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How Ireland got hooked
on prescription drugs

● Prescriptions for addictive painkillers up 1,000% in a decade
● One in ten medical card holders on sedatives, sleeping pills
● Fears grow of a ‘silent epidemic’ of addiction
BY SUSAN MITCHELL
HEALTH EDITOR
Fears are growing of a silent
epidemic of prescription drug
addiction, with a Sunday Business Post investigation revealing a staggering rise in the use
of sleeping tablets, painkillers,
opiates and antidepressants.
Today, we can reveal a more
than 1,000 per cent increase
in the use of certain addictive
painkillers in the last decade,

See Post Plus pages 1-2

with prescriptions for one
drug, dubbed the new Valium, soaring from over 54,000
to over 652,000 in ten years.
According to data from
the state’s Medicines Management Programme, this is
part of a wider trend, with at
least one in ten Irish people
with medical cards being prescribed a variety of sedatives
and sleeping tablets.
Figures show how half of
people prescribed sleeping

tablets were on them for at
least six months to one year,
well in excess of the recommended period.
The level of prescribing of
these drugs in Ireland appears significantly higher
than in Britain, where doctors’ prescribing practices
are already the subject of a
government-initiated probe.
In 2006, Irish doctors wrote
54,981 prescriptions for
to page 2
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Coveney’s
abortion plan
dismissed as
‘unworkable’

Sharon
Shannon
to reel in
vegans

BY HUGH O’CONNELL

POLITICAL CORRESPONDENT

Tánaiste Simon Coveney’s
alternative plan to abortion
on request up to 12 weeks
is unworkable and would
re-traumatise rape victims,
leading medical and legal experts have said.
Coveney has proposed that
in the event of the Eighth
Amendment being repealed,
GPs would have to sanction a
termination in cases of rape.
His stance is at odds with
both Taoiseach Leo Varadkar
and Minister for Health Simon Harris, who favour the
Oireachtas Eighth Amendment Committee’s finding
that it would not be practical
to legislate for cases of rape.
Experts who appeared

before that committee have
criticised Coveney’s proposal
as unworkable.
Dr Peter Boylan, the former
master of the National Maternity Hospital, said he disagreed with Coveney’s claim
that requiring a rape victim to
seek sanction from a GP to
undergo a termination would
not re-traumatise them.
“A lot of people who have
more experience than he
would in dealing with women
in pregnancies would disagree
with that,” Boylan said.
“Their expertise is more in
line with reality. All the evidence from legal people is that
it’s not practical.”
Trinity law professor David
Kenny said the proposal could
put both doctor and patient
in an “invidious position”.

BY LEANNA BYRNE
Musician Sharon Shannon is set to swap her
accordion for the kitchen
as she expands her food
brand.
Shannon is launching
a €100,000 peer-to-peer
funding round to expand
her range of Garden of
Vegan food trucks into sit
down restaurants.
The musician from Co
Clare will open her first
restaurant in Ranelagh
in Dublin in March. She
plans to open a further five over the next
three years, according
to Damien O’Brien,
co-owner and operations manager of Garden
of Vegan.
see page 4

Vol. 31. No. 5

NAVIGATE BREXIT

Revenue: crackdown on
bogus self-employment
could net €60 million
BY MICHAEL BRENNAN
POLITICAL EDITOR
The Revenue Commissioners have told the government
that up to €60 million could
be recovered every year by
clamping down on bogus
self-employment in the professional sector.
It has been estimated that
there are up to 15,000 people
working on a contract basis
in airlines, pharmaceutical
companies, IT firms, accountancy practices, engineering
and others. Their average
annual earnings are around
€60,000 each.
But complaints have been
made that some contractors
may actually be employees
because they are working for a
single business for a long time,
wearing the business uniform
and attending work in line
with company requirements.

The Revenue said that if half
of these workers were categorised as PAYE employees, then
it would bring in an estimated €60 million per annum. It
also said that even if a quarter
of them were actually PAYE
workers, the gain would still
be €30 million.
This is the first time that the
Revenue has quantified the
potential scale of tax evasion
in the contractors’ sector. It
was part of a working group
on bogus self-employment,
which published its final report last week.
The group found that
the state was losing almost
€8,000 per year in PRSI and
tax payments from a contractor in bogus self-employment
on an income of €60,000. It
recommended that the government look at new legislation to require contractors
working for a single employer

to pay the same income tax
and PRSI as PAYE workers.
The company would also have
to pay PRSI on their behalf.
Labour finance spokeswoman Joan Burton, who
commissioned the report
when she was minister for
social protection, said she
knew how seriously the Revenue viewed the problem. But
she said the government had
shown no sign of taking action
on the report.
“We’re losing €30 million
to €60 million, but we’re not
going to do anything about
it. It’s basically a shrug of the
shoulders,” she said.
However, Minister for Social
Protection Regina Doherty
has said that she is going to
examine the options put forward in the report on bogus
self-employment - which
officials now describe as “disguised employment”.

Repeal, and then what? Hugh O’Connell, Pat
Rabbitte and Elaine Byrne on referendum politics

here offset by ‘arrangement fees’
charged by European lenders

BY MICHAEL BRENNAN
POLITICAL EDITOR

terminations in cases of rape risks traumatising
victim a second time, doctors say
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He said: “The GP proposal
has some fairly significant
problems. Essentially, it asks
doctors to decide upon a factual and legal question - has
rape occurred - rather than a
medical matter.”
Dr Maeve Eogan, from the
sexual assault treatment unit
in the Rotunda Hospital, said
she could not see how the
proposal would work.
She said there was no international model that “adequately, safely and appropriately” dealt with termination
of pregnancy when a woman
has been raped and did not
involve a 12-week-on-request
model.
“What happens if the GP
says no? ” asked Eogan. “The
person is still pregnant and
has still had this traumatic
event. Where they go from
there? I am a doctor who has
seen victims of sexual crime
and I would hate to see a situation where these people
would be forced to have to
disclose the specifics of what
had happened them.”
Coveney’s stance has also
been criticised by pro-life campaigners who believe repealing
the Eighth Amendment will
not stop the introduction of
abortion-on-demand.
The Pro-Life Campaign’s
Cora Sherlock said: “People
expressing views like Simon
Coveney are genuinely conflicted about this, they are
very complex feelings, very
well-meaning.
“But that doesn’t just count
for politicians, there are
people out there who feel
restrictive abortion is possible, but what they think they
will get [if the Eighth is repealed] is not what they will
get: abortion on demand on
wide-ranging grounds.”
A government source said
that if the electorate voted to
repeal, then the cabinet would

Tánaiste Simon Coveney has come
under fire for suggesting rape
victims should seek the approval
of their GP for a termination
Picture: Maura Hickey

What
happens if
the GP says
no? The
person is still
pregnant
and has still
had this
traumatic
event

sign off on the legislation allowing abortion up to the first
12 weeks of pregnancy – and
not any alternative proposal
put forward by Coveney.
Harris will publish a policy
paper on proposed legislation
for abortion on request up to
12 weeks on March 6. Coveney will not object to this or
bring forward any alternative
policy paper. A spokesman for
Coveney said he had made it
clear that he could not support
a law giving unrestricted access to abortion up to 12-week
gestation.
“This is a matter of conscience, and all Fine Gael
ministers and Oireachtas
members will have a free vote
on any proposed law,” said the
spokesman.
“The Tánaiste, like all members of the Oireachtas, will
have his opportunity to input
into the legislative process if

that law comes before the
Oireachtas.
“However, that will not
happen if the majority vote
‘no’ in the referendum.
“The Tánaiste is clear that a
No vote is a vote for the status
quo, and he passionately believes we should vote Yes and
deal with abortion in law, and
not the Constitution.”
Fine Gael senator Catherine
Noone, who chaired the committee, said the discussion
around 12 weeks was damaging the repeal campaign.
“It’s serving the No side of the
campaign. People in favour of
repeal are damaging the prospect of any change,” she said.
A senior government
source said of Coveney’s proposal: “To suggest to a woman
that is raped that a GP is the
appropriate person to go to
is missing the point in the
extreme.”

AIB has come under fire for
claiming that cheaper European business loans usually
have hidden fees.
The cost of credit for businesses here is substantially
higher than in the rest of Europe, with average interest
rates of 5 per cent compared
to the EU average of around
2.8 per cent.
But at the Oireachtas
Business Committee last
week, AIB’s head of business banking Catherine
Moroney said the European
banks have a tendency to
charge arrangement fees and
administration fees on top of
the margin.
“That’s not a practice,
certainly in AIB, except for
the very large [customers] .
. . For the general customer,
we don’t charge arrangement
fees. That’s quite a significant
difference if you compare
the APRs as opposed to the
interest rates,” she told the
committee.
However, the committee
later heard from German
public savings bank Sparkassen, which is hoping to
open several bank branches
here, that it had no hidden
fees for small and medium
enterprises (SMEs)
“For this segment, SMEs,
we have no hidden cost for
customers. Interest rates
should give you an indication of the differences between the Irish market and
the German market,” its Europe project manager Harald
Felzen said.

The committee heard that
Sparkassen provides loans to
SMEs at interest rates of 1-2
per cent, which is substantially below AIB’s average book
rate of 4.75 per cent.
Labour Senator Kevin
Humphreys, who highlighted the difference between
AIB and Sparkassen’s comments, said there were still
questions about whether the
main banks were trying to fix
their books by charging higher interest rates to smaller and
larger businesses.
“There’s a huge problem
with affordable credit for
small and medium-sized
businesses,” he said.
Sparkassen has said that
it could shift the “dysfunctional Irish banking market”
towards a higher level of competition with better services
and better prices for Irish
customers.
There is a commitment in
the programme for government to “thoroughly investigate” the Sparkassen public
banking model.
A report is due to be presented shortly to Minister
for Finance Paschal Donohoe and Minister for Rural
Development Michael Ring.
Currently, SMEs have
borrowed around €25 billion from Irish banks, but
there has been a fall in credit
demand. Banking and Payments Federation Ireland,
which represents the banks,
has said that SMEs are reducing their borrowing levels. It has maintained that
“access” to finance is not
a significant challenge for
most Irish SMEs.

Clarification
In an article in last week’s
Sunday Business Post, it was
stated that on the October
bank holiday weekend last,
the Taoiseach’s security detail flew to Chicago, where
his partner Matthew Barrett
is based.
It further stated that the

Taoiseach had covered the
cost of his outbound flight
from Dublin to Chicago. We
are happy to clarify that while
the security detail flew to Chicago, it was en route to Seattle.
The Taoiseach did not fly
to, and was not in, Chicago
that weekend.
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pregabalin (original brand
Lyrica) under the state’s medical card scheme. A decade
later, that figure increased
to 652,013 – costing €24.8
million. Pregabalin has been
associated with abuse and
addiction.
The number of prescriptions for the opioid oxycodone
(original brand OxyContin)
increased from 47,262 to
122,611 under the state’s
medical card scheme over
the same period.
Oxycodone is a semi-synthetic opiate loosely related
to morphine and originally

based on elements of the opium poppy, which is also used
to make heroin.
It is at the centre of the
high-profile American opioid problem.
An analysis of 1.6 million
medical card holders by the
Medicines Management Programme found:
● There were 168,910 people on benzodiazepines and
Z drugs (to treat insomnia)
● There were 147,540 people on two of the most popular
classes of antidepressants
● There were 40,543 people on pregabalin, which is
used to treat pain (and also

epilepsy)
● There were 31,085 people
on the opiate tramadol
The point-in-time analysis
carried out by the Medicines
Management Programme will
set off alarm bells. All of these
drugs are addictive, or, in the
case of antidepressants, can
be difficult to come off.
Professor Michael Barry,
who heads up the Medicines
Management Programme,
said: “We have a huge problem.
“Many of these drugs have
significant side effects. This
is a patient safety issue and
obviously an expenditure is-

sue as we are spending a lot
of money on them.”
The Medicines Management Programme provided
data showing many people
are being prescribed benzodiazepines and Z-drugs
(sleeping tablets) for far too
long.
“Despite Z-drugs being
licensed for a maximum
duration of four weeks in
the treatment of insomnia,
42 per cent of patients received these drugs for between six and 12 months in
this 12-month period,” its
analysis stated.
Dr Emmet Kerin, president

of the National Association
of General Practitioners
(NAGP), said: “We are definitely over-prescribing. We’ve
all seen what has happened
in America, so we can’t be
complacent. The figures are
fairly stark.”
Kerin cautioned patients
against stopping medications based on this article
alone.
He said there was “very
clear evidence that some
people do need to be on these
medications, which can be
very useful. People who are
concerned should consult
with their GP”.

The most recent National
Drugs-Related Deaths Index
shows that prescription drugs
were implicated in two out of
three poisoning deaths.
Pregabalin-related deaths
increased by 69 per cent,
from 26 deaths in 2014 to 44
in 2015.
Doctors said many patients
would rather not be on longterm medication.
They said they explore
non-pharmacological treatments where appropriate, but
that these treatments – especially psychological therapies – were often scarce at
community level.
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TAKING
A KNIFE
TO THE
HEALTH
SERVICE
Susan Mitchell For more
than ten years, I have
been reporting on the
health service. In that
time, it has been dogged
by continuous policy
change and empty
political promises.
Why is health reform
so unattainable? And
ultimately, what needs
to be done?

I

f you want to tell the story of the Irish health
service, there are thousands of places to
start. You could begin with the politics: the
opposition’s attempts to weaponise health, or
the latest overcrowding pressures. You could
start with the money: the latest revelation
that the HSE must find millions in unspecified
value savings this year, or the fact that we are now
one of the higher per capita spenders on healthcare
in the EU.

You could start with the mounting pressure on
scarce resources as our ageing population requires
more costly care. You could start with disillusioned GPs, who see no meaningful progress in
negotiations on a new contract.
But I’m going to start with one of the good news
stories.

Hard decisions
The centralisation of breast cancer care is widely
regarded as one of the success stories of the Irish
health service.
This move, initiated in 2007 by the then health
minister Mary Harney, was a watershed, and other

cancer care services have since been centralised.
Doing the right thing was not easy for Harney.
Even though the Irish Cancer Society pointed out
that a centralised approach to cancer care can
improve outcomes by as much as 20 per cent,
there was huge local opposition to the closure of
services at local hospitals.
Thousands took to the streets in Mayo, Sligo,
Kerry and elsewhere. Many politicians dutifully
attended the protests in their constituencies. Harney appealed for cross-party agreement on how
to improve breast cancer care, but instead faced
heckling from the opposition as she faced a motion of no confidence in the Dáil.
to page 2
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We have had plenty
of visions for the health
service down the years, but
health reform has proven
unattainable. ‘We face an
existential crisis,’ warns
HSE chief Tony O’Brien
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The health service pressed ahead
with the centralisation of cancer care.
Professor Brendan Drumm, who
was HSE chief executive at the time,
said the changes proposed would not
have been possible without “huge
political backing”. Harney, to her great
credit, provided the political cover and
took the heat.
The health service, however, has
continued to face massive resistance to
any centralisation of hospital care that
involves the closure of local services.
The public still wants hospitals to continue to be all things to all people, even
though doctors are specialising and
sub-specialising.
Senior health service management
believes we have too many acute hospitals providing complex care. Replicating and staffing acute care rosters in
so many centres across the country is
expensive and wasteful.
Ireland has 49 acute hospitals and
28 emergency departments. The Irish
Association of Emergency Medicine
(IAEM) believes we have too many
emergency departments. Scotland,
which has a bigger population than
this country (approximately 5.4 million people), has fewer emergency
departments (25 compared to 28 in
Ireland). It has a larger land mass and
a more rural population.
We have no fewer than nine emergency departments in Dublin.
This newspaper recently published
the Portlaoise Hospital Action Plan,
which was devised by national clinical
leads across the health service. The
contentious plan proposed closing the
emergency department.
It was supported by the Irish As-

sociation of Emergency Medicine
(IAEM) and other groups including the
Institute of Obstetricians and Gynaecologists and College of Anaesthetists.
Many local GPs and consultants opposed it. So did local politicians.
The closure of the emergency department in Roscommon hospital
resulted in Denis Naughten leaving
the Fine Gael party and becoming an
Independent TD. Fine Gael TD Frank
Feighan supported the closure, and
was publicly vilified, stepping down
from the Dáil in 2015.
While Roscommon hospital is busier than ever before – largely through
an increase in day cases – poor ambulance response times remain of
concern to local communities. In
many areas where reconfiguration, or
rationalisation as opponents call it, has
occurred, the health service has not
delivered on its side of the bargain.
The failure to centralise care means
many smaller hospitals are providing
complex care even though it is unsafe
to do so. Take trauma. Last year, surgeon David Moore highlighted how
patients with broken bones were being
brought by ambulance to 26 hospitals,
even though “ten of these hospitals
[did] not have orthopaedic surgeons
on site”.
All that does is delay their care. It
goes without saying that delayed treatment can result in poorer outcomes.
The failure to make hard decisions
on these issues is part of the reason we
are not getting value for money from
our healthcare budget.

Defensive medicine
Few people are more aware of the im-
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SITUATION CRITICAL: the raw numbers of the crisis

Current health expenditure per capita in 2016

Our ageing demographic

’’

pact of delayed treatment, or a missed
diagnosis, than doctors. They work in
increasingly litigious environments.
Doctors joke, wryly, that we are the
51st state in the United States – that
country being notoriously litigious.
There has been significant criticism of the adversarial nature of the
Irish medico-legal “deny and defend”
system. It is horrible for patients and
families, as the process is nasty and
protracted.
In New Zealand, patients seek
compensation for medical injuries,
not through malpractice suits, but
through a no-fault compensation
system. Injured patients receive government-funded compensation and
claims are processed within months.
Our system is also expensive. The
HSE foots the bill for medical negligence claims, which are managed by
the State Claims Agency. It recently
reported that our estimated liability
for existing clinical claims against the
health service is now €1.67 billion –
up 23 per cent on the previous year.
According to the agency’s most recent figures, the cost of clinical claims
resolved climbed from €57.9 million
in 2012 to €80.8 million in 2016. Legal
fees represented €26.2 million of the
€80.8 million paid out in 2016. Medical negligence claims are quite lucrative for our legal professionals.
The British-based Medical Protection Society (MPS), a not-for-profit
membership organisation which provides indemnity for most Irish consultants, said Irish legal costs were often
far higher than anywhere else in the
western world.
The MPS, which is pressing for legal changes to limit the rising cost of

Per capita expenditure on capital health budget

medical negligence, said that in lower
value claims it wasnot unusual to see
legal fees exceed the compensation
awarded to the claimant. It cited a
recent case relating to a misdiagnosis
of malignant sarcoma where damages
were settled at €100,000, and legal
costs of €268,885 were sought. Think
about that.
In another case relating to a delayed
diagnosis of osteoarthritis where damages settled at €17,500, legal costs of
€46,159 were sought, the MPS said last
week.
The MPS said a barrister’s brief in
Ireland was often double what is it for
the same length trial in Britain. General damages awarded here are also often many multiples of what is awarded
in Britain.
It is accepted among solicitors and
barristers (and indeed the judiciary)
that the current maximum figure in
Ireland for general damages (pain
and suffering) is €450,000. In Britain, it ranges between €204,275 and
€210,482 (£144,000 to £186,500).
Increased litigation and ‘show trials’ at the Medical Council can have
an enormous impact on how doctors
practise medicine.
In Britain, the doctors’ regulator has
warned that doctors are becoming
more cautious and are practising “defensive” medicine to prevent litigation
after treating patients and to avoid
investigation.
Defensive medicine refers to the
departure from normal medical practice as a safeguard against litigation.
It occurs when doctors seek multiple
unnecessary tests, or refer on to specialists, despite the fact that the tests
and referrals are not indicated.
A much-cited study in the United States estimated that defensive
medicine costs $46 billion annually.
Defensive medicine can create a huge
extra workload in the system and exacerbate waiting lists, but it is an issue
that gets very little airing in the Irish
media.
The Programme for Government
committed to establishing an expert
group to examine this problematic
area. “We will tackle the rising cost of
claims by establishing an expert group
to report within six months,” it stated.
It never did.

Empty promises
There are plenty of important commitments that this government – and
indeed previous governments and political parties – have reneged on.
Over the years, the health service
has also been been dogged by continuous policy change. It is difficult for
the Department of Health and the HSE
to operate in this environment.
Memorably, Tony O’Brien said Ireland had “messed about with structures” in the absence of a coherent
vision. He memorably described the
HSE as an “amorphous blob”.
The HSE was established in 2005.
In 2011, its board was abolished. Back
then, Fine Gael was talking about
abolishing the HSE. Eight years later, it
remains on death row.
After each general election, a new
government introduces a raft of fresh
policies. You don’t need to go back
very many years to see this.

Our national
propensity for
aspirational
report writing
has been dwarfed
by chronic
implementation
deficit disorder

In 2010, the Fianna Fáil-led government was pursuing a policy of hospital co-location. There was a lengthy
tender process and some consortiums
applied for planning permission.
Then Fine Gael and Labour came to
power in 2011. The co-location plan
was axed. The Fine Gael/Labour coalition promised to deliver universal
health insurance to all by 2016.
A key report called Future Health set
out the building blocks we were told
were required prior to the introduction
of universal health insurance (UHI).
The government then established the
stepping stones for UHI – hospital
groups as a precursor to hospital trusts.
The hospital groups are not functioning as many hoped they would.
There are legitimate concerns over the
structure of some groups. The trusts
were never established.
Unfortunately, the previous government did not do its homework on the
cost of universal health insurance. The
plan was dropped, as the ESRI said the
cost would be enormous.
Last May, a group of cross-party
TDs – the Committee on the Future of
Healthcare – produced a comprehensive report outlining a vision for the
health service.
Sláintecare calls for a universal single-tier health service where patients
are treated on the basis of need rather
than ability to pay. It calls for the removal of private care from publicly
funded hospitals and shifting care out
of hospitals and into the community.
Our system is extremely hospitalcentric, and a hospital is the most expensive place in which to deliver care.
Take COPD, or chronic obstructive
pulmonary disease, and asthma. Our
admission rate to hospitals for this
problem is huge. It is a major contributor to hospital overcrowding. Professor
Tim McDonnell, the HSE’s national
lead for COPD, meanwhile, said there
was a lack of resources in primary care
to deal with this health issue.
We have been talking about shifting
care out of hospitals since Fianna Fáil
leader Micheál Martin launched the
then government’s primary care strategy called A New Direction in 2001. It
hasn’t happened. There is no sign of a

new GP contract to help doctors care
for more patients with chronic diseases outside a hospital setting.
Minister for Health Simon Harris
has said he supports implementing the
Sláintecare plan, but the government
has some reservations about the report.
The extent to which the government
is committed to implementing Sláintecare is unclear, although it advertised
the post of executive director on Friday
The number of reports, commissioned by various governments, that
are now gathering dust is quite staggering: the National Carer’s Strategy
(2012), Reach Out, the national suicide
strategy (2005), A Vision for Change
(2006), the Value for Money review of
Disability Services in Ireland (2012),
the National Carer’s Strategy (2012),
the National Dementia Strategy (2014).
The list goes on. And on.
Our national propensity for aspirational report writing has, as one astute
commentator said, been dwarfed by
chronic implementation deficit disorder.

Big spenders
It’s easy to sling mud at the government for ‘failing’ to deliver on multiple
promises. But serious questions should
also be asked of the Department of
Health and the HSE as to why access to
our health service is so poor.
To put our hospital waiting list figures in some perspective, we discuss
18-month targets. England talks of 18week targets and in Scotland the target
is 12 weeks.
Ireland’s per capita spend on
healthcare is now one of the highest in the EU. This spending includes
both public and private out-of-pocket
spending. In 2015, we spent $5,276 per
capita. We were the fourth-highest
spenders in the EU.
Provisional figures from the OECD
for 2016 show we spent $5,528 per
capita in 2016 – making us the third
highest spenders. (The figures are expressed in terms of USD purchasing
power parities, or PPP, which means
the common currency used is US
dollars, and differences in purchasing
power have been taken into account.)
For the best part of a decade, the
consensus had been that Ireland was
spending in or around the OECD average on healthcare. Every interest
group in health had repeated this ad
nauseam, in an effort to get successive
governments to provide more money
for the public health service.
It has been argued that it is unfair to
look at public and private spending,
but private spending is a feature of
healthcare in many countries.
Half the population has private
health insurance. Public and private
healthcare are inextricably linked in
this country. All of our hospitals, and
most of our doctors, treat private patients.
But even if you just examine government or public spending, we are
not low spenders.
The figures are all the more interesting as we have a comparatively young
population. In 2015, 13 per cent of the
Irish population was over 65, compared to an EU average of 19 per cent.
The demand for healthcare increases

as we age, so should we not be spending less?
Some commentators have suggested
that our historic spending on healthcare has been too low. We are still
playing catch-up with unmet demand,
they maintain.
Perhaps they have a point, but an
analysis of OECD figures shows we
have been high spenders for at least
a decade – and this is also true of the
public-only component of healthcare
spending.
There is, however, no denying that
we now have very long waiting lists.
Health economist Dr Brian Turner said
this complicates the picture as many
patients are treated at a later stage of
their illness. This means they need
more intensive and expensive treatment when they do get treated, which
means that our current budget is not
going as far as it should.
Various commentators have questioned the accuracy of international
comparisons. So let’s dispel a few pervasive myths:
1. The figures are comparable. The OECD
has adopted a new system of measuring health spend that has resulted in us
having a higher spend than previously
estimated.
2. The reason our spending was previously underestimated was because Ireland
was slow to adopt the agreed detailed
System of Health Accounts (2011) reporting. This system had already been
embraced by many countries.
3. Among the stated aims and objectives of this new financial system was
to better capture the spend on healthcare irrespective of where that spend
emanated from. It also aims to eliminate anomalies that previously existed.
For example, many countries did not
fully capture their spending on longterm residential care, which skewed
international comparisons.
4. Britain does indeed include its spending on nursing homes in its figures.
The most recent data from the CSO
shows we spent €19.9 billion in 2015.
Some €13.8 billion of that health expenditure (69 per cent) was financed
by government. A further 15 per cent
was mainly funded by household outof-pocket payments for things such as
medicines and GP visits. Some 13 per
cent represented health insurance.
Could we be getting better value for
money? We surely could.

Tough questions
In 2013, an OECD survey showed the
cost of procedures in Irish public hospitals was the highest of all 26 countries surveyed. The average cost for a
knee replacement in Ireland was more
than double what it was in Britain.
Why?
According to the HSE, our national
discharge rate from hospitals by 11am
hovers between 11 and 12 per cent.
“The target is 33 per cent,” the HSE
said. Why are hospitals not discharging more patients in the morning to
free up beds?
HSE figures continuously show
large variations in absenteeism. Some
healthcare grades have absenteeism
rates that are almost five times higher
than others.
OECD figures show we actually have
a relatively high number of nurses per

We have been
high spenders for
at least a decade

1,000 population compared to other
EU countries. The INMO previously
stated that the OECD figures were
based on the number of nurses registered with the Nursing and Midwifery
Board of Ireland (NMBI), but the OECD
contradicted this assertion.
And yet, we know we have shortages of nursing staff.
The Irish Association of the Directors of Midwives and Midwifery has
previously stated that “there has been
an issue with skill mix” in the health
service. Its former president Mary
Brosnan said Ireland had “possibly
been more reliant on nurses than other countries”.
She said that grades such as operating theatre assistants and intensive
care technicians were used in many
other countries, and that “directors
of nursing realise we will have to go
down that route”.
Taoiseach Leo Varadkar tried to initiate a move in that direction when he
was health minister, but the HSE has
failed to examine this. Why?
RTÉ recently aired an exposé on the
unacceptably low number of hours
worked by some consultants. Medical unions rushed to the defence of
consultants. Notably, neither of the
medical unions criticised the practices
exposed by RTÉ.
Simon
Harris
Privately, some doctors
will admit
that a small but not insignificant cohort of consultants do not work the
hours they are paid to work.
We have major problems with the
recruitment and retention of doctors
that go way beyond miscreant consultants, but this is an issue that should
not be whitewashed.

to be no such thing as accountability.
There are plenty of examples of this
lack of accountability.
Remember Áras Attracta? Here we
saAt present, the 100,000-plus health
service employees are entitled to approve their own investigating team
in HSE probes, even after a serious
allegation of physical or sexual abuse
has been made against them. The HSE
asked the department to introduce
legislation to tackle this. There’s no
sign of any progress.
We can only guess at the impact this
lack of accountability is having on the
way services are being managed.

low number of doctors compared to
other countries. I mentioned earlier
that Scotland has fewer emergency
departments than we do. And yet in
Scotland, the NHS employs 232 consultants in emergency medicine. The
HSE employs 92. Having fewer senior
clinical decision-makers can impact
admission rates, as junior doctors can
be more risk-averse.
We have shortages of other health
professionals such as radiographers,

psychologists and physiotherapists.
Not enough is being done to resolve
some of our recruitment and retention issues. This makes it extremely
difficult to clear our ever-lengthening
waiting lists.
We have had plenty of visions for
the health service down the years, but
health reform has proven unattainable.
Last week, HSE director general
Tony O’Brien warned that the levels of
hospital overcrowding in recent weeks

would “look like a picnic” in the coming years if nothing was done.
Demand for healthcare increases
with age. In 2011, there were 535,393
people aged 65 or over in the Republic,
according to the CSO. By 2041, there
will be 1.4 million aged 65 and over.
O’Brien said additional beds and
staff were needed. He said the structure of the health service needed to
change. “We face an existential crisis,”
he warned.

Indisputable facts

Capital investment in public healthcare in Ireland has been comparatively
low. The capital allocation for 2018
increased to €493 million, from €454
million in 2017. Meanwhile, the housing budget rose from €694 million to
€1.13 billion – a 63 per cent increase.
As economist Stephen Kinsella has
pointed out in these pages, never in
more than 20 years has capital spending in health been above 6 per cent of
the total healthcare spend.
We still do not have electronic patient records, which are proven to
prevent duplication and inefficiency in
the delivery of clinical care. The HSE’s
eHealth team submitted a detailed
business case to the Department of
Health in the summer of 2016. It remains unfunded.
Many of our hospital buildings are
crumbling. We have fewer beds than
most countries. According to OECD
figures, we have three beds per 1,000
population compared to an average of
4.7. Germany has eight.
Our hospitals are constantly overcrowded. Last week, hospitals across
England issued ‘black alerts’ and cancelled all non-urgent operations and
outpatient appointments. This was
because bed occupancy rates exceeded the recommended safe levels of 85
TD
Lord Victor Adebowale
per cent.
Ireland’s bed capacity levels are
consistently much higher than that. It
is a stressful environment for staff, and
it is dangerous. But hospital beds are
only part of the problem.
A major factor contributing to long
waiting lists is poor access to diagnostics. Take back pain, which is a
common problem. Patients often need
an MRI. Yet, instead of being able to
access this outside hospitals, GPs often
In Ireland, regrettably, there appears
have to refer their public patients for
an appointment with an orthopaedic
surgeon, who then has to organise the
diagnostics.
Many emergency departments lack
ready access to diagnostics, such as CT
scans, after hours. This forces doctors
Tony
O’Brien
to admit these patients
to hospital
beds
Agnès Couﬃnhal
in order to get the scans or tests they
need. All of this is very inefficient.
On any given day, there are hundreds of delayed discharges in Irish
hospitals. These are patients – often
older patients – who are fit for discharge, but typically need rehabilitation, convalescence, home care or a
nursing home bed.
When those supports are not available, they remain in hospital through
no fault of their own.
OECD data shows we have a very
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problem with Irish women

T

he Irish state has a historical problem with
women. Repeatedly, it
has been shown to be
indifferent or hostile to
their rights and welfare: on its good days,
it has been paternalistic; on its bad days, misogynistic. But
the cervical cancer crisis is not a case
in point.
This could be a surprise to anyone
following the crisis as it has played out
in the media or on social media. It has
been one of the worst crises to affect

the health service in living memory,
long-standing commentators have
said. The service has been accused of
a conspiracy of silence, an aggressive
approach to court proceedings, a neoliberal outsourcing of vital services
to American capital, the creation of a
climate of fear among the women of
Ireland, and, at the core of the crisis,
an endangering of those women.
The problem is that none of this is
necessarily true. The silence (the failure to tell cancer-afflicted women that
signs of their cancer could have been
detected earlier) looks more like cock-

up than conspiracy: the “smoking
gun” memos released on Thursday are
about how to manage that disclosure
(too slowly, admittedly, but with reasonable concern for the possibility of
media and public misunderstanding),
not about how to withhold the information.
The aggressive legal approach was
primarily the fault of the American
laboratory, not the HSE or the State
Claims Agency. The outsourcing of
testing to American labs was a crucial
part of the creation of the screening
process: according to Tony O’Brien,

as yet no evidence that a substandard
screening programme endangered
women. Cervical cancer screening is
not 100 per cent accurate - anywhere
in the world. There will always be cases of missed cancers. It may yet prove
to be the case that the error rate was
unacceptably high; but the health service has insisted that its data has not
highlighted any serious flaws.
This much was largely clear by
the evening of Wednesday, May 2, as
O’Brien, accompanied by the chief
medical officer, Tony Holohan, and
various other health officials, finished up a five-hour session before
the Oireachtas health committee. The
questioning had been good, if repeti-

failings) of the screening and audit
processes was reduced to one line and a clunky line, at that.
By Thursday, when O’Brien found
himself again before a phalanx of TDs,
this time at the Public Accounts Committee, the discussion had degenerated
and the theatrics heightened.
A group of TDs who knew less about
the issue than their health committee colleagues, but were more angry,
persisted in asking questions that
had been answered at length a week
earlier (or earlier in the same meeting), and interrupted the answers to
accuse O’Brien of a lack of accountability (despite him spending seven
hours being held accountable to the

was best placed to oversee the response to the crisis; the HSE is now
without a leader at a time of crisis; and
recruitment of his successor will be
more difficult for the way in which he
was forced out.
Why has this story been so persistent, and so riddled with misunderstanding and misinformation?
In the first place, at the story’s core
is the tragedy of Vicky Phelan and
Emma Mhic Mhathúna, who have told
their stories of terminal cancer with
extraordinary dignity and courage.
Their stories needed to be heard. But
they also needed to be placed in context, and that the health and political
systems spectacularly failed to do.

was led by car-crash interviews with
key spokespeople, Jerome Coffey and
Gráinne Flannelly (who later resigned
as clinical director of CervicalCheck).
The government panicked. Health
minister Simon Harris said he had
confidence in the screening programme but not in its management
(which can only have undermined
confidence in the programme) and
offered free repeat smear tests (further
undermining confidence).
The opposition spotted weakness.
“Women’s lives were put in jeopardy,” claimed Sinn Féin leader Mary
Lou McDonald last week. Fianna
Fáil’s Marc MacSharry, at the Public
Accounts Committee, said there was

four hours into the meeting before
Holohan thought to clarify that the
false negative rate was actually less
than 1 per cent. “Seventy per cent
accuracy” means that 70 per cent of
cervical cancers (or incipient cancers)
are correctly identified in testing; this
means that 30 per cent of cancers are
missed (about a hundred a year), he
explained, not that 30 per cent of tests
are wrong.
The HSE’s official line on the reliability of screening remains the
generic statement that it is “safe and
effective”, but has an (unspecified)
“margin of error”. Such blandishments
are paternalistic and dangerous; in an
untrusting age, this promotes unnec-

simply the outcome of this unique set
of circumstances, but it feels symptomatic of the age.
“At any given moment, there is an
orthodoxy, a body of ideas which it is
assumed that all right-thinking people
will accept without question,” wrote
George Orwell. “Anyone who challenges the prevailing orthodoxy finds
himself silenced with surprising effectiveness.”
The old orthodoxy was that women’s lives should take them from
dancing at the crossroads to rearing
children; that the individual and state
were answerable to the Church on
moral and social issues; and that public discourse was a polite affair domi-

- we all hum along to the same song.
Today, we have the “hive mind”:
the speed and anger of social media
trammels our thoughts and feelings
towards the same end, colonising
political debate and suffocating policy-making.
As Susan Mitchell writes elsewhere today, there remain significant
questions to be answered and policy
failings to be rectified in order for the
cervical cancer crisis to be redressed.
But there will remain outstanding
another aspect of the crisis: that of the
failure or inability of the political and
media spheres to address a difficult issue with rigour and balance. That may
return to haunt us.

FEAR. CONFUSION. PERSONAL TRAGEDIES
It is two weeks since the cervical
screening debacle came to light.
We examine the fallout and the
politics of the cervical cancer
crisis

Susan Mitchell
Health Editor

O

n Tuesday, Stephen
Teap told his wife
Irene’s story. Irene
was diagnosed with
cervical cancer in
2015 and died in
July 2017.
He received a call
from the HSE last Tuesday week when
he was informed his wife had been given

two inaccurate smear test results – one
in 2010 and another in 2013.
RTÉ aired an interview with Emma
Mhic Mhathúna on Thursday morning.
She was told in 2013 that her smear test
was clear, but it wasn’t. She was diagnosed with cervical cancer in 2016. Last
week, she was told that her cancer is
terminal.
“If my smear test was right in 2013,
I wouldn’t be where I am today. That’s
what makes it so heartbreaking. I’m dying while I don’t need to die,” she said.
These individual tragedies followed
the high-profile case of Vicky Phelan,
whose decision to refuse to sign a confidentiality agreement with the US lab
which misread her screen test triggered
the current cervical cancer crisis.
Given that at least 209 women were
provided with inaccurate smear results,
more tragic stories are likely to come
to public attention in the coming days
and weeks.
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On Thursday, Tony O’Brien, director-general of the HSE, appeared before
the Dáil’s Public Accounts Committee.
Damaging memos surfaced during the
afternoon session. For many, it beggared
belief that the HSE and the Department
of Health were only now admitting they
had received extensive briefing notes on
the controversial issue, that had been
enraging the public, as far back as 2016.
Previous claims that they knew nothing about the Vicky Phelan case began
to look Jesuitical. Why the continued
suppression of information?
The government began to worry it
was not being told the full story of this
omnishambles.
Pressure mounted.
By Thursday evening, Tony O’Brien,
director general of the HSE, had stepped
down, bringing the total number of resignations this crisis has elicited to three.

T

I’m dying
while I don’t
need to die

Dr. Tony Holohan Chief Medical
Officer of the Department of
Health and Children

Picture: RollingNews.ie

✽✽✽

he memos that were eventually made available by the HSE
on Thursday were described as
“devastating”, “damning” and
“smoking guns” by commentators.
Members of the Public Accounts Committee said they suggested that a strategy of containment and suppression of
information was at play in 2016 when
the health service was deciding what to
do with review information of women’s
cervical screen tests.
There were three iterations of this
memo, which was circulated on behalf
of the HSE’s national director of health
and wellbeing, Dr Stephanie O’Keeffe.
The first provided a detailed explanation around the clinical audit process. It was initiated to identify how
the screening programme could be improved. While it was not a “mandatory
requirement”, management and clinicians involved decided to press ahead.
“It can provide information to women
about why their cancers were not prevented and information on the effectiveness and limitations of screening,”
it stated.
Members of the Public Accounts Committee seized on three elements: the memo’s reference to the need to manage
adverse media reaction after women
were told about their inaccurate smear
test result.
At the end of the first of the three
memos, there was advice on the “next
steps” that stated:
● Pause all letters;
● Await advice of solicitors;
● Decide on the order and volume of
dispatch to mitigate any potential
risks;
● Continue to prepare reactive communications response for media headline
that ‘screening did not diagnose my
cancer’.
There was a strong emphasis on upholding public confidence in the benefits of the overall screening programme.
There was no reference to the women
themselves, or how they might feel.
The memo advised that the volume of
letters due to be dispatched “increased
the risk of an individual reacting to the
content if/when shared by their attending clinician”, Regina Doherty, Minister
for Social Protection, described aspects
of the memo as “disgusting”.
Speaking on RTÉ Radio, Doherty said
it was “very obvious” to her that those
behind the memo had no concern for
the 209 misdiagnosed women. Many
concluded that the memo itself showed
the health service was deliberately – and
at senior level – stifling open disclosure
to patients.
The fact that the memo stated that one
of the cytology laboratory providers had
sought legal advice into the right of the
screening programme to communicate
audit outcomes received little attention.
“The programme is liaising with the
legal team on this. This is not an impediment to moving forward with formal
communication of audit outcomes,” it
stated. “The legals were not about or
against patients, but concerning the
lab’s contract. It has to be done right so

In a rapid review of international literature, England was the only country
where a clear published policy position
in this regard was found. However, recent
evidence of less than optimal implementation of this disclosure policy was
apparent,” he said.
In other words, Britain appears to be
the only European country that does
actually have a clear published policy
around telling patients – and even then
it is not very well adhered to.
Doctors in Ireland were, quite clearly,
far from alone in failing to tell their patients about mistakes in their screening
history. Interestingly, studies from Britain show that when women were asked
whether they wanted to find out about a
review of their previous scan, about 40
per cent declined.
The difference in Ireland, of course,
is that most were not given that choice.

What is the truth
behind some of last
week’s claims?

✽✽✽

That the failure to tell women who had already
received a cancer diagnosis about their previous
screening history had a material effect on their
treatment
FALSE
The initial false negative result certainly did result
in delays in diagnosing women with cervical cancer.
This in turn led to delays in initiating treatment.
Those delays were fatal for some women. However,
screening history plays no part whatsoever in determining the type of treatment a woman with cervical
cancer should receive. Informing the women, or
their doctors, about previous false negative results
would not have had any impact on the way in which
doctors decided to treat the cancer. Many have,
however, been outraged at the failure to disclose the
information to the women affected.

O
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Emma Mhic Mhathúna who discovered last week that she had terminal cancer

Vicky Phelan outside the High Court with her husband Pat

Tony O’Brien, former director general of the HSE

that the indemnity was available for any
patient who might subsequently need
it,” said one source who received the
memo at the time.
The memo said 56 letters had been issued and that a further 200 letters would
issue in July/August.
Another part of the memo also raised
concerns: “There is always the risk that
in communicating individual case reports to clinicians of an individual patient
reacting by contacting the media if they
feel that ‘screening did not diagnose my
cancer’. This is a risk inherent in having
a clinical audit process as part of the national programme . . . The volume element of letters increases the risk of an
individual reacting to the content if/when
shared by their attending clinician.”
What was the word ‘if’ doing in there
given the pronouncements from various health ministers that the HSE was
embracing a policy of open disclosure,
where patients are told about adverse
incidents that affected their health?

rate at the different labs.
Late last week, the Taoiseach sought
to distinguish between negligent mistakes and unavoidable mistakes. Some
will occur because of the limitations of
screening itself, while others will occur
because of human negligence.
An article in the prestigious Lancet
journal also highlighted “a crucial distinction between unavoidable false-negative smears, which are an innate part of
the programme, and ones that result from
negligent practice. This distinction is further complicated by lawyers who propagate the mistaken belief that cervical
screening has a zero error standard and
that any error is therefore negligence”.
At this point we do not know how
many of the 209 false-negative cases resulted from negligent practice. The scoping inquiry being led by Dr Gabriel Scally
will attempt to establish these facts.
We also do not know exactly why doctors themselves did not tell their own
patients about previous screening errors.
The guidelines that were eventually
produced by CervicalCheck were loose
and left some of the decisions up to treating clinicians.
Various theories have been posited, but
again we do not actually have the answer.
Last week, the chief medical officer Dr
Tony Holohan outlined cervical screening practice in other countries. “A survey
of EU and EFTA countries published in
the European Journal of Cancer described
programme organisation, quality assurance (QA), monitoring and evaluation of
cervical screening programmes.

O

✽✽✽

n Friday, the government announced the approval of financial assistance for the 209
women, whose initial cervical
screen tests failed to detect abnormalities.
At a press conference held in government buildings, Taoiseach Leo Varadkar
said all outstanding legal actions would
be “dealt with sensitively using mediation where possible”.
During the week, it emerged that a

further nine women were taking legal
actions over inaccurate smear test results.
These are separate to the case of Vicky
Phelan, who settled her High Court case
with a laboratory in the United States for
€2.5 million last month.
An international expert panel, led by
the Royal College of Obstetricians and
Gynaecologists, and the British Society
for Coloscopy and Cervical Pathology,
will review the results of screening tests
of all women who have developed cervical cancer over the past ten years.
Dr Gabriel Scally has been appointed
to investigate what went wrong in the
CervicalCheck debacle. Scally is president of the Epidemiology and Public
Health section of the Royal Society of
Medicine in Britain.
A redress scheme has been promised.
A Commission of Investigation is likely.
We are now more than two weeks into
this crisis, yet the health service and the
government are still unable to provide
real reassurance around the quality of
the laboratories we were, and are using,
overseas.
This is key. There were warnings about
the decision to outsource cervical screen
testing back in 2008. The strong suggestion was that we had sacrificed standards
and quality for money.
The state’s chief medical officer – and
others – have sought to reassure the public that there was no problem with the
quality of the screening programme itself
and that all of the labs used are accredited
and must operate to stringent standards.
We do not, however, know the error

Tony Holohan, chief medical officer at
the Department of Health

“Twenty-nine countries responded
and the results showed that organised
efforts for QA, monitoring and evaluation
were carried out to a differing extent and
were not standardised across countries.
Nineteen, including Ireland, implement
national population-based screening,”
Holohan said.
“Although cervical cancer case audits
are a recommended aspect of programme
evaluation and monitoring, audit activities only occur in 12 programmes, including Ireland. Seven of these, including
Ireland, use the audit findings, mostly
for programme improvement, lab QA,
and education and training. Disclosure
of clinical audit findings does not appear
to be a prominent practice in cervical
screening programmes internationally.

fficials from the Department
of Health and the HSE were
hauled before various committees in the Dáil last week
to explain what had led to the current
debacle.
Politicians lamented the failure to
disclose information while actively
perpetuating misleading information
themselves.
Sinn Féin leader Mary Lou McDonald
said “women’s lives were put in jeopardy
by the HSE withholding information on
false negative smears”. To many, this
implied that doctors had deliberately
delayed diagnosing and treating women
with cervical cancer.
“This is simply untrue. Please stop
scaremongering. The audit commenced
after the cancers were diagnosed. No
diagnosis was withheld. No treatment
was withheld,” consultant obstetrician
Dr Noirin Russell replied, in a message
directed to McDonald.
“The diagnosis was already known
when the audit commenced. That is
why it was called a look back,” wrote
Dr Cliona Murphy, incoming chair of
the Institute of Obstetricians and Gynaecologists.
McDonald appeared immune to the
medical facts. In another missive, she
stated that withholding the results of
reviews, which were only initiated after
the women concerned had started treatment, might have had a material affect
on the treatment provided.
Obviously earlier intervention at the
time of the initial false negative smear
could have changed the outcome in some
women, but all medical experts contacted categorically rejected McDonald’s
claim.
“Management depends on the stage
(how far advanced) the disease is at diagnosis,” said Michael Quinn, a world-renowned expert and president of the International Gynaecologic Cancer Society.
“It is clear that early disclosure would not
have altered the management.”
Dr Robert O’Connor, head of research
with the Irish Cancer Society Society, said
diagnostic scans and procedures were
used to identify the extent and stage of
the cancer. “Since treatment will follow accepted international practice for
the diagnosis made, previous screening history will have no impact on that
treatment as screening findings are not
diagnostic,” O’Connor said.
One week earlier, Sinn Féin health
spokesperson Louise O’Reilly had stated:
“The state knew that women had cancer
and didn’t tell them . . . how paternalistic,
patronising and disgusting that is.”
Once again, this was inaccurate.
O’Reilly subsequently deleted her comment on social media.
But Sinn Féin was not alone. Far from it.
Inaccuracies seemed to transcend party
boundaries. This has fuelled a certain
level of public panic.
Consultant gynaecological oncologist
Professor Donal Brennan responded to
some of the heated exchanges in the
Dáil and on the airwaves by saying that
politicians needed “to move away from
emotional scaremongering”.

That doctors/the HSE knew women had cervical
cancer, but failed to tell them
FALSE
Reviews of the smear history of women were initiated after they were diagnosed with cervical cancer.
It was only then that CervicalCheck (the national
screening programme) became aware that some
women (we now know that there were at least 209)
had received false negative tests.
That doctors and the HSE kept information
relating to these false negative tests from women
TRUE
Most of the women affected were not informed.

That the decision to outsource many smear tests
to the US or the private sector from 2008 onwards
was the wrong decision
UNCLEAR
There was extensive criticism of this at the time. The
HSE has claimed those criticisms were comprehensively addressed. As yet, we do not know whether
some labs were providing more accurate results than
others. This will be examined in the scoping inquiry
established by Minister for Health Simon Harris.
That the number of inaccurate smear tests being
reported by our national screening programme
was unacceptably high
UNCLEAR
As of yet, we do not have data showing the error
rates at individual laboratories. This will be key to
determining the quality of the screening service.
It is, unfortunately, a reality that some abnormalities will be missed in screening. Screening is not
infallible. A prestigious Cochrane review (considered
the gold standard in medicine) into studies of smear
tests from around the world reported that, for
every 1,000 women screened, around 20 will have
pre-cancerous changes. The review concluded that
the test will identify 12 of the women, but will miss
eight.
That CervicalCheck has cost more lives than it has
saved
FALSE
The incidence of cervical cancer has dropped by
7 per cent every year since the national screening
programme was introduced. According to the Irish
Cancer Society, in its first eight years the national
cervical screening programme “has led to the identification of 1,300 cancers and 50,000 high-grade
[high-risk] and 37,000 low-grade pre-cancerous
cells”.
That the previous government might have
stopped this debacle from happening if it had
introduced mandatory open disclosure
POSSIBLY
The failure to proceed with this left a vacuum. Doctors and the system did not adhere to the policy of
open disclosure and inform women about previous
false negative tests.
Susan Mitchell

Brennan said that “a constructive opposition should work towards constructive solutions”. He encouraged politicians
to implement primary HPV screening,
which is more accurate at detecting
cervical abnormalities than the current
smear test. He said politicians needed to
introduce a gender-neutral vaccination
against HPV and fund a programme for
mandatory open disclosure.

