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â\-v 

Overview of 
Issues in 
Irish Health 
Services 

Marie Brady 
Health Service Development Unit 
Institute of Public Administration 



Mr. Chairman, Ladies and Gentlemen 

I would like to repeat the Chairman's welcome to you this morning. We in the 

Institute are very happy to be Collaborating with the Association of Health Board 

Members in presenting this conference, especially this year, when the boards ar 

- l u t i n g  twenty-one%ears in existence. The programme for the next day and a half 

is an interesting and thought provoking one, and I look forward to debating some of 

the issues which emerge with you. 

The title of this presentation is "Overview of Issues in the Health Services", and m it 

I want to concentrate on three issues which I believe will be of special interest to you 

as health board members. They are: 

B Will the boards be here at all in the future, and what will their structure be? 

a What will the role of the board members be? and 

b What challenges and issues are the health services likely to be facing over the 

next few years? 

The health boards are twenty-one years old. As we contemplate what the future may 

bring, I think it is appropriate to be conscious of what has been achieved during that 

21 years. Over the period,the range and volume of health and personal social 

services they provide has increased out of all imagining. As a nation, we have always 
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been committed to the principle that a comprehensive publicly funded health service 

be available to those who need it. We have shown that commitment by spending a 

significant portion of our national wealth on health and social services - the figure for 

1990 was almost one-fifth of our Gross National Product By comparison with other 

countries, our expenditure is modest For example, the National Health Service in the 

United Kingdom is offeci ted as one of the most cost-effective public health services 

in the OECD; it may come as a surprise to know that we spend about £50 less per 

head of population per annum than they do. The care provided in our public health 

service is of high quality and good value for money. Though we don't lead in the 

OECD "league tables", our health status indicators compare favourably with those of 

richer countries who spend much more on health care. The people working in our 

health service have high professional standards, and their expertise is valued throughout 

the world. The tradition of caring, the "human touch" is still very much m evidence 

here, and contrasts starkly with the impersonal nature of some health care provision 

seen in other countries. We have a strong voluntary tradition in providing community 

based services and this encourages local people to be involved in the health and 

wellbeing of their neighbours. The health boards themselves can take credit for much 

of this success. They have seen "the two days" over their 21 years. Whereas it may 

have been relatively straightforward to oversee the expansion of the service that went 

with the good times of the 1970s, the fact that our health service has survived the 

highest rate of expenditure cuts in the OECD countries over the past five years or so, 

and still managed to deliver the same volume of service - indeed an increased volume 
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-in some areas - is due in no small measure to the dedication of the people delivering 

and managing it, and to people like yourselves, who must have had to take some 

unpalatable decisions at board, level and square up to the inevitable cntiasm 

afterwards. 

However the world tolly - Ireland today - is a very different place from what it was 

21 years ago - or even ten years ago. Change is now the order of the day, and it is 

taking place at an ever-increasing pace. In many countries throughout the world, 

health services are facing significant challenges, including burgeoning costs and 

diminished resources, increasing demands from a more aware and articulate public, 

ever more sophisticated and costly medical technology and the appearance of new 

world epidemics like AIDS. In addition, people are becoming more concerned about 

the effect their environment is having on their health, and are expecting health 

authorities to become involved in environmental issues as part of their responsibilities. 

As a consequence, some of these countries are examining their health care systems, 

root and branch, and coming up with new directions, new definitions of their purpose 

and new ways of doing things. In effect, they are asking themselves some fundamental 

questions like what the publicly funded health service should provide, and who should 

decide that, as well as the way in which the service is to be delivered and managed. 

Within this climate of questioning, anything is possible, and some health service 

structures are being altered radically, none more so than that of our nearest neighbour, 

the United Kingdom. -

P/rfr .? 



Ireland is no exception to this trend. Health issues figure prominently at national 

political level - witness the debates that surrounded the last two general elections. The 

past few years has seen the publication of several significant reports on all aspects of 
i 

our health service. I am thinking foir example, of reports like that of the Commission 

on Health Funding, and the Dublin Hospitals Initiative Group. These reports have 

stimulated debate an&analysis about what the service is providing, or should be 

providing, amongst both the general public and health workers. 

Late last year, the Minister for Health gave notice that there would be a significant 

restructuring of the public health services, beginning with the Eastern Health Board 

area, and including all aspects of the service, especially the clarification of structures, 

roles and responsibilities of key parties such as the Department of Health itself, the 

health boards, the management of statutory authorities and other agencies involved. 

What shape might this restructuring take? Will the boards survive; what will their 

functions be? We don't know for sure; legislation is being prepared and is, I 

understand, on target for introduction in the Oireachtas in the autumn. The Minister 

did say that his thinking had been informed by the reports I have just mentioned, i.e. 

the Commission on Health Funding, and the Kennedy Report so we can look to those 

for indications of what is to come. First, though, let us recap quickly on the thinking 

behind the structure of the boards as they are today. 
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The basis for the current structure is laid down in the 1970 Health Act and subsequent 

regulations. The majority of health board members are councillors appointed by the 

local authority, other members are health professionals elected by their peers, and the 

Minister nominates three memb&'  S i s  composition is very like the one used by the 

health authorities in the United Kingdom until last year. The purpose in having local 

political representatives was to ensure that local views and needs were taken into 

account in planning and providing services, and that lay people participated in decision 

making about what services to provide in their area. Health care professionals were 

appointed to bring their special expertise to bear when decisions were being made. It 

was envisaged that each board would act as a cohesive unit, making decisions to meet 

the needs of its entire population, and giving priority to those the board considered to 

be in greatest need. 

How have the reports I mentioned viewed the effectiveness of the health board 

structure over the years? If there is a single message coming from them all, it is that 

all the structures that are there at present are not working well together. What is 

needed now is to create structures that clearly define the roles and responsibilities of 

the key parties in the health services, starting with the Department of Health. 

The Commission on Health Funding had several criticisms to make about the health 

board structure. The first was that the political and executive functions of the boards 

were getting confused. The Commission saw the political, process as assessmg the 
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needs of the population, formulating policies for meeting those needs, agreeing criteria 

by which performance might be measured, and reviewing performance. It saw the 

executive function relating to the management of service in pursuit of those objectives. 

Its conclusion was that the boards were concentrating on the details of executive work, 

with the result that (a) they could not concentrate on their fundamental role of 

representing the area&citizens in formulation and monitoring of services and (b) 

members were not being influenced by the best interest of the health service, and were 

over-involved in the executive area. 

The Commission also found there was a lack of clarity about appropriate levels of 

authority and accountability in the system. For example, health boards are responsible 

for providing all health services, but in practice, voluntary organisations and agencies 

provide a significant amount of acute hospital care and much of the services for the 

disabled. Often, they have no direct relationship with the boards they are supposed to 

be working for, or clear roles and responsibilities. 

As a result of its findings, the Commission recommended radical changes in the 

administration and management of the health services. The Department of Health 

would be responsible for health policy making at national level. Overall management 

and delivery of health and personal social services would be the responsibility of a 

Health Services Executive Authority. The Authority would appoint Area General 

Managers at the equivalent of board level. The role and composition of the boards 



would also change significantly. The boards would be changed to Health Councils, 

and would have a purely representative role, and would act in an advisory capacity 

only to the Area General Manager. Membership of Health Councils would be confined 
»• + 

to council members, nominated by Local Authorities. 

The Dublin Hospitals%nitiative Group (the Kennedy Group) was given a brief to 

r e c o m m e n d  on the coord ina t ion  of hospital activities and the integration of hospital and 

other services in Dublin. The issues of concern the group identified were: 

• lack of coordination between hospital and community based services y 

b confusion about the roles and responsibilities of various agencies r 

• a lack of an effective overview of the integration of services both at planning . 

and delivery levels, and over-involvement of the Department of Health in 

operational matters. 

The Group recommended new structural arrangements for the management and 

delivery of healthcare in the Dublin region. A single new authority would be 

responsible for all health and personal social services in the Eastern Health Board area, 

taking over the functions of the Eastern Health Board itself, as well as some of the 

functions of the Department of Health. 
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What, then, is the future for the health boards ? 

Hie Minister for Health has committed himself to reorganising the structure of the 

eastern region, and freeing the Department of Health from its involvement in day-to

day operational management issues. 

The board of the new Eastern Authority will be responsible for: 

es determining the broad service objectives and priorities within the resource 

allocation available ^ 

• reviewing management performance ^ 

0 articulating community views to the Minister. / 1  

• 

It will administer services through five local areas. Services will be provided through 

the Authority's own agencies and through voluntary agencies which it will fund 

directly, i.e. the Authority will act as both provider and purchaser of services. 

The Minister has also said that, while that he is "broadly happy" with the overall 

number of boards in the rest of the country, there is a need to clarify roles, 

relationships and accountability of health board members, their Chief Executives, the 

Minister and the Department of Health and the other agencies involved in the delivery 
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of services, and that he will ' be  taking this into account in preparing the new 

legislation. 

Having studied the Minister's statements, and the thinking in the reports that informed 

his opinion, I believe that the answer to my first question , "will the boards be there 

in the future" is a qualified "yes". Qualified because, as I see it, there are two 

significant, unanswered questions. They are 

b what will be the composition-of the boards? and 

b how will they be chosen? 

There is no indication at this stage whether any changes will be introduced. The 1970 

legislation is being amended, however, and it may be instructive to look at what 

happened in the U.K. The composition of the health authorities in the United Kingdom 

has changed since last year. These new authorities are headed up by private sector-type 

boards of directors. A typical authority would have eleven members - a non-executive 

chairman appointed by the Secretary of State, five other non-executive directors, and 

five directors from the executive, including the Chief Executive Officer. The non

executive members are chosen for their business acumen and interest in the health 

services and, although they act on behalf of the people they serve, they are not 

appointed in a representative capacity. The democratic input to service provision is 

provided by means of Community Health Councils, who articulate the views of the 



local public to the health authority, and who are composed of local councillors and 

voluntary organisations. This new structure represents a radical change for the health 

authorities, whose membership used to be very similar to what ours is now. The 
^ i 

rationale offered for the change is'that it is part of the general move towards better , ,  

management of the health services. Critics of the old system alleged that the old 

health authorities wer&ineffective, acting as a rubber-stamping mechanism and not 

taking an active role in strategic decisions. 

Not everyone is happy with the changes there. To quote from a recent article co-

authored by Professor David Hunter of the Nuffield Institute:"...the health service 

reforms have raised yet again the role and purpose of health authority 

members...and...fundamental questions about the nature of this role. Is it in fact a 

management role, as the government would have us believe, or is it rather a 

governance role involving values and political judgment? Since priorities and choices 

are an essential part of ..(the health authority's role)..., then a governance role rather 

than a technocratic role is at the heart of the decision-making process within health 

authorities. Surely this is a task for elected representatives, and not managers who are 

not accountable to the local communities they serve, but are agents of the Health 

Secretary". 

The question I would like to put to you this morning is: do you see any parallels 

between the U.K. experience and our own and, if so, do you think it is possible, that 
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we could go down the same road? Do you want to? 

Assuming that our health boards retain their current composition and their method of 

appointment, I believe that we «li(-see big changes in the role of the board members, 

and it is to this, my second question, that I now turn. 

According to the McKinsey Report in 1970, the role of health board members was to 

set objectives, review plans for reaching those objectives, allocate resources, select 

capital projects and monitor results. All executive functions were to be delegated to 

the Chief Executive. In this way the boards would exercise real control by determining 

overall direction and service priorities,while giving their managers the freedom to 

manage the organisation and delivery of those services. 

As might be expected, there is a good deal of variation in the way the eight boards go 

about their business. This variation reflects in part local style and circumstances, as 

well as the interests of board members. 

For example, some boards use the committee system extensively, relying on different 

it.-,-* to monitor e.g. .financial performance and appraise new ideas put forward 

for consideration. 
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All boards take part in deciding policy, either by 

• n 
• ' . .  L i  

a initiating policy themselves c 
fir* 

a debating various o p t i o n s ^ p u t  forward by the management and choosing from j ;  

.. , 1—J 
amongst those, or 

a scrutinising speSfic courses of action proposed by the management and voting 

V. ./ 
on them. 

• * • ' " ' 

Boards also expect to be kept abreast of progress, and review the operation of various , / q 
, > 

aspects of service delivery at regular intervals. 

Board members act on visiting committees which gives some opportunity to see the N 

service in action. 

Members also take a personal interest in the concerns of individual "constituents" 

whether political or professional and these issues are often debated during board 

meetings. 

It is fair to say that board members have discharged the representative aspects of their 

role very well. However, if I may quote from the Chief Executive Officer of the Mid-

Western and Midland Health Boards, Mr Denis Doherty, when he spoke here last 

year: "if I were required to identify, with the benefit of hindsight, my strongest 
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criticism of health boards, indeed of the health system generally, over the past 20 

years, it would be that we tended to be preoccupied, at all levels, with short term 

operational planning which resulted in long term strategic planning receiving 

inadequate attention". 

' % . +  

This would suggest that boards have not attended as well to their strategic functions 

as envisaged by Mc Kinnsey. If they are to do that, they will be expected m the future 

to perform in a much more strategic fashion, not unlike the board of directors in, for 

example, a semi-state or private organisation. Boards will be expected to provide 

strategic guidance and direction, to concentrate their energies on determining service 

objectives and priorities, reviewing management performance and articulating 

community views. 

What lessons can boards who want to behave strategically glean from other sectors of 

business and the public service? The first is that you can be assured you are going in 

the right direction! 

The overwhelming evidence suggests that working to a defined strategy is crucial to 

an organisation's success. This is as true of the public as the private sector. Without 

it, the organisation is rudderless, operating only on a day-to-day basis, often lurching 

from crisis to crisis. 

Parr 73 



What are the functions of the boards of successful companies? 

Successful boards know that they are there to create tomorrow's organisation out of 

today's. i j  

Functions of successful company boards are: 

• V .  x . r-< 

0 agreeing long-term strategic objectives and policies 

B Ensuring a proper management structure is in place 

a Monitoring performance 

o Protecting shareholders' interests 

They know who they are accountable to, and for what. 

They know what is expected of them by the key players in their world. 

They have guiding principles to help them decide on policies and priorities. 

They have expectations about the quality of preparation and the process of 

conducting the board's business. For example, it is suggested that one hour's board 

business need to be preceded by two hours' preparation. 

They want to, and know how to, monitor their own performance. 
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I What do these lessons suggest about the requirements for the effective health board 

member in the future? You will be required to 

h focus on the "what" not the "how" 

• approve a corporate plan for your board 

a monitor performance, including your own 

b articulate community views 

In order to meet these requirements, I believe you will need 

i h a real interest in and commitment to the publicly funded health service and what 

it stands for 

' a to know clearly what is expected of you and by whom 

oj B to be able to take the broad view, providing the democratic input needed for 

policy formulation but acting in the corporate interest 

a to have the skills and knowledge required for the job. 

The role I have outlined for the board member of the future is different from the 

current scene, and poses significant challenges. I am not suggesting that the changes 

will be easy. What I am saying is that I believe they are essential. Change is coming 

in any event. If the shortcomings in the present system are not addressed, there may 

be a move towards the model just in place in the United Kingdom. I believe that 

Irish people value local political input in decisions about their health service, and will 

be disappointed if they are deprived.of it.. .  
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Issues for the Health Services n 

There is no shortage of other issues and challenges facing the health services m ^ 

Ireland at the moment. I offer the following ones because I believe they are of U 

particular reference to you as health board members. I put them in the form of [ j  

. ' 
questions: 

n Do you believe that resource constraint is here to stay? If so, and it seems 

likely that is the case, then 

• the drive for greater efficiency and Value for Money will continue 

resource allocation will probably start to be based on outcomes or results, 

not just on the volume of activity or service provided 

What is the business of  the publicly funded health system? What does your 

board seek to achieve, care and cure for sick people, or - as is increasingly the 

case in other OECD countries - an improvement in the population's health? On 

the face of it, these may sound similar aims, but they are fundamentally 

different At one end of the spectrum, the care and cure approach seeks to 

respond to individual ill-health by providing curative medicine. At the other 

end, the health gain approach identifies and quantifies specific improvements it 

wants to effect in the health status of the population, and harnesses resources 

for this purpose, from within the traditional "health" area, but also from outside 
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it - e.g. from the education, social welfare, housing sectors. Where do the 

boards want to be within this spectrum? 

What are your customers' health needs? Do you know them? Have you 

information about them that allows you to plan for services now and over the 

next ten years?% this connection, I am especially conscious of the unemployed 

and their families, who have, in general, poorer health than those of us in paid 

employment 

What importance do you attach to customer involvement and customer choice? 

The Minister has expressed his approval of the idea of a Patients' Charter. How 

can the boards promote the customer empowerment implicit in such 

aspirations? 

What importance do you attach to the quality of the services your board 

provides? What strategies do you have for ensuring quality? 

How does your board deal with demands for new technology? How does it 

assess and prioritise these demands, and evaluate the effectiveness of the new 

technology in achieving the board's objectives? 

s Do boards have a policy on private medicine? Do you want to encourage 
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private medicine in public facilities? Do you envisage purchasing services in 

the future from private institutions? 

a How can that significant -outsider, the general practitioner, be brought m to 

maximise his/her potential for contribution? 

a How can the health service here get the most from Irish membership of the 

European Community? There is no designated Health Directorate in the EC 

Commission, so it is difficult to be specific about possible effects of integration 

post-1992. However, some European countries are already purchasing health 

services from other European countries within the public domain, and there is 

no reason why this should not happen in Ireland. 
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At another level, there is much to be learned by sharing experience and ideas with 

people in the same business from other systems. I believe we could make more of the 

EC connection here, possibly by piggy-backing on the close relationships already 

developed through the EC Towii Twinning scheme. 

These are but a few oFthe challenges facing our health system today; I am sure you 

could identify many more. 

In conclusion, I believe that the health boards are in for many changes, probably in 

their structure, and almost certainly in their roles and responsibilities. The challenges 

to the service, and to board members, are no less daunting than they were 21 years 

ago. Health is the basic entitlement of every human being. It is also one of the 

cornerstones of social cohesion and economic development. You, as health board 

members, have a significant influence on all our futures. I wish you success in your 

endeavours. 
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MANAGEMENT PERSPECTIVE ON THE FUTURE ROLE OF 

THE HEALTH BOARDS 

J TP-hroduction • • 

I : I would like to thank the Executive committee of the 

association of Health Boards in Ireland for their 

P invitation to speak on -Management perspective on the 

- Future Role of the Health Boards". I am particularly 

1,: pleased for the invitation to address you on this subject 

I! against the overall theme of the Conference, viz. The role 

r of the health boards, 21 years on. This is so because, by 

I- coincidence, X celebrated on the 1st of April last, 21 

years as a Chief Executive Officer, with that span of tune 

0 more or less equally divided between two health boards viz. 

the southern and Midland health boards. Quite humbly, 

| therefore, I can claim some experience in the evolution of 

the health board system in Ireland over the past 21 years-

p and, hopefully, offer a constructive view on the likeiy 
L challenges which lie ahead in the next two decades. Might 

, ,  I say that, in proffering my views, I am in a somewhat 

b privileged position having recently retired : these views, 

therefore, are strictly personal. Nevertheless, do hope 

1 that, in their own way, they will make a contribution to 

the success of your annual conference. The format and 

P presentation of the paper is set out under a number of 

headings with which members of health boards are generally 

\i familiar. 
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Manaaemwn-h of ffftalth Services 

What better way to signify the thrust of this paper than to 

reproduce the following extract from a paper read in 1989 

by Robert Maxwell of the Kings Fund who, incidentally as 

one of the originapMckinsey Consultants Team, advised the 

Department of Health on the original structures for the 

health boards in 1970: 

-Health care in the U.K., as in other developed 

countries, will absorb every penny that we can 

put into it, and more., To all intents and purposes 

there is no practical maximum limit. The 

important questions, therefore, are about choices 

and value. We, like other nations, need to be 

far more thoughtful in health policy and much 

better at obtaining good individual and collective 

value for what we spend". 

The past 21 years has seen a remarkable change in the role 

of management in the health services. In the first decade 

of their existence, health boards and health agencies 

enjoyed virtually unfettered control in the spending of 

money. This position changed radically in 1980 with the 

advent of the financial constraints which grew in intensity 

for the next seven years and have continued since. T; d  

effect, of course, was to focus attention on management of 

scarce resources. The severity of the cutbacks in 1987 

resulted in the Minister for Health establishing the 

Commission on Health Funding to advise him on how best to 

provide a comprehensive, equitable and cost effective 

health service. Interestingly, the Griffiths report o 

1983 in the U.K. stated that, "the N.H.S. does not have a 

profit motive but it is, of course, enormously concerne 

with the control of expenditure. Surprisingly, however, it 

still lacks any real continuous evaluation of its 

performance against criteria. Rarely are precise 

The Role of the Health Boards: Twenty-one Years On 
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management objectives set, there is little 

health output-. Griffiths, therefore, 1 

introducing the concept of general management - » 

from functional management which was alien to the wel 

established -culture- of the H.H.S. » Ireland the 

Commission on Health. Funding reported its findings 

Minister for Health in 198» and, like Griffiths, it saidit 

was clearly of the view that the health services wi:LI need 

to be managed rather than administered. T h i s , i n ° «  ' 

meant thatlanagers would have explicit responsibility for 

achieving predetermined objectives and be accoun 

outcomes. fTnnr"1"* '•""t- of rawrss. ̂  ^ III 

This must 

n e c e s s a r i l y  mean "changes in the existing health legislative 

system and a clearer definition of roles as between the 

manager and the board. 

The Government's concern with the administration and 

management of the health services is further reflected in 

the specific provisions of P.E.S.P. where a statement of 

intent is made to, "announce proposals for improvements i 

the administration and management of the health services xn 

order to ensure the most efficient and effective use of the 

available resources and to address the recognised problems 

in relation to the co-ordination of services in certain 

areas". The P.E.S.P. goes on to state that the proposals 

will be guided by the following general principles: 

the Minister and Department should be responsible for 

the development of health policy and control of 

expenditure but should not be involved in the detailed 

management of the health services". 

«- greater responsibility for the management of health 

services will be devolved to the appropriate executive 

agencies". 

The Role of the Health Boards: Twenty-one Years On 
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To meet the new authority and accountability roles of 

future managers, it will be necessary, as a matter o 

urgency, to undertake management training programmes 

equip current and future managers with the necessary ski s 

and competences to rftanage effectively. 

in r e g a r d s  management of the-health services generally, 

it is widely acknowledged that health care and its delivery 

is a complex business, quite different from commercial 

practice and not lending itself to easy solutions. This 

complexity in the context of management of health care, is 

perhaps best reflected in Figure 1. 

By comparison with an industrial environment, the manager 

there is responsible to the Chairman of the Board of 

Directors with a basic remit to achieve the objectives set 

out in the memorandum of the Company. In achieving those 

objectives, the company would normally be producing a 

quality product at minimum cost and marketing that product 

at maximum tolerable market price, the difference, o^ 

course, being profit. This is perhaps a somewha 
simplistic view of the commercial scene, but it is, 

nevertheless, offered, if only to illustrate the clarity^o 

objectives and roles of the chairman, the Directors and the 

Manager. 

nwmand jfoJT Health Care. 

It is now well accepted that the demand for health care 

continues to grow inexorably so much so that statistics on 

historical expenditure trends, hospital admissions etc. are 

unnecessary to prove the case. A scientific evaluation o 

the reasons for this phenomenon has yet to . be pro uce . 

With the benefit of some reflection, an attempt to indicate 
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a personal view on some of the contributory factors is 

illustrated as follows :-

(a) 

(b) 

concept of welfare state . ̂  

"Paid our taxes" syndrome 

(c) vjafe-styles 

(d) Health Education - failure and success 

(e) Lower pain threshold 

(f) sub-specialisation and medical technology 

(g) a more informed population 

(h) Higher Living Standards 

All the available evidence indicates that the demand for 

health care will continue to escalate in the future. 

Unfortunately, with a reduction in real terms in available 

resources for health care in recent years, the gap between 

demand and resources is widening and, with continuing 

control of public expenditure, that gap is likely to widen 

still more in the years ahead. Even if it were possible to 

measure need - as distinct from demand - in an objective 

manner, it is a myth to assume that sufficient resources 

could be made available to meet that need. Someone once 

equated the position to Parkinsons Law. "It appears tha 

to whatever extent health care facilities are expanded they 

will generally still all be used; and, at the same time 

there will remain a steady "pool" of unmet demands". 



With t h e  - continuing prospect of limited resources for 

health cere, the need to pursue the twin objectives o 

efficiency end effectiveness will become more acute This 

A s p e c t  forms part of the stated national objective to 

control the growth,^^expenditure and, in turn, to keep the 

Exchequer Borrowing Requirement as low as possible It 

demands a major organisational, management and cultural 

change in the health agencies. In practice, P ^ ^ i e s  

will have % be established at both national and local 

level resulting in choices having to be made between 

competing demands. Prom a health board perspective, it 

highlights the urgency of better management information 

systems, allocating budgets to the lowest tier o 

management at either administrative or professional leve 

and monitoring performance and outcomes to ensure value for 

money. concomitant with planning and the setting 

objectives will be the need for multi-annual budgets. 

Fundamental to this transition and change will be the 

requirement to ensure that the quality of service to th 

patient/client is maintained in the face of pressures to 

reduce costs. It is also important to state that the 

prospective changes will not be confined to -management 

but rather they will affect every member and activity 

the organisation regardless of discipline an more 

specifically all persons' directly responsible for 

generation of costs, including consultants. Consultation 

and participation are key elements in bringing this change 

about, demanding as it will a positive approach from all 

concerned. 
C 

The prospect of continuing limited resources will force 

health agencies to take a radical look at what they are 

doing now and how relevant such activities are to toe next 

decade. Parallel with that exercise will be the d y 

imposed on the Department of Health to set down the roa 

guidelines on health policy for the years ahead. 

Determining priorities and controlling costs will, in turn, 

require new skills and more sophistication in management 

.. TinnrAv Twentv-nne Years On P°Se 26 



and accounting. All of this, including performance 

indicators, will take time to refine and implement but it 

will have to be either addressed immediately or progressed 

actively where a start has already been made. 

nfnith stntVF p* thft comminitz 

Looking back on the past 21 years and relating it to the 

comments in the previous paragraph on the demand for health 

care, is it not logical to ask how much is taown to-day 

about the health status of the community, say in each 

health board area. Does the prevalence of disease or 

morbidity vary from board to board? apart from isolated 

statistics, very little evidence is either available or 

collated to indicate disease patterns in individual boards. 

From time to time one hears and reads of episodes or 

outbreaks but they in themselves, do not paint a picture. 

For example, many of you are a«are that these reported 

isolated episodes may vary from farmers' lung in Leitrim o 

salmonella in Cork. These, however, do not tell us what 

the health status of the community is. 

This issue is raised here because of its importance as a 

critical factor in health core planning. Surely it is 

important enough to know something about it after 21 years. 

Hopefully, the recent Hickey Report on Community Medicine 

And Public Health will herald a new initiative in the field 

of epidemiology. It is respectfully suggested that it is 

the very absence of epidemiological data that seems to 

perpetuate some aspects of health care which are no longer 

relevant to this decade. 

Let us now turn to individual services and programmes and 

comment on some of the myths and realities associated with 

them. 
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rnjmnunitv C&E& . 

. The well established cliche of redistributing ^ 

resources from acute hospitals will not materialise in 

the foreseeable-future. p 
•>-ii 

- A comprehensive system of effective community care is, y 

contralto some views, quite expensive. 

The protection afforded to community care since the 

advent of the "cuts- has shielded it from the rigours 

of objective assessment. 

. The current structure for the delivery of community 

care militates against a co-ordinated approach to the 

problems of the client because of the reporting 

relationships or the Programme structure. 

Given that 25% of all admissions to acute hospital are 

over the age of 65 years using «0* of beds days, the 

question has to be raised about the adequacy of 

community care services to support discharges arising 

from (i) shorter lengths of stay and (ii) 5 day wards 

and one day wards. 

The significant potential role of the General 

Practitioner in Health Promotion and Health Education 

has not been harnessed on a planned basis. 

The cost of drugs under the GMS Scheme will become a 

matter of serious concern if current trends continue 

(Figure 2). This raises, once again, the concept o 

a charge, popular or otherwise. 
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finite HQffpltalS 

. Acute hospitals will continue to absorb over 50« of 

available resources in the future - perhaps increasing 

as the newer hospitals and major extensions ar 

commissioned (Figure 3). 

There is a lack of modern and specifically Irish 

criterii'to assess real bed need. 

Scarcity of resources . will ultimately force 

consideration to be given to the rationalisation of 

hospitals and bed provision. 

. in pursuing efficiency and effectiveness, the concept 

of general management for' all acute hospitals and the 

involvement of consultants in management in maximising 

resources is imperative. 

Case-mix and clinical costing - including positive 

medical audit - will form a major objective in the 

years ahead. Attainment of results wil ^ 

accelerated by the provision of support sta , 

training and information technology systems. 

successful achievement in the field of clinical 

budgeting in meeting performance indicators an 

controlling cost against budget should be rewarded y 

a policy of re-investment of all or part of sav ngs 

made. 

Acute hospital beds and their associated high cost, 

will require to be carefully managed and monitored to 

, ensure that they are not inappropriately used. 

Expensive technology and management systems should 

where feasible, be shared between all hospitals 

whether public or voluntary. 
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Overall, it does seem .that t h e  traditional tendency to 

fund what has always been funded and make only changes 

at the periphery will be.-;' overtaken by priority 

considerations. In the longer terms the possibility 

of ethical considerations in the delivery of health 

may well emerge.-., 

An important recommendation of the Dublin Hospitals 

Initiative Group (Kennedy Report) is worthy of mention 

here in the context of an integrated service to 

patients. 

"The identification of acute hospitals with 

their natural catchment areas and the 

integrated management and planning of 

services within those areas would help to 

ensure that the best use is made of 

resources". 

Par. 5.10 

The question of equity of access to specialised 

hospital care is now and will continue to be a point 

of argument in the light of the development of 

consultant manpower. it doe6 raise the issue of 

positive discrimination (Figure 4). 

- Perhaps one of the greatest difficulties facing 

planners, economists and politicians in the future 

will be to strike a reasonable balance between high 

and expensive technology in medicine and the needs of 

other client groups to whom a responsibility is also 

owed. 

Special Hospitalg 

Formulation and completion of individual 7 year plans for 

Psychiatric Services and Mental Handicap Services under ^ 

P.E.S.P. should point the way for the foreseeable future. 
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it is critical for the success of these plans and for local 

credibility that . central 

to t h e i r  implementation. This is especially true if 

momentum for change already generated in the psyc 1a ric 

area is to continu?-and if the joint goodwill of th 

voluntary organisations towards new 
priorities is not to be lost, otherwise, m relation to 

mental handicap, the joint efforts invested in formulating 

and prioritising a plan for the next seven years will have 

been in vain and not capable of being easily r w w c a d .  

Fundamental "to both plans is the funding promised under 

P.E.S.P. 

With the demise of long stay institutional care in e 

psychiatric services, two areas are gratuitous y sugge 

as being appropriate for review. These are « «  n e ^  ^ 

(i) a more intensive programme of training 

rehabilitation in a domestic or sheltered environment and 

(ii) a review of traditional nursing rosters m the context 

of the changed circumstances, obviously, achievement of 

I latter will necessitate staff and trade union 

consultation. 

Human Resources 

By any standards, health boards are large local employers 

providing a labour intensive service and paying national 

rates of remuneration for the job. Pay represents the 

single largest element in the cost of h e ° l t o  

contributes in a major way to the growth in public 

expenditure. 

It does seem, therefore, that the pay element of costs will 

become more and more the focus of attention in restrained 

public expenditure growth. In his most recent budget 

statement, the Minister for Finance indicated that a way 

Bust be found to ensure that any future moves m public 
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service pay are matched by off-setting inprovements in 

efficiency "and effectiveness in the areas concerned". More 

recently a new approach to the determination of public ; 

service pay has been advocated. Obviously, s 

g e n e r a t e  its own-.^ObleBS. as a departure from the 

traditional approach to pay, determination and in which 

trade unions have a major role. In the longer term, it is ̂  , 

probable that traditional methodologies of staff deploymen 

and utilisation may be subjected to closer scrutiny on cost 

grounds. 

Apart from increased costs arising from national pay 

bargaining, the obligations of membership of the European 

community through various Directives will add to payroll 

costs, in particular, the draft Directive on Working Time 

arid its implications is a case in point. 

on the positive side, there is recognition - however 

belated - of the urgency of developing strategies for the 

management of hurnn resources in the years ahead if goals 

are to be achieved. The main- elements of such a strategy 

will incorporate: 

a clear mission statement for each organisation; 

a strategy for achieving that mission; 

consistent communication with staff at every 

level; 

inculcating a set of values involving respect for 

the dignity and role of every employee. 

Heedless to say, achievement of these objectives must be 

accompanied by a huge investment in training in Q 

interests of (i) the organisation and (ii) the persona 

development of the individual. Training in hospital 

management is a priority area. 
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FIGURE 5 
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Wftsourcft Allocation 

Equity in resource' allocation between health boardsi is an 

idealist's dream and quite unlikely to be ever fulfill . 

At the same time, one ponders what progress has been made 

In this area over' the past 21 years in bringing some 

measure of credibility to annual allocations using 

weightings, demographic or other relevant factors.^ Th 

details in figure 5 would appear to lend support to 

latter opinion. 

Management of health resources in the next decade and 

beyond will call for creativity and innovation and radical 

changes in traditional attitudes to accounting. 

opportunities in cost savings will become part of the 

normal process and the regulatory three t e ° d e r  

Will be a thing of the past. This new approach will demand 

the development of new skills and competencies in ̂ * ® t x n g  

and procurement in pursuit of value for money. Even today, 

there is a reluctance to accept that considerable cost 

savings on an ongoing basis can be achieved by implementing 

the concept of once-off investment to save. Hopefully, 

that inhibition will be discarded in the light of rea 

achievement. The need for multi-annual budgets to 

facilitate effective planning has been a d v e ^  

elsewhere as has the requirement to push responsibility for 

elements of the budget down to the lowest level of 

responsibility and management. 

^pformatr*Qn Technology. 

The development of Information Technology will represent 

one of the most significant tools available to Managers as 

they face up to the evolving nature of the Health Services. 

The importance of information systems was recognised in 

Chapter 10 of the Commission for Health Funding; 
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"Those who have to make decisions need full 

information on health needs and the costs 

and outcomes of treatments: 

to plan seirvices and allocate resources; 

- to make choices in the delivery of services; 

tS'measure performance of services on the 

basis of quality and efficiency 

Presently, Information Technology focuses mainly on the 

computerisation of operational areas, i.e. financial an 

accounting and the collection of statistical information. 

This will evolve into formalised systems and procedures to 

provide management at all levels and at all functions with 

appropriate information, based on data from both internal 

and external sources. It will enable them to make timely 

and effective decisions for planning, directing an 

controlling the activity for which they are responsible. 

It is essential, therefore, that adequate resources and 

funding should be made available for the introduction of 

information Technology throughout the Boards. This should ,-

be carried out in the context of a comprehensive and 

cohesive national policy which takes into account emerging 

technologies, standards and systems within the health care 

environment. Finally, greater co-operation should e 

encouraged between the health agencies to share and co

operate on projects and developments of mutual interest. 

structures 

The debate on new or revised structures has been virtually 

exhausted in the wake of the published recommendations of 

the commission on Health Funding and the announcement y 

the Minister for Health on 18th September 1991. Change, 
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however, in structures there will be either based on a 

uniform approach or pilot basis. Changes in structures 

should, of course, reflect local requirements and be 

adaptable to local conditions with the consumer/patient m 

mind. Whatever structures are put in place, be they based 

on a uniform approach or on a pilot basis, should be 

subj ect to evaluation and review. 

pwnberEhlp nf Europftwn Community 
v 

From a health perspective and despite the aggregate cost of 

health for the 12 member states, there is, as yet, no 

Health Commissioner. 

At the same time, Directives on a plethora of disparate 

topics continue to emanate from Brussels, none of which 

would appear to outline a broad consensus on health care 

generally. It really cannot be established if a broad 

framework or strategy for health care exists. We are 

obviously some way from achieving uniformity in such 

matters as cost and quality . The position is not helped by 

the variety of insurance funds either internally in each 

country or between member states. 

In the meantime, it can be said that individual Directives 

generally have a price tag for example in relation to Food 

Hygiene and carriage of perishable goods. More 

importantly, the Social Chapter could well have serious 

consequences for payroll costs if and when the proposals on 

working conditions are adopted. 

Generally, it is felt that health agencies have failed to-

date to maximise the benefits of membership of the E.C. 

This is not due to any fault on their part but simply 

because they are so many hierarchical steps removed from 
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the scene of activity and the lack of a= c e= s " 

information. A much more positive- initiative by health 

agencies is needed if only to tease out the maze of 

information and procedures in the expectation of availing 

of appropriate funding for health and social projects. 

This is not to suggest a begging howl mentality but rather 

legitimately seeking what is one's right under the terms of 

membership. In other situations, a joint approach by local 

authorities? and health boards may well yield results 

benefit of their mutual community areas. For example, was 

there any such opportunity not availed of under the Leader 

Programmes • 

rr«n c n m a r  /Patient 

The immediate f u t u r e  will herald the introduction of a 

Patient's Charter as provided for in the P.E.S.P. T e 

principles on which the Charter will be based include the 

following: 

the right of access to services in accordance with 

need; 

the right to privacy and considerate and respectful 

care; 

the right to information and confidentiality, 

the right to respect for religious and cultural 

beliefs; 

the right to make a complaint. 

The principles outlined above will give practical effect to 

the concept that the service must put the patient first. 

The patient's right to know as distinct from his/her need 

to know may require re-orientation or attitudinal change 

for perhaps a minority of all of those involved in patient 
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care. It'is also worth mentioning that the introduction of 

a patients charter may:well have an effect on the growing 

volume of litigation; it can be argued both ways. 

pcnitti fmnfntion Hftal th PronattPB 

The existenCO;.>f varying degrees of interest or commitment 

to Health Education and Health promotion on y serve 

indicate a scepticism about the relative cos ene 

investment in tackling the adverse effect on 

social behaviour and environmental stress. Nevertheless, 

the available statistics on morbidity and mortality are 

ample evidence of the type of current lifestyle people lead 

and which would certainly be reduced by the < ^ 0 P ^ o n  

more responsible approach to lifestyle. like the anti-
»x. iii t-nVn time. Probably wore success smoking campaign, it will take time, rr j 

could be achieved by bringing.these campaigns much closer 

to the local community and encouraging the Boards own 

manpower to see health education and health " 

one of the essential elements in their role. e 

learned since the onset of A.I.D.S. are enough to justify 

the continuing need and importance of health education. 

Looking ahead, the health agencies cannot 8 ^ d  a l o f  
changes in and threats to the environment both of whi 

could have a direct effect on the incidence of dieease and 

the demand for health care. The fact that statutory 

responsibility for these matters is vested in the local 

authority is no excuse for disinterest. 

Fgntift"? and Planning 

The Health Capital Programme tends to be mainly criticised 

for two reasons: 
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the absence of a national plan for acute hospitals; 

the annual - rather than the multi annual - nature of 

the Programme. 

obviously, the demand for capital funding will continue to 

grow apace because of the build up in recent years of new 

hospital prSjects, replacement of expensive equipment or 

simply arrears of maintenance work which is indeed 

reflected in the external fabric and internal condition o 

buildings (Figure 6). 

The major concern for the future must be the revenue 

consequences of the commissioning of new or expanded acute 

hospital facilities. Where will the funding come from for 

these additional costs? Obviously, a hard look needs to e 

taken of the consequences embarking on major new capital 

projects especially those relating to acute hospitals. 

voluntary organisations Racing 

The growth of voluntary organisations has been significant 

since the Boards were established and they have done 

sterling work either in service provision or m raising 

funds for particular projects. The cutbacks of recent 

years have stimulated fund raising for hospitals with 

amazing results. Indirectly, it has, also, caused local 

communities to identify in an active way with their 

community hospital which, in itself, is an importan 

sociological development. 

It is felt that the time may now be opportune for the 

Boards to move, in a sensitive manner, to identify gaps in 

the development of voluntary effort and to stimulate 

activity for that purpose by priming grants. Another area 
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in regard to voluntary organisations which needs to be 

streamlined is the co-ordination of funding receivable from 

such diverse sources as the Boards, National ^ " e r y .  

D e p a r t m e n t of Social Welfare, People in Need, an 

Ireland Fund. The Charter for Voluntary Organisations 

promised under the'p'E.S.P. will be awaited with interest. 

gumma rv 

in the time available, I will try and summarise the 

perspectives on the future as outlined in this paper. 

there will be a continuing scarcity of resources for 

health provision for the foreseeable future; 

- there will be no lessening in the demand for health 

care; 

the cost of providing, to-day's services will be 

incrementally higher; 

there will be little additional funding for new 

developments unless funded by savings a 

efficiencies; 

the manager of the future must be given the authority 

to manage his budget with innovation and creativi y 

without having to look over his shoulder; 

managers, at every level, will face stricter 

accountability requirements measured by per ormanc 

indicators; 

the human resource of the health-service and its 

management will hove a critical role in the future m> 

(1) a cost factor and (2) a service delivery agent. 
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the current role of health boards will change arising 

from the need to clarify roles of the politician and 

the manager as recommended by the Commission on 

Funding; -

the intensive' '*and .rigorous control of public 

expenditure in future will have an ongoing impact on 

health care delivery, leading ultimately to choices 

and priorities; 

with consultants being the principal generators of 

cost, their involvement in the management process is 

seen as an urgent priority; 

management training and development of all grades of 

staff to meet future challenges including eir 

personal development should be addressed in the form 

of a strategic plan; 

the current levels of investment in Information 

Technology are grossly inadequate in equipping 

managers to assess and formulate priorities. It is 

perhaps the most important tool that managers need to 

manage effectively; 

health agencies and medical schools should combine to 

stimulate interest in health economics at 

undergraduate levels and in undertaking joint-venture 

projects in research and studies of mutual and 

practical interest• 

i 
f i 
i. S 

n 

conclusion 

I have concentrated mainly on the role of the nanaaSE in 

the next 10 to 20 years. 
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perceptions on the future role' of the members and local 

representation generally will possibly evolve TOf the 

course of the Conference and, no doub , wi 
enhance the debates already taken place at individual board 

level on the Recordations of the Commission on Funding. 

I will conclude with an extract from a recent address by 

the Ministt* for Health, Dr. John O'Connell, to the 

Association, as it, for me, appears to capture the spin 

Of Where we are at and where we are going: 
* 

"This Government must, in the interests of th 

entire community, insist on a high level of 

accountability from those who are provided with 

major resources. In the case of the health 

services, the service has to be determined by 

the available resources, not by the demand which 

appears to be infinite. As Minister, I will 

do my best to be fair to every agency in the 

allocation of resources and to listen carefully 

to the problems which they encounter in trying 

to provide a good and humane service". 

Thank you for the opportunity of addressing you and for the 

next 21 years may I wish you success in the many challenges 

which lie ahead in providing a health and welfare service 

enriched in Europe by its personal and caring dimension. 
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. . ;.t; i ofJfiejRlderlyi 

It gives me great pleasure, as Chairman of the Southern Health 

Board, to address you this afternoon, for two reasons. 

Firstly, you are all very welcome to the Southern Health Board 

region. This is the first time the Association is meeting with 

all eight Health Boards as members of the Association and the 

Southern Health Board is happy to play host to the Conference. 

Secondly, the topic on which I will be speaking will be one of 

the major challenges facing Health Boards over the next twenty-

one years. In fact, the challenge has already begun. In my dual 

role as Chairman of the Southern Health Board and as a public 

representative, I am aware of the insufficient resources 

available to enable the elderly and caring relative to continue 

residing at home and also of the pressures from families, in 

particular, to locate a bed in a long-term institution for the 

elderly. 
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1.1 

nTTMrtftRAPFT TRENDS 

Demographic change is the main factor affecting the h 

Ji of the elderly. during the last few d e c a  e S  

there has been a marked increase in the expectancy of h e. 

Fifty years ago, the average life expectancy at birth for males 

w a s  about 57 years'and for females about 58 years. Now xt is 

.bout 70 years for males and about 75 years for females. 

The number of people aged 65 or more.are expected to increase by 

over the next 20 years. But, it is those aged 85 or more who 

' are most likely to be in need of more health care, and they are 

expected to increase by 35% during the same period. 

presently, there are 20,000 elderly in long-term residential care 

of all types, but there are about 66,000 needing some degree o 

care who are living at home - 50,000 of these being looked after 

b y  members of their own household. Put more simply, for every 

1 0  elderly persons i n  l o n g - s t a y institutional care, there are 

still some 35 being care for at home by families. 

frenT.TH OF THE ELDERLY 

peoples health status depends upon their age. The elderly are 

relatively intensive users of the health services so that changes 

in population structure will have implications for the demand on 

the system. In Ireland, we are experiencing .an increasing 

proportion of the very old. and providing for the maintenance o 

these persons will be one of the major challenges facing the 

H 
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1 health services in the next decade. If one were to draw a graph 

of the incidence of illness during the human life cycle it would 

b e  seen to rise sharply from age 60 onwards. This is 

particularly evident frpm,the pattern of hospital admissions, 

over 40% of a l l  hospital bed days are now accounted for by 

elderly patients. Various studies have indicated that there may 

be much illness W g  the elderly which could be prevented or 

controlled and treated within the community. 

THE WIGHT ™ t - t v f  a t  h 0 m e  

There has been universal acknowledgement of the need and right 

of elderly people to continue to live at home for as long as 

possible. This principle has been reinforced not only in 

national surveys and reports, but also in the approaches taken 

by Health Boards in recent years. 

However, we find that there is still a significantly high 

proportion of elderly persons in long-stay beds. (18% in Health 

Board beds and 35% in Private Nursing Homes) who are there for 

social reasons. Living alone appears to be an important factor 

in decisions to admit elderly people to long-stay care, 

unfortunately, the admission for institutional care at the first 

sign of dependency continues to be a common occurrence. 

It will be critical to the success of new policy approach that, 

before admission, every elderly patient has been assessed as in 

need of long-stay facilities by professional staff. 
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KPTW POLICY APPROACH 

It will be necessary to expand key services for the elderly if 

the objective of maintaining the elderly in their own homes in 

dignity and independence ri^-to be achieved. This is the new 

policy approach. A realistic framework for the development of 

services for the elderly was outlined in the report of the 

working Party on fevices for the Elderly - "The Years Ahead" -

published in October, 1988. 

This approach confirms the primacy of community care for the 

elderly. It made specific monetary proposals to increase the 

amount of resources from community nursing home helps and 

paramedical services. The underlying budget constraint was 

recognised and redeployment of, rather than increases in, 

resources was to be the source of funding for the improvement of 

services. 

It is difficult for a statutory Health Body, like the Southern 

Health Board, on its own, to provide a full caring and 

supervisory service for the elderly. Nevertheless there is an 

increasing tendency for relatives and neighbours to take the view 

that the State has this responsibility - that state paternalism 

should replace filial duty and good neighbourliness. And there 

is a danger that society in general may detach themselves from 

the notion that the individual has a special duty towards the 

elderly. There are some things, such as loneliness, that one 

could never for; and I am sure all here know examples of 

loneliness, the source of abandonment and the fear of violence 

that exists amount many of the elderly. 
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MTTPSTNG HOMES 

The passing of the Nursing Homes Act is an important milestone 

in the development of p o n i e s  to maintain the elderiy. This 

welcome development will give the Health Boards another option 

when considering the needs of the elderly. I understand that the 

drafting of Regulations i s  almost complete and that the M a s t e r  

for Health intends to commence the Legislation before the end o 

the year. 

QDTTTHERN WTEAT.TH FnBpr> APPROACH 

in the southern Health Board, we have taken a proactive approach 

to the maintenance of the elderly. Services for the elderly are 

organised in local districts, serving populations of 25,000. 

Within each district, co-ordination of services are the 

responsibility of District Liaison Nurses and teams are being 

established to overcome the lack of integration which has 

afflicted service provision up to now. 

The Board is taking real and positive steps towards closer 

Uaison with the carer in the home and the voluntary sector. 

some elderly people will, of course, continue to need long-term 

c a r e  in an institution. The Board will shortly be examining 

proposals for the radical restructuring of existing long-stay 

hospitals, to enable them to function as community hospitals. 
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While the hospitals would continue to provide long-term care, 

they would become much more concerned than before with providing 

assessment and rehabilitation in addition to respite care, 

convalescent care and advice fad support for those caring for the 

elderly persons at home. 

The key to this abroach is the recognition of the need for pre

admission assessment and post-admission rehabilitation under the 

guidance, where possible, of a specialist physician in geriatric 

medicine. The Board will be dependant upon additional funding 

in this regard. At this point, I must acknowledge the commitment 

of the Department of Health to the Care of the Elderly and the 

Southern Health Board now receives an additional £lm per year to 

continue the initiatives I have outlined. 

* * * * * *  
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INTRODUCTION 

1. NHS reforms were intended not just to change the composition of health 
authorities but also to influence the way they operate and to introduce people 
to a different set of attitudes and expectations towards their own role and that 
of their authority. 

2. Intend to look at the following areas: 

m John Harvey Jones - role of non-executives 

B Concerns of non-executives 

m Common feedback received from non-executives 

s Strategy for non-executive involvement 

m Qualities of non-executives 

a Role of the chairman and 

E then to draw some conclusions. 

The Role of the Health Boards: Twenty-one Years On Page 53 



2. J O H N  H A R V E Y  JONES - R O L E  O F  NON-EXECUTIVES 

1. John Harvey Jones described the roles of non-executive Directors in the 

following tenns. 

2. "Emperor's Clothes" - organisation is on the wrong course and need to change 

direction. " 

3. "Oil Can" - improves relationships on the Board. 

4. "Bank of England" - provides status and credibility. 

5. "Father Confessor" - confidante and sounding board. 

6. "High Sheriff" - act to replace the Chairman and Chief Executive if necessary. 

7. Key areas for non-executive Directors are commonly seen as involvement in 
planning, monitoring and overview processes. 
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CONCERNS OF NON-EXECUTIVES 

Concerns of non-executives have been identified as: 

h Am I contributing £5K of added value? 

s What is the job supposed to be about? 

D I do not feel I know enough about the business to fully contribute. 

b Why *m I here? 

a Who are the key members of staff and what are they doing? 

• What do you need to read? 
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4. COMMON FEEDBACK RECEIVED FROM NON-EXECUTIVES 

Feedback commonly received from non-executive Directors is as follows: 

a Non executive roles are seen as emergent rather than fully clarified. 

B Non executives afe:keento support Executive Board Members. 

B Level of concern amongst non-executives about the time restraint under 

which they operate. 

a Often a feeling of not being involved enough. 
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5. STRATEGY FOR NON-EXECUTIVE INVOLVEMENT 

H e  following suggestions have been made which aim to facilitate the 
involvement of non-executives in the overall business: 

a Develop a personnel plan for each non-executive 

b Develop an area of interest and a visiting schedule for each non

executive. 

b Attendance at selected planning meetings. 

a Conference/seminar schedule 

a Remember importance of catering to members' abilities. 
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6. QUALTI3ES OF NON EXECUTIVES 

There has been a great deal of discussion about the necessary qualities of non-
executives; commonly agreed that the following are needed: 

h Personal qualities (common sense, good judgement, decision making 
ability and ability "to'̂ work as part of a team) more important than 
particular work experience 

H Community Focus 

D Commitment to the NHS in general and to the Health Authority/Trust it-

particular 

n Willingness to stand up for a point of view but an unbiased and critical 
approach to problem solving. 

d Healthy relations with executives - challenge and debate when necessary 

• Awareness of current issues 

b Be able to provide leadership to staff 

e Sufficient time to devote to health authority business 
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ROLE OF THE CHAIRMAN 

The role of the Chairman is of key importance and the major elements arc: 

B Plays an important part in establishing norms of behaviour and setting 

the tone 

b Han develop or limit roles of other members 

D Control of agenda 

b Power lo select Directors 

q Power may also be through personal status or personality 

b Pivotal role in determining contribution of non-executives 

B Holds the ring - executives/non-executives 

n Representing the Authority to higher levels of management 

B Building good relations and communications with staff 

& Representing the Authority to the outside world 
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CONCLUSIONS 

H New non-executives have contributed to a culture change in the NHS -
more business oriented approach. 

a Some non-executives are finding their new role ambiguous and 
encountering difficulties in integrating into their Health Authonty/Trust. 

b New style draws executive Directors much more fully into the process 
of managing the Authority and makes it much more accountable for 

decision taken. 

D Decision making much easier - greater sense of "team". 
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1. What does health gain mean? 

Health gain is a descriptive t e ™  t o  ( " m ^ i  
users or consumers of = £ e  f ^ / / ^ I m p r o v e m e n t  .in health 
care. The output snou person receiving care 

S S S  bê  b e t t e r  o f f after^ttie intervention than they would have 
been if no service was received. 

The focus on output is welcome ."thoug 

secure® improvemirtt1 in P ^ i " *  a ^ e  h l T ^ a s l L a U y  

people ........ ,-«.»« bed ratios) and process (throughput) concentrated on inputs (staff, bed ratios) ana pr ,:orroborated 

mo^t markedly t & g s  ^ 

measurements so that the very outputs we would now wish to show 

require definition. 

I'JfiZ Su'ljSj. «'tS*,SS.U 'SSi'SSS? u 
can allow us also to ajtrib i t

 9
y  b e  t h a t  better education 

S r ' c S l ? "  * a stronger inf luence on heaith 
than, for example intensive medical care T h i s , ^ t o u n ^  in 

E S S E n t ^ '  he^th outcome - - i d a b l e  dea t h s in people aged 

&j&£8x5&&£ssr • —  

^eil^tii^^ioi^h^^ontinuing^suppo^. part^Slar^y 

^ f ^ s S ^ e ^ a i i  
S t « W  To, Tea^^to 1 t S  
measurable and <b) targets ™"f^ a

b e, m""^f"oild be an outcome-

the^eduction 0 ^ 25^'in^ deaths from accidents in the 
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u'n-mo fr> the under five and over seventy five year age group by 
the year 1995. However targets may also describe a process of 
intervention which can adequately reflect outcome such as a 90. 
uptake of immunisation against diphtheria, tetanus, polio and 
pertussis by the year 2,000. 

2. Why the emphasis on health gain now? 

'"here is a new public health movement in western society which 
^ encapsulated within the WHO 38 targets for the year 2,000 and 
reinforced by initiatives such as the healthy cities movement, 
in the UK the focus in the NHS has increasingly turned towards 
JlLiJS nkrticullil-y With the publication in 1991 of the Green 
PaDer ' ' H e a l t h  of̂  the Nation'. This health strategy for 
England(with similar papers for Wales and S c o t l a " d )  set the 
framework within which the service purchasers and P r ° ^ e ^ s  ̂  
the reformed NHS should work. The Green Paper prompted over 2,000 
responsesTfrom individuals and bodies in England to. arrived 
at a time when both public and professionals are becoming aware 
of the need for a new public health movement. We envisage a 
White Paper in 1992 with national target setting most likely in 
relation ̂ o  the major killer diseases, causes of concern in 
relation to morbidity or quality of life and methods of 
intersectoral working. 

Since the NHS reforms in 1991, it is clear that services need to 
be more responsive, and this responsiveness is directed at 
multiple sources for example health authority purchasers, GP fund 
holde?snon-fund holders, and consumers. More than ever, both 
Sunicli and managerial performance is " ^ e r  review Individual 
performance reviews are extending into p r o f i ^  
medical audit is now mandatory across primary and secondary care 
and there is a thrust towards clinical audit in 
institutions. There are new managerial relationships Wlt^in the 
NHS as responsibility is delegated to lower levels and as 
purchasers and providers deal with_ eachother. care^ct 
coming to terms with the requirements of the Community Care Act 
1990 where local authorities will have lead responsibility for 
purcAasing community social care and subcontractinghealth 
services as part of case management for clients with priority 
needs. This has forced the issue of cooperation between health 
and social services when reviewing common clients; brings 
a welcome focus on the totality of care for the individual. 

Finally a national R&D strategy has recently been published_from 
Professor Michael Peckham's new R&D Unit at the Department 
Health. This has at last recognised the imbalance ^ 
resources invested in research on the basic and clinical scien 
and that on health services, effectiveness, outcomes and 
priority care and public health. The strategy seeks to rederess, 
this imbalance a n d w  bring the disparate resources 
devoted to research in the NHS within a systematic framework. 
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3. Health gain and health services. 

Although it i. 
bv important sectors outside of the neaitn s ' l e  i n  
of health service intervej^ions can play a p i ^  ̂  ^ ^ 

abends" onhsevtraf"aUctors which managers and clinicians must 
work towards achieving. These are. 

I aPclear^iSeaSofVwhat*constitutesSeffective care 
- I willingness to review whether this care has 

. I ^ s ^ ^ h e ^ e d s  of users or their 

representatives 
- equitable access to services 

• Effective care is a crucial i « S e  
there are some interventions wh . t i  i t i e s>  a great deal of 
defined(eg certain health P r .  t h  m̂s reforms by several 
work has been performed, b a c k d a - ^ ^ o g i l a l  Unit at Oxford 
decades. The National Perinatal iogica^ o b s t e t r i c s  a n d  

has spent many y" r| f
r®^®"J" 9

t h a t some clinicians still engage 
neonatology. It is of concer doubtful or no value in 
in practices which are known to be ^ l a c i n 9  „,any 
this and other areas. It has been s u g g e s ^  advantage over 
people on mild anti-depres SUpport group. In public 
buying a pet, praying or j g u r a n e  contributed seminal 
health medicine, Professor Archie Cochrane ^ 
thinking to the d e b a t e L i g h t  in the 

BMJ?^applyingCthe ^CochraneVeslT^f Effective Care' as overleaf. 

I would like to r.-.tr~. Ts^to'happen 
to review their service dfj1/ y t t h a t  clinicians engage 
within the health service. It 1 P n o t e d  that the medical 
in meaningful peer review. It will be ^ t Q  

audit cycle is not unlike the OCess. It is often the 
health gain. Both require :inputs and a p r o c e s s . ^  ^ 

same input and process. The status Although it has not 
amount to an improvement m health ^ t h e  
yet been conclusively proven that current metnoas 

L f u I t f S T t ^ f  fanrto91gVu^e the more 
effective use of their time in such reviews 
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The Cochrane Test. 

1.; Consider anything that works 

2 .  M a k e  effective treatments available to all 

3. Minimise' ill-timed''lnterventions 

4. Prevent only what is preventable 

5. Diagnose .^nly if treatable. 

4. Health gain and health economics. 

Health gain makes economic sense ^ ° ^ u ° £ t % ° ^ t ! i s  in 
in health ) for a given input a n «  example, by 
the way health care is ^ S ^ ' m f  apparent where the 
looking at outputs, it will i n D U t s  some of which may be 
greatest gains are for t h oJ® •> large inputs may be found to 
relatively modest. Alternatively large inputs ̂  long been 

yield relatively little. alf.h c a r e  professor Alan Maynard, 

£ " ^ n g  the^HS^eforms stated that . 

a .  - * » « *  
evaluation is regarded as radical and novel ... 

I believe .that even in - - o m ^  ^ k i v e " ^ 5  and coll-

effectiveness . The'Tnse? belo^ shows definitions of the various 

attributes of care: 

. . offprtiveness would mean that extra inputs 
In this context, cost e f f e c t i v e n e w o r t h  those inputs. Health 
would have an explicit g a m  in UfVriri are under tremendous 
services throughout the western froin 

pressure to deliver m°re_ c a r®£hese demands are explainable by 
central governments. Some of t intensive 
natural factors such as a rise in the aged who^nee . n c r e a s i n 9  

care and support. However much P r e s ^ i s h e d  i d e a  o f  the right to 
demands from all age groups and a cherished iaea or 
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Quality, effectiveness and cost-effectiveness. 

Good quality care is the degree to which health care 
conforms to standards of good care. (Donabedxan) 

Effectiveness is the degree to which care"achieves its 

objectives. 
„ . 

Post effective care is either equally good outcomes at 
less cost or an additional benefit worth the additional 
c o s t .  (Doubilet et al NEJM 1986;314:253-55) 

limitless medical progress lt is 
governments may decided to »11 incomparable with the public 
sectors; and this may not inaeea However within the health 
health principles behind health gain. However v «  ̂  s t r i n g e n t  

technolog^ca^asses^^n^'and^tt^ntioi^to outcomes 

patient. This assumes that an ocgective 

set. 

5. The pre-requisites for health gain. 

It is my opinion that the pre-requisites are multi-dimensional. 
As Frada Eskin states, there must be : 

-Commitment from the top 
-Programmes must be multi-disciplmary skills 
-There should be personal, people and political 
available to see the programmes through. 

Managers have a key role in delivering health gain. They must not 
se^public health as an exclusively medical ^ ^en 
service prerogative. Managers are an essential part of the 

S E S  - H I !  health belongs to all of the population. It is important that 
health professionals-including managers are a ™ r e  

movements that cross national boundaries and can be made 

effect health. 
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Megatrends of the late 20th Century. 

Industrial to information society 

High technology, high touch 

National to global ecojipmy 

Short term to long term 

Centralisation to de-centralisation 

Institutionai^'to self-help 

Representation to participation 

Hierarchy to network 

North to south. 

Either/or to multiple option 

in this context it is important to realise that locd
al = ° ? ? ^ i n g  

must have meaningful involvement in planning and fac.ill'" | 
h M l t h  aain 'Lav epidemiology' allows people to speak in their 
Swn words and moves away ffom the pate: 
services delivery towards a partnership with participative 
planning and consultation. Mangers and Proffss*°£a*f 
traditionally kept the public well beyond arms 

Sit^r^hi^n^nV^use-Vor S'toS? ab^nc/lf Sffiog..? 
The management structures need to be in place to communicate 
however. In my area of south London, we work in a n"worked^!ion 
hierarchical organisation. .A managerially led initiative . "  
seeking to delegate consultation and planning to localities 
within our large area; within each locality :focus groups will 
invited to form; they will contain lay members. Each locality 
will have a steering group which will comprise important l°cal 
interests, im^Kiing^lay interests. This 
we see it as a pre-requisite for moving forward, and so do tne 
politicians at the most senior level. 
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In summary, emphasis on hTaTthy"alliances and 
in the UK. It offers the-opportunityf new n ̂  w i t h  o t h e r  

key^agencies; 'Tn'd ^Itl?the public tl who, we are all accountable. 
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INTRODUCTION 

I am delighted to be with you today for this very special 
t ' 
1 Annual Conference, which marks the "coming of age" of the 

L health boards. The health services have changed out of all 

recognition since the health boards were established, and I 

^ would like to take a little time to look at the very real 

achievements of your first twenty- one years. 

The pace of change, of course, continues to accelerate, and I 

propose to look also at some of the major issues which you 
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and I, and our successors, will be grappling with over the 

coming years. 

r 

ArHTHVEMF-NTS TN THF PFKTOP 1971-1992 

We sometime^, forget that despite the severe financial 

constraints facing the health system, there has been a very 

substantial improvement in our services since the health 

boards were set up in 1971. These developments should not 

be lost sight of when we are considering the undoubted 

challenges facing us today. 

* 

The sheer scale of the improvements that have been 

implemented is striking; I think that we need to highlight them 

much more explicitly than previously. They have been 

achieved with the continuing support and strong commitment 

of the health boards. 
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Let's just consider a few examples. 

* as a proportion  ̂ of Gross National Product, our 

public health expenditure has risen from about 4.5 

per cSht in 1971, or £73 million in money terms, to 

an estimated 7.4 per cent, or £1.8 billion m 1992; 

* t o t a l  employment in the public health services has 

risen significantly during the last two decades, rising , 

from around 50,000 in the mid 1970s to 

approximately 59,000 today; 

* the activity in public hospitals has increased 

substantially over the twenty-one year period: the 

number of discharges, for example, has increased 

from 340,000 in 1970 to over 600,000 (including 

day cases) last year; 
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* the throughput of patients treated in our acute 

hospitals has increased very significantly in the last 

twenty-one years: in 1970 the average length of stay 

in an acute hospital was 12.8 days, but by 1990 it 

had fatten to just 6.9 days; 

* the number of beds in psychiatric hospitals and units 

has fallen from 16,600 in 1971 to 8,500 in 1990, 

reflecting the greatly increased emphasis on 

community based services; and 

* services for people with a mental handicap have also 

developed considerably. In 1975, for example, there 

were just under 2,400 places at special residential 

centres operated by heath boards and voluntary 

agencies, while by 1990 the number had risen to 

over 4,500. The numbers in hostels and supervised 
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l o d g i n g s  showed an even larger increase, growing 

from just 103" in 1975 to over 1,500 by 1990. 

These are just some examples from the general picture. I 

could also picfc.,some examples at random from individual 

health board areas, where we can see equally important 

developments at local level. 

* in the Southern Health Board, for example,the 

number of discharges from acute hospitals rose from 

just under 65,000 in 1975 to over 100,000 

(including day cases) last year; and 

* Compared with the relatively limited provisions in 

the early 1970s, the Southern Health Board area had 

almost 1,000 places in training centres for people 

with a mental handicap last year and a further 200 
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places in day centres. 
* • * 

J ' ' .< 

* in the South Eastern Health Board the number of in-
r 

patient admissions almost doubled from 25,000 m 

1971 nearly 47,000 last year. 

* There have been significant developments in 

community based services in the last twenty-one 

years. For instance, in the South Eastern Health 

Board area, over £0.7m was spent on the home help 

services in 1991, as compared with just £16,700 in 

1971. In the same area, the number of speech 

therapists employed grew from just one in 1971 to 

18 last year; the number of public health nurses 

increased from 99 to 137 over the same period, and 

the number of social workers increased from one m 

1972 to 26 last year. 

JPd c 73 
The Role of the HeaUh Boards: Twenty-one Years On age 



* Also in the South Eastern Health Board, the 

provisions for psychiatric patients has improved 

: enormously. The number of places in day centres 

increased from just 9 in 1971 to 250 last year; the 

number of places in hostels grew from 59 to 328, 

and places in training workshops increased from 8 

to 333 over the same period. 

* Taking another health board - the North Eastern -

we can see the same sort of improvements in 

services. For example, the number of consultant 

medical staff increased from 18 in acute hospitals in 

1971 to 40 in 1991. 

* In the Western Health Board, an estimated £25m is 

now being spent annually on a range of services for 

people with a mental handicap. Some simple 
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examples illustrate the scale of developments since 

. 1971: the Board's grant to the Galway County 

Association rose from £2,400 in 1971 to £2.4m last 
j-

y e a r ,  w h i l e  " the grant to the Western Care 

Association was increased from £38,500 in 1974 to 

£2.93m in 1991. 

* Finally, in the North Western Health Board area, 

the child care services have improved from just two 

voluntary "orphanages" as they were described in 

1971, to a network of 40 social workers (with 75 % 

of their time spent on child care), a mother and.. 

baby unit, a family resource centre and the help of 

a number of public health nurses and area medical 

officers. 
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I have deliberately picked these examples at random from a 

number of health board areas to illustrate the scale of 

development that has in fact taken place in the last twenty-one 

years. It is a record that the boards can justifiably feel proud 

of and one which we will hopefully be able to build upon in 

the future. 

• . . _ " ' ' H 

ADMTNT.STPATTVF. STRUCTURES 

The administrative structures put in place by the Health Act, 

1970 have served us well. They have proven resilient in the 

face of the growing demands of the ever more complex and 

advanced health service which has developed over the twenty-

one years since the health boards were set up. Much of this 

progress has been due to the efforts of the boards and their 

staffs. 
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While the basic structure of eight health boards, organised on 

the basis of programme management, has changed little over 

that time, it would be wrong to think that nothing has changed 

in the way boards operate. That is clearly not true. The 

changes have b^en significant. The quality of management 

has improved to meet the challenges. There is now greater 

expertise in the management and planning of services. This 

is reflected in the breath and quality of the services which the 

boards continue to provide despite the financial constraints of 

recent years. Indeed the boards have risen to the challenge 

and have continued to improve efficiency. These changes 

have happened because of the efforts of the boards and their 

staffs. 

While management has become more professional, the basic 

structures through which management works have not 

changed. It is clearly time that they were critically examined 
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and brought up to date. In doing so we must keep the needs 

of the patient to the fore. 

As you will know -firdm my public statements, I am 

determined to j u t  the patient at the centre of the health 

services in a meaningful way. I recognise that in recent years 

there has been a growing awareness of the rights of patients 

within their services and I want to encourage this. 

The patients' charter, which I will talk about later, will be an 

important step forward but I believe that there are many other 

things which can be done to encourage this development, not 

least in the new structures legislation. In preparing the new 

legislation, I will be seeking to ensure that decisions are made 

at the appropriate level and as close to the patient as possible. 

This review began with the work of the Commission on 

The Role of the HeaUh Boards: Twenty-one Years On 



Health Funding. The Commission's analysis of the present 

structures was extremely comprehensive. Following 

publication of its report, J i e  Dublin Hospital Initiative Group 

and the Efficiency Review Group were set up to address 

specific,aspects 3fthe acute hospital services. There was also 

a very wide ranging consultation process on the report of the 

Commission. . 

Out of this review came a consistent analysis of the ^ 

deficiencies in the present system, and the solutions 

recommended by the different groups shared certain common 

principles. These principles include the following: 
\ • 

- the Minister and Department should be responsible for 

the development of health policy and the overall control 

of expenditure but should not be involved in the detailed 

management of individual health services. Instead, 
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greater responsibility should be devolved to the 

appropriate executive agencies; 

- coordination must be improved both between hospitals 

and between community-based and hospital services; 

-the roles of all key parties, including the Department, 

the Boards and managements of the statutory authorities, 

and the other agencies, must be clearly defined so that 

there is no confusion about the responsibility and 

accountability of each; and 

-a constant search for improved efficiency must be 

developed and supported. 

Last September, the Government announced its decision to 

replace the Eastern Health Board with a new authority which 

The Role of the HeaUh Boards: Twenty-one Years On Pase 80 



will be responsible for all health and personal social services 

in the existing Eastern Health Board area. 

Responsibility for providing services is divided between the 

Eastern Health Board and the voluntary hospitals and other 

voluntary agencies, with no one agency taking a 

comprehensive overview of the total needs of the region. It 

was never the intention that this should happen when the 

health board system was established in 1970 but the effect is 

that there is now a damaging lack of coordination between 

hospital and community services which is detrimental to the 

quality of both services and has resulted in inefficiencies in 

the service to the people of the area. 

There is confusion as to the roles and responsibilities of the 

various agencies involved and as a result the Department of 

Health has by default become more and more involved in day-
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to-day issues to the detriment of its role in planning and 

evaluating services. A single new authority will solve these 

problems. 

Priority has bem; given to restructuring of the services in the 

Eastern Health Board area because of the special problems of 

the Dublin region which were identified by the Kennedy 

group. 

With regard to the rest of the country there is a need for 

greater clarity in relation to the respective roles and 

responsibilities of health boards and their Chief Executive 

Officers and this will be taken into account in the legislation 

which is being prepared. 

The consultation process on the Government's proposals has 

been very useful. A total of one hundred submissions have 
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been received so far. I am pleased to say that there has been 

universal approval for the decision to implement reform and 

we have received many good ideas which will now be taken 

on board as the legislation is prepared. I will be submitting 

my proposals ^Government in the coming months with a 

v i e w  to bringing legislation before the Oireachtas in the 

Autumn. • • 

TF.CTTNTQT OGTC AL ADVANCF, AND THE NEED TQ 

PKTORITISE 

There is one phrase which rolls effortlessly off the lips of any 

Minister for Health, so frequently does it find its way into his 

speeches or indeed his answers to just about any question put 

to him. The phrase is one with which you will be all too 

familiar.... "limited resources". 

The fact that it is a very over-worked cliche does not, 
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unfortunately, make it any less relevant. It is a simple fact 

- that no country in the world could ever expect to be able to 

meet all the potential demands upon its health service; no 

country in 

the world can provide the level of resource which would be 

considered ideal either by those providing health care or by 

those receiving it. 

In any case where our wants and needs exceed our capacity to 

pay for them, we must inevitably prioritise. We have been 
* 

prioritising in the health services since they began. The 

problem, of course, is that our prioritising has rarely been 

based on any serious debate or careful analysis as to what our 

priorities should be. Resources have tended to flow towards 

L the well-established services, or to those seen as at the cutting-

~ edge of technology, with little consideration given to whether 

^ the same resources could have been used to better effect in 

other areas. 

— — — — — —  
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There has been a growing awareness that we need, as a 

society, to consider and debate what our priorities in health 

care should be. This need will become even more acute m the 

next few years since it is' likely that we will see a virtual 

explosion of medical advances, new technologies and 

treatments which would not have been predicted in even the 

most imaginative science fiction ten or twenty years ago. 

The issues which we will have to debate are not academic -

they are fundamental to the lives and health of very many 

people. It will therefore be all the more difficult, yet all the 

more important, for us to be able to consider them in the most 

objective way possible. How, for instance, will we be able to 

compare the relative importance of a high-cost procedure 

which may be of dramatic benefit to a small number of 

people, and an alternative use of the same resources which 

may provide less dramatic but no less important improvements 

in the quality of life of groups such as the mentally 
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handicapped? 

The very difficulty of such comparisons has led us to shy 

away from them in the past, but that is not the answer. Smce 

choices are, in %ny case, inevitable, surely it is preferable that 

we try and arrive at them through a consensus based on the 

most objective analysis possible? 

As members of health boards, you are in a position to play a 

key part in the development of this crucial national debate 

over the coming years. 

UCATTH PKOMrmnN TARGETS FOP THF VF-AR 2QQ0 > •  

Any organisation which exists to provide a service must have 

a mechanism which allows it to evaluate the service it 

provides. For a commercial organisation this is a relatively 

straight forward process - the market provides the mechanism. 

Potential customers decide whether or not to purchase the 
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service. The individual customer may make his or her 

decision on a- subjective or on an objective basis but overall 

the market provides an immediately relevant and sometimes 

painful  evaluation of the service being offered. 

In the public sector and particularly in the health services the 

position is not as simple but this does not absolve those 

involved in the organisation and provision of health care from 

the responsibility of developing mechanisms to assess and 

evaluate their own performance. A key element in this 

process is the setting of targets which provide a measure of 

the effectiveness of the strategies which we have adopted to 

improve the health of all our citizens. 

The World Health Organisation has done some very valuable 

work in this area and the WHO's European Region has drawn 

up a list of 38 individual targets under the Health for All 

programme. 
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To give some specific examples individual targets have been 

set on reducing mortality from accidents, from cancer and 

from coronary heart disease and strokes. 

The key issues here are the identification of problem areas -

and it should be noted that coronary heart disease and cancer 

account for over two thirds all deaths in this country - the 

setting of challenging but realistically framed targets and the 

development of strategies to achieve those targets. 

I intend reviewing this approach in the context of our health 

problems with a view to setting targets which underpin clearly 

stated objectives and providing an indication of the extent to 

which we progress towards meeting these objectives. Key 

areas to be addressed are cancer, coronary heart disease and 

strokes. 

This points towards a key role for health promotion - an area 
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which I have identified as a priority - and I think it is 

instructive to note that over the past twenty-one years there 

has been a changing perception of health promotion from the 

straightforward provision of information to a more integrated 

strategy designed to develop and promote a total concept of 

health through healthy public policies. 

A MORK FFFFCTIVF. AND—HUMANE—HEALTH 

SF.RVICE 

I would like to turn now to some of my own immediate 

priorities for change and improvement in the health services. 

I am, of course, concerned with making the health services 

more efficient and effective, but I am equally anxious to bring 

about a more humane service which is always seen to put the 
* 

patient first. 

-ThP. Patients' Charter 

The Patients' Charter in many ways epitomises what I am 

P/zpc 8 
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trying to achieve. Its purpose is to ensure that all hospital 

patients are treated with the respect that they deserve. The 

standard of medical, paramedical and nursing care in this 

country is very high; we will now have equally high standards 

in relation to 'dealing with, patients in a professional and 

courteous manner and respecting; their privacy. 

Patients will have a guarantee of confidentiality in relation to 

their medical records. They will have the right to be kept fully 

informed about the course of their treatment and the possible 

treatment options. On discharge from hospital they will be 

fully informed of the kind of aftercare they require and these 

details will also be given promptly to their general 

practitioner. 

Finally, there will be a proper and structured complaints 

procedure in hospitals so that anyone with cause for 

dissatisfaction can have their complaint dealt with m a 
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reasonably s h o r t  time and be informed of the outcome at the 

earliest opportunity. 

- (lp.np.ral Prarti tinner Services 

A second issue of g r e a t  concern to me is the role of the 

g e n e r a l  practitioner. I want to see the GP operate as the hub 

of a system which will provide all appropriate care in the 

community. I want to see hospital casualty departments 

dealing with those who really need them - not with patients 

who could have been looked after by the GP. I want to see 

better linkages between GPs and their local hospitals, so that 

GPs can provide more services to the patient rather than 

referring them on to the hospitals. 

i am confident that this reorientation of the GP service will 

emerge from the review of the CPs' Contract which is taking 

place at present. 

The Role of the Health Boards: Twenty-one Years On Page 91 


