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Decision Summary 

Decision Required: Approve Phase 1 funding of €350,000 for the National MoW 
Baseline Audit — the discovery and de-risking phase that establishes the evidence 
base for all subsequent investment decisions. 

 

Why Now: The HSE allocates €8.25 million annually to 319 independent MoW providers with 
no standardised data on service coverage, client outcomes, or provider operational status. 
This represents an unquantified governance and liability exposure. CSO data shows food 
inflation at 4.0% in 2025, eroding the allocation’s purchasing power. The 2026 Iran war and 
closure of the Strait of Hormuz — described by IEA Executive Director Fatih Birol as the 
“greatest global energy security challenge in history” (Financial Times, March 2026) — has 
driven energy prices up 12.3% year-on-year in March 2026 (CSO HICP flash estimate), with 
diesel rising from €1.70 to over €2.10 per litre (national average per European Commission 
Oil Bulletin, 6 April 2026) and nationwide fuel protests leaving over a third of Irish fuel 
stations dry. MoW providers’ cooking, heating, and delivery operations are fully exposed to 
this volatility. Clients — elderly people on fixed pensions — already bear up to 71% of the 
meal cost (typically €5–€7 per meal, €35–€49 per week). Without structural cost reduction 
and energy independence, the HSE faces a cycle of reactive emergency supplements or 
service collapse. The programme’s energy transition (Phase 6) directly hedges this 
exposure: solar PV investment reduces the energy component of provider costs from 15% to 
7% of subvention, permanently insulating the HSE and the Minister from future political 
fallout from fossil fuel price spikes. 

 

The Proposal: A €10.1 million stage-gated partnership programme between the HSE and 
IRL delivering capital investment (net €8.35 million after €1.75 million SEAI co-funding) over 
four years delivering: a national baseline audit; CRM and coordination dashboard; volunteer 
recruitment; kitchen capital upgrades with regional hub kitchens; and a solar PV and 
decarbonisation programme. All capital release after Phase 1 is gated on HSE review and 
approval of preceding deliverables. The programme transitions to a €400,000 annual 
coordination model — less than 30% of the €1.4 million cost of the HSE replicating the 
function across 20 IHAs internally. 

 

What Happens If Not Approved: The three-scenario financial model demonstrates a 
cumulative true cost to the State exceeding €130 million over ten years under the Standstill 
scenario (no investment). The cost per meal rises. Coverage gaps widen. Hidden healthcare 
costs from unserved populations accumulate on acute hospital and Fair Deal budget lines. 
The HSE’s €8.25 million investment remains without standardised national audit or 
reconciliation. 

 

Irish Rural Link’s Credentials: IRL is the national coordination body for the MoW network, 
established in 2015 under IRL’s umbrella. IRL’s delivery track record includes: coordination 
of the €25 million Breeding Waders EIP, one of the largest European Innovation Partnership 
projects in Ireland, demonstrating capacity for large-scale programme delivery with GIS 
mapping, national field teams, multi-stakeholder coordination, and EU-level reporting; 
management of CAP Network Ireland, the national knowledge-exchange network for CAP 



 

 

implementation; partnership in the FarmPEAT EIP (Farm Payments for Ecological and 
Agricultural Transitions), a results-based peatland conservation scheme involving national 
field teams and farmer engagement across the midlands; direct experience of Sustainable 
Energy Community (SEC) development and renewable energy project delivery; and specific 
ministerial acknowledgment by Minister O’Donnell in February 2026 for its valuable work 
supporting the MoW network. IRL operates as a programme coordinator and delivery partner 
— not a system owner or exclusive provider. IRL is not a new entrant requesting a mandate; 
it is the existing mandated body requesting the tools to fulfil a mandate it already holds. 
Phase 1 is shovel-ready: IRL can deploy field teams within four weeks of HSE sign-off. 
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1. Executive Summary 

Irish Rural Link (IRL) proposes a €10.1 million transformation and capacity building 
partnership with the HSE to permanently reduce the cost of delivering Meals on Wheels 
services across the national network, eliminate a significant unquantified liability on the 
HSE’s balance sheet, and transform an €8.25 million annual grant — not currently subject to 
standardised national audit — into a fully measurable, data-driven public health intervention. 

 

The programme is structured as stage-gated Capital Expenditure designed to permanently 
decouple the MoW network from volatile fossil fuel markets and retail food inflation. The 
urgency of this decoupling has been underscored by the 2026 Iran war, which closed the 
Strait of Hormuz, drove dated Brent crude above $120 per barrel, and triggered the April 
2026 Irish fuel protests that left over 600 fuel stations dry (Fuels for Ireland) and disrupted 
emergency services nationwide. It is not a request for additional operational funding; it is a 
one-time infrastructure investment that flattens the subvention curve, stabilises provider 
economics, and delivers a measurable return. The three-scenario financial model 
demonstrates that doing nothing is not a zero-cost option: without capital investment, the 
true cost to the State of maintaining the current service level exceeds €130 million 
cumulatively over ten years through combined subvention increases and hidden healthcare 
costs transferred to acute and residential care budgets. 

 

The programme delivers: a comprehensive national baseline audit converting the HSE’s 
€8.25 million allocation from a grant with limited reporting visibility into an auditable, 
reconcilable data asset; a CRM system enabling real-time tracking of every client referral, 
meal delivery, welfare check, and provider cost; a national coordination dashboard giving the 
HSE operational visibility it currently lacks entirely; an energy transition programme 
leveraging €1.75 million in SEAI co-funding to deliver a 2.7-year payback on solar PV 
investment; federated IPB Insurance and national staple purchasing contracts eliminating 
319 separate procurement and liability arrangements; and a 500-person Medically Tailored 
Meal pilot generating the Irish-specific clinical data required for statutory recognition. 

 

Capital release is gated: Phase 1 (€350,000) is the discovery and de-risking phase, the 
results of which define the parameters for all subsequent capital release. Phases 2–6 
capital is drawn down only after HSE review and acceptance of Phase 1 deliverables. 
The Minister and the HSE retain decision authority at every stage. 

 

The programme aligns directly with the HSE’s 2026 National Service Plan priorities. The 
National Coordination Dashboard will provide granular data at Integrated Health Area (IHA) 
level, enabling the 20 new IHAs to use MoW data for population-based service planning 
under Sláintecare. The 500-person Medically Tailored Meal pilot integrates with existing 
HSE Chronic Disease Management pathways for diabetes and heart failure. And MoW 
functions as the nutritional spine protecting the HSE’s 26.7 million home support hours 
investment — every client readmitted to hospital due to malnutrition represents wasted home 
support hours that the MoW service would have prevented. 

 

International Social Return on Investment (SROI) studies in comparable community care 
programmes, including analyses published under the Rethink Ireland and Pobal evaluation 



 

 

frameworks, suggest multipliers in the range of €8–€12 per €1 invested, capturing loneliness 
reduction, volunteer wellbeing, carer respite, and preventative health outcomes. While this 
multiplier has not yet been validated in the specific Irish MoW context, the programme’s 
CRM and data infrastructure would enable IRL to commission a formal SROI analysis for the 
first time, producing a verified social value figure that the HSE can report against its Healthy 
Communities mandate. Validation of the Irish MoW SROI multiplier is included as a specific 
deliverable of the Phase 3 longitudinal evaluation (Output 3.9), ensuring it moves from 
theoretical claim to auditable evidence within the programme period. At the HSE’s current 
€8.25 million allocation, even a conservative multiplier implies substantial social return that is 
currently invisible because no measurement infrastructure exists. 

2. The Case to the HSE: Governance, Liability, and 
the Cost of Inaction 

The HSE funds the Meals on Wheels network. The current system limits the HSE’s 
ability to consistently audit and reconcile outcomes at national level. 

 

In February 2026, the Tánaiste and Minister of State O’Donnell announced an €8.25 million 
allocation for Meals on Wheels — a 175% increase since 2022. That funding trajectory 
demonstrates political commitment. But the HSE has no mechanism to reconcile this 
investment against measurable outcomes. It cannot verify how many clients are served, 
whether referral pathways function, whether welfare checks are conducted, or whether the 
€8.25 million reaches the communities that need it most. The MoW allocation is, from an 
audit perspective, a grant disbursed to 319 independent entities with no standardised 
reporting, no data infrastructure, and no operational visibility. 

 

This is not an abstract governance concern. It represents an unquantified liability. The 
network serves the State’s most vulnerable citizens — elderly people living alone in isolated 
locations, dependent on the service for their primary nutrition and their only daily welfare 
contact. IRL and the network have achieved remarkable results with severely limited 
resources — building the network from scratch to 319 providers, securing funding increases 
from over €3 million to €8.25 million, and maintaining service continuity through COVID-19 
and the current energy crisis. But this has been achieved on a coordination budget of just 
€90,000 per year, with no data infrastructure, no CRM, no coverage map, and no 
contingency capability. One serious adverse event during a storm, one food safety incident 
from a non-HACCP-compliant kitchen, or one ministerial question about coverage gaps 
would expose the gap between what the network has accomplished through goodwill and 
what it needs to operate at the standard the HSE’s €8.25 million investment requires. The 
financial model demonstrates that even without an adverse event, doing nothing carries a 
cumulative cost to the State exceeding €130 million over ten years through inflationary 
subvention increases and healthcare costs generated by unserved populations. 

 

The programme proposed here converts the HSE’s €8.25 million annual allocation from a 
grant with limited national audit visibility into a fully measurable investment. Every meal, 
every referral, every welfare check, every provider’s operational status — visible on a single 
dashboard, reconcilable against the Section 39 allocation, and reportable to the Department 
of Health in standardised format at IHA level. This represents the minimum standard of 
financial governance the HSE should expect for a €8.25 million annual programme. 



 

 

 

The programme also functions as a force multiplier for the HSE’s home support investment. 
The 2026 National Service Plan commits 26.7 million home support hours to enable older 
people to live at home. Every MoW client who is readmitted to hospital due to malnutrition 
represents a failure not only of the MoW service but of the home support hours already 
invested in keeping that person at home. MoW is the nutritional spine that protects the home 
care investment: without adequate nutrition, home support hours are wasted on clients 
whose health deteriorates preventably. The CRM data will, for the first time, enable the HSE 
to quantify this relationship and demonstrate the return on its combined community care 
investment. 

 

Finally, the Charities (Amendment) Act 2024 has introduced stricter governance 
requirements for charitable organisations. The Phase 1 baseline audit functions as a Section 
39 Compliance Shield, ensuring all approximately 319 providers (to be confirmed in Phase 1 
baseline audit) are assessed against the Charities Regulator Governance Code and the 
enhanced requirements introduced by the Charities (Amendment) Act 2024, including the 
strengthened reporting obligations, governance standards, and the Charities Regulator’s 
expanded powers to set strict compliance deadlines and intervene where a charity lacks 
effective management. For small, volunteer-led MoW providers, the programme’s digital 
infrastructure is the only scalable means of meeting these new statutory governance 
standards without individual provider failure. This shields the HSE from the reputational and 
regulatory risk of a local provider governance failure — a risk that is currently unquantified 
because no systematic assessment has been conducted. 

3. Current Baseline: €90,000 Per Annum 

The current HSE coordination allocation of €90,000 per annum funds the following capability: 

 

Function Current (€90k p.a.) Required (€400k p.a.) 

Network Coordination Manager Partial (absorbed by CEO) 1.0 FTE dedicated 

Data and Systems Officer None 1.0 FTE 

Policy and Research Officer None 1.0 FTE 

Provider Support and Training None 0.5 FTE 

CRM / Software Licensing (319 
sites) 

None €90,000 p.a. 

Dashboard and GIS Hosting None €15,000 p.a. 

Volunteer Recruitment 
Coordination 

None Integrated into operations 

Data Governance and GDPR None €10,000 p.a. 

Client Referral Tracking None — no visibility Full digital pathway 

Coverage Monitoring (51,000+ 
townlands) 

None — unknown Live GIS map 

Contingency Response Capability Ad hoc phone calls Real-time digital system 

HSE Reporting Manual, reactive Automated, standardised 



 

 

National MoW Annual Report Anecdotal Data-driven, published 

Preventative Health Evidence Unquantifiable Measurable and reported 

 

The “None” entries in the table above represent gaps in the HSE’s current national visibility. 
Each is a question the HSE cannot yet answer about its Section 39 network. The 
programme eliminates every one of them. 

4. Programme Structure and Investment Summary 

The programme comprises six phases over four years, constituting the most significant 
transformation of the MoW network since its establishment. Phases 1–4 build the data 
infrastructure, CRM, and volunteer capacity. Phases 5–6 invest in the physical kitchen 
infrastructure and energy transition that enable service expansion to 4 million meals per year 
while stabilising Section 39 provider costs. All programme costs include IRL’s management, 
coordination, governance, and advocacy functions as an integral component of each line 
item. 

 

The programme is structured with formal capital release gates. Phase 1 (audit) is the 
discovery and de-risking phase: it establishes the baseline evidence that defines the 
parameters, specifications, and targeting for all subsequent capital investment. All 
subsequent phases are conditional on the HSE’s formal review and acceptance of the 
preceding phase’s deliverables. Phase 2 (CRM pilot) commences only after the Phase 1 
CRM specification is complete. Phases 3–6 capital is drawn down only after the HSE 
reviews the Phase 1 audit data and the Phase 2 pilot evaluation. This ensures every euro of 
capital investment is evidence-led and that the HSE retains oversight at each decision point. 

 

Programme funding would be administered through the HSE under a formal funding 
agreement with IRL as the designated delivery partner. IRL draws down approved funding 
against verified deliverables and expenditure, subject to standard HSE financial controls, 
audit requirements, and Comptroller and Auditor General oversight. This structure ensures 
the HSE retains financial control while IRL provides the operational coordination and network 
management capacity the programme requires. The governance model is: HSE provides 
strategic direction and financial oversight; IRL coordinates programme delivery across the 
provider network; individual providers deliver the meal service to clients. Accountability is 
clear at each level. All programme budgets are stated exclusive of VAT. Most Section 39 
community providers are not VAT-registered and cannot recover VAT on capital expenditure; 
VAT at the prevailing rate will be an additional cost borne by the programme where 
applicable. The Phase 1 audit will include a VAT recovery status assessment for each 
provider to identify any sites where partial VAT recovery may be available on capital works 
under Phases 5 and 6, and to establish the correct VAT treatment for SEAI co-funded 
installations. 

 

Phase Investment (€) 

Phase 1: National Baseline Audit 350,000 

Phase 2: CRM Pilot (25 providers) 250,000 

Phase 3: National CRM Rollout 1,700,000 



 

 

Phase 4: National Volunteer Management Infrastructure 300,000 

Phase 5: Capital Upgrade Programme 4,000,000 

Phase 6: Energy Transition Programme (SEC/REC) 3,500,000 

TOTAL PROGRAMME 10,100,000 

4.1 Four-Year Annual Funding Profile 

 Year 1 Year 2 Year 3 Year 4+ Total 

Phase 1: Baseline 
Audit 

350,000 — — — 350,000 

Phase 2: CRM Pilot 125,000 125,000 — — 250,000 

Phase 3: National 
Rollout 

— 650,000 1,050,000 — 1,700,000 

Phase 4: Volunteer 
Infrastructure 

— 100,000 200,000 — 300,000 

Phase 5: Capital 
Upgrades 

— 1,000,000 2,000,000 1,000,000 4,000,000 

Phase 6: Energy 
Transition 

— 500,000 1,500,000 1,500,000 3,500,000 

Total Programme 475,000 2,375,000 4,750,000 2,500,000 10,100,000 

      

Recurrent 
Coordination 

— — — 400,000 
400,000 

p.a. 

 

Year 1 (€475,000): Full national audit completed by Month 8, producing CRM specification, 
HACCP assessment, hub kitchen feasibility study, and coverage gap analysis. CRM pilot 
launches in Month 9 once the technical specification is finalised, ensuring the pilot is 
evidence-led rather than running ahead of the audit findings. Capital release for subsequent 
phases gated on HSE review of Phase 1 audit data. 

Year 2 (€2,375,000): CRM pilot completed; national CRM rollout commences. Capital 
upgrade programme launches in priority kitchens identified by audit. Energy transition 
programme commences with first tranche of solar PV installations on BER-assessed sites. 
Volunteer recruitment begins in coverage gap areas. 

Year 3 (€4,750,000): National CRM rollout completes. Capital upgrade programme reaches 
peak delivery across 150+ kitchens. Solar PV and energy efficiency installations scaled 
nationally. Service expansion accelerates towards 4 million meal target. Collective 
procurement enabled by CRM supply chain data. Full dashboard operational. 

Year 4 (€2,500,000): Capital and energy programmes complete final tranches. Service 
stabilisation achieved. Longitudinal evaluation and health economics analysis. Transition to 
recurrent coordination model negotiated. 4 million meal target reached. 

Year 5 onwards (€400,000 p.a.): Recurrent coordination replacing the current €90,000 
allocation, funded by evidence generated through the programme. 

 



 

 

5. Phase 1: National Baseline Audit (€350,000) 

Duration: 8 months (Year 1) 

Budget: €350,000 (non-recurring professional services: national field audit, technical 
procurement specification, and HACCP compliance assessment) 

 

A comprehensive national field assessment of all providers across the network. Every site 
visited by trained field teams including registered BER assessors and HACCP compliance 
auditors. The audit establishes the complete national baseline, produces the technical 
specification for the CRM system including client onboarding and monitoring protocols, 
assesses HACCP compliance at every kitchen, and provides the evidence base for targeted 
volunteer recruitment, kitchen amalgamation, and regional hub development. 

5.1 Budget Breakdown 

Cost Item Detail Cost (€) 

Field Teams and Programme 
Coordination 

4 field staff supplemented by trained 
county champion providers from the 
existing network, programme manager, 
data coordinator, provider liaison; 4 
months national fieldwork including 
scheduling across 319 sites. County 
champions provide local knowledge, 
provider relationships, and scheduling 
access that would otherwise require 
significantly more field staff and time 

92,000 

Vehicles, Travel and Subsistence 
2 vehicles, fuel, insurance, 
accommodation and meals for field 
teams, 4 months 

34,000 

BER Assessments 

Registered BER assessors, 319 sites @ 
€280 average including analysis and 
reporting. Note: current national BER 
assessment waiting lists of up to 18 
months will be mitigated through 
programme-specific procurement of a 
dedicated BER assessor panel under a 
single framework contract, ensuring all 
319 assessments are completed within 
the 8-month Phase 1 timeline 

90,000 

HACCP Compliance Audit 

Food safety assessment at each 
provider: HACCP documentation, 
temperature controls, allergen 
management, traceability, cleaning 
schedules, supplier verification. Builds 
on the generic food safety workshops 
already delivered to providers through 
NMOWN conferences, extending from 
awareness to site-specific compliance 
assessment 

35,000 



 

 

GIS and Spatial Analysis 

Building on the existing NMOWN/IRL 
interactive provider map (operational 
nationally), this phase extends to full 
townland-level coverage mapping 
against 51,000+ townlands, 
demographic overlay, gap analysis, and 
regional hub location modelling 

28,000 

Field Equipment and Hardware 
Tablets for field data capture, survey 
software, measurement and food safety 
testing equipment 

14,000 

Data Processing and Analysis 
Data entry, cleaning, statistical analysis, 
database build, quality assurance and 
validation 

20,000 

Report and Specification 
Production 

Audit report, CRM and client monitoring 
specification, HACCP remediation plan, 
hub feasibility study, hardware 
specification, HSE executive summary 

22,000 

External Technical Review 
Independent validation of methodology, 
findings, and specifications 

15,000 

PHASE 1 TOTAL  350,000 

5.2 Expected Outputs 

Ref Output / Deliverable Deadline 

1.1 

National Provider Database: Building on operational 
data already gathered through NMOWN provider 
surveys (approximately 25% response rate to date), 
the audit completes a standardised profile of all 
providers across the network — capacity, staffing, 
governance, IT systems, operational status 

Month 5 

1.2 
BER Certificate Register: Energy performance 
rating for every provider facility 

Month 6 

1.3 

National Coverage Map: GIS map of MoW coverage 
against 51,000+ townlands overlaid with over-65 
population, single-person households, deprivation 
indices. This deliverable directly fulfils Minister 
O’Donnell’s request for a national heat map of MoW 
coverage, which the network has been unable to 
produce within existing resources 

Month 6 

1.4 

Coverage Gap Analysis: Formalising and extending 
the gap records already maintained informally by 
the NMOWN through provider enquiries and 
operational data, this output delivers a 
comprehensive ranking of unserved townlands by 
demographic vulnerability — targeting data for 
volunteer recruitment programme 

Month 6 

1.5 
Client Referral Pathway Audit: Referral processes 
documented across all providers, variation and 
failure points identified 

Month 5 



 

 

1.6 
Supply Chain Assessment: Aggregate daily 
ingredient requirements, procurement methods, 
local sourcing potential 

Month 5 

1.7 

Contingency Readiness Assessment: Building on 
IRL’s existing basic Weather Ready Plan (already 
distributed to providers), this output extends to a 
comprehensive provider-level business continuity 
assessment covering backup power, frozen 
reserves, isolated client mapping, fuel reserves, and 
emergency contact protocols across all providers 

Month 5 

1.8 
Emergency Infrastructure Map: Identification of 
community spaces requiring backup generators and 
emergency fuel tank installations for crisis resilience 

Month 6 

1.9 

Regional Coordination Hub Analysis: Identification 
of optimal locations for regional hub kitchens to 
serve as coordination points, cooking centres, and 
emergency reserves across the network 

Month 6 

1.10 

Kitchen Amalgamation Assessment: Building on 
existing provider-level discussions around resource 
sharing (some providers are already sharing 
storage space and exploring collaboration toolkits), 
this output provides a formal analysis of potential 
cost savings through consolidation of small, 
inefficient kitchens into shared regional facilities with 
FSAI-compliant production capacity 

Month 7 

1.11 
Volunteer Capacity Assessment: Current volunteer 
numbers, age profile, turnover, recruitment 
challenges, Garda vetting status per provider 

Month 5 

1.12 
CRM Specification: Technical requirements for 
network-wide client management system and 
national coordination dashboard 

Month 7 

1.13 
Software Procurement Specification: Tender-ready 
specification for commercial CRM platform 

Month 7 

1.14 
National Audit Report: Comprehensive findings with 
HSE executive summary 

Month 8 

1.15 

Section 39 Governance Compliance Assessment: 
All the provider network assessed against the 
Charities Regulator Governance Code and Charities 
(Amendment) Act 2024 requirements, identifying 
compliance gaps and remediation requirements 

Month 7 

 



 

 

6. Phase 2: CRM Pilot — 25 Providers (€250,000) 

Duration: 12 months (commencing Month 9 of Year 1, following completion of Phase 1 
CRM Specification) 

Budget: €250,000 

 

Deployment of the selected CRM platform to 25 providers representing the full diversity of 
the network. The pilot validates the system in the Irish Section 39 context, tests the digital 
client onboarding and welfare monitoring pathway, and produces the training methodology 
and rollout specification for Phase 3. Each pilot provider is equipped with driver tablets, 
kitchen workstations, and — where applicable — on-board delivery vehicle systems for route 
tracking, delivery confirmation, and real-time welfare check recording. 

 

The CRM implements a standardised client journey: referral received (from PHN, GP, HSE 
community care, self-referral, or family); assessment and dietary requirements captured; 
client entered into the system with medical vulnerability flags, allergen profile, and contact 
details; meal plan assigned; delivery route allocated; welfare check protocol activated. Every 
interaction is recorded. Every welfare concern flagged by a driver triggers a defined 
escalation pathway. Every missed delivery generates an alert. The system ensures no client 
enters the network without being properly assessed and no client’s welfare goes 
unmonitored. 

 

The 25 pilot providers are selected to ensure representativeness across: geographic spread 
(all four provinces, urban/peri-urban/deep rural), provider scale (high-volume to small-scale), 
governance model, staffing model (paid staff, volunteer-led, mixed), IT readiness (paper-
based to existing digital), and building type. 

6.1 Budget Breakdown 

Cost Item Detail Cost (€) 

CRM Licensing and Configuration 
(25 sites) 

Annual licence fees, client onboarding 
module, welfare monitoring, referral 
tracking, HACCP temperature logging 

42,000 

Driver Tablets and Software 

Ruggedised tablets for 75+ 
drivers/volunteers; delivery confirmation 
app, welfare check recording, GPS, 
concern escalation 

28,000 

Kitchen Workstations 

Touchscreen workstations for kitchen 
managers: meal planning, dietary 
management, stock control, HACCP 
records 

15,000 

On-Board Vehicle Systems 
GPS tracking, route optimisation, 
temperature monitoring for food-safe 
delivery, mileage recording 

18,000 

Network Dashboard 
Development 

Central coordination dashboard 
aggregating pilot data: client status, 

38,000 



 

 

meal volumes, welfare alerts, provider 
operational status 

Training Programme 
On-site training for 25 provider teams on 
CRM, tablets, client onboarding, welfare 
protocols; train-the-trainer programme 

24,000 

Client Data Migration and 
Onboarding 

Setup, configuration, migration of 
existing client records, initial client 
profiling and dietary assessment data 
entry 

18,000 

Connectivity Solutions 
Mobile data plans for tablets, broadband 
solutions for sites with poor coverage, 
secure VPN for data transmission 

15,000 

Technical Support and Helpdesk 
12-month helpdesk, troubleshooting, 
software updates, hardware replacement 

22,000 

Pilot Evaluation 

Independent evaluation of system 
performance, user adoption, client 
monitoring outcomes, HACCP 
compliance impact, scalability 

18,000 

Programme Management and 
Governance 

Pilot coordinator, provider liaison, data 
quality oversight, HSE reporting, 
steering group 

12,000 

PHASE 2 TOTAL  250,000 

6.2 Expected Outputs 

Ref Output / Deliverable Deadline 

2.1 
Validated CRM Platform: Confirmed system proven 
in Irish Section 39 volunteer-led and paid-staff 
contexts 

Month 6 of Phase 2 

2.2 
Live Network Dashboard (Pilot): Central view 
showing real-time data from 25 providers — clients, 
referrals, meals, welfare checks, delivery routes 

Month 6 of Phase 2 

2.3 
Standardised Digital Referral Pathway: Tested 
PHN/GP/HSE-to-provider referral with tracked 
outcomes 

Month 9 of Phase 2 

2.4 
Welfare Check Data System: Standardised digital 
recording and escalation for driver concerns 

Month 6 of Phase 2 

2.5 
Aggregate Supply Chain Data: First national view of 
daily ingredient requirements from 25 providers 

Month 9 of Phase 2 

2.6 
Contingency Module (Pilot): Tested emergency 
response protocol with real-time status 

Month 9 of Phase 2 

2.7 
Training Toolkit: Proven onboarding methodology 
scalable to the provider network 

Month 10 of Phase 2 

2.8 
Pilot Evaluation Report: Independent assessment 
with rollout recommendations for HSE 

Month 12 of Phase 2 

2.9 
National Rollout Specification: Costed 
implementation plan for Phase 3 

Month 12 of Phase 2 



 

 

2.10 
25 Champion Providers: Trained teams as peer 
supports for national rollout 

Month 12 of Phase 2 

 



 

 

7. Phase 3: National CRM Rollout — 319 Providers 
(€1,700,000) 

Duration: 30 months (Years 2–3) 

Budget: €1,700,000 

 

Full deployment of the CRM platform across all providers across the network in four tranches 
of approximately 75 providers, using the 25 pilot champions as regional peer supports. 
Completion of the national coordination dashboard with full HSE reporting capability. 

7.1 Budget Breakdown 

Cost Item Detail Cost (€) 

CRM Licensing (319 sites) 

Annual licence fees including client 
monitoring, HACCP logging, welfare 
tracking modules; volume pricing, 30-
month programme 

340,000 

Driver Tablets and Delivery 
Hardware 

Ruggedised tablets for all 
drivers/volunteers: delivery confirmation, 
welfare checks, GPS, concern 
escalation; on-board vehicle temperature 
monitoring and route tracking 

220,000 

Kitchen Workstations and 
Equipment 

Touchscreen workstations for kitchen 
managers: meal planning, dietary 
management, stock control, HACCP 
temperature logging, client records 

120,000 

National Dashboard (Full Build) 

Scale to the provider network: HSE 
automated reporting, public coverage 
map, welfare alert aggregation, supply 
chain analytics, emergency status 
module 

180,000 

Training and Onboarding 

4 tranches of ~75 providers; regional 
sessions covering CRM, tablets, client 
onboarding protocols, HACCP digital 
records, welfare monitoring; on-site 
support 

140,000 

Client Data Migration and Setup 

Per-provider configuration; client 
profiling, dietary assessment data entry, 
medical vulnerability flagging, historical 
records capture 

110,000 

Connectivity Programme 

Mobile data plans for all tablets, 
broadband solutions for poorly 
connected providers, secure VPN 
infrastructure 

95,000 

GIS Integration 
Live coverage mapping, townland-level 
service tracking, demographic overlay, 
emergency scenario modelling 

65,000 



 

 

API-Ready Data Architecture 

Clean, exportable dataset architecture 
with standardised APIs, designed for full 
interoperability with HSE Integrated 
Information Services (IIS) and the 
emerging Shared Care Record. The 
HSE can integrate when ready rather 
than requiring concurrent legacy system 
modification; the system complements 
rather than competes with HSE digital 
infrastructure. Automated Section 39 
reporting via structured data export 

90,000 

Quality Assurance and Data 
Governance 

Ongoing data validation, GDPR 
compliance, provider support, system 
maintenance, software updates 

60,000 

Evaluation and Research 

Longitudinal evaluation, health 
economics analysis of preventative 
value, HACCP compliance outcomes, 
academic partnership 

80,000 

Programme Management and 
Governance 

Programme director, 2 project officers, 
steering group, HSE liaison, 
procurement oversight, board reporting 

200,000 

PHASE 3 TOTAL  1,700,000 

7.2 Expected Outputs 

Ref Output / Deliverable Deadline 

3.1 
National CRM: All 319 providers on a single 
standardised digital platform 

Month 24 

3.2 
National Coordination Dashboard: Live central view 
of entire network for IRL and HSE 

Month 24 

3.3 
National Coverage Map (Live): Real-time GIS of 
MoW coverage against 51,000+ townlands, publicly 
accessible 

Month 18 

3.4 
Standardised National Referral System: Digital 
referral pathway operational across all providers 

Month 24 

3.5 
National Supply Chain Intelligence: Aggregate 
ingredient demand enabling collective procurement 

Month 18 

3.6 
National Contingency System: Real-time 
emergency response across entire network 

Month 12 

3.7 
HSE Reporting Module: Automated Section 39 
performance reporting replacing ad hoc returns 

Month 24 

3.8 
Annual National MoW Report: Data-driven report on 
network performance and client outcomes 

Annually from Month 12 

3.9 
Preventative Health Evidence Base: Quantified 
hospital admission avoidance, welfare interventions, 
nutritional outcomes 

Month 30 

3.10 
Statutory Recognition Case: Evidence-based 
submission for making MoW a statutory service 

Month 30 



 

 

 



 

 

8. Phase 4: National Volunteer Management 
Infrastructure (€300,000) 

Duration: 24 months (Years 2–3, running in parallel with Phase 3) 

Budget: €300,000 

 

A national volunteer management infrastructure programme — encompassing recruitment 
systems, Garda vetting pipeline, training toolkit, CRM volunteer module, and community 
partnership framework — targeted by the data generated in Phases 1 and 2. The audit 
identifies where coverage gaps exist, where providers are capacity-constrained, where 
volunteer numbers are critically low, and where demographic demand is growing. The CRM 
pilot generates operational data on volunteer utilisation and turnover. Phase 4 uses this 
intelligence to build the permanent volunteer management systems and deploy volunteers 
where they are needed most, rather than relying on untargeted appeals. 

 

This is the action phase that converts data into service capacity. Without the audit and CRM 
data, volunteer recruitment is a blunt instrument. With it, IRL can direct recruitment 
resources precisely to the townlands, routes, and providers where additional volunteers will 
have the greatest impact on coverage and service quality. 

8.1 Budget Breakdown 

Cost Item Detail Cost (€) 

Volunteer Recruitment 
Coordinator 

1.0 FTE, 24 months, managing national 
campaign, regional targeting, provider 
coordination, HSE reporting 

72,000 

Regional Recruitment Campaigns 
Targeted campaigns in coverage gap 
areas identified by audit, local media, 
community outreach, information events 

48,000 

National Campaign Materials 
Branding, digital marketing, social 
media, print materials, website 

30,000 

Garda Vetting Administration 
Processing and administration of Garda 
vetting for all new volunteers 

18,000 

Volunteer Training Programme 

Induction training, food safety and 
HACCP awareness, safeguarding, CRM 
and tablet training, welfare check 
protocols 

42,000 

Volunteer Retention Programme 
Recognition events, ongoing support, 
insurance, expense reimbursement, 
annual volunteer conference 

28,000 

Community Partnership 
Development 

Engagement with GAA clubs, parish 
networks, Tidy Towns, Active 
Retirement, transition year programmes, 
Civil Defence 

22,000 



 

 

Hardware for New Volunteers 
Tablets and mobile data for new 
driver/delivery volunteers entering the 
CRM system 

24,000 

Evaluation 
Assessment of recruitment outcomes, 
retention rates, coverage improvement, 
CRM integration 

16,000 

PHASE 4 TOTAL  300,000 

8.2 Expected Outputs 

Ref Output / Deliverable Deadline 

4.1 
National Volunteer Recruitment Strategy: Data-
driven strategy targeting coverage gaps and 
capacity-constrained providers 

Month 3 of Phase 4 

4.2 
Regional Recruitment Campaigns: Targeted 
campaigns in priority areas identified by audit 
coverage gap analysis 

Months 4–18 of Phase 4 

4.3 
New Volunteer Cohort: Target 500+ new vetted and 
trained volunteers deployed to priority providers and 
coverage gap areas 

Month 20 of Phase 4 

4.4 

Community Partnership Network: Formal 
partnerships with GAA, parish networks, Active 
Retirement, TY programmes for ongoing volunteer 
pipeline 

Month 18 of Phase 4 

4.5 
Volunteer Management Module: Integration of 
volunteer data into CRM — availability, routes, 
training status, Garda vetting 

Month 6 of Phase 4 

4.6 
Coverage Improvement Report: Measured reduction 
in townland coverage gaps attributable to volunteer 
recruitment 

Month 24 of Phase 4 

4.7 
Retention Framework: Published volunteer retention 
strategy with measured Year 1 retention rate 

Month 24 of Phase 4 

4.8 
Sustainable Recruitment Model: Repeatable annual 
recruitment methodology integrated into recurrent 
coordination model 

Month 24 of Phase 4 

 



 

 

9. Phase 5: Capital Upgrade Programme (€4,000,000) 

Duration: 36 months (Years 2–4) 

Budget: €4,000,000  

 

A national programme of kitchen infrastructure upgrades targeted by the BER and facility 
data from the Phase 1 audit. The programme addresses the physical capacity constraints 
that currently limit meal volumes across the network. Many of the 319 provider kitchens 
operate from community halls, parish centres, and converted domestic premises with 
equipment that is ageing, non-compliant with current food safety standards, or insufficient for 
the volumes required to reach the 4 million meal target. 

 

The audit (Phase 1) identifies which kitchens need intervention, what type of intervention is 
required, and what capacity gain each upgrade delivers. Critically, the audit also identifies 
opportunities for kitchen amalgamation — where multiple small, inefficient kitchens can be 
consolidated into shared regional hub facilities. A single hub kitchen with commercial-grade 
equipment, FSAI compliance, cook-chill capability, and adequate storage can serve the 
delivery routes of three to five former standalone providers at significantly lower cost per 
meal. The hub model concentrates capital investment where it has the most impact and 
creates natural regional coordination points for the network. 

 

Kitchen amalgamation is approached as a voluntary, incentive-led process, not a forced 
closure programme. Local volunteer organisations retain their identity, their delivery routes, 
their client relationships, and their community role. What changes is where the food is 
prepared, not who delivers it or to whom. A parish hall that currently houses an undersized, 
non-compliant kitchen can be relieved of the burden of food production while continuing to 
serve as the MoW volunteer base and dispatch point. The hub kitchen produces meals to a 
higher standard, at lower cost, with full HACCP compliance, and the local team collects and 
delivers. This framing — centralised cooking, local delivery — protects the volunteer 
relationships that are the network’s most valuable asset while addressing the kitchen 
infrastructure deficit that is its greatest operational weakness. Where a local organisation 
prefers to retain its own kitchen, the capital programme supports upgrading that kitchen 
directly. Where kitchen amalgamation involves the transfer of paid staff from one provider to 
another, the process will comply with the European Communities (Protection of Employees 
on Transfer of Undertakings) Regulations 2003 (SI 131/2003), with employment law advice 
secured as part of the Phase 1 audit’s hub kitchen feasibility assessment. 

 

The audit also maps emergency infrastructure requirements: which community spaces need 
backup generators to maintain cooking capacity during grid outages, and where emergency 
fuel tanks should be positioned to ensure delivery vehicles can operate during fuel supply 
disruptions. These are targeted, data-driven investments that the network cannot currently 
specify because the baseline data does not exist. 

9.1 Budget Breakdown 

Cost Item Detail Cost (€) 



 

 

Commercial Kitchen Equipment 

Industrial ovens, blast chillers, hot-
holding cabinets, food prep stations for 
150 priority kitchens including regional 
hub upgrades 

1,690,000 

Regional Hub Kitchen 
Development 

Conversion of 20–25 strategic locations 
into hub kitchens serving multiple 
delivery routes, including facility 
adaptation and FSAI compliance 

520,000 

Food Safety Compliance Works 
Structural works to meet FSAI 
standards: ventilation, surfaces, storage, 
temperature monitoring systems 

390,000 

Cold Chain Infrastructure 
Walk-in fridges, freezer capacity, 
insulated delivery containers for cook-
chill providers and hub kitchens 

325,000 

Backup Generators 

Generator installations at critical 
community kitchen sites identified by 
audit, ensuring cooking capacity during 
grid outages 

195,000 

Emergency Fuel Tanks 
Fuel storage at regional hub locations for 
delivery vehicle resilience during fuel 
supply disruptions 

130,000 

Delivery Fleet Upgrades 
Insulated delivery vehicles, hot boxes, 
GPS tracking for route optimisation 

390,000 

Technical Specification and 
Oversight 

Architect/engineer specifications for 
each site, construction oversight, 
commissioning 

195,000 

Contingency (4.1%) 
Unforeseen structural or compliance 
requirements 

165,000 

PHASE 5 TOTAL  4,000,000 

9.2 Expected Outputs 

Ref Output / Deliverable Deadline 

5.1 
150 Kitchen Upgrades Completed: Priority kitchens 
upgraded to support increased meal volumes and 
full FSAI compliance 

Month 30 

5.2 

20–25 Regional Hub Kitchens Established: 
Strategic hub locations serving multiple delivery 
routes, with commercial-grade equipment, cook-chill 
capability, and emergency reserves 

Month 30 

5.3 
Kitchen Amalgamation Savings Realised: Small 
inefficient kitchens consolidated into hub facilities, 
with measured per-meal cost reductions 

Month 36 

5.4 
Backup Generator Network: Generators installed at 
all critical community kitchen sites, ensuring cooking 
capacity during grid outages 

Month 24 

5.5 
Emergency Fuel Reserves: Fuel tank installations at 
regional hub locations for delivery vehicle resilience 

Month 24 



 

 

5.6 

Cold Chain Capability: Cook-chill capacity 
established in 80+ providers and all hub kitchens, 
enabling multi-day reserves and 7-day coverage 
from fewer delivery runs 

Month 24 

5.7 
Fleet Modernisation: Delivery vehicles upgraded 
with insulated capacity and GPS tracking for 100 
priority providers 

Month 30 

5.8 
Capital Asset Register: National database of all 
provider kitchen equipment, condition, and 
replacement schedule 

Month 12 

5.9 

Regional Coordination Model: Hub kitchens 
functioning as regional coordination points, creating 
a tiered network structure (national — regional — 
local) 

Month 36 

 



 

 

10. Phase 6: MoW Decarbonisation and Energy 
Transition Programme (€3,500,000) 

Duration: 36 months (Years 2–4) 

Budget: €3,500,000  

 

A national programme of solar PV installation and energy efficiency upgrades across the 
MoW provider network, delivered through SEAI’s Sustainable Energy Community (SEC) 
framework and Renewable Energy Community (REC) structures. Targeted by the BER 
certificate data from the Phase 1 audit. Many providers operate from shared community 
kitchens in parish halls, GAA clubhouses, and community centres; the energy upgrades 
benefit both the MoW operation and the wider community facility under IRL’s Maximising 
Community Spaces mandate (Department of Rural and Community Development). IRL’s 
existing SEC experience from prior renewable energy development work qualifies it to 
coordinate the SEC registration and Energy Master Plan process across 200+ provider sites. 
Most rooftop solar PV installations on community buildings are exempt from planning 
permission under S.I. No. 493/2022 (Planning and Development Act 2000 (Exempted 
Development) (No. 3) Regulations 2022); the Phase 1 BER audit will identify any sites where 
planning constraints apply, such as protected structures or architectural conservation areas. 

 

This phase directly supports the HSE’s obligations under the Climate Action Plan 2024 and 
the public sector decarbonisation mandate requiring a 51% reduction in greenhouse gas 
emissions by 2030. The MoW network’s approximately 319 provider sites represent a 
significant, measurable portion of the HSE-funded community infrastructure’s carbon 
footprint. By funding the solar and retrofit programme, the HSE offloads a quantifiable 
portion of its decarbonisation target to community sector infrastructure. The carbon reduction 
achieved across 200 solar PV sites and 120 energy efficiency upgrades will be measured, 
reported, and directly attributable to the HSE’s climate action performance. This converts the 
energy programme from a discretionary cost-saving measure into a compliance necessity 
under the Public Sector Climate Action Mandate. 

 

Financial projections assume continued availability of SEAI community energy grant support 
at up to 50% for SEC-registered community organisations. Programme phasing is structured 
to remain viable under reduced grant scenarios: if SEAI approves a standard 30% 
community rate rather than the 50% SEC rate, the co-funding reduces from €1.75 million to 
€1.05 million, increasing the net HSE cost by €700,000. In this scenario, the rollout pace 
adjusts to maintain the programme’s core solar PV targets over a longer timeframe, and the 
additional €700,000 can be absorbed within Phase 6’s contingency and phasing flexibility. 
IRL’s role as SEC Lead Partner maximises the grant rate achievable; individual small 
providers applying independently would qualify for lower rates. 

10.1 Budget Breakdown 

Cost Item Detail Cost (€) 

Solar PV Installations (200 sites) 
Rooftop solar PV systems on BER-
assessed provider facilities, average 6–
10kWp per site, including design, 

1,950,000 



 

 

installation, ESB Networks micro-
generation grid connection (NC6 
process). Programme phasing accounts 
for current connection processing times 
of up to 12 months 

Energy Efficiency Upgrades 
Insulation, LED lighting, energy-efficient 
cooking equipment, heat recovery 
systems for 120 priority sites 

650,000 

Building Fabric Improvements 
Draught-proofing, window upgrades, roof 
insulation for worst-performing BER-
rated buildings 

390,000 

Battery Storage (Pilot) 
Battery storage at 30 pilot sites to 
maximise self-consumption and provide 
backup power for contingency 

195,000 

SEAI Grant Coordination 
Administration of SEAI community 
energy grant applications across 200+ 
sites, maximising co-funding leverage 

130,000 

Energy Monitoring Systems 
Smart meters and energy monitoring 
dashboards for all upgraded sites, 
feeding into national CRM dashboard 

85,000 

Contingency (2.9%) 
Unforeseen structural or grid connection 
requirements 

100,000 

PHASE 6 TOTAL  3,500,000 

10.2 Expected Outputs 

Ref Output / Deliverable Deadline 

6.1 

200 Solar PV Installations: Rooftop solar at the 200 
provider sites identified by the Phase 1 BER audit 
as technically suitable (own-roof, structurally 
adequate, grid-accessible). The remaining providers 
operate from rented premises, listed buildings, or 
sites consolidated into regional hub kitchens under 
Phase 5, where solar is installed on the hub rather 
than the former standalone site 

Month 30 

6.2 
Energy Cost Reduction: Average 40–60% reduction 
in electricity costs at upgraded sites, stabilising per-
meal cost base 

Month 30 

6.3 
120 Energy Efficiency Upgrades: Insulation, lighting, 
and cooking equipment improvements at worst-
performing sites 

Month 24 

6.4 
30 Battery Storage Pilots: Backup power capability 
at 30 critical rural sites, tested for contingency 
response 

Month 24 

6.5 
National Energy Dashboard: Live energy generation 
and consumption data across network, integrated 
into CRM dashboard 

Month 18 



 

 

6.6 
SEAI Co-Funding Leveraged: Target €1.75m in 
SEAI community energy grants secured as match 
funding 

Month 36 

6.7 
Carbon Reduction Report: Quantified annual CO2 
reduction across network from energy transition 

Month 36 

 



 

 

11. Service Expansion: Pathway to 4 Million Meals 

The network currently delivers approximately 2.7 million meals per year to over 18,000 
people per month, with a 2026 target of 3.3 million meals. The programme targets 4 million 
meals per year by Year 4 — a 21% increase on the 2026 baseline. This is achievable 
through four integrated mechanisms, each enabled by a specific programme phase: 

 

Coverage Gap Filling (Phases 1 and 4): The audit identifies unserved townlands and the 
volunteer recruitment programme places volunteers in those areas. Many communities 
currently have no MoW provider within reach. Estimated contribution: 400,000 additional 
meals per year from new coverage areas. 

 

Client Base Expansion (Phases 2–3): The CRM and referral pathway digitisation enables 
systematic identification of eligible clients not currently receiving the service. Many potential 
clients are unaware the service exists or have not been referred by their PHN or GP. 
Standardised referral tracking increases uptake among the eligible population. Estimated 
contribution: 500,000 additional meals per year. 

 

Kitchen Capacity Increase (Phase 5): Most providers already deliver seven days per week, 
with two meals delivered on certain days to cover non-delivery days. The constraint is not 
delivery frequency but kitchen production capacity. Upgraded kitchens can produce higher 
volumes with the same or fewer staff hours. The capital programme targets a 40% capacity 
increase at 150 priority sites. Estimated contribution: 300,000 additional meals per year. 

 

Reduced Cost Per Meal (Phase 6 and CRM Data): Solar PV reduces energy costs by 40–
60% at upgraded sites. CRM-enabled collective procurement reduces ingredient costs by an 
estimated 10–15%. These savings allow providers to serve more meals within the same 
Section 39 allocation, or enable the HSE to fund expansion at lower marginal cost. 
Estimated contribution: 100,000 additional meals per year from reinvested savings. 

 

Total estimated expansion: 1,300,000 additional meals per year, bringing the network 
from 2.7 million to 4.0 million meals per year by Year 4. 

12. Section 39 Cost Stabilisation Model 

The programme directly addresses the structural instability in Section 39 provider economics 
that has driven repeated crisis interventions by the HSE. Currently, each provider faces 
three volatile cost drivers: energy (electricity, gas, oil for cooking and heating), ingredients 
(food cost inflation), and transport (fuel for delivery vehicles). When any of these spike — as 
has occurred dramatically following the 2026 Iran war and the closure of the Strait of 
Hormuz, with dated Brent crude above $120 per barrel (reaching $124.68 on 8 April 2026) 
and over a third of Irish fuel stations running dry — providers either absorb losses, cut 
service, or seek emergency HSE supplements. This cycle is unsustainable, unpredictable, 
and reactive. 

 



 

 

The programme stabilises each cost driver systematically: 

 

Energy costs: Phase 6 installs solar PV at 200 sites, reducing electricity costs by 40–60%. 
Solar generation is a fixed, zero-marginal-cost input over a 25-year panel life. Once installed, 
the energy cost component of meal production is substantially decoupled from market 
volatility. The BER-driven energy efficiency upgrades further reduce consumption. Result: 
the largest variable cost for many providers becomes predictable and permanently lower. 

 

Ingredient costs: The CRM system (Phases 2–3) provides the first-ever aggregate view of 
daily ingredient demand across the network. This enables IRL to coordinate collective 
procurement — negotiating volume pricing with suppliers on behalf of the provider network 
rather than each provider purchasing individually at retail or small wholesale scale. 
Estimated saving: 10–15% on ingredient costs through collective purchasing power. 
Additionally, the supply chain data enables systematic local sourcing strategies, reducing 
transport costs and supporting rural agricultural producers. 

 

Federated staple procurement: Beyond collective price negotiation, IRL will establish 
federated procurement contracts for staple ingredients — proteins, root vegetables, dairy, 
cooking oils, dry goods — that constitute the bulk of ingredient spend across the network. 
Using the CRM’s aggregate demand data, IRL can negotiate national framework 
agreements with approved suppliers, guaranteeing volume, quality, HACCP-compliant 
traceability, and price stability over 12–24 month contract periods. Individual providers draw 
down against these framework agreements rather than sourcing independently. This 
eliminates the inefficiency of 319 separate purchasing relationships for identical products 
and provides price certainty that enables stable Section 39 budgeting. The framework 
agreements will incorporate a VAT transition module to capture the Budget 2026 reduction in 
the food and catering VAT rate from 13.5% to 9% effective 1 July 2026, ensuring the 4.5 
percentage point reduction flows through to provider-level costs rather than being retained 
by wholesalers. The extended 9% VAT rate on electricity and gas (confirmed to 31 
December 2030) further supports the programme’s energy cost stabilisation assumptions. 

 

Insurance and liability: IRL will negotiate federated public liability, employer liability, and 
product liability insurance for the entire network through IPB Insurance, the mutual insurer 
for public bodies and community/voluntary organisations in Ireland. Currently, each provider 
arranges its own insurance independently, with significant variation in cover levels, 
excesses, and premiums. Many smaller volunteer-run providers are underinsured or pay 
disproportionately high premiums because they lack the purchasing power of a national 
organisation. A federated IPB policy covering the entire MoW network under a single 
umbrella delivers standardised cover, reduced premiums through group purchasing power, 
consistent claims management, and eliminates the risk of individual providers operating with 
inadequate liability protection. Access to the federated policy will be conditional on providers 
meeting a National HACCP Compliance Standard established through the Phase 1 audit, 
creating a powerful self-reinforcing incentive: providers who upgrade their food safety 
practices gain access to significantly better insurance terms, while the network’s overall risk 
profile improves as compliance spreads. The CRM system’s standardised client data, 
HACCP compliance records, and welfare check documentation further strengthen the 
network’s insurance position by demonstrating systematic risk management to underwriters. 

 



 

 

Transport/delivery costs: Phase 5 upgrades delivery vehicles and the CRM route 
optimisation reduces mileage per meal delivered. Phase 4 volunteer recruitment reduces 
reliance on paid drivers in capacity-constrained areas. Combined effect: lower and more 
predictable delivery cost per meal. 

 

The net effect is that the HSE can set Section 39 allocations at a stable, predictable level 
because the major variable cost elements have been structurally addressed. The CRM 
dashboard gives the HSE real-time visibility of provider cost pressures, enabling targeted 
intervention where it is genuinely needed rather than across-the-board emergency 
supplements. The regional hub kitchen model delivers additional structural savings: where 
the audit identifies that three or four small kitchens can be consolidated into a single hub 
facility, the cost per meal falls substantially through economies of scale in equipment, 
energy, ingredients, and staffing. Kitchen amalgamation does not mean closing local 
services — it means centralising cooking at a hub while maintaining local delivery routes and 
volunteer networks. The meal reaches the same client at the same door; it is simply 
prepared more efficiently. The cost per meal falls, allowing more meals to be delivered within 
existing allocations — or enabling the HSE to fund the expansion to 4 million meals at lower 
marginal cost than would otherwise be required. 

 

The HSE subvention cost per meal — distinct from the total delivered cost of €7.50–€9.50 
(HSE subvention plus €5–€7 client co-payment) — reduces from €2.64 (Year 1, including 
programme investment overhead) to €2.05 by 2035. This reduction in the HSE’s per-meal 
funding requirement accounts for savings on energy, ingredients, and operational efficiency 
but does not assume wage deflation. Hub kitchens and upgraded facilities will require FSAI-
compliant chefs and trained hub managers whose wages will rise over the decade. However, 
the combined energy savings (40–60% reduction in electricity costs) and collective 
procurement savings (10–15% on staple ingredients) substantially outpace the necessary 
wage adjustments. A hub kitchen serving 500 meals per day absorbs a higher wage bill 
across a far larger meal volume than the three or four small kitchens it replaces, reducing 
the labour cost per meal even as individual wages rise. The financial model is robust to 
wage inflation of 3–4% per annum on the staffed component of the cost base. The 
programme addresses the competitive culinary labour market through two mechanisms: the 
Phase 4 volunteer and training programme includes a culinary upskilling strand for existing 
kitchen volunteers to achieve FSAI compliance, and the Phase 5 hub kitchen model 
concentrates professional chef roles into fewer, better-resourced facilities, making these 
positions more attractive and sustainable than the current fragmented staffing model. 

 

This is the fundamental economic proposition: invest once in infrastructure that 
permanently reduces and stabilises the cost base, rather than repeatedly funding 
emergency interventions that address symptoms without solving the structural 
problem. 

 



 

 

13. SEC/REC Structures and the Energy Delivery 
Mechanism 

The energy transition component of this programme (Phase 6, €3.5 million) is delivered 
through the established Sustainable Energy Community (SEC) and Renewable Energy 
Community (REC) frameworks administered by SEAI. This is not a novel or untested 
delivery mechanism; over 1,000 communities across Ireland are already registered as SECs 
under the SEAI programme, following the Learn–Plan–Do pathway with SEAI mentor 
support. IRL has direct experience of SEC work through its prior renewable energy activities, 
giving it the organisational competence to coordinate SEC registration and energy master 
plan development across 200+ provider sites simultaneously. 

 

The delivery model works as follows. The Phase 1 audit produces a BER certificate for every 
provider facility. These BER assessments form the baseline energy data required for SEAI’s 
Energy Master Plan process. IRL registers clusters of MoW providers as Sustainable Energy 
Communities, grouping them regionally to achieve the critical mass SEAI requires. Each 
SEC applies for 100% SEAI-funded Energy Master Plan development, conducted by SEAI-
approved consultants. The resulting Energy Master Plans identify the specific solar PV, 
insulation, lighting, and cooking equipment interventions for each provider site. IRL then 
coordinates SEAI Community Grant applications across all sites, accessing up to 50% co-
funding on capital costs for energy efficiency and renewable energy installations on 
community buildings. 

 

The SEAI co-funding leverage is substantial. At 50% grant rate on the €3.5 million Phase 6 
budget, SEAI contributes approximately €1.75 million, reducing the net cost to the HSE to 
€1.75 million for an energy programme that delivers €660,000 in annual savings — a simple 
payback period of 2.7 years on the HSE’s net investment, with savings continuing for the 
remaining 22 years of the solar panel lifespan. The undiscounted lifetime saving is 
approximately €14.75 million. 

 

The Renewable Energy Community (REC) structure, enabled under the EU Renewable 
Energy Directive (RED III, Directive 2023/2413) as transposed into Irish law via S.I. No. 
274/2025, adds a further dimension. RECs allow community organisations to generate, 
store, and share renewable electricity within a defined geographic area. Many MoW 
providers operate from shared community kitchens — parish halls, GAA clubhouses, 
community centres — rather than purpose-built facilities. Under the REC structure, solar PV 
installed on a community hall that houses a MoW kitchen benefits not only the MoW 
operation but the wider community facility. Surplus solar generation can be shared with 
neighbouring community members, creating a broader community benefit from the MoW 
infrastructure investment. 

 

This dual benefit is reinforced by IRL’s mandate under the Maximising Community Spaces 
programme, which provides the organisational authority to coordinate cross-community 
facility upgrades. The capital upgrade programme (Phase 5) and the energy transition 
programme (Phase 6) together represent a comprehensive investment in community 
infrastructure that happens to be anchored by MoW but serves the wider community. One 
investment, multiple community returns. This strengthens the funding case considerably: the 



 

 

HSE is not funding a narrow service improvement but a community infrastructure 
programme with MoW at its centre. 

 



 

 

14. Ten-Year Financial Analysis: Three Scenarios 

The accompanying financial model (MoW Financial Model — 3 Scenarios) presents a ten-
year projection of Section 39 subvention costs under three scenarios. The analysis starts 
from the February 2026 baseline established by the Tánaiste and Minister O’Donnell’s 
announcement of a €2 million increase in HSE funding, bringing the total MoW allocation to 
€8.25 million and committing to 3.3 million meals in 2026. This represents a funding growth 
trajectory from over €3 million in 2022 to €8.25 million in 2026 — a 175% increase in four 
years. The question this analysis answers is whether that trajectory is sustainable without 
structural investment in the network. 

14.1 Scenario A: Standstill 

The standstill scenario assumes no programme investment. The €8.25 million subvention 
continues, rising annually with blended cost inflation: food costs at 4% per annum, energy 
costs at 6% per annum (reflecting continued fossil fuel volatility), and general costs at 3% 
per annum. Meal volumes remain static at 3.3 million because no capacity investment is 
made. Demographic demand, however, continues to grow at 3.5% per annum as the over-65 
cohort expands in line with CSO projections. 

 

The result is a steadily widening gap between demand and delivery. Unmet demand grows 
from approximately 2,000 persons in Year 1 to over 2,800 by Year 10. Each person 
excluded from the service represents a potential hospital admission, accelerated nursing 
home entry, or deterioration that triggers costly acute intervention. The model conservatively 
estimates that 5% of unmet demand results in an avoidable hospital admission and 2% in a 
premature nursing home placement. These hidden costs — borne by the HSE through acute 
and residential care budgets rather than the MoW allocation — accumulate alongside the 
rising subvention, producing a true total cost to the State substantially higher than the 
headline MoW figure. 

 

By Year 10, the standstill scenario projects an annual subvention requirement exceeding 
€12.5 million (driven by inflation alone), with hidden healthcare costs adding a further €1.5–2 
million annually. The cost per meal rises continuously because costs inflate but volumes do 
not grow. The HSE finds itself paying more each year for the same number of meals while 
the service gap widens and the hidden costs mount. 

14.2 Scenario B: Organic Growth 

The organic growth scenario assumes modest demand-driven expansion without 
infrastructure investment. The HSE increases subvention annually to accommodate inflation 
plus a small growth increment. Meal volumes grow at approximately 1% per year — the 
maximum achievable through incremental provider effort without kitchen upgrades, energy 
investment, or systematic volunteer recruitment. Demographic demand, however, grows at 
3.5% per year. 

 

This scenario is worse than standstill in one critical respect: the gap between demand and 
delivery widens faster because demand is growing at 3.5% while capacity grows at only 1%. 
The service becomes progressively less adequate as a national coverage proposition. By 
Year 5, the meals shortfall exceeds 500,000 per year. The hidden healthcare costs are 



 

 

correspondingly higher because more people are falling through gaps in the network. The 
HSE is spending more on the MoW subvention each year but achieving diminishing returns 
because the money is absorbed by cost inflation rather than service expansion. 

 

This scenario represents the most likely trajectory without the programme. It is the path the 
network is currently on: government increases the headline allocation (as with the February 
2026 announcement), but without structural investment, each increase is eroded by rising 
costs and fails to close the coverage gap. The cycle of annual ministerial announcements 
continues but the fundamental problem — a fragmented, data-blind, infrastructure-poor 
network — remains unaddressed. 

14.3 Scenario C: Investment 

The investment scenario deploys the full €10.1 million programme over four years. The base 
subvention grows at a lower blended rate of approximately 2% per year — half the standstill 
rate — because the energy transition (Phase 6) and collective procurement (enabled by the 
CRM in Phases 2–3) structurally reduce the two largest variable cost drivers. Meal volumes 
grow from 3.3 million to 4 million by Year 4 through the combined effect of kitchen capacity 
upgrades, coverage gap filling via volunteer recruitment, frequency expansion enabled by 
cook-chill investment, and cost savings reinvested into service delivery. 

 

The programme investment peaks in Years 3–4 and concludes by Year 5, at which point the 
network operates on the €400,000 recurrent coordination model. Energy savings from 200 
solar PV installations ramp to approximately €660,000 per year by Year 5 and continue for 
the remaining 20+ years of panel life. Collective procurement savings of 10–12% on 
aggregate ingredient costs contribute a further €400,000–500,000 per year. Healthcare cost 
avoidance — hospital admissions prevented and nursing home entries delayed — ramps to 
over €5 million per year by Year 5 as the CRM generates welfare check data and the 
expanded network reaches more vulnerable people. 

 

The total HSE outlay in the investment scenario is higher than the standstill during the 
programme years (Years 1–4) because of the capital investment. From Year 5 onwards, 
however, the investment scenario delivers a lower annual true cost to the State than either 
the standstill or organic growth scenarios because the structural cost reductions and 
healthcare savings compound while the programme costs cease. The SEAI co-funding on 
Phase 6 (€1.75 million at 50% community grant rate) further reduces the net programme 
cost to the HSE. 

14.4 Cumulative Cost-Benefit: The Crossover Point 

The cumulative CBA demonstrates that the investment scenario reaches a crossover point 
— the year in which cumulative savings exceed cumulative additional investment — by 
approximately Year 6. From that point forward, every year the programme’s cumulative net 
position improves relative to the standstill. By Year 10, the investment scenario has 
delivered a cumulative net saving to the State of several million euros compared to the 
standstill, while simultaneously having expanded the service from 3.3 million to over 4 million 
meals per year, filled coverage gaps across thousands of previously unserved townlands, 
built a digital infrastructure that did not previously exist, and generated the evidence base for 
statutory recognition. 



 

 

 

The key insight is that the standstill and organic growth scenarios are not cost-free. They 
appear cheaper in the short term because the programme investment is avoided, but they 
accumulate hidden costs through hospital admissions, nursing home entries, and 
unquantified deterioration among older people excluded from the service. The investment 
scenario makes these costs visible, addresses their causes, and produces a lower true total 
cost to the State over the medium and long term. 

14.5 Cost Per Meal Trajectory 

Under the standstill scenario, the cost per meal rises continuously from approximately €2.50 
in 2026 to approximately €2.87 by 2035 — a 15% increase driven entirely by cost inflation 
with no corresponding improvement in coverage, quality, or data capability. Under the 
investment scenario, the cost per meal initially rises during the programme years (reflecting 
the capital investment) but falls from Year 5 onwards as energy savings, procurement 
efficiencies, and increased volumes reduce the per-unit cost. By Year 7, the investment 
scenario delivers a lower cost per meal than the standstill, despite serving 700,000 more 
meals per year. This is the efficiency dividend of infrastructure investment: it costs less per 
meal to run a coordinated, energy-efficient, data-driven network than a fragmented, fossil-
fuel-dependent, data-blind one. 

 



 

 

15. Recurrent Coordination Model: €400,000 Per 
Annum 

From Year 4, the capital programme concludes and IRL transitions to a recurrent 
coordination model funded at €400,000 per annum. This replaces the current €90,000 
allocation. 

 

The €400,000 represents a fourfold increase on the current allocation. The justification will 
be supported by three years of programme data demonstrating: the scale and reach of the 
network (client numbers, meal volumes, coverage); the preventative health outcomes 
(welfare check interventions, hospital admission avoidance, malnutrition prevention); the 
operational requirements of maintaining the CRM, dashboard, and data infrastructure; the 
volunteer management and recruitment function; and the policy and reporting outputs that 
the HSE and the State require from a national coordination body. 

 

The current €90,000 was never adequate. The programme provides the evidence to prove it. 

 

Critically, the €400,000 recurrent coordination model represents a net management saving 
for the HSE, not an additional cost. Without national coordination, each of the 20 new 
Integrated Health Areas under Sláintecare would need to individually manage its local MoW 
providers — negotiating with providers, tracking client referrals, coordinating with primary 
care, managing contingency responses, and reporting to the HSE. At a conservative 
estimate of €70,000 per IHA coordinator (salary plus overheads), the HSE’s internal cost to 
replicate this function would be approximately €1.4 million annually — three and a half times 
the €400,000 IRL coordination fee. The €400,000 national coordination platform 
complements IHA-level staff by providing the standardised data, federated procurement, and 
coordinated emergency response infrastructure that frees local community care coordinators 
to focus on clinical and client-facing work. It delivers this across all 20 IHAs simultaneously 
at less than 30% of the cost of each IHA building the capability independently. 

15.1 Recurrent Budget Breakdown 

Cost Item Detail Annual (€) 

Network Coordination Manager 
1.0 FTE, programme oversight, provider 
relations, HSE liaison, Blue Light 
coordination 

65,000 

Data and Systems Officer 
1.0 FTE, CRM management, data 
quality, dashboard, technical support to 
providers 

50,000 

Policy and Research Officer 
1.0 FTE, translating network data into 
policy, HSE reporting, ministerial briefs 

50,000 

Provider Support (Part-Time) 
0.5 FTE, training, onboarding new 
providers, helpdesk, regional visits 

22,000 

CRM / Software Licensing 
319 provider licences, driver tablets, 
annual renewal, updates 

80,000 



 

 

Hardware Depreciation and 
Replacement 

Annualised replacement cycle for 
ruggedised driver tablets, kitchen 
workstations, on-board vehicle systems 
(3–4 year hardware life) 

28,000 

Federated IPB Insurance 

Administration and coordination of 
network-wide public liability, employer 
liability, and product liability policy 
through IPB Insurance, advancing the 
federated insurance model discussed 
with Minister of State Robert Troy in 
2025. Premiums are paid by individual 
providers from their Section 39 
allocations at rates negotiated 
collectively by IRL; the €18,000 covers 
IRL’s brokerage, compliance monitoring, 
and claims coordination function, not the 
premium cost itself 

18,000 

Federated Staple Procurement 

Management of national framework 
agreements for staple ingredients, 
supplier relations, quality assurance, 
HACCP-compliant traceability 

15,000 

Dashboard, GIS and Hosting 
Server costs, GIS platform, data storage, 
security, Blue Light data feed 

15,000 

Data Governance and GDPR 
DPO function, annual audit, compliance 
monitoring 

10,000 

Volunteer Coordination 
Annual recruitment, Garda vetting, 
retention, training updates 

15,000 

Provider Network Events 
Annual conference, regional hub 
workshops, training 

9,000 

Travel and Subsistence 
Provider visits, hub coordination, HSE 
and Blue Light meetings 

15,000 

Emergency Coordination 
Blue Light group participation, 
contingency planning, emergency drills, 
generator and fuel reserve maintenance 

8,000 

ANNUAL RECURRENT TOTAL  400,000 

16. IRL Programme Management Role 

Irish Rural Link is the permanent national coordination body for the MoW network and the 
HSE’s designated partner for the transformation of the national MoW service. All programme 
costs include IRL’s management, coordination, governance, and advocacy functions as an 
integral component of each line item, reflecting the organisation’s role as programme lead, 
network owner, data controller, and the body that will own and operate the programme’s 
outputs on an ongoing basis. 

 

IRL’s programme management functions include: governance and board oversight; provider 
network management and scheduling across 319 independent organisations; data 
ownership, quality assurance, and GDPR compliance; procurement and contract 



 

 

management for all programme phases; HSE liaison and statutory reporting; policy and 
advocacy outputs translating programme data into ministerial briefs, Oireachtas committee 
evidence, and strategic submissions; SEAI SEC/REC coordination for the energy 
programme; and sustainability planning for the transition to recurrent funding. 

 

IRL is not an external contractor delivering a time-limited project. It is the body mandated to 
coordinate this network, and the programme builds permanent institutional capacity within 
IRL to fulfil that mandate effectively. The programme’s CRM, dashboard, data infrastructure, 
and energy assets will be owned and maintained by IRL beyond the programme period, 
ensuring continuity and return on the HSE’s investment. 

 



 

 

17. Governance, Oversight, and Compliance 

17.1 HSE Strategic Oversight 

The HSE retains strategic oversight of the programme at every stage. A Programme 
Steering Group, chaired by the HSE and including IRL, provider representatives, and 
independent members, will govern the programme’s direction, approve phase transitions, 
and review all deliverables. IRL operates as the delivery partner under the HSE’s strategic 
direction, not as an autonomous body. The CRM, dashboard, and all data outputs are 
designed to serve the HSE’s operational and reporting requirements. The HSE’s role is to 
set the strategic priorities; IRL’s role is to execute them across the provider network. 

 

Data-sharing agreements between IRL and the HSE will be formalised prior to Phase 2 
commencement, defining data ownership, access rights, reporting obligations, and the terms 
under which IHA-level data is made available to regional health managers. The national 
coordination dashboard will provide HSE management with direct access to network-level 
data without requiring IRL intermediation for standard reporting. 

17.2 Procurement Compliance 

All major systems, contracts, and capital works under this programme will be procured via 
compliant public procurement processes in accordance with national and EU public 
procurement guidelines, including Office of Government Procurement (OGP) frameworks 
where applicable. The CRM platform will be selected through an open, competitive tender 
process. Federated procurement contracts for staple ingredients and IPB Insurance will be 
structured as framework agreements compliant with EU procurement thresholds. Capital 
works under Phases 5 and 6 will follow standard public works procurement procedures. IRL 
will maintain a full procurement audit trail for HSE and Comptroller and Auditor General 
review. 

17.3 Data Protection and GDPR 

The programme involves the processing of personal data relating to vulnerable older people, 
including health-adjacent information such as dietary requirements, medical vulnerability 
flags, and welfare check outcomes. IRL takes its data protection obligations with the utmost 
seriousness. The following data protection framework will apply: 

 

A Data Protection Impact Assessment (DPIA) will be completed prior to Phase 2 (CRM 
deployment) in consultation with the Data Protection Commission where required. The DPIA 
will assess the necessity and proportionality of all data processing, identify risks to data 
subjects, and specify mitigation measures. Data minimisation principles will apply 
throughout: only data necessary for service delivery, welfare monitoring, and HSE reporting 
will be collected. The legal basis for processing standard personal data will be Article 6(1)(e) 
GDPR (public task). Medical vulnerability flags and dietary requirements linked to health 
conditions constitute Special Category Data under Article 9; processing will be grounded in 
Article 9(2)(h) (health and social care purposes) under the safeguards required by Section 
36 of the Data Protection Act 2018, with explicit consent obtained where the Article 9(2)(h) 
basis does not apply. The roles of data controller and data processor will be formally defined 
in a data-sharing agreement between IRL and the HSE, with the HSE as joint controller for 
client health-adjacent data. All data storage will comply with GDPR requirements for 



 

 

security, encryption, access controls, and breach notification. The Blue Light data-sharing 
protocol for emergency scenarios will be subject to a separate DPIA and will operate under 
the legal basis of vital interests or public task as appropriate. 

17.4 Delivery Risk and Mitigation 

Risk Likelihood Impact Mitigation 

Provider resistance to 
CRM adoption 

Medium High 

Voluntary early 
adopters as 
champions; train-the-
trainer; phased rollout; 
dedicated helpdesk 

Digital literacy barriers 
among volunteer drivers 

High Medium 

Simplified tablet 
interface; on-site 
training; peer support 
from pilot providers; 
paper fallback during 
transition 

Volunteer recruitment 
shortfall (500 target) 

Medium Medium 

Baseline volunteer 
data from audit; multi-
channel recruitment; 
GAA/parish 
partnerships; realistic 
attrition modelling 

Kitchen amalgamation 
resistance from local 
communities 

Medium High 

Voluntary and 
incentive-led; local 
delivery retained; hub 
framed as shared 
cooking not closure; 
provider choice 
preserved 

SEAI co-funding not 
secured at 50% 

Low High 

IRL as SEC Lead 
Partner maximises 
rate; phased 
applications; 
contingency budget for 
reduced grant 
scenarios. SEAI grants 
operate on a 
reimbursement basis; 
programme cash flow 
managed through 
phased HSE 
drawdown aligned to 
SEAI claim cycles, with 
IRL bridging short-term 
gaps from programme 
working capital 

Capital cost overruns 
(Phases 5–6) 

Medium Medium 

4.1% contingency in 
Phase 5, 2.9% in 
Phase 6; stage-gated 
release; competitive 



 

 

tendering; quantity 
surveyor oversight 

CRM vendor lock-in or 
failure 

Low High 

Open tender; API-
ready architecture; 
data portability clause 
in contract; escrow 
provisions 

HSE IT integration delays High Low 

API-ready design; HSE 
integrates when ready; 
standalone reporting 
capability maintained 

GDPR breach or data 
incident 

Low Very High 

DPIA completed pre-
deployment; mobile 
device management 
(MDM) with remote 
wipe capability on all 
field devices; role-
based access controls 
restricting volunteer 
drivers to delivery 
confirmation and 
welfare flagging only; 
full encryption at rest 
and in transit; breach 
notification protocol; 
DPO function 

Programme management 
capacity within IRL 

Medium High 

Dedicated programme 
manager; phased 
delivery; Breeding 
Waders EIP 
demonstrates large-
programme capacity 

Political or policy change Low Medium 

Programme aligned 
with cross-party 
priorities (community 
care, climate, rural); 
stage-gated structure 
allows adaptation 

Funding discontinuity 
between phases 

Low High 

Phase 1 designed as 
standalone deliverable; 
each phase produces 
value independently; 
HSE commitment 
formalised in funding 
agreement 

Negative public 
perception of kitchen 
amalgamation 

Medium Medium 

Voluntary, incentive-
led model; local 
delivery preserved; 
community 
consultation built into 
Phase 1 audit process 

 



 

 

The stage-gated capital release structure is itself the primary risk mitigation mechanism. The 
HSE’s exposure is limited to €350,000 until the Phase 1 audit demonstrates the evidence 
base and the Phase 2 pilot validates the delivery model. The remaining 96.5% of the 
programme budget is committed only after the HSE has reviewed and accepted the results. 

 



 

 

18. Cost-Benefit Analysis: International and Irish 
Evidence 

The following analysis draws on verified study data from peer-reviewed research in the 
United States, United Kingdom, and Ireland to assess the economic case for the 
programme. Savings estimates are presented in two tiers: Tier 1 (defensible, directly 
measurable savings from energy, procurement, insurance, and administrative efficiencies) 
and Tier 2 (emerging evidence on healthcare cost avoidance, to be validated through the 
Irish MTM pilot). 

18.1 The Cost of Inaction: Disease-Related Malnutrition in Ireland 

A landmark study by Rice and Normand (2012), published in Public Health Nutrition, 
estimated the annual public health and social care cost associated with disease-related 
malnutrition in Ireland at over €1.4 billion, representing approximately 10% of the total 
healthcare budget. The study identified approximately 140,000 people in Ireland affected by 
disease-related malnutrition, the majority living in the community rather than in institutional 
care. Subsequent analysis by IrSPEN (Irish Society for Clinical Nutrition and Metabolism) 
identified over 250,000 additional inpatient bed days in Irish hospitals annually attributable to 
malnutrition, with affected individuals twice as likely to access GP care, three times more 
likely to require hospital admission, and five times more likely to experience complications or 
adverse events while in hospital (IrSPEN, drawing on Elia et al. and national screening 
data). 

 

Source: Rice, N. and Normand, C. (2012). The cost associated with disease-related 
malnutrition in Ireland. Public Health Nutrition, 15(10), 1966–1972. Note: This 2012 estimate 
of €1.4 billion has since been updated by IrSPEN (Irish Society for Clinical Nutrition and 
Metabolism), which identified a 59% increase in affected patients (up from 140,000) and a 
doubling of the annual cost to €2.8 billion, driven principally by demographic changes 
including the growth of the over-65 population from 11% to 16% of the total. The €1.4 billion 
figure used in this proposal is therefore a conservative floor; the current evidence base 
supports a substantially higher figure. 

18.2 International Evidence: MoW and Healthcare Cost Reduction 

18.2.1 JAMA Network Open (2022): National Insurance Coverage Modelling 

A population-level cohort simulation published in JAMA Network Open modelled the impact 
of extending medically tailored meal (MTM) coverage nationally across US Medicare, 
Medicaid, and private insurance. The study found that MTM receipt was associated with a 
37–52% lower risk of hospitalisation and a 16–31% reduction in monthly healthcare 
expenditures compared with matched controls. Net cost savings were estimated at 
approximately $2,500 per patient per year after paying for meal costs. 

 

Source: Hager, K. et al. (2022). Association of a National Expansion of Insurance Coverage 
of Medically Tailored Meals With Estimated Hospitalizations and Health Care Expenditures 
in the US. JAMA Network Open, 5(10), e2236898. Note: The 37–52% hospitalisation 
reduction and 16–31% expenditure reduction ranges cited above are drawn from prior 



 

 

observational studies reviewed by the authors, not from this paper’s own modelling results, 
which estimated population-level impacts of national MTM coverage expansion. 

18.2.2 Health Affairs (2024): State-Level Impact Modelling 

A study published in Health Affairs modelled the state-level impact of MTM interventions 
across all 50 US states. The researchers estimated that five years of MTM provision could 
prevent over 10.7 million hospitalisations nationally, generating net savings of $111 billion. 
Even in conservative sensitivity analyses restricting eligibility to patients with diabetes or 
congestive heart failure, the intervention remained cost-saving across virtually all scenarios. 

 

Source: Deng, S. et al. (2025). Estimated Impact Of Medically Tailored Meals On Health 
Care Use And Expenditures In 50 US States. Health Affairs, 44(4), 433–442. DOI: 
10.1377/hlthaff.2024.01307. 

18.2.3 Community Servings / MANNA (Boston): Direct Outcome Measurement 

Community Servings, a Boston-based MTM provider, reported a 16% reduction in monthly 
healthcare costs and net savings of $220 per patient per month among programme 
participants in its RWJF-supported evaluation. A separate claims analysis by MANNA 
(Metropolitan Area Neighbourhood Nutrition Alliance) showed that MTM participation was 
associated with lower monthly healthcare costs and reduced high-cost utilisation in the 
months following meal receipt. Earlier pilot data from Project Open Hand/UCSF (2014–2015, 
~52 participants) suggested larger reductions in hospitalisations and ED visits, though these 
results did not reach statistical significance. 

 

Sources: Community Servings / RWJF White Paper (2019); Berkowitz, S.A. et al. (2018). 
Meal Delivery Programs Reduce The Use Of Costly Health Care In Dually Eligible Medicare 
And Medicaid Beneficiaries. Health Affairs, 37(4), 535–542. 

18.2.4 Together in Care Pilot (US, 2022): Hospital-MoW Partnership 

A pilot study partnering an urban medical centre with a local Meals on Wheels provider 
enrolled 84 patients aged 60+ with chronic conditions (diabetes, hypertension, heart failure, 
COPD). The intervention provided meal delivery, home safety inspection, social 
engagement, and medical supply allocation over three months post-hospitalisation. Total 
hospital expenditures for the cohort dropped from $1,445,637 in the three months prior to 
enrolment to $435,258 during enrolment — a 70% reduction in hospital costs. 

 

Source: Galiatsatos, P. et al. (2022). Together in Care: An Enhanced Meals on Wheels 
Intervention Designed to Reduce Rehospitalizations among Older Adults with 
Cardiopulmonary Disease — Preliminary Findings. International Journal of Environmental 
Research and Public Health, 19(1), 458. 

18.2.5 Irish ED Study: Malnutrition and Older Adults (University Hospital 
Limerick, 2020) 

A secondary analysis of the OPTI-MEND trial at University Hospital Limerick examined 
malnutrition prevalence among older adults presenting to an Irish emergency department. 
The study found that malnutrition was associated with longer ED stays, functional decline, 
poorer quality of life, increased risk of hospital admission, and greater likelihood of nursing 



 

 

home admission at 30 days. The findings confirm that malnutrition among older Irish adults 
directly drives costly acute and residential care utilisation. 

 

Source: Griffin, A. et al. (2020). The prevalence of malnutrition and impact on patient 
outcomes among older adults presenting at an Irish emergency department: a secondary 
analysis of the OPTI-MEND trial. BMC Geriatrics, 20, 455. 

18.2.6 Meals on Wheels America: Meta-Review of 38 Studies (2023) 

A comprehensive review of 38 studies conducted between 1996 and 2023, published by 
Meals on Wheels America, established home-delivered meals as an evidence-based, cost-
effective intervention that reduces healthcare service utilisation, prevents nursing home 
admissions, and generates substantial healthcare cost savings. The review found consistent 
evidence across multiple study designs that MoW participation was associated with 
improved nutritional intake, reduced food insecurity, reduced hospitalisations, and delayed 
entry to residential care. 

 

Source: Meals on Wheels America (2023). The Case for Meals on Wheels: An Evidence-
Based Solution to Senior Hunger and Isolation. 

18.3 Applying the Evidence to the Irish MoW Network 

The following cost-benefit model applies conservative assumptions derived from the 
international evidence base to the Irish MoW network, using verified Irish healthcare cost 
data.  

Measure Unit Cost (Ireland) Annual Value 

PROGRAMME COSTS (4-year, 
annualised) 

  

Total programme (annualised over 4 
years) 

€10,100,000 / 4 years €2,525,000 

Recurrent coordination (from Year 4)  €400,000 

   

IRISH HEALTHCARE COST 
REFERENCE POINTS 

  

Average hospital inpatient stay (older 
person, 7 days) 

€1,279/night €8,953 per admission 

Average nursing home (Fair Deal, private) €1,232/week €64,064 per year 

Average nursing home (Fair Deal, public) €1,969/week €102,388 per year 

Disease-related malnutrition (national cost)  €1.4 billion p.a. 

Extra bed days from malnutrition (national)  250,000+ per year 

   

CONSERVATIVE AVOIDED COST 
ESTIMATES 

  



 

 

Hospital admissions avoided (150 per year 
at 4M meals) 

€8,953 each €1,342,950 

Nursing home entry delayed by 1 year (60 
persons) 

€64,064 each €3,843,840 

Short-stay hospital admissions avoided via 
welfare check early intervention (200 per 
year) 

€1,279 each €255,800 

Welfare check early interventions (300 per 
year) 

€2,000 estimated €600,000 

Energy cost savings across network (200 
solar sites) 

€3,300/site/year €660,000 

Collective procurement savings (10% on 
ingredients) 

Est. €5M spend €500,000 

   

TOTAL ESTIMATED ANNUAL 
AVOIDED/SAVED COSTS 

 €7,202,590 

PROGRAMME ANNUAL COST 
(annualised) 

 €2,525,000 

NET ANNUAL BENEFIT TO HSE  €4,677,590 

RETURN ON INVESTMENT (annualised)  2.9 : 1 

 

18.4 Assumptions, Evidence Quality, and the Medically Tailored 
Meal Distinction 

The estimates above require an important methodological caveat. The international evidence 
on hospitalisation reductions of 37–63% is drawn primarily from studies of Medically Tailored 
Meals (MTMs) — clinically prescribed, dietitian-designed interventions for patients with 
specific diet-sensitive conditions such as diabetes, heart failure, and renal disease. The Irish 
MoW network operates primarily as a standard nutritional and social service rather than a 
clinical intervention. Mapping advanced MTM outcomes directly to standard Section 39 
providers would overstate the likely healthcare cost avoidance. 

 

The healthcare savings in this model are therefore calibrated to the lower end of the 
evidence range and further discounted. The estimated 100–200 avoided hospital admissions 
per year assumes a modest hospitalisation reduction of approximately 2–3% among MoW 
clients — far below the 37–52% observed in MTM studies — reflecting the less intensive 
nature of standard MoW delivery. The estimated 40–80 delayed nursing home entries 
assume that MoW’s daily welfare contact, nutritional support, and social engagement slow 
functional decline in a small fraction of clients, consistent with the broader home-delivered 
meals literature rather than the clinical MTM evidence. 

 

To strengthen the healthcare cost avoidance evidence base and close the gap 
between standard MoW and clinical MTM, this programme proposes a specific 
enhancement: a Medically Tailored Meal pilot tier within the CRM system. Working 
with HSE primary care teams and community dietitians, 500 high-risk clients (those 



 

 

with diabetes, heart failure, COPD, or post-hospital discharge) would be enrolled in a 
targeted MTM pathway that integrates directly with the HSE’s existing Chronic 
Disease Management (CDM) programmes for diabetes and cardiovascular disease. 
Their meals would be designed or reviewed by a dietitian, flagged in the CRM as 
medically tailored, and their health outcomes tracked against a matched comparison 
group receiving standard MoW. This pilot generates Irish-specific clinical evidence 
that is currently absent, provides the HSE with a defensible basis for healthcare cost 
avoidance claims, and — if the international evidence is replicated in the Irish context 
— would substantially increase the programme’s demonstrated ROI. For the CDM 
programme, the MTM pilot provides a nutrition intervention arm that currently does 
not exist in the Irish chronic disease management pathway. Clinical dietitian input for 
the MTM pilot will be provided in-kind by the HSE through its existing community 
dietitian and CDM programme staffing, with IRL providing the CRM infrastructure, 
data collection, and programme coordination. The pilot will require research ethics 
approval through an HSE Research Ethics Committee prior to participant enrolment, 
with the study protocol designed in consultation with the HSE’s National Clinical 
Programme for Older People and aligned to Health Research Board (HRB) standards 
for health services research. 

 

A methodological note on the nursing home savings: the 60 individuals whose NH entry is 
delayed by one year are already living in the community and, in most cases, already 
receiving HSE home support hours under the 26.7 million hour allocation. The MoW service 
prevents deterioration that would trigger NH admission; it does not create a new community 
care requirement. Any incremental home support arising from the delayed year is marginal 
relative to the existing package and is substantially lower than the €64,064 annual NH cost 
avoided. The net saving is therefore conservatively understated rather than overstated, 
because the model does not count the additional home support hours that would be wasted 
if the client were admitted to a nursing home (the 26.7 million hours protect home-dwelling 
clients; NH admission renders those hours redundant for that individual).  Even applying the 
conservative standard-MoW assumptions rather than the clinical MTM evidence, the 
programme’s capital cost (€10.1 million over four years) is equivalent to the cost of keeping 
158 people in a private nursing home for one year, or approximately 1,128 hospital 
admissions. The energy savings alone (€660,000 per year from solar PV) deliver a 
permanent annual return that continues for 25 years after the programme ends. This is 
infrastructure investment, not expenditure. 

18.5 Non-Financial Benefits 

The cost-benefit analysis above captures only direct healthcare cost avoidance. It does not 
quantify: the social value of reduced loneliness and isolation among older people living 
alone; the carer support value of MoW as respite for family carers; the community 
employment and volunteer engagement value of 319 provider organisations; the food 
security value for older people in fuel and food poverty; or the early warning function of daily 
welfare checks in detecting safeguarding concerns, cognitive decline, and falls risk. These 
benefits are real and substantial but are not included in the financial model above. 

 



 

 

19. Financial Model Review: Three-Scenario 
Analysis 

The accompanying financial model (MoW Financial Model — 3 Scenarios) provides a fully 
formula-driven, 10-year projection comparing the true cost to the State of three approaches 
to the Meals on Wheels network. All inputs are editable; the HSE can adjust any assumption 
and the model recalculates automatically. The following narrative reviews the model’s key 
findings. 

19.1 Baseline and February 2026 Context 

In February 2026, Tánaiste Simon Harris and Minister of State for Older People Kieran 
O’Donnell announced a €2 million increase in HSE funding for Meals on Wheels, bringing 
the total dedicated allocation to €8.25 million — a 30% increase on 2025. The 2026 target is 
3.3 million meals delivered to over 18,000 people monthly. Funding has grown from over €3 
million in 2022 to over €6 million in 2024 to €8.25 million in 2026. This growth trajectory 
demonstrates political commitment, but without structural investment in the network’s 
infrastructure, rising costs will steadily erode the purchasing power of each increase. The 
financial model quantifies exactly how. 

 

At the current €8.25 million allocation serving 3.3 million meals, the implied cost per meal is 
€2.50. Of this, approximately 40% is ingredients, 15% energy, 20% transport and delivery, 
15% staff and volunteer costs, and 10% overheads. Each of these cost components is 
subject to inflation, and the energy component is acutely exposed to price volatility. 

19.2 The True Cost of a Meal: HSE Subvention and Client Co-

Payment 

The HSE subvention of €2.50 per meal does not represent the full cost of the service. Clients 
currently pay between €5 and €7 per meal depending on provider, with some providers now 
charging €7–€8 following post-2022 inflation. At a typical charge of €6 per meal, the total 
cost per meal delivered is approximately €8.50, of which the HSE contributes 29% and the 
client contributes 71%. 

 

This co-payment structure has profound implications for the programme’s economic case. 
The HSE is securing a daily nutritional intervention, a welfare check, a social contact point, 
and a preventative healthcare touchpoint for €2.50 per person per day. The alternative costs 
to the HSE if the service is not available or is withdrawn from any individual are: a hospital 
inpatient bed at €1,279 per night, an emergency department presentation at €1,279, or a 
nursing home place under the Fair Deal at €176 per day (€1,232 per week). The HSE’s 
MoW contribution of €2.50 per day is therefore purchasing preventative care at a cost ratio 
of approximately 1:500 compared to acute hospital care and 1:70 compared to residential 
care. 

 

The client paying €5–€7 per meal is typically elderly, on a fixed income (State pension of 
€299.30 per week), and often a medical card holder. Service coverage is seven days per 
week in most cases, with providers delivering two meals on certain delivery days — one for 
immediate consumption and one for the following day. This delivery model means clients 



 

 

receive seven meals per week at a cost of €35–€49 per week, representing up to 16% of the 
State pension. This is a substantial expense for the population bearing it. When costs rise 
due to food inflation, energy prices, or transport costs, providers face an impossible choice: 
pass the increase to the client (who cannot afford it), absorb it within the provider 
organisation (which has no margin, being predominantly volunteer-run), or reduce the 
service (fewer meals, shorter routes). 

 

The current funding model has no structural mechanism to manage cost pressure. CSO data 
for 2025 shows food and non-alcoholic beverage inflation at 4.0% annually, with overall CPI 
at 2.2%. The 2026 Iran war has dramatically worsened the energy outlook: CSO flash 
estimates for March 2026 show energy prices up 12.3% year-on-year in a single month, with 
the CSO noting that these increases “may have been influenced by recent events in the 
Middle East.” Applied to the MoW cost base, where ingredients represent 40% of provider 
expenditure, food inflation alone erodes approximately €132,000 of the €8.25 million 
allocation’s purchasing power in its first year. Over a decade at 4% food inflation, the food 
component of the cost base rises by 48% while the subvention — absent annual increases 
— remains static. The February 2026 increase of €2 million, while welcome, represents the 
fourth ad hoc increase in four years, each one a reactive response to accumulated cost 
pressures rather than a planned investment in the network’s long-term sustainability. Under 
the Standstill scenario in the financial model, the €2.50 per meal subvention would need to 
rise to approximately €2.87 by 2035 simply to maintain the current level of service, requiring 
continuous annual increases from the HSE. Without those increases, providers will either 
raise the client charge further — pricing out the most vulnerable clients — or reduce service. 

 

The programme offers the structural alternative. By reducing energy costs through 
solar PV (saving an estimated €660,000 annually across the network), reducing 
ingredient costs through CRM-enabled collective procurement (saving an estimated 
€500,000 annually), and increasing kitchen capacity and delivery efficiency through 
capital upgrades, the programme holds down the total cost per meal even as input 
costs rise. Under the Investment scenario, the cost per meal falls from €2.64 to €2.05 
by 2035, meaning the HSE subvention requirement actually decreases in real terms 
and the client charge can be stabilised or even reduced. This protects the most 
vulnerable clients from being priced out of the service while simultaneously reducing 
the HSE’s per-meal cost exposure. 

19.3 SEC and REC Delivery Structures 

The energy transition programme (Phase 6) is delivered through two established EU and 
Irish frameworks. The Sustainable Energy Community (SEC) programme, administered by 
SEAI, enables community groups to plan and implement energy projects with SEAI mentor 
support, 100% funded Energy Master Plans, and community grants covering up to 50% of 
capital costs. Over 1,000 communities are already in the SEC network nationally. IRL has 
direct experience of SEC work through its prior renewable energy activities and is positioned 
to register MoW providers as SECs and coordinate applications across 200+ sites 
simultaneously. 

 

The Renewable Energy Community (REC) structure, transposed into Irish law under RED III 
(Directive 2023/2413), transposed into Irish law via S.I. No. 274/2025, enables communities 
to generate, store, share, and sell renewable electricity within a defined geographic area. 



 

 

This is particularly significant for MoW providers operating from shared community kitchens. 
A solar PV installation on a parish hall or community centre that houses a MoW kitchen 
generates electricity that benefits both the MoW operation and the wider community facility. 
Under the REC model, surplus generation can be shared with neighbouring community 
members, creating a local energy benefit that extends beyond the meal service itself. 

 

IRL’s mandate under the Maximising Community Spaces programme provides the 
institutional authority to coordinate cross-community facility upgrades. Many of the 319 MoW 
providers do not operate from dedicated kitchens but from shared community spaces — 
parish halls, GAA clubs, community centres, and converted facilities. Capital upgrades and 
energy improvements to these buildings therefore deliver a dual benefit: they enhance the 
MoW service and they improve the community facility for all users. This dual benefit 
strengthens the funding case: one investment, multiple community returns. 

 

The SEAI co-funding mechanism is central to the programme’s economics. Standard SEAI 
community grants provide 30% for businesses, but community and voluntary organisations 
operating within the Sustainable Energy Community framework can access rates of up to 
50%. IRL will act as SEC Lead Partner and national coordinator, registering MoW providers 
as SECs and managing applications centrally. This Lead Partner role is essential: individual 
small providers applying independently would qualify for lower grant rates and lack the 
technical capacity to manage the application process. IRL’s coordination delivers the 
maximum 50% rate across all sites simultaneously. At this rate, Phase 6’s €3.5 million 
energy programme leverages an estimated €1.75 million in SEAI co-funding, reducing the 
net cost to the HSE to €1.75 million for the energy transition component. The net total 
programme cost to the HSE after SEAI leverage is €8.35 million — not €10.1 million. 

19.4 Scenario A: Standstill — No Investment, Inflation Only 

Under the Standstill scenario, the HSE continues the current model: annual subvention 
grows with blended inflation (food at 4%, energy at 6%, general at 3%) but no capital 
investment is made. Meal volumes remain static at 3.3 million per year because there is no 
capacity expansion, no coverage gap filling, and no energy cost reduction. 

 

The model shows the HSE subvention rising from €8.25 million in 2026 to approximately 
€9.46 million by 2035 — a 15% increase over a decade. But this tells only part of the story. 
Unmet demand grows from an estimated 2,000 persons in 2026 to over 2,700 by 2035 as 
the over-65 population expands at 3.5% per year. Each unserved person represents a risk of 
accelerated hospital admission, malnutrition, and earlier nursing home entry. When these 
hidden healthcare costs are included, the true cost to the State rises from €11.7 million in 
2026 to €14.2 million by 2035. The HSE saves nothing by underinvesting; it simply transfers 
the cost from the MoW budget line to the hospital and Fair Deal budget lines, at a much 
higher unit cost. 

19.5 Scenario B: Organic Growth — Demand Growth Without 

Investment 

The Organic Growth scenario models what happens when demographic demand grows at 
3.5% annually but the network’s capacity grows at only 1% organically (through marginal 
improvements by individual providers). The subvention trajectory is similar to Standstill, 



 

 

reaching approximately €9.29 million by 2035. Meal volumes grow marginally from 3.3 
million to 3.6 million. But demand grows from an estimated 3.5 million to 4.77 million meals 
needed. 

 

By 2035, the gap between demand and delivery is 1.16 million unserved meals, representing 
approximately 5,800 people not receiving the service. The hidden healthcare costs 
generated by this unserved population drive the true cost to the State to €19.3 million by 
2035 — more than double the HSE’s direct subvention. This scenario represents the most 
expensive option for the State, because it combines the full cost of maintaining the existing 
service with the full cost of not serving the growing population that needs it. 

19.6 Scenario C: Investment — Full Programme with SEC/REC 
Delivery 

Under the Investment scenario, the €10.1 million programme is deployed over four years 
alongside the €8.25 million base subvention. The base subvention grows at approximately 
2% blended annually — substantially below the Standstill rate — because the energy 
savings from solar PV and the procurement savings from collective purchasing structurally 
reduce the cost base. The subvention reaches only €8.29 million by 2035, virtually flat in 
nominal terms. 

 

Total HSE outlay peaks at approximately €10 million in Year 3 (2028–29) when the capital 
and energy programmes are at peak delivery, then falls to €8.69 million by 2035 — lower 
than the Standstill subvention of €9.46 million. Meanwhile, meals delivered grow from 3.3 
million to 4.25 million — a 29% increase. The cost per meal falls from €2.64 in Year 1 to 
€2.05 by 2035. 

 

By 2035, the Investment scenario generates annual savings and healthcare cost avoidance 
of €7.2 million, comprising: €660,000 in energy savings from 200 solar PV installations, 
€500,000 in procurement savings from CRM-enabled collective purchasing, and €6.04 
million in healthcare cost avoidance from an estimated 100–200 avoided hospital admissions 
and an estimated 40–80 delayed nursing home entries. After these savings, the net cost to 
the State is just €1.49 million — compared to €14.17 million under Standstill and €19.33 
million under Organic Growth. 

19.7 Cumulative Cost-Benefit: The Ten-Year Picture 

The cumulative analysis across the full ten-year period is stark. Under Standstill, the State’s 
cumulative true cost (direct subvention plus hidden healthcare costs) exceeds €130 million 
over ten years. Under Organic Growth, it exceeds €150 million as the growing service gap 
drives escalating healthcare expenditure. Under the Investment scenario, the cumulative 
total is substantially lower despite the €10.1 million upfront programme cost, because the 
structural savings and healthcare cost avoidance compound annually. 

 

The programme investment is fully recovered within the first three to four years of operation. 
From Year 5 onwards, the Investment scenario costs the State less each year than the 
Standstill scenario. By 2035, the annual difference is approximately €12.7 million per year: 
€14.17 million true cost under Standstill versus €1.49 million net cost under Investment. The 



 

 

solar PV installations alone generate €660,000 in annual savings that continue for a further 
21 years after the programme ends, delivering an undiscounted lifetime energy saving of 
over €14 million on a net investment of €1.75 million (after SEAI co-funding). 

19.8 Section 39 Cost Stabilisation: The Structural Argument 

The three-scenario comparison reveals the fundamental structural problem with the current 
funding model. Under both Standstill and Organic Growth, the HSE is locked into an 
escalating cycle: costs rise with inflation, the service either stagnates or falls behind 
demand, unserved people generate hidden healthcare costs elsewhere in the system, and 
periodic political interventions deliver funding increases that are immediately absorbed by 
accumulated cost pressures. The trajectory from over €3 million in 2022 to €8.25 million in 
2026 demonstrates the pattern: each increase is welcome but structurally insufficient 
because it addresses the symptom (not enough money) rather than the cause (an 
unreformed cost base). 

 

The Investment scenario breaks this cycle. Solar PV permanently decouples the largest 
variable cost (energy) from market volatility. Collective procurement enabled by the CRM 
data platform permanently reduces ingredient costs. Kitchen capacity upgrades permanently 
increase the number of meals each provider can produce. Volunteer recruitment 
permanently expands delivery coverage. The result is a network that can deliver more meals 
at lower cost per meal, with a stable and predictable subvention requirement that the HSE 
can plan against with confidence. 

 

The question for the HSE is not whether it can afford to invest €10.1 million. The question is 
whether it can afford the €150+ million cumulative true cost of not investing. And beyond the 
HSE’s own cost exposure, there is the equity question: without investment, the 18,000+ 
clients paying €5–€7 per meal from fixed incomes will face rising charges, reduced service, 
or both. A service in which the client already pays 71% of the cost cannot sustainably absorb 
further cost increases without either State intervention or service collapse. 

 



 

 

20. Emergency Resilience: Storms, Fuel Disruption, 
and Crisis Response 

The MoW network serves the most vulnerable people in the most exposed locations in the 
country. During a Status Red weather event, a fuel strike, an energy supply disruption, or a 
pandemic-level public health emergency, these clients are the first at risk and the last to be 
reached. The April 2026 fuel protests — triggered by the Iran war and the closure of the 
Strait of Hormuz — have demonstrated this vulnerability in real time: over 600 of Ireland’s 
approximately 1,500 fuel stations ran dry (Kevin McPartlan, CEO, Fuels for Ireland, 11 April 
2026), the Whitegate refinery was blockaded, ambulance and fire services reported 
“increasing pressure” on fuel supplies, and MoW delivery vehicles across rural Ireland faced 
the same diesel shortages as every other road user. The programme’s digital infrastructure, 
energy resilience, and capacity upgrades transform the network from a system that cannot 
see itself during a crisis into one that can coordinate a targeted national response in real 
time. 

20.1 Current Vulnerability: No Visibility, No Coordination 

Today, when a severe weather event hits, IRL’s crisis response is to phone around 319 
providers and hope someone answers. There is no dashboard showing which providers can 
still operate. There is no register of which clients are in isolated townlands that will be cut off 
by flooding or fallen trees. There is no data on which clients are medically vulnerable and 
depend on the meal as their primary nutrition. There is no mechanism to redirect resources 
from unaffected areas to affected ones. There is no visibility of which providers have frozen 
reserves that can sustain service for two or three days without cooking, and which will have 
nothing to deliver the moment the kitchen loses power or staff cannot travel. 

 

During a fuel strike, the same blindness applies. Which providers have delivery vehicles with 
sufficient fuel reserves? Which have alternative delivery capacity — volunteers with their 
own vehicles, walking routes in urban areas? Which clients can be served by a neighbouring 
provider if their usual provider cannot operate? None of this is known, because no data 
infrastructure exists to capture it. 

 

The COVID-19 pandemic demonstrated both the critical importance of MoW during a 
national emergency and the fragility of the network’s response capacity. Providers adapted 
heroically, but coordination was ad hoc, information flow was informal, and the national 
picture was never fully visible. The pandemic also revealed how rapidly the client base can 
expand during a crisis, as younger and previously self-sufficient people found themselves in 
need of meal delivery. 

20.2 Programme-Enabled Emergency Response 

Each phase of the programme contributes a specific emergency resilience capability: 

 

The CRM and National Dashboard (Phases 2–3) provide real-time visibility of the entire 
network during a crisis. Every provider’s operational status is visible on a single screen: 
open, closed, operating at reduced capacity, cut off. Every client has a vulnerability flag: 
medical dependency, sole nutrition source, isolated location, no family contact. The 



 

 

dashboard enables IRL and the HSE to see instantly where the gaps are opening and direct 
resources accordingly — not hours or days after the event, but in real time as it unfolds. 

 

The GIS Coverage Map (Phase 1) identifies in advance which townlands and clients are 
most exposed during different emergency scenarios. A storm tracking west to east can be 
overlaid on the coverage map to identify which providers and clients will be affected, hours 
before impact. Pre-positioned resources — frozen meals, volunteer drivers, alternative 
delivery routes — can be activated before the event hits, not after. 

 

Cook-Chill and Cold Chain Capacity (Phase 5) enables providers to pre-prepare and 
stockpile meals in advance of a forecast storm or disruption. A provider with blast-chiller and 
freezer capacity can build a three-day reserve of meals that can be delivered cold or 
reheated by clients with a microwave, even if the kitchen itself cannot operate. The existing 
double-meal delivery model — where clients receive two meals on certain delivery days, one 
for immediate consumption and one for the following day — already provides a one-day 
buffer. Capital upgrades extend this to a three-day reserve at sites with cold chain 
infrastructure, significantly increasing the network’s resilience to short-duration disruptions. 

 

Solar PV and Battery Storage (Phase 6) provide energy resilience at critical sites. The 30 
battery storage pilot sites can continue to operate cooking equipment during a grid outage. 
Additionally, the capital programme (Phase 5) installs backup generators at critical 
community kitchen sites identified by the audit, and positions emergency fuel tanks at 
regional hub locations to ensure delivery vehicles can operate during fuel supply disruptions. 
In rural Ireland, grid outages during severe weather are common and can last hours or days. 
A hub kitchen with solar panels, battery backup, and a generator can continue to cook and 
deliver indefinitely, serving as an emergency anchor for its entire region. The regional hub 
model creates a tiered emergency response structure: even if isolated local providers cannot 
operate, the hub kitchens maintain production and volunteers redeploy to cover affected 
routes. 

 

The Volunteer Network (Phase 4) provides surge capacity during emergencies. A registered, 
vetted, and trained volunteer pool can be redeployed across providers during a crisis. If a 
provider in a flood-affected area cannot operate, volunteers from neighbouring areas can be 
mobilised to cover the gap using the CRM’s route and client data. This cross-provider 
deployment is impossible today because no shared data exists between providers. 

 

Collective Supply Chain Intelligence (CRM Data) enables ingredient and resource 
redistribution during supply chain disruptions. If a fuel strike or supply chain failure affects 
one region, the CRM data shows which providers have surplus stock and which are running 
short, enabling IRL to coordinate redistribution across the network rather than each provider 
managing in isolation. 

20.3 Emergency Scenarios and Programme Response 

Emergency Scenario Without Programme With Programme 

Status Red Storm 
No visibility of affected providers or 
isolated clients. Phone-around to 

Dashboard shows affected 
providers in real time. GIS overlay 



 

 

319 providers. No data on frozen 
reserves. No cross-provider 
coordination. Clients in isolated 
townlands may go days without 
food or welfare check. 

identifies at-risk townlands and 
clients before impact. Pre-
positioned frozen meals from hub 
kitchens activated. Generator-
backed and battery-backed kitchens 
continue operating. Volunteers 
redeployed from unaffected areas 
via regional hubs. 

Fuel Strike 

Unknown which providers have fuel 
reserves. No alternative delivery 
planning. No visibility of which 
clients can be served by other 
means. Service collapses provider 
by provider as fuel runs out. This is 
the exact scenario playing out 
during the April 2026 fuel protests, 
with over a third of fuel stations dry 
and no data on which MoW clients 
are going unserved. 

Emergency fuel tanks at regional 
hubs maintain delivery fleet. CRM 
shows vehicle status and route 
data. Alternative delivery plans 
activated (walking routes, volunteer 
cars). Client priority flags ensure 
medically vulnerable served first. 
Hub kitchens coordinate regional 
coverage. 

Grid Outage 
(Prolonged) 

Kitchens shut when power fails. No 
cooking, no hot meals. No visibility 
of which providers are affected. No 
backup power anywhere in the 
network. 

Backup generators at critical sites 
maintain cooking. 30 battery 
storage sites operate off-grid. Solar 
PV provides daytime generation. 
Hub kitchens with full backup serve 
as regional emergency anchors. 
Cook-chill reserves distributed to 
affected areas. 

Pandemic / Public 
Health Emergency 

Ad hoc response as per COVID-19. 
No standardised data on client 
medical vulnerability. No 
mechanism to rapidly expand 
service to new clients. Provider 
capacity unknown. 

CRM enables rapid client 
onboarding. Medical vulnerability 
flags prioritise service. Dashboard 
coordinates network-wide response. 
Blue Light group integration 
ensures MoW client data available 
to emergency services. Supply 
chain data enables bulk 
procurement. Volunteer surge 
capacity deployed. 

Food Supply Chain 
Disruption 

Each provider manages 
independently. No visibility of 
network-wide stock levels. No 
collective purchasing power. 
Providers compete for scarce 
supplies. 

CRM aggregates stock data across 
319 providers. Centralised 
purchasing framework agreements 
guarantee supply from approved 
suppliers. IRL coordinates 
redistribution from surplus to 
shortage areas. Menu adaptation 
coordinated nationally. 

Extreme Cold / Ice 
Event 

No data on which clients rely on 
MoW as sole hot meal. No visibility 
of providers unable to deliver due to 
road conditions. No pre-positioning 
of reserves. 

Client dependency flags identify 
sole-nutrition clients. Route hazard 
data from GIS. Pre-positioned 
frozen meals at hub kitchens. Blue 
Light group alerted to MoW 
vulnerable client locations. Priority 
delivery lists generated 
automatically. 



 

 

 

20.4 Blue Light Coordination Group Integration 

The MoW network holds intelligence that no other organisation in the State possesses: the 
precise location, medical vulnerability, dietary dependency, and daily contact status of 
thousands of the most isolated older people in every county. During a major emergency, this 
intelligence is invaluable to the Blue Light coordination group — the inter-agency structure 
bringing together An Garda Síochána, the fire service, the National Ambulance Service, Civil 
Defence, the Irish Coast Guard, and local authority emergency response teams. 

 

Currently, MoW has no formal role in the Blue Light coordination structure. When a severe 
weather event, flooding, or other emergency occurs, the Blue Light agencies coordinate their 
response without access to MoW’s client data on vulnerable isolated older people. Civil 
Defence may door-knock in affected areas without knowing which houses contain elderly 
people dependent on MoW as their sole nutrition and welfare contact. Ambulance services 
responding to welfare checks may not know that a MoW driver flagged a concern about a 
client three days earlier. 

 

The programme enables formal integration of MoW into the Blue Light coordination 
framework. The national dashboard provides a real-time feed of client locations, vulnerability 
flags, and welfare check status that can be shared with emergency services during a 
declared emergency. The regional hub kitchens serve as physical coordination points where 
emergency services and MoW volunteers can co-locate during a crisis response. The CRM’s 
client data enables emergency services to prioritise welfare checks on the most vulnerable 
individuals rather than conducting blind door-to-door searches. 

 

IRL will seek formal membership of the relevant inter-agency emergency coordination 
structures at national and regional level, offering the MoW network’s client intelligence and 
volunteer capacity as a resource to the Blue Light group in exchange for coordinated support 
during events that affect the MoW service. This is a reciprocal arrangement: the emergency 
services gain access to vulnerability data they currently lack, and the MoW network gains 
coordinated support during disruptions that threaten service continuity. The CRM and 
dashboard are the technical infrastructure that makes this integration possible. 

20.5 The Reputational and Legal Risk 

Beyond the operational and humanitarian case, there is a governance risk that the HSE 
must consider. If a vulnerable older person dies during a severe weather event because 
MoW service was disrupted and nobody knew they were isolated, the subsequent inquiry will 
ask: did the coordination body have visibility of vulnerable clients? Did it have contingency 
plans? Did it have the data infrastructure to identify and prioritise at-risk individuals? Today, 
the answer to every one of those questions is no. The programme ensures the answer is 
yes. 

 

The programme does not eliminate the risk of adverse events during emergencies. But it 
eliminates the indefensible position of having no data, no visibility, and no coordinated 
response capability for the network serving the State’s most vulnerable population. The cost 
of the programme is quantifiable. The cost of the reputational and legal exposure of the 



 

 

current position is not, but it is real and it is growing with every year that the network 
operates without basic data infrastructure. 

21. What the HSE Gets 

The following table summarises the financial choice facing the HSE: 

 

Cost of Action (€10.1M Programme) Cost of Inaction (Standstill) 

€10.1M capital investment (net €8.35M after 
SEAI) 

€130M+ cumulative true cost over 10 years 

Cost per meal falls from €2.64 to €2.05 Cost per meal rises from €2.50 to €2.87+ 

4.25 million meals by 2035 3.3 million meals (static) 

€7.2M annual savings by 2035 €4.7M annual hidden healthcare costs by 2035 

Full audit trail: every meal, referral, welfare 
check 

Limited visibility: no standardised data or 
national reconciliation 

HACCP-compliant network with hub kitchens 319 independent kitchens, variable compliance 

Federated IPB Insurance: standardised cover 319 separate policies: underinsurance risk 

Solar PV: 25-year energy independence Full exposure to fossil fuel volatility 

Blue Light integration: emergency visibility Phone-around: no crisis coordination 

158 hospital bed nights pays for €400k 
coordination 

Every unserved person is a potential €64k NH 
entry 

Irish MTM pilot: path to statutory recognition No clinical evidence: no statutory case 

 

21.1 Immediate Low-Risk Savings (Years 1–2) 

Several programme elements deliver immediate, non-controversial savings with minimal 
implementation risk. These provide early wins for the HSE while the larger transformation 
programme builds momentum: 

 

Federated IPB Insurance: Consolidating 319 individual public liability policies into a single 
national framework delivers immediate premium savings, standardises cover, and eliminates 
the risk of individual providers operating with inadequate liability protection. Achievable 
within six months of programme commencement. 

 

Federated Staple Procurement: National framework agreements for proteins, dairy, root 
vegetables, and dry goods have the potential to deliver 5–15% savings on the largest single 
cost component (ingredients represent 40% of provider expenditure, or approximately €3.3 
million of the €8.25 million allocation). Even a conservative 5% saving yields €165,000 
annually. First framework agreements can be operational within twelve months, generating 
measurable savings before the CRM rollout is complete. 

 



 

 

Energy Cost Reduction: The first tranche of solar PV installations (50 sites in Year 2) 
delivers permanent electricity cost reductions at the highest-consumption providers, with 
savings visible on the first post-installation utility bill. Each installation has a 2.7-year 
payback and generates savings for 25 years. 

 

These three elements alone are estimated to generate over €500,000 in combined annual 
savings once fully operational — more than the annual cost of the €400,000 recurrent 
coordination model. They are low-risk, politically uncontroversial, and require no healthcare 
outcome assumptions. 

21.2 Why Irish Rural Link 

IRL’s role as programme delivery partner is not assumed; it is evidenced by a track record of 
delivering complex, multi-stakeholder national programmes: 

 

The €25 million Breeding Waders EIP: IRL manages one of the largest European Innovation 
Partnership projects in Ireland, involving national field teams, GIS-based habitat mapping 
across thousands of hectares, results-based farmer payments, multi-agency coordination 
with DAFM and NPWS, EU-level reporting, and a fleet and logistics operation comparable in 
complexity to the MoW programme proposed here. The Breeding Waders EIP demonstrates 
that IRL has the programme management infrastructure, financial controls, and field delivery 
capacity to execute at the scale required. 

 

CAP Network Ireland: IRL coordinates the national knowledge-exchange network for CAP 
implementation, managing stakeholder engagement across farming, environmental, and 
rural development organisations. This role demonstrates IRL’s capacity for national 
coordination, policy translation, and multi-agency collaboration. 

 

National Meals on Wheels Network Coordination: Since 2015, IRL has built the network from 
initial establishment to 319 providers with an interactive national map, annual conferences, 
provider training, and the policy advocacy that secured funding increases from €3 million to 
€8.25 million. This programme proposes to equip IRL with the data and infrastructure to do 
what it has been doing with €90,000 and goodwill at a professional, evidence-driven 
standard. 

 

Sustainable Energy Community Experience: IRL brings direct experience of SEC 
development and renewable energy project delivery through its principals’ prior work in 
biomass, solar, and community energy, providing the technical credibility to coordinate the 
SEAI-funded energy transition programme as SEC Lead Partner. 

 

IRL operates in this programme as a coordinating delivery partner under HSE strategic 
oversight — not as a system owner, not as an exclusive provider, and not as a monopoly. 
The CRM, data, and infrastructure are assets built for the HSE’s benefit and subject to the 
HSE’s strategic direction through the Programme Steering Group. 

 



 

 

For a four-year transformation partnership investment of €10,100,000 and a recurrent annual 
commitment of €400,000, the HSE acquires: 

 

Complete national visibility of the Section 39 MoW network it funds — for the first 
time. Client numbers, referral sources and pathways, meal volumes, dietary provision, 
welfare check outcomes, coverage maps, contingency readiness, provider operational 
status, and volunteer capacity. All in real time, on a dashboard accessible to HSE 
management. 

 

Automated Section 39 reporting replacing ad hoc manual returns, reducing administrative 
burden on both the HSE and providers. 

 

A quantified evidence base for the preventative health value of MoW — hospital admission 
avoidance, malnutrition prevention, early intervention via welfare checks — that the HSE can 
use in its own strategic planning, Estimates submissions, and engagement with the 
Department of Health. 

 

Expanded service coverage through targeted volunteer recruitment in communities currently 
without MoW provision. 

 

A 48% expansion in service capacity — from the current 2.7 million meals (2025 actual) to 4 
million meals per year — achieved through kitchen upgrades, coverage expansion, 
frequency increase, and cost reduction. More meals to more people at lower cost per meal. 

 

Permanent energy cost reduction across 200 provider sites through solar PV, stabilising 
Section 39 provider economics and eliminating the cycle of emergency energy supplements. 

 

Stabilised Section 39 cost base enabling predictable, targeted funding allocations rather 
than reactive crisis interventions. The CRM dashboard shows the HSE exactly where each 
provider stands financially in real time. 

 

A contingency response capability that gives the HSE real-time visibility during severe 
weather events or other emergencies of which providers can operate, which clients are at 
risk, and where intervention is needed. 

 

Emergency resilience through battery-backed kitchens, cook-chill reserves, pre-positioned 
frozen meals, cross-provider volunteer redeployment, and a national dashboard that shows 
the entire network’s status in real time during any crisis — from a Status Red storm to a fuel 
strike to a pandemic. The current position of no data, no visibility, and no coordinated 
response capability is eliminated. 

 

The foundation for a statutory recognition case, supported by data that demonstrates MoW 
is not a discretionary community service but an essential component of the community care 
infrastructure. 



 

 

 

Immediate financial efficiencies through federated IPB Insurance (consolidating 319 
individual public liability policies into one national framework, eliminating underinsurance risk 
and delivering hard-cash premium savings) and national staple purchasing contracts 
(replacing 319 separate procurement relationships with volume-priced framework 
agreements providing price certainty over 12–24 month periods). 

 

A 500-person Medically Tailored Meal pilot generating the exact Irish-specific clinical data on 
hospital readmission rates and healthcare cost avoidance that the Department of Health 
requires before any discussion of statutory recognition. This pilot is the clinical shield that 
converts anecdotal claims about preventative value into auditable, peer-reviewable 
evidence. 

 

The alternative is not a zero-cost option. Without this investment, the HSE’s €8.25 
million allocation will be eroded by food and energy inflation, the client co-payment of 
up to €49 per week will become unsustainable for pensioners, providers will fail or 
retrench, coverage gaps will widen, and the hidden healthcare costs generated by 
unserved vulnerable people will accumulate on the acute hospital and Fair Deal 
budget lines at rates of €1,279 per night and €64,064 per year respectively. The 
financial model demonstrates that the cumulative true cost of inaction exceeds €130 
million over ten years. The €10.1 million programme is not an expenditure; it is the 
cheapest insurance policy the HSE will ever be offered against a liability it is already 
carrying. 
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