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1. Introduction and Context for Change 

The Framework Document sets out the agreed framework within which 

stakeholders will act to develop primary care services to meet the needs and 

expectations of service-users in the eastern region, consistent with the vision 

set out in the Primary Care Strategy (2001). 

The Framework Document contains: 

Confirmation of the vision for primary' care for the 

future encompassing hea,lth and so.cial care provision to 

communities and individuals in the eastern region; 

Examples ofthe specific developments planned. and 

illustration of their expected positive impact on users' 

experience and care outcomes; 

The framework of actions with reference fo .key 

objectives in Appendix 1 - indicating those to be led 

nationally. regionallyor locally; 

Ensuring it happens·- the process for monitoring 

and evaluation. 

Context 

The Health Strategy: Quality and Fairness: A Health System 
for You (2001) set the vision for the health system as: 

A health system that supports and empowers you, your family and 

community to achieve your full health potential. A health system that is 

there when you need it, that is fair and that you can trust. A health 

system that encourages you to have your say, listens to you, and ensures 

that your views are taken into account. 

Primary Care - A New Direction 

Envisages a wide-ranging change programme by: 

Putting services users at the centre by integrating services; 

Providing the right care, in the right place, at the right time; 

Maximising the potential of primary care. 

The primary care model outlined in the Primary Care Strategy includes a 

range of services designed to keep people well. These services range from 

promotion of health and screening for disease to assessment, diagnosis, 

treatments and rehabilitation as well as personal social services; 

The services provide first level contact that is fully accessible by self-referral 

and has a strong emphasis on working with communities and individuals to 

improve their health and social well-being. 

Primary Care Strategy: Making it Happen 



The National Vision - Primary Care: A New Direction 

Principles underpinning the implementation of Primary Care Services: 

Focus on the individual, the family and the community; 

Equity of access and provision of care appropriate'to the person's. health status and location; 

Availability of comprehensive primary care to all people within the region; 

Care to reflect needs in relation to hea,lth status and. geographic location; and to recognise 

the impact of such factors as culture, socio-economic status,education and demographic 

make up' of the community; 

Maximum collaboration betyveen providers and other health professionals for the benefit of 

the service-user with providers and programmes to improve outcomes of health and sodal 

care and user satisJaction; 

Integration between all sectors of the health and social care services with particular 

attention to the interfac~ between hospitals and primary care to ensure a .seamless

~ervice for the users; 

Responsiveness.' devel6pmen~ of Ol!tot hours services; 

Appropriate care at all appropriate level and in an appropriate setting. 
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A vision for Primary Care in 
the Eastern Region 

In line with the Primary Care Strategy, this 

Framework Document envisages the realignment 

of primary care providers within a teams! 

networks structure to deliver a broad range of 

health and social care service in the region. 

This will be delivered in an integrated manner by 

a range of professionals working together at a 

local level to meet the appropriate needs and 

demands of the communities they serve. 

The process involves groups of primary care 

providers coming together to form 

interdisciplinary Primary Care Teams (PCTs). 

A wider network of health and social 

professionals and services will be formed to work 

across a number of the primary care teams. 

The strategy indicates that each network will 

cover a defined population ego 35,000 - 55, 000 

persons. These figures are subject to adaptation 

pending the needs of the population. A mapping 

exercise is planned within the eastern region that 

will determine the boundaries and population 

size of the networks as far is possible, in 

accordance with the strategy. 
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Using the figure of 35,000 as an example size for a network population 

would translate into approx 44 networks for the 1.4 million population of 

the eastern region. A realignment of existing services and relationships will 

be required. 

Primary Care Teams may include general practitioners, nurses, health care 

assistants, home helps, occupational therapists, physiotherapists, social 

workers and administrative personnel. 

By bringing this wide range of service providers together in primary care 

teams, integrated services can be delivered in the community in the most 

appropriate and accessible way. 

The development of this infrastructure will enable primary and community 

care services to expand so that services users are better supported within or 

nearer their homes, and more effective links are made with hospital services. 

Effective interdisciplinary team-working is therefore a key element in 

successful implementation of the action plan, and the challenge now is to 

encourage organisations and professionals to work together in this way - so 

that service delivery is multi/interdisciplinary rather than unidisciplinary, and 

mUlti-agency rather than single agency. Evaluations of current primary and 

social care out of hour's services provision are planned. It is envisaged to 

extend the hours of availability of primary care professionals and providers 

to allow for an appropriate core of services on weekend and public holidays. 

The following illustrates an example of the proposed team-working model 

with solutions for integration as a key outcome: 

Integration and Teamwork 

When members of the Primary 'Care Team (PCT) got together to 'map the 

journey of a patient/service-user with suspected ovarian cancer from referral 

to discharge, they realised the number of times the user had to go between 

the GP and the hospital before she was diagnosed and how long it took. 

A mapping process provided a clear picture of some of the key issues and 

frustrations for the service-user. The team had not realised the many 

hoops the service-user had to jump through in order to access the required 

care. They found the map an invaluable source of reference for their 

improvement work. They realised that they had to carefully prioritise the 
changes to be made. ' 

They focused on the achievable and were able to make the following 

significant improvements as a consequence: 

• Co-ordinate the process of care; 

• Establish formal links between primary and secondary care team's to 

manage the transition from inpatient to outpatient 

and from outpatient to inpatient as effectively and as easily as possible; 

ego electronic'communication about discharge & medication; 

• Create opportunities-for staff across'the wider process of care to meet, 

'"share problems and develop Integrated objectives; 

• Reduce the number of steps in the process - particularly those that do -

not add value; 

Determine. whether the patient/user really needs to always return to 

hospital clinic-to see a consultcmt. If not, whether the follow up can be 

done by a member of the PCT in another location . 

Primary Care Strategy: Making it Happen 





.r "' 

, , 

in difficulties for recruitment and retention of 

staff in such areas. literacy difficulties encompass 

twenty five per cent of the population. 

Additional challenges for primary care health 

service provision within the eastern region 

include significant growth in population- through 

increased births, migration and ageing. The 

region has the highest birth rate in the EU. 

Migration from within the country and abroad 

has been at record levels and the population of 

the region has increased by 105,500 between 

1996 and 2002. By 2011, almost two-fifths (38%) 

of the national population will live in the 

eastern region. 

People of different ethnic minorities tend to have 

particular health and social needs ego cultural 

differences, requirement for translators, women 

wanting to be seen by a female doctor, and there 

is recognition of the high number nationally 

living within the region. 

The following challenges in achieving the new 

system need to be acknowledged and addressed 

to ensure successful delivery: 

Primary care infrastructure is poorly 

developed and services are fragmented with 

limited teamwork and availability of certain 

professional groups; 

It is recognised that capacity within the 

system is limited; 

• According to the ICGP there is a poor uptake 

in entry for GP's. 20% of GP's will retire 

within the next 5-10 years. Measures 

will need to be developed to address 

this shortage; 

o Staffing shortages and high level of vacancies 

in other disciplines ego Healthcare Assistants, 

Home helps, Nurses and Midwives, 

Occupational Therapists and Physiotherapists. 

Filling of vacancies will also be problematic in 

the context of managing employment levels; 

The skills and commitment of individual 

professionals are not employed as effectively 

as they could be and there is a need for 

improved integration of services; 

There is limited liaison within primary and 

between primary and secondary care; 

Current provision of 'out of hour's' services in 

the region is challenged by a number of 

factors such as: 

- work practices ie. varied different models 

of service delivery (24n model. extended 

hours model, contractor model); 

- varied payment structures; 

personnel shortage; 

- historical service-user patterns (ie. 

attending A&E departments); 

- charges (private versus A &E charges); 

- staff ceiling level controls. 

Clarification is required on how 

independent professionals working outside 

the current network will interface with the 

new system ego contract arrangements, 

budget alignments; 

Provision of evidence based care ie. shared 

care programmes are also adversely impacted 

by factors such as work practices, contract 

arrangements and budget alignments; 

limited availability of data to support 

the monitoring and evaluation of 

services, inhibited by the absence of 

enabling technology. 

Primary Care Strategy: Making it Happen 
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Although the national primary care model sets 

the principles for progress, it does not aim to 

address the detailed issues that need to be 

worked through during implementation. 

While the outcome of a number of policy issues 

being considered at national level are awaited, 

(ego payment structures for GMS and non-GMS 

clients and the industrial relations framework for 

agreeing job specifications for team members), 

the vision and value of primary care needs to be 

focused on what steps can be taken at a regional 

level to progress implementation of the strategy. 

The principles of the evolving Health Service 

Reform Programme as outlined in the Health 

Strategy together with the subsequent 

Prospectus, Brennan and Hanly reports, provide 

opportunities to make a positive impact for the 

implementation of the primary care strategy 

within the region. However, it is important to 

acknowledge that the reform programme also 

presents some real challenges particularly in 

relation to implementation during a time of 

major change. 

Commitment by all parties is required to maintain 

a focus by setting out the priorities for moving 

towards the new model of care. Leaders of local 

Primary Care Strategy: Making it Happen 

services playa crucial role in maintaining 

commitment to major change initiatives by 

mobilising and sustaining support for change 

among staff and local stakeholders. 

Responding to the agenda for 
change in the Eastern Region 

The Eastern Regional Health Authority (ERHA) 

established a Regional Steering Group, Core 

Group and six Working Groups in October 2002 

in response to the national Primary Care 

Strategy, to address the challenges identified. 

The composition of the groups is included in 

Appendix 2. 

The six working groups covered: 

Needs Assessment; 

Information Communication Technology; 

Human Resource Planning; 

SerVice Policy; 

Integration; 

Quality. 

An Interim Report Towards an Action Plan for 

Primary Care was produced by ERHA in July 2003, 

highlighting ideas and recommendations to be 

included in an action plan framework context. 

Secta-Consulting carried out an analysis of the 

work of the six primary care working groups. 

The output provided complementary 

recommendations for critical progress towards 

delivering the primary care strategy. 

The ERHA Regional Steering Group for Primary 

Care have progressed the work of the six working 

groups, together with an extended core team. 

The outcome is this Framework for action that 

integrates the findings of the working groups to 

move the region forward in realising the primary 

care vision in the national primary care strategy. 

Action is required by many parties and at many 

levels. The purpose of this Framework Document 

is to: 

Set out the overall change required to deliver 

the national strategy in the region, based on 

the output and consensus reached by the 

various groups described above; 
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• Establish roles, responsibilities and priorities 

for action; 

Provide a common platform from which 

health communities can devise locality action 

plans consistent with delivering the overall 

change envisaged. 

There is need to put into action a change 

management process that will underpin the 

effective realisation of the strategy within 

the region. 

This mechanism must enhance existing structures 

that support the primary care philosophy and 

provide an interdisciplinary team based approach 

to primary care. In order to achieve this, a 

realignment of existing services and relationships 

will be necessary. 

Moving towards the national model will also 

require a multilateral approach to change and 

the key challenge will be in creating solutions 

while operating in an environment of limited 

financial and human resources. 

The locations of the three-implementation 

primary care project sites in the eastern region 

are as follows: 

• The liberties (5WAHB); 

Ballymun (NAHB); 

Arklow town (ECAHB). 

Development to date has involved the three Area 

Health Boards actively addressing all issues 

concerning the establishment of the team. 

The rate of progress has been slower than 

anticipated. Th'is is due mainly to certain factors 

including issues relating to physical infrastructure, 

tightening staff ceiling level controls and the 

need to work collaboratively to secure the 

commitment and support of a range of 

professionals on an agreed basis. 

As a first priority each team appointed a project 

manager. This has proven to be a key factor in 

advancing the development of the primary 

care team. 

Following the appointment of the project 

manager, each Area Health Board established a 

project team. The main focus of the project 

teams has been on capital developments, core 

operational issues and challenges affecting the 

development of the team and the delivery of the 

new and/or enhanced primary care services. 

A major priority for the groups has been the 

identification and recruitment! 

realignment of team members. To date, a 

number of staff members for each of the 

individual teams have been identified and work is 

currently underway to proceed with the 

recruitment of the remaining team members. 

In light of the challenges presented under the 

tightening staff ceiling level controls, the Area 

Health Boards have used a combination of 

approaches in the identification of team 

members. These vary from the appointment of a 

new staff member to the provision of session 

services and the realignment of community staff 

to the primary care team from local community 

care areas. 

The teams have also been supported by the 

provision of some additional funding for ICT 

developments and minor capital works. The 

primary care team in the liberties will be 

accommodated in a new unit on the site of the 

old Meath Hospital where a major refurbishment 

project has taken place. Work on this unit is now 

Primary Care Strategy: Making it Happen 



complete and is ready for occupation by 

the team. In Ballymun and Arklow members of 

the team are being accommodated in temporary 

locations until more suitable facilitates are made 

available. Work is currently underway on the 

building of a modular unit in Arklow town. This 

work is due for completion in 2004. 

Every effort is being made to secure appropriate 

accommodation for the primary care team in 

Ballymun. In all team areas the requirements for 

an appropriate ICT infrastructure to support the 

team is being addressed and progressed. 

For each of the implementation projects it is 

critical that barriers are identified and addressed 

as soon as possible. 

These pilots provide valuable learning 

opportunities in identifying the functional 

barriers to implementation. 

It is important that this learning/knowledge is 

captured, recorded and shared in order for other 

teams to benefit during future rollout. 

Primary Care Strategy: Making it Happen 

Of particular importance will be the process of 

engaging community and primary care staff so 

that all share the vision for primary care, that 

their different roles are understood and valued 

and that the opportunities for real improvement 

in their ability to deliver care are demonstrated. 

In addition to the plans appended in Appendix 1 

·to this document, Local Action Plans must now be 

prepared to ensure that the essential steps 

needed to strengthen and develop the services 

can be put in place. 

Area Health Boards will consult with key 

stakeholders at local level resulting in 

Local Implementation Action Plans and 

progress reports. 

A local action plan will reflect the following: 

How the local areas meet the overall strategic 

approach for primary health care; 

General profile of how primary health care is 

currently organised in the Local Areas; 

Description of how the plan will move from 

the current system to the future one (ie. 

outline strategic approaches that will be 

implemented to advance change); 

The network of providers and teams; 

Evidence that planning is based on 

needs assessment; 

Service delivery strategy for the general 

population as well as high risk groups and 

under-resourced areas; 

Challenges to implementing the plan; 

Transitional costs required to implement 

the plan; 

Strategies to build staff and stakeholder 

support for the plan; 

• Monitoring and evaluation processes. 

A companion document, Stepping Forward, on 

carrying out local needs assessment is currently 

being developed to assist primary care teams in 

accessing data for planning and will be available 

in 2004. 
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2. Person Centred Care - User Journey Examples 

Focusing on the population health needs helps define the service-user as the 

true customer and seeks to ensure that services are provided in the most 

appropriate way. 

There is general agreement that an emphasis needs to be placed on 

organisations and service providers working together to meet the needs of 

the user in a holistic manner. 

Putting the strategy into operation ensures that the whole system works to 

put the individual at the centre of service provision and respond to his/her 

needs in a joined up way. 

Fundamental to this approach is the emphasis on the service-user, with the 

focus for care being on the individual throughout the journey. Therefore, 

co-operation among clinicians and managers in sharing their understanding 

of what each part of the journey entails is a priority. 

Making available translators and written information in order to address 

language and communication needs of ethnic minority service users, as well 

as the provision of staff training in cultural awareness and anti

discrimination practices is necessary. Promotion of a broad, intersectoral 

approach is essential in order to facilitate integrated, comprehensive 

mechanisms of tackling such issues. 

In a world of ever-increasing specialisation, a service-user/patient can be 

fragmented into various pathologies and treated accordingly. The needs 

of the service-user/patient as a whole can be missed, leading to 

duplication, error and inappropriate management in the light of his/her 

overall circumstances. 

Looking at the total process or journey is essential in beginning to 

understand how to improve the system. While there are many practical 

examples of improvements to services that focus on a part of a journey there 

are few that encompass the whole journey. 

Thinking the unthinkable asks us to challenge all aspects of the current 

service-user journey. 

This chapter illustrates a service-user/patient journey through a healthcare 

system focussing on the key aspects in delivering a service that meets the 

vision outlined earlier, and incorporating the principles of the work 

produced by the regional working and extended core team action groups. 

Action on many of these issues is detailed in the Action Plans (Appendix I) or 

is subject to assessment for development by individual health communities in 

Local Action Plans. 

Primary Care Strategy: Making it Happen 



Planning the Journey 

Assessment of needs 

The journey begins with ensuring that the right services are in place to meet 
local needs and health priorities. Currently within the east there are 
challenges in achieving this objective because: 

• Different communities have different health needs related to the age 

structure of the local population, socio-economic condition of the area 

and other social and environmental determinants of health; 

The population of the region is projected to increase, with marked 

increases anticipated in the age groups 45-64 years and 65 years plus. 

This will increase demand for services particularly services for people in 

these age groups; 

The increasing cultural diversity across the region means that local 

services will need to be sensitive to changing community needs; 

There are staffing shortages and high level of vacancies in the following 

disciplines: GPs, Healthcare Assistants, Home helps, Nurses and Midwives, 

Occupational Therapists and Physiotherapists. Filling of vacancies will 

also be problematic in the context of managing employment levels. 

Primary Care Strategy: Making it Happen 

The implementation of the Framework Document aims to ensure that the 

right services are in place to meet local needs and health priorities. This will 

require the implementation of a regional health needs assessment plan that 

encompasses the following key elements: 

o A Global Needs Assessment; A global needs assessment gives a picture of 

the health status in the region together with current level of service 

provision/supply, (Full document available on request); 

Please see Appendix 3 for summary of some key elements 

• Local Needs Assessment; A local needs assessment tool ('Stepping 
Forward') is being finalised for the region. This tool kit will facilitate the 

provision of needs assessment at primary care team and network level, 

(Full document available on request); 

Primary Care Strategy Rollout Development Plan 'Getting Started'. The 

aim of this work is to facilitate the evolution of primary care teams and 

networks by the provision of spatial, population and service profiling 

within the region. This information will be used at local level to produce 

a plan for the evolution of the networks and teams over a set timeframe. 

Working in partnership with service-users will be an important element of 

ongoing needs assessment. This will be facilitated through mechanisms such 

as surveys, interviews/focus groups, and representation on implementation 

groups that will direct the move towards the development of the new 

Primary Care model in the Region. 
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The following illustrates some results gained by 

using a local needs assessment tool: 

Example of Needs Assessment 
informing service planning 

Local need assessment in Tallaght showed: 

• 65% of households had at least one person 

who smoked cigarettes, indicating high levels 

of passive smoking; 

40% of household members 18 years old or 

over smoke (National: 27%); 

High levels of stress were endemic in the area 

with many resorting to their GP for help; 

• GPs were under pressure to prescribe drugs 

for stress related illness; 

6% of households were occupied by non

nationals highlighting specific needs. 

Further: 

• One of the main requests made by women 

was for a local maternity service; 

Only a minority had shared care between the 

maternity hospital and the Primary Care 

Team, low participation in postnatal care is 

a concern; 

An improved out of hours primary care 

service was another priority; 

Parents expressed their concerns about 

physical violence and drug and alcohol 

related problems for teenagers; 

Unwanted and unplanned pregnancy in 

adolescents was also a concern. 

Such data can inform local communities, health 

care planners and providers to explore the local 

factors that contribute to these statistics, and also 

assist primary care teams to work towards the 

development of a community health plan. 

This plan would encompass health 

promotion/prevention measures, improved shared 

maternity care arrangements, 24n primary care 

access, locally available pharmacy and 

contraceptive services, extended drug and alcohol 

misuse assistance and confidential translation 

facilities in order to address concerns and to 

provide health improvement outcomes. 

Starting the Journey 

Accessing Primary Care 

As the service-user commences the journey it is 

important that appropriate and timely access to 

primary care services are in place. 

Currently the user has difficulties in accessing 

primary care services due to the following: 

Knowing where the services are located ego 

GP, community based services; 

Physical accessibility of a service; 

Affordability; 

Appropriateness; 

Reliability; 

Timeliness; 

Eligibility and entitlement; 

Out of hours services are currently 

under developed. 

Primary Care Strategy: Making it Happen 



The implementation of this framework document aims to improve the service

users access to primary care services through the working of the proposed new 

model across the Region. This will be achieved through the following: 

Primary care teams/networks will be located across the Region based on 

needs assessment; 

• Services will come together where possible on single or proximate sites in 

each community. These will offer ease of access using a variety of public 

and private transport, and will include disability access to buildings and 

areas within; 

• Service-users will be encouraged to enrollregister with the primary care 

team in their area and with a GP within the team/networks. Users will 

be able to self refer to any member of the team at the point of entry, 

giving the service-user the choice of referral at the first point of access; 

A choice of service provider will empower the user and promote primary 

healthcare as a real alternative to acute care. Users will be supported in 

the decision making process regarding choice of service provider by the 

provision of enhanced information that will guide the user to make the 

most appropriate choices; 

This support may be in the form of a triage arrangement that will 

facilitate the linking of the service-users, if they wish, to the most 

appropriate member of the team; 

The skill mix of the team will be aligned to the needs of the population 

it serves. This will also promote increase in access to appropriate services; 

• All service-users will have access to the same range and quality of services 

regardless of their eligibility status; 

It is proposed that access to essential services will be improved to allow 

for the availability of a 24 hourn day basis through enhancement of 

emergency out-of-hours cover. 

Primary Care Strategy: Making it Happen 

The following shows some of the benefits of Out of Hours Services: 

Example of Out of Hours Service 

The implementation of a 24n health and social service information 

telephone line is planned for the eastern region. This is currently.available 

in some other health boards' areas. 

The benefits for the service-user of having such an available service include: 

• An understanding of how to access primary and community care at 

any time; 

Single call required for out of hours service; 

Health and social information line is connected and fully integrated 

into the out of hours emergency network; 

The emergency care network is fully staffed with GPs, nurses, allied 

health professionals, consultant, paramedics, pharmacists, and call 

handlers. 

The future development of a telephone triage and advice service across 

the eastern region will extend access further. This service will be 

protocol-driven and delivered by qualified nursing staff'in the main 

working from dedicated call centres. It will build on current 

out-of-hours support infrastructure currently in place in the region; 

Standards will be agreed to encompass access, along with a framework 

of accountability that will include outcomes and performance indicators. 
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On the Road 

Continuity of Care 

Resulting from the implementation of this 

primary care framework, the service-user has now 

accessed a fully integrated primary care system 

that will allow him/her to receive care in a 

holistic, seamless and coordinated manner. 

While this may already be the case in a number 

of primary care settings across the eastern region, 

the Framework Document recommends that this 

approach be more strongly encouraged and 

supported to help foster the kind of 

comprehensive, integrated care that our service

users will increasingly require in the future. 

Teamwork involving a broad spectrum of health 

care professionals, with the service-user at the 

centre, is essential to the provision of this high

quality care. 

Team working will also result in an enhanced 

range of services being made available to the 

service-user. A collaborative team approach 

based on mutually supportive roles for all service 

providers will facilitate the delivery of a 

comprehensive scope of primary care services for 

service-users within the primary care team. 

Service-users often complain about having to tell 

their story many times. This has occurred as a 

result of a f~agmented service where continuity 

of care is limited due to the lack of integrated 

structures and inter-disciplinary team working 

and where services are often poorly coordinated. 

currently this type of service contributes to 

the following: 

A focus on short term, acute interventions 

rather than ongoing and integrated 

treatment and care; 

• Lack of continuity of care, particularly for 

service-users moving within and between 

primary and secondary care and those with 

chronic conditions; 

Duplication of efforts and therefore a waste 

of resources; 

• Difficulties in substituting more effective 

and efficient alternatives for existing forms 

of care; 

• Duplication of administration and lack of 

clear accountability. 

Continuity of care is concerned with the ongoing 

management of health and social care and can be 

considered in two dimensions- will relate to 

within primary care and between primary care 

and other health and social care providers. 

Integration within primary care is particularly 

important for the duration of an acute episode 

and for the management and rehabilitation of 

chronic.illness. 

Continuity of care between primary and other 

healthcare providers is concerned with the 

process by which the service-user is helped to 

move from one source of care provider to 

another in a seamless manner. This may involve 

referral to specialist, hospital or other services. 

Continuity of care also raises the issue of 

reviewing the appropriateness of care that the 

service-user receives. Various studies have 

demonstrated that there is considerable potential 

for substituting different alternatives to care in 

the hospital. 

Primary Care Strategy: Making it Happen 



The implementation of this Framework Document 

aims to improve continuity of care by: 

Providing a common assessment process that 

will enhance the ability of the team to 

undertake a full evaluation of the service-user 

needs after they have accessed the services 

and registered with the primary care 

tea m/network; 

• Offering a seamless care provision by the 

Primary Care Team/network that will meet the 

service-users needs through linking fully with 

services within the team as well as in the 

wider primary and community care network 

and secondary care services. 

Developing a model of integrated care to 

support integrated care between Primary 

Care Team members, the wider primary and 

community care network in the region, and 

with secondary care services. This will ensure 

that care processes are redesigned around the 

needs of service-users. A model, ICON 

(Integrated Care One Network), has recently 

been developed in the Midland Health Board 

area and will prove a useful template for 

developments in the eastern region. 

Primary Care Strategy: Making it Happen 

The following is an example of seamless care: 

Holistic person-centred needs assessment and integrated care planning 

Michael Tingle is a 65-year-old who lives with his 

55-year-old wife in Tallaght. Their five children 

are grown up and living independently. Michael 

was an alert ambulatory person until he sustained 

a stroke (CVA Cerebrovascular Accident) and was 

admitted to the local hospital. 

Michael is now ready for discharge from hospital. 

As a result of having an integrated care pathway 

for persons affected by stroke and effective 

person-centred' multidisciplinary teamwork, it will 

be possible to ensure that Michael will receive 

continuity of care as he is transferred from 

hospital to home. 

Transport, medication, home support and 

equipment provision have been organised as a 

result of joint working by the primary care team 

and hospital service. 

A home visit to assess suitability ofthe home, 

environment was carried out jointly by the 

hospital OT and the primary care team 

physiotherapist as part of an integrated 

approach to service delivery. 

The physiotherapist has arranged for twice 

weekly access to a rehabilitation centre for 

hydrotherapy and will assess his need on an 

ongoing basis. An assessment of Mrs Tingle's 

needs has also been undertaken to meet her 

concerns. This has taken into account any 

risks to her health and the possibility of 

unemployment as well as helping her to care 

with support. 
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The following is an example adapted from the ICON model (Midland Health Board 2003) demonstrating the process of planning, managing, delivering and 

monitoring health and social care needs on a shared basis, integrating all those concerned. 

Catherine aged 17 I 
Catherine is 17 years old and is three months pregnant. While in sc~~~~_s~~_1 
had many problems and was very disruptive. She has been taking drugs for, 

the past two years and now feels veri} lonely and depressed, Her family 

doesn't want to know about her problems and she cannot see how she will 

get through this and look after her baby? She feels that she is not capable 

of sorting anything out for herself. 

With Integrated Care 

To support Catherine the primary care, community care, community welfare, 

mental health and acute services will work in a co-ordinated and integrated 

manner. A specific Care Plan iNili be agreed with Catherine in conjunction 

w.ith all of the relevant service providers. A key worker will be appointed 

who will record all details. Relevant professionals with Catherine's 

permission will log these onto a system for access. To replace the informal 

system of staff communicating with each other, the formal team operating 

in an I.CO.N. integrated care system Will be in place, providing Catherine 

with the re assurance that everyone is working together in the interest of 

her and her baby. 

Extending shared care arrangements with hospital-based consultants for 

defined conditions to be managed in the community. Such arrangements 

will allow the Primary Care Team to secure timely assessment and 

treatment of patients in a hospital setting, where required and in 

accordance with locally agreed protocols and international best practice. 

The following is an example of how the services curref)tly deliver to 

this model: 

Shared Care Programmes 

There are some shared care programmes in operation within the eastern 

region ego Antenatal & Diabetes The programmes involve GP practices 

working together with some .of the hospitals within the region for the 

benefit of the patients/service-users. 

A shared care programme ensures that there is a structured. and 

co-ordinated approach through joint participation of awte and primary 

service providers in the planned delivery of care for patients/service users. 

This necessitates-information exchange above that of a routine referral 

letter resulting in care that is not shifted from one to the other but shared 

with both parties aintaining responsibility. 

The benefits of the program include improved monitoring, lower risk of 

complications, improvedqualitY'of life, increased follow up and high 

service-user satisfaction. 

Primary Care Strategy: Making it Happen 



Providers of primary and secondary care services within the region will 

work together to develop an understanding of patient flow 

management systems and develop initiatives that reduce inappropriate 

demand for healthcare services. This will be achieved by developing 

alternate service models that will include the management of emergency 

and elective admissions and discharge planning; 

It is proposed that community based diagnostic facilities will be 

developed to facilitate appropriate, equitable and timely access for 

service-users; 

• In the absence of community based diagnostic facilities, GPs will be able 

to access hospital based diagnostics and therapy facilities for their 

patients through the provision of locally agreed access and referral 

guidelines. This will reduce unnecessary referral and waiting time for the 

service-user; 

• Key workers will be identified for individual users who require co

ordinated care within the primary care team. The role of the key worker 

will be crucial to co-ordinating the journey of care within primary care 

and between primary and secondary settings. 

Primary Care Strategy: Making it Happen 

This Framework Document proposes that improved communication 

processes, including improvement in the technical aspects of communication, 

will support key integration initiatives that promote the interface between 

primary and secondary services. 

There are three main modes of communication usually used in health 

services. These are: face-to-face, telephone and letter. Information 

technology has resulted in better modes of communication and has resulted 

in accurate and timely transfer of patient information. 

The processes of communication and co-ordination to facilitate effective 

integration will involve the following main elements: 

- Referral guidelines/protocols for consultant care and 

diagnostic services; 

- Discharge communication and planning between hospital and key 

primary care worker; 

- Clinical Care Pathways. 

• Information technology and associated protocols will ensure that, in 

time, information required across the services for joined-up care can be 

accessed by those authorised to do so regardless of where they work in 

the wider health and care system; 

• These will be supported by development of a national quality agenda for 

primary and community health and social services. 
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The following demonstrates prototype examples on how the services 

currently deliver and their potential for expansion/replication: 

Direct access to cardiac services at St. Vincent's 

University Hospital 

The GP Direct Access programme was 

established in October 2002 on a pilot basis in response to significant delays 

in accessing diagnostics in cardiology. 

In short, the programme provides access to specialist cardiac.tests without 

first seeing a consultant cardiologist. 

The programme provides participating GPs with direct access to non-invasive 

Cardiac diagnostics within agreed referral guidelines. Prior to the 

establishment of the clinic, GPs were required to refer patients to OPD in the 

hospital in order to access Echo's, Stress tests etc. 

There are significant waiting times for OPD cardiology appointments in the 

region, with patients experiencing further delays in accessing diagnostic 

facilities and test results. Consequently, the clinic yields considerable benefits 

in terms of quicker turnaround times on test results and quality of life. 

There are also considerable benefits for GPs in their ongoing management 

of their patients within a primary care setting. The programme is also 

contributing to the maximisation of appropriate attendances at OPD. 

Direct access to reablement services 

A direct referral system for local GPs and community staff involving the St. 

Anne's Community Reablement Unit, Harold's Cross, commenced in 2003. 

The unit strives to: 

Lessen the impact of disabling conditions, enabling people to achieve 

as much independence as possible on return to their own homes; 

Provide multidisciplinary approach to rehabilitation; 

• Offer an accessible service to local older people, in an environment best 

suited to their needs; 

Provide a service based on the client's and carer's identified needs; 

Empower clients to take greater control of their well-being; 

Provide holistic, individual care; 

• Provide a safe alternative to hospital admissions; 

• Support the client to return to his or her own home; 

• Work in close collaboration with other agencies. 

Discharge planning commences on the first day of admission, in conjunction 

with family members or significant others. Family advice, support and 

education from the multidisciplinary team are pertinent to facilitate a 

successful discharge. Liasing with the relevant community services ensures 

continuity of care when the client returns home. 
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Maintaining Best Health 

Health Promotion, Disease Prevention 
and Rehabilitation 

The national strategy recognised that primary 

care currently has limited capacity for health 

promotion, prevention of illness and rehabilitation. 

Primary care has an important contribution to 

make in rehabilitation services, particularly for 

patients discharged from hospital ego importance 

of diet, exercise and of taking medication. It is 

likely that most progress will be made where 

these services are delivered under well-developed 

strategies tailored to local community needs and 

circumstances - involving team working modelled 

on evidence based best practice. 

Chronic conditions constitute a major part of the 

services delivered in primary and community care 

and the hospital sector. Major challenges 

continue to arise from diabetes, coronary heart 

disease, respiratory disease, cancers and mental 

illness. These conditions are linked in many cases 

to lifestyle risk factors such as obesity, smoking, 

alcohol consumption and many have a socio

economic and age gradient that gives rise 

to adverse health inequalities in the 

general population. 

Primary Care Strategy: Making it Happen 

The following is an example of how the service 

currently delivers to the model: 

Heartwatch 

The report of the Cardiovascular Strategy Group, 

'Building Healthier Hearts' recommends that 

'secondary prevention for most patients with 

cardiovascular disease.should be provided in the 

general practice setting.' Heartwatch is a 

national pilot for secondary prevention of 

cardiovascular disease in general practice. There 

will be cClnsiderable benefits for the patients 

enrolled in the programme ie. lifestyles that are 

more heart healthy, reduced symptoms and 

improved quality of life. Currently approx 1950 

patients participate within the programme in the 

east. GP's, Practice Nurses and therapists are 

involved in this pilot programme. 

Participants receive regular monitoring of their 

health status ego Blood pressure, cholesterol as 

well as support in the following areas: 

Dietetic Services, Smoking Cessation Clinics, 

Physical Activity Advice, and drug compliance. 

The Irish Heart Foundation has produced 

written patient/service user health information 

leaflets. These leaflets are distributed to 

participating practices. 

The implementation of this Framework Document 

will address these issues across the region by: 

Promoting greater awareness of risk factors. 

Health promotion will be integrated into 

service planning and provision and links made 

with public health professionals working in 

the area; 

Positive promotion and expansion of the 

primary care preventive role as demonstrated 

in the following existing programmes: Take 

Care Of Your Back courses facilitated by the 

physiotherapist, Take Care Of Your Voice 

courses facilitated by the speech therapist, 

How to prevent falls and accidents in the 

home facilitated by the occupational 

therapist, and How to eat well facilitated by 

the dietician. Activity based groups 

sponsored by primary care can ensure that 

the community adopts the message on 

healthy lifestyles ego The Adolescent and 

Older Persons Swimming Club in the 

Carnew Project; 
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• Enhancement of the population health role 

of primary care and the planning processes. 

This will mean building up capacity in the 

sector in areas such as health screening, 

immunisation and public health promotion -

through investment in skills, physical capacity 

and delivery networks; 

Increased diagnostic capacity - including 

programmes to actively screen those at risk; 

Establishing clear protocols for chronic disease 

management post diagnosis, delivered by 

a multi-disciplinary team with well 

developed links to hospital services for 

specialist elements; 

• Development of targeted programmes for 

health promotion and screening to be 

delivered in primary care; 

Expansion of effective linkages with 

community therapy services- through 

primary and community care team working, 

the provision of treatment space in the 

community, management of aids and 

adaptations services, and effective working 

relations with voluntary health, social care 

service and advocacy providers. 

, Slack, N, er 011 (199B). 

Pit Stops for Essential Provisions 

Key elements to achieving co-ordinated 

and integrated care 

Quality and Service-user Engagement 

Service-users are entitled to expect high 

quality and clinically safe services under the 

new arrangements. Service capacity and 

effective models for multi-disciplinary co

operation will be developed based on best 

practice. Continuous improvement and learning 

will also be encouraged. 

The region is committed to implementing 

the Health Strategy's objective of consumer 

involvement in planning and evaluation at 

all levels. Participants from both consumer 

panels and representative bodies have taken 

an active part in the process to date. The 

Framework supports: 

• Current and ongoing participation of service

user representation in the production of the 

implementation action plan(s); 

Facilitation of public meetings to inform the 

general public of the final Regional Action 

Plan for primary care; 

• Community participation that will be a 

cornerstone of the ongoing development of 

primary care services, and the putting in place 

of robust complaints systems; 

Establishment of a quality assurance 

framework to monitor service quality and 

highlight any areas for'action such as: 

- process mapping of service-user pathways; 

- service-users views via questionnaires/focus 

groups. 

• The framework will cover clinical and non

clinical continuous improvement and 

operational governance aspects of delivery. 

Customer-Processing Framework Model' 

The customer-processing framework is a charting 

method devised specifically for customer flows. 

It identifies some of the key activities that may 

occur in 'processing' customers through an 

operation, including: 

The selection - the decision by the 

customer to choose one of several possible 

service operations; 
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The point of entry - the point at which the 

customer first makes contact with the chosen 

operation; either physically by entering the 

system, or remotely by telephone; 

• The response time - the time a customer has 

to wait for the system to respond; 

• The point of impact - the moment at 

which the service worker starts to deal with 

the customer; 

The delivery - the part of the process which 

delivers the core service to the customer; 

• The point of departure - the point at which 

the customer leaves the service process; 

• The follow-up - the activities of the service 

staff to check on the customer after the 

completion of the service. 

In Appendix 4 examples are given using the 

above customer-processing framework for 

mapping a service-user's journey through 

the current and proposed new model of 

Primary Care. 
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Information, Management and 
Communication Systems 

Effective integrated care requires the appropriate 

use of information and communication 

technology. The potential of primary care-based 

information systems, despite some growth in 

recent years, has not been effectively tapped in 

supporting care delivery. 

This Framework document identifies the steps 

required to improve the provision of information 

and communication systems within primary care 

with the objective of providing an integrated 

system focused on the needs of the service-user, 

the health record being the entity around which 

all information activities are centred. 

The provision of enhanced information, 

management and communication capability will 

serve to: 

Allow primary care team/network 

members shared access to service-user 

information allowing for improved 

efficiency of clinical practice; 

Provide opportunities to support service 

improvement and integration around the 

service-user by developing a seamless and 

shared information base; 

• Enable faster delivery of services, at a 

more convenient time and place for the 

service-user and reducing unnecessary 

attendance at hospital; 

Ensure through the harnessing of information 

technology and associated protocols that, in 

time, information required across the services 

for joined-up patient care can be accessed by 

those authorised to do so regardless of where 

they work in the wider health care system; 

The use of an electronic based patient health 

record system will be governed by the following 

key principles: 

Consent from service-users will be obtained 

and polices/protocols around confidentiality 

will be addressed and developed. It is 

intended that all members of the team will 

use a shared electronic patient health record; 

Service-users will be properly informed about 

the necessary recording of personal 

information. Team/network members will 

access, as appropriate within legal and ethical 

boundaries, such information in the planning 

and delivery of care. 

With the above in place the following describes 

how the system would work for a service-user: 

II 

II 

II 

II 

• 
II 

• 
II 



II 

II 

II 

I 

I 

II 

II 

I 

II 

II 

II 

Minor Surgery in the Community 

Susan Duffy, aged 53, is registered with her local Primary Care Team/network 

in North Dublin. She rang the practice recently after becoming concerned 

about a mole on her left arm that had changed appearance, become raised 

and irritated. 

Susan was given a choice of urgent appointment times with Dr. Dolan, a 

local GP with a special interest in dermatology. In the meantime, she was 

reassured by information on the Internet that she accessed through a link 

from the Practice's website, and found this useful in discussing her care with 

the GP in due course. 

Dr. Dolan suggested the mole be excised under local anaesthetic - a 

procedure that he was able to perform a few days later in the surgery. The 

sample was sent to the local laboratory for histopathology. 

One week later, Susan had the sutures removed by the practice nurse in the 

open-access treatment room (no appointment needed). In the meantime,. 

the laboratory had e-mailed Susan's results back to Dr. Dolan through their 

shared Internet link. Some abnormal pre-melanoma cells were detected, so 

Dr. Dolan flagged Susan 's electronic Practice Health Record after agreeing 

with her that she will undertake a full clinical assessment with subsequent 

follow up periodic screening. 

Professional Working Practices, Training and Development 

Multi-disciplinary working is already an aspect of primary care delivery in 

many parts of Ireland - and is an area for full development in the service of 

the future. This requires attention to many people issues often associated 

with organisational change - as well as operating protocols. 

Traditionally in Ireland and elsewhere, GPs have led services in primary care 

settings, with other professions acting largely in a supporting role. This will 

change locally. reflecting international trends, because of: 

A recognition that a team-based multi-disciplinary approach delivers 

better outcomes for those with complex needs; 

An increasing demand from the public for primary care services; 

A shortage of GPs in the systems to provide such services, and the 

proportion nearing retirement; 

Enhanced training, capability and expectations of other professions 

working today in primary care services; 

An increasingly consumerist public, well informed about their needs, 

rights and options. 

Implementation of the Framework Document will facilitate: 

• Clear understanding of inter-professional boundaries; 

• An acceptance of the value of multi-disciplinary working and team input 

to decisions, but also recognition of responsibility and accountability 

especially in clinical matters; 
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Multi-disciplinary input to practice management and resourcing; 

A sufficient pool of trained and experienced staff in all relevant 

professions in or available to the primary care teams; 

Well developed local networks and working relationships; 

• Clear protocols in place to direct appropriately the flow of service-users 

coming into primary care. For example, specifying those who must see a 

GP, and those who may be routed safely to nurse practitioner clinics or 

self refer to allied professionals as demonstrated in the terms and 

conditions for the provision of maternity services in New Zealand; 

Expanded roles and competency of other health professions working in 

primary care services; ego Clinical Nurse Specialists, Practice Nurses, 

Physiotherapists, Occupational Therapists; 

Emphasis on inter/multi disciplinary training and development in 

primary care settings that incorporates personnel working in the 

community setting. 

Primary Care Strategy: Making it Happen 

Capacity Planning 

The capacity of primary care to offer services traditionally provided by the 

hospital sector will further be developed. 

In many cases, specialist services may develop on a reciprocal basis between a 

number of primary care practices, and in co-operation with consultant-led 

hospital-based services. 

The implementation of the Framework Document will allow for: 

• Some GPs opting for additional training to become 'specialists' in areas 

of clinical interest- capable of providing enhanced diagnosis and 

treatment of certain conditions in the community; 

The willingness of hospital-based consultants to provide a proportion of 

their outpatient sessions in community-based primary care facilities, 

where such is possible, for a range of specialties; Implementation of this 

Framework will parallel the commitment to more local accessible 

specialist services which is a key feature of the Report of the Task Force 

on Medical Staffing (Hanly report) that has been adopted by 

government; 

New technology-led diagnostic and treatment equipment that is smaller 

and more portable, and capable of being operated safely away from 

hospital sites (eg. digital imaging). This may be for the use of primary 

care staff, or to facilitate consultant outreach sessions. 
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3. Delivering the Change: 
Regional and Local Initiatives 

Implementing a new model for organising and delivering primary care may 

be viewed as a process of change that will likely disrupt current working 

processes. Staff perception of roles and activities may alter including the 

values endorsed, the boundaries of organisations and responsibility for 

decision-making in the system and organisations. 

The development and implementation of this primary 
care Framework for the eastern region must mobilise 
the elements essential to produce change_ Specifically 
these include: 

• People, (the service-user and staff); 

Physical assets; 

• Finance (both revenue and capital including PPP) as well as 

value for money; 

• The presence of strong leadership; 

An ability to establish new forms of co-operation; 

A comprehensive vision of all the changes to be accomplished. 

The multifaceted challenge presented in the eastern region, as in the rest of 

country, is the implementation of the new primary care model during a time 

of significant organisational reform across the Irish Health system - in line 

with the Government's reform agenda. 

It is envisaged that when the new structures are in place and operational, 

actions to be taken forward on a national basis will be led by the Primary, 

Community and Continuing Care pillar of the National Health Services 

Executive. Actions to be undertaken at a local level will be taken forward by 

Regional and Local Health Office(s). 

International literature in relation to the nature and pace of 
changes entailed in the reorganisation of primary care leads 
to the following conclusions: 

• Transition from one model to another is always difficult, since it requires 

a rethinking of the professional framework (eg. towards a larger scope 

of responsibility) or prioritising of the organisational approach and co

operation among players (eg. multidisciplinary) and organisations; 

• Even if there was one model best suited to all settings, successful change 

would still require strong professional and population based 

commitment, as well as better integration of resources; 

The process of reorganising takes time. It permits experimentation and 

gives players and organisations space to master the key elements that 

support the reorganisation; 

Any policy to reorganise primary care must be based on a clear direction 

and provide incentives to encourage staff to commit to change without 

delay, while also giving them time to work out the emergence of a 

model that best suits their needs (eg. the type of skill and availability of 

resources, the setting in which reorganisations take from). 
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Although a clear direction by government 

agencies is necessary to effect significant change, 

practical implementation of a policy must give 

regional and local players sufficient flexibility to 

develop a primary care structure adapted to their 

reality. It is important to adopt a change strategy 

that allows operators (professional and other 

staff) to participate in design and implementation 

of changes. 

The natural evolution of models for organising 

primary care in Ireland has generally been 

disappointing in many regards. Since a change 

induced solely by local dynamics has not been 

enough; there is a need to combine a top-down 

policy with bottom-up direction. 

While the vision for primary care is clearly set out 

in the Primary Care Strategy and while those 

working in the area support its concepts, it is 

clear that the development of an 

implementation plan is required to guide the 

region in establishing the new model within 

local communities. This has now been 

achieved through the development of this 

Framework Document. 

The completion of this Framework Document has 

been attributed to the significant contribution 
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made by the regional steering group, extended 

core team and approximately 150 individuals, 

including service-users, who participated in the 

six working groups. 

The process has helped to identify good 

practice on which to build further developments 

on as well as highlighting the challenges 

facing the region. More importantly, the process 

has provided opportunities for effective 

collaborative working, with all involved sharing 

a collective goal. 

Key related effects of the new model for primary 

care within the eastern region emerged from 

the six working groups through their collective 

and consultative processes and are identified 

as follows: 

Effectiveness - the ability to maintain or 

improve health; 

Productivity - the cost of services and the 

quantity, type, and nature of services for a 

health problem or episode of care; 

Accessibility - promptness and ability to visit 

a primary care team/network member, and 

ease of accessing secondary care and 

diagnostic services; 

Continuity - the extent to which services are 

offered as a coherent succession of events in 

keeping with health needs and personal 

context of patients; 

Quality - the total appropriateness of care as 

perceived by service-users or professionals, 

including performance against guidelines, as 

well as the suitability of services; 

Responsiveness - consideration of and respect 

for the expectations and preference of 

service-users and providers. 

The pace at which the plan is implemented will 

be gradual and may vary from community to 

community. Support will be required to build 

capacity to implement the changes. 

Work will need to continue with all 

stakeholder groups, as to how effective the 

implementation process is and what it means 

for individual team members. 
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Regional Role. 

The role of the ERHA during the implemen~ation 

of the Primary Care Strategy will be to work with 

the Area Health Boards to: 

Build on this policy Framework Document; 

Facilitate co-operation among 

key stakeholders; 

Assist with programme development 

and design and help solve problems 

during development. 

The ERHA is committed to providing 

leadership and support in relation to the 

following key areas: 

Finance: The capital and revenue implications of 

the primary care model will need to be set out 

clearly. While funding for the initial phase of the 

implementation process was clearly identified, 

the medium and long-term financial plan to 

sustain development will need to identified 

and agreed. 

Estate: The provision of a well equipped, user 

friendly building in which the broad range of 

primary care services, including general practice 

can be delivered from is a key objective of the 

Primary Care Strategy. An initial stage of the 

action plan will be the identification of premises 

requirements. Together with the regional office 

for National Development Plan (NDP), there will 

be a need to develop strategies for the estate in 

the area. 

While some primary care teams/networks will 

require new buildings or other capital 

investment, full option appraisals of the estate is 

required within local areas to determine if 

existing facilities are adequate to meet the needs 

of the primary care teams. 

As part of this appraisal process, consideration 

will also need to be given to the available options 

for accessing capital funds including use of cost 

rent, private/public finance and, where possible, 

bids against the NDP. 

Information Management and Communication 

Systems: The Primary Care Strategy states that 

primary care team/network members will have 

access to appropriate IT and communication 

systems. The Framework Document sets out in 

detail the way in which this vision for ICT will be 

taken forward. 

The ERHA will take a lead role in the 

implementation of the agreed action plan 

through the establishment of a regional' primary 

care ICT steering group. 

The ERHA will also be responsible for interfacing 

with the Department of Health and Children 

regarding ongoing review and refinement of the 

Action Plan going forward together with funding 

requirements to support the implementation of 

the agreed plan. The Authority will be 

responsible for interfacing with national ICT 

initiatives ie: 

o GP messaging; and 

o Common Patient Record System. 

Human Resources: The development and 

effective management of human resources is 

critical to the ongoing implementation of the 

primary care action plan. There are a number of 

key opportunities and threats in the external 

environment that influence the human resources 

agenda in relation to primary care. 

The tightening of employment ceilings and 

employment controls poses challenges for Area 

Health Boards in ensuring that staff across the 

various disciplines are in place to resource 

primary care teams. 
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At the same time, the agenda for change set out 

in the modernisation clause of Sustaining 

Progress provides opportunities for change in 

ways of working, the development of skill mix 

and the development of extended opening hours 

which are all critical success factors for the 

development of primary care. 

The Action Plan for People Management provides 

a comprehensive agenda for change in relation to 

developing human resources. Finally, new 

developments in equality legislation will shape 

the development of services for both staff and 

clients across the health sector. This will be very 

important in the context of an increasingly 

diverse workforce and client base 

Change management: Alignment of existing 

services to primary care teams and networks is a 

key priority for the implementation of the 

Primary Care Strategy and its integration with 

the Health Reform Programme (ie. integration of 

care group and primary care services within the 

remit of the Primary Community and Continuing 
Care Pillar). 

The building and fostering of key working 

relationships within primary care and between 

primary, secondary and community care will be 
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addressed in order to achieve greater 

collaboration and co-ordination between service 

providers. The issue of the broader 'community 

environment' for implementation of the Primary 

Care Strategy vision will also be addressed. 

In addressing the change management agenda 

the Authority will work in partnership with the 

Area Health Boards to: 

Identify and progress opportunities for 

change in the context of the ongoing 

modernisation agenda set out under 

Sustaining Progress; 

Ensure that changes in these areas are 

explored and identified and where necessary 

through the involvement of trade unions in 

keeping with the processes and procedures 

set out in the industrial relations actions 

outlined in Sustaining Progress; 

Refine its initial analysis of short, medium and 

long term workforce planning needs of 

primary care and ensure that needs arising 

are reflected in communications with key 

stakeholders including the Department of 

Health and Children; 

Facilitate the development of staff and teams 

working in primary care, in line with the 

objectives and actions set out in the section 

on Investing in Training and Education in the 

Action Plan for People Management; 

• Ensure that principles and actions that 

emerge from the equality and diversity 

framework and that are currently in the 

preliminary stage of development by the 

ERHA reflect the way in which services are 

planned and implemented in primary care. 

The ERHA is in discussions with service providers 

to ensure that they are aware of their 

responsibilities under the Equal Status Act 2000 

and the Employment Equality Act 1998. 

In relation to primary care, the ongoing 

identification of needs will also complement 

this work. 

Integration: Functional integration of healthcare 

processes within and across healthcare facilities 

contributes to an effective healthcare delivery 

and continuity of care system. 

This Framework Document has proposed the 

development of an integrated primary, 

community and continuing care service that 

promotes the appropriate use and location of 

services. The action plan focuses implementation 

on the shift in service provision from secondary 

II 

I 
r 

II 

r -~. 

II 

II 
III 

II 



, '" 

II 

II 

II 

and institutional care to primary and 

community care. 

Structures will be developed to allow for the 

provision of care to be service user focused as 

opposed to service/organisation focused thereby 

allowing for the provision of care that is readily 

accessible and seamless to the service-user. 

This shift in service provision will require good 

communications infrastructure, well-developed 

ICT and a strong system of care management. 

In order to achieve effective integration and 

interface between the services there is a 

requirement for ownership and commitment by 

all parties involved in the delivery of care to the 

service-user. 

The ERHA will provide leadership in this initiative 

through the establishment of regional 

integration working groups. These groups will 

allow acute secondary care, primary and 

community care, paediatric and maternity care 

service to meet regionally and agree standards 

for local implementation. 

Needs Assessment: A needs assessment 

programme as outlined in the framework 

document will be put in place in each Area 

Health Board and supported as appropriate by 

the Department of Public Health. 

This programme will involve: 

Training programmes for identified groups 

within Primary Care; 

Outlining the key people who will lead within 

the teams/networks on local needs 

assessment; 

Identifying needs and support to 

teams/networks in performing local needs 

assessment. 

Service Policy: The ERHA will support local areas 

in the development of standards that reflect best 

practice in relation to service delivery, ego out of 

hours, shared care programmes. 

Local Role 

The template for success is set when primary care 

becomes the central focus of the health system. 

In designing the three primary care projects in 

the eastern region, (already referred to in Section 

1) situational analysis has already highlighted the 

need for variation in the makeup of the projects 

and the process by which the project is 

progressed. These three projects provide an 

excellent opportunity for evaluating lessons 

learned during the local implementation process. 

local Action Plans will now be prepared to 

ensure that the essential steps needed to 

,strengthen and develop the services can be put 

in place. 

The Framework will enable primary care services 

providers to respond in a more co-ordinated and 

targeted fashion to community needs. 

It will assist service-users, carers, services providers 

to communicate their priorities that will inform 

future policy and funding directions and support 

more effective use of resources to achieve better 

outcomes for the community. 
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Local implementation plans must reflect the key 

objectives outlined in the action plan appendix 

and also consider the elements outlined earlier in 

this section that are essential to effect change ie. 

People, (the service-user and staff), Physical 

assets, Finance (both revenue and capital 

including Public Private Partnership) as well as 

value for money, the presence of strong 

leadership, an ability to establish new forms of 

co-operation. 

Continuous responsiveness to the services 

user's complete journey through the system is 

also required. 

Process mapping of current service delivery 

against the proposed service delivery systems 

must be performed to identify gaps in order to 

move forward with the new model. 

Local areas will participate in the agreed 

monitoring and evaluating process as detailed in 

Section 4 of this Framework document. This 

process will facilitate measurement of 

performance against the agreed objectives. 

Primary Care Strategy: Making it Happen 

.~--"", 

II 

II 

Ii 

II 

... 

II 

.... . 

II 





,(_0 
.0 

.",-

,: 



II 

II 

II 

4. Monitoring & Evaluation 

The ERHA, working in partnership with others, has responsibility to 

oversee the implementation of all actions under this Framework, leading to 

the realisation of a new model of primary care in the region within the 

agreed timeframe. 

This responsibility will be discharged as follows: 

• The ERHA will lead a Primary Care Strategy Implementation Review 

Group (SIRG) to monitor all actions under this Framework against agreed 

timeframes. The SIRG will have clear terms of reference, and will report 

to senior management in the ERHA on overall progress across the region 

against agreed plans; 

In response to (and informed by) this Framework, Area Health Boards 

will prepare Local Action Plans for implementation of the Strategy in 

their respective areas. These Local Action Plans to be presented to the 

SIRG, prior to implementation; 

• Thereafter, quarterly meetings between each Area Health Board and 

the SIRG will be held to review local progress, and agree a course of 

action in respect of any issues arising where appropriate. These meetings 

may be scheduled to coincide with standing arrangements for other 

regional meetings; 

The SIRG shall also monitor progress in delivering those actions within 

the Framework that are being taken forward at a regional level - either 

by the ERHA or by the ERHA in collaboration with Area Health Boards; 

The SIRG may also use the national Performance Indicators for Primary 

Care as an additional means to monitor progress in the delivery of 

change. The new Monitoring and Evaluation Framework for Primary 

Care (currently in development in the Eastern Region) will add to this 

oversight capability once deployed. 
-------------

- ,_" _____ --0- _____ ' ______ -: 

The Primary Care Task Force is working in partnership with key stakeholders 

to develop a National Monitoring and Evaluation Primary Care Framework. 

Every six months the SIRG will review progress against implementation plans 

across the region - setting out tasks completed, the status of those tasks 

remaining to be completed, and action being taken to resolve any difficulties 

arising in the process as planned. An annual summary report will also be 

prepared and published. 

In the context of the current arrangements for monitoring and evaluating 

primary care services within the region, there is a need to build on the work 

undertaken to date by the Region. 

All parties will continue to work collaboratively towards the development of 

a monitoring framework for key service areas within the primary care setting 

to support greater analysis of activity levels across the region. A programme 

of evaluation will also be agreed. 

It is envisaged that when the new organisational structures are in place and 

operational, actions to be taken forward on a national basis will be led by 

the Primary, Community and Continuing Care Pillar of the National Health 

Services Executive. Actions to be undertaken at a local level will be taken 

forward by Regional Health Office(s) and Local Health Office(s). 

Summary of Principal Targets 

The following tables outline the principal targets requiring action under 

each theme A full description of targets, actions and component steps is 

provided in Appendix 1 to this document. 
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Valuing the service users' views 

TARGET 

Ensure 'service user' participation in developing Action Plan for Primary Care. 

Develop a framework for representative 'Service User' participation. 

Assessment of need for services 

TARGET 

Conduct a global assessment of Health Status in the Eastern Region, and report. 

Develop a framework to facilitate needs assessment at local level. 

Implement Local Needs Assessment Framework. 

Generate and evaluate options for creating Primary Care Teams and networks 

based on local service mapping information. 

Develop identified Primary Care Team sites to implement the new model of care. 

Primary Care Strategy: Making it Happen 

STATUS 

Ongoing. 

Ongoing. 

STATUS 

Completed 2003. 

Completed July 2004. 

July 2004 onwards. 

Mid 2005. 

End 2004. 

RESOURCES 

Please refer to 

Quality Action Plan. 

RESOURCES 

Met within existing resources. 

Met within existing resources. 

Met within existing resources. 

Met within existing resources. 

Met within existing resources. 
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Integration of Primary Care 

TARGET 

Integrated models of care 

Develop a model of integrated care - possibly based on the ICON model 

developed by the Midland Health Soard.' 

Capacity management planning 

Ensure that protocols and pathways developed contribute explicitly to effective service 

capacity management and smooth patient flow across the system. 

Diagnostic and therapeutic services 

Review referral pathways and accessibility to diagnostic and therapeutic services, 

and develop regional access/referral guidelines. 

Provide diagnostic and therapeutic services locally where possible, 

or ensure that there is an appropriate access to hospital-based services. 

Elective Outpatient management 

Develop mechanisms to ensure that the PCT/N have appropriate access to outpatient 

department facilities. 

Facilitate increase in the provision of community-based outreach secondary care services. 

Pre-admission Management 

Develop and implement an effective pre-admission service involving all stakeholders. 

This should facilitate pre-admission assessment in the primary care setting. 

Accident and Emergency Services Management 

Develop a national service framework to improve management of emergency services 

and protect capacity. 

STATUS RESOURCES 

Pilot in identified sites. TSe. 

In progress. TSe. 

In progress. TSe. 

In progress. TSe. 

In progress. TSe. 

In progress. TSe. 

In progress. TSe. 
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TARGET 

Implement the framework locally. 

Establish effective communication channels between A&E and PCTs. 

Establish direct access protocol to Medical Assessment Units. 

Establish Telephone Health advice line. 

Elective Admission management 

Develop mechanisms to ensure patients' episodes of care are co-ordinated 

and appropriately planned. 

Information 8. Communication 

Implement a regional strategy to provide all primary care professionals with access to 

the information and communication resources required to deliver integrated patient care. 

Discharge planning 

Ensure that there is an appropriate, comprehensive discharge planning policy into primary, 

community and continuing care. 

Patient Transport Services 

Ensure provision of an effective patient transport service meets agreed protocols. 

Governance 

Clarify roles and responsibilities across Primary Care Teams and networks, with emphasis 

on leadership, corporate governance, clinical governance and accountability. 

Develop a clinical governance framework for Primary Care. 

Develop a risk management framework for Primary Care. 

Primary Care Strategy: Making it Happen 

STATUS 

In progress. 

In progress. 

Please refer to ICT 

Action Plan. 

In progress. 

In progress. 

In progress. 

RESOURCES 

TBC. 

TBC. 

TBC. 

TBC. 

TBC. 
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Quality of Service 

TARGET 

Appropriate ratio of primary care teams in relation to population need. 

Develop an effective primary care team working model. 

Work towards the development of a primary care quality assurance framework that 

includes clinical and operational standards of care & service delivery based on best 

practice and the requirements of the local health economy. This must take into 

consideration current resources. 

Ensure that community participation is a cornerstone of the ongoing 

development of Primary Care Services. 

Improve the interface between community and hospital services. 

Ensure health service resources are allocated to reflect the central role of Primary Care. 

Ensure that the programme of change is adequately resourced, effectively 

managed and inclusive. 

STATUS 

In progress please refer 

to Needs Assessment 

Action Plan. 

In progress. 

Subject to Health Reform 

Programme & established 

HIQA. 

Ongoing. 

Immediate. 

Ongoing. 

Ongoing. 

RESOURCES 

Met within existing resources. 

TBe. 

TBe. 

Dedicated funding required. 

Met within existing resources. 

Met within existing resources. 

Met within existing resources. 
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Human Resources Plan 

TARGET 

Develop a comprehensive and accurate set of baseline data on relevant staffing grades 

and numbers by community care area and care group!unit to identify and inform 

workforce planning needs. 

Identify staff roles/job descriptions for each member of the primary care team with a 

particular emphasis on defining appropriate lines of responsibility, reporting relationships 

and cross- disciplinary working relationships. 

Develop an effective recruitment and retention plan for PCTs, with initial focus on 

redeployment and recruitment and thereafter on retention primarily. 

Explore and progress potential for development of extended opening hours and skill 

mix in line with the next phase of modernisation under the agenda set out in Sustaining 

Progress/benchmarking verification process. 

Facilitate new ways of working required to implement primary care strategy through 

a range of interventions including team building, action learning sets and effective 

change management. 

Provide for ~ffective engagement and consultation with all stakeholders thus ensuring 

a stable industrial relations! employee relations environment is maintained during the 

significant change challenge for each of the disciplines involved in the establishment 

of primary care teams. This necessitates new ways of working incorporating a 

multi-disciplinary approach. 

Identify training and. development and career planning necessary to support 

primary care teams. 
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STATUS 

To commence. 

Ongoing 2004-2005. 

Ongoing. 

Ongoing. 

To commence. 

Ongoing. 

Ongoing. 

RESOURCES 

Will emerge from Scoping 

Exercise. 

To be established. 

To be established. 

To be established. 

To be established. 

To be established. 

To be established. 
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Service Policy 

TARGET 

Health promotion & disease prevention 

Focus on health promotion, illness prevention and well ness based on needs 

assessment that includes determinants of health. 

Develop a model to integrate health promotion in primary care. 

Regional policy for integrating health promotion in planning and its integration 

into service provision at local level. 

Alignment of health promotion professionals to primary care networks and other settings. 

Patient information services 

Ensure patients have access to specific, accurate and timely information on service provision 

through the following processes: 

- Response time to client enquires; 

- Freedom of information; 

- Community participation guidelines; 

- Health Board Documentation; 

- Interpretation Service. 

Team Work within primary care 

Establish principles of team working, protocols, and identifying leader. 

Internal Communications Policy 

STATUS 

Ongoing. 

Ongoing. 

Ongoing. 

Ongoing. 

To be established. 

Ongoing. 

Ongoing. 

RESOURCES 

€O.03m & costs to be met 

within existing resources. 

€10k for mapping exercise. 

WTE deficit costs to be 

quantified thereafter. 

Costs to be met within existing 

resourses; to be established. 

To be met within existing 

resources €10K. 

Costs to be met within existing 

resourses. 
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TARGET 

Record Keeping 

Exploration of current client held records. 

Establish an information sharing culture. 

Screening 

To reduce continuously the incidence of and premature morbidity and mortality from 

illness as early diagnosis and treatment will improve the quality of care to the patients 

Treatment and Curative Services 

Alignment of Paediatric and Adult services to primary care networks to ensure that 

a comprehensive and integrated approach to primary paediatric and adult services 

is achieved which benefits the patient and assist in the improvement of overall health 

through the delivery of evidence-based quality care. 

STATUS 

To be established. 

Ongoing. 

Ongoing. 

Ongoing. 

All primary care professionals will have access to all relevant health information about patients, Ongoing. 

subject to stringent safeguards and legislation, in order to deliver integrated patient care. 

Regional policy for the development of local primary care needs assessment and service Ongoing. 

planning process. 

Develop a model of integrated Primary, community and continuing care. Ongoing. 

Patient will have equitable access to an appropriate member of the primary care team, Ongoing. 

at an appropriate location, within an appropriate timescale, when clinically required. 

RESOURCES 

To be met within 

existing resources. 

To be established. 

€10k & costs to be met within 

existing resources for PCT. 

To be met within 

existing resources. 

Please refer to Quality, Service 

User & ICT Action Plans. 

Please refer to Quality, Service 

User & ICT Action Plans. 

Please refer to Quality, Service 

User & ICT Action Plans. 

Please refer to Quality, Service 

User & ICT Action Plans. 
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Information & Communications Technology 

TARGET 

Immunisations 8. Vaccination Administration 

To implement a comprehensive immunisation and vaccination administration capability 

as part of the roll-out of a replacement child health system. 

Core Communications Infrastructure 

The implementation of necessary ICT infrastructure to enable all members of primary care 

teams and of primary care networks with universal network access for the purposes of e-mail, 

'shared folders', and internetlintranet access. 

Key Clinical 8. Administrative Messages 

To extend the use of ICT to communicate key clinical and administrative messages amongst 

system capability in a primary care context. 

Shared Access to Patient Information/Common Patient Record 

Completion of a 'pilot' of shared access to patient information amongst the 

members of a primary care team/network. 

STATUS RESOURCES 

Ongoing. €650,OOO 

Ongoing. €3,324,OOO 

Ongoing. €400,OOO 

Ongoing. €658,OOO 
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TARGET 

Improved ICT Training & Support Arrangements 

To enable improved ICT support and training arrangements for primary care teams and 

networks adopting the most advantageous approach. 

Direct Telephone & Internet Access to Information, Advice, & Triage 

To pilot and then roll-out in full in the region a service with associated facilities: to offer 

the public a confidential, reliable and consistent source of professional advice on healthcare, 

24 hours a day. The intent of this being: so that they can manage many of their problems at 

home or know where to turn to for appropriate care; to provide simple and speedy access to 

a comprehensive and up to date range of health and related information; and thereby to 

decrease the use of costly services such as accident and emergency facilities. 

Primary Care Strategy: Making it Happen 

STATUS RESOURCES 

Ongoing. €90,OOO 

Ongoing. €580 000 
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Appendix 1: Action Plans 

This section sets out the detailed Framework action plans 
under the following headings: 

Service-user/Person Centred Care; 

• Needs Assessment; 

• Integration; 

Quality; 

Human Resource Plan; 

Service Policy; 

Information, Communication and Technology. 
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Objective: 

Define the objective for 'service user' participation in project of developing Action Plan for Primary Care. 

Rationale: 

'Service User' participation in developing the 

Eastern Regional Action Plan for Primary Care 

upholds this principal when: 

Representatives meet agreed criteria; 

Participants adhere to agreed rules of 

engagement; 

Participation is defined by clear targets, 

ie. 'service user'; 

• Participation in the Extended Core Team is 

to contribute to the development of the 

Action Plan. 

Primary Care Strategy: Making it Happen 

Action/s: 

Inclusion of 'service user 'representation in the 

Extended Core Team (key driver of the Action, 

Plan) - 'service user reps.' members of extended 

core team September 2003. 

II 

II 

II 

Lead: Service User, ERHA. 

Partners: 

Timescale: Autumn 2003. 

Cost/Resources: 

II 
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Objective: 

Framework for representative 'Service User' Participation. 

Rationale: 

The challenge identified is to build on this and 

to ensure participation moves from mere 

consultation to actual involvement in 

determining priorities, assessing needs and 

decision-making. 

Action/s: 

Consistent approach to language /terminology. 

To compliment existing structures, a stratified 

sample of 'service users' is proposed whose 

function is to: 

Primary Care Action Plan. Select 6 persons to participate in the 

extended core team and work directly with 

the six action groups. (Training needs will 

be identified, flexible working arrangements, 

and right setting for participation will 

be adhered); 

• 'Service user' proof draft documents (through 

individual & focus group sessions of the full 

service user group). Plan 'public meeting/s' to 

inform the general public of the finalized 

Eastern Region Action Plan for Primary Care: 

- Oversee the operation of a web page for 

'service user' comments for the developing 

Primary Care Action Plan. 

Lead: 

Partners: 

• Gender rep; 

Age group reps. (adolescent, young adult, 

middle a9ult and older person); 

Agencies ie. Irish Youth Foundation, Older 

Person Groups etc. 

Disability reps; 

GMS/ Non GMS reps; 

Ethnic minority reps; 

Local Authority. reps (ERHA board): 

Voluntary Sector reps (Wheel and 

CommunityNol Pillar); 

Community Development reps; 

Geographic reps (urban/rural/suburban) from 

existing bodies. 

Timescale: Autumn 2003. 

Cost/Resources: 

------------- --------
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r Objective: 

To ensure that community participation is a cornerstone of the ongoing development of .Primary Care Services. ** 

Rationale: 

The community must be involved in, the 

assessment of the situation, the definition 

of problems and the setting of priorities 

that supports a 'bottom up' approach to 

health planning. 

Primary Care Strategy: Making it Happen 

Action/s: 

- Continuous consideration of service user 

involvement at a regional and local level. 

Cost/Resources: 

**Please refer to Quality Aq:ion Plan. 
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Objective: 

Global Assessment in Health Status. 

Rationale: 

Revision of a picture of the health status and 

resource distribution within this region and at 

sub regional is. an important factor in tailoring 

and prioritising local services and alliances and 

the needs of local population. 

Objective: 

Action/s: 

The health status, demography and human 

resources are completed. The areas still 

outstanding are: 

a) Profile of health centre buildings; 

b) Location of GP surgeries are being mapped as 

part of rollout plan. 

Framework to facilitate needs assessment at local level. 

Rationale: 

With a greater focus on development of primary 

care teams and networks, it will be important to 

make available a framework for understanding 

and assessing the health and social needs of the 

local population so as to faCilitate a targeted 

approach to improvement. 

Primary care Strategy: Making it Happen 

Action/s: 

Finalise local Needs Assessment Framework. 

Lead: Region. 

Partners: AHBs. 

Timescale: 2003. 

Cost/Resources: Met within existing 

Lead: 

Partners: 

Timescale: 

resources. 

Region. 

AHBs in consultation with 

stakeholders. 

2004. 

Cost/Resources: Met within existing 

resources. 
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Objective: 

Developing a framework plan for rollout of the primary care strategy across this region. 

Rationale: 

Because the primary care strategy is a major 

development that will require careful and 

prioritised roll out across areas within this region 

over time, it is necessary to structure and agree a 

rollout development plan with stakeholders 

together with agreed principles of prioritisation. 

Action/s: 

Phase 1 

a} Develop a number of options for siting 

of networks; 

Phase 2 

b}Area Health Boards to commence consultation 
at local level; 

Phase 3 

c} Finalise a roll out framework plan. 

Lead: Region. 

Partners: AHBs. 

Timescale: Phase 1: Dec03-March 04. 

Phase 2: Mar 04-June 04. 

Phase 3: July 04. 

Cost/Resources: To be met-within existing 

resources. 
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(A) Integrated Models of Care 

Objective: 

Develop a model of integrated care between the primary care team, primary care network, the community based specialist team and secondary care services 

that is person centered and which facilitates the provision of a service that is accessible, equitable and seamless and which is based on need.' 

==========================--=========~==-=-=-=-~.=-======= 

Rationale: 

To Integrate and design the services around the 

specific needs of the service user. This promotes 

seamless care and aids. the following: 

Promotes continuity of care; 

• Eliminates duplication between'the 

multidisciplinary team members by 

minimising variation in clinical practice; 

'. It improves the service user care management 

and enhances family-centered care and their 

participation in decision-making; 

• It improves resource utilization and enhances 

efficiency saving; 

Allows for the provision of care at the 

appropriate location, within an appropriate 

timescale, when clinically required. 

Primary Care Strategy: Making it Happen 

Action/s: 

Agree a.structure for designing a model of 

integrated care that incorporates the principles of 

National Health Strategy and the Primary Care 

Strategy by: 

Ensuring that each model design starts with 

the patient; 

Ensure that the patient is involved in all 

stages of the development of his own 

care plan; 

Identifying the range of disciplines! 

professionals and agencies that may be 

involved in a persons care; 

Ensure that there is buy in and commitment 

on a mUlti-agency and multi-disciplinary basis 

in the development and provision of care 

within this structure; 

Ensure that the following components are in 

place to support and facilitate a model of 

integrated care: 

- Prevention; 

- Access and referral; 

- Common assessment framework; 

- Integrated care pathways; 

- Key Worker. 

Lead: 

Partners: 

Timescale: 

PCT/N. 

Acute and specialized 

services, AHBs. 

Pilot in identified sites. 

Cost/Resources: TBC. 
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Rationale: 

This model of integration will allow for effective 

linkages between PCT/N, Community based 

specialist teams and secondary care services. 

Action/s: 

Promote an organisational culture that supports 

the development of the infrastructure required 

for an integrated model of care ie. 

1. Clinical and corporate governance; 

2. Strategy and service plans; 

3. System and process; 

4. Information and communication systems; and 

5, Quantitative and qualitative performance 

measurements; 

6. Change management programme; 

7. Training and developmeQt programmes. 

Ensure that a culture of open communication and 

sharing of information is fostered across agencies 

and disciplines in partnership with service users. 

Ensure that there is an appropriate IT system that 

will support the sharing of information across 

agencies and disciplines. 

Promote the development of an. electronic 

patient record which enables all relevant 

Lead: Regional. 

Partners: AHBs, Acute Services PCTIN 

Timescale: 

Cost/Resources: TBe. 

members of the primary care team have access to I 

l ___ ~ ___________ th_e_re_l_evant parts of the service user's r.e_c_o_r_d_s. ________________ ~_. ___ j 

Primary Care Strategy: Making it Happen 



(8) Capacity Management Planning - -
. -

Objective: 

To improve patient flow management. 

Rationale: 

Improvements in patient flow are limited by 

difficulties in accessing inpatient beds, the 

congestion caused by being unable to move 

patients through the Emergency Department, 

inappropriate retention of patients in hospital 

and bottlenecks in overall supply chain of beds. 

Rationale: 

Active management of admission and discharges 

ensures that: 

• Beds are available for emergency admissions; 

• Beds are available for elective patients; 

The quality of patient care is high; 

• Patients get the care they require when 

discharged from hospital; 

There is greater efficiency within the system. 

Primary Care Strategy: Making it Happen 

Action/s: 

To have a structured approach to the 

management of the interface between local 

primary and secondary care which includes 

engagement of health care professionals in the 

management of demand, therefore allowing for 

continuity of care. 

Action/s: 

Develop local protocols which are in line with 

national guidelines and based on best practice 

that addresses the provision of a system-wide 

approach to providing effective elective and 

emergency admission and discharges planning. 

II 

r '. 

II 

II 

Lead: AHBs. 

Partners: Regional, Acute Care. 

Timescale: In progress. 

II Cost/Resources: To be met within current 

resources. 

II 
Lead: PCT/N. 

Partners: Regional, AHBs, Acute Care 

Timescale: End 2004. II. 
Cost/Resources: 

II I 

I 
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rRationale: 

Regular communication, good relations as well as 

ad hoc liaison between all those involved are 

I 

essential to effectively manage the flow of 

patients through the health system. 

Action/s: 

Build on existing relationships and service 

delivery and seek to provide further effective 

service integration between the primary team, 

primary care network, community based specialist 

team and secondary care services where ever 

possible by using a range of tools to support the 

process ie. 

Shared care protocols for chronic 

disease management; 

Integrated care pathways; 

Key worker concept for the co"ordinating of 

patient care ego Diabetes shared care; 

Infertility management. 

Action/s: 

Develop interdisciplinary team buildingto 

bridge the gap between individuals and 

organisational responsibility. 

Lead: AHBs. 

Partners: Regional, PCT/N, 

Acute Care., 

Timescale: In progress. 

Cost/Resources: To be met within current 

resources. 

Lead: AHBs. 

Partners: Regional, PCT/N. 

Timescale: End 2004. 

Cost/Resources: To be met within current 

resources. 

Primary Care Strategy: Making it Happen 
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Primary Care Strategy: Making it Happen 

Action/s: 

Achieve integration of primary and secondary 

care through the establishment of a liaison 

committee that represents the multidisciplinary 

team and the relevant agencies. 

Action/s: 

Introduce and use uniform definitions governing 

integrated services. 

II 

II 

Lead: AHBs. II 

II 
Partners: 

Timescale: 

PCT. 

End 2004. 

Cost/Resources: To be met within current 

resources. 

Lead: Region. 

Partners: PCT, AHBs, Acute Services. 

Timescale: End 2004. 

Cost/Resources: To be met within current 

resources. 

... 
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(C) Diagnostic and therapeutic services . . 

Objective: 

Provision of a community based diagnostic and therapeutic facility. 

Rationaie: 
Inoorder=to~ensure"a,mor.e"appr:opr,iate,oequitable", 

approach to hospital based diagnostic and 

therapy services, sources of referral need to be 

. narrowed and regional access and referral 

guidelines need to be developed if waiting times 

are to be reduced. 

Action/s: 

Establish structures for the provision of 

community based diagnostic and 

therapeutic services . 

Action/s: 

Develop regional agreed access and referral 

guidelines which will playa role in the 

reduction of waiting times and compliment the 

streaming of patients into appropriate diagnostic 

and therapeutic services within the secondary 

care setting. 

Lead: Regional. 

Partners: PCT/N, AHBs. 

Timescale: End 2005. 

Cost/Resources: TBe. 

Lead: PCT/N. 

Partners: AHBs, Acute care services. 

Timescale: End 2005. 

Cost/Resou rces: 

Primary Care Strategy: Making it Happen 



Rationale: 

In the absence of community based services 

ensure that there is an appropriate referral 

pathway developed for access to hospital based 

diagnostic and therapeutic services. 

Primary Care Strategy: Making it Happen 

Action/s: 

To carry out an analysis of current referral 

practices for and access to secondary care 

diagnostic and therapeutic services within 

the region. 

Lead: 

Partners: 

Timescale: 

Cost/Resou rces: 

AHBs, PCT/N. I 
Acute Care Services. I 

II 

End 2005. 

II 
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(0) Ele~tive Outpatient Management ,.., . . . 

. . 

Action/s: 

PCT/N should have access to view out patient 

department waiting times by consultant! 

specialty which will help GPs in choosing an 

appropriate referral. 

Action/s: 

Promote the provision of protected out patient 

appointment times for urgent GP referrals, whict) 

will allow for the prioritising of patients based on 

need. This service should: 

Allow for Direct access; 

Be consultant lead; 

Be protocol driven. 

Lead: Acute Care. 

Partners: PCT, AHBs. 

Timescale: End 2005. 

Cost/Resources: 

Lead: AHBs. 

Partners: Regional, PCT, Acute Care. 

Timescale: In progress. 

Cost/Resources: 

Primary Care Strategy: Making it Happen 



Rationale: 

The provision of outreach clinics in thE! 

community will make services more accessible for 

patients as 'well as providing a framework to 

support ongoing collaboration between 

secondary and primary care. The provision of 

hospital based services within the" community 

environment also illustrates the virtue of working 

at local level, '!Vhere the circumstances of health 

care are well understood and local ownership can 

be achieved. 

~-----------------------

Primary Care Strategy: Making it Happen 

Action/s: 

Build on existing programmes and promote the 

further development of community based 

outreach services ego developing a community 

paediatric service or cancer services. 

II 

II 

Lead: PCT/N. II 

II 
Partners: Acute care services, AHBs. 

Timescale: In progress. 

Cost/Resources: TBe. 

II 

II 

r ' 



--II 

II 

II 

II 

"' 

(E) Pre-admission Management . 

Objective: 

To develop an effective pre-admission service, which optimises the planning and progression of patient care from the point of referral for elective surgery or 

medical care to the hospital admission. 

Rationale: 

The routine performance of pre-admission 

screening for elective admission allows for the 

identification of and planning for, any additional 

health and social care needs on discharge. It also 

ensures that the stay in hospital is kept to the 

shortest time necessary for good recovery. 

Rationale: 

The benefit of having a pre-admission assessment 

carried out in primary care by a GP allows for 

better continuity of care, greater convenience for 

patients and stronger links between primary and 

secondary care. 

'-~-.-------------. ---------

Action/s: 

Pre-admission assessment will where 

appropriate be conducted. on a outpatient 

basis when ever possible. 

Action/s: 

Patient information/data will be recorded at 1st 

contact and throughout the co-ordinated episode 

of care. 

Promote the involvement of the PCT' in pre

admission assessment for elective surgery/ 

medical patient admission to hospital and 

which also facilitates day of Surgery admission 

where appropriate. 
-~-~------

Lead: Acute care services, PCT/N. 

Partners: Acute care services, PCT/N. 

Timescale: In progress. 

Cost/Resources: Within existing ERHA 

resources. 

Lead: PCT/N. 

Partners: PCT/N. 

Timescale: End 2006. 

Cost/Resources: Within existing ERHA 

resources. 

~--j 

Primary Care Strategy: Making it Happen 
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Rationale: 

For all other admissions pre-admission assessment 

provides an opportunity to distinguish between 

emergency and non-emergency admissions and to 

decide whether admissions for acute or alternate 

course of a,ction is necessary. 

------

Primary Care Strategy: Making it Happen 

Action/s: 

Patients will be consulted and included in all 

decisions about their care. 

Action/s: 

Pre-admission services will be continually 

reviewed, evaluated and improved. 

Action/s: 

Establish pathways for unplanned admissions for 

patients admitted from the OPD. 

Ensure cancellation protocols are in place. 

Lead: PCT. 

Partners: PCT. 

Timescale: in progress. 

Cost/Resources: Within existing ERHA 

resources. 

Lead: Acute Care. 

Partners: Acute Care. 

Timescale: 

Cost/Resources: Within existing ERHA 

resources. 

Lead: Acute Care. 

Partners: Acute Care. 

Timescale: End 2005. 

Cost/Resources: Within existing ERHA 

resources. 
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(F) Accident and Emergency Services M~nagement 
. . 

Objective: 

Improved management of emergency services. 

=-.-

Rationale: 

Only emergency patients can be admitted via the 

emergency Department. The philosophy of care 

must shift from admission to assessment to 

ensure appropriateness of admission and 

maximize bed availability for elective admissions. 

Service users should be accommodated on a 

needs basis in a manner that does not negatively 

impact on other patient populations. 

Rationale: 
Ensures continuity of care. 

Action/s: 

To have a structured approach to the 

management of emergency services within 

local areas. 

Action/s: 

To adhere to a national service framework based 

on best practice for effectively addressing 

emergency admissions and from which health 

care professionals can develop local policy 

protocols from within this framework 

Lead: Acute care services. PCTIN. 

Partners: Acute care services, PCTIN. 

Timescale: In progress. 

Cost/Resources: Within existing ERHA 

resources. 

Lead: Acute care services. PCTIN. 

P~rtners: Acute care services, PCT/N. 

Timescale: In progress. 

Cost/Resources: Within existing ERHA 

resources. 

Primary Care Strategy: Making it Happen 



Rationale: 

Ensures that patients follow appropriate 

care pathways. 

L _______ ~ 

Primary Care Strategy: Making it Happen 

Action/s: 

Emergency services should aim to have a 

dedicated nurse who will liase with the primary 

care teamlkey worker. 

Action/s: 

Promote the development of protocols between 

co-ops and A&E department that facilitates the 

integration of services and allows for continuity 

of care for the patient. 

Lead: 

Partners: 

Timescale: 

National. 

AHBs, PCT/N, Acute 

Services. 

In progress. 

Cost/Resources: Within existing ERHA 

resources. 

Lead: Regional, Acute Services. 

Partners: PCT/N, AHBs. 

Timescale: In progress. 

Cost/Resources: Within existing ERHA 

resources. 

I 
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Objective: 

Effective communication between A&E and Pril')1ary Care Teams. 

Rationale: 

Decision support system such as these allow for: 

1. Improved access to quality information and 

assessment; 
2. Reinforces self care where appropriate; 

3. Guides caller to the most appropriate source of 

care; 
4. Decreases the use of costly services such as 

emergency room ·visits. 

Action/s: 

Ensure that effective communication processes are 

established between primary care team Inetwork 
and the local emergency department ie. ~gree 

referral letters to and discharge notifications from 

the emergency department. 

Action/s: 

Ensure that effective communication processes are 

in place between the A&E department and the 

local out of hours service. 

Agree appropriate medium by which information 

. Lead: AHBs. 

Partners: Acute Care. 

Timescale: End 2006. 

Cost/Resources: Within existing ERHA 

resources. 

Lead: PCT/N. 

Partners: Acute Care. 

Timescale: In progr,ess. 

Cost/Resources: Tobe,determineci. 

l
' . _ will be transferred between local emergency dept 

and primary care teaml network ie. Fax, email, 

web browser or post ensuring issues including 

patient confidentiality and consent are addressed. 

- .. ~~--~--~ 

Primary Care Strategy: Making it Happen 



Objective: 

Establish direct access protocol to Medi<;al Assessment units. 

Objective: 

Establish Telephone Health advice line. 

Primary Care Strategy: Making it Happen 

Action/s: 

Primary care team need to establish direct access 

criteria to local Medical Admission/Assessment 

unit in partnership with the hospital. 

Action/s: 

Promote the provision of a nurse lead telephone 
advice/triage service. 

Action/s: 

Ensure the public are aware of service. 

- -------- -----

Lead: AHBs, Region. 

Partners: PCT/N, Acute Care. 

Timescale: In progress. 

Cost/Resources: To be determined. 

.' 

II 
Lead: Region. 

Partners: AHBs. 

Timescale: In progress. 

Cost/Resources: To be determined. 

Timescale: In progress. 

Cost/Resources: To be determined. 
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(6) Elective Admission Management . 

Objective: 

Ensure a patients episode of care is co-ordinated and appropriately planned. 

Rationale: 

The process of admitting a patient for elective 

treatment requires the admission and discharge 

planning to start simultaneously where possible 

with patients and carers as part of the process. 

Bed management plays a critical role in the 

implementation of the bed management policy 

for the hospital. 

-~--

Action/s: 

Pre-admission assessment should be a standard 

requirement for all elective admissions to 

ensure appropriate pianning of the entire 

patient journey. 

Promote the provision of a ward based care co

o'rdinator and ensure that the role is supported 

within the patient journey. 

Lead: Acute Care. 

Partners: PCT/N, AHBs, Region. 

Timescale: In progress. 

Cost/Resources: Within existing ERHA 

resources. 

Primary Care Strategy: Making it Happen 



(H) Information and Communication . 

Objective: 

All primary care professionals should have access to first class common communication mechanisms, IT and information as required to deliver integrated 

patient care, subject to stringent safeguards and legislation, in order to deliver integrated patient care. 

Rationale: 

The development of an ICT infrastructure should 

provide support to the health care community in 

its work across the whole community and where 

organisational boundaries are.not irrelevant. 

Primary Care Strategy: Making it Happen 

Action/s: 

Develop regional performance standards and 

performance indicators for transition of care. 

Lead: 

Partners: 

Timescale: 

Regional. 

AHBs; PCT/N. 

Secondary Care. 

In progress. 

Cost/Resources: Please refer to ICT 

Action Plan. 
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Rationale: 

The provision of an appropriate ICT infrastructure 

will support service improvement and integration 

around the patient by developing a seamless and 

shared information base. 

Action/s: 

To support the provision of a core cornmunication 

infrastructure for all primary·care professionals. 

To support the implementation of the Pdmary 

Care ICT Action Plan framework which focuses on: 

Key clinical and administration messages; 

Common patient record system- electronic 

patient record; 

• Shared access to patient information; 

Improved ICT support arrangements; 

Direct telephone and internet access to 

information, advice and triage. 

Action/s: 

Ensure appropriate protocols relating to 

confidentiality and patient consent are addressed. 

l ______________________________ ___ 

Lead: Regional. 

Partners: PCT/N,AHBs. 

Timescale: 'In progress. 

Cost/Resources: 

Lead:. ,Regional. 

Partners: PCT/N, AHBs. 

Timescale: 

Cost/Resources: 

Primary Care Strategy: Making it Happen 



(I) Discharge Planning 

Objective: 

Ensure that there is an appropriate and comprehel)sive discharge planning policy into primary, community and continuing care. 

Rationale: 

Discharge planning is a process and not an 

isolated event. Components of the health care 

system must work together to ensure the whole 

system approach to admission and discharge is 

reflected in the patients experience. Good 

discharge management is vital to ensure: 

• Beds are available for emergency & 

elective admissions; 

• The quality of patient care remains high. 

Primary Care Strategy: Making it Happen 

Action/s: 

Discharge planning will commence prior to 

admission where appropriate. 

Action/s: 

Ensure that patients and their carers are involved 

as equal partners with clinical staff in the 

Lead: PCT/N. 

Partners: Acute Care. 

Timescale: In progress. 

Cost/Resources: Within existing resources. 

Lead: PCT. 

Partners: 
I 

Timescale: i discharge planning process. 

_~_~~~ Cost/Resource~:~- ____ ~___ _J 
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Action/s: 

Staff will work lI)Iithin a framework of integrated 

multidisciplinary and mUlti-agency team working 

to manage all aspects of the discharge process. 

Action/s: 

The process of discharge will be co-ordinated by a 

named person who has responsibility for co

ordinating all stages of the patient journey. 

Action/s: 

Effective use will be made of transitional and 

intermediate care services, so that existing acute 

hospital capacity is used appropriately and 

individuals achieve their optimal outcome. 

Action/s: 

Effective discharge planning will be supported by 

an appropriate communication systems which will 

allow for efficient continuity of care ie. discharge 

letter accompany patient orland email to key 

Lead: 

Partners: 

Timescale: 

Cost/Resources: 

Lead: 

Partners: 

Timescale: 

Cost/Resources: 

Lead: 

Partners: 

Timescale: 

Cost/Resources: 

Lead: 

Partners: 

Timescale: 

Cost/Resources: 

-------

PCT. 

AHBs. 

In progress. 

Within existing resources. 

Secondary care. 

PCT. 

In progress. 

Within existing resources. 

AHB. 

Acute Care. 

In progress. 

Within existing resources. 

Secondary Care, PCT. 

AHBs Region. 

In progress. 

Within existing resources. 
worker ego GP or PHN prior to or at latest on day 

of discharge. j 
------------------------------------

Primary Care Strategy: Making it Happen 
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(J) Patient Transport Services . . . 

Objective: 

Provision of an effective transport serviCe. 

Rationale: 

Appropriate transport services will ensure 

patients are transferred to the most appropriate 

care setting in a timely manner by the 

appropriate person. 

-------_. -'---

Primary Care Strategy: Making it Happen 

Action/s: 

liase with ambulance services to establish 

transfer protocols. 

Ensure appropriate emergency communication 

lines are established. 

Establish transport protocols ensuring 

appropriate resource and vehicle utilisation in 

order to maximise emergency service capacity al)d 

reduce response times. 

Lead: Regional. 

Partners: AHBs. 

Timescale: 

Cost/Resources: 

,----------- -- -----,----
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(K) Governance . . 

Objective: 

Opportunities for service providers and primary care teams to work together to facilitate integration should be maximised. to deliver optimum services. Primary 

care providers will need to fulfil the main elements of Governance ie. accountability probity, value for money and openness. 

Rationale: 

Good will and change management a~e key components to progressing the 

development of primary care, but the governance mechanisms in place to 

support this strategy are key to ensuring a high standard of care is provided, 

whilst at the same time fulfilling the public service values of accountability, 

probity, value for money and openness. 

Action/s: 

All partners will need to clearly identify the role and responsibilities of all 

stakeholders in developing primary, community and continuing care as an 

integrated service. 

The Governance mechanisms within primary care teams will need to be 

clearly identified. Roles, responsibilities and terms of reference of various 

committees will need to be agreed. 

Ensure governance mechanisms for the PCT is linked to existing structures. 

To ensure that all potential partners both voluntary and statutory 

explore ways of working together to enhance the delivery of services in a 

seamless manner. 

Clinical governance frameworks will need to be developed across the 

primary care networks to ensure best practice is enhanced. 

To develop risk management standards and clear framework throughout the 

primary care .networks. 

Lead: Region. 

Partners: AHBs. 

Timescale: In progress. 

Cost/Resources: Within existing resources. 

Primary Care Strategy: Making it Happen 
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Primary Care Strategy: Making it Happen 



Objective: 

Appropriate ratio of primary care teams in relation to population need. 

Rationale: 

Planning of a quality service depends on the 

density of population together with the needs of 

the community. Sufficient numbers of staff in 

core constituent disciplines is fundamental to the 

delivery of that service. The core disciplines must 

reflect the needs of the community. 

Primary Care Strategy: Making it Happen 

Action/s: 

Conduct local needs assessment mapping exercise. 

Action/s: 

Ongoing review. 

Lead: 

Partners: 

Timescale: 

Project Mangers (Local 

implementation projects). 

Public Health, Local 

Community Care Areas. 

Refer to Needs Assessment 

timescales - should be in 

line with them. 

Cost/Resources: Within existing resources. 

Lead: 

Partners: 

Timescale: 

AHBs. 

Primary Care Teams. 

Review at intervals of 

3-5 years. 

Cost/Resources: Within existing resources. 
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-----------------------------------------------------------------------------~, 

Action/s: 

Execute an auditof current PC facilities and 

identify potential sites'for future PC teams 

(this to include the identification of gaps that 

could potentially be filled through Publici 

Private Partnership). 

Action/s: 

Devel.op a comprehensive Human Resource plan 

to address identified need. 

-------_. ------------------------ -----------------

Lead: 

Partners: 

Timescale: 

ERHA. 

Community 

repr!!sentativesl 

Consultative Groups 

Refer to Needs Assessment 

Group. 

Cost/Resources: Within existing resources. 

Lead: DoHC 

Partners: ERHA, AHB. 

Timescale: Refer to HR Group. 

Cost/Resources: TBC 

I ___ _______ .-J 

Primary Care Strategy, Making it Happen 
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I Objective: 

I To develop an effective primary care team working model. 

Rationale: 

Professionals working in primary care will not just 

apply their separate skills to contribute to the 

care of individual patients but will work together 

as a team to find ways of improving the health of 

the community_ 

----- .-.-------------------

Primary Care Strategy: Making it Happen 

Action/s: 

Provide the following to facilitate team working: 

Appropriate environment eg_ physical 

infrastructure & resources; 

• Work towards providing PC Team services 

from single or proximal sites. 

Lead: 

Project Managers (Local implementation 

projects), Primary Care Teams, Community 

representatives! Consultative Groups, 

Area Health Boards, General Managers. 

Partners: 

Office for Health Management, Local Community 

Care Areas, Community Care Management Teams, 

Primary Care Teams Community Reps. 

Timescale: 2004. 

Cost/Resources: See ICT Group. 
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( Action/s: 

Provide integrated Technical support 'for P~imary 

Care Teams. 

Provide access to training & further development 

opportunities. 

Promote 'regu'lar meetings between 'Primary care 

team members to evaluate their 'notes/records ,in 

making a community diagnosis and plan 

collective activities in dialogue with the local 

community encompassing the use 'of: 

Multi-disciplinary 'care plans; 

Multi disciplinary 'sha~ingof 'records. 

;Provide clarity around 'leadership 

and management. 

Lead: IDoHC, IERIiIA, ,OHM. 

Partners: AHBs. 

Timescale: 2004. 

Cost/Resources: iPBe. 

Work in Progress: 

2 lout ,3l1mplementation iProjects ,qpe~ating ;fwm 

'single,sites. 

Primary Care Strategy: Making it Happen 



Objective: 

To work towards the development of a primary care quality assurance framework that includes clinical and operationa'i standards of care & service delivery 

based on best practice and the requirements of the local health economy. Risk Management will be an essential component of this. This must take into 

consideration current resources. 

Rationale: 

All services must, in so far as possible, work 

towards best practice models and agree 

measures, on a continuing basis, to ensure that 

quality is maintained. 

Action/s: 

Work towards the development of a Mandatory 

External accreditation process. 

Lead: 

Partners: 

Timescale: 

DoHCJHIQA, ERHA. 

AHBs, Community 

representatives! 

Consultative Groups. 

Subject to progress of 

Health Reform Programme 

and establishment of 

HIQA. 

Cost/Resources: TBe. 

I 
I 
I 

----------------------------------------------------------j 
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Action/s: 

Work toward the completion of a literature 

review of best practice models of service delivery 

in Primary.Care. 

Develop a Monitoring & Evaluation Framework 

for the PC strategy to include: 

Minimum. Data Sets; 

Aprogramme of Evaluation; 

Performance Indicators. 

Develop and Agree local M&E framework for 

Primary Care Teams. 

Lead: 

Partners: 

Primary Care Teams, Local Community Care Areas, 

Project Mangers (Local implementation projects): 

• Area Health Boards; 

• 
• 

General M.anagers; 

Primary Care Teams . 

Appropriate Professional Groups ego ICGP, An 

Bord Altranais etc. 

Timescale: 

OHM work underway, Nationally agreed To be 

decided by task force in consultation April 2004. 

Cost/Resources: 

Within existing resources. 

Primary Care Strategy: Making it Happen 



Action/s: 

Agree & establish 'Activity Data 

Sets' for Primary Care Teams, 

Establish a complaints procedure in 

each Primary Care Project. 

Establish/adapt protocols for 

complaints relating- to 

professional groups. 

Designate Complaints Officer in 

Primary Care Teams. 

Publicise procedures in relation to 

the making and handling of 

complaints and the process used to 

resolve them, 

Primary Care Strategy: Making it Happen 

Timescale: 

2004 (in line ERHA protocols). 

Ongoing. 

2004. 

2004. 

(ost/Resources: 

Within existing resources. 

Within existing resources. 

Within existing resources. 

Work in Progress: 

Methadone Protocols, Shared Care 

Diabetes, Combined ante-natal care, 

Immunisation, Heartwatch. 

ERHA document 'A Framework for 

the enhanced and effective 

handling of complaints in the 

Eastern Region' at Implementation 

stage available on the ERHA 

website: www.erha.ie 

A national set of Performance 

Indicators for Primary Care has been 

refined during 2003 and agreed for 

reporting in 2004. The development 

of Monitoring & Evaluation within 

the region is ongoing. 
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Objective: 

To ensure that community participation is a cornerstone of the ongoil1g development ofP~imary 'Care Services. 

Rationale: 

The community must be involved in the 

assessment of the situation, the definition 

of problems and the setting of priorities 

that supports a 'bottom up' approach to 

health planning. 

Service users should be aware of the process 

Action/s: 

Conduct servi.ce -user dialogues il1corrporating the 

three implementation projects to e~ploredata 

protection and ,other issues in [relation toa 

universal registratiol1 system. 

Lead: 

Partners: 

I~[qject !Mangers ,(Local 

rimplementatiol1 ilJr.Cijects), 

'ERIiIA, AHBs. 

Community 

rr-epresentativesl 

,Gol1sl:lltative IGroqps, 

IP~imary'Car-e iTeams, ILocal 

by which information is stored, accessed rGomml:ll1ity (Car.e ,Areas. 
and protected. 

Action/s: 

:Ensure that there is Communityl'Service user 

Advocacy representation on each Pnimary Care 

Implementation Team. 

Cost/Resources: IDedicatedfuradil1g. 

Lead: rProject Mal1agers. 

Partners: ,Gomml:lnity 'Ca~e A~eas. 

Timescale: ,Immediately. 

Cost/Resources: ID.edicated iflmding. 

'I 
\ 
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Action/s: 

Establish service user advisory/Consultative 

Committee for each Primary Care Team. 

Action/s: 

Provide clear and accessible information for 

service users regarding services, structure and 

personnel of PCP. Available in hard copy and 

on website. 

Action/s: 

Development of a comprehensive Directory 

of Services. 

Primary Care Strategy: Making it Happen 

Lead: Project Managers. 

Partners: Community Care Areas. 

Timescale: End December 2004. 

Cost/Resources: TBC (depending on model 

adopted). 

Lead: Project Managers. 

'Partners: 

Timescale: 

Community Care Areas. 

Pending establishment of 

team - then on an 

ongoing basis. 

Cost/Resources: Dedicated funding. 

Lead: AHB. 

Partners: EHSS. 

Timescale: Ongoing. 

Cost/Resources: 'Within existing resources. 

Work in Progress: 

The ERHA website contains a detailed Directory 

of Services and all AHB's have produced a 

Directory of Services. A Framework for the 

Enhanced and Effective Handling of Complaints 

in the Eastern Region (ERHA 2003). People 

Matter Report on the' Experiences & Expectations 

of People of the Health Services (ERHA 200i). 

Some PCPs have community representative on 

Implementation Team. 

J 
----------------------~ 
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Objective: 

To improve the interface/integration between community and hospital services. 

Rationale: 

To provide a seamless quality service. 

Action/s: 

Investigation of MHB model of Primary 

Care Integration. 

Work in Progress: Heart-watch, Direct Access, Cardiac Rehab Ph III, Diabete~ Shared Care. 

Objective: 

To ensure health service resources are allocated to reflect the central role of the Primary Care Strategy. 

Rationale: 

Historically, priority investment of resources has 

been directed towards- hospital Services. 

Action/s: 

Consolidation of services to continue 

VFM Initiatives to be-planned and implemented. 

, Lead: AHB. 

Partners: PC teams. 

Timescale: Immediately. 

Cost/Resources: Within existing resources. 

Lead: DoHC, DoF. 

Partners: ERHA, AHB. 

Timescale: Ongoing. 

Work in Progress: Internal ERHA Group established to examine trends in prescribing medicines in the Eastern Region (through GMS schemes). 
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Objective: 

To' ensu~e that the programme of change is adequately resourced, effectively-managed and inclusive. 

Rationale: 

l'he· management of change is uitical for·th·e 

immediate and future success of the PC Strategy. 

Rationale: 

Critkal here is the Implementation of policies' 

which recognise the importance of the well-being 

of staff within the workplace. 

Primary Care Strategy: Making it Happen 

Action/s: 

Ensure all staff are familiar with the service 

planning process and how they contribute to it 

by providing training in Service-Planning. 

Action/s: 

Identify personnel at each level in organisations 

for training as change agents. 

Lead: 

Partners: 

Timescale: 

DOHC, OHM. 

Area Health Boards, 

General Managers, Heads 

of Displine. 

Ongoing. 

Cost/Resources: To be met within existing 

training budgets (eg. 

through EHSS, OHM, 

HSNPF etc.). 

Lead: 

Partners: 

Timescale: OHM - team building 

underway. 

Cost/Resources: Within existing resources. 

II 
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Rationale: 

The working environments and .remuneration 

levels of staff need to reflect the reality of the 

market place. 

Action/s: 

Development/Adaptation of appropriate 

mechanisms for two- way feedback for staff and 

management (eg. facilitation, partnership etc.). 

Instigate more open recruitment practices. 

Action/s: 

Quality-proof' the management 

function through: 

The development of more defined 

job descriptions; 

• More focused selection criteria for 

management roles; 

Management training and development of 

leadership skills; 

Evaluation of management performance. 

--------------- -----------------

Timescale: Ongoing. intervals. 

Cost/Resources: Within existing resources. 

Lead: DOHC, OHM. 

Partners: Areas Health Boards. 

Cost/Resources: Within existing resources. 

Work in Progress: Training/Education Budget, 

Action Plan for people 

Management, Sustaining 

Progress, PRA process, 

Consultation re: Health 

Service Reform 

Programme, Newsletters 

______ .J 
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Objective: 

Develop a comprehensive and accurate set ofbaselirie data on reievant staffing grades and numbers by community care area and care group/unit to identify 

and inform workforce planning needs. 

Rationale: 

Need for valid baseline data to inform overall 

needs assessment prOcess, workforce planning 

and projections, drill down into existing 

information and address inconsistencies in current 

data set through utilisation of PPARS. A mapping 

of existing workforce and contract staff will assist 

the identification of development needs of the 

workforce and take account of implications of 

current employment ceilings. 

Primary Care Strategy: Making it Happen 

Action/s: 

In collaboration with AHBs, HR Directorate 

of ERHA to define in detail scope of areas to 

be covered; 

Assess resource requirements needed to carry 

out work that has been scoped; 

Assess feasibility of producing this 

information from ZCen through PPARS; 

Work with AHBs to extract and validate data 

from PPARS - this will involve extensive work 

involving mapping of local codes to national 

codes, data validation, reallocation of data 

based on validation; 

Carry out an audit of existing staff as 

identified above. Such existing staff should 

then engage in personal development 

planning to assist the identification of 

development needs. 

Lead: AHBs. 

Partners: 

Local - Partnership Committees, HR Directors, 

Primary Care Teams, Regional - ERHA HR 

Directorate, EHSS, National level - National 

Primary Care Strategy Team, National PPARS 

Office, HSEA, OHM, DoHC and HSE. 

Timescale: 

This is the first step in the HR planning phase -

pre-implementation. Need to be in place prior 

to implementation. 

Cost/Resources: 

Will emerge from scoping exercise. Likely that 

there will be significant HR impact and cost due 

to staffing requirements over and above 

redeployment of current staff as PCTs are put in 

place. This will depend on whether adjustments 

will be made to existing employment ceilings or 

whether staffing will adhere to clirrent 

employment ceilings. 

- --- ----- ---------
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Objective: 

Identify staff roles/job descriptions for each member of the primary care team with a particular emphasis on defining appropriate lines of responsibility, 

reporting relationships and cross-disciplinary working relationships. 

Rationale: 

New working arrangements and roles will be 

required for those involved in primarY care teams. 

This will include effective lines of responsibility 

and working relationships between the GPs and 

other members of teams to be drawn up to take 

account of the public/private mix~ 

Action/s: 

Identify roles for each discipline in the primary 

care team based on service delivery requirements. 

Engage with staff groups and representatives in 

drawing up new job descriptions, roles and 

inter-relationships. 

Lead: 

Each AHB to lead in their area. 

Partners: 

Local - Directors of HR, ERMs, Partnership 

Committees and local staff representatives. 

Regional - ERHA role to be agreed with AHBs 

(facilitation role?). National - HSEA, National 

Management Teams, Union Officials, NJC. 

Timescale: 

Timescale set out for modernisation under 

Performance Verification process for 2004 and 

2005. Ongoing. 

CostlResou rces: 

Possible additional costs. Change agenda under 

Sustaining Progress would assist meeting 

objective within current resource structures. 

---~) 
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Objective: 

Develop an effective recruitment and retention plan for PCTs, with initial focus on redeployment and recruitment and thereafter on retention primarily. 

Rationale: 

Recognise that this will initially be a significant 

challenge to entice existing staff into new areas. 

locatiOn and nature of work may offer both 

opportunities and challenges. 

. Action/s: 
Advertising campaign both internally and 

externally to be used in initial instance. 

Focus thereafter to be primarily on retention 

initiatives. The Authority'S 'Improving Working 

Lives' Report to assist actions in this area. Focus 

on professional development and up-skilling in a 

multi-disciplinary environment as key attractions 

both for recruitment and retention. Develop 

advanced team working within PCTs. 

Primary Care Strategy: Making it Happen 

lead: 

AHBs, and local partnership committees. 

Shared Services. 

Partners: 
local - HR Directors, PCTs. General Managers, 

GPs, Partnership Committees. Regional - ERHA, 

Planning and Commissioning, HR & 00 

Directorate, NMPOU. National - Department, 

HSEA, HSNPF. 

Timescale: 

Six months lead in prior to establishment of PCTs .. 

Thereafter - ongoing. 

Cost/Resources: 

AdvertiSing Budgets for recruitment to be 

identified during scoping exercise above. 

Ongoing retention initiatives outside of up

skilling and professional development, to be 

delivered within 'normal' budgets. Funding 

through the Action Plan for People Management 

(APPM) themes 2 and 5 to be sought. AHBs need 

to prioritise training support from current 

budgets/action plans during set up and initial 

implementation phases. 

II 
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Objective: 

Explore and progress potential for development of extended opening hours and skill mix in line with the next phase of modernisation under the agenda set 

out in Sustaining Progress/benchmarking verification process. 

Rationale: 

Need to utilise Sustaining Progress as key lever 

for change in these two key elements of the 

development of the primary care model. 

L 

To be agreed in local modernisation" agendas of 

AHBs. Identify skill-mix options. Carry out 

assessment of community needs for extension of 

opening hours. 

AHBs and partnership committees. 

Local - General Managers, HR Directors, ERMs, 

Partnership Committees, Heads of Service, 

Primary Care Teams. 

Regional - ERHA, Planning "and Commissioning, 

NMWPU, National - HSEA, HSNPF. 

Ongoing in context of modernisation agenda of 

Sustaining Progress. 

To be established, although under Sustaining 

Progress - modernisation agenda should ensure 

adherence to current cost structures - additional 

costs to provide for additional out of hours may 

arise - national issue. 

------------) 

Primary Care Strategy: Making it Happen 



~--------------------------------------------------------------------------------------------------------

Objective: . 

Facilitate new ways of working required to implement primary care strategy through a range of interventions including team building, action learning sets 

and effective change management. 

Rationale: 

Has been consistently identified by all 

stakeholders as a common and very important 

critical success factor in ensuring the 

implementation of the primary care model. An 

effective working together/multi-disciplinary 

approach is crucial. 

Action/s: 

A workshop was held in December 2003 between 

the HR Core team, ACEOs and HR Directors of the 

Area Health Boards, facilitated by an external 

consultant sourced through the OHM, to explore 

what is required to achieve this objective and to 

identify actions that could be progressed. In 

setting out actions it will be very important to 

capture, recognise and share good and innovative 

practice already underway through better sharing 

of information and development of networks; (a 

selection of developments underway in nursing 

are provided below as an example of good 

practice which has been developed to date). 

'----------------------------- -- -- --- - ---- - -- --- .- - - --------

Primary Care Strategy: Making it Happen 

Lead: 

Partners: 

Timescale: 

AHBs and Partnership 

Committees. 

Local - CLADs, Regional 

ERHA, National - HSNPF, 

OHM. 

TBe. 

Cost/Resources: Cost of team building 

exercises should be 

possible from within 

current training budgets in 

AHBs. 
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Objective: 

Provide for effective engagement and consultation iNith all stakeholders thus ensuring a stable industrial relations/ employee relations environment is 

maintained during the significant change challenge for each of the disciplines involved in the establishment of primary care teams. This necessitates new ways 

of working incorporating a multi-disciplinary approach. 

Rationale: 

Ensuring staff, unions and management can 

engage effectively and in a timely fashion to 

facilitate establishment and implementation of 

primary care teams. 

Action/s: 

Conduct regular briefings and communications 

for all stakeholders. Use partnership model as 

primary method. Engage with local staff 

representatives at an as early time as possible. 

Lead: 

Partners: 

Timescale: 

Cost/Resources: 

AHBs. 

Local - HR Directors, ERMs, 

Partnership. Committees, 

Local staff representatives. 

Regional - ERHA, National 

- HSEA, Unions, NJC. 

Ongoing. during lifetime 

of Sustaining Progress. 

No additional 

costs/resources required as 

this objective should be 

met through normal staff 

engagement, partnership 

processes and through 

normal industdal relations 

mechanisms in place in 

the AHBs. 
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Objective: 

Identify training and development and career pianning necessary to support primary care teams. 

Rationale: 

Skills audit is starting poirt to provide framework 

to describe skills required. Also provides basis for 

continuous professional development (CPO), 

career planning and succession planning. 

Effective recruitment and retention within 

primary care. 

Action/s: 

Complete skills audit once existing staff and 

contract staff are identified. Carry out needs 

analysis. Develop training plan. Develop 

career plans/pathways appropriate to primary 

care teams. 

'-----------------------------~----~----

Primary Care Strategy: Making it Happen 

Lead: 

Partners: 

AHBs. 

Local - AHBs CLADs, 

Regional - ERHA HR & 00 

Directorate, National -

HSEA, OHM, DoHC, HSE. 

Timescale: Ongoing .. 

Cost/Resources: 

There may be significant training costs here 

dependent on the audit of current staff that 

might be redeployed into PCTs. Some 

professional training can be supported from 

existing training budgets for certain categories 

of staff. Other training such as team-building 

and management training should be supported 

from within existing corporate training budgets 

in the AHBs. 

----j 
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(A) Health Promotion & Disease Prevention 

Objective: 

Focus on health promotion, illness prevention and well ness based on needs assessment that includes determinants of health. 

Rationale: 

To progress the integration agenda within the 

Primary Care Strategy - Primary Care - A New 

Direction in accordance with national policy. 

L~ __ 
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Action/s: 

Undertake a S.W.O.T. analysis to identify how 

health promotion is currently integrated into 

service delivery at primary, community and 

secondary care level. 

Engage an external consultant to undertake 

analysis which involves all stakeholders. 

AQalysis to examine present arrangements a"nd 

make recommendations for future integration 

of health promotion at primary and secondary 

care level. 

Lead: AHB. 

Partners: PCT/N. 

Timescale:" End 2004. 

Cost/Resources: €O.30m. 

,. , 

II 

II 

I.. 

r " 
, ~ 

II 
I 
I 

I 
,. 
... 

I 

J 
,. , 
... ~ 

f',. 
\,.,< 

,. "' 
... , 



, 

, "' 

II 
"' 

, "' 

, 

, 

, 

, "' 

II 

Objective: 

Develop a model to integrate health promotion in primary care. 

Rationale: 

To ensure a comprehensive and integrated 

approach to health promotion in primary care. 

Objective: 

Action/s: 

Include this requirement in the Terms of 

Reference for the external consultants 

undertaking the S.W.O.T. analysis. 

The model needs to: 

identify structures and processes required; 

clarify leadership/partnership roles. 

Lead: External consultant. 

{" Partners: AHBs, PCT/N. 

Timescale: End 2004. 

Cost/Resources: Costs to be met 

within budget for 

S.W.O.T. analysis. 

l 
I 

Regional policy for integrating health promotion in planning and its integration into service provision at local level. 

Rationale: 

To deliver on the objectives within the Primary 

Care Strategy - Primary Care - A New Direction 

Health promotion needs to be incorporated into 

service and provider plans across all care groups. 

Action/s: 

Reorientate the present focus for the delivery of 

health promotion. 

Lead: Region. 

Partners: AHBs. 

Timescale: Annual. 

Cost/Resources: . Within existing resources. 

Primary Care Strategy: Making it Happen 
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Action/s: 

Develop a commitment to have health 

promotion intrinsic to the planning and delivery 

of all services. 

Action/s: 

Establish local ownership to the process. 

Action/s: 

Within the context of the new national service 

plan template and the c.onsequent provider 

plan template the requirement for specific 

deliverables within the health promotion setting 

to be identified. 

II 

II 

Lead: Region. 

Partners: AHBs. 

Timescale: Annual. 
II 

Cost/Resources: NiL 

Lead: AHBs. 

Partners: PCT/N. 

Timescale: In progress. 

Cost/Resources: Nil. 

Lead: Region. 

Partners: AHBs. 

Timescale: Annual. 

Cost/Resources: Nil. 
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Objective: 

Action/s: 

'Undertake local needs assessment to identify 

health promotion needs. 

Alignment of health promotion professionals to primary care netwo~ks and other settings . 

Rationale: 

To deliver on the partnership approach to achieve 

the strategic aims of the Primary Care Strategy

Primary Care - A New Direction. 

Action/s: 

'Map existing health promotion resources 

(both hospital and community) within Area 

Health Boards. 

Lead: ,Regiol'l. 

Partners: AHBs. 

Timescale: Mid 2005. 

Cost/Resources: €30k. 

Lead: AHBs. 

Partners: :PCT/N. 

Timescale: End 2004. 

Cost/Resources: €10k for mapping exe~cise. 

WTE deticit costs to be 

quar:1tii:ied ,tbereaf;ter . 
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Action/s: 

Align existing, resources within the concept ohhe 

primary care network. 

Identify resources deficits and use as basis for 

new development priorities. 

Action/s: 

Chart a plan of action for health promotion and 

allied healthcare staff. 

Lead: 

Partners: 

Timescale: 

Cost/Resources: 

L.ead: 

Partners: 

Timescale: 

Cost/Resources: 

AHBs. 

PeT/N. 

Upon establishment 

of teams. 

Regional. 

AHBs. 

Mid 2005. 

~ 
I 

I 
I 

------.---.--------------- ----- ------- ------- --_ .. --.---- ------.-~--j 
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(B) Service User Information Services 

Objective: 

Ensure service users have access to specific,accurate and timely information on service provision through the following process's. 

I 
I 
I 

I 

Rationale: 

The provision of accurate timely information will 

allow service users have ownership of their own 

care pathway. 

Action/s: 

Establish structures ~hat aliow for: 

Free phone advice line; 

Website; 

Citizens advice( one stop shop); 

• Suggestion box; 

FAQs. 

L_~ _______________________ ~ ________ _ 

Lead: Regional. 

) 
------~ 
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Objective: 

------~--- ---~------~--~~l 

Response time to service user enquires. 

Objective: 

Freedom of information. 

Rationale: 

Maximise potential to access information. 

Action/s: 

Establish a group representative of central and 

local customer service departments in order to 

ensure service users enquires are dealt with in a 

timely manner. 

Action/s: 

Ensure that the AHBs have published 515 & 516 

documents under the Freedom of information 

Act 1997. 

Have appropriate information in place to update 

this information at least quarterly. 

Ensure the mediums for accessing this 

I 
information meets the needs of all groups 

including those with special needs. 

"------------ ----------------
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Lead: 

Partners: 

Timescale: 

Cost/Resources: 

Lead: 

Partners: 

Timescale: 

Cost/Resources: 

I 

Regional. 
- I 

AHBs, PCTIN. 

End 2004. 

Within existing resources. 

I 

I 
I 

AHBs. 

End 2004. 

Within existing resources. 

I 
I 
I 

I 
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Objective: 

II 
Community participation guidelines. 

II 

II 

II 

. .., 

II 

II 

II 
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II 

Action/s: 

Promote community 'partiCipation by circulating 

national community participation guidelines to all 

service managers and Schedule 2 agencies. 

Action/s: 

Ensure all service managers are aware of 

regional framework for community participation 

in service development. 

lead: AHBs. 

Partners: PCT/N. 

Timescale: Immediate. 

Cost/Resources: Nil. 

lead: Regional. 

Partners: AHBs, PCT/N. 

Timescale: End 2005. 

Cost/Resources: TBe. 
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Objective: 

Health Board Documentation. 

Rationale: 

Establish a standard in the proviSion of public 

documentation that incorporated our service 

users needs. 

Objective: 

Interpretation service. 

Primary Care Strategy: Making it Happen 

l 
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Action/s: Lead: 

All Health Board documentation ego information 

leaflets. application forms. standard letters to be 

literacy proofed. translated into several 

languages and culturally adapted as appropriate. 

Action/s: 

To examine the provision of interpretation 

services for ethnic minorities with the intent of 

securing resources for putting appropriate 

professional interpretation services in place to 

facilitate effective service delivery. 

AHBs. 

Partners: PCT/N. 

Timescale: End 2005. 

Cost/Resources: TBe. 

Lead: AHBs. 

Partners: PCT/N. 

Timescale: End 2004. 

Cost/Resources: TBe. 
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Objective: . -l 
Service User information will be made available in a variety of formats accessible to all needs' groups (eg. those with literacy difficulties. visually impaired, I 
non-English speakers, etc) .. Accessing services, Policies will be developed in each area to promote and support accessibility to essential services out-of-hours and 

in emergencies. Policies will be developed to support person-centred service provision, and sharing of good practice models in this regard. Service policies will II 

be audited to ensure equality of provision mindful of literacy difficulties & the needs of particular marginalised groups within the community (ego disabled, 

frail elderly; etc) based on effective advocacy. 

Cost/Resources: Please Refer to Quality, Service User & ICT Action Plans .. 

Objective: 

Customer satisfaction. 

Rationale: 

Refer to Quality'Sub-Group Recommendation. 

I 
----- ---.----.--

) 
----------------.---------------
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(C) Team work within primary care 

Objective: 

Team working within primary care. 

Rationale: 

Formularisation of team building process's will 

allow team members to work collaboratively 

towards a common service user focus, allow 

providers to work to their full scope of practice 

and provide the skills to deal with challenges 

such as building trust and conflict resolution. 

An important aspect of team building will include 

integration of health promotion and prevention 

of disease practice for all provider roles. 

Action/s: 

Establish principles of team working 

within primary care team/network"which 

should incorporate: 

Common agreed objectives; 

Understanding of roles; 

Whole team approach; 

• Making the team building process implicit 

rather than explicit. 

Agree process for identifying team leader which 

should include: 

• Views of all team members; 

• Credential required for leadership; 

Lead: PCT/N. 

Partners: AHBs. 

Timescale: Within :3 months of 

establishment of team. 

Cost/Resources: Within existing resources. 

Tenure of office. j 
-----~-----

Primary Care Strategy: Making it Happen 

II 

II 

II 

II 

II 

II 

II 

II 



II 

-Ii 

II 

Ii 

II 

II 

II 

II 

I 

II 

II 

II 

II 

Objective: . 

Internal communications policy. 

Rationale: 

Keep team members informed. 

Provide coiiduit for views/opinions/data 

(information). 

Action/s: 

Agree local policy on internal communication· 

systems. Explore effectiveness of current means 

of communication .ie: 

Use e-mail; 

Shared Record System; 

Phone & Voice Mail; 

Meetings; 

Reliable Messaging (with proof of receipt). 

~------.-~-~-------.------------

Lead: PeT/N. 

Partners: AHBs. 

Timescale: In progress .. 

Cost/Resources: €10k. 
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(D) Record keeping _ 

Objective: 

Exploration of current service user held records. 

Rationale: 

The development of a single patient record 

will allow for better and more efficient care, 

reduced duplication of tests and a better 

understanding by providers of the comprehensive 

needs of the client. 

The service user, at present, may hold a number 

of separate medical records such as: 

• Hospital information; 

Vaccine Information; 

G.P. information; 

I : 
Dental records; 

Welfare information; 

Therapy Requirements; 

Personal history. 
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Action/s: 

Establish extent of records and sources. 

Highlight duplication. 

Consider legal issues. 

Consider accuracy issues. 

Consider confidentially and privacy issues. 

Lead: PeT/N. 

Partners: AHBs/Region. 

Timescale: Immediate. 

Cost/Resources: Within existing resources. 
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I Objective: 

I

I Establish an information sharing culture. 

Rationale: 

I The establishment of an integrated information 

I ?;:~~~~:;o::~~::~:~:~~ :~e. -:::,:,:; 

I 

I 

Action/s: 

Develop a common health record. 

Agree record keeping mechanism ie. ICT System 

orland manual (team or patient held) -.cross 

reference with ICT Working Group. 

Recommendations: 

1. Ensure process for recording patient 

information is carried out in accordance to 

best practice. 

2. Agree mechanism for storage and retrieval of 

client information in line with legislative 

provision and professional agreement; 

3. Agree level of access for each team member 

to patient/service user information whilst also 

allowing the user to influence this process. 

----.- ----------:----1 
. I 

lead: peT/N. 

Partners: AHBslRegion. 

Timescale: End 2004. 

Cost/Resources: 1. Within existing 

resources. 

2. TBC. 

3. Nil. 

L_~_~ _____________________________ ~ ___ _ 
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(E) Screening . _ 

Objective: 

Continuously to reduce the incidence of and premature morbidity and mortality from illness. 

Rationale: 

It has been scier:ltifically proven that early 

intervention leads to better outcomes for 

service users. 

Objective: 

Action/s: 

The PrimaryCare Team (PCT) should have a core 

principle to undertake opportunistic screening. 

Early diagnosis and treatment will improve the quality of care to the service users. 

Rationale: 

Early intervention at primary care level will 

reduce demand on secondary care services in the 

longer term. 

Having a focus on preventative health- e-choes the 

l~~~~:i~: underpinning national policy. 
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Action/s: 

Appropriate members of the PCT should receive 

initial training and continually update their skills 

to fulfil this role. 

Lead: PCT/N. 

Partners: AHBs. 

Timescale: In progress. 

Cost/Resources: Within existing resources. 

Lead: 

Partners: 

Timescale: 

PCT/N. 

AHBs. 

Within 3 months of 

establishing the team. 

Cost/Resources: €lOk. 
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Action/s: 

There Will be a focus on continually improving 

screening service provision based on internal 

quality results and feedback from service users. 

Action/s: 

The methods of screening used should be in line 

with international best practice. 

The PCT need to be aware of and advise service 

users of national screening programmes and 

opportunities to avail of same. 

Action/s: 

Arrangements need to be in place to monitor 

quality performance. 

Lead: PCT/N. 

Partners: AHBs. 

Timescale: In progress. 

Cost/Resources: Within existing resources. 

Lead: PCT/N. 

Partners: AHBs. 

Timescale: In progress. 

Cost/Resources: Nil. 

Lead: Regional. 

Partners: AHBs. 

Timescale: End 2004. 

Cost/Resources: Nil. 
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(F) Treatment & curative services 

Objective: 

Alignment of Paediatric and Adult services to primary care networks. 

Rationale: 

To ensure that a comprehensive and integrated 

approach to a wide range of services is achieved 

which benefits the service user and assists in the 

improvement of overall health through the 

delivery of evidence-based quality care. ego 

primary paediatric and adult dental services. 

Action/s: 

To consult with appropriate personnel with 

regard to long and short term Regional vision for 

paediatric and adult services. 

To carry out a needs assessment that allows for 

the development of models of integrated care 

that respond to local needs and that can be 

delivered to a consistently high standard. 
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To develop revised guidelines for the role of 

the community services in light of new primary 

care structures. 

To examine new ways of raising awareness 

. of health issues among primary health care 

professionals. 

To identify pathways of care to related services 

through an integrated approach. 

To develop a clear policy statement and strategic 

direction for access to emergency out of hours 

primary care services. 

To work to address the promotion of awareness 

of best health among special needs groups by 

using current structures such as health care 

facilitators or community development group 

which are peer led. 

---------

Lead: AHBs. 

Partners: PCT/N .. 

Timescale: In progress. I 

Cost/Resources: Within existing resources. I 

I 
I 

I 
I 
I 
I 
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Objective: 

All primary care professionals will have access to all relevant health information about service users, subject to stringent safeguards and legislation, in order to 

deliver integrated patient care. 

Rationale: 

The proliision of an appropriate ICT infrastructure 

will support service improvement and integration 

around the patient by developing a seamless and 

shared information base. 

l __ 

Action/s: 

To support the provision of a core communication 

infrastructure for all primary care professionals. 

To support the implemel}tation of the 

Primary Care ICT Action Plan framework which 

focuses on: 

Key ciinical and Administration Messages; 

Common patient record system- electronic 

patient record; 

Shared access to patient information; 

Improved ICT Support arrangements; 

Direct telephone and Internet Access to 

information, advice and triage. 

Ensure privacy, consent & confidentiality issues 

are addressed. 

Lead: Region. 

Partners: PCT/N. 

Timescale: End 2004. 

Cost/Resources: Costed in ICT plan. 
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Objective: 

Regional policy for the development of local primary care needs assessment and service planning process. 

Rationale: 

The establishment of a needs based service 

planning process will reflect national policy and 

ensure that service users will have access to 

appropriate service in the appropriate place at 

the appropriate time. 

Action/s: 

To carry out local needs assessments -to assist in 

the planning of services in accordance to regional 

agreed local assessment framework. 

Facilitate community involvement in the 

identification of the needs-of the population 

and the planning, implementation and evaluation 

of services. 

To implement needs based service planning policy 

for all primary care teams. 

Ensure annual service level agreement is in place 

to underpin service provision. 

Agree appropriate funding model that will 

ensure that there is a fair and equitable 

distribution of funding to meet the agreed needs 

of the population within the region. 

Ensure monitoring and evaluation framework 

l is agreed. 

~~----
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.Partners: AHBsl Regional. " 
Timescale: In progress. r 

Cost/Resources: TBe. ., 
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Objective: 

Develop a model of integrated primary, community and continuing care. 

Rationale: 

The development of a model of integrated care 

will provide for an increase in capacity and 

competency within primary and community care 

to allow service users receive a person-. centred 

seamless service that is cost effective and 

accessible based on neea. 

Action/s: 
Ensure lo{al agreement is reached in regard to 

the development of a model of integrated care. 

which is person centred, 

Ensure key elements are in place to support and 

-facilitate integrated care ie: 

• Prevention; 

Access and referral; 

• Common patient assessment; 

Key worker; 

Care plans; 

Establish appropriate local linkages between 

pr.imary and specialist community care services 

and between primary and secondary care. 

Ensure that any integrated service plan is 

supported by a robust and integrated IT system 

which will all~w for the development of unified 

systems and open communication across agencies 

and disciplines. 

Ensure that the development of a model of 

integrated care is building on good practice and 

incorporates regular audit, evaluation and review. 

Promote an environment of fnclusiveness, 

openness and transparency by consulting ·widely 

with all relevant stakeholders to ensure the 

effective and appropriate development of 

integrated care. 

Develop a structured change 

management programme to facilitate 

improved working practices. 

Lead: PCT/N. 

Partners: Specialist services, 

Acute Services. 

Timescale: In progress. 

Cost/Resources: TBC. 

l 

,-. ___ I_n_te_g_r_a_t~d __ ca:_e_p_a_~_h_w~a~y~s~. __________________________________________ . __________ ~ __________ ~ __________________________________ ~ 
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Objective: 

Service users will have equitable access to an appropriate member of the primary care team, at an appropriate location, within an appropriate timescale, when 

clinically required. 

Rationale: 

Maximising health potential through equity of 

access to primary care. 

Primary Care Strategy: Making it Happen 

Action/s: 

To develop local agreement on shared 

understanding of access standards that are in line 

with national guidelines ie. appropriate member 

of the team, an appropriate location, and 

appropriate timescale. 

Action/s: 

To develop and apply standards for self-referral 

by service users to a primary care team member 

of t~eir choice. 

To develop and apply local protocols for inter 

team referral and co-ordination. 

Lead: 

Partners: 

Timescale: 

PCT/N. 

AHBsI Region. 

Within 6 months of 

establishing the team. 

Cost/Resources: Within existing resources. 

Lead: 

Partners: 

Timescale: 

PCT/N. 

AHBs. 

Within 3 months of 

establishing the team. 

Cost/Resources: Within existing resources. 

------------------
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Action/s: 

Build on existing effective linkages within primary 

care and between primary and secondary services 

to ensure appropriate and timely patient referrals 

and provide support for continuity of service/care 

Action/s: 

Using the work achieved within the three 

primary care implementation sites and at national 

level, develop policy for the enrolment! 

registration of an identified population to the 

primary care teams. 

Action/s: 

To develop a regional vision policy statement and 

strategic direction for the quality of, and access 

to extended and out of hours services. 

------~--------'------------

Lead: PCT/N. 

Partners: AHBs. 

Timescale: . In progress. 

Cost/Resources: Nil. 

Lead: Regional. 

Partners: AHBs. 

Timescale: End 2004. 

Cost/Resources: Within existing resources. 

Lead: Regional. 

Partners: AHBs. 

Timescale: End 2004. 

Cost/Resources: Nil. 
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Action/s: 

Apply national agreed guidelines in relation to 

charges for PCT/N services .. 

Lead: 

Partners: 

Timescale: 

Regional. 

AHBs. 

Immediate upon national 

agreement. 

Cost/Resources: Nil. 

Work in progress: Methadone Protocols, 

Shared Care Diabetes, 

Combined ante-natal care, 

Immunisation, Heartwatch 

Implemeritation of ERHA 

document: Alcohol Services 

- Agenda for Action 

Developing an Integrated 

and Enhanced Response. 
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(A) Immunisations & Vaccination Administration System (lVAS) 

Objective: 

To implement a comprehensive immunisation and vaccination administration capability as part of the roll-out of a replacement child health system. 

Rationale: 

This is a very high priority in the region with 

regard to dealing more efficiently and effectively 

with a core public health matter. 

Action/s: 

Comp.lete.detailed design and documentation for 
public tendering process. 

Action/s: 

Complete public tendering process and acquire 

new IT system. 

Initiate implementation project and design 

l 
project plan. 

~~---
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Lead: 

Partners: 

EHSS with oversight of 

Child Health IT Steering 

Group .. 

Area Health Boardsl GPs. 

Timescale: End 2003. 

Cost/Resources: €650,000. 

Lead: 

Partners: 

EHSS with oversight 

of Child Health IT 

Steering Group. 

Area Health .Boards! GPs. 

Timescale: End 2003. 

Cost/Resources: 

• 
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Work in Progress: 

Action/s: 

Implement IVAS in child health service area for 

existing child health system users & plan 

extension to others. 

Action/s: 

Extend use of IVAS to all relevant 

health professionals. 

lead: 

Partners: 

Timescale: 

Cost/Resources: 

lead: 

Partners: 

Timescale: 

Cost/Resources: 

EHSS with oversight of 

Child Health IT Steering 

Group. 

Area Health Boardsl GPs. 

End 2004. 

EHSS with oversight 

of Child Health IT 

Steering Group. 

Area Health Boardsl GPs. 

End 2005. 

A great deal of work has already been carried out in defining an improved system and must be progressed with utmost speed. Delivering on this iriitiative will 
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(8) Core Communicati9ns Infrastructure . 

Objective: 

The implementation of necessary ICT infrastructure to enable all members of primary care teams and of primary care networks with universal network access 

for the purposes of e-mail, 'shared folders', and internetlintranet access. 

Rationale: 

This has been identified as the most pressing and 

compelling need for ICT investment in order to 

rapidly gain benefits of group working from use 

of generic ICT tools. 

Primary Care Strategy: Making it Happen 

Action/s: 

Determine priorities via regional governance 
structures, and plan roll-out. 

Action/s: 

Progress roll-out in tandem with revised 

approach to ICT support (see below), 'and focused 

on coherent benefits delivery. 

lead: 

Partners: 

Timescale: 

EHSS with oversight from 

relevant governance 

structures. 

Area Health Boards! GPs. 

End 2003. 

Cost/Resources: €3,324,OOO. 

lead: 

Partners: 

EHSS with oversight from 

relevant governance 

structu res. 

Area Health Boards! GPs. 

Timescale: End 2003. 

Cost/Resources: 
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Work in Progress: 

-------~----1 

Action/s: lead: EHSS with oversight from I 
Continue roll-out, re-tuning' to take account of 

progress on other objectives. 

Partners: 

Timescale: 

Cost/Resources: 

relevant governance 

structures. 

Area Health Boards! GPs. 

End 2004/5. 

EHSS already has solid understanding of workable approaches and has determined these in conjunction with local services. 

l __ ~ 
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(C) Key Clinical & Administrative Messages 

Objective: 

To extend the use of ICT to communicate key clinical and administrative messages amongst members of primary care teams, networks and with secondary care. 

I 

Rationale: 

There is a wide range of potential 'messages' that 

could be enabled and proven benefits would be 

achieved. For example, the use of e-mail for 

improved administrative message sharing, and 

the use of secure e-mail for clinical message 

sharing could achieve rapid benefits building on 

generic tools. Investment on this matter would 

enable, amongst other objectives,. moves to direct 

access to hospital based diagnostic serviCes. 

l -------------------------------
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Action/s: 

Identify local opportunity/role in harnessing 

nationally defined approach. 

Action/s: 

Plan and cost in detail local implementation plan. 

Lead: 

Partners: 

Timescale: 

Cost/Resources: 

Lead: 

Partners: 

----------- - ------.-----

ERHA with oversight for 

relevant governance 

structures. 

Acute HospitalsJ GPsJ EHSS. 

End 2003. 

€400,OOO. 

ERHA with oversight 

for relevant governance 

structures. 

Acute Hospitals/ GPsI EHSS. 

Timescale: End 2003. 

Cost/Resources: 

II 
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Work in Progress: 

Actionls: 

Action the first phase of plan - likely to be 

focused on providing wider coverage of 

existing investment. 

Action/s: 

Progress with action plan in line with nationallCT 

investment strategy in this area. 

Le~d: 

Partners: 

ERHA with oversight 

for relevant governance 

structures. 

Acute Hospitals/ GPs/ EHSS. 

Timescale: End 2004. 

CostlResources: 

Lead: 

Partners: 

Timescale: 

Cost/Resources: 

ERHA with oversight for 

relevant governance 

structu res. 

Acute Hospitals/ GPs/ EHSS. 

End 2005. 

A great deal of work has already been carried out in this area to define standards and prove technical approaches. A national group under the aegis of HeBE 

has been reviewing the matter with the objeqive of the "development of specific messaging standards and infrastructure recommendations·tha.t will enable 

the secure delivery and integration of data between secondary and primary entities, such that it supports clinical patient care and the stream'lining of health 

services". Developments would be made in line with these recommendations.in order to delivery early benefits, most likely through building on the relevant· 

existing initiatives in the reg.ion. Within the region there are 3 key examples of working models: Healthlink, KeyWeb, and the 'Digital Patient Care' .. 
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(D) Common Patient Record System ~ , 

Objective: 

Completion of a 'proof of concept'of a common patient record system to be used by all members of a primary care team. The pilot would be used to rapidly 

identify the information management, technology and process impact! implications of such a common records system capability in a primary care context. 

Rationale: 

It is proposed that the use of common patient 

record system by all members of a primary care 

team will provide significant efficiency and 

quality of service benefits. 

Action/s: 

Complete detailed design and documentation for 

public tendering process; tender for and acquire 

new system. 

Action/s: 

Initiate implementation project and design 

project plan. 

l~ _____ _ 
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Lead: 

Partners: 

Timescale: 

Local Project Team with 

oversight from relevant 

governance structure. 

Primary Care Pilots! EHSS. 

End 2003. 

Cost/Resources: €400,OOO. 

Lead: 

Partners: 

Timescale: 

Cost/Resources: 

Local Project Team with 

oversight from relevant 

governance structure. 

Primary Cate Pilotsl EHSS. 

End 2003. 
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Work in Progress: 

Action/s: 

Implement pilot in one primary care team with 

due regard to consistency with requirements in 

relation to security, confidentiality, and patient 

consent; with due consideration to the services 

users understanding. 

Review with aim to identify focus for further 

roll-out. 

Action/s: 

Plan and progress further roll-out. 

lead: 

Partners: 

Timescale: 

Cost/Resources: 

lead: 

Partners: 

Timescale: 

Cost/Resources: 

\ 

Local Project Team with 

oversight from relevant 

governance structure. 

Primary Care Pilots! EHSS, 

End 2004. 

Local Project Team with 

oversight from relevant 

governance structure. 

Primary Care Pilots! EHSS. 

End 2005. 

The South Inner City Partnership have already commenced initial steps in line with the above action plan and have involved the other implementation pilots in' 
the region in the process. 
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(E) Shared Access to Patient Information 

Objective: 

Completion of a 'proof of concept' of-shared access to patient information amongst the members of a primary care teaml network. 

Rationale: 

The implementation of shared access to patient 

information is considered as central to the 

improve-d effidency of clinical practice as it 

provides an opportunity to support service 

. improvement and integration around the 

patient by developing a seamless and shared 

information base. 

----------------- - ------ - ----
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Action/s: 

Investigation of the requirements: 

Identify and agree the needs of stakeholders 

including with regard to consistency with 

requirements in relation to security, 

confidentiality, and patient consent; and 

Design the Primary Care Electronic 

Health record. 

Lead: 

Partners: 

Timescale: 

Local Project Team with 

oversight from relevant 

governance structure. 

Primary Care Pilots/, 

Hospitals, EHSS . 

End 2003. 

Cost/Resource~~ €198,OOO. 
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Objective: 

The pilot would be us.ed to rapidly identify the information management, technology and process impactJ im-plications of a shared record capability in a 

primary care context. (In the longer-term this pilot could be built upon to provide facilities for shared access to patient information across the spectrum of the 

health provider network including the hospital sector). 

Rationale: 

In addition in the short-term the provision of 

patient access to their own record is expected to 

improve patient satisfaction, and in the longer

t~rm there will without doubt be an increasing 

desire by those patients for a fuller role in 

management of their own health. 

It is proposed that the most advantageous way 

forward, is to use a 'web enabled' central 

application which will contain information 

for GPs, PHNs, dentists, other care providers in 

the community. Developments in this area 

would help to enable shared care arrangements 

for patients with conditions such as diabetes 

and asthma. 

Work in Progress: 

Action/s: 

Investigate integration issues and 

propose solutions: 

Build module 1 of neiN product; 

Prototype new software; 

Undertake a limited pilot; and 

-Conclude pilot. review and design scaled-up 

implementation with service user 

involvement. 

Lead: 

Partners: 

Timescale: 

Local Project Team with 

oversight from relevant 

governance structure. 

Primary Care Pilots! 

HospitalslEHSS. 

End 2003. 

Cost/Resources: €198,OOO. 

A shared patient record of this type has been demonstrated in practice by the diabetes shared care project managed jointly by 'Tallaght Hospital' and St. James 

Hospital. At least one of the primary care implementation pilots has proposed to pilot a shared patient record system. 
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(f) Improved leT Training & Support Arrangements 

Objective: 

TOI enable improved ICT support and: trainingi arrangements for p~imary care teams and networks adopting the most advantageous approach. Within the 

region, at least four possible models exist for supporting. Primary Care IT: support provided by commercial companies with funding available for all GPs (and 

others)' f~om' healtla boards; support provided by commercial conipanies with a contract negotiated and managed by Eastern Health Shared Services (EHSS); 

Stlpport pmvided directly by EHSS; and Stlpport provided by hospitals within a relevant catchment area. 

Rationale: 

It has been li\Iidely acknowledged for some'time 

that benefits, could, be achieved through: a more' 

consolidated approach to' supporting' ICT within 

primary care, partiCularly'that iNitlain GP·pra'ctices. 
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Action/s: 

Review options with' relevant stakeholders via' 

r.egional governance structures. 

Lead: 

Partners: 

Timescale: 

Project Team with 

oversight from relevant 

governance structures. 

GPsJ EHS~I ERHA. 

End 2003. 

Cost/Resources: €90,OOO. 
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Rationale: 

Further, great benefits could be gained through 

'collective' procurement of ICT products to 

harness expertise and gain economies. Initial 

small-scale pilots have examined the viability of 

service provision by EHSS, however, the next step 

must be to fully appraise the most advantageous 

model to be deployed on a wider scale. 

Work in Progress: 

Action/s: 

. Progress actions in tandem with ICT infrastructure 

roll-out and service changes. 

EHSS is examining and piloting options in this area on a small scale. 

Lead: 

Partners: 

Timescale: 

Project Team with 

oversight from relevant 

governance structures. 

GPs, EHSS, ERHA. 

End Of 2004. 

--~---------------------~--------~) 
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(G) Direct Telephone & Internet Access to Inf<;>rmation, Advice, & Triage 

Objective: 

To pilot and then roll-out in full in the region a service with associated facilities: to offer the public a confidential, reliable and consistent source of 

pmfessional advice on health<care, 24 hours a day. The intent of this being: so that they can manage many of their problems at home or know where to turn 

to, for appmpriate <care; to provide simple and: speedy access to a comprehensive and up to date range of health and related information; and thereby to 

decrease the use of costly services such as accident and emergency facilities. 

Rationale: 

It is anticipated that callers to the 'service!, who 

have-a clinical problem, would be dealt with by a 

nurse who, using decision support sottware; will, 

determine whether the caller can' care for 

themselves (and provides an explanation of how 

they should do this), or needs to see either their 

own, GP or attend a hospital; and with what 

degree of l:lrgency. The nurse may direct the' 

caller to Internet based resources, or indeed the 

person may access them initially. 
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Action/s: 

Complete local scoping study, having regard to 

national work; and 

Plan in detail and progress a pilot 

implementation, with regard to existing 

structures and systems. 

Lead: Project Team with 

oversight from relevant 

governance structures. 

Partners: ERHA, EHSS, GPs. 

Timescale: End 2003. 

Cost/Resources: €580,OOO. 
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Specifically this could be manifested in the earlier stages via professionals being in a position to provide standardised patient information presented as 

necessary for ease of comprehension (including in appropriate language) via download from common web-based resources made available to them. 

Rationale: 

The expected outcomes are: to help improve 

quality, increase cost-effectiveness and reduce 

unnecessary demands on other part of the health 

services by providing a more appropriate 

response to the needs of the public; to allow 

professionals to develop their role in enabling 

patients to be partners in self-care and help them 

to focus on patients forwhom their skills are 

most needed; to ensure that evidence based 

healthcare will become embedded into the 

interactions between health professionals and 

their patients; and patients who are more 

satisfied with their care and who experience less 

stress in interacting with it. 

Work in Progress: 

Action/s: 

Review findings to inform wider-scale application 

of service. 

Progress implement wider-scale service in line 

with plan arising from findings of pilot. 

Lead: 

Partners: 

Timescale: 

Project Team with 

oversight from relevant 

governance structures. 

GPs; EHSS, ERHA. 

End 2004/5. 

Cost/Resources: €580,000. 

It is proposed that the ERHA is very well placed to progress this key action of the Strategy. The region is fortunate in having a scalable call-centre . 

l 
infrastructure already in place. In addition, many of the GP co-opsl out of hours services in the region already all use the same software package, which 

includes some decision support functionality. The advancing work, under the aegis of HeBE, in regard to the development of a Health Portal is acknowledged I, 

and would be very pertinent. 

------.----------~- - -~-------- ----~- -- j 
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Chart Title 

Initiatives 2003 2004 2005 2003-5 Ongoing. ~ , 

(€ k) (€ k) (€ k) (€ k) (€ k) 

1. Immunisation & Vaccination Administration 200 150 300 650 
..... " 

2. Core Communications Infrastructure 660 1,332 1,332 3,324 
~ 

3. Messaging 200 200 400 
\. " 

4. Common Patient Record System 100 150 150 400 
, , 

5. Shared Access to Patient Information 52 146 0 198 

6. Improved ICT Support Arrangements 30 30 30 90 
r 

7. Direct Telephone and Internet Access to Information, \.. 

Advice & Triage 30 50 500 580 

Total - Once Off for Initiatives 1,072 .2,058 2,512 5,642 
..... ~ 

8. Total - Ongoing. Support [cumulative] 322 939 1,261 1,693 (10) 

9. Total - Ongoing. ICT Maintenance [cumulative] 214 626 840 1,128 (10) II 
TOTALS 1,072 2,594 4,077 7,743 2,821 (10) 

'--------

II 
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1. The costs for 2003 are based on what is actually available. The 

subsequent costs are taking into account related projects which this 

one can avail of in other words the entire costs are not being out on 

this project only ego GPs will be securely linked in to our network using 

the gVPN by the time we are ready to link them into this new system, 

so the costs of providing a secure network to GPs for this system will 

not have to be borne by this project. 

2 . 

3. 

4 . 

5. 

The costs are based on a step-wise roll-out across the region. The costs 

assume implementation of 1 primary care network in each area health 

board in 2003, 2 more in each in 2004, and 2 more in each again in 

2005 - See Appendix A for detail. 

These costs are estimated at this stage and would have to be reviewed 

in light of examination· of national work in this area. 

Estimated at present based on outline figures available. 

Hardware costs are comprised of: a central server (€20k), network costs 

(30% to complete)€15k, PCs (50%, say 12) €15k, and printing (50%, 

say 4) (€6k). A total of €56k. The remaining costs related to human 

resources at a daiiy rate of €200. 

6. It has been assumed that the larger part of the work in this areas will 

not result in new ICT investment costs within the region but rather are 

about reapplying eXisting resources in line with proposed changes in 

working methods. This said resources are required to facilitate 

planned and co-ordination activity (most likely to be sourced via 

external consultancy). 

7. It has been assumed that a large amount of re-use will be made of 

existing physical and human resources in taking forward a pilot:. This 

said resources will be required to facilitate planned and co-ordination 

activity (most likely to be' sourced via external consultancy). Finally, full 

roll-out will require substantial new resources. 

8. Based human resources needed for effective implementation 

and ongoing support and management, estimated at 30% of 

once-off investment. 

9. Based on typical annual maintenance for ICT itself of 20%' of once-off 

investment and includes amount for ongoing 'calls costs' associated 

with Core Communications Infrastructure 

10. Annual recurring costs for 2006 onwards (at today's prices). 
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Regional Primary Care Steering Commitee 

NAME TITLE 

Alyward Murphy, Ms. Noreen Asst. Director Public Health Nursing 
Beaton, Mr. Dougie 

Breslin, Mr. Jim (Chair) 

Burke, Ms. Karen 

Clarke, Ms. Brid 

Collier, Ms Alison 

Cummins, Mr. Hugh 

Dolan, Mr. John 

Doolan, Ms. Carol 

Drury, Ms. Liz 

Fitzgerald, Ms. Angela 

Fleming, Ms. Sile 

Flynn, Ms. Mo 

Fleming, Ms. Maria 

Harris, Ms. Anne 

Hartigan, Ms. Cate 

Healy, Ms. Marianne 

Hollywood, Dr. Brid 

Hynes, Ms. Anne 

Jennings, Dr. Siobhan 

Jermyn, Mr. Nicky 

Kenny, Ms. Geraldine 

Kiberd, Ms. Bernadette 

Lynch, Dr. Mathew 

Director la 
Director of Planning, Commissioning 
and Change 

Service Planner - ERHA 
Asst. CEO 

Consumer Interest 

Social Worker 

CEO, Disability Federation of Ireland 
Occupational Therapist 

Physiotherapist 

Director of Monitoring & Evaluation 

Director of H.R and Development 

Senior Commissioner ERHA 

Project Manager, ERHA 

Home Help Organiser 

Asst. CEO 

Director of Public Health Nursing 
GP Unit Doctor 

Health Care Assistant 

Specialist in Public Health Medicine 

CEO, St. Vincent's University Hospital 
Psychologist 

Service Planner, ERHA 

Irish Pharmaceutical Society 

NAME 

Mc Gowan, Ms. Maureen 

Murphy, Dr. Barney 

Murphy, Dr. Deirdre 

Murphy, Mr. Rory 

Meyers-Bridgers, Ms. Ruth 

0' Doherty, Dr. Kevin 

0' Flynn, Ms. Alice 

O'Malley, Ms. Sheila 

Renehan, Dr. Jane 

Shannon, Prof. Bill 

Simmons, Ms. Sheila 

Walsh, Mr. Michael 

Weir, Ms. Eileen 

Wheeler, Ms. Brenda 

Williams, Ms. Netta 

TITLE 

Dietician 

Principal Dental Surgeon 

General Practitioner, representative ICGP 
Welfare Officer 

Principal Speech and Language Therapist 
GP Unit Doctor 

Director of Homelessness 

Director of Nursing 

Principle Dental Surgeon 

Prof. of General Practice R.C.S.! 

Consumer Interest, Irish Older Persons Assoc. 
Asst. CEO 

Director of Public Health Nursing 

Consumer Interest, Irish Patients Association. 

Professional Development Coordinator for 
Practice Nursing 

• To provide advice and guidance in the implementation of the Primary 
Care Strategy within the Eastern Region; 

• To provide leadership and guidance to the various working groups; 

• To ensure that a costed action plan is produced from each of the 
working groups; 

• To provide regular reports to the ERHA Senior Management Team. 
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Regional Core Team 

NAME 

Bryan. Pauline Ms. 

Fleming. Maria Ms. 

Flynn. Mo Ms. (Chair) 

Kiberd. Bernadette Ms. 

McGinn. Barry Mr. 

O·Conneli. Mary Ms. 

Treacy. Orla Ms. 

TITLE 
Director Primary Care and Acute Service. 

SWAHB 

Project Manager. ERHA 

Senior Commissioner ERHA 

Service Planner. ERHA 

Monitoring & Evaluation ERHA 

Director Acute Service and Primary Care. 

ECAHB 
Director Acute Service and Primary Care. NAHB 

Primary Care Strategy: Making it Happen 

• To facilitate the implementation of the Primary Care Strategy within the 

Eastern Region in accordance with the agreed regional action plan; 

• To work with the Steering Committee and the various working groups in 

order to ensure that identified targets are achieved; 

• To promote and facilitate the process of change management required 

for the successful implementation of the proposed multidisciplinary team 

structure of Primary Care Teams! Networks as outlined in the strategy at 

regional level; 

• To ensure that progress reports and recommendations from the 

various groups are available to the Steering Committee and Senior 

Management Team; 

• To ensure that an annual report from the Steering Committee is 

provided which. outlines the progress of the implementation of the 

primary care strategy; 

• To liase as required with other relevant bodies. 

II 

II 
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Regional 'Extended' Core Team 

NAME 

Bryan, Pauline Ms. 

Burke, Brian Mr. 

Burke, Karen Ms. 

Coote, Brian Mr. 

Fleming, Maria Ms. 

Flynn, Mo Ms. (Chair) 

Fraher, Grace Ms. 

Halle, Emer Ms. 

Howey, Julie Ms. 

Hollywood, Dr. Brid 

Kane, Hugh Mr. 

Kiberd, Bernadette Ms. 

Jennings, Dr. Siobhan 

Kerrigan, Angela Ms. 

Mc Carthy, Joanne Ms. 

McDaid, Catherine Ms. 

McGinn, Barry Mr. 

McKiernan, Gerry Mr. 

Morana, Lorna Ms. 

Mulvihill, Noel Mr. 

O'Connell, Mary Ms. 

TITLE 

Director Primary Care and Acute Service, 

SWAHB 

General Manager- SWAHB 

Service Planner - ERHA 

Order of Malta 

Project Manager, ERHA 

Senior Commissioner ERHA 

Director of Public Health Nursing-Regional 

Representative 

Consumer Representative 

Combat Poverty 

GP Unit Doctor - Regional Representative 

ACE -SWAHB 

Service Planner, ERHA 

Public Health ERHA 

ACE, NAHB 

Disability Federation of Ireland 

Deputy CEO - The Adelaide & Meath Hospital 

incorporating The National Children's Hospital 

Monitoring and Evaluation - ERHA 

General Manager - ECAHB 

Consumer Representative 

General Manager - NAHB 

ACE - ECAHB 

NAME 

O'Leary, Frank Mr. 

0' Rourke, Niamh Ms. 

Simmons, Sheila Ms. 

Treacy, Orla Ms. 

Walsh, Michael Mr. 

Wheeler, Brenda Ms. 

TITLE 

AlDirector HR ERHA 

Director of Primary Care, ECAHB 

Consumer Representative, 10PA 

Director Acute Service and Primary Care, NAHB 

ACE-NAHB 

Consumer Representative, Irish Patients 

Association 

Construct an action plan that reflects short and long term objectives in 

line with the Interim Report; 

Work with the Steering Committee and the Working Group's 

'Chairpersons' to ensure that the recommendations identified within the 

report are addressed; 

Develop a process that enables the active and genuine participation of 

the 'services user' in determining the action plan; 

Present an action plan that incorporates an 'Independent Analysis' to 

the Steering Group and Senior Management Team for consideration 

and approval; 

Promote and facilitate the process of change management required for 

the successful implementation of the action plan; 

Liase as required with other relevant bodies; 

Identify the next steps for the continuous implementation of the agreed 

action plan within the Eastern Region. 
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Needs Assessment 

NAME 

Blunden, Patricia Ms. 

Bryan, Pauline Ms. 

Burke, Brian Mr. 

Fennell, John Mr. 

Harris, Anne Ms. 

Hayes, Laurence Mr. 

Hollywood, Dr. Brid 

TITLE 

Human Resources ERHA 

Director of Primary Care & Acute, SWAHB 

General Manager - CCA SWAHB 

Primary Care Manager ECAHB 

Home Help Organiser SWAHB 

NDP Manager ERHA 

GP Unit Doctor NAHB 

Jennings, Dr. Siobhan (Chair) Specialist in Public Health ERHA 

Kenny, Geraldine Ms. Psychologist NAHB 

Quirke, Brigid Ms. Health Co-ordinator Pavee Point 

Renehan, Jane Dr. Principal Dental Surgeon NAHB 

Simmons, Sheila Ms. 

Wier, Eileen Ms. 

Service User, IOPA 

Director of Public Health Nursing ECAHB 

Co-ordinate from a regional perspective, the conducting of a primary 

care needs assessment, in line with framework agreed by the National 

Primary Care Needs Assessment Group. It is agreed that this will be 

achieved on phased basis; 

Progress reports will be provided to the steering group. 
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Rollout Development Plan 

NAME 

Behan, Anita Ms. 

Bryan, Pauline Ms. 

Burke, Karen Ms. 

TITLE 

NDP Office, ERHA 

Director of Primary Care and Acute Services, 

SWAHB 

Service Planner, Primary Care, ERHA 

de Brun, Concepta Ms. Manager Primary Care Unit, NAHB 

Kerrigan, Angela Ms. Assistant CEO, NAHB 

Jennings, Dr. Siobhan (Chair) Specialist in Public Health Medicine, ERHA 

Johnson, Dr. Howard 

Staines, Dr. A 

Walsh, David Mr. 

Specialist in Public Health Medicine, ERHA 

UCD Dept of Epidemiology and Public Health 

General Manager, CCA, ECAHB 
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Information, Communication & Technology 

NAME 

Beaton, Dougie Mr. (Chair) 

Bishop, Dr. Craig 

Bryan, Pauline Ms. 

Carr, Brendan Mr. 

Clarke, Dr. David 

Cooke, Robert Mr. 

Duffy, Fionnuala Ms. 

Faughey, Marie Ms. 

Kerr, Claire Ms. 

Meade, Dr. Brian 

Meyers-Bridgers, Ruth Ms. 

Walsh, David Mr. 

Wiehe, Dr. Philip 

TITLE 

Director of ICT, ERHA 

GP 

Director of Primary Care & Acute Services, 

SWAHB 

Director of ICT, Adelaide & Meath Hospitals 

Principal Dental Surgeon, ECAHB 

IT Manager, Eastern Health Shared Services 

Manager of Monitoring & Evaluation, ERHA 

Director Of Public Health Nursing, SWAHB 

Regional Pharmacist, ECAHB 

Gp,ICGP 

Allied Professionals, ECAHB 

General Manager, ECAHB 

GP Unit, SWAHB 

Determine the scope of the work of the group with reference to matters 

being dealt with nationally or by others in the region; 

Examine models of how ICT targets set out in the Primary Care Strategy 

could be delivered within the context of the national framework; 

Examine the strengths, weaknesses, opportunities and threats in relation 

to Primary Care ICT in the region; 

Liase as appropriate with multi-disciplinary stakeholders in the 

development of Primary Care ICT Strategy for the region; 

Liase as appropriate with the other working groups; 

Provide progress reports at each Steering Group Meeting; 

Define the way forward in relation to specific ICT matters, such as: 

- Application Architecture: ego logical design and package versus 

bespoke; 

- Technical Architecture: operating systems, database platforms; 

- Integration Architecture: networking/messaging/middleware strategy; 

- Procurement Strategy: capital only/managed service; 

- Collaborative Purchasing: with partners in region/nationally; 

- Support Arrangements: 'in-house' arrangements versus outsourcing. 

• Bring all of the above together to construct a 'plan of costed action' for 

primary care ICT for the region. 
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Service Policy Working Group 

NAME 

Charles, Adrian Mr. 

Convery, Janet Ms. 

Cronin, Sheila Ms. 

Cummins, Hugh Mr. 

TITLE 

General Manager, CCA 

Director of Services for the Elderly, ECAHB 

Director, Healthcare Office, CORI 

Social Worker, ECAHB 

Dolan, John/Joanne McCarthy Disabilities Federation of Ireland 

Doolan, Carol Ms. Allied Professionals, NAHB 

Fraher, Grace Ms. 

Hanrahan, Ginny Ms. 

Hartigan, Cate Ms. (Chair) 

Lordan Dunphy, Maria Ms. 

Lynch, Matthew Mr. 

McGowan, Maureen Ms. 

Murphy, Dr. Deirdre 

Williams, Netta Ms. 

O'Flynn, Alice Ms. 

Rogan, Martin Ms. 

Treacy, Orla Ms. 

Director of Public Health Nursing 

Clinical Services Co-ordinator, Beaumont 

Hospital 

Assistant CEO, ECAHB 

Health Promotion, NAHB 

Assistant Registrar, PSI 

Allied Professional, ECAHB 

GP,ICGP 

Practice Nurse Development Coordinator 

Director of Homelessness, ERHA 

Director of Mental Health, SWAHB 

Director of Primary Care & Acute Services, 

NAHB 

To examine the strengths, weakness, opportunities and threats in 

relation to the provision of integrated primary care in the eastern region 

in line with the model set out in the Health Strategy; 

• To review best practice for multidisciplinary primary care service provision 
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in other health care systems. Within this to take cognisance of both the 

internal and external environment and liase appropriately with 

multidisciplinary stakeholders in the region in the development of 

multidisciplinary service provision in primary care; 

To liase appropriately with the other sub-groups of the Primary Care 

Steering Committee and with the Primary Care Task Force; 

To provide progress reports at each Steering Group meeting; 

Having regard to the services to be provided and activities to be 

undertaken under the Primary Care Strategy, by primary care teams and 

networks, to examine the following issues and to make 

recommendations as appropriate regarding: 

- Integration within primary care to allow for a collaborative, 

multidisciplinary approach; 

- Governance, management, leadership and accountability in primary 

care teams and networks; 

- The range of services to be provided, both medical, nursing and those 

delivered by health and social care professionals including: 

- Treatment and curative services; 

- Screening, immunisation and other preventative and health 

promoting activities; 

- Special focus services; 

- Special clinic sessions; 

- Group activities for health and social gain; 

Infrastructure requirements. 



Integration 

NAME 

Burke Karen Ms. 

Kiberd Berno Ms. 

Burgess, Thora Ms. 

Collier, Alison Ms. 

Daly, Sean Mr. 

Doyle, Audrey Ms. 

Drumm, Prof. Brendan 

Fitzgerald, Angela Ms. 

Healy, Marianne Ms. 

Jermyn, Nicky Mr. (Chair) 

Kenny, Brendan Mr. 

Lawless, Breda Ms. 

Mulvihill, Noel Mr. 

Murphy, Rory Mr. 

McQuillan, Dr. 

O'Doherty, Dr. Kevin 

O'Donovan, Eileen Ms. 

O'Neill, Dr. Des 

O'Neill, Yvonne Ms. 

O'Sullivan, Dr. Tony 

Rose, Mary Ms. 

Walsh, Michael Mr. 

TITLE 

Service Planner, ERHA 

Service Planner, Primary Care ERHA 

A&E Co-ordinator, ERHA 

Consumer Interest 

Consultant Obstetrician, Coombe Hospital 

Researcher, ERHA 

Paediatric Consultant, Our Lady's Hospital 

Crumlin 

Director Of Monitoring & Evaluation, ERHA 

Director Public Health Nursing, NAHB 

CEO, St. Vincent's 

Assistant City Manager, Dublin City Council 

Service Planner for Mental Health, ERHA 

General Manager, CCA NAHB 

Community Welfare Officer, NAHB 

A & E Consultant, St.Vincent's Hospital 

Primary Care Unit Doctor, ECAHB 

Service Planner, ERHA 

Consultant, AMNCH 

Service Planner, ERHA 

GP, ECAHB 

Divisional Nurse Manager, Beaumont Hospital 

Assistant CEO, NAHB 

• Review models of best practice with regard to Integration between 

Primary and Secondary Care. The group will make recommendations in 

relation to processes and structures of care delivery where good co

ordination and support is provided to ensure that a client based 

approach is developed which will: 

- Enable people with ongoing conditions to be cared for in 

the community; 

- Ensure that referrals guidelines for specialist care are addressed; 

- Ensure that episodes of hospitalisation are well linked with follow up 

care in the community to take account of peoples home and 

work circumstances; 

• Recommendations will also be made on what further steps are required 

to strengthen linkages in order to ensure that there is; 

- Intersectoral co-ordination; 

- Collaborative, multidisciplinary approach; 

- Links with disability groups; 

- Links with mental health services. 
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Quality 

NAME 

Jennings, Siobhan Dr. 

Kiberd, Bernadette Ms. 

Kidd, Robert Mr. 

Magee, Hanna Prof. 

Murphy, Barney Dr. 

Murphy, Noreen Ms. 

Ni Riain, Ailish Dr. 

O'Connell, Mary Ms. 

Shannon, Bill Prof. (Chair) 

Wheeler, Brenda Ms. 

TITLE 

Public Health, ERHA 

Service Planner, Primary Care, ERHA 

Monitoring & Evaluation, ERHA 

RCSI 

Principal Dental Officer, SWAHB 

Nursing, SWAHB 

Gp, ICGP 

Director of Primary Care & Acute Services, 

ECAHB 

Prof. of General Practice, RCSI 

Service User, Irish Patient's Association 

• Take account of the twin aspects of quality: technical quality and 

customer satisfaction; 

• Review models of best practice with regard to quality in primary care; 

• Make prioritised recommendations for the development of quality 

programmes for the region. 
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Human Resource 

NAME 

Bryan, Pauline Ms. 

Costello, Pearse Mr. 

Drury, Liz Ms. 

Earle, Deirdre Dr. 

Fleming, Sile Ms. (Chair) 

Keegan, Miriam Ms. 

Kelly, Jack Mr. 

Kelly, Mary Ms. 

Kiberd, Bernadette Ms. 

Kinirons, Patricia Dr. 

Kirwan, Brian Mr. 

McMahon, Tony Mr. 

Ni Cuinnigan, Fionnan Dr. 

Ormsby, Mary Ms. 

O'Malley, Sheila Ms. 

O'Riordan, Margaret Ms. 

Smith, John Mr. 

Treacy, Orla Ms. 

Ward, Kevin Mr. 

TITLE 

Director of Primary Care & Acute Services, 

SWAHB 

Director Of Human Resources ECAHB 

Allied Professionals ECAHB 

Physiotherapy Manager NAHB 

Director of Human Resources ERHA 

EHSS 

Health Services National Partnership Forum 

Director of Human Resources NAHB 

Service Planner, Primary Care ERHA 

Physiotherapy Manager SWAHB 

Senior HR Officer ERHA 

Director of Human Resources SWAHB 

CEO, ICGP 

Dental Surgeon NAHB 

Director of Nursing and Midwifery ERHA 

GP,ICGP 

Director of Employee Relations EHSS 

Director of Primary Care & Acute Services, 

NAHB 

General Manager - CCA SWAHB 

Analyse good practice models for primary care human resource planning, 

education and training in other health systems, both within and between 

professional groups; 

Undertake a comprehensive human resource planning process (ie. 

stocktaking, forecasting, planning, implementing) required for the 

proposed primary care model in the Eastern Region; 

Consult with and inform multidisciplinary and other key stakeholders on 

a partnership basis, in developing a human resource-planning framework 

for primary care; 

• Make appropriate recommendations for interdisciplinary primary care 

planning, training and education for the coming years; 

• Liase and work, as appropriate with the other subgroups. 
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Secta Consulting 

NAME 

Grainne Stafford 

Martin Spoil en 

Elaine Bennett 

Terms of Reference 

TITLE 

Director 

Director 

Consultant 

Perform Independent Analysis of Interim Report: 'Towards an Action Plan 

for Primary Care'; 

• Support the production of the Action Plan; 

• Quality assure final document. 
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Health needs identified in the Global 
Needs Assessment 

The population of the region has increased by 8.1 % as shown in Census 

2002. Community care areas, which have seen increases in population are 

CCAs 3, 5, 6 and 9. While the eastern region is more affluent compared with 

the country as a whole, there are noticeable pockets of deprivation in: 

a. inner city Dublin and those suburbs north of the city towards Finglas, 

Ballymun and Coolock and to the west of the city to Tallaght, Clondalkin 

and Ballyfermot; 

b. in west Kildare; and 

c. in the southern half of Wick low. 

Some of these areas of deprivation are also areas of population increase, an 

important consideration in providing primary and community services. 

The number of births in Dublin, Kildare and Wicklow is rising with 

consequent challenges for primary and secondary services. Information 

systems are not sensitive enough to determine the number and proportion 

of births to non-nationals overall and asylum seekers in particular. This is a 

limitation that needs to be -addressed. 

While the eastern region has better health statistics when compared 

nationally the region compares poorly against EU averages as evidenced by 

mortality rates. This is especially true for premature mortality from 

cardiovascular disease, cancers, suicide and road traffic accidents.Further, 

mortality patterns differ across the region with the South Western and 

Northern area Boards demonstrating higher mortality rates. 

Further inequalities in the eastern region have been identified with large 

parts of the north and south inner city and southwest city having high levels 

of deprivation, heart disease and lung cancer. 
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Cancer incidence, for males and females, is sig'nificantly higher in the 

Eastern Region than the national average, This is mainly due to lung 

cancer and again the areas of deprivation demonstrate higher rates; 

• Heart disease kills almost one quarter of the population - an action plan 

was launched in 2003 to combat heart disease; 

o Infectious diseases have not gone away. Controlling winter vomiting 

disease, investigating outbreaks (food or blood borne or through sexual 

transmission) and close surveillance are of major importance across 

primary, community and secondary services. Further more, immunisation 

rates have dropped to a worryingly low level with the consequent 

emergence of vaccine preventable diseases mainly measles; 

Diabetes is a condition of increasing prevalence, Attention to prevention 

and treatment is needed; 

In regard to mental health, 6 to 10 per cent of all patients visiting 

general practitioners for any reason have a major depressive syndrome 

though it is estimated that there is under diagnosis in primary care; 

Smoking rates in the population are declining with 27% of population in 

2002 compared with 31% in 1998 (SLAN); 

• Obesity has risen by 3% since 1998 as shown in SLAN national survey. In 

2002,47% of people were overweight or obese compared with 42% in 

1998, Childhood obesity is a worrying aspect to the problem of obesity 

and requires urgent and concerted action now; 

o There are subgroups whose needs must be recognised in particular: 

- Traveller health and life expectancy is worse than the 

general population. 

- The national intellectual disability database report 2000 indicates a 

distinct, changing age profile in the combined moderate, severe and 

profound category of disability; 

6145 people were on the methadone treatment list as at September 2002 

with a predominance of people resident in the SWAHB and the NAHB; 

Surveillance of the health status of asylum seekers is urgently needed 

along with improved information on treatment. 1222 families 

(accounting for 1852 adults and children) were in receipt of direct 

provision of accommodation 498 claimants (accounting for 1272 adults 

and children) were not in receipt of direct provision; 

There were 990 homeless children (associated with the adults) in Dublin 

in 1999. This number rose to 1,140 in 2002, an increase of 15% in the 

three-year period. There were 2,920 homeless adults in Dublin in 2002. 
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Health Services as outlined in the Global Needs Assessment 

Professional Staff 

The numbers and rates of different professional groups in the Eastern Region were compared against the Primary Care Strategy. The data identified a deficit in 

all professional groups. Further, within the region rates of different professional groups vary between community care areas (CCAs). 

Provision of Professional Disciplines in Primary Care per CCA. (rates per 10,000 total population) 

CCA CCA1 CCA2 CCA3 CCA4 CCAS CCA6 CCA7 CCAB tCA9 CCA10 REGIONAL 
AVERAGE 

PHN (rate per) 0,0(0) 2.81 2.88 2.95· 3.0 3.22 ·3.0 3.8 2.44 2.75 3.31 , 2.97 

RGN/CPN (rate per 10,090) 1.61 1.89 1.81 1.07 0.94 2.12 1.34 1.44 3.79 1.9 1.87 

Physiotherapists (r~te per 10,000) 0.45 0.54 0.76 0.38 0.21 0.18 0.53 0.42 0.34. 0:46 0.42 

Occupational Th.erapists 

(rate per 10,000) 0.51 .0.72 0.47 0.43 0.24 0.81 0.54· 0.49 0.66 0.57 0.55 
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Provision.of Professional Disciplines in Primary Care 

'.CCA CCA1 CCA2 CCA3 CCA4 

Community Dentists 

.(rate per Hi,OOO) 1.07 0 0.48 1.23 

Social Workers (rate per 10,000) 2.26 A07 2.45 ,3.56 

Speech & Languag'e 

(rate per 10,000) 0.47 1.21 0.52 0.48 

Figure 2 - Sho'ws the provision of General Practitioners and 
Community Pharmacists per Area Health Board (rates per 
10,000 population). 

A survey of the buildings used as health centres was carried out for the 

rollout plan. Notably it was the first survey of its kind and should be useful 

in planning developments. There are 131 buildings with a varying mix of 

provision across the CCAs - ego there are few GPs in health centres in the 

Dublin CCAs with a different pattern in Kildare and Wick low (Less than 1 % 

in ECAHB, 3.5% in NAHB and 18% in SWAHB). Also the availability of 

physiotherapy and occupational therapy is very variable across the CCAs. 

• EAST COAST D NORTHERN • SOUTH WESTERN 

CCAS . CCA6 C~7 CCAB C~9 CCA10 REGIONAL 

AV~RAGE 

0.69 ' 0.73 0.33 0.79 0.8,1 0.84 0.72 

3.36, 4,51 5.46 1..45 1.89 2.22 3.02 

0.24 0.62 0.65 0.39 0.6: '0.55 0.56 

8 

7.30 

6 

4 

2 

o 

Primary Care Strategy: Making it Happen 



"Table 6: Shows the Provision of Services from Health Centres per CCA . . . 

CCA CCA1 CCAl CCA3 CCA4 CCAS CCA6 CCA7 CCAS CCA9 CCA10 

No. of Health Centres 8 6 9 9 8 9 11 19 31 21 

·No. of Services Offered 

GP Services 0 0 2 4 2 2 4 6 11 9 

Home Help 0 4 3 4 3 6 5 3 8 

Public Health Nurse 

Services 6 5 7 8 6 7 10 17 20 18 

Social Work 0 2 3 0 3 3 3 5 5 

Physio-Therapist Services 0 0 0 3 2 9 3 

Occupationai Therapy 0 0 2 4 
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TOTAL 

131 

40 

37 

104 

25 

20 

12 
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Context to example Case Study shown in Process Mapping of a Service 
User's Journey through the Current System against New System. 

Current System 

Joseph is an 82 year-old man with osteo-arthritis who is awaiting a hip 

replacement. He was prescribed anti-inflammatory tablets to help with pain 

and stiffness symptoms. He visits his GP with abdominal pain and is referred 

for a consultant appointment to the hospital in relation to this pain. 

The waiting appointment time is between 3 - 4 months. Meanwhile he 

presents to the hospital with severe stomach pain and after vomiting blood. 

He is admitted to a s'urgical ward diagnosed with a stomach ulcer linked to 

his anti-inflammatory medications. 

After treatment he is discharged home and continues to wait for his hip 

replacement operation date. A referral is sent to the community 

occupational therapist to assess his needs. As he waits for this visit he falls, 

breaks his hip and is admitted to another hospital for repair to his hip. 

His waiting time for consultant assessment, diagnostic services and 

community assessment/care has resulted in two hospital admissions, 

development of an ulcer related to his medication and a falling accident. 

New System 

Implementing initiatives such as 'GP Direct Access' for diagnostic services 

thereby reducing 'Waiting Time' coupled with Referral Protocols both to 

secondary care and from secondary to Primary Care for Joseph, would ensure 

his care needs are met in the appropriate setting ie. community, eliminating 

a hospital admission for ulcer treatment. 

Enhancing capacity at community level (provision of appropriate appliances 

ie. bath rail through occupational therapy service) could prevent his fall, 

fractured hip and resulting hospital admission. 

Primary Care Strategy: Making it Happen 
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SECTION 
ServICe User chooses between ilttendlng a_member of 
- Primary Care Team or AlE departmer:lt In hospital 

POINT OF ENTRY 
Service User arrives at Pnmary Team's premises 

RESPONSE TIME 
Service User waits 10 minutes to see Clinician 

- POINT OF IMPACT 
Clinician meets with Service User 

DEUVERY . 
Clinician provides appropriate care 

POINT OF DEPARTURE . 
Service User checks out with Receptionist 

FOLLOW UP 
Further appointment arranged for Service User to meet 

with DietiCian -
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TERM 

Primary Care 

Primary Care Practitioners 

Primary Care Team (PCT) 

Primary Care Service 

Allied Health Professionals 

Primary Care Network 

MEANING 

Generic term for a range of services covering 

consultations on personal health issues, 

diagnostic and treatment services, and 

normally provided in the community by 

General Practitioners, Primary Care Nurses and 

Allied Health Professionals - and normally 

accessed on a self-referral basis. 

Generic term used to describe General 

Practitioners, Primary Care Nurses and Allied 

Health Professionals working in a Primary Care 

Service and/or setting. 

A group of Primary Care Practitioners working 

together in a single organisation to provide an 

integrated Primary Care Service. 

An organisation whose role is to deliver 

primary care to patients and the public. 

Generic term used to describe a range of 

professions including Occupational Therapy 

(OT), Physiotherapy, Speech & Language 

Therapy, Podiatry, Dietetics. 

A virtual organisation that exists to share 

expertise and specialist services between a 

Community Health Services A range of health services provided (usually on 

a statutory basis) to support those with specific 

health needs in the community - especially 

children, older people and vulnerable adults. 

Examples include Community Nursing, Health 

Visiting, and Community Psychiatric Nursing. 

Hospital 

Acute health services 

Service User 

Sustaining Progress 

A facility whose primary function is to provide 

acute health services - normally with beds for 

overnight stay and housing specialised 

equipment for diagnosis, treatment and 

curative interventions. 

A range of health services designed to provide 

advanced diagnosis, treatment and curative 

interventions requiring specialist facilities and 

clinical expertise. These services are normally 

provided in dedicated (hospital) facilities. 

A generic term to describe consumers, public 

community, client. 

A national social partnership agreement that 

sets out the provisions covering public sector 

pay as well as the agreed way forward for the 

comprehensive modernisation agenda for 

Health Services. 
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Action Plan for People 

Management (APPM) 

Out-of-hours Service 

Eastern Region 

Eastern Regional Health 

Authority (ERHA) 

Health Boards 

A national blueprint for people management 

encompassing seven key themes in order 

to facilitate the objectives of Quality 

and Fairness. 

A service designed to provide primary care to 

those in clinical need after normal business 

hours and at weekends. 

An area defined for the purposes of health 

services administration covering Dublin, 

Wick low and Kildare - comprising of one 

Regional Health Authority and three Area 

Health Boards. 

An organisation responsible for strategic 

health and social care services commissioning 

for the population of the Eastern Region. 

An organisation responsible for health and 

social care services delivering for the 

population in its catchment area. 

Primary Care Strategy; Making it Happen 

Commissioning 

Health Service Providers 

Framework Action Plan 

Local Area Level 

Local Action Plans 

As relates to health services, a process of 

business planning and contracting undertaken 

by the ERHA with health service providers in 

order to ensure that appropriate health 

services are available to the population within 

the constraints of available resources and in 

line with policy objectives. 

Organisations in the statutory, private and 

voluntary sectors that provide health services 

to the public under commission from the ERHA 

or for direct payment from service users or 

their insurers. 

A 'road map' that specifies actions required to 

achieve stated goals in general terms -

and where the actions may require further 

refinement at a Local Area level prior to 

local implementation. 

An area defined for the purposes of health 

services administration covering a small 

number of contiguous communities. 

Action plans that are devised to roll-out the 

Framework Action Plan at a Local Area level. 
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Primary, Community and 

Continuing Care Pillar 

Regional Health Offices 

(RHOs) 

Personal Social Services 

Self referral 

An organisation created under the recent Irish 

Heath Sector Reforms to provide a policy lead 

in relation to stated services. 

Regional statutory bodies created under 

the recent Irish Heath Sector Reforms 

to commission services for their 

catchment populations. 

Services provided to address specific social 

needs in the population that may co-occur 

with special needs, poor health, age and/or 

deprivation. Includes child protection 

services, disability services and assistance to 

older people. 

The process of arranging a consultation 

with a Primary Care Practitioner at one's 

own initiation. 

Referral The process of arranging a consultation for a 

patient with another health care practitioner. 

Referral Guidelines/Protocol A statement setting out how patients 

should be routed along agreed care 

pathways that involve passing care between 

healthcare professional and/or requesting a 

second opinion. 

Care pathways 

Secondary Care 

Tertiary and Specialised 

Services 

Health Promotion 

Chronic Diseases 

Agreed routes through the healthcare system 

along which patients can travel to receive care 

appropriate to their diagnosis. 

Generic term for a range of common hospital

based services that, because of their nature, 

are not available in Primary Care - but 

excluding tertiary and specialised services. 

Generic term for a range of very specialised 

low volume interventions that, due to 

their complexity, are provided only in 

regional centres. 

A range of programmes and services provided 

in primary care to educate and support 

individuals and communities on health related 

matters with the aim of improving health 

and reducing morbidity. Approaches include: 

developing public policy; creating supportive 

environments for good health; 

strengthening community action and 

developing personal skills. 

Diseases that develop over time caused by 

non-reversible pathological change in the 

human body, and which cause progressive 

disability and require ongoing care. 
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Integrated Care/Models 

ICGP 

GMS 

SWAHB 

NAHB 

ECAHB 

ICT 

Needs Assessment 

Protocols in place to provide health and social 

service where professionals in Primary Care, 

Community Services and Secondary Care work 

together to deliver a service tailored to the 

needs of the patient - thus reducing the 

chance of service duplication or omission. 

Irish College of General Practice. 

General Medical Services. 

South West Area Health Board. 

Northern Area Health Board. 

East Coast Area Health Board. 

Information & Communications Technology. 

A systematic exploration and documentation 

of the health status at a regional or local area 

level, health service capacity, and service 

development opportunities to meet priority 

needs in the catchment population. 
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Triage 

Diagnostic Facilities 

Diagnosis 

Lifestyle Risk Factors 

Multi-disciplinary Team 

Electronic Health Record/ 

Common Patient Record 

An initial assessment by a qualified health 

professional on patient, undertaken in 

order to determine individual health service 

needs and to assign priority for appropriate 

further action. 

Facilities and equipment used by a qualified 

health professional in order to gather medical 

information on an individual patient to inform 

a diagnOSis. 

A statement by a qualified healthcare 

professional confirming the nature and extent 

of a medical condition/illness. 

Behaviours that when practiced by an 

individual give rise to an increased risk of 

illness or injury. 

Teams comprising healthcare professionals 

from different professional disciplines that 

work together to provide services to an 

individual or community. 

A record about an individual's health status 

and care held in electronic medium that is 

capable of being made available to authorised 

healthcare staff over an electronic network. 
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PPP 

Effectiveness 

Productivity 

Accessibility 

Continuity 

Quality 

Responsiveness 

GP Messaging 

Public Private Partnership - as it relates to 

capital asset financing. 

The ability to maintain or improve health. 

The cost of services and the quantity, type, and 

nature of services for a health problem or 

episode of care. 

Promptness and ability to visit a primary care 

team/network member, and ease of accessing 

secondary care and diagnostic services. 

The extent to which services are offered as a 

coherent succession of events in keeping with 

health needs and personal context of patients. 

The total appropriateness of care as perceived 

by service-users or professionals, including 

performance against guidelines, as well as the 

suitability of services. 

Consideration of and respect for the 

expectations and preference of service-users 

and providers. 

A system to facilitate electronic 

communications between GPs and other parts 

of the health system. 

Common Patient Record 

System 

Change Management 

Equality and Diversity 

Framework 

Service Policy 

SIRG 

Performance Indicators 

A system to store, manage and 

access information held on a Common 

Patient Record. 

The process of implementing change 

across complex multi-stakeholder systems 

in an ordered and timely manner to achieve 

end objectives. 

A set of related policies under development by 

ERHA that implements statutory requirements 

to address equality and diversity in relevant 

public services in the Eastern Region. 

A position statement on desired attributes of a 

process or service that is issued to guide 

specification, commissioning, and/or delivery. 

Strategy Implementation Review Group. A 

working group comprising co-opted staff of 

the health services arranged in order to 

monitor all actions under the Framework 

Action Plan against agreed timeframes. 

A set of variables (or discrete attributes) whose 

value can be measured (assessed) periodically 

in order to provide a measure service 

performance against set criteria. 
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Primary Care Task Force 

National Monitoring and 

Evaluation Primary Care 

Framework 

An interdisciplinary national group responsible 

for driving the implementation of the changes 

and developments as set out in the Primary 

Care Strategy model. 

This refers to ongoing collaborative work at 

national level with the DoHC, ERHA and 

Health Boards in finalising a framework for 

evaluating the Primary Care Teams pilot sites. 

The Framework proposes a three phase 

evaluation of the PCTs: 

(i) Analytical Description of the 

Implementation Process; 

(ii) Evaluation of the PCT Development 

Process; and 

(iii) Appraisal of the impact of the PCT 

and outcomes. 
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Quality and Fairness -

A Health System for You - Health Strategy 

Primary Care - A New Direction, Quality and Fairness 

- A Health System for You - Health Strategy 

National Working Groups Terms of Reference: 

• Human Resources, Education and Training sub-group; 

• Quality Sub-Group; 

• Services Sub-Group; 

• Community Involvement and Health sub-group. 

Towards an Action Plan for Primary Care, Interim Report: 

• Draft presented at Regional Steering Group in May 2003; 

• Independent Analysis, December 2003; 

• Final Interim Report and Book of Appendices, July 2003. 

Minutes of ERHA Primary Care Regional Steering Committee 

(08.10.2002; 27.11.2002; 26.02.2003; 28.05.2003) 

Minutes of ERHA Core Team meetings 

(22.01.2003; 14.04.2003) 

AUTHOR/PUBLISHER 

Department of Health and Children, Government of Ireland 2001. 

Department of Health and Children, Government of Ireland 2001. 

Department of Health and Children, Government of Ireland 2002. 

Eastern Regional Health Authority. 

March 2003. 
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PUBLICATION 

ERHA Primary Care News, Issue 1. 

ERHA Primary Care News, Issue 2. 

ERHA Regional Working Group Minutes: 

Human Resources - notes of meeting. 

• ICT (15.11.2002; 5.12.2002; 19.12.2002; 16.01.2003; 

30.01.2003; 27.02.2003; 27.03.03). 

• Service Policy (18.11.2002; 10.03.2003; 03.04.2003; 

08.04.2003; 28.05.2003; 19.06.2003). 

Needs Assessment (21.11.2002). 

o Integration (19.11.2002). 

• Quality (19.11.2002; 06.12.2002; 03.02.2003; 05.03.2003; 

01.04.2003; 29.04.2003). 

"Primary Care Needs Assessment for the Eastern Region." 

Services for Older People - Review of the Implementation 

of the Ten Year Action Plan for Services for Older People 

1999-2008. 
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Maternity Services, Notice Pursuant to Section 88 of the 

New Zealand Public Health & Disability Act. 

People Living in the Dublin Docklands and their Health 

The health needs of people living in the Pearse Street area, 

Ringsend and Irishtown. 

.. People Living in Tallaght and their Health· 

A community based cross-sectional survey. 

People Matter: 

A report on the Experiences and Expectations of people 

of the health services. 

People Living in Finglas and their Health 

The health needs of people living in Finglas area. 

Moving Primary Care Forward in the Eastern Regional Health 

Authority with the Support of Information Communication 

Technology" Strategy Document Version 1.4.1. 

Community Involvement for Women's Health: Mechanisms 

within Primary Care Services Position Paper of The Women's 

Health Council. 

Primary Care Strategy: Making it Happen 

AUTHOR/PUBLISHER 

Ministry of Health, New Zealand, July 2000. 

Dept of Community Health and General Practice, Trinity College, Dublin, Sept 2002. 

Dept of Community Health and General Practice, Trinity College, Dublin, March 2002 . 

Eastern Regional Health Authority, Dec 2002. 

Dept of Community Health and General Practice, Trinity College, Dublin, February 2003. 

Eastern Regional Health Authority, 25 October 2001. 

The Women's Health Council, June 2003. 



II 

II 

II 

II 

II 

II 

II 

II 

II 

PUBLICATION 

• Primary Care Service Policy Working Group." 

Recommendations contained in the Primary Care Interim Report, 

Section 5.4, Service Policy. 

Strategic Plan on Youth Homelessness. 

Alcohol Services - Agenda for Action Developing an Integrated 

and Enhanced Response. 
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1. Introduction 

The Government's national strategy Primary Care - A New 
Direction (DoHC 2001) sets the agenda for change to primary care 
services within a reformed health and social care system. The new 
vision is of a more accessible multi-disciplinary primary care 
service, more responsive to individual and community needs, 
better integrated with related services, and using modern 
technology to deliver more service locally. Primary care in the 
future will playa greater role in addressing the broad 
determinants of health and wellbeing and will provide increased 
health promotion, illness prevention and disease management 

programmes. Evidence internationally and from pilot sites at 
home highlights real benefits to patients, carers and service staff. 

Securing the benefits requires changes to the way services are 
organised and delivered. Currently, there is too much reliance on 
our hospitals for diagnosis and treatment, fragmented primary 
care infrastructure, limited team-working, and restricted 
integration between secondary and primary care. 
In 2002, the Eastern Regional Health Authority (ERHA) set up a 
Regional Steering Group and a number of working groups with 
Area Health Boards and a range of other interested parties to 
determine the practical actions needed to deliver the New 
Direction in the Eastern Region. A document entitled Primary 
Care Strategy: Making it Happen, A Framework Action Plan for 
Local Implementation in the Eastern Region was published 
setting out detailed areas for action at regional and local level. 

This is a short summary of the full publication. For further details, 
and a copy of the full Framework publication, please contact: 

Primary Care Steering Group 
HSE, Eastern Region 
Mill Lane, Palmerstown, Dublin 20. 

Tel: (01) 6201600 
Available on websites: www.primarycare.ie and www.hse.ie 

2. Principles underpinning change 

There is a considerable track record of innovation in service 

provision in the Eastern Region including primary care 
partnerships, out of hours services and approaches to shared care. 
Implementing the planned changes will build on this and 
strengthen services further. When surveyed, the public in the 
Eastern Region report very positive experiences of primary care -
and this provides a strong basis for moving forward proactively. 

The changes planned are consistent with the core principles for a 
modern primary care service to communities as set out in the 
National Primary Care Strategy. 

Primary care Strategy: Making it Happen 



CORE PRINCIPLES of New Direction 

• Focus On the individual, the family and the community. 

• Equity of access and provision of care appropriate to the 
person's health status and location. 

• Availability of comprehensive primary care to all people 
within the region. 

• Care to reflect needs in relation to health status and 
geographic location, and to recognise the impact of such 
factors as culture. socio-economic status, education and 
demographic make up of the community. 

• Maximum collaboration between providers and other 
health professionals for the benefit of the service-user 
with providers and programmes to improve outcomes of 
health and social care and user satisfaction. 

• Integration between all sectors of the health and social 
care services with particular attention to the interface 
between hospitals and primary care to ensure a seamless 
service for the users. 

• Responsiveness. development of out of hours services. 

• Appropriate care at an appropriate level and in an 
appropriate setting. 

Primary Care Strategy: Making it Happen 

3. How will change come about? 

The Framework Action Plan provides a clear road map of the 
change to be delivered in partnership with stakeholders over the 
period. In many cases, these actions will be fine tuned through 
local Action Plans to reflect the assessed needs of individual 
communities and the current state of primary care services in 
each area. 

In light of ongoing Health Services Reform, it is envisaged that 
actions to be taken forward on a national basis will be led by the 
Primary, Community and Continuing Care Pillar of the National 
Health Services Executive. Actions to be undertaken at a regional 
and local level will be taken forward by Regional Health Office(s) 
and local Health Office(s). 

The remainder of this document looks at the changes underway, 
and the benefits to service users and staff. 

4. What is different about the new system? 

There have been considerable achievements within primary and 
community care service provision in the region. But these 
proposed changes are designed to deliver further benefits to 
service users, leveraging maximum advantage from new 
technology and working practices to deliver services locally, and 
provide a modern and supportive environment for staff. 
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Current system .. , In the future.,. 

Primary care services reflect ad-hoc historic development. 

Access to many primary care services is mainly through a GP. 

Limited "joined up' working between professional groups working 
in primary care. 

Limited 'joined up' working between primary care and other parts 
of the'health system. 

Limited use of technology to improve care planning, delivery and, ' 
efficiency. 

Significant dependence on hospital services for diagnosis and 
treatment. 

Limited ,proactive staff planning and development in primary care. 

Services largely reactive to demand. 

Services providers working ,to different protocols. 

Services will be informed by formal needs assessment in 
partnership with the community. 

Service users registering with a Primary Care Team will be 
able to access services directly - such as nurse-led clinics and 
therapy services. 

Primary Care Teams in each community, supported by wider area 
network, will work together to provide services around the needs 
of each service user. 

Protocols will facilitate greater involvement of primary care 
professionals with colleagues in other areas of the heaith system in 
providing 'seamless' care for service users, 

Investment in technology will help integrate primary care services 
into the wider health and social care services. 

There will be greater capacity in primary care to undertake 
diagnosis and treatment for more conditions locally, 

Greater strategic HR planning to meet the skills need in primary 
care - including development of career pathways and new roles 
and functions, 

A much greater focus on proactive services - such as health 
promotion and chronic disease management. 

Services provided and monitored to an agreed Quality Framework. 
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5. Top 10 benefits for SERVICE USERS 

1. Services available locally - with less fragmentation; 

2. Ability to register for continuity of service with a local Primary 
Care Team; 

3. Ability to 'self refer' directly to a Primary Care Team member 
ego a therapist where appropriate; 

4. Greater range of diagnosis and treatment services available 
closer to home; 

5. Less need to travel to hospital for diagnosis and treatments; 

6. Speedier service - enabled by new communications 
technology for example; 

7. More information tailored to needs; 

S. More support when going into hospital, and on coming home; 

9. More say in local health planning and priority setting; 

10. A telephone service for 24-hour advice and assistance. 

6. Top 10 benefits for STAFF 

1. Working in a collaborative and supportive team environment; 

2. Suilding relationships with service users and 
professional colleagues; 

3. Modern roles and responsibilities for shared patient care; 

4. Better defined career pathways and opportunity 
for progression; 

5. Opportunities to specialise in areas of special interest; 

6. IT enabled communication channels for easier care planning 
and delivery; 

7. Enhanced GP support to facilitate focus on 
medical consultations; 

S. Capacity to offer more diagnostic and therapeutic 
services locally; 

9. Working to agreed and common quality frameworks; 

10. Improved integration with colleagues in all parts of the health 
and social care services. 

The ERHA and partners in the East are striving to implement change as soon as practicable to realise these benefits for service users and 
staff. This will involve a considerable period of change, which will need to be actively managed and facilitated. The Framework Action 

Plan and Local Action Plans will help guide the way, as will the considerable enthusiasm amongst individuals, staff and user groups. 
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BENEFITS ILLUSTRATED 

Holistic person-centred needs assessment and integrated 
care planning 

Michael is a 65-year-old who lives with his 55-year-old wife in 
Tallaght. Their five children are grown up and living 
independently. Michael was an alert ambulatory person until he 
sustained a stroke (CVA Cerebrovascular Accident) and was 
admitted to the local hospital. 

Michael is now ready for discharge from hospital. As a result of 

having an integrated care pathway for persons affected by stroke 
and effective person-centred multidisciplinary teamwork, it will 
be possible to ensure that Michael will receive continuity of care 
as he is transferred from hospital to home. 

Transport, medication, home support and equipment provision 
have been organised as a result of joint working by the primary 
care team and hospital service. A home visit to assess suitability of 
the home environment was carried out jointly by the hospital OT 
and the primary care team physiotherapist as part of an 
integrated approach to service delivery. 

The physiotherapist has arranged for twice weekly access to a 
rehabilitation centre for hydrotherapy and will assess his need on 
an ongoing basis. An assessment of his wife's needs has also been 
undertaken to meet her concerns. This has taken into account 
any risks to her health, risk of unemployment as well as helping 
her to care with support. 

7_ What will a Primary Care Team look like? 

Primary Care Teams (PCTs) and Networks will be created - each 

serving specific populations of people based on a region wide 
mapping exercise. Each local team will comprise GPs, practice 
nurses, and therapists providing a comprehensive range of 
diagnostic and treatment services - and where possible sharing 
accessible facilities in the local community. The Team will be 
supported by other primary care and community services 
arranged on a wider geographic area and have good links to 
hospital and specialist services. 

Service users will have the opportunity to register with their local 

Per. and to access services they require directly or through their 
GP. The main emphasis will be on providing high quality care 
designed and delivered around the need of service users, with 
special emphasis on meeting the needs of vulnerable adults and 
children. In time, a telephone helpline will also be introduced to 
provide 24-hour access to advice and assistance. 

8. What needs to happen now? 

The following sections look at the actions needed to implement 
the new Primary Care service in the Eastern Region. This is a 
summary only - and more detail is provided in the main 
Framework Action Plan publication. 
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SERVICE INTEGRATION - main actions 

• Develop models of integrated care between Primary Care and 
other parts of the Health and Social Service. These will be user 
centred and based on best practice; 

• Develop and implement agreed protocols for effective capacity 
planning and smooth patient flow through the health systems; 

• Develop community-based diagnostic and treatment 
services where possible, and clear pathways for onward 
referral where required; 

• Develop effective systems for outpatient service delivery -
including consultant outreach and protected access to hospital
based consultant services; 

• Develop an effective pre-admission service to optimise 
planning and progression of patient care from referral for 
elective surgery or medical care to the hospital admission; 

• Improve links with A&E and Medical Assessment Units to 
ensure appropriate use of services. Introduce in time, a 
telephone helpline for advice and assistance; 

• Develop closer working links with hospital service to ensure 
better management of elective admissions; 

• Develop an ICT infrastructure to support primary care and 
integrated service delivery; 

• Improve discharge planning procedures across organisational 
boundaries to ensure prompt discharge from hospital, and 
provision of appropriate support in the community; 

• Clarify roles and responsibilities to ensure good governance 
and effective service management. 

NEEDS ASSESSMENT - main actions 

• Undertake global needs assessment to inform priorities for 
change and investment to ensure services meet local needs and 
resources are prioritised based on need; 

• Develop tools to assist local needs assessment to ensure match 
between need and service; 

• Consult with local stakeholders and public on final shape of 
Local Action Plans; 

• Develop an agreed and prioritised rollout plan for teams 
and networks. 

INFORMATION TECHNOLOGY - main actions 

• Procure a new immunisation and vaccination administration 
system (lVAS) and extend access to all relevant professionals; 

• Resolve remaining issues and complete implementation of the 
ICT infrastructure (i.e. e-mail, internet between staff) to 
support full networking capabilities; 

• Complete specification and procure a new system to support 
electronic Common Patient Records; 

• After pilots, implement agreed protocols and platforms to 
allow shared access for authorised professionals to patient 
electronic records; 

• Address a range of issues to improve ICT training and support; 

• Pilot and then roll-out in full a service with associated facilities: 
to offer the public a confidential, reliable and consistent 
source of professional advice on healthcare, 24 hours a day. 
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HUMAN RESOURCES - main actions 

• Undertake mapping of relevant 
staffing grades and numbers; 

• Identify staff roles/job descriptions for 
each member of the primary care team 
- defining responsibility, reporting and 
cross-disciplinary working relationships; 

• Explore and progress potential for 
development of extended opening 
hours and skill mix in line with 
Sustaining Progress; 

• Support change with a range of 
interventions including team building, 
action learning sets and effective 
change management; 

• Provide effective engagement and 
consultation with all stakeholders to 
ensure stable industrial relations! 
employee relations; 

• Identify training and development and 
career planning necessary to support 
primary care teams. 

SERVICE POLICY - main actions 

• Integrate comprehensive services on 
health promotion, illness prevention 

and well ness into the new Primary 
Care service; 
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• Put in place systems to ensure 
service users have access to specific, 
accurate and timely information on 
service provision; 

• Develop policies in each area to 
promote and support accessibility to 
essential primary care services out-of
hours and in emergencies; 

• Develop policies to support person
centred service provision, and sharing 
of good practice models; 

• Audit service policies to ensure 
equity of provision, mindful of 
special needs groups; 

• Put in place mechanisms to define key 
roles within the team, including 
leadership roles; 

• Streamline record keeping, in advance 
of implementing technology enabled 
solutions over time. Address 
confidentiality and related issues. 
Support information sharing culture; 

• Improve screening services; 

• Align Paediatric and Adult services to 
primary care networks to ensure that 
a comprehensive and integrated 
approach to services is achieved; 

• Inform the service planning process 
with needs-based evaluations; 

• Develop a model of integrated care 
between primary and community 
services to deliver a seamless person
centred service that is cost effective 
and accessible based on need; 

• Deliver equitable access to appropriate 
primary care team members, when 
clinically required at an appropriate 
locationltime, 

QUALITY - main actions 

• Plan new services based on needs 
assessment - reflecting local needs; 

• Develop a quality assurance 
framework; 

• Involve the community as a 
cornerstone of the ongoing 
development. 

This document is intended to provide 
a summ·ary of the new services and 
process of change underway. For more 

information: please:refer to the full 
. document P.rimary Care .strategy: 

Making it Happen - A Fr.amework 

, Action Plan for Local Implementation 

in the Eastern Region,. which is 
, available from the HSE,Eastern Region 

(former ERHA). 
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