you wouldn’t know that from the press
coverage. It’s really negative – all the time. And
yet, there are some really good things happening.”
The family of 25-year-old Dualtagh Donnelly
did not see it that way. Donnelly bled to death on
a kitchen floor. It took more than 20 minutes for
a paramedic to arrive on the scene and almost 40
minutes for an ambulance to arrive. By that time,
the father-of-two had lost a large amount of blood
and was no longer breathing. Lindsay Cooney, his
partner, blamed health cuts for his death.
Doctors who spoke to me pointed out that a
patient would typically have minutes to live after
severing an artery.
They also noted, rather wryly, that this was not
mentioned in any of the media coverage.
Either way, delays are a regular feature of the
ambulance service and they are causing huge
angst – especially in rural Ireland.
Under Hiqa’s targets – 80 per cent of potentially
life-threatening calls such as heart attacks are
supposed to be dealt with by a first responder in
under eight minutes.
In 2014, fewer than 27 per cent of call-outs met
that target – while in rural areas that dropped to
less than 7 per cent.
Damien McCallion, national director of the
ambulance service, says the response times that
were originally set were overly ambitious, given
Ireland’s rurality.
Independent TD Denis Naughten dismisses
this as “nonsense”. He says “it doesn’t stack up”.
Naughten points to Scotland and Northern Ireland, where they are meeting response times of
less than eight minutes in up to 75 per cent of cases.
Naughten, a TD for the Roscommon-South
Leitrim constituency, has taken on the issue of
ambulance response times with gusto ever since
the government made the controversial decision to
close the emergency department at Roscommon
County Hospital.
Naughten says the response times reflect resource shortages and poor organisation.

I
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n many respects the ambulance service is a
microcosm of the wider health service.
The workload is increasing; targets are not
being met; the healthcare regulator, Hiqa, is
holding the service to account as never before;
staﬀ feel embattled and under siege.
Delays are one of the biggest criticisms of the
HSE. Others include emergency department overcrowding; poor infrastructure that sees the elderly
and the disabled housed in buildings that are not
fit for purpose; and the widespread perception
that the organisation has too many managers.
And poor ones at that.
I have covered the health service for a number
of years. I am continually asked the same questions. Is the HSE actually underfunded or just
badly managed? Why can’t we solve emergency
department overcrowding? Why does it take so
long to get an appointment with a doctor, or a
diagnostic scan like an MRI? Is there any longterm plan to sort it out?
Am I toast if I get sick in this country?
I hope to address some of these questions, but
I also want to highlight some of the challenges
facing the HSE as a system, as well as the daily
pressures confronting managers, doctors, nurses
and others who are trying to keep it on track.
✽✽✽

Pareto’s Principle and
public perception
Tony O’Brien is talking about Pareto’s Principle,
an economic theory that most things in life are
not distributed evenly.
“At least 80 per cent of what the system does
is good or very good, but at least 80 per cent of
the coverage of health focuses on the remaining
20 per cent in a way that is really quite destructive to the morale of the 100 per cent and also
the public’s confidence in the services that they

Minister for Health Leo Varadkar attends a meeting in Dublin earlier this month
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receive,” O’Brien says.
“There is a lot of really good stuﬀ that goes
on, but it’s all overwhelmed by the negativity,
and that’s really, really hard for staﬀ. There is lots
of evidence that the feel-good factor of people
who work in a service directly contributes to the
quality of it.”
It is for this reason that he says his heart “sinks
a little” when the service is publicly slammed.
I ask him why the HSE is such an unpopular
organisation, while the NHS engenders huge support and fierce loyalty from the public?
“Lots of bad stuﬀ happens in the NHS. There
are as many adverse events. There are as many
failures, but they don’t overwhelm,” O’Brien says.
“The essential idea [of the NHS] goes back to
the rebuilding of Britain after World War II. They
had nothing. They had no money. They had an
economic environment that would make what
we have been through in the last few years look
like a tea party, but they had an idea,” he says.
That idea was a universal health care system
that would allow everyone to access healthcare
when they needed it.
“There was a unifying political, social consensus,” O’Brien says.
Be that as it may, it is also true to say delays and
overcrowding are much more pervasive in Ireland.
To put that in perspective: England has a population of 53 million. At last count there were 799
patients waiting longer than a year for treatment.
In Ireland, where the population is more than ten
times smaller, at the end of November there were
7,800 patients waiting longer than a year.

Find me a bed
Dr Nigel Salter, a consultant in emergency medicine, is hovering over an 88-year-old with suspected cellulitis, a potentially serious bacterial
skin infection.
Salter works in the emergency department of St
Vincent’s University Hospital. It is Friday night. It
is bright, noisy, busy – but relatively calm.
“It’s more quiet than usual,” Salter says.
All the same, he and his colleagues are treating
and caring for many of their patients in corridors.
This is all the more tragic when you consider the
age profile of the patients.
The woman that Salter is examining has dementia. She is confused and she is anxious. She is on
a trolley in a corridor, as there are no bays (small
spaces surrounded by curtains) available. The
noise, bright lights and lack of peace and privacy
are not exactly conducive to calming her down.
“Get away from me. Get away. Get away from
me,” she says over and over to Salter as he tries
to soothe and examine her.
A nurse who has accompanied this woman
from her nursing home looks on.
“It’s so frustrating treating someone like that
in a corridor. It’s so unfair at this stage of their
lives,” Salter says.
Like many other Emergency Departments
(EDs), St Vincent’s has seen a significant increase
in the number of older people presenting. There
has been a 22 per cent rise in the number of 90
to 100-year-olds coming to the ED over the past
three years.
On the night I visit, there are four 90-year-olds
and nine 80-year-olds in the ED.
The 94-year-old has had a suspected stroke. The
93-year-old has a hip fracture. The 91-year-old
is in renal (kidney) failure. The 90-year-old has
suﬀered a head trauma after falling.
Suddenly, an alarm goes oﬀ in the ED. This is to
alert staﬀ to the imminent arrival of an ambulance
with a stroke patient.
These patients, and indeed the others I see, do
not fit the pejorative picture of the drunk, the
worried well or the social misfit. Their conditions
require urgent attention.
Three days later, St Vincent’s had more patients
languishing on hospital trolleys in its emergency
department than any other hospital in the country.
But it is not for want of trying to be otherwise.
Two years ago, it was a very diﬀerent story. St
Vincent’s was regarded as a national exemplar
of how to solve emergency department overcrowding.
The hospital opened an acute medical assessment unit – designed to fast-track care – and
adopted various other initiatives in an eﬀort to
tackle trolley numbers.
It virtually obliterated them. Managers and clinicians came from hospitals all over the country
to observe and learn from Vincent’s.
“We thought we had the problem cracked,” says
Kay Connolly, director of unscheduled care at the
hospital, which employs 2,500 staﬀ.
Then things changed.
November 27, 2013, is etched into Kay Connol-
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There is a lot of really
good stuﬀ that goes on,
but it’s all overwhelmed
by the negativity
ly’s brain. That was the day that the emergency
department at the nearby St Columcille’s Hospital
in Loughlinstown closed its doors.
“It was like a tsunami,” says Connolly of the 20
per cent increase in patients.
The challenge created by the closure of Loughlinstown may be unique to St Vincent’s, but hospitals throughout the country are struggling to
deal with the trolley issue.
The health service measures performance by
counting the number of patients languishing on
trolleys, as well as those who wait longer than six
hours; nine hours and 24 hours before they are
admitted to hospital or discharged home.
Hospitals have been scoring badly on both
metrics.

T
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his time last year, Minister for Health Leo
Varadkar established a taskforce to deliver
solutions. Soon afterwards, in January, the
bed crisis peaked with unprecedented
intensity.
One of the causes of the problem was the number of people in acute hospitals whose treatment
had been completed, but who could not be discharged until appropriate home support or nursing
home care was sorted.
Additional funding was provided by government to allow for more home care packages and
speedier access to nursing homes, but there was
no reprieve.
Members of the taskforce gather in a building
near Heuston Station in Dublin city centre for
the latest meeting.
There, Angela Fitzgerald, HSE deputy national
director of acute hospitals, provides the minister,
the HSE director general and about 20 other senior
figures with a breakdown of what is happening
at individual hospital sites.
They discuss seven-day discharging; same-day
discharging; where senior doctors are available on
site; where new beds are opening; the number of
delayed discharges in hospitals; where admission rates are high; diﬃculties with ambulance
transfers.
Fitzgerald elaborates on every hospital site.
“James’s are now trading at about 57 [delayed]
discharges . . . In Beaumont they only have a small
number of same-day discharges and there’s work
to do,” she tells the group.
Limerick, Beaumont and Connolly have made
changes to their rosters.
“That aﬀects the numbers that get admitted.
It aﬀects the speed at which they get managed
and the speed at which they get discharged,”
Fitzgerald says.
Every so often, Varadkar and O’Brien interrupt
with questions.
Our emergency departments dealt with almost
1.3 million visits in 2014 – a figure that has climbed
by 150,000 since 2008.
It is clear that the problems facing diﬀerent
hospitals are unique and ever-changing. The one

Opportunity costs and
tough decisions
“If you’re a healthy person reading this, I bet you
never give a second thought to washing your hair
or having a shower? Something so simple, but a
daily necessity became such a painful battle within
my body,” writes cystic fibrosis suﬀerer Jillian
McNulty in an open letter addressed to the HSE.
“Taking a shower at times became so diﬃcult
it hurt. I needed a chair to sit down. My whole
body ached as I gasped trying to take in as much
breath as I can to actually function. For months at
a time I didn’t have the energy to wash my own
hair,” McNulty writes.
McNulty describes how she was put on a trial
for a new drug called Orkambi. Orkambi has
been dubbed a “game-changer” by Cystic Fibrosis Ireland, which says it will extend the lives of
suﬀerers, who rarely live beyond their 40s.
The problem is that Vertex Pharmaceuticals, the
company that manufactures it, wants to charge
the state €160,000 per patient per year. The cumulative bill to the HSE would be €92 million.
That is what the HSE provides in funding to Temple Street Children’s Hospital every year. While
the manufacturer, Vertex Pharmaceuticals, may
agree to reduce the price, it will still be an enormous sum of money.
It is a hugely emotive issue and understandably
so. These high-tech medicines can extend people’s
lives. Some can save lives.
In her letter to O’Brien, McNulty asks: “Can
someone please tell me why my life and the lives
of other CF patients in Ireland have a price tag on
them and why we have to endure a harrowing
wait while a decision that will aﬀect our lives is
being made?”
O’Brien has ruled out funding Orkambi within
the HSE’s current budget.
He talks about opportunity costs, which are
the costs of an alternative that must be forgone
in order to pursue a certain action.
His position is clear: if the government wants
to fund it, it will have to provide the HSE with
additional money.
O’Brien views the spiralling cost of medicines
and new technologies as one of the biggest challenges facing the health service – here and the
world over.
“It’s very diﬃcult to make a cold-blooded decision,” he says.
Much of the price pressure is coming from ‘orphan’ drugs, which target rare illnesses.
Thirty years ago, pharmaceutical companies
did not bother trying to research these illnesses.
Then, governments incentivised research in this
area through subsidies and the fast-tracking of
clinical trials. What was once a trickle has become a stream.
In the past, political pressure sometimes result-
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thing they all have in common are diﬃculties
with patient flow.
The HSE is opening more beds to try to ease this
problem during the winter months.
While the minister and HSE are at pains to
stress that we turned the corner in November,
with figures showing a slight improvement on
November 2014, the winter flu season has yet to
gather momentum.
Liam Doran, general secretary of the Irish Nurses and Midwives Organisation (INMO), is less
optimistic. He does not believe hospitals will be
able to hire the staﬀ they need to facilitate the
opening of new beds planned.
“I remain jaundiced and sceptical,” Doran tells
the room.

A presentation on waiting lists at Cavan General

A nurse on duty at the Nuclear Medicines Department of St James’s Hospital in Dublin

ed in drugs that were not deemed cost-eﬀective
by the National Centre for Pharmacoeconomics
(NCPE) – which advises the government and the
HSE on the cost-eﬀectiveness of new medicines
– getting the green light anyhow.
Soliris is a case in point. The HSE recently
agreed to fund supplying the drug at a cost of
about €400,000 per patient per year. But only
a tiny number of patients benefit from Soliris,
so the budget impact was comparatively small.
“The HSE spent €485 million on high-tech
drugs last year – even though they represented
less than 1 per cent of items dispensed,” says
Professor Michael Barry, who heads up the NCPE.
Barry hopes Orkambi will trigger an important
debate about “budget impact and aﬀordability”.
One thing is certain: we are going to see plenty
more of this. There are many more Orkambis
coming down the tracks.

A
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t a follow-up meeting with O’Brien in
recent days, the HSE chief is describing
to me just how little room for manoeuvre
he has. The budget is finite, he says.
“The problem is that everybody thinks there is
enough scope in a budget of €13 billion [current]
to fund whatever they want. When you look at
how the €13 billion is spent you see how it is
distributed in lots of diﬀerent pots – all of which
are stretched in their own way,” he says.
He lists the various schemes and drains on the
HSE’s budget.
Half of the HSE’s €14 billion (current) budget
goes on staﬀ costs. You can tinker around the
edges, but they are fixed costs. The pay scales are
agreed by government.
This year, €4.8 billion was earmarked to run the
country’s 52 acute hospitals and the ambulance
service.
The HSE budgeted €1.3 billion-plus on funding
some 22,000 nursing home places (mostly in
privately owned nursing homes) and supports
for older people in the community.
A further €1.56 billion was allotted for disability
services.
Some €2.6 billion was apportioned to cover the
cost of providing GP care to those with medical
cards and GP visit cards, as well as medication
that is dispensed under the various community
drug schemes. They are demand-led schemes,
meaning the HSE cannot turn people away.
Yet, for all the talk about cutbacks in the health
service, OECD figures do not suggest that we are
seriously scrimping on health.
Significant sums of money have been taken
out of the health budget in recent years, but the
most recent OECD report shows that Ireland’s
health expenditure as a percentage of GDP is 8.1
per cent. That is slightly lower than the OECD
average of 8.9 per cent.
Importantly, the OECD believes Gross National
Income (GNI) may be a more meaningful measure in Ireland, as a significant proportion of GDP

He received his diagnosis
of prostate cancer by
telephone almost seven
months later
relates to profits that are exported.
O’Brien maintains we are not comparing like
with like. “There are certain characteristics of our
system that make it not such an easy comparative,” he says.
“Show me another nursing home support
scheme elsewhere [Fair Deal] that is as generous as ours.”
Importantly, Ireland was singled out in the recent OECD report for not being able to provide full
details of our health spend to facilitate accurate
comparisons. The Department of Health did not
respond to a question about when it would have
these figures.

No treatment and too
much treatment
A patient of Dr Mark McClean, who is a GP in
Wexford, received a phone call last week telling
him that he has prostate cancer.
McClean referred this patient earlier in the year
to Waterford University Hospital. The patient was
re-directed to the Mater Private Hospital in Dublin.
“He received his diagnosis of prostate cancer by
telephone almost seven months later,” McClean
said last week, describing the delay as “a joke”.
But there was progress last week.
“I contacted Tony O’Brien about it. I tweeted
him directly and, to be fair to him, he acted upon
it immediately, so it’s going to get sorted out,”
McClean says.
Like many GPs, McClean is increasingly frustrated by the delays his patients face in accessing
diagnostic scans, procedures and specialist appointments in our health service.
Yet there are some glittering examples within
the system of how small changes in work practices
can yield huge improvements.
At a meeting of senior clinicians in Cavan Hospital, surgeon Pawan Rajpal describes how they
have re-engineered the surgical processes for
emergency and elective care.
In the main, Rajpal and his fellow surgeons
have started pooling waiting lists within the RCSI
Hospitals Group of seven hospitals. This means
patients are directed to the surgeons with the
shortest queues. It has enabled more eﬃcient
waiting list management.
“At present, public patients from my clinic
are operated on within one week. I feel it is a

significant achievement in light of the fact that
patients in other hospitals are waiting more than
18 months,” Rajpal says.
This is supposed to be what the hospitals groups,
which were touted as a panacea for the health
service, should do.
Former health minister James Reilly declared
them to be the “most fundamental reform of the
Irish acute hospital system in decades”, when he
established the groups two-and-a-half years ago.
Yet, according to Paddy Broe, interim chief
executive of the RCSI Hospitals Group, little has
really changed.
“Hospitals continue to work in silos. The group
thing hasn’t really happened,” says Broe.
“We can’t continue to do things as we are,”
he says.
O’Brien says there is certainly room for “process
improvement”, which he says is also happening,
but he does “not believe this alone is capable
of bridging the gap”. He feels waiting lists are a
by-product of capacity limits.
We are seriously short of doctors. It remains
diﬃcult to recruit and retain staﬀ throughout the
system. It is also true to say that getting staﬀ to
agree to change can be akin to trench warfare, but
O’Brien is loathe to get into any union bashing.
While we hear plenty about waiting lists, we
rarely hear about the other extreme: patients who
are over-investigated, given futile tests and sent
for unnecessary appointments.
Welcome to the world of “defensive medicine”.
Defensive medicine refers to the departure from
normal medical practice as a safeguard against
litigation. It occurs when doctors shotgun multiple
unnecessary tests, or refer on to specialists, despite
the fact that the tests and referrals are not needed.
It can create a huge extra workload in the system. O’Brien repeatedly references the “increasing
tendency to want to hang and flog professionals
who make errors” – something he believes is
“almost certainly driving defensive medicine”.
O’Brien says defensive medicine is “partly driven by our litigation culture and our settlements
and awards culture”.
He is hugely critical of the way families have
to fight for years to get compensation under the
current system. He describes it as “really corrosive
to the relationship” between the HSE and health
service users.
“Enormous damage is done to the health service by the perception that individuals who have
suﬀered harm have had to fight the health service
tooth and nail for years. In reality, they have been
fighting the state and the system forces them
into often protracted and fraught proceedings.
Enormous legal fees which benefit nobody are
one result.
“We need to accept that harm occurs and address the resulting needs in a sensible and pragmatic way,” he says.
The HSE foots the bill for medical negligence
claims, which are managed by the State Claims
Agency. The total cost of medical legal claims
increased by 221 per cent between 2008 and 2014
– from €21.7 million to €69.68 million.
There has been significant criticism of the adversarial nature of the Irish medico-legal – “deny
and defend” – system.
We have high legal costs as a proportion of
medical claims and there are undue delays in
processing medical negligence claims.
In New Zealand, patients seek compensation
for medical injuries, not through malpractice
suits as in the United States, but rather through
a no-fault compensation system. Injured patients
receive government-funded compensation and
claims are processed within months.
The government has no immediate plans to
radically change the system.

There is no vision
In a meeting with Pat Healy, HSE national director
for social care, O’Brien is briefed on the latest
progress for the construction and refurbishment
of nursing homes and disability facilities around
the country.
The government announced details of what is
touted as a major splurge of capital spending in
September. A capital envelope of more than €3
billion was earmarked for health, although most
of the specific builds identified were already in
train for years.
The limited budget available for capital spend
has made it impossible for the HSE to deliver on
plans to house nursing home residents in units
that the regulator deems fit for purpose. Many
residents are housed in large Florence Nightingale-style wards.

We don’t have a single
collective national
understanding of what we
want from healthcare
Similarly, eﬀorts to move people with disabilities out of institutional, or so-called congregated
settings, and into the community have moved at
a snail’s pace.
Healy outlines how €20 million will be spent
next year. The HSE is prioritising moving 169
residents out of congregated institutions into 45
community-based homes next year.
“This policy is called Ordinary Lives in Ordinary
Places,” says O’Brien,
“It’s a long established policy before I was in
the HSE. It’s really good, but it came at just the
wrong time so it hasn’t really been advanced.”
“Our challenge is that there is now a huge expectation that things are going to get moving, but
actually the money we have isn’t good enough to
meet those expectations, so we have to maintain
the momentum while keeping all of these balls
in the air.
“We have got a maternity hospital on Vincent’s
campus. We’ve got the National Children’s Hospital
assuming it gets planning permission – which
we think it will. We’ve got the Central Mental
Health facility and we’ve got a whole lot of primary care stuﬀ,” he says. “It’s about spreading
the jam, basically.”
While O’Brien knows the lay of the land on his
capital budget, he goes from year to year when it
comes to the current, or ‘service’ budget.

“This makes it very diﬃcult to forward plan in
any meaningful way,” he says.
“Just the other day, George Osborne [British
Chancellor of the Exchequer] gave his autumn
statement and provided details of the money the
government will allocate to the NHS each year
for the next five years. They have a framework
within which they can plan. We don’t.
“What that means is that the NHS can take
decisions which aren’t just one-year decisions. I
have no five-year timeline,” he says.
O’Brien makes it clear that he believes there
has been a failure at political level to produce
“a systematic and realistic funding formula” to
keep pace with demographic change. With ageing
comes sickness and more co-morbidities.
The current government was to reform the
health service. It has tried to introduce some
structural reform, but O’Brien says this has been
done in a funding vacuum.
In a comment that is clearly aimed at the current
government, he says it is “bizarre” to think “that
it is possible to carry out major transformational
healthcare change” without “a specific change
fund”.
He elaborates on this point by referencing the
newly established hospital groups and eﬀorts to
introduce electronic patient records.
Contrast that with the investment in systems
for Irish Water, he says.
“Health was systematically starved of meaningful ICT investment for almost a decade, and we
are now well behind the curve,” he says.
O’Brien believes there has been a failure to
deliver a unifying, national consensus on what
we want from our health service.
This bothers him.
He says this lack of clarity left a vacuum in
which to make medium- and long-term decision.
“We don’t have a single collective national understanding of what we want from healthcare,”
he says. “In the absence of a vision, how do you
organise?”
What about universal healthcare?
“You see, I’m not sure we have a national consensus on that. I think there are lots of people
who like the two-tier system. I think there are
lots of people in Ireland who believe that free
at the point-of-care delivery isn’t necessarily a
good thing. Look at the debate we have among
the professions about access to GP care at certain
ages,” he says.
“Are we, as a country, prepared to proclaim that
we want an accessible and timely health system
that has the resources to meet the needs of our
population in clearly defined ways, and then adopt
a time-bound plan to get there?
“I’m about to make a political point two months
before an election so I need to be slightly careful,”
O’Brien says.
“I think it is important that in the next Dáil, in
the next Oireachtas, eﬀorts are made to achieve
a national discussion [and consensus] about the
essential characteristics of the healthcare system.”
“This organisation has had a death sentence
hanging over it for years. Where is the execution?
There has been no follow through,” he says.
He said the setting up the HSE was too hasty
and ill-thought out. Concessions were made to
unions that meant it could never yield any real
benefit, he said.
“It became the only thing it could become,
which was a centralised amorphous blob that
nobody understood,” he said.
“No commercial merger or acquisition would be
undertaken on that basis and yet it was deemed
good enough for something as inconsequential as
the Irish health service. That’s a cynical remark,”
he says.
The change that is happening is occurring more
incrementally. O’Brien says this is a good thing, but
it is very clear that he feels it is far from perfect.
“When I was appointed I would have expected
that the HSE would be in its last year, or entering
its last year at this stage. But it’s probably going to
be around for three or four years more. That’s not
necessarily a bad thing, but the absence of a clear
timeline and road map is a little challenging.”
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Echoes of
past cases as
another family
left devastated

The tragic death of Caoilte O Broin has
flagged up the lack of involvement
of families in the care of loved ones
suﬀering from mental illness

Susan Mitchell
Health Editor

T

he body of Caoilte O
Broin was found in the
river Liﬀey last Saturday,
January 2. O Broin had
suﬀered from mental
health problems for a
number of years.
He was getting treatment, but his mental health deteriorated
to the point that his family locked their
doors at night. They were desperate for
help, but that help never came.
The O Broin family have accused the
mental health service and the HSE of
refusing to engage with them. Their criticism of the mental health service is not
unique.
Caoilte, 28, went missing on December
30 after discharging himself from hospital. His family appealed to the public to
help find him. He was mentally ill, they
explained. As the hours passed, concern
spread on social media sites such as Twitter and Facebook.
“Missing since last night: Caoilte
O Broin. He suﬀers from MH [mental
health] diﬃculties and his family are
very concerned,” tweeted mental health
charity Dual Diagnosis Ireland on New
Year’s Day.
The next day, his family told friends
and supporters that Caoilte’s body had
been found. The devastating news was a
shock, but it was not entirely unexpected.

‘We have become
desensitised’
Caoilte had tried to take his life before. A
few weeks before his death he had been
found with ‘Do Not Resuscitate’ written
on both of his forearms in permanent
marker.
The O Broin family’s grieving began
on January 2, but their agonising struggle
started a long time before that. Caoilte’s
sister Caitriona said he “spiralled out of
all control” after the death of their father
at the end of 2014.
Caoilte experienced extreme psychosis.
He screamed for hours that he had killed
their father, slamming his head into walls
until he split it open. For a family mourning the death of their father, the stress of
this was “indescribable”, Caitriona said.
She told this newspaper that Caoilte
tried to take his life on a number of occasions and was regularly hospitalised. On a
number of occasions Gardaí had brought
Caoilte to hospital involuntarily, as he was
a danger to himself and to others.
“We warned them he was suicidal,
but we were ignored. The emergency
response teams were wonderful. So were
the Gardaí, paramedics and [those in]
emergency medicine. But as soon as
he moved into psychiatry the door –

metaphorically and literally – closed,”
Caitriona said.
Caitriona detailed the deteriorating
situation and the trauma experienced by
her family in a powerful article that was
published on the website Joe.ie. She published this anonymously as she wanted
to protect her brother.
“His self-harm increased exponentially, he was covered in cuts and burns
and we would wake up to find trails of
blood dripping through the house. The
walls are full of holes where he has broken them with his fists and his head. We
have become desensitised to these sights,
reassuring ourselves that as long as he
still breathes we have hope,” she wrote.
“He screams. With no warning, out
of the blue, and often. Day and night.
We are woken at 3am, 4am, by violent
screaming. It’s like living in a horror
film. He insists that he has to, always
has to scream. I have lost count of how
many times in the last year we have
had to call an ambulance, how many
times he has been coaxed and bullied
and carried to the hospital in varying
states of consciousness, or driven away in
the back of a police car, my mother and
little brother crying, all of us exhausted,
scared, defeated.”
Caoilte physically attacked his own
family on a number of occasions.
Caitriona described how the family
was “punched, kicked, bitten. Verbal
abuse and threats are part of the fabric
of everyday life. Two of my brothers have
suﬀered serious bite wounds. In the grip
of his psychosis, my brother is a trapped
animal; an unintelligible, writhing, flailing, spitting thing made of teeth and claws
and terror”.
She wrote that Caoilte had “threatened
to burn us in our beds, cut our throats,
murder our pets, skin us alive, throttle
us, kill us. Everything is screamed. We
try to stop him from hurting himself. In
his delusions he believes we are trying
to kill him, and it takes as many as five
people to pin him down, waiting for the
next emergency service to arrive”.
Caitriona described living in a “constant state of fear, anxiety and exhaustion.
We get so little sleep”.
The family was advised to seek a protection order by Gardaí and the family
GP. They did not do that as they did not
want to see Caoilte arrested, or charged,
because he was mentally ill – not a criminal. And because they loved him.
They believed getting a barring order
would cause Caoilte to suﬀer more. They
wanted to find help for him.
Caitriona said the family made numerous eﬀorts to engage with Caoilte’s
psychiatrist, but were unsuccessful. They
repeatedly tried to have him committed. They were unsuccessful in that too.
Caoilte refused in-patient care and they
were left powerless.
Caitriona said a key problem they encountered was the diﬃculty in getting
care for someone with a dual diagnosis
like Caoilte.
Dual diagnosis is the term used when
a person suﬀers from both a substance
abuse problem and another mental
health issue such as depression or an

anxiety disorder. Caitriona said that because Caoilte drank heavily, the doctor
insisted that nothing could be done to
help him. But he drank “because he was
in pain”, she said.
Dual Diagnosis Ireland said most mental health services and addiction treatment centres in Ireland will not treat
both conditions. For example, if you have
diﬃculties abstaining from alcohol due to
depression, you cannot enter most
rehabilitation services. Yet
you cannot get your depression treated until
your addiction to
alcohol has been
addressed.
“It’s a postcode lottery
depending
on where
you live or
whether you
have private
health insurance,” said
Carol Moore,
co-founder of the
charity Dual Diagnosis Ireland. “Eightyfive per cent of people with
an alcohol addiction also had
a mental health problem; yet the vast
majority cannot access the mental health
service.”
The O Broin family are angry at a mental health service they believe failed them
– and their brother.
“His death marks the end of a mental health battle lasting many years and
punctuated by repeated failure of the HSE
to provide adequate help, as well as outright refusal to listen to or cooperate with
our family’s appeals for support. I fully
believe their brazen negligence played
a role on several levels in his ultimately
avoidable death,” wrote Caoilte’s brother
Daniel on his Facebook page.
The HSE is aware of this story. In a
statement, it said “We take the death
of anyone known to our services very
seriously. For reasons of privacy, we don’t
comment on individual cases.”

‘No support
and no guidance’
The O Broins’ experience resonates with
Una Butler. Butler’s husband John killed
his daughters, Ella, two, and Zoe, six, at
home in Ballycotton, Cork, in November
2010 before taking his own life.
“I am so sorry to hear about this latest
case. It is cruel, especially when you think
it may have been prevented,” Butler said.
“I warned that what happened to me
would happen again and that is exactly
what appears to have happened in this
case.”
Like the O Broins, Butler believes that
the terrible tragedy that befell her family
might have been prevented had she been
more involved in her husband’s care and
treatment. “I strongly believe that had
there been greater involvement in the
treatment of John, the outcome may well
have been diﬀerent,” Butler said.
“I received no support, no education
and no guidance. It is wrong not to take a
collateral/corroborative history from the
family. It is not breaking patient confidentiality for mental health professionals to get a greater insight into patients’
behaviour. Why is a person treated in
isolation when they are not living in isola-

Green light for Galway
school despite flood risk
BY MICHAEL BRENNAN

POLITICAL CORRESPONDENT

A new Galway secondary
school is due to be built on
a site that has been flooded
twice in the past decade.
The 23-classroom building
will be located beside the existing Claregalway College in
Galway, which urgently needs
extra classrooms to cope with
growing pupil numbers.
But part of the new school
site was flooded in January
2005 and part of it was flooded again last month. A neighbouring field was completely
flooded last month.
Galway County Council
granted planning permission
for the school last year, even
though the Department of
Education’s own application

for planning confirmed that
the site had been previously
flooded. The accompanying
flood risk assessment report
also warned that there was a
“significant flood risk to the
site”.
Experts have found that the
area around the school site
has two turloughs, which are
seasonal lakes which become
flooded in wet weather by the
welling up of ground water.
The flood assessment report recommended raising the
new school site level by one
metre to prevent flooding, but
warned this could aﬀect local
homes.
“Raising the site is likely to
displace the flood waters and
this may have significant negative eﬀects on surrounding
properties,” it said.

Claregalway College principal Alan Mongey said there
were no concerns regarding
flooding on the part of the
site where the school building would be located.
“The only part of the school
site which flooded this time
is where the football pitch is
to go and this is considerably
lower than the school building
site. Water only came into it for
a few days prior to Christmas
and receded after a few days,”
he said.
The Oﬃce of Public Works
is going ahead with a €7 million flood relief scheme for
Claregalway, which includes
a new channel to draw oﬀ
water from the area around
the school site to the river
Clare. Mongey said his understanding was that the school’s

football pitch area would be
included in the flood relief
project.
Galway County Council’s
planners acknowledged that
the site was located in an
area that is in or adjacent to a
flood plain. But they said “this
does not necessarily mean it
is liable to flooding”. In their
report, the planners said the
flood risk assessment, which
had warned about the problems facing the site, was “considered satisfactory”.
A spokesman for Galway
County Council said the location of the planned school
“building” had not been
flooded in recent flood events.
“No planning application
has been received for any
buildings on an area which
is known to flood,” he said.

Una Butler’s husband John
killed himself and their
daughters in 2010
Picture: Clare Keogh
Inset below: Caoilte O Broin

tion? The common sense
approach
would be to
involve family
like any other
serious illness.
Why is mental
health treated differently? Does this
not create a stigma in
the first place?”
Butler’s husband was consulting with a psychiatrist before he died. She
said John’s psychiatrist met her, but John
was always present. “You’re more inhibited in those circumstances,” she said.
Butler has campaigned for changes
in the law, advocating a greater role for
spouses, partners or close family members in the care regime when patients
are mentally ill.
“I believe the healthcare professionals
have got this wrong. They focus on the
person who is in front of them and, of
course, while this is right and correct,
there is a failure to realise that the person
that they are treating is interacting and
has relations with a circle of people, be
they family or friends,” she said.

Butler wants the law changed to make
it mandatory for mental health professionals to involve families in the care of
the mentally ill.
“I feel like I am hitting my head oﬀ
a brick wall every time I contact [the
minister responsible for mental health
services] Kathleen Lynch,” she said.
“Thirty-nine children have been murdered by a parent here in Ireland since
2010.”

A common problem

Mental health organisations say the families regularly feel excluded, ignored and
unsupported when a loved one suﬀers a
mental health crisis.
“We hear this all the time,” said Paul
Kelly, founder and director of the suicide
prevention charity Console. “Families
often tell us that they felt excluded from
their loved one’s care and that they only
found out their loved one was suicidal
after the suicide. If you have cancer, or
another physical illness, it is assumed
that your family will be involved. But
with mental health it is diﬀerent. That
in itself is stigmatising.”
Shari McDaid, director of Mental Health

Reform, said excluding a family from
their relative’s care can cause serious
diﬃculties both for the family and the
individual concerned.
“Family members tell us that not being told if or when their loved one will
be discharged or what kind of support
is needed ignores the important role
families play in supporting their loved
one’s recovery,” said McDaid. “While it
is clearly important to respect the privacy
of the individual, much more can be done
to involve the family.”
Mental Health Reform wants to see
legislation introduced that would place a
statutory duty on mental health services
to provide general information on mental
health to family members and to assess
the support needs of families.
Importantly, it only wants this to happen with the permission of the person
using mental health services. Families
feel this does not go far enough.
The Samaritans Helpline is 126 123
Console Suicide Helpline is 1800 247 247
The Sunday Business Post has been in contact with the O Broin family, who consented
to their story being told.

