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Intro'duction 

Ms. Mary Harney, ID., the Minister for Health and Children convened the National Health 
Consultative Forum 2006 to advise her on matters relating to the provision of health and 
personal social services. This was the first National Consultative Forum to be convened 
under Part 8 of the Health Act, 2004, which provides for Public Representation and User 
Participation. 

The theme for the 2006 Forum, which was chaired by Dr. John Bowman, was: How can 
we achieve a collaborative partnership between policy makers, providers, users and local 
communities? What can we learn from other sectors? 

In the region of 350 Forum members were appointed under Ministerial Order including-
representatives from senior management, service providers, voluntary and professional 

bodies, patient and client groups, trade unions and other Government Departments 

The day started with an opening address from the Minister for Health and Children, Mary 
Harney ID. which focused on the area of quality and the need for all stakeholders to work 

together to achieve a world class health system. The first guest speaker was Dr. Gro Harlem 
Brundtland who addressed the Forum from a global perspective drawing on her 
experience in her former roles as Prime Minister of Norway, Chair of the World 
Commission on Environment and Development and Director General of the WHO. Dr. 

Brundtland highlighted the importance of cross-sectoral collaboration and the need to build 
wide partnerships to address the social factors leading to ill health. Later in the day, Mr. 

William McKee, who is CEO of the Belfast HSS Trust, explored collaboration between staff 
and management and the associated challenges and opportunities. 

As consultation is an important part of the Forum, there were a number of interactive 
elements to the day including a member's panel discussion, Q&A sessions and an 
interview with Professor Drumm. 

This report gives a general account of the Forum and includes extracts form the various 
elements of the day. A list of Forum Participants is included in Appendix 1. 

Introduction by Chairman, Dr. John Bowman 

The Chairman welcomed people to the Forum and invited the first speaker, the Minister for 

Health and Children, Mary Harney ID. to address the Forum. 

5 



Address by Mary Harney l.D., Minister for Health 
and Children 

In her opening address, the Minister welcomed the Forum Members and key note speakers 
Dr. Gro Harlem Brundtland, a former Prime Minister of Norway, and William McKee, 
Chief Executive of the Belfast HSS Trust. She also highlighted that the Forum was a statutory 

meeting which is legislated for under the Health Act 2004. 

The Minister referred to the following points in her address to the Forum: 

• Health in any country is a very complex activity, and like every complex 

organisation, we have to find a radical simplicity to guide us, a road map of where 
we should go. There are a huge number of initiatives taking place in Irish health 
care at the moment. The health reform agenda has begun the process of 
transforming the Irish health care system. The establishment of the HSE is an enabler 

for putting in place a more responsive health care system for all of the population. 

• The vast majority of the experiences of those that interface with our health care 

system whether at primary, community or hospital level are very positive. The 
National Health Service Innovation Awards, which took place at Dublin Castle on 

October 11, highlighted the innovations and changes health care staff are making 

to improve the experience for patients and service users. 

• When people engage with the health service they are entitled to expect that we will 

make them well if we can, that they will be treated with evidence based medicine 

and that they will be treated on the basis of medical need and not on the basis of 

means. These are laudable worthy aspirations that our health services aspire to 

every day. 

• Patient safety is very important in the context of health care reform. We have a duty 

to ensure that we learn from mistakes, to ensure that processes are put in place to 
help rectify those mistakes and to ensure that mistakes are not repeated. 

• International evidence indicates that frequency in specialisation enhances a 

patient's chances of a positive outcome. Even if there were infinite resources it 

would not make sense to have several surgeons serving small catchment areas 
where the number of procedures would be very small, where they would become 

deskilled and patient safety would be put at risk. 

7 



• While the vast majority of patients want to be treated as close to home as possible, 

their over riding concern is to be treated as safely as possible by the best person 
that they can get access to. It is Government policy to ensure that as many 

procedures happen as locally to people as possible, provided they can be done 
safely. There is a lot of discussion about downgrading of hospitals however 

hospitals cannot come before patients or staff before services or resources 

before results. 

• Patient safety has to be much more enshrined in our health care system. We need 

to get away from a blame and recrimination culture. We need to acknowledge that 

adverse events will happen and to have a culture that can deal with that. In the 

airline industry for example you are not only required by law, by virtue of your 

contract of employment, to report adverse events you are rewarded for doing so 
and it is not seen as a black mark against you. 

• We also need to change things from the patients' and the families' perspectives. We 

need to be able to assure people that they will be safe, we need to listen to people, 
to actively encourage them to give their views and we need to tell them the truth. If 
we don't tell them the truth then they have no alternative but to go a legal 

adversarial route. 

• The best companies in the world are the ones that put the greatest effort into 

customer feedback so that they can improve their operations and we need to do the 

same in the health system. 

• Change doesn't come easily but when we embrace change, when we are really 

ambitious, we get fantastic results. We have seen this in relation to our economic 
performance and we are beginning to see it with the health care reform agenda. 

• We all have chosen to be involved in health care because we want to make things 

better. We have an enormous opportunity now in Ireland to get it right. If we all 

work together as stakeholders in our health care system, which represents 25% of 

the money the Government spends every day running the country, we can have the 
world class health system that we all aspire to and we know that the community 

deserve and want to see us achieve. 
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Address by Dr. Gro Harlem Brundtland 

During her address Dr. Brundtland shared some key observations and conclusions based 

on her over 40 years experience in public health, the environment and national and 
international political leadership roles. 

• Following the Minister's address, Dr. Brundtland initially reflected upon her 

experience as a newly elected party leader when there was a major debate taking 
place in relation to patient safety. She considered it one of the toughest experiences 

in her political life to fight down her own party group, based on evidence, that it 

was wrong for the Norwegian' Health System to introduce expensive specialist 
technology into a hospital in Trondheim, when there were already two in other parts 

of the country. She outlined the challenges of arguing this with politicians who 
wished to strengthen their local communities, their city and the prestige of their 
hospital. She emphasised that it is not possible to provide the highest quality 
services if resources and technology are spread too thin and physicians are 
insufficiently trained. 

• Dr. Brundtland's decision to become a doctor was driven by her desire to make a 

difference and to help create a better, more just and equitable society. She believes 
that the values of human rights, solidarity and shared responsibility are linked to all 

of humanity and not just limited to her neighbourhood or country. 

• She reviewed her experience as a young doctor when she studied at Harvard 

School of Public Health majoring in maternal and child health. In 1974, she was 

invited to enter the Cabinet with responsibility for the environment. Here she quickly 
came to the conclusion that we primarily need to be concerned about the 

environment for public health reasons. 

• As a young Minister for the Environment she came to the conclusion that real 

changes cannot be made in society unless the economic dimension of an issue. is 

fully understood. Scientific facts have to be used as the evidence base and the true 

costs of environmental degradation have to be analysed and spelt out in figures. 
With an increasingly strong and robust economic argument it was possible to make 

sense both of Government investment in the environment and commercial investment 
in the development of cleaner technologies. A sustainable environment has 

gradually come to be seen as a global public good. 
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• In 1983, she was asked to chair the "World Commission on Environment and 

Development", which later became known as the "Brundtland Commission". Here 

she identified that the main challenge was to shift environment from a "clean up 
after the mess" issue to being recognised as a central issue in development. Instead 

of being seen as something which was separate from people, environment needed 
to be seen as a basic social determinant of health. It was also recognised that 

engaging Finance Ministers and Heads of State to become aware of the 
developmental consequences of environmental policies and active collaboration 
with media, non governmental organisations and other parts of civil society were 
essential. 

• The idea of moving health into centre of the development debate was one of the 

driving forces behind her work as Director General of the World Health 

Organisation (WHO). She took up this role in 1998, where she made it clear from 
the beginning that a healthy population is a pre-requisite for economic and social 
development as much as a result of it. The debate over the moral, economic, social 
and security consequences of the AIDS catastrophe unfolding around the world has 
helped force health onto the agenda in a way we have never seen before. 

• In the World Health Report 1999, the WHO spelled out the key challenges for the 

first decade of this century. First and foremost there is a need to reduce the burden 
of disease suffered by the poor, secondly there is a need to counter the potential 
threats to health resulting from economic crisis, unhealthy environments and risky 

behaviour, thirdly there is a need to develop more effective health systems, and 
finally a need to invest in expanding the knowledge base to provide the tools to 

make continued progress in this century. 

• At the time that Dr. Brundtland took up the post at the WHO there were some early 

indications that there was more to the relationship between health and development 

than had been traditionally accepted. Until recently many finance officials and 
economists believed that health was relatively unimportant both as a development 

goal and as a strategy for reducing poverty. Health spending was seen as 
consumption of scarce resources rather than an investment in a common future. But 

this is now changing. 

• Dr. Brundtland established the Commission on Macro Economics and Health which 

concluded that disease is a big drain on development and that investment in health 
is a pre-requisite for economic growth. The Commission showed that a health system 

spending of $10 or $12 per head will not provide the basic necessary health 
services even in the poorest country. The Commission Report called for a six-fold 

increase in health expenditures in the developing world. Tackling a few key issues 
such as AIDS, TB, malaria, children's diseases and maternal conditions would result 
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in as many as 8 million lives being saved each year and a six fold return on the 

investment in terms of economic growth. However, between $7 and $10 billion per 
year are needed for the basic action on AIDS, TB and malaria alone. 

• Channelling enough resources and investment into the health of the poorest 

countries to achieve the Millennium Development Goals hinges completely on 
political will and global alliances. Through the Global Fund to Fight AIDS, TB and 
malaria and other such alliances we have developed a new set of tools that turn 
resources into more effective action. 

• The theme of the World Report 2002 was Risks to Health which indicated a major 

move towards a more preventive way of looking at health issues. By looking at risks 
in addition to the traditional focus on the burden of disease we get a clearer 
picture of health service needs both now and in the future. 

• 20 major risks were identified and were systematically evaluated for 14 sub regions 

of the world. Risks associated with under development including unsafe water, poor 
sanitation, unsafe sex particularly related to AIDS, iron and nutrient deficiency and 
indoor smoke from fossil fuels are still exacting a high toll. Other risks to health are 

associated with unhealthy consumption patterns including high blood pressure, 
cholesterol, tobacco use and alcohol consumption, obesity, inadequate fruit and 
vegetable intake and physical activity. These are global concerns and are dominant 
issues in all high income and middle-income countries today. Throughout the world 

unhealthy consumption patterns are replacing healthier ways of eating, sedentary 
life has replaced regular activity, the changes are now starting to affect the health 

of all young and old, rich and poor. 

• To counter these risks the WHO has focused on number of priority areas where we 

can make a difference. First and foremost we need to focus on improving the living 
spaces for children, as more than five million deaths every year stem from dangers 
from children's immediate environment. Human waste finds its way into water and 

food, air is polluted from indoor smoke or tobacco use, other toxins get into the air 
and soil, disease carrying insects bite children and too many children are injured 

at home or on the road. Many of these threats lie outside the health sector and need 
to be addressed through building wide partnerships and by setting concrete targets 

to reduce mortality caused by environmental factors. 

• With 4.1 million deaths each year from tobacco related causes and 10 million 

deaths predicted by 2030, tobacco is the single largest cause of ill health in the 

world bar none even AIDS. Tobacco is global issue which affects developing 
countries as much as industrialized ones. The successful negotiation of the 

Framework Convention on Tobacco Control highlights the critical role of the State 

in public health, particularly in setting standards and ensuring that others 

adhere to them. 
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• The same applies to global risks to health such as that experienced with SARS in 

2003. Without asserting the authority of the WHO and leading collaboration 
between scientists and public health institutions, there could have been a global 

catastrophe. Through our combined efforts, in four short months we had identified 
a completely new disease, contained it and stopped it in its tracks. 

• Ireland is focusing on its ability to service people with a health system that reaches 

all, that is people centred and secures both equality and fairness. The recent report 
from the WHO European region shows that health systems around Europe are 
confronted with high expectations, multiple health crisis and limited resources. The 
document emphasises three essential goals, health gain itself, equity of financial 
contribution with protection against financial risk and responsiveness. 

• There are a number of similarities and differences in the Irish road to the present 

day and that of Norway's or Sweden's. In particular there are considerable 
differen'ces with regard to the challenge posed by poverty. According to recent data 
from Eurostat, the at risk of poverty rate after social transfers in Ireland, is above 

20% which is more than double the Scandinavian rate. This illustrates the 
considerable focus in Ireland on equity and the complex issue of private and 
public patients in public hospitals. 

• The Norwegian health service is built on the principal of providing equal access to 

services for all inhabitants regardless of their social and economic status and 
location. Over the last 25 years the increase in health expenditure has increased 

from 6.9% to 10.3% of GDP (to the end of 2003), which is much higher than the 
EU average. 85% is funded from general taxation. The private sector has a very 
limited role in Norway; in 2004 there were only 284 private hospital beds with 

13,000 hospital beds in the public sector. There is really no basis for private 
hospitalisation except for procedures such as cosmetic surgery. 

• While leading her party in opposition Dr. Brundtland warned strongly against 

proposed reforms which would inspire the development of a two tier system with 
more room for privatisation. However she was very aware that this stance against 

privatisation implied a willingness to finance a growing sector through public funds. 
If new opportunities were to be given to the whole of the Norwegian population 

that could not happen within public funding that had a ceiling on it. A system that 
gives real and equal opportunity for all will never be the least expensive. However 

it can indeed be made less expensive than highly privatised systems such as the one 
in the United States. 

• There have been major reforms in Norway over the last 20 years, including 

activity based funding based on the DRG system for inpatient activity which has 

been further expanded to include day surgery. These changes have resulted in a 
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substantial increase in the number of cases treated and a reduction in waiting times. 
The reimbursement of a DRG point is consistent for all hospitals in Norway. 

• Under the hospital reform of 2002 the ownership of the hospitals was transferred 

from the counties to the central Government sector which has improved 

management skills. 

• We are still faced with great challenges in Norway but the road ahead needs to be 

fundamentally the same, a people centred policy with shared knowledge and 
communication between the decision makers at all three democratically elected 
levels. As the primary health care sector is in the hands of local communities 
communication between health workers, patient groups and the general public 
is essential. 

• The question of how strong the public sector and public responsibility for the health 

system has to be in order to have a good system can be approached in different 
ways however there is no way around taking shared responsibility in every society. 

• The negative experiences of scaling down such responsibility have been seen in 

Eastern Europe, Russia and China when public systems were simply dismantled and 
the people were left to fend for themselves. It has dire consequences on the 

societies, their economies and on deteriorating public health statistics as fewer 
people are covered by health insurance and the health and welfare systems. 

• The lack of such systems even at minimum level is a major reason why many 

counties remain poor. In Bolivia, Brazil, or Peru the risk of dying before the age of 

40 is more than double that of Sri Lanka. Although Sri Lanka is poorer than Peru, a 
lot poorer than Brazil and investment in health per person is half that of Peru and 

quarter than that of Brazils, why do people in Sri Lanka live longer and healthier 
lives? In Sri Lanka the investment in health and education is more evenly distributed, 
as is income distribution in general and that makes a big difference. 

• Can poor countries really afford not to have a basic welfare system? One that helps 

big groups of the population out of poverty and helps secure greater productivity? 
No, they cannot afford it, they need our help to overcome some of those barriers to 
healthier and more productive societies and economies. We need to help the 

poorest countries move to a level where they have a chance to start having 

productive economies which is why Norway, Britain, Ireland and others are trying 

to help through development funding and investing in health and education in poor 
countries. We need progressive thinking in order to have a global perspective about 

the links between health and poverty. 
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Q&A Session with Dr. Brundtland 

• Benedicta Attoh, National Consultative Committee on Racism and 
Interculturalism (NCCRI) 

If health care delivery is at the centre of the political and development agenda is it 

not high time to introduce a human rights approach to the whole health care 
system? 

Response from Dr. Brundt/and - I'm sure the principals of human rights and 
the principal that the health system should give equitable access as much as 
possible is basically a result of thinking in terms of human rights and in the belief 

that people are intrinsically equal. In the case of health and education there is an 
additional importance to pursue a policy of solidarity and sharing the 
responsibility for financing a health insurance system that moves towards achieving 
those kind of goals. 

• Ann Marie Part, Chairman of the Environmental Health 
OHicers' Association 

If you had limited resources within a health service would you put more emphasis 
on patient care or more preventative measures? 

Response from Dr. Brundt/and - This is one of the most difficult questions for 

a political leader. When allocating a budget the Minister must take advantage of 

opportunities to reduce waiting lists and to treat patients. If you move to a more 

preventative approach you need other Ministry's to put their budget money into 

different practices, from road safety to the way that you deal with garbage. A 

Health Minister needs to push their colleagues to make the appropriate policy 

changes and address the budgetary consequences of preventive thinking. There is 
a need for health to be seen as serious by the other sectors and for the Government 

leadership to push preventive thinking across the board. 

• Dr Joseph Keane, Program Physician Scientist, St. James 
Hospital, Dublin 

How have you managed to prevent research from being moved off the budget and 

about how much in terms of percentage do you dedicate to that pursuit? 
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Response from Dr. Brundtland - I would need to know more about your 

system, about the way that your funding is carried out and the history of it in order 
to give a good answer. The knowledge base which will improve the health situation 
for the population is based on research, on checking and taking seriously the 

evidence base, so we have to be very aware that research is a key issue in the 
health sector. 

• Dr Padraic Larkin, Environmental Protection Agency 

Have you a view on the threats posed by global climate change to public health 
globally and how we might begin to tackle it? 

Response from Dr. Brundtland - It is even a wider perspective than the health 
issue. It is a major concern and I am worried that we don't have a sufficient 

awareness and courage for instance in the United States to start moving on the 
issue. As long as you have acomplete kind of refusal to realise and to deal with the 
issue in a major economic, dominating nation like the United States politically and 
economically it really is hard to move. So China and India, big countries with more 

than a billion people are posing a greater and greater danger to the world because 
of climate issues and they can turn around and say but you're not doing anything 
so why should we? 

• Mary Morrissey, Principal Psychologist, Health Service Executive 

From your perspective what kind of factors have you found helped to improve the 
evidence base and knowledge base? 

Response from Dr. Brundtland - We have to be transparent and forthcoming 

as a society in sharing the information that is necessary for people to improve and 
to do better. There will be difficulties unless there is a system in place to move us 
towards higher patient safety, where there is trust in sharing bad experiences so that 

we can learn from them and improve. It's a public responsibility to help this happen 

• Margaret Murphy, World Alliance for Patient Safety 

What has been the Norwegian experience in relation to the role of patients in 

validating the implementation of guidelines, protocols and process? 

Response from Dr. Brundtland - The Law is very clear on the rights of the 

patients and duties of the health practitioners and hospitals. In all cases where there 
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could be a patient safety issues there are processes built on collaboration with 

patient organisations, the participation of independent judges and institutions at the 
Health Ministry level. I think it that is very important that there are strong patient 
organisations involved in formulating and in dealing with issues in practice. 

• Dr Declan Murphy, General Practitioner, Irish College of 
General Practioners 

The private sector is claiming to be more efficient and more responsive and 
conversely the public system seems to be the opposite. Do you have advice on how 
this perception and maybe it's the reality could be changed because we are 

moving very rapidly towards a highly privatised system with gross inequities 
throughout the population? 

Response from Dr. Brundtland - The Norwegian system for both general and 

specialist practitioners is based on individual doctors serving patients and being 
paid by the health insurance system. The patients pay certain small fees but the bill 
is basically paid by the insurance system. The difference is that in Norway the 

insurance system is obligatory. Since the 1960s every Norwegian has been 
covered by national health insurance. This had the benefit of patients being able to 

choose their doctors; it gave some of the qualities of free choice combined with a 
public funding system that gave equal access to everyone. In the last 10 years or 

so we have moved towards a slightly different system where each patient is now 

assigned to a physician for one year at a time. The benefits of that move are that a 
physician has more responsibility for preventive actions in a way that was not 
possible in the former system. I think the fact that we have a national health 

insurance covering everyone is an important way of preventing big differences 

between private and public patients from developing. Even people on high incomes 
use our public hospitals and use the same kinds of doctors as the other people. 

• Cllr. Ciaran Lynch, South Regional Health Forum 

I'd like to hear your thoughts on how the health debate has changed from a patient 
centred model to what we now have in Ireland which is a developing consumer 

driven approach where the patient is being seen as a consumer as a opposed to a 

patient. 

Response from Dr. Brundtland - I'm not sure that I understand the picture 

correctly. However, as I said our hospitals are the responsibility of the Central 
Government and are funded through transparent system of DRG. They have to 

compete on the basis of the number of patients treated, the efficacy of their system, 
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the way that they are able to run their hospitals. The hospitals are in a competitive 
mode and are trying to use resources in the best possible way. When I say that I 
think public funding is the best response or the best basic system I'm not saying that 

public funding means you can just waste money. You need to pay the right price for 
the right product whether you are called a consumer or patient. 

• Dr Sean Conroy, Health Service Executive West 

To what extent do you feel that the Norwegian people regard their system as fair 
and if they do regard it as fair do you think that's been a factor in sustaining the 
kind of funding and the kind of overall approach to health care in Norway today? 

Response from Dr. Brundt/and - I see the political parties moving closer 

together in the centre with regard to economic policies and policies which have to 
do with the public sector than was the case 20 years ago. I think people in Norway 
and in many other countries take for granted that their society will take care of basic 

needs for them, their families and everybody else. The principals of equality, 
solidarity and shared responsibility which were raised in the early part of the last 
century by the labour movement have been accepted by people in general. I believe 
that fairness is important for peoples respect for their health system. 

• Dr Pat Manning, Irish Medical Organisation 

I would be particularly interested in your insight into the fair allocation of very 
scarce resources on the more chronic newer diseases such as asthma. 

Response from Dr. Brundt/and - With regard to conditions like asthma or 

childhood asthma, you have resource based questions, questions about why it is 
happening and why we have so many more cases. I know that there is a lot of 
debate around that issue but one thing that all of us can be sure of is that air 

pollution is one reason, so again you have the environmental concern that unless 
we do something more about pollution around our roads and pollution from 
industry and other sources we certainly will have an increasing problem with things 

like asthma so that's the preventive side on that area. It's not enough to talk about 

dealing with the issue clinically you have to explore if we are good enough in 
trying to prevent the different aspects of where we believe this comes from. So again 
it's a social challenge wider than the clinical side of it. 
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• Dr Abdul Bulbulbia, Chair of the National Traveller Health 
Advisory Committee 

I would be interested in your comments on a three-tier system where you have the 
rich, you have the poor and you also have the minority ethnic groupings. In Ireland 
we have the traveller's community and we are also experiencing a multi cultural 
community added to the rich and the poor. 

Response from Dr. Brundtland - Well that certainly is a complicated one; it 

really makes it even more difficult. 

Input from John Bowman - I think your answer is, I don't know enough about 

the situation here to usefully comment, is that right? 

Response from Dr. Brundtland - That is true however last night we were 

discussing multiculturalism and the experiences in my country as well as here and 
other countries. It's a big challenge; we have schools in the centre of Oslo where 
there are nearly no original Norwegian children left, where the one or two parents 
of the children who were left said they could not keep their children there, because 

they could not learn Norwegian in a multicultural environment, they needed to be 
with Norwegian children. Things that have happened in only 25 years are very 
dramatic and it illustrates the challenge we face as societies on how to deal with 
this in the primary health care sector as well as in hospitals. There have been 

reactions for instance in certain Norwegian hospitals where they have been used 
to visiting hours and one or two people visiting a patient and all of a sudden there 

are ten people there day and night trying to sit by the patient that comes from 
another culture. 

For 40 years our policies in Norway have been built on letting everyone follow their 

own culture and supporting them with everything we can from the Norwegian 
welfare system giving them all the rights, giving them special teachers so that every 

dialect and everything else was taught in schools in addition to Norwegian. We 
have been fully supporting an approach which has not really inspired full 

integration into Norwegian society. I am very sceptical about the way we have 
done it; I have been part of it. The sociologists and everybody else who gave advice 

about what was right to do were all of the opinion this is what needed to be done. 
We underestimated what that meant for children growing up under these 

circumstances, they didn't learn Norwegian, they didn't make Norwegian friends 

and now they have a problem getting into the labour market even though they were 

born in Norway, so I think we have been mistaken, that's frankly my opinion. 
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Input from Dr. John Bowman -It is very seldom in my job that one asks 

a question where one doesn't know the probable answer but that was one 

and I think that's a compliment because it's a very profound question in 

Europe and it's facing us now in Ireland and it's in front of us that's why I 

think your wisdom or your judgement on it is of great interest. 
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Forum Members Panel 

In the Forum Members Panel, five speakers who are stakeholders in the Irish Health system 
were invited to respond to Dr. Brundtland's presentation. 

Fergus Clancy, CEO, Mater Private Hospital 

Mr. Clancy responded on the subject of the two tier system and the public private mix. 

• Dr. Brundtland's example of ten people being in a patient's room because it was 

culturally appropriate brought to mind a situation in the Mater Private. About ten 
members of one traveller family stayed with us for a number of days while a 
member of their family was recovering from cardiac surgery which had been 
provided by the NTPF. This was much more of a manifestation of the vision of a one 
tier system, where there is equal access for everybody to everything available rather 

than underlining a two tier system. The notion of that happening in the Mater Private 
seems inconsistent with the way that the health care system has been 
constructed here. 

• From our perspective we have no interest in the earning capacity or social economic 

grouping of the people who come through the door. We see them all as patients 
and are anxious to treat them as best we can and I think the role of the private 

sector and the value that it can add is probably underlined with that one example. 

Brian O'Donnell, National Federation of Voluntary Bodies 

Mr O'Donnell responded on the need to reflect on values when considering policy 
development. 

• Serious and comprehensive reflection on the values that underpin policy 

development are an absolute pre-requisite for successful policy development. 

• There is a need for consultation with all stakeholders to secure buy-in at the start 

which can be quite difficult in something as complex as health. It will be argued that 
people representing tobacco and alcohol industries will have more focus on share 

holder wealth than on population health, however when it comes to implementation 
it is vital that their buy-in has been secured. 
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• Voluntary organisations often do this very well; there is serious reflection on the 

values which unpin policy in order to inform how services are configured. For 

example if as voluntary organisations we declare that we are committed to the true 
inclusion of people with disabilities in mainstream society we must actively seek out 
ways to insure that they are included whether that is by securing employment or 

being a part of local communities. 

Helen Johnston, Director of the Combat Poverty Agency 

Ms. Johnston was stuck by the importance of the values underpinning the approach to 
health in Norway and supported Dr. Brundtland's view regarding the importance of values 

like fairness, equality, solidarity, and shared responsibility. 

• While there has been a lot of debate and we have made in roads in tackling 

poverty there are still those who are at high risk in disadvantaged communities. The 
level of income inequality in our society is an important issue and we have to use 
our new found wealth in a more redistributive way to support systems such as 

education, health and housing. 

• It is very important to collect information, analyse it and to focus on the outcomes. 

A key finding from a recent study with 30 very disadvantaged families was the 
importance of health on their livelihood and well-being. If they had poor health it 
limited their opportunities to have gainful employment. We really need to look at 
health in terms of providing people with opportunities. The solution lies not only in 

our health service but in a more cross-sectoral approach. For example, early 
education, housing, the environment within which people live, and food 
availability are all very important. The topic of this conference is collaborative 

working - the health service on its own cannot address this problem. While it has 

a central role, the other areas of Government such as income support, education 

and housing also have an important role. 

• The idea of a developmental welfare state reflects the direction in which we want 

to go and is captured in the social partnership agreement. The importance of 

services as well as income support and support for community activity are critically 

important. 

• Ms. Johnston was surprised that there wasn't more emphasis on the role of primary 

care in terms of addressing some of the health needs of the population. The 

program to role out primary care teams in Ireland is critically important both in 
relation to contact with communities and in relation to access to health. 
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• It is important to listen to and support communities in engaging with the health 

services and the State. The Building Healthy Communities Programme works with 

different communities in disadvantaged areas to help build their capacity and 
support their ability to engage with policy makers and service providers so that the 

services delivered meet their needs and will lead to a more effective and efficient 

provision in the long term. 

Peter Cassells, Chairman of the National Centre of Partnership 
and Performance 

Mr. Cassells addressed the following areas in his response: 

• The link between economic and social issues and prevention is crucially important 

in terms of how to make policy for the future. 

• One of the difficulties that needs to be addressed relating to cross departmental 

solutions and joined up Government is that our budgetary system is on a silo basis, 
maybe a proportion of all budgets should go for cross departmental issues? We also 
need to find a way of measuring the overall outcome in a cross departmental way. 

• Dialogue or partnership is crucially important; however it is not an end in itself and 

has to have a purpose, to find solutions to problems. There is a danger if we set up 
elaborate consultation arrangements the dialogue starts becoming the problem 

which could slow the whole processes down. We cannot go back to a unilateral 

approach but it is crucially important that we understand how that dialogue will 
work. 

• Whether you are in the union, an employer, local community or voluntary group you 

need to work jointly to find a resolution in the knowledge that a strong authoritative 

Government with priorities will address it. 

Dr. Jane Wilde, Director of the Institute of Public Health 

Dr. Wilde responded with points on public health, equity and cooperation across 

geographical borders. 

• There's a wonderful quotation from Virchow that says all diseases have two causes 

one is pathological and one is political. We know that social and economic 

conditions are causes of poor health so the solutions must be social and economic. 
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• 

• 

My question is, do we have the professional leadership and the political leadership 
to ensure that we have health in all Government policies? 

Martin Luther King Jr. said of all forms of inequalities, inequalities in health are the 

most inhumane. If people in the poorest groups had the same death rates as 
people in the richest groups 6,500 lives would be saved each year in Ireland. 
People who are poor, lose seven years of life; people in groups such as travellers 
may lose more than ten years of life. The costs of inequalities need to be considered 
and factored in when we are talking about our efforts to improve health. A healthy 

population is a prerequisite for social development. 

We need to think very seriously about the global issues in terms of public health in 

Ireland. There is a strong case to be made for Ireland to take leadership in public 
health issues globally. We can also learn a lot from the countries who have far less 
resources than us in terms of what they are doing to improve health. We are only 

just beginning to touch the surface of North South cooperation, there is a lot going 
on but far more could be done across the entire range of actions that improve health 
and health services. 

Dr. Brundtland's Response to Comments from Panel Members 

• The point raised regarding the risk of poverty as compared to the level of income 

inequality is a difficult area. 

• The question of welfare systems is very much linked to what is important for public 

health and the discussion about equality and solidarity and how we can have a 

workable system. There is heated debate in Norway about whether our system is 
too generous and whether there are unnecessarily high levels of sick days as a 

result. 

• The whole preventative profile and the whole thinking has to be based on primary 

care. We are dependant on a good evidence base about what is most 

appropriately dealt with at the primary care level who should be accountable and 
responsible for delivering that care and ensuring that we are not losing the 
competence areas of the primary health care and the more specialized part of the 

system. For instance psychiatry is a big challenge in regard to both primary care 
and follow up treatment with specialists. In Norway we haven't found a good 

solution, we have too many unnecessary suicides, we have too many people going 

untreated, young people who are not picked up early enough to be identified as 
risk cases and to get into professional advice and follow up. 
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• Question from Madeline Spiers, President, Irish Nurses Organisation 

Do we need whistleblowers legislation as a necessary protection particular for both 

users and staff? 

Response from Dr. Brundtland - I would need to know more about the 

situation in Ireland to be sure if new legislation is needed in this area. However, if 

your point is that you f~el that there is too little transparency which will have 
negative results on the system the question is what kind of systems or legislation will 

be the best? People have a responsibility to report matters to a body in the hospital 
or in the primary healthcare setting. The question is how do we make it work, to 

develop the culture where this happens without hesitation? 

Additional comment from Madeline Spiers - It is a difficult area but I think 

vested interests have to step aside and for the sake of an open and transparent 
system we need external auditing at a legislative level, not just in health but right 

across the board. 

• Comment from Ann Marie Part, Chair the Environmental Health 

OHicers' Association 
I agree with the point that portions of budgets in different Departments be 
allocated to health and preventative issues. However, I think we can be very quick 

to allow our own Department of Health to abdicate their responsibility because 
many of the preventative issues fall under their remit such as food safety, tobacco 

control, nutrition, obesity, health promotion, sexual education, lifestyle choices and 

mental health. We would be very anxious that the preventative health message or 
resources do not get lost in the whole debate in relation to acute issues and patient 

care. 

• Comment from Peter Cassells - In terms of operating in the prevention areas 

whether it's tobacco, alcohol or obesity I think we could learn a lot from the 

Environmental Protection Agency who have clearly worked out the dynamic of 
having legislation which forces you to operate certain standards or prevents you 

from doing things but also then operates best practice to stop it from actually 

happening. 

In the alcohol area, trying to get the health system and the industry to talk to each 
other was almost impossible; I think that we need to break that down if we are 

going to go down the prevention route. 
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• Comment from Dr. Brundtland - In some cases it is hard to get a real 

dialogue between industry and public health people but it needs to be done. There 

were public health people in WHO who were very sceptical about the food and 
pharmaceutical industry being invited to discuss issues of public health concern, 
they were the enemy. But it is in the public interest to produce drugs that treat 
diseases; to produce vaccines, to produce HIV / AIDS drugs more cheaply and to 
invite companies such as Coca Cola to discuss the sugar problem. 

• Annette Kennedy, President of the European Federation of Nurses 

and Director of the Irish Nurses Organisation 

There's one major group when we talk about prevention that we haven't really 

discussed and that's men. There is a higher risk of suicide, higher risk of cancer, 
higher risk of depression and yet there seems to be a reluctance by men to go 
for health assessment earlier or to even go to the doctor, they are usually sent 

by women. 

Response from Dr. Brundtland - I think the observation is absolutely correct, 
that women whether it is wives or mothers are often the ones that take action on 

health and so many other issues. I think to take action on behalf of your own health 
is something that should be on every individuals or families agenda but we cannot 
say that it is wrong that women take initiative, it's better that they do. You need to 
make men more aware that it is not a negative thing for them to seek a doctor's 

advice. 

• Dr. Ronan Boland, Irish Medical Organisation 

The question concerns the area of regulation of health care professionals and the 
new Medical Practitioners Act which if enacted will allow the medical profession to 

be regulated by a lay majority council for the first time, in other words we will no 
longer have a self regulation. 

Response from Dr. Brundtland - I think there are several areas where self 

regulation has not been enough, for example the building industry has been 
responsible for pollution self control and this had not been sufficient. I don't know 

whether a majority should be this or that, that is not the most important issue for me 

but certainly the medical profession should never be judged without competent 
people with professional knowledge because then you can really get off track. 
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• Comment from Peter Cassells - I just want to comment on this question of self 

regulation and this may sound provocative but I believe it is dead in the water. I 
have looked at self regulation in terms of the medical profession, the legal and 

financial areas, internationally and in Ireland and the general sense is that people 
have no longer have confidence in self regulation because the groups involved 
didn't take action when it was necessary. When I was looking at industry 
regulation, I couldn't find one case where they did anything about it in the sense of 
expelling the person or fining them heavily or whatever so public confidence in self 
regulation has gone. You have to find some kind of balance between legislation and 
self regulation in a way that it instils public confidence but what's there at the 
moment in terms of self regulation won't do it. 

• Paul Finucane, University of Limerick 

I'd like to take advantage of Dr Brundtland's role as an outside observer of the Irish 
health care system and ask each of the panel members to indicate whether they 
think health care in Ireland is heading in the right direction and if so what are the 

factors contributing to that and if not, what are the factors contributing to that state 
of affairs? 

Response from Jane Wilde - I was reflecting on the purpose of the health care 

system and so my response is on what the health care system is supposed to do. I 

believe it has a dual purpose: providing effective high quality health services and 
improving the health and well being of the population. I'll confine my response to 

the second because that is my particular professional interest. In terms of improving 
health and well being a lot has been achieved. There is no doubt that life 
expectancy has increased, some diseases have fallen dramatically but there are 

some issues such as the large gap between rich and poor that are not being dealt 
with sufficient vigour. So in that sense I think it's not a question of we're doing ok, 

it's we're not nearly doing enough. The big issue for me would be about equity. 

I want to pick up the issue of the public health community and the role of the alcohol, 
food and pharmaceutical industries. The public health people absolutely need to 

engage, but to move into the issue about partnerships which is what the conference 

is about. Partnerships don't just happen because you say let's all talk, they require 
trust, they require resources, they require some kind of input from Government. 
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Response from Fergus Clancy - I would answer, yes; I think it is heading in 
the right direction. It's a case of it is a big ship and can only turn slowly, but if you 

manage to get a tanker to change it's course by one degree it ends up in a very 
different place. Waiting lists are not the big concern that they used to be. It's a very 

specific tangible example of how only four years ago the establishment of a 
mechanism to increase capacity has delivered more surgery's than any of the large 
academic teaching hospitals individually. 50,000 cases over the last four years 

since the NTPF was established, now there's an element of "we would say that 
wouldn't we" because we are one of the beneficiary's of that system from a 

commercial perspective. But if we are going to embrace the concept of radical 
simplicity, getting patients the treatment they need as quickly as possible certainly 
fits into that and I would cite that as an example of heading in the right direction. 

Response from Brian O'Donnell - I agree that we are heading in the right 

direction. I would echo the previous comments for the ongoing need for partnership 
and collaboration at a number of levels. There is a strong need for strong 

collaboration between statutory authorities and voluntary organisations providing 
service on the ground; partnership between providers and the service users and I 

suppose critically partnership with the staff that are expected to implement this 
massive change. 

Response from Helen Johnson -I think I have to say yes. Generally I think the 
Health Reform Program is going in the right direction, and certainly I would 
welcome that. I just want to make two points. I think that more needs to be done in 

relation to access to health, particularly to the primary care sector. The system is not 
equitable yet, some people have easier access than 9thers. The second point is the 

challenge of change management and I think that is a big challenge for everyone 
involved. We have been working with the Department of Health, the H~alth Service 
Executive and with local communities, around the need for a broader perspective 
in relation to this, in terms of incorporating social inclusion, about how to include 

the most qisadvantaged communities and how to ensure that they can benefit from 
the health 'system in the same way as others do and I'm very encouraged about the 
openness to take that agenda on board. 

Response from Peter Cassells - I'd also agree that the policies or 

strategies are heading in the right direction. As I said earlier, if you are to make 
dialogue and partnership work you need clear priorities and a strong authoritative, 
well focused, well directed Government. I think it's now down to the question of 

implementation and I think that's crucial. The key question on implementation is 

whether we can work together in a problem solving way to try and deal with the 
issues. I'm surprised to the extent to which agencies both public and private and 

voluntary who get the money from the Department feel that they are only 
accountable for the fact that the money is spent or if they go over budget but not a 
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sense of being accountable for outcomes and what we actually achieve. The other 
big thing is in terms of data and information; we can only really change policy if 
we know what the outcomes were and I suppose the reluctance of agencies and 
organisations to share information with the central organisation needs to be 

addressed. 

• Professor Arthur Tanner, Royal College of Surgeons in Ireland 

I would like ask Dr. Brundtland did she find that being a medical doctor in anyway 
helped or hindered her in her ability to deliver as a Minister of Health. 

Response from Dr. Brundtland - You know I never became the Minister of 

Health, I was Minister of the Environment and I was Prime Minister but in both 
capacities it certainly helped me in doing my job. I think the link between the 
medical education, the value base and the methodology about analysing the issues, 
making a diagnosis and deciding on the treatment, has helped me immensely in all 
my work and the rest of my life. I think having conviction that you work on the basis 
of evidence, you don't just guess is essential for leadership in general. 

• Michael Moore, Department of Arts and Sports and Tourism 

As a volunteer in sports organisations for the last 15 years I've noticed a gradual 
but fairly significant decline in sport participation, fitness and a significant increase 

in alcohol and cigarette consumption among young people and I am interested in 
your views on that. 

Response from Dr. Brundtland - Whether you look from the perspective of a 
Doctor, a mother or a grandmother, you really get worried about this. Many issues 

such as culture and technology and higher standards of have contributed to what 

we are experienci ng. 

I am really scared about this development but I don't have a good solution. We all 

as parents and grandparents and policy makers have to do whatever we can to 

open peoples eyes to the reality that sedentary lifestyles are dangerous and we 
need to find ways to help people more. 

When I went to school in the 1950's, we had at least three hours a week of 

physical exercise but then there was added competition that a number of new areas 

be added to the curriculum and now children only have two hours a week in 

obligatory physical exercise. So we have gone the wrong way and policies have 
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to change to improve the situation. 25 years ago as a young Environment Minister 

I took an initiative to make it possible for children to have safe routes to school. 

Communities in Norway made separate roads parallel to the main one where 

children could move safely. At that time I was concerned about road safety because 
the children walked in danger but now those roads are brilliant because when 

children start complaining they want to be bussed to school because they have three 
or four kilometres to walk we can say no, you have safe school roads and you 

should walk because its good for you. Secondly the mothers, the fathers, the 
grandparents can use those roads for their daily walks and bicycling during off 
school hours so unless we have things to make it easy for people to do the right 

thing we have a difficulty. 

• Dr Michael Boland, Irish College of General Practitioners 

We have had little or no debate about the fact that we have created a very large 
bureaucracy which has been described as a large tanker and no thought about 
whether that is the best way to actually manage the health care system or whether 
it is better to regulate a lot of independent pieces of healthcare instead. 

The other issue is in relation to patient choice it seems to me that it is absolutely vital 
that patients have a choice of which system they are going to use and that's just not 
a healthcare provider, it should also be a choice of healthcare system. Healthcare 

ought to be partnership between individual and the provider. 

Response from Dr. Brundtland - I talked about the Norwegian changes made 

a few years ago where hospitals are now under the control of central government 
however they are run on their own under the general rules of the system and are in 
fact competitive units. People have a free choice of hospitals around the country and 

I think that's been a beneficial part of the development over the years. It is hard to 
see that in a small country like Ireland or Norway that you could have people 
having a free choice of health system. However, you should have choices within this 
kind of basic system. ' 

I don't think there is any way to avoid bureaucracy, there is no way to have 
management and responsibility, whether it is by share holders or by governments 

or by industries, without it. As long as you have rules there has to be somebody 
taking care of the rules. It becomes very dreamy to think that there is a way around 

having some bureaucrats, it's the same reason we need some bureaucracy to help 
the legal system control society and to see that certain decisions are carried through 

by politically responsible bodies. 
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Address by William McKee, Chief Executive of the 
Belfast HSS Trust 

William McKee referred to the following points in his address to the Forum: 

• The four area boards that have been in existence since the early 1970s are being 

replaced by one new authority for the whole of Northern Ireland. This authority and 

its seven commissioning arms will purchase health and social care from five 
reconstituted trusts which replace the 18 previous trusts. Savings are allegedly the 
prize in this structural reform; however the real prize is clarifying the roles of the 

commissioners and providers and rebalancing the pre-existing provider domination 
to try to look for regional system improvements. 

• There is quite interesting work by Michael West and others from Aston University in 

Birmingham that draws a very powerful correlation between good HR practices and 
outcomes or at least mortality as a proxy of outcomes. There is an even more 
powerful correlation if you look at appraisal rates. Appraisal if done well is a form 
of collaborative working, where the appraiser says what contribution the appraisee 

should make to the organisation and in turn the appraisee says what they will need 
in terms of training or resources. Collaboration takes place to align the individuals 
and the organisations efforts and objectives. 

Chart A: The UK Government's Model of Public Service Reform - A Self-Improving System 
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• We must allow people to take responsibility for their own futures by engaging and 

working in partnership. I believe the evidence that links how we treat people and 
organisational success is now irrefutable. 

• The Prime Ministers Strategy Unit recently published a discussion paper about the 

UK Government's approach to public sector reform. It sets out a model for a self 

improving system which is basically a market driven model. The role for 
collaborative partnerships is absent. In the UK there is a contrast in the approach in 
Ireland where there is a commitment to social partnership. 

• This Strategy Unit model works best if we take a narrow view of the health service, 

how to produce large volumes of standard planned procedures to a high quality, 
efficiently and in a customer sensitive way. In that scenario there probably isn't a 
great role for cross-sectoral partnership. However, we need to start to think about 
the wider goals of raising health standards and raising health equalities. In 
comparison to many other developed countries of the same wealth, both the UK and 

Ireland are at the wrong end of the spectrum. For female life expectancy, both are 
lower than the average for other similar countries and of course the same is true 
regarding health inequalities and equitable access to health services. 

• There are excessive inequalities which need to be reduced. If we want to make a 

fundamental impact on health and inequalities, we need to look beyond the more 
obvious issue of lifestyle and the direct role of health services. 

The following are some examples of collaborative partnerships: 

• We have sponsored analysis of patient activity patterns and trends throughout 

Northern Ireland in collaboration with the Department of Epidemiology and Public 
Health in Queens University and our Department of Health and Social Services. The 

analysis shows that different social economic groups use hospital services in very 
different ways and we should be taking those differences more into account when 
we deliver services. Those of us running services inevitably draw on our own norms 

and personal experience which is more often than not a white male middle class 

perspective. There are others with very different perspectives and experiences and 
many of these people will be most at risk of ill health and least equipped to use our 
health services. 

• In Northern Ireland, legislation following the Good Friday agreement brought in a 

statutory obligation for public sector organisations to give due regard to promoting 

equality of opportunity. At the Royal we've begun to engage more actively with 
ethnic minority groups including Irish travellers, a group representing transsexual 
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people, groups representing the interests of people with severe disability. Issues 
emerge by starting the process with an open dialogue and it becomes natural to 

tackle these issues in partnership. We've drawn on that experience to develop a 

framework for patient and community involvement for use by all our staff and we 
have linked that into our Government arrangements. One of the ways we do 
business is to engage with these groups in a structured partnership. 

• In the past we got 98% appreciation figures in patient surveys, very reassuring but 

of no value at all as people are too polite to say anything really rude. So we went 
to a third party, the Picker Institute, who asked much more direct questions and we 

got much more valuable information that we can mine throughout the year and more 

importantly we can make a fair comparison about what people are saying about 

us compared with other similar institutions across the UK and beyond. 

• Yahoo is a project involving community midwives in collaboration with the local 

women's centre and other voluntary groups aimed at spreading health information 
among young people in Belfast where there's a very high teenage pregnancy rate. 
Irish travellers in Belfast have particularly serious problems in relation to poor health 
and we've been successful in getting Government funding for an intervention 

project that we've been running in partnership with a local traveller group and a 
neighbouring community health trust. 

• We employ a play therapist in our regional children's hospital and we ran a small 

project which involved the play therapist working in local nurseries and primary 
schools with teachers and parents to demonstrate the developmental importance 

of play. 

• This is not a one-way process, it works both ways. Back in the early 1990s our 

previous Government decided to centralize maternity services in Belfast on a 

hospital site effectively splitting maternity and paediatric services, we opposed that 

decision and eventually the decision was reversed. But we relied very heavily on 
trade union and local community support which spanned the sectarian divide. 

Without that support without that trust that we had built through working in 

partnership we would not have been successful. The clinical arguments of co 

location would not have been enough. 

• I'm very conscious that there is a vigorous debate here about the role of public and 

private healthcare services and how services can be provided efficiently and 

equitably. In the North, the public sector is much more dominant in acute care but 

there are occasions when it is mutually beneficial to collaborate with the private 
sector. For example where there are bottle necks in acute care services or bottle 

necks in meeting demanding Ministerial targets to rapidly reduce maximum waiting 
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times. By the end of this year no one in Northern Ireland will be permitted to wait 
more than six months for an inpatient procedure or six months for the previous 
outpatient consultation and by the following year that whole patient journey has to 
be less than six months. 

• There has been some excellent work published in collaboration between the Civil 

Service in London, the main Civil Service Trade Union and University College 

London which explored the health gradient among Whitehall Civil Servants. Many 
of the explanations for poor health in the lower staff grades seem to link back to 
issues around psycho social stress and associated health behaviour. There are many 
similarities to the health service and there is a lot we could be doing to flatten the 
health gradient within health and social services. There are financial benefits in 
terms of a healthier work force and lower absenteeism and we've been working 

with our trade unions to try to flatten this health gradient by addressing issues such 
as improved health and safety, encouraging healthy work practices, lifestyle issues 
around hygiene, diet and exercise and preventative services such as comprehensive 
influenza vaccination. Sometimes the issues may require organisational changes; 

problems can be caused by low job control, inflexible working arrangements and 
unnecessary stressful working conditions. At the Royal we've been working with our 
trade unions to run a pilot project in our children's hospital that has highlighted 
issues around organisational arrangements which are now being tackled in 

partnership. That partnership working specifically around work place stress is 
against the background of a wider partnership working in the UK called Best Value, 
best value to drive down cost and improve quality. We've had measurable quality 
improvements and several million pounds in savings over the last few years in our 

support services. 

• The health services is probably the highest area of public expenditure both of 

revenue and major capital developmental programmes both North and South. It 
is an area that's rich for collaborative work but one that we've only just begun 
to explore. 

• The procurement board in Northern Ireland has been investigating how social 

considerations can be integrated into public procurement while remaining 
compliant with national and EU law. One strand has aimed to encourage the 

creation of more job opportunities for unemployed people by private sector bidders. 
I think there can be a bigger role too for organisations in the social economy 

offering community based services such as transport and recycling. We need to be 
careful that this doesn't become· a way of exploiting cheap labour in more 

vulnerable groups simply to drive down public sector costs. 

• When I became Chief Executive of the Royal some 15 years ago it was very 

separate from its local community, there was a high wall round much of the site built 
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in the early 1970s in response to the troubles. We've been trying to gradually take 

down those barriers, so just as the wall came down as part of millennium 
celebrations we in turn have been trying to reduce the barriers between the 
hospital and our local community as well as between the hospital and other health 
and social care parties. We have been planning a new hospital for women and 
children, a very substantial £350 million capital development programme and 
we've been working with the local community about how best to integrate it into the 
community and to use it as a lever for local community regeneration. We've worked 
with the community of West Belfast to welcome foreign workers to signal the 

approval of foreign workers coming into Belfast, to tackle some real problems of 
racism. Many of those foreign workers are nurses who have come to work for us 
from the Philippines. 

• One exciting development recently has been to do more work to help people who 

face barriers to employment and that includes offering more work placements. 
We've been working in partnership with two local schools to actively prepare some 
of their school leavers for work roles at the Royal and we have dedicated facilities 
in each of the schools. We recently received substantial Government funding for a 
very ambitious project which aims to attract workers who face majors barriers to 

employment and at the same time encourages the development of our workers who 
come from local deprived areas, who too often fail to progress beyond that entry 
level grade. It's a groundbreaking project and we aim to demonstrate convincingly 

that major public sector employees can make a substantial impact. 

• I work with a group that are dedicated to tackling health inequalities, in improving 

work places and achieving better outcomes through collaborative partnership 
working both North and South. The independent evaluation phase is absolutely 
central. Successful independent evaluation of the first phase of this project led to a 
second tranche of funding from the two jurisdictions. 

• I think real partnerships emerge when there is a dialOgue, sharing of issues, 

sharing of problems and contrasting perspectives. Areas of common interests then 
start to emerge. There will be areas where interests diverge and it will take 

perseverance on all sides but eventually possible solutions will start to be teased out. 
Respect and integrity can only be built slowly. Good communications are vital so 

that all partners are clear on what is practical and achievable. Goal differences 
have to be recognised so there's a better understanding of each partner's role. 

There needs to be clarity about how interventions will be resourced and managed 
and evaluation is key. 

• Working in partnership takes time and personal commitment. If we're going to 

mainstream collaborative partnerships, we need to gather the evidence that it 
works, that it's the best and probably the only effective way of dealing with the 

thorniest problems which we face in the public service. 
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Q&A Session with William McKee 

• Cllr. Gerry Breen, Chair Dublin & North East Regional Health Forum 

Could you outline what the Picker Institute did, how they did it, and what they did 
differently to your own internal surveys? 

Response from William McKee - Picker asked much more specific questions -

what did you think of the toilets, what did you think of the communication with your 
doctor, what did you think of your pain control? It was a much more structured and 

intrusive set of questions that were more likely to generate honest answers. When 
we poll patients, the answers are always the same, the first thing that they really 
want is to be treated wi'th respect and dignity, then they want clean toilets, then they 

want good pain control, then they want to have the things explained to them, then 
they want good A&E organisation, it's not rocket science and they tell us the same 

thing every time. 

The key is to reflect this back to the staff and in particular those areas where we 
score poorer than our peers, which are the hospitals in the Great Britain who also 

take part in this survey. 

• Lucy Fallon-Byrne, National Centre for Partnership and Performance 

You mentioned the work of Mike West in England on the effect of particular work 

place practices on patient mortality and staff outcomes. We are just about to 
embark on research in Irish hospitals replicating that study. There is very little 

empirical evidence on what is really happening in organisations and in workplaces 
and in the health sector. Mike West's research in England showed that where 

people worked in teams for example that it has a significant impact on patient 
mortality but it also had significant impact on staff turnover, staff absenteeism, job 

satisfaction all of those indicators that are so vital to any people that work. We are 
going to track these in 54 acute hospitals to see innovative partnership 

approaches and innovative HR practices at work and hopefully to show how these 

can be replicated across the system. 

Comment from William McKee - Ten years ago I used to exhort doctors to get 

into clinical audit and evidence based medicine and they were all too polite to reply 

back to me well what about some evidence based management? There is now a 
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growing body of evidence which clearly links how we treat staff to the success of 

the organisations outcomes and it is such a virtuous circle that I never cease to be 

amazed that people fail to see the merit of it. 

• Margaret Murphy, World Alliance for Patient Safety 

The big concern for patients is that having engaged with the system that we leave 
it in a better condition than when they entered it. That for example they can inform 

the system of what was good about the experience so that it can be replicated and 
that if they were aspects of the patients' journey that were not satisfactory that there 

can be a learning and improvement from that. Recently I was given a tour of a 
hospital in Denmark by one of the hospital directors and he told me that once a 

month one of the four directors mans the telephone for the whole day and takes 

patient feed back. 

In industry adverse incidents are seen as catalysts for change and improvement. 
That does not happen in the health service. Both patients and staff are abandoned 

in the process of damage limitation and I'd love to see that changed. Finally I 
certainly feel that in this gathering here today there must be champions on both 
sides of the domain, those in the health care services and the patient services 

people, who would champion the kind of collaboration that we really do need. 

Comments from William McKee - I can only agree with you, I think user 

engagement is an absolutely essential way of driving quality improvements. In the 
Royal I think frankly we've made modest beginnings. At the community trust in 
Belfast we quite often have exemplary examples of user and community 

engagement and using that to drive quality. One of the prizes from integrating 
services across the city of Belfast is to use best practice to inform others so we all 

come up to the standard of the best. 

• Prof. John Higgins, Cork University Hospital 

How do you deal with the conflict or competition between local and central as a 
driver of change? It did strike me that the driver for change and the driver for 

improving the service locally was very much a sense of pride and energy about their 
own service among their own people. That locally you will drive forward change 

and innovation if you allow the local to develop within pretty broad parameters. 

Response from William McKee - No one country has all the answers to 

improving the performance in complex healthcare systems and we should really be 

borrowing right across the developing world. There is a proper role for central 
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government, the EU central government, the local government and then institutions 
and it's about making sure that the efforts of those focuses are aligned to improve 

the health and social services. Large teaching hospitals are often accused of pride 
and arrogc:ince. In fact someone said the trouble with teaching hospitals is that they 
are this potent combination of arrogance and self pity and you've got to make sure 

that arrogance is kept at the pride end of the spectrum, a desire to do better rather 
than the world owes us a living end of the self pity spectrum. 

• Tony O'Brien, BreastCheck 

I was very pleased to hear Lucy's comments that the National Centre is planning to 

replicate some of Mike West's work not least because the evidence clearly shows 

the direct benefits to patients of good effective team working in the area of breast 

cancer. Also as a former student of Mike's I would be concerned if we did 
something completely different here which does not fully fit with the Aston Team 
performance index because that would deprive us of the opportunity of 

benchmarking our services against a huge body of evidence that's developed from 
the annual survey by the NHS. So I am glad that we're doing it but hope we can 
do it in a way that's comparable and maybe involve Mike West in the work here. 

Comments from William McKee - I agree entirely, you need to read Mike 

West and his colleagues work very carefully, not only is mortality a proxy for 
outcomes but some of the HR practices are a proxy for the climate and culture of 
and organisation. 

One of the half a dozen key success factors for the Royal and hopefully Belfast in 
the future is that we have a well embedded clinical leadership culture - it's an 

approved thing to do within the organisation, for doctors to take a leadership role. 

We have a cohort of five or so consultants who are freed from half of their clinical 

work to take key leadership roles within the organisation, and 30 or more others 

who have part time leadership roles, so in effect managers and doctors speak the 
same language. And one of the most striking things is that the senior management 
in the Royal get more kudos and recognition and mutual respect from fellow clinical 

staff than we do from the wider population, because they have a much better 

understanding of what we are trying to do in partnership with senior clinical staff. 

• Senator Fergal Brown, Fine Gael 

I would like to ask William about patients being informed that they have certain 

conditions. We've a culture of secrecy here where people can be swabbed for 
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MRSA for example and not told they have it. I think there is a veil of secrecy which 

is unhelpful and maybe it's a form of snobbery within the medical profession for they 
feel that the public won't understand big words and that obviously needs changing 
and a lot of good work is being done, but that doesn't help things and I'm just 
wondering what the experience is in Northern Ireland. 

Response from William McKee - We're trying to move in the right direction, 
we have new much more formal guidance about encouraging a deeper and richer 
form of dialogue around the consent process but we fail from time to time. This year 

we really only had three sets of managerial objectives in the Royal, one is to live 
within our budget, the other is to deliyer the ministers very demanding access 
target and the third is running a particular programme around patient safety. I tell 
staff you cannot provide high quality care unless you can prove it through the 

consistency in the delivery of good records, better induction and training. 

Comment from Dr. John Bowman - Historically your system is different and 
in reform you've got to start where you are, but that said would you be optimistic 
that we can establish an Irish way of delivering health services which is better than 
the current model but which catches all the important qualities in the great 

commitment from the very special people who enter the health service? 

We are all on parallel journey's using different levers, different incentives and 
sanctions to get improvements and so we're all trying to face in the same direction, 
but we're in different circumstances, contexts, historical baggage. On the other 
hand I think there are real practical collaborations that could be happening and 

much is already happening. There are formal structures to straddle the border 
counties, we have partnership working with the Beaumont and there are policy 
collaborations around infectious diseases on an island wide basis. You always learn 

something from other healthcare systems and so it's to be encouraged and it will get 
us to where we want to be, a high quality, more responsive, value for money health 

and social care system. 

We have bought cardiac surgery procedures from private providers in Dublin and 
I have been involved in Our Lady's in Crumlin where a specialist surgeon has been 

providing a small number of procedures that we would otherwise have to get from 
England and the families find it less disruptive to go on a regular basis to go to 
South Dublin for treatment. So a small number of children and families are getting 

very specialist treatment there which is better for everyone. 
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• Eugene Donoghue, An Bord Altanis 

I wanted to point to a problem that has been around for some years and yet there 
doesn't seem to be an immediate solution to it and that is the movement of 
professionals North and South. To highlight a jurisdictional problem that puts 

regulatory inhibitions on the whole business of collaboration North and South and 

that nurses doctors and others are regulated separately. This is probably a bigger 
European issue but I'd just like to raise it as an existing problem that remains, that 
needs to be tackled at some level. 

Response from William McKee - I would agree and say that is definitely 
an EU matter. 
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Interview with Professor Drumm, CEO of the 
Health Service Executive 

The final session involved an interview by Dr. John Bowman with Professor Drumm followed 
by questions from the floor with Professor Drumm, the Minister and Michael Scanlon, 

Secretary General of the Department of Health and Children. 

Dr. John Bowman - Professor Drumm you've constantly used the word 
unsustainable to describe the status quo of the health service that you've been 

brought in to change. On what basis do you use that word, unsustainable? 

Prof. Drumm - I've used it on the basis that we can't compare ourselves to places 

like Britain and European countries. 11 % of our population is over 65, in the UK its 
close to 20%. Health care costs increase by 100% once you hit 50 versus the under 
50 age group, at 65 there is a 200% increase and at 75 it is a 400% increase. To 

measure any health system in terms of investment you've got to take age into 
account. So if people are telling me that they need the same number or resources 
in terms of beds for the population of this country as they do for the UK then will 

somebody explain to me where are we going to be in 25 years time when we have 
the same demographics as they have in the UK? It's clearly unsustainable in terms 
of the chronic disease burden that comes with that, which we currently look after in 
our hospitals. 75% of resources in America have been shown to be tied up in 

chronic disease as the population ages and what they've had to do is to move to a 
community provided service. So the way we provide the service within a hospital 

setting is unsustainable, the amount of hospital provision in terms of the sizes of our 
hospitals is going to be a huge challenge with continued debt associated with the 
increase in demand. Patients and clients deserve to be treated in a system close to 

home. We need to look at the system in terms of the demographics which are 

presently very favourable and to stop using direct comparisons which are 
completely irrelevant considering our demographics. 

Dr. John Bowman - Each system is first of all discreet and unique but there would 
be comparisons that might be useful depending on who you are comparing it to, 
but there will always be some differences won't there? 

Prof. Drumm - There will always be differences in terms of how we do things 
compared to other countries but the basic demographic advantage that we have 

suggests that we need to challenge what we're doing at the moment. Rather than 

constantly saying that all we need is bigger and wider and more of the same, I think 
the public deserve a more innovative approach and I think we are capable of 

doing that. 
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Dr. John Bowman - Do you think the public are very wedded to the word 

hospital as being something that they want very close to where they live 
irrespective of their knowledge of what services or what skills levels are provided at 
that building? 

Prof. Drumm - Yes, and I think that's a fundamental challenge for us. Perhaps 
we've tended to portray the health service as being a hospital and we've been very 
good at saying that you get most of what you need by being admitted to a 
hospital or at least from interfacing with a hospital. For example a major teaching 
hospital in Dublin has 50,000 attendances for a warfarin check, where you need 

a very simple check on your blood about once a month. That is a huge problem for 
the hospital and for the 50,000 people who have to get buses and cars across a 
busy city for tests that could be within a couple of hundred yards of most of their 
homes. We've got to show that we can provide the type of services at a 

community level and then the public will trust in that new system. Clearly we have 
massive challenges in terms of reconfiguring hospital services in areas like the North 
East but this isn't just an issue for what you might call rural areas of Ireland. I've 
been fighting for 15 years -about the children's hospital issue in Dublin where 
paediatric surgical services have been provided across three sites. No country in 

the world would justify that as a quality system of care. We're not very good at 
taking on the change challenge and that's what we need to get good at. 

Dr. John Bowman - Do you think as citizens we'll have to adjust expectations of 

what the health services can deliver? 

Prof. Drumm - Yes, I think the issue for the public is that they're the tax payers so 
they're entitled to a very high expectation but I think we need to bring a reality 

check in terms of how good and how bad the system is. The system is superb in 
most of its facets, if you get sick in this country and 'you get admitted with an acute 
illness you get a superb service and I think we need to start from that point. We do 

have problems in terms of access in terms of elective work and we need to accept 
that and put up our hands. But equally we need to start looking at ourselves as 

healthcare providers across all of the system, the voluntary system and the HSE 
system and how we constantly beat ourselves up and use the deficit of our system 
to almost lobby the public behind our individual causes. The public need to know 

that we have confidence that what we provide is good and I believe everybody in 

this rOom accepts that most of what we prOvide is really good. 

There are 5,000 admissions to A&E every week in this country, 90% admitted 

without ever waiting and when we get down to how many wait and how many 
people are waiting say over 6-12 hours the numbers get extremely small, is that 
acceptable? It's not, but equally we need to be out there saying the 96% or 97% of 

the 5,000 admissions get in there under 6 hours and 90% get in immediately but if 
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we don't start speaking for one another we are ultimately going to undermine the 
system. I'm always amazed to hear different people speak about the health service 
as if we're not all part of the health service, everybody in this room is part of the 
health service and if it's actually under performing then it's everybody here that's 
going to be accountable for it. 

The final public expect~tion issue I would like to raise relates to informing the 
public about the difference between illness and disease. All of our systems across 
the developed world are suffering the massive challenge of people with stress 

induced illness and symptoms that have very little to do with disease. The approach 
demands huge education to get people back into their general practitioners who 
deal with this really well and who can begin to say these are lifestyle issues, these 
are pressures and stresses and you do not need an angiogram done. Unfortunately 
I believe we are now in the process of training a cohort of doctors and nurses- that 

are very focused on investigating people and we're in danger of losing that 
massive skill that we had traditionally among physicians and general practitioners. 

Dr. John Bowman - And then also in terms of maintaining their own health. 

Prof. Drumm - The whole issue of health promotion is an area where we have 
fallen down. We again have taken responsibility for this, rather than getting out and 
actually getting that information into people's hands. I'm determined over the next 

year that we will get involved in town hall type meetings about peoples 
responsibility for health promotion and firmly supporting one another at a 
community level. If they're not taken on at a community level with community 

supports they will actually end up as part of a health service problem. 

Dr. John Bowman - This also then involves joined up thinking in terms of the 
access for instance. If you look at the census figures for children and how they get 

to school they're absolutely astonishing. In the last 30 years they've collapsed in 
terms of cycling and walking, they are almost down to zero in urban areas. 

It is part of getting other Departments involved, getting a health strategy which 
would include sport and include transport and roads. 

Prof. Drumm - The social challenge which is far greater among those living at 

the poorer end of society, is a major challenge and we need joined up thinking on 
that area. Also we need to get schools involved. 

Dr. John Bowman - What have you found to be the biggest barriers in 
attempting to deliver the reform programme you envisage? 
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Prof. Drumm - All the public really want to know is what actually are we going 
to do for them? They're looking for hard figures in terms of how we're going to 
deliver and I think the biggest challenge for us as a system is beginning to take up 

that accountability. I don't actually believe that we've been very good at taking on 
the responsibility that comes with the accountability. We tend to be very good at 
agreeing that the system needs to change and we tend to be very good at saying 
yes that would be a wonderful system give me more people and I'll start on that but 
I won't actually begin to take apart anything that we already have in place: I think 

the biggest barrier to me is getting people to accept change. I'm absolutely 
convinced that you can provide a superb health service through a publicly run 
health system but you will only provide it if there's accountability, you will only 
provide it if there's a measure at every point that says for example in Kilkenny you 
are likely to get this response, you are likely to be in and out of hospital in this time 

frame, and take responsibility for that accountability at every step in the process. If 
we don't, I believe we won't have the trust of the public. I think most of us want to 
do it because it allows us to do a lot of things better but I think it is the biggest 

barrier in many ways to how we need to change. 

Dr. John Bowman - At this Forum last year you had the advantage of 
suppressing any answer by saying you we're only three or four months in the job. 
Now you are about 18 months in the job so what would your own audit be on the 

time frame of five years that you envisaged to turn this ocean liner round to use that 

metaphor? 

Prof. Drumm - This health service can only be turned around if the people who 

work within it decide that they are actually going to turn it around. You're 
ultimately depending on people buying into a whole new way of providing service 

and you're depending on the public to an extent to call us to be accountable for the 
provision of that service. Are we capable of actually doing that? I think all the 
indicators are that we are. For instance in terms of trying to get primary care teams 

and the whole community focus, I think we're beginning to see that the people are 
willing to actually take on that challenge so I'm very positive about the fact that we 

will see change. Change is totally dependant on people getting out of their silos. If 
everybody begins to think yes, we would love to be at a point where we have 

services available in every primary care area and are willing to make changes in 
how we do things to provide that type of public responsiveness, then I think that's 
doable within five years. Most of that is actually a mind-set change in terms of how 

we actually operate. The reason people go into silos and get into very complex 

systems is because they lose trust in the system and whether they are going to be 
supported in bringing innovation into it. I hope that people are beginning to believe 

that they will be supported if they get innovative in bringing about these changes. 
If that doesn't happen we're going nowhere. 
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Dr. John Bowman - If what you're hoping prevails, what shape will the health 

service be in five years time? 

Prof. Drumm - In five years time we'll certainly have five major changes. We will 
have a totally integrated community based provision of care for the vast majority of 
people, based around the primary care model close to their homes. Most of 
people's tests will be done there and most of the actual clinical opinions and support 
will be provided there. I also hope that they will be provided in the context of having 
a primary worker and that one person within that team base will take responsibility 

for you so that you don't have to interact with 10 or 12 different people when you 
have a chronic disease. The second thing is that our whole hospital system will have 
moved from a system of generic hospitals to a hospital system that provides highly 
specialised care focused on a relatively small number of sites with huge expertise 
on those sites. The third thing is that we will have a very focused chronic disease 
care programme, organised again on a primary care model, linked very closely by 
protocols to hospitals. The fourth is that we will have institutionalised performance 
measurement - what we do each day will have a measure. It's only by actually 
measuring what we do that we'll be able to go back to the Department of Health 

and say we need more money here and here's exactly what we will provide for this 
population with that money. We can use performance measurement to actually drive 
more resources into the system. And finally we will have brought about a whole 

process assessmer:lt which actually simplifies processes - there will be a road map 
for what you want to achieve from when the patient accesses the system to when 
they exit. I believe doctors, nurses and therapists are a central part of the 
management of those processes. 

Dr. John Bowman - You are on record as saying that if you take 10 years it 

won't happen you've got to do it urgently. 

Prof. Drumm - I actually believe that this is about a mind set change in terms of 

how we do things, it's about people in silos b~ginning to trust one another, and 

really it's about everybody standing up together and saying let's get on and do it. 
It is not about spending the next two or three years having further consultation. This 
isn't going to change the fact that the job has to be done and it ,will be done 

sooner rather than later if we all decide to get on with it. 
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Questions from the Floor 

Note: Initial question not captured due to changing of audio tape. 

• Lucy Fallon-Byrne, The National Centre for Partnership 
and Performance 

I just want to ask a question in relation to barriers. The biggest obstacle that we've 
come across in _our assessment of why partnership is not taking root as it should is 
that the approach and training of summit players or the senior consultants, the 
senior doctors, doesn't seem to convince them that they need to work in teams. 
Secondly, for all sorts of reasons partnership has been associated with committees 

and with process as opposed to being a process of enabling, to bring about greater 
levels of organisational performance and greater levels of innovation. How can we 

engage the clinicians, consultants and doctors in team based approaches and in 
partnership and turn round the view of partnership into being something that brings 
about great levels of change and performance success rather than it being a thing 
in its own right? 

Response from Prof Drumm - Maybe you can turn it around again and say 
how does partnership have to change? Some of our training is actually quite good 

for management such as rapid decision making. GP's are great at this, they see 
probably 30 or 40 people a day, there's a decision made and there isn't much time 
to actually think. So there is a scepticism about something that takes time to think 

through. I'm not using that as a defence against partnership but I'm saying, perhaps 
that is why there are some sceptics; they see it as a committee driven process that 
will take forever to deliver. You say it's not being taken on board at the top levels 

of the HSE. There is a tremendous pressure at the top level of the HSE and perhaps 
I'm the instigator of this and take responsibility for this. It's a five year programme 

and therefore we're under pressure for things to happen relatively quickly. Perhaps 

we are losing what partnership can bring to the table and maybe we should begin 
to think how we can bring together the urgency to achieve, and the strengths in 

partnership. I think maybe it might be time for us to sit down and say here's what 
we want to achieve, here's how partnership is going to help and that is how 

partnership is going to become relevant to the stakeholders. For instance the GP's 

and the primary care teams are a huge issue and you can do huge work, so maybe 
we need to go back and think about that. You've raised an interesting point. 
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• Liam Doran, Irish Nurses Organisation 

How do we deliver a changed mind set, how do we deliver the type of responsive 

care regime that a patient requires when we are all in our silos? Nurses and 

midwives want to change, want to expand their role but wanting is not good 

enough we need to be enabled to do that. The challenge is to change, however the 
challenge is also to provide the space, the legislative environment, the protocols to 

allow that change to happen. I would suggest that the health reform process to date 
hasn't been like that. Everyone is talking about change and clinicians in 

management but we haven't got to the stage of that being brought on legislatively 
or even by protocol so we're only going to talk about it we're not going to do it. 
We have to tackle the enabling aspect, we have to make it possible not just talk 

about it. 

We're two years into the health reform process and most of the reform to date has 

been about reform of the management structures. It hasn't been about reform where 
it matters, empowering the front line clinician, making them autonomous making 
them responsible and accountable. There are many Directors of Nursing in this 

system who feel that they are less empowered now than they were two or three 
years ago and that's not good enough. This health reform process is about 
reforming how we deliver care to the patient; it is not just about how we reform the 
management structures that oversee the care of that patient. I think we have to 
quickly move into that next phase because if we don't you will disenchant the 

people who need to be brought into the change process most, those who deliver the 
care. Certainly from a nursing and midwifery perspective the changes to date have 

been about people changing their roles, people changing their job titles and 
people crowding in on people who want to deliver front line care and that's not 
health reform going forward. 

Response from Prof Drumm - Clinicians and management issues come back 

to a lot of what you said. The expert advisory groups will be announced and 
doubled up in the next few months and it will be a huge role for clinicians. We are 

working very hard to put a process in place. As you know we are trying to see how 
to bring nurses into the management structure. I don't think it's fair to say that it's all 

been about reform of management structures. We have taken on some significant 

changes such as a whole new plan for care in the North East which would have 
been steamrolled in an older system and is a model for the rest of the country. We 
are going to roll out a system that will involve putting in nurse practitioners. The role 

out of the primary care strategy has gone from 10 to 100 and will be 250 by the 

end of next year which is half of the requirement for the country going forward. Yes, 
we've had to reform our management structures but we certainly have been very 

focused on beginning to reform how we provide healthcare as well. 
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• Paul Finucane, University of Limerick 

From my limited understanding of change management it seems to me the most 
crucial step is to identify those who have a veto on change. I would like to ask the 
panel to if they could identify where the current pockets of veto exist and how the 

panel might deal with people who have the potential to veto change 

Response from Mary Harney, T.D. - As Professor Drumm said earlier 
everybody has signed up for change, including the Minister for Health and the 
Department of Health, the political system and everybody else involved in the 
healthcare system but a lot of people perceive the change to be somebody else's 
behaviour rather than their own. I wouldn't like to use the language of vetoing, I 

think we are as a people resistant to change. We get accustomed to doing things 
in a particular way and there's a fear of doing things differently. My own view is 
nobody can be excluded from the change. The establishment of the HSE is not the 
end of health reform; it is only the enabler of the transformation process. We have 
just legislated to provide for nurse prescribing which has been in 
existence in the United States for 30 years, and there are still a lot of people 
resisting it here but it's going to happen. The notion of people working in teams is 
something I'm a strong fan of. I refer to the airline industry and the one thing you 

learn about that is that people work as a team and everybody on the team is 
responsible and I think we need to get to that kind of culture in the health 

care system. 

In my last job, I was involved in establishing the personal injuries assessment board 

to deal with personal injuries claims and that was very strongly resisted by the legal 
profession. I think people often resist change if they perceive themselves to be 

losers in the change process or if they have to change the way they have to do 
business. We are all beneficiaries and we can't allow anyone to veto this change. 
Much of what we need to do now was recommended in the Fitzgerald Report 40 

years ago so I think we've long past the day for action. I think most people in this 
room know that there is no alternative. Essentially if we keep going the way we are 

it's going to hit 16% of GDP in Europe by 2020 and 20% in the US and it isn't 

sustainable. Everybody has to be focused on how we can change with a view to 
getting more out of we can invest in the system, that's what the change is expected 

to deliver for patients and service users. 

Response from Prof. Drumm -I believe the complexity that we have designed 

is the problem and I don't believe that it's a veto. I think it's an inertia based on 

people being afraid of making the change back to simplicity. 
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• Ciara Murphy, Irish Dental Association 

General anaesthetic services for children are unavailable in the greater Dublin 
area, in Kildare, Dublin and Wicklow in the past number of months since the 

inception of the new design structures which force dental services into the PCCC 
pillar of the HSE. This is against the background of wanting to have a senior 
clinical voice involved in the senior management team of the HSE as well as in the 
Department of Health and Children but we are currently being prevented from 
doing so. 

Response from Prof. Drumm - I'm not sure why that happened on the 
anaesthetic issue but I'm quite happy to talk to you about the issue of bringing in 

dental input into our structures. It is something that we should be doing; it is certainly 
something we'd be happy to talk to you about because the more clinical input we 
can get the better. 

• Barbara Fitzgerald, President of the Irish Association of 
Nurse Managers 

With regard to the engagement of directors of nursing in the process of developing 
the HSE, I welcome the establishment of the advisory groups; however what we are 

really talking about is a planned approach to engaging Directors of Nursing at all 
levels. Every time a committee is established, that you ask do we need to include a 
Director of Nursing in this process? Finance committees, delayed discharge 
committees, winter initiative committees have been established and we have to ask 

where the Director of Nursing is and quite often you find that there is none? We 
feel we have a very important role to play; we have a wealth of experience in 

relation to change management, in leadership, in leading on that change so we 
have a lot to contribute. I also find that when national steering committees are 
established that a written letter has to be sent to the chair of those committees for 

inclusion on those committees. Thankfully that has now changed and we are 
approached for representation so that is good, but I would like you to consider that 

you take a planned approach to this and that we are included at all those levels 
because we see that we have a huge wealth of information and knowledge to offer 
to those decision making tables. 

Response from Prof Drumm - I fully accept that and I think that is 
absolutely true. 
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• Mary O'Connor, Children in Hospital Ireland 

In the context of the development of the new children's hospital will we be seeing 

some partnership and consultation process to engage with the clinicians and the 
user groups representing the children and their parents soon? 

Response from Prof. Drumm - To put it in a wider context it's not just the 

clinicians, it is the parents, it is the groups like your own. To date a transition group 
has been set up to bring about the transition of the site, we will then be moving to 

a governing board within a few months and beginning to look at that with 
the Government who ultimately have to decide on how it is put in place. I think you 
can take it from us that it will be very focused on consulting people who use 

the services. 

• Catherine Murphy, Health Service Executive 

The health services alone can not promote health it really requires that strong 

inter-sectoral, interdepartmental and whole governmental approach. My question 
is for the Secretary General, can you give us some comfort and some ideas as to 
how you might be able to support that interdepartmental approach? 

Response from Michae/ Scan/an - A lot of interdepartmental work goes on. It 
may not be evident and like any system there are undoubtedly silos, however I have 
certainly sat on quite a number of groups to deal with social policy issues. I would 

expect that the Department of Health will need to up its act in terms of engaging 
with other departments and in fact we have started looking at that, we already have 
a lot of interaction with some departments but I think we need to look around 

the system. 

Put the focus on the Department, we have to join up the rest. Similar to a case 
worker being the first point of interaction with a person, I should be the case 

worker for Brendan Drumm in terms of linking back into the wider system. 

• Dr. John Bowman 

Finally, Minister could you clarify one thing that wasn't fully explained this morning 

on self regulation of the medical profession there's a bit of dispute about the figures 

and the proportion of medical people or health professionals who might be on 

the body. 
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Response from Mary Harney, 1.D. - We are about to establish the new 
health and social care professionals regulatory body for the first time and the 

majority of that body will not be from the professions. In my last job I had the 
responsibility for the accounting profession and we established a supervisory group 
to supervise how the accounting bodies policed themselves and there are hardly 
any accountants on it. The financial services regulatory body doesn't have bankers 
on it. The purpose of the medical council is to regulate the medical profession in the 

public interest, it is not a representative body of doctors. It will have enhanced new 
powers in the legislation which hasn't been changed since 1978 but quite clearly 
the overriding role of that council is to inspire public confidence. 

Some of what happened in this country in the recent past cannot be allowed to 
continue and the Minister for Health and the Government has a responsibility to put 

in place a mechanism that protects doctors, supports doctors, supports medical 
education and training and also inspires public confidence. It's not a question of 
politicians going on the medical council, it is a body of 25 people chaired by a 
doctor and the council will elect it's own president. I think we need to be 

imaginative and innovative but I'm open to good ideas particularly on the fitness to 
practice; I think there has to be a majority of lay participation. We're also 
providing legislation for the hearings to be held in public unless the complainant 
doesn't wish it to happen or if the doctor makes a case that the fitness to practice 
committee that it shouldn't be held publicly. We have to be pragmatic and realistic 

and we have to have a piece of legislation that will work over the next few years 
to continue to inspire public confidence. 
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Concluding Remarks 
Michael Scanlon, Secretary General Department 
of Health and Children 

The Secretary General made the following key points in summing up the day: 

• The theme of the day was collaboration and it seems that one word brought out so 

many other sub themes so many other very important issues. To put a shape around 
collaboration I will break it down into three types. The first was collaboration with 
the patient, the client, the customer which was emphasised under the safety heading 
and which actually goes broader and deeper than that. Secondly there is 
collaboration in terms of staff and management and the associated challenges and 
opportunities. The third form of collaboration which Dr. Brundtland addressed is 
even wider collaboration, the whole cross government, cross-sectoral approach. 

• One of the issues that really resonated with me was this issue of the economic value 

of what we're doing and the debate about whether health was a consumption or 
and investment. 

• Another thought that came out of the day was that nobody has the answer frankly. 

I think there was a great honesty about the day and I must say I welcomed that. If 
we talk about collaboration it should mean that we are all entitled to put out our 

view and respect somebody else's view and see if between us we can come up with 
a situation where the sum is greater than the parts. 

• I think we need to look for the Irish solution to the Irish problem. We need to learn 

and we need to talk and we need to look for our own solution. 

• The Minister used the phrase "radical simplicity" and the reason that it struck me 

was I could remember years ago a senior person in the private sector said life is 

very complicated but the public service tends to make it even more complicated! 
What we need to do is to try and to focus on some of the simple things that we need 

to do and it's not to understate the complexity. We could go on and on forever 

analysing and of course we must do some of that but at the same time lets look at 

what are some of the key things that we all agree on and let's try and drive them 

• Dr. Brundtland used the term "shared knowledge". It came up time and time again 

during the day this whole issue of information; collect it, analyse it, put it out, it 

won't be perfect but let's put it out get a debate going, go back and look at it again. 

55 



If we're talking about collaboration we must be talking about information the good 
and the bad. One of the things ourselves and the HSE have been working hard on 

this year is to try measure what it is we are providing as a health service and to get 
that out there, let people see what they are getting for their money. That in turn then 
generates the question can I get more for it? .' . 

• In William's presentation the aspect that struck me was on building trust and that 

clinical arguments were not enough and I thought to myself that it was a new theme 
that came up for the first time. Perhaps almost counteracting what I said on 

information and I do believe that information is important but it won't be enough. 

• On Brendan's side, I agree with his point that collaboration should be a two way 

street, yes people have a right to expect certain things from us but I think they do 

also have some level of responsibility and we need to help them exercise that 

responsibility. 

• One of the questions that John put to Brendan which summed up a lot of the current 

debate was have we got too hung up on the word hospital and I think maybe that 
has been part of our difficulty. Part of Brendan's message was we're too hung up 

on the institution and perhaps we should just be talking ab<;>ut the service and 

talking to people in that language. , '. 

• I would suggest to people that it is worth looking at the health piece of the NESC 

work called the Developmental Welfare State. It deals with the vyhole area of social 

policy and services supporting people and I think it also makes that interesting 
connection between the economy and the social side. Essentially it makes an 
argument that it's not just a case of getting the economy right and spending the 

money, what you do on the social side can help the economy grow even more thus 
generating even more resources to put back into social policy, ' 

To close the Forum the S~cretary General formally thanked the speakers, the panellists and 

John Bowman in addition to staff within the Department who helped organise the event. 
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Title Organisation 

Chief Executive Irish Sports Council 

CEO ISQSH 

President ISQSH 

Management Consultant McGrath & Associates, 

Organisation Change and 

HR Consultants 

Registrar 

Action Inspector of 

Mental Health Services 

Chief Executive Officer 

Director of Standards & 

Quality Assurance 

Medical Council 

Mental Health Commission 

Mental Health Commissions 

Mental Health Commission 

MHI Development Officer Mental Health Ireland 

Sligo/Leitrim 

Deputy Chief Executive 

Officer 

Director 

80 

Mental Health Ireland 

National Breast Screening 

Board (Breastcheck) 



Name 

Dr. Elizabeth Keane 

Mr. Cathal O'Regan 

Mr. Peter Cassells 

Ms. Lucy Fallon-Byrne 

Dr. Michael Barry 

Ms. Benedicta Attoh 

Mr. Desmond Kenny 

Ms. Elaine Howley 

Ms. Yvonne O'Shea 

Title 

Chairperson 

Head of Workplace 

Strategy 

Chairman 

Director 

Physician 

Development & 

Awareness Officer 

CEO 

Director of Client 

Services 

Chief Executive Officer 

81 

Organisation 

National Cancer Registry 

National Centre for 

Partnership & Performance 

National Centre for 

Partnership & Performance 

National Centre for 

Partnership & Performance 

National Centre for 

Pharmacoeconomics 

National Consultative 

Committee on Racism & 

Interculturalism 

National Council for the 

Blind of Ireland 

National Council for the 

Blind of Ireland 

National Council for the 

Prof. Dev. of Nursing and 

Midwifery 



Name Title 

Cllr. Eibhlin Byrne Chairperson 

Mr. Robert Carroll Director 

Ms. Karen Neary Senior Analyst 

Ms. Eithne Fitzgerald Head of Policy & Public 

Affairs 

Ms. Siobhan Barron Director 

Mr. Issah Husseini Chairperson 

Mr. Brian O'Donnell Chief Executive 

Ms. Helen McCormack Medical Herbalist 

Mr. Seamus Greene Director 

Ms. Eilis Walsh Director 

82 

Organisation 

National Council on Ageing 

& Older People 

National Council on Ageing 

& Older People 

National Development 

Finance Agency 

National Disability Authority 

National Disability Authority 

National Ethnic Minority 

Health Forum 

National Federation of 

Voluntary Bodies 

National Herbal Council 

National Parents' and 

Siblings' Alliance 

National Social Work 

Qualifications Board 



Name 

Dr. Ella Arensman 

Ms. Rosaleen McDonagh 

Mr. Pat O'Byrne 

Ms. Anna Lloyd 

Ms. Annie Dillon 

Ms. Marie Hainsworth 

Ms. Clodagh O'Brien 

Sylda Langford 

Ms Liz Canavan 

Mr. Matt Merrigan 

Title 

Director of Research 

Committee Member 

CEO 

Director of Patient Care 

Policy & Outreach 

facilitator 

NWCI Executive Board 

Member 

Chief Executive 

Director General OMC 

Deputy Director 

Investigator 

83 

Organisation 

National Suicide Research 

Foundation 

National Travellers Health 

Advisory Group 

National Treatment Purchase 

Fund 

National Treatment Purchase 

Fund 

National Womens Council of 

Ireland 

National Womens Council of 

Ireland 

Not for Profit Business 

Association 

Office for the Minister for 

Children 

Office for the Minister for 

Children 

Office of the Ombudsman 



Name 

Ms Marie Killeen 

Ms. Deirdre Fitzpatrick 

Mr. lan Tighe 

Ms. Cathriona Molloy 

Ms. Sheila O'Connor 

Ms. Margaret Murphy 

Ms. Missie Collins 

Ms. Ronnie Fay 

Dr. Ambrose McLoughlin 

Dr. Eilis McGovern 

Dr. Geoff Ki ng 

Title 

Acting CEO 

Advocacy Director 

FAO I and Board Member 

Patient Advocate 

Patient Advocate 

Patient Advocate 

Community Health 

Worker 

Organisation 

Office of Tobacco Control 

One in Four 

Opticians Board 

Patient Focus 

Patient Focus 

Patients for Patient Safety, 

World Alliance for Patient 

Safety 

Pavee Point Travellers Centre 

Director Pavee Point Travellers Centre 

Registrar/Chief Executive Pharmaceutical Society of 

Ireland 

Consultant Cardiothoracic Postgraduate 

Surgeon Medical and Dental Board 

Director Pre-Hospital Emergency Care 

Council 
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Name 

Mr. Paul Robinson 

Aidan Browne 

Mr. Liam McNamara 

Dr. Joseph Duffy 

Prof. Luke Clancy 

Mr. Michael Rowland 

Mr. Leo Kearns 

T. Joseph McKenna 

Mr. Michael Horgan 

Professor W. Arthur Tanner 

Title 

Chairman 

National Director 

National Chairman 

Director of Professional 

Development 

Director General 

Director of Road Safety, 

Research & Education 

CEO 

President 

CEO / Registrar 

Director of Surgical 

Affairs 

85 

Organisation 

Pre-Hospital Emergency Care 

Council 

Primary Community & 

Continuing Care 

Psychiatric Nurses 

Association 

Psychological Society of 

Ireland 

Research Institute for a 

Tobacco Free Society 

Road Safety Authority 

Royal College of Physicians 

of Ireland 

Royal College of Physicians 

of Ireland 

Royal College of Surgeons in 

Ireland 

Royal College of Surgeons in 

Ireland 



Name Title 

Mr. Martin Higgins 

Ms. Anita Lawlor Regional Representative 

Dr. Kevin Tierney Course Director 

Mr. Ted Kenny Asst. Organiser 

Mr. Padraig Heverin Vice Chair 

Mr. Brendan Broderick Chief Executive 

Mr. Andrew Fagan Inspector 

Ms. Michele Clarke Chief Inspector 

Ms. Audry Deane Social Justice & Policy 

Officer 

Mr. Finbarr O'Leary Deputy Chief Executive 

Br Gregory McCrory Director of Services 

Mr. Loracan Birthistle Chief Executive 

86 

Organisation 

Safefood (Food Safety 

Promotion Board) 

Samaritans 

School of Psychology 

SIPTU 

I SIPTU Notional Nursing 

Committee 
! 

I Sisters of Charity of Jesus & 
! I Mary 

Social Services Inspectorate 

Social Services Inspectorate 

Society of St. Vincent de Paul 

Special Residential Services 

Board 

St Joh n Of God 

St Luke's Hospital Board 



Name Title 
- --~----- ---- --- --- ------,---------------

Dr. Ion Callanan I Clinical Audit Facilitator 

I 

Mr. Enda Egan 

Mr. Frank Goodwin 

Ms. Catherine Cox 

Mrs Elaine Bolger 

Mr. Tom Farren 

Ms. Sheila Heffernan 

Prof Miriam Wiley 

Ms. Tara Coogan 

Ms. Brigid Quirke 

Ms. Geraldine Luddy 

Mr. Paul Finucane 

CEO 

Chairperson 

Deputy CEO 

Member of Council 

Registrar 

General Manager 

Head, Health Policy & 

Information Division 

Development Officer 

Chairperson 

Director 

Director, Medical School 

Development 
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Organisation 

St Vincent's Healthcare 

Group' 

The Carers Association 

The Carers Association 

The Carers Association 

The Consumers Association 

of Ireland 

The Dental Council 

The Drug Treatment Centre 

Board 

The Econom ic & Social 

Research Institute 

The Equality Authority 

The Health Network 

The Women's Health Council 

University of limerick 



Name 

Ms. Jacinta OIHalloran 

Mr. Oliver Tattan 

Mr. Patrick Mulhare 

Dr. Garry Courtney 

Dr. Joseph Keane 

Dr. Peter McKenna 

Mr. David Mulcahy 

Title 

Medical Officer 

Managing Director 

Senior Medical Scientist 

Consultant Physician/ 

Gastroenterolog ist 

Physician/Scientist 

Consultant In Obstetrics & 

Gynaecology 

Orthopaedic Surgeon 

88 

Organisation 

VHI Healthcare 

VIVAS Insurance Ltd. 

Waterford Regional Hospital 




