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vernment artments 

A total of sixteen Government Departments were circulated and invited to submit 
comments on the document. Of these five replied indicating that they had no comment 
to offer. The following are the main points made in the submissions received from the 
remaining seven departments which replied. 

1. General support for the principle of prevention rather than over-reliance on cure. 

2. Concern expressed that any health advice to the public on consumption of certain types 
of food should not be a blanket condemnation. This could have serious repercussions 
for the food industry and employment therein. 

3. Support the availability of low cost recreational centres and facilities for promotion of 
health behaviour. 
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4. Creation of health boards did not clearly separate environmental and health functions. 
Health personnel still discharge some functions on behalf of local authorities. This should 
be addressed in future policy planning. 

5. Local authority members should continue to form majority membership of health 
boards/or proposed health committees. Perhaps local authorities should have some role 
in community care. 

6. There is a need for improved co-ordination in administration of national policies in 
following areas: 
(a) quality control of food production and processing. (This may result in higher food 

prices); 
(b) environmental pollution. 

7. No mention made of measures to reduce alcohol abuse and develop appropriate occu
pational health policies. 

8. Support the emphasis on the shift from institutional to community care. 
Community care facilities need to be extended if an alternative to institutions/hospitals is to 
be provided. There is a need also to specify amounts of money involved in transfers to 
community care. 

9. That tax allowances for private health insurance should be curtailed seems attractive 
but would need to be examined in detail to ascertain long term cost effectiveness. 

10. Health policy should take into account that an efficient public transport system is ben
eficial to health reducing stress and pollution, and is also important for disadvantaged 
people. 

11. Dept of Health should be represented on the Inter-Departmental Committee for 
Enforcement of Road-Related legislation. 

12. The reality that resources available for the health services in the future will drop in 
real terms, must be faced. Comprehensive state funded services are ruled out under 
present resource restraints. 

13. Fundamental change required in attitudes of the public if the move away from hospital 
care is to be pursued. More evidence needed to prove that primary care is more cost 
effective. 

14. There is a lack of statutory control on larger voluntary hospitals. 

15. Support the idea of health promotion but objective criteria for healthy living need to 
be set out in detail. 
Reductions in tobacco/alcohol consumption will have implications for tax revenue and 
employment. 

16. Do not support proposal to rename Dept. of Health and health boards to take account 
of proposed wider responsibilities. This could lead to overlap and confusion of respon
sibilities. 

17. Assumption of any responsibilities for areas outside direct control of the Department 
because they impinge on health would be excessive. 
Disagree that a cabinet ubcommittee would be the best way to co-ordinate efforts in the 
health related areas. 

18. Evidence required to substantiate statement 'that public policy should demonstrably 
not contribute to health problems'. 
Any lack of co-ordination between statutory and non-statutory bodies may imply criticism 
of the Department of Health. 
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The eight health boards were circulated and invited to submit comments on the document. 
Of these, four replied and the following are the main points made in the submissions. 
Comments from the Association of Health Boards are also included. 

1. There is a need for more specific and better targeted interventions. 

2. Support the proposal that programmes should be geographically based. 

3. Community Care and hospital catchment areas should be co-terminous. 

4. Health Education programmes vital to produce a change in public attitudes. However 
any benefits accruing from promotion of positive health won't be evident for at least a 
generation. 

5. Welcome the change in emphasis from curative to preventive medicine. This requires 
development of community care services with GPs as key figures in primary care teams. 
Such change will take time and require additional resources. Change in method of pay
ment of GPs in GMS scheme to capitation system would be necessary. 

6. Opposed to any further centralisation of control. 

7. Further investigation should be carried out into the proposed change from programme 
to geographic units to determine what advantages there are. The unified community 
care teams should not be interfered with. 

8. The present position in relation to tax relief on VHI contribution should not be altered. 
There are psychological and financial benefits involved for families in the scheme. 

9. General support for the overall policy contained in the document but the mechanisms 
for its implementation should have been clearly stated. Some misgivings over the struc
tures which would be necessary to implement it. 

10. Agree that health in the widest sense is equally dependent on educational, environmental 
and ecological policy as on 'health' policy. 

11. Recognise the contribution made by voluntary effort to health and welfare services. 
However many voluntary bodies employ paid management and workforce. Small ad
ministrations tend to proliferate. Perhaps these could be better run under local statutory 
bodies. 

12. Reject the idea that health boards enjoy considerable autonomy in regard to spending. 
There is no discretion over funds spent on provision of statutory services. Income pay
ments and drug refund payments should not be charged to the health services. Payments 
for acute hospital care, should be a national charge paid through the Exchequer and not 
through the local health services. 

13. Accept that health expenditure will have to be contained at present levels but patient 
care must not suffer. 

14. Inability to treat in a community setting must be the criterion for admission to in-patient 
care. 

15. An equitable resource allocating mechanism for dividing national health budget is needed. 
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A total of thirty voluntary hospitals were circulated and invited to submit comments 
on the document. Of these, four replied indicating they had no comments to offer. The 
following are the main points made in the submissions received from the remaining 11 
hospitals which replied. 

1. Disagree with the suggestion that voluntary hospitals operate totally independent of 
health boards/Department. What evidence is there for this? 

2. Opposed to removal of tax relief on VHI premiums. This would make private treatment 
available only to the wealthy. 

3. Welcome emphasis on primary health care and education but it will take many years 
to change lifestyles which are health damaging. 

4. Opposed to any attempt to centralise authority away from hospitals. Hospitals can 
respond more quickly to community needs away from more departmental control. 

5. Each voluntary hospital should be examined on its merits taking account of its health 
board role and performance. 

6. Consultants should treat only the acutely ill. Many acute beds are occupied by people 
recovering from surgical or medical treatment not requiring consultant care, GP beds 
may be relevant here. 

7. Nurse/patient ratios vary greatly from hospital to hospital - this needs examination. 

8. Common contract needs review and simplification; at present it is complex and expen
sive to operate. 

9. Any reduction in the number of health boards would mean less community involvement 
in planning of services. 

10. No evidence to suggest that private patients have any preferential access to facilities. 
Private and public practice should be retained on the same site on the basis of equal access 
for all patients. 

11. Lack of community care services necessitates longer stays in acute hospitals and 
increases admissions. If resources are to be transferred from hospitals to community 
services they must be able to absorb the workload. There is no evidence that this has 
happened so far. 

12. Geographical units of management favoured over programme units in health boards. 

13. A more sophisticated form of measurement of health service performance is required 
other than survival data. 

14. Health technology asse ment unit would be welcome. 

15. Re earch into improved admini trative and management methods is welcome. The 
development of information ystem and manpower planning is also important. 

16. Small inefficient ho pital should be clo ed but resources must be given to remaining 
hospitals to ab orb any extra workload. 

17. Health education and preventive medicine should be further developed. Perhaps tax 
revenue from alcohol and tobacco could fund this area. 
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18. There are many shortcomings in the use of DRGs. 

19. General Hospitals should be the fulcrum of the health services with closer links to GPs 
and community services. VHI should support use of out-patient services. 

20. Would like to see more Home Care Teams for terminally ill patients. These teams 
are very cost-effective compared to hospitalisation and operate in conjunction with the 
patient's doctor. 

21. People dying from AIDS have put increased pressure on facilities and resources. 

22. Children's health problems are not, to the same extent as adults, related to life styles 
and therefore not amenable in the same way to preventive solutions. This must be borne 
in mind in the formulation of health promotion/disease prevention policies . 

• • YSlca encles 

A total of eighteen mental and physical handicap agencies were circulated and invited 
to submit comments on the document. Of these, eight replied and the following are the 
main points made in the submissions received. 

1. Clients must be the focus of a health care system. Sectoral interests must not obscure 
this. Services should be critically reviewed to ensure the needs of clients are being met. 
Clients should be involved in planning and design. The efficient delivery of the service 
is more important than who actually delivers it. 
There are too many schemes at present for delivery of service. Many clients must go through 
an undignified process to obtain services. 

2. Agree there is a need for improved management expertise to include management 
information systems, computer managers and a stronger planning function. Accurate 
comprehensive statistical information required for proper planning. This is not available 
at present. Salary structures at present are not sufficient to attract the right quality of 
person to top posts. 

3. Agree there is a need for a scientific approach to budgeting, DRGs may be beneficial 
here. Doctors whose decisions lead to resource utilisation should be involved in or made 
aware of the economic consequences of their decisions. 

4. Support the shift from institutional to community services but resource cutback in one 
must correspond with increased resources in the other. Community care must not be 
seen as a cheap option in times of recession. 
To date there is little evidence of movement from residential to community care. 
There will always be a need for some institutional care (a demand still not fully met) . 

5. Opposed to changes in direct-funding between Department and non-statutory or
ganisations. Direct funding has many benefits (a) guarantee and continuity of funding 
(b) takes account of cost variations such as wage agreements (c) gives organisations a 
chance to negotiate with central Government (d) block grants encourages a search for 
inefficiencies in the system as private funds are also used by bodies concerned. 
Does the idea of 'shopping around' for ervice imply voluntary bodies are less efficient than 
health boards? 

6. Would like to see a common policy and criteria for all voluntary (non-statutory) 
services. At present these compete for resource. 
Details of proposed re-organi ation in the non- tatutory sector should have been outlined. 
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Any proposals must take account of Review Body now looking at mental handicap 
• serVIces. 

7. Accept that there is a limit on the state sector's capacity to deliver resources and 
services. State and voluntary roles need to be clearly defined. 

8. The importance of a physically accessible environment must be recognised in future 
planning. 

9. People in the community who care for aged parents, handicapped relatives etc. should 
be given adequate remuneration. 

10. Do not agree that the existing system provides a comprehensive range of services for 
the mentally handicapped. People with mental handicap have distinct health needs and 
are a specific group within the wider population. 

11. A national plan is required for mental handicap services setting out how equity in 
services can be provided for citizens with a mental handicap. 
Additional resources must be made available and equitably distributed. There is also a need 
for a set of basic standards for quality of service . 

tatutor • o leS 

A total of thirteen health statutory bodies were circulated and invited to submit comments 
on the document. Of these eleven replied and the following are the main points made in 
the submissions received. 

1. The policies outlined have major implications for training of health professions. Training 
must take account of the proposed community setting for delivery of services. 
Postgraduate training needs to be broadened to include awareness of other disciplines' 
contributions. Various disciplines will need to have clear directions as to what services 
they provide , if overlapping and inefficiency are to be avoided. 

2. The school system must provide adequate health education and health promotion if 
any impact is to be made on lifestyles and acceptance of personal responsibilities for 
health. 
What evidence is there that lifestyle changes will eliminate illnesses? 

3. If Primary Health Care is the central component of the health care system, the struc
tures involved must be clearly defined and adequately resourced. Community doctors 
should be the focal point for preventive activity e.g. vaccination, nutrition. 

4. There is a need for (a) more epidemiological expertise; (b) strengthened manpower 
planning involving all the relevant interests; (c) evaluation of training schemes and more 
career guidance. 

5. Increased liaison between community/hospital/GPs necessary to achieve aims outlined. 

6. Monitoring of anti-biotic overuse (veteri nary and human) is patchy at present. Nation
wide monitoring required as a basis for an anti-biotic policy. 
A stronger surveillance programme should also be maintained on drugs generally. 

7. Future therapeutic management by physicians will likely be on two levels (a) high tech
nology managed by consultants; (b) routine , using established medications, managed by 
community physicians. 
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8. Entry to the General Medical Service Scheme for doctors should be determined by the 
needs of the service no automatic entry as at present. 
Brand-name drugs need to be rationalised without impinging on good patient care. 

9. AIDS will be a particular problem, especially re. blood supplies. Healthier lifestyles 
may help. 

10. Eligibility for health services should take account not only of ability to pay but ability 
to insure against ill-health. 

11. Welcome proposal to rename Dept. of Health and Health Boards to reflect their wider 
roles. 

12. Voluntary agencies should have representation as of right on health boards. 

13. There is no clear definition of the role of the Department of Health if the policy 
changes proposed were implemented. 

14. Rationalisation of the administration of dental services through one government 
department is needed. (Two departments are responsible for delivering services at 
present). 

15. There is a danger that health promotion/disease prevention concepts may be used to 
resolve management issues in the area of oral health services. 

16. The development of centralised planning for the health services must be flexible to 
incorporate new developments in medical practice. A planning board with significant 
medical representation should advise on priorities and new advances . 

tate • nCles on-

A total of twenty-one other State Agencies (non-health) were circulated and invited to 
submit comments on the document. Of these eight replied and the following are the main 
points made in the submissions received. 

1. Support the emphasis on health promotion and disease prevention. The school system 
should be the focus for health education. 
Encouragement of good health in the workplace requires well-informed staff, healthy en
vironment and canteens recognising the importance of good diet. Dieticians should be 
included in the list of health care specialists providing primary health care . 

2. There exists a strong relationship between socio-economic status and illness. Revising 
levels of awareness and education can improve this area. The longer the period of 
full-time education the more likely the young person will break out of poverty related 
to lack of skills/unemployment. 

3. Support the need for on-going training at all levels in the health service. There is a 
need for more effective manpower planning. 

4. Recommend a continous review function of services covering effectiveness, efficiency, 
administration and management. 

5. Food industry should be encouraged to develop healthier formulations and novel 
products. (Relationship between shop , food manufacturer and government as exists in 
Netherlands should be studied). There is a need for more research on long-term risks 
of food additive usage. 
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6. Women should be involved in planning of services to ensure a level of service accept
able to men and women. 
A comprehensive screening programme for cancers exclusive to women should be set up. 
Women who care for relatives, should be given some remuneration by the state. 

7. Environmental pollution must be tackled (e.g. Sellafield, introduction of lead free petrol). 

8. The cost to the community/health services of road accidents is enormous (about £230 
million at present) yet very limited funds are spent on public education and information 
for road users. 
Highway engineering and planning acts do not give sufficient priority to safety. Remedial 
engineering takes place after a record of death and injury is established. 
Recommend a separate traffic police for enforcement of laws and testing of all those involved 
in road accidents for blood alcohol. No driving licences for those with a habitual drink 
problem. 

9. Would favour long-term subsidy to assist disabled people who could work in open 
employment (not at 100% efficiency). 
Inflexibility in paying Disabled Persons Maintenance Allowance seems to discourage people 
from taking up open training or work experience opportunities . 

• • • e nlo esslo es 
ssociations ocieties 

A total of forty trade unions/professional bodies/associations/societies were circulated 
and invited to submit comments on the document. Of these twenty-one replied and the 
following are the main points made in the submissions. 

1. (a) Accept that the position in relation to the Health Budget has altered dramatically 
in the 1980s. The effect of this however has been to curtail the development of the 
community based services necessary to facilitate the welcome shift in emphasis from 
hospital care. 
Primary health care also needs to be clearly defined and a change in public attitude will also 
be necessary if policy is to be successfully implemented. 

(b) There are major reports on Social Work and Community Care re-organisation 
which have never been implemented. 

(c) The increase in hospital admissions is due to lack of comprehensive community 
• services. 

(d) Some additional funding will be necessary to facilitate changes initially. 

(e) Hospitals cannot be deprived of further funding 

2. Co-ordination between the Department and the agencies is unclear for those delivering 
the services. Responsibility in event of breakdown is difficult to pinpoint. 

3. The pivotal role of the doctor in health care mu t be accepted. 

4. Government department must en ure that policy implementation does not create 
health problems e.g. pollution, food additives. 

5. Welcome proposed restructuring of service on a geographical basis with greater local 
involvement. 
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6. Welcome the concept of multi-disciplinary teams in health care delivery. Each member 
of the team must be made aware of the skills of the other members. Perhaps multi
disciplinary teams should have representation on health boards. At present the various 
disciplines tend to operate in isolation from each other. 
Simple transfer of personnel from hospital to community setting will not suffice. All disci
plines involved must be specially equipped for service in the community. Perhaps EEC 
models could be looked at before teams are established. 

7. There is a case for development of health insurance schemes for domiciliary health 
services and GP services. 

8. Concerned that expenditure in Ireland on health/social services consumes more of real 
living standards earned by the community than in any other OECD country at our 
level of economic development. (27% on welfare, 21% on health, 11% on education). 
Continuation of essential services and protection of those in need should be ensured in 
a manner which will be cost effective. 

Large sums (£30 million) outstanding in health contributions from farmers and self employed. 

9. Favour extension of mandate of VHI to include prevention and intervention elements 
in its schemes and to own and operate facilities solely or jointly. Those who can pay 
in whole or in part for services should do so. 

10. Health education should be aimed particularly at the lower socio-economic group taking 
account of the literacy levels in this group. 
In the area of infant, neo-natal and peri-natal mortality acomprehensiveeducation programme 
is necessary. Additional services alone won't solve the problem. 

11. AIDS will be a major problem. Support concept of prevention by vaccine. Public fears 
of vaccine also need to be alleviated. 

12. There are enormous presumptions made that as a result of proposed policies the pub
lic will adopt a major change in attitude and responsibility towards their health. What 
evidence is there to support this claim? 

13. Even with major improvements in preventive medicine and health promotion the 
demand for hospital services will continue at current levels for the foreseeable future. 

14. The active involvement of doctors in making policy decisions is critical to the imple
mentation, success and cost effectiveness of any new policies. 

15. Agree there should be a technology assessment function in the health services. 

16. (a) Support public and private medicine existing and developing on the same site and 
retention of tax relief on VHI contribution. 

(b) Opposed to private medicine in public hospitals and state subsidy for private medicine. 

17. What criteria and parameters determine quality of care? 

18. There is a need to review the role of general practice in primary care. Support the 
need to set up formal structures to improve communications between hospitals , GPs 
and other community services. 

19. Welcome information system development. 

20. Would like to see a committee of 'expert (administrative , nur ing, medical , paramedi
cal , political and community groups) et up which would act as an executive arm to the 
cabinet sub-committee proposed. 

21. No increase in health expenditure is justified at present. 
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22. No one profession has primacy in what is best for an individual in delivery of services. 

23. Questionable if health education and promotion of healthy lifestyle will touch upon the 
lives of the poorer section of the community. 
These people are already affected by unemployment, violence, abuse of women and chil
dren, substance abuse and related problems, stress and depression. These tend to have 
a negative counter-effect on health education/promotion. 

24. Family resource centres could be the best method for promoting health in the commu
nity serving as a focal point for statutory and voluntary agencies which often operate 
in isolation of each other. 

25. Would welcome some reciprocal use of facilities at private hospitals for public patients 
even on an out-patient basis. 

26. Total responsibility for health cannot be put on the individual; problems envisaged here 
would be (a) contraception for 12 year olds; (b) abortion; (c) surrogate mothers;· (d) 
euthanasia; (e) stomach washouts given without consent of individual after overdoses; 
(f) suicidal patients; (g) sterilization for mentally handicapped. 

28. Environmental health priorities need to be more clearly identified. There is a need 
for considerable improvement in the area of rural sanitation and rural waste disposal 
especially regarding agricultural and animal feed disposal. 

29. Payment system for physicians in public health care is a problem that will have to be 
addressed. Other countries have similar problems and there are experimental projects 

in European countries at present. 

-ca emlc -tutions 

A total of nine academic institutions were circulated and invited to submit comments on 
the document. Of these, four replied and the following are the main points made in the 
submissions received. . 

1. Support the idea of health promotion/preventive medicine and healthy environment. 
However, for the foreseeable future curative care will be required. Would like to see 
medical representation on any Cabinet sub-committee with a research resource avail
able to it. 

2. Increased privatisation of hospital care, with possible choice of hospital could make 
delineation of hospital catchment areas impossible. 
Abolition of tax relief on health insurance premiums would simply make health cover more 
expensive and lead to uneconomic use of resources. 

3. Studies have indicated that only a small proportion of those admitted to institutions 
could have been treated in the community. 
Adequate community.care will be expen ive and will need to be of a high level if many 
admissions to hospitals are to be prevented. Primary care should be complementary to 
and not at the expen e of acute hospital care. 

4. Favour reduction in health boards and delivery of services on a geographic basis with 
community health committees. 

5. Deliverers of health care must be involved in planning and research. 
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6. The emphasis on primary health care will require change in the undergraduate curricu
lum at medical schools. 

7. There is a need for suitable health education material for the 17-21 age group. 

8. Generic drugs should be used extensively by hospitals and in the GMS Scheme. 

9. Free cervical smear test should be available to all women. 

10. Restriction of free mental illness treatment to under 16s only should be abolished. 

11. Asthma should be included under long-term illness provisions. 

12. Dental and Ophthalmic services available under the medical card scheme are very 
inadequate. 

13. Failure to keep up with latest health technology , despite cost, will leave us way behind 
other EEC Countries. 

• 

14. There is a need to calculate accurately manpower needs and relate them to resources 
available. 

15. There is a lack of accurate and early information on expenditure. This should not be 
so with computerisation. 

ist 0 ·sations 
which made submissions up to 30th September 1987. 

A total of 155 organisations were circulated and asked for comments on the consultative 
document in December 1986. These included health boards, government departments, 
voluntary hospitals, mental and physical handicap agencies, health statutory bodies, trade 
unions, professional bodies, other state agencies, academic bodies and voluntary organi
sations. Submissions were received from the following organisations. 

Government Departments 
Agriculture 
Education 
Energy 
Environment 
Finance 
Marine 
Comm unications 

Voluntary Hospitals 
National Maternity Hospital 
Meath 
Lourdes Drogheda 
Portiuncula 
Royal City of Dublin (Baggot St) 
Rotunda 
St Vincent's 
St Jame's 
James Connolly 
The Hospice (Harold's Cross) 
Our Lady's, Crumlin 
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Health Boards 
Eastern Health Board 
North Eastern Health Board 
Southern Health Board 
North Western Health Board 

Mental and Physical Handicap Agencies/Groups 
Order of St John of God 
Sisters of La Sagesse 
Mental Health Association of Ireland 
Conference of Major Religious Superiors (Health Care Commission) 
Cheshire Foundation of Ireland 
Union of Voluntary Organisations for the Handicapped 
National Association for the Mentally Handicapped 
Moore Abbey 

Health Statutory Bodies 
Postgraduate Medical and Dental Board 
National Drugs Advisory Board 
General Medical Services (Payments) Board 
Blood Transfusion Service Board 
National Health Council 
National Social Service Board 
Health Education Bureau 
Dental Council 
Medical Council 
Health Research Board 
Comhairle na nOspideal 

Trade UnionslProfessional Bodies/Associations/Societies 
Local Government and Public Services Union 
Irish Medical Organisation 
Irish Society of Medical Officers of Health 
Confederation of Irish Industry 
Institute of Hospital and Health Service Administrators 
Psychiatric Nurses Association 
Irish Matrons Association 
Association of Health Boards 
Psychological Society of Ireland 
Medical Laboratory Technologists Association 
Irish Society of Chartered Physiotherapists 
Pharmaceutical Society of Ireland 
Irish Nurses Organisation 
Irish Pharmaceutical Union 
Institute of Community Health Nur. ing 
Irish Council of Churches 
Council for Social Welfare 
Association of Municipal Authoritie of Ireland 
As ociation of Optometrists 
Society of Chief and Principal Dental Surgeons 
Association for the Welfare of Children in Hospital 
World Health Organisation 
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State Agencies 
Youth Employment Agency 
National Dairy Council 
AnCo 
National Board for Science and Technology 
Foras Taluntais (Agricultural Institute) 
Higher Education Authority 
National Road Safety Association 
Council for the Status of Women 

Academic InstitutionsIBodies 
University College Dublin 
Royal College of Surgeons in Ireland 
National Institute for Higher Education (Dublin) 
Irish College of General Practitioners 
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