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STRUCTURE OF THE HEALTH CARE SYSTEM IN IRELAND 

The purpose of this paper is to briefly sketch the structure of 

the health care system in Ireland as a background to the later 

presentation of a statement on a health policy for this country. 

[FIGURE IJ OVERALL STRUCTURE 

The executive power of the State is exercised by the Government 

which is responsible to Parliament. Under the Ministers and 

• Secretaries Act of 1924, each Department is assigned to and 

administered by a Minister. In this way, the whole business of 

Government is assigned on a functional basis to Ministers who 

• are individually and collectively responsible for its execution 

except where provided by law. 

• 

• 

• 

• 

• 

• 

The Department of Health was established as a separate 

Department in 1947. The functions of the Department were 

defined as including the preparation, effective carrying out and 

co~ordination of measures conducive to the health of the people. 

At present, the functions of the Department of Health could be 

summarised as'-

supporting the Minister for Health in the discharge of his 

Ministerial and parliamentary functions; 

the formation of policy; 

the determination of programmes for the implementation of 

agreed policy; 

the co-ordination, appraisal and review of the effectiveness 

of policies and the overall organisational arrangements for 

the delivery of health services; 

the co-ordination of the international activities of the 

service. 
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The permanent head of the Department oE IIaalth is the Secretary. 

The Department is divided into line divisions and staff units. 

Under the Secretary, an Assistant Secretary heads each of the 

line areas, ~Iich are concerned respectively with hospital 

services, community health services and community welfare 

services. There are four staff units dealing with Finance, 

Personnel, Planning a~d Organisation. 

Outside of the Department of Health, there are a number of " 

bodies established on a permanent hasis such as the National 

• Drugs Advisory Board, the National Council for the Aged, the 

National Rehabilitation Board, which together with other 

functions provide advice on their relevant areas of activity. 

• In addition, as required special broadly based working parties 

and committees are established from time to time to advise on 

specific aspects ofthc services such as care of the mentally 

• ill, the mentally handicapped, the aged etc. 

• 

• 

• 

The statutory responsibility for the regulation of the number 

and type of appointments of consult"ant medical staff and senior 

registrars in hospitals is vested in Comhairle na nOspideal (the 

Hospital Council). In addition, the Council has functions to 

advise the Minister for Health on matters relating to the 

organisation and operation of hospital services and to prepare 

and publish reports relating to those services. 

The statutory responsibility for administering the services 

provided for in health legislation and by Ministerial initiative 

is vested in eight health boards. The structure and operation 

• of the health boards will be explained in greater detail later. 

• 
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Notwithstanding the statuto~y responsibility or health boards, 

what might be described as non-governmental organisations 

feature prominently in the provision of hospital and 

institutional services, of community based health and welfare 

services and of a range of advisory, councelling, and health 

educational services. At present, the Department's relationship 

with these .bodies varies by reference to the services which they 

provide. Broadly s"peaking, those providibg institutional 

services e.g. acute hospital care or institutional care for the 

mentally handicapped, are recouped the cost of services provided 

on a budget basis. Statutorily, the hospitals and institutions 

involved, many of which are owned and run by religious bodies, 

provide services on behalf of health boards. Yet in most cases 

health boards have littl~ say in their actual o~eration. This 

is an anomaly which is being reviewed. Even the use of the term 

'voluntary' is a misnomer as for the most part, these voluntary 

bodies are dependent for virtually all their funding on 

exchequer sources. 

• In respect of executive work in relation to the health services 

which is regarded as not suited to local administration, a 

number of executive agencies have been established. These 

• include the Health Research Board. the Hospitals Joint Services 

Board, the Health Education Bureau and a number of boards for 

the administ~ation of large hospitals in the Dublin area. 

• 

• 

• 

Finally, to complete the overall structure of the health care 

system, in each of the eight health board a~eas, there are a 

numbe~ of local advisory committees. There is generally one 

committee fo~ each county. The functions of these committees 

are purely adviso~y and do not have any decision making powers. 
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[FIGURE III HEALTH BOARDS 

Prior to 1970, the responsibilities for the provision of healtlh 

services were vested in the local government system. This meant 

that each county council and county borough was responsible for 

the health services within its functional area. Thirty-two such 

authorities existed and between them served a total population 

of little over three million people. By the mid-1960's it was 

clear that a modern "health service required a much more rational 

system of administration. 

• Under the provision of the Health Act, 1970, a new system of 

administration was introduced involving the establishment of 

eight health boards which are responsible for the services 

• within their areas. The population covered by each health board 

varies from about 200,000 in the case of the smallest board (the 

Midland Health Board) to about one million in the case of the 

• 

• 

• 

• 

• 

largest (the Eastern Health Board which includes Dublin City and 

County). The popUlation densities of the health board areas 

also vary considerably from a density of 257 people per square 

kilometre in the Eastern Health Board area to a density of 25-26 

people per square kilometre in the areas on the western 

sea-board. 

Clearly for a small country there is a sizeable imbalance in the 

distribution of population between health board areas. It has 

also been accepted that it was not by using any exact formula 

that the decision was taken to have eight health boards but 

rather it was the result.of compromise between the possible 

options. 

The membership of health boards - which is set down in 

legislation - is made up of public representatives i.e. members 

• of county councils in the boards' functional area and form a 
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majority of the membership. The balance is made up of elected 

representatives of the main health professions and a small 

number of members appointed by the Minister. 
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[FIGURE II 11 STRUCTURE OF HEALTH BOARDS 

Each health board is required under the 1970 Act to have a Chief 

Executive Officer. Certain functions relating to personnel of 

the board, and decisions on eligibility of individuals for 

services ar.e reserved to the Chief Executive Officer. All 

other matters can, under the Act, be exercised by the board. 

However, the boards have recognized the need to delegate 

day-to-day management of the services on a considerable scale to 

their Chief Executive Officers, while retaining control of such 

matters as the approval of revenue budgets, th~ authorization of 

capital schemes., the borrowing of money, the acquisition and 

disposal of land, and decisions on programmes for development or 

review of services. Boards normally meet monthly. 

The work of each health board is divided into three broad pro

grammes, covering respectively community care services, general 

• hospital services and special hospital services i.e. those 

providing services for the mentally· ill and the mentally handi

capped. Each of these programmes is managed by a programme 

• manager, who reports to the Chief Executive Officer. 

• 

• 

• 

• 

In the larger boards, there is a separate programme manager for 

each of the three programmes while in the three smaller boards 

there are only two programme managers, one of whom covers the 

two hospital programmes. In addition, there are functional 

officers in charge of F.inance, Personnel and Planning. 

(Recently, two boards have substituted management services 

officers for planning officers.) This group of officers, under 

the Chief Executive Officer, form the management team for the 

health board. 
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[FIGURE IV) COMMUNITY CARE STRUCTURE 

The organization adopted within the community care programme is 

given as an example of how programmes are structured and may be 

of special interest. This programme, under a health board, 

covers both community health and community welfare. It should 

be pointed out that a significant level of personal social 

services are included under the heading of community welfare. 

Each board is divid~d up into a number of communities, each 

community serving a population of 40,000 to 100,000 people. The 

services in the community are co-ordinated by the directer of 

community care, who is also the medical officer of health for 

the area. 

• He is responsible to the programme manager for the operation of 

the range of services. Figure IV ill~strates the type of 

organization although, under some boards, the range of functions 

• 

• 

• 

• 

covered by the programme is now quite extensive as various para

medical and welfare support services have developed. 

The organisation of this programme is currently under review. 

The review is particularly concerned with resolving the 

difficulties which have arisen in relation to the leadership of 

the team and the weight which should be given to the welfare 

services within the programme. It will also be concerned with 

the role of the general practitioner in the services and the 

stimulation of primary health care. 

Under the 1970 Health Act, Health Boards may act jointly in 

providing services, including, if necessary the establishment of 

• a joint body. The first use of this provision for joint action 

of health boards arose in the administration of a central bureau 

for paying doctors and pharmacists providing services under the 

• 
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General Medical Services Scheme. This bureau is known as the 

General Medical Services (Payments) Board. It is the function 

of the Board to perform on behalf of the health boards the 

following functions in relation to the provision of services by 

general medical practitioners and pharmacists: 

the calculation of payments to be made for such services: 

the making of such payments: 

the verification of the accuracy and reasonableness of claims 

in relation to such services: and 

the compilation of statistics and other information in 

relation to such services. 
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[FIGURE VI TRENDS IN HEALTH EXPENDITURE 

Like all other European countries, the trend in health 

expenditure in Ireland for many years was an ever-increasing 

one. Figure V shows this trend over the last 10 years. As can 

be seen, the growth in real terms at 1976 prices indicates a 

dramatic rise in the late 1970's reaching a peak in 1980. 

Expenditure as a percentage of Gross National Product shows a 

similar trend reacfiing a peak in 1980. Since then expenditure 

has, more or less, levelled out. 

[FIGURE VII ESTIMATED NON-CAPITAL HEALTH EXPENDITURE 

Total expenditure on health services by the state will amount to 

an estimated £1,332 million in 1986, made up of £58 million for 

capital expenditure and £1,274 million for current expenditure. 

It should also be pointed out that in addition there is 

considerable privately financed health care throdgh general 

practitioner and consultant services. An indication of the 

extent of this can be gained from the fact that some £100 

million is paid by way of subscriptions to the Voluntary Health 

Insurance Scheme each year for additional health care. 

Figure VI shows the percentage breakdown between care programmes 

of total estimated non-capital health expenditure for 1986. 

AS can be seen the general hospital sector takes by far the 

greatest proportion of expenditure at approximately 50%. 

However, this percentage reflects a decline in the proportion of 

expenditure in that area, while the expenditure on community 

based services has increased. The figure' for community 

protection certainly appears very small at 1.6%. However, as 

will become clear from the statement of health policy this is an 

area that will receive special attention. 
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[FIGURE VIII ELIGIBILITY STRUCTURE 

Entitlement to health services other than inpatient care depends 

on the eligibility for these services. There are three 

categories of eligibility for health services and the category 

to which a person belongs determines what services he should pay 

for and what services he is entitled to free of charge. The 

categories are as follows: 

Category I: Persons who are unable without undue hardship to 

arrange general practitioner services for themselves and their 

dependants. Such persons and their dependants have full 

eligibility for all health services without charge. This 

includes in particular: free general practitioner and 

pharmaceutical services; free maintenance and treatment in 

public wards of hospitals; free specialist out-patient services 

at public clinics; free dental, ophthalmic and aural services. 

Fully eligible persons are issued with 'medical cards' by the 

health boards, after a decision by the Chief Executive Officer. 

About 37% of the population are in this category. 

Category II: Persons, together with their dependants, whose 

annual income is below a specified limit. These persons are 

entitled to free maintenance and treatment in public wards of 

• hospitals; free specialist out-patient services at public 

• 

• 

• 

clinics; assistance towards the cost of prescribed drugs; 

maternity and infant care services, free drugs for certain 

long-term illnesses. Persons with limited eligibility are 

obliged to pay a health cqntribution. Somewhat less than 46% of 

the population are in this category. 

Category III: Persons, together with their dependants, whose 

income is above the specified limit. They are entitled to free 

------- -------
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maintenance in public wards of hospitals (excluding consultants' 

• fees); free specialist out-patient services at public clinics 

(excluding consultants' fees); assistance towards the cost of 

prescribed medicines and free drugs for certain long-term 

• illnesses. About 17% of the population are in this category. 

• 

• 

• 

• 

• 

• 

• 

• 

• 

Persons who wish to supplement their entitlement to healt~ 

services can make private arrangements, in particular with the 

Voluntary Health Insurance Board. This Board is, in the main, 

concern~d with hospital costs. It is non-ptofit making ,the 

subscriptions are income tax deductible. Approximately 1 

million persons are covered by schemes operated by the Board. 
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IRELAND THE EPIDEMIOLOGICAL BACKGROUND 

INTRODUCTION 

In common with many other countries we are very aware of our 

limitations in relation to basic data and developed information 
systems. with a view to improving these systems we are developing 

closer links with the WHO Regional Office in Copenhagen. We are 

aware of the need for better morbidity data, particularly in 
identifying preventable morbidity. It is. apparent to us that in 

order to monitor our health services on an ongoing basis both in 

terms of the evaluation of services and the planning of future 

services we will require improved information systems, together 

with a considerable input of applied Epidemiology. At present we 

'are heavily dependent on mortality statistics. 

DEMOGRAPHY 

The population of Ireland has been increasing over the last two 

decades and is still increasing but rather more slowly. This ~as 

been due to a high birth rate with a natural increase of births 

over deaths together with a change in the traditional patterns of 

emigration. This has led to an increase in our population from 

under 3 million to 3.5 million. Fig I 

However, there has been a change over the past six years due to a 

considerable decrease in the birth/rate and a return of economic· 

and social patterns leading to emigration. Fig II, Fig III 

Fro~ a Social Epidemiology view point the drop in the birth rate 

may indicate a change in attitude to family planning and birth 

control. From the late 1960's there was an increasing demand for 

family planning services. This was reflected in legislation 

painfully introduced making advic.e on family planning and 

contraception available to the population in general and 

endeavouring to reduce the inequity of family planning services 

being only available to certain social groups in our society. The 

present legislation on family planning makes the services 

available to the entire population regardless of social class or 

rural/urban divisions of the population. While we may have some 

way to go before these services are fully developed, even given 

the most pessimistic scenarios it is unlikely that we will 
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return to the traditional large Irish family of 5+ children. The 

legislation providing family planning services would seem a 

positive example of health promotion involving political 

commitment in the face of considerable ethical constraints. 

Whether or not smaller and more economically viable families 
improve the quality of life is open to discussion. The advantages 

of .such families in terms of more pragmatic health indicators 
requires little discussion. 

However, an increasing birth rate over the past decades has left 

us with an unusual population pattern. A high child population 

0-14 yrs and more than 50% of our population under 30 years. Fig 

IV 

In this respect we differ from most Western European countries. 

The social implications of this population structure present a 

very considerable challenge. If a young, well educated population 

is an asset we are in a very fortunate situation but if at a time 

when technology is replacing people we are faced with the problems 

of meeting the unfulfilled ambitions of these young and frustrated 

people the implications for the future health of the country and 

the challenge to the health services is considerable. The broad 

spectrum of this challenge will run from the public health 

problems of unemployment right through to violence and 

substance abuse with their implications for morbidity and indeed 

mortality not to mention quality of life. 

It is a paradox that, despite our young population and the 

percentage decrease in our geriatric population, the total number 

of people over 65 years is in fact increasing. Fig V 

This, in terms of demands on health services and particularly 

hospital admissions, creates obvious pressures. The services 

dealing with the care of the aged are under review and a major 

consideration of this review will be the factors influencing the 

quality of life in older people. We are very aware of the 

limitations of extending life expectancy if the quality of life is 

not also sustained. People not quite as convinced as we are of 

the merits of prevention in Health Services sometimes argue that 

the success of preventive measures will increase our geriatric 
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problems. perhaps, at some future date WHO meetings may be 

considering not just how we should live but when we should die? 

In making this comment I do not have euthanasia in mind but rather 

the hard decisions that will have to be made against the capacity 

of high technology medicine to prolong life regardless of its 
qualIty. 

LIFE EXPECTANCY 

A life expectancy at birth in this country of 70.1 years for men 

and 75.6 years for women can be compared favourably with other 

countries. Fig VI. 

However, if we compare life expectancy at 45 years we do not 

~ppear in such a favourable light. Fig VII. This points to our 

problems relating to Cardiovascular Disease and Cancer as major 

causes of mortality from middle age onwards. On a more optimistic 

note it must be pointed out that a man born in this country in 

1926 could only expect to live 57 years and a woman to 58 years, 

indicating that we have considerably improved our life expectancy 

over the past 60 years. This has been, brought about by 

eradication or control of communicable diseases, considerable 

improvements in maternity and child welfare services together with 
improved housing, educational and environmental services. 

COMMUNICABLE DISEASES 

We have eradicated Diphtheria and poliomyelitis and we are in the 

process of eradicating measles by vaccination programmes. You 

will notice Fig VIII that we have not eradicated Tuberculosis, 

though we have long since left the Tuberculosis Epidemic days 

behind us. We are however, left with a plateau of about 900-1,000 

T.B. cases each year. These cases are mainly those who will not 

comply with treatment, substance abusers and people who are 

emotionally disturbed or have opted out of society. This is an 

interesting example of how, even in the cause and effect world of 

communicable disease, motivation and health education play an 

important role. When our present health service model is faced 

by proble~s associated with human behaviour it seems to falter. 

If we are in difficulties with influencing people relevant to 

complying with treatment for Tuberculosis how may we ask are we 

going to succeed in altering human behaviour and life style in the 

control of conditions such as "AIDS". The identification of 
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"AIDS" as one of the major public health problems of our times 

against which for the present we have no medical solution poses a 

• most serious challenge to health education in terms of influencing 
human behaviour and public attitudes in an attempt to control this 
deadly disease Fig IX. If the previous slide underlines the need 
for health education and health promotion as essential in modern 

• 

• 

health strategies it also points in a simplistic way to the need 
for multisectoral action in implementing the disease prevention 
aspect of health promotion. For example. we still have cases of 

Brucellosis in humans. Effective inter sectoral action could have 
eradicated this dis~ase many years ago. The need for health 

promotion and intersectoral action becomes apparent regardless of 
what aspect of the health services you examine. 

INFANT - NEONATAL - PERINATAL MORTALITY 

• Ireland has had a proud tradition in this field of health care, 
going back in time to the Rotunda Hospital which was one of the 

first maternity hospitals in Europe and coming forward to the 
delivery of our present day neonatology services. The marked 

• decrease in infant, perinatal and neonatal mortality rates can be 
seen in Fig X and comparison with other countries Fig XI shows us 

in a reasonably favourable position. It is relevant to point out 

that these figures have been achieved in a country where 

• . therapeutic abortion is not permitted under any circumstances. 
what is of less satisfaction to us are our perinatal mortality 
data when presented in terms of the occupation of the father as 

an indication of social class Fig XII. There would seem to be 

• 

• 

• 

• 

evidence of inequity in health from this data. This is all the 

more difficult to understand as availability of services would not 

seem to be a major factor. The Maternity and Child welfare 

Services are one of our better balanced and integrated services in 

which the preventive services including screening of the infant 
population for genetic defects such as Phenylketonuria and 

developmental paediatric services work in close harmony and 

understanding with the curative services. Is the apparent 
inequity due to a failure in providing information or education or 

simply absence of motivation by the social groups involved? What 
ever the possible reasons research of this problem is essential. 



• 

• 

• 

• 

• 

• 

• 

• 

• 

.-
• 

• 

5 

MORTALITY-PRINCIPAL CAUSES 

We now come to the main causes of mortality in this country 
Fig XIII 

Cardiovascular disease in its various forms is the main cause of 

mortality. In 1982 more than one third of all deaths in males and 

one fifth of deaths in females between the ages of 45-64 years 
were from Ischaemic Heart Disease. Irish women have more than 

twice the risk of death from this disease as compared to women in 
other EEC countries Fig XIV. Irish men while having much the same 

risk of death from this disease as men in England and wales have 

1.5 times the average risk to men in other EEC Countries. Ireland 

also ranks high amongst EEC countries for premature deaths (i.e. 

deaths under 65 years) from Hypertension and stroke Fig XV. The 

mortality rate from these diseases is occurring notwithstanding 

the availability of high technology diagnostic and curative 

services which are available in this country in some profusion. 

The need for the further development of health education 

influencing individual life style is obvious. The need for the 

development of health promotion involving multi-sectoral action 

particularly in relation to diet and nutrition is equally obvious. 
In terms of the deaths occurring from these diseases we are 

failing to prevent the preventable and much more can be achieved 

by multisectoral health promotion. 

CANCER 

The second major cause of death in Ireland is cancer which 

currently accounts for approximately one fifth of all deaths. 

Deaths from Cancer of the Lung and Colorectal Cancer respectively 

are the two highest contributors to cancer deaths. Lung Cancer 

deaths have increased from 13% of all Cancer deaths in 1961 to 23% 

of all such deaths in 1982. This increase is particularly 

noticeable in the case of women for whom Lung Cancer accounted for 

5% of Cancer deaths in 1961 and 13% of Cancer deaths in 1982. In 

1982 there were 1,332 deaths from Lung Cancer, over one third a 

them to those under 65 years. FIG XVI. Lung Cancer is a major 

avoidable type of cancer since over 90% of those who die from it 

are smokers and risk decreases on stopping smoking. 
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Colorectal Cancer (Cancer of the Bowel and Rectum) is another 

major type of cancer leading to premature death. Ireland has the 

highest death rate in the 25-64 year age group from Cancer of the 

Colon and the fourth highest death rate from Cancer of the Rectum 

in EEC countries Fig XVII. The death rate from cancer of the 

colon has been increasing over the period 1950 to 1982 for males 

but not for females. Current evidence suggests that life style 

factors playa role in the development of colorectal cancer. Diet 

is recognised as an important factor in the disease. To date most 

of the evidence points to low fibre (roughage) and high dietary 

fat and cholesterol as the most likely dietary factors involved. 

SCREENING SERVICES 

We have endeavoured to develop screening services against both 

cardiovascular disease and various forms of cancer. Hypertensive 

screening we know to be a practical measure in reducing mortality 

and morbidity from stroke. Cervical screening and screening for 

breast cancer have received particular attention. The extent to 

which screening for various forms of cancer will ultimately 

influence our mortality or secondary morbidity must await future 

evaluation. In any event screening services at best must be seen 

as complementing primary prevention. 

On the basis of the evidence now available many cancer deaths are 

preventable. 

ALL SMOKING-RELATED ILLNESSES 

Diseases of the Heart, Circulation and Lung Cancer already 

referred to are major smoking-related diseases. When to these are 

added other smoking-related illnesses, statistics show that in 

1982 there were 16,330 deaths to those aged 15 years and over from 

smoking-related illnesses. We calculate that, approximately 5,000 

of these deaths are directly attributable to smoking. 

Smoking-related diseases are preventable. 

ACCIDENTAL DEATHS 

Injuries and accidental poisoning account for over half of all 

deaths to those aged 5-34 years. In 1982 approximately 1.100 

people under 65 years died from these causes, accounting for one 

sixth of all deaths to those in this age group. 



• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

7 

Road traffic accidents account for nearly one third of all deaths 

to persons under 30 years in Ireland. Over half of the 465 deaths 

in road traffic accidents in Ireland in 1984 were to those under 

35 years. 

The rate of road accident deaths in Ireland is below the average 

for EEC countries. 

Over 8,000 persons were reported injured in road traffic accidents 

in 1984. It is estimated that almost 1,000 of these will have 

suffered permanent disability. Approximately two thirds of those 

reported injured are under 35 years. 

The introduction of legislation making the wearing of seat belts 

compulsory for drivers of motor vehicles continues to improve 

these figures - an example of health promotion at work. 

ACUTE HOSPITAL ADMISSIONS 

The main thrust of health service planning has been centered on 

high technology hospital oriented curative services. This can be 

clearly seen by the admissions to acute hospitals Fig XVIII. The 
past achievements in prevention of disease were forgotten as we 

put our faith firmly in hospital oriented curative medicine. 

Hopefully the curve. of this graph would seem to indicate a slowing 

down in admission rates. This may indicate a new awareness of the 

value of primary prevention and primary health care. If this 

awareness is to be developed, as it should be, a formidable 

education programme involving the major decision makers not simply 

those dealing with health services but with the architects of 

national policy is needed. At another level the general public 

who have been conditioned to responding to a paternalistic type 

health service which will take care of them without unduly 

involving them in the process will need to be re-educated to take 

responsibility for their own health. Finally there are the health 

professionals many of whom have little interest in the concepts of 

he~lth promotion and indeed disease prevention. The cause of 

primary prevention will not be advanced by extravagant claims that 

prevention is the answer to all problems or indeed to debating 

esoteric concepts of health promotion but rather in the 
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development of integrated balanced health services in which 

curative, caring and preventive services complement each other in 

a practical and sensible manner. This picture of acute hospital 

admissions would seem to suggest that we are still some distance 

from attaining a balanced service. However, we are aware of the 
problems and are moving towards a stronger primary care input to 

more .integrated health services. 

PSYCHIATRIC SERVICES 

Figs IXX and XX indicate the pattern of psychiatric disease in 

this country as shown by admissions to psychiatric hospitals. 

Again the number of conditions associated with life style, notably 

substance abuse, are apparent. For many years the main thrust of 

our strategy was heavily dependent on hospital services but as 

Figs XXI and XXII show we are moving towards community. based 

~~~chiatric services. This has required considerable effort and 

indeed llol:~t.ical courage as resistance to moving the services 

dealing with psy~~ric disease away from the hospital and into 

the community has met with considerable resistance from many 

sources. possible inequity in health is also suggested by the 

data on admissions to psychiaric hospitals. Fig XXIII 
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CONCLUSIONS·, 

Our available epidemiological data would allow us to come to a 

number of conclusions which should influence our future planning 

of health services. 

1. The need for commitment to health promotion at Government 
level. 

requiring 

2. Structures both political and executive upon which 

inter sectoral action in health promotion can be devised and 

implemented, particularly in influencing life styles and the 

control of environmental hazards to human health. 

requiring 

3. New and more flexible health service structures capable of 

meeting unexpected challenges to human health. 

requiring 

4. Better information 'systems to provide the data upon which 

health service planning should be based. 

requi ring 

5. An improved input of research and applied Epidemiology to 

monitor health services on an ongoing basis. 

leading to 

6. Health services 'which meet the real needs of the people 

particularly the disadvantaged groups in society and the 

elimination of inequity in health. 

leading to 

7. The identification of health as more than the absence of 

disease by the people. 

• leading to 

• 
8. The development of a "Health Policy" based on positive rather 

than negative health concepts. 
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• 
STATEMENT ON HEALTH POLICY FOR IRELAND 

• 
1. INTRODUCTION 

You have heard how the Irish health delivery system is organ-

• ised and its historical development. You have hea~d a 

presentation painting a general picture of our main health 

problems, the nature of those problems, and how we have 

• attempted to tackle them. 

• 

• 

• 

• 

• 

• 

• 

• 

I now want to take the opportunity to set out, in very broad 

terms, Ireland's proposed approach to the preparation and 

implementation of a comprehensive health policy. We are at the 

early stages of this majo~ undertaking. We are not starting 

completely from scratch, however. In Ireland, the review, 

development and restructuring of individual services have been 

carried out on a continuous basis. Tne time has, however, come 

for a re-assessment of our total system, IJntrammelled by the 

traditional perceptions of the paramete~s and limitations of a 

health service. 

I should say that for the most part, you are not going to hear 

.of ultra-radical depa~ture from policies proposed by the World 

Health Organisation and other European countries whu have 

developed or are developing health policies. 'The approach we 

will take will incorporate tlte principles set down by the World 

Health Organisation in Ilealth For All 2000. Ilowever, we do 

foresee specific problems in the application of those 

principles in an Irish context and I want to air some of these 

this morning . 

This is the first public presentation of our intentions 

regarding the preparation of a health policy and its possible 
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direction. The impetus for embarking on this road comes from a 

number of sources. 

Without doubt a major influence has been the World Health 

• Otganisation and the role it has played in awakening many 

countries' consciousness of the potential of its "Health For 

All" programme as a framework around which to fashion a revised 

• and rational approach to health. Like many other countries who 

have taken up the chal19~ge ?osed by the World Health 

Organisation, -Ireland has, through its involvement in the 

• 

• 

• 

• 

• 

evolution of this programme, come to recognise its value as a 

well thought-out framework within which we could set out our 

national plan. Adding we would hope a dimension to the 

European model for health planning. 

To refer to the Programme only as a framework for national 

planning would be to understate its true value. It has, of 

course, provided a much needed impetus to presenting health as 

a serious social, political and economic issue in any s·ociety. 

While few would disagree with the precept that in the modern 

state health is considered a basic human right, the same degree 

of unanimity is more difficult to achieve on the measures which 

should follow logically from the implications of this 

statement. 

In Ireland we do not have a well structured public planning 

• system_ in which major public policies are routinely subjected 

to review at periodic intervals. Rather, once public policy in 

a particular area is settled it remains in force until some 

• particular pressure arises for reviewing and, if necessary, 

changing it. Within the health system this approach to 

planning is mirrored and while we have had a succession of 

• 
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searching reviews of particular areas of health policy in 

recent years, it is now some twenty years since the last 

overall review document - a White Paper in 1966 - was published 

and from which our existing system emerged. Thus, we feel that 

apart from other considerations, the time is ripe for an 

examination of conscience and, if needs be, a new start. 

• The realisation that a review is now appropriate has nbt 

emerged in a vacuum obviously. We are conscious that many of 

the factors which underpinned policy developed in the mid-

• 1960's have now_changed and that new parameters must apply to 

health policies designed to cope with the 1990'5. In partic

ular we want to take on board and embody in our management 

• system a concept of health p.ianning which combines health 

promotion, itself a rather new concept in the Irish psyche, and 

health service planning in the pursuit of identified health 

• goals. 

• 

• 

• 

• 

• 

Over the last number of years, as we have analysed the Irish 

epidemiological trends, it has become clear that such an 

examination was leading us to a serious questioning of the 

capacity of our health system as then and still organised to 

effectively address the problems identified. Dr Walsh 

presented a broad summary of the results which emerged from 

this examination. It is quite clear that in common with other 

developed countries much of the toll of morbidity and mortality 

with which we are afflicted derives from Eaetors which are, to 

a greater or lesser extent, determined by life-style and 

general living environment. This brings into focus the major 

question of whether the resources which the community decides 

should be devoted to healih, should predominantly be committed 
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to the cure of, and caring for, victims of, what are in many 

cases preventible conditions, or whether more resources should 

be diverted to prevention in its broadest sense. 

The question is even more complex than this. The added 

dimension is how, in a period of sustained economic recession, 

to reconcile a diminishing resource base with increasing demand 

for services, fuelled in the Irish context by a consistently 

increasing population, as well as the pressures ari-sing from 

technological advance and an apparently lowering tolerance in 

modern society before medical intervention is sought. 

Given the prospects for public finances for ~he foreseeable 

future we see tight limits on resources for health care as a 

constraint within which we must plan for the period ahead. An 

analysis of utilisation patterns associated with the main 

health services combined with projected demographic change has 

shown that even without real increases in the unit cost of 

inputs, the cost of continuing to service demand on present 

patterns would simply not be sustainable. We are aware that 

there is a questioning internationally of the impact on health 

of additional spending on health services. This is a concern 

which we fully share and which has given an extra immediacy to 

the need for a new definition of health policy in Ireland. 

So to conclude my introductory remarks, we have, from the 

• experience of other countries and WHO itself some general idea 

of the length of the road on which we have started. I think we 

are sufficiently realistic to see our present endeavours as an 

• early phase of a long process. It will probably take years to 

• 
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disentangle the factors and influences, many deeply rooted 

histori~ally and culturally, which underly contemporary health 

problems. It will take time and commitment to dismantle the 

unnecessary and eliminate the out-moded and the irrelevant. We 

a're making a start, however. 
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From the presentation given by Dr \'Ialsh, it will have been 

~lear that our health problems as identified by leading causes 

of mortality correspond generally with the pattern in other 

European countries. 

You have seen that those leading cause of mortality are:

Heart Disease, Cancers, Respiratory Diseases, Circulatory 

Diseases and, Accidents. 

A similar pattern emerges from analysis of the leading causes of 

admission to hospital which are:- Accidents, Diseases of the 

respiratory system • 

• 

• 

Diseases of the digestive system, Diseases of the circulatory 

system, Diseases of the genito-urinary system and Cancers. 

However, in our analysis we have moved beyond simply looking at 

causes of mortality and morbidity to an examination of the 

underlying factors associated with particular health problems 

and the measures which can practicably be tak~n to eliminate or 

reduce such factors. 

• Our response to these questions - in effect the basis of our 

health policy - I will outline a little later. But first, I 

should like to refer to a number oE features of our system 

• 

• 

• 

which will have a major bearing on the nature and potentially, 

on the overall success of our response. 

These are:-

1. the capacity of the health care system in relation to 

health promotion; 
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2. the identification and acce~tance of individual and 

• collective responsibilities; 

3. the approp~iate balance and potential conflict between 

centralisation and community participation; and 

• 4. the cu~rent natu~e and proclivities o~ the health 

system. 

2.2 CAPACITY OF THE IIEALTH CARE SYSTEM IN REL!\TION TO HEALTH 

• PROMOTION 

The analysis of risk factors and, pa~ticularly, the extension 

of the ~ole of the health ca~e system in reducing such factors 

• is, in my view, one of the mo~e challenging aspects of the 

Bealth For All approach. As I have already said, we are 

managing.a health system which has traditionally focussed on 

• curing and caring. It is disease rather than health oriented. 

From this perspective, the system can be expected to identify 

• easily with a role in the ~revention, at primary and othe~ 

levels, of major health problems, such as, the elimination of 

specific diseases, reduction of infant and maternal mo~tality, 

• prevention of handicap and reduction in mortality from causes 

. such as diseases of the circul.atory system and cancers. With 

some stimulation the system can become more closely involved 

• and effective in areas like accident prevention and reduction 

of environmental pollution, among others. 

In developing a comprehensive approach to health, this falls 

• far short of the objcctives of Health For All, particularly 

those aspects of the programme concerned with ensuring an 

adequate income level for all members of society, educational 

• opportunities and employment. These aspects are really 

fundamental to the whole organisation of society and more 

• 
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specifically the value system which underlies such organ-

isation. In the Irish context, at the moment, I would have to 

say that there would be some doubt about the capacity of the 

health sector to stimulate action in these areas. 

This constraint arises from the perceived place of health in 

the wider sqheme of things. I have already referred to the 

• maxim that health is a basic human right. This in itself does 

not guarantee health a prominent place in societal priorities, 

as reflec~ed in the way it chooses to order thin~s and the 

• importanc~ apparently attached to health relative to other 

attributes of human welfare. Irish public planning has always 

seen social planning as following economic planning - the 

• latter being concerned with the generation of wealth and the 

former with its distribution. In fact the first programme of 

economic expansion covering the period 1958-1962 deliberately 

• omitted any reference to social planning and concentrated 

solely on economic growth, justified on the basis that 'the 

national candle could not be burned at both ends'. 

• 

• 

• 

• 

• 

While social planning, including health, has moved rather 

closer to centre stage in more recent public planning 

exercises, I think it is fair to say that health as an issue, 

apart from incremental changes to the existing health care 

system, remains somewhat peripheral in terms of perceived 

public priorities and in the spectrum of issues on the 

political agenda. 

It is by starting from this position that the scale of the 

problem of exerting pressute from a health promotion 

perspective for changes in the basic organisation of society, 

can be judged. The question which must arise for us is, is the 
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health sector the appropriate organ to assume lead responsibil

ity for health promotion. I will be addressing this problem 

more fully later . 

• 2.3 INDIVIDUAL AND COLLECTIVE RESPONSIBILITIES 

Responsibility for health arises at a number of levels. For 

the purpose of analysis here I will refer to these as the 

• individual level, the wider community level and the State, 

though recognising that in practice responsibili ties are not so 

easily isolated and defined. The perceived balance between 

• these levels would, I think, be largely determined by the 

overall political philosophy adopted by a particular society. 

• 

• 

• 

• 

• 

• 

In the Irish context we see the individual having primary 

responsibility for his/her own health to the ex~ent that he/she 

has discretion in controlling relevant influencing factors. 

At a broader level we see this individual responsibility 

influencing the collective decisions of the community at 

successively higher levels of aggregation. We recognise 

however, that the ~tate also has a role to play in organising 

the response to health problems which are beyond the control" of 

the individual or the capacity of the wider corrununity to 

control. At the very least the activities of the state should 

demonstrably not contribute to health problems. The current 

role of the state in health care derives from the ~iew that 

health is pre-requisite to human well-being and that, in 

economists' parlance, it has various characteristics which 

render it inappropriate for allocation through the normal 

market mechanism. 

While not questioning the validity of. this position I think 

that in common with other Western Countries there is now a 

• public mood which tends to favour less rather than more 
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intervention by the State, certainly in normal day-to-day life 

• situations. Perhaps, in the recent past we became over

enthused with the form oE caring society which sees the State, 

through publicly funded services, as the safety net for a very 

• wide spectrum of problems. The development of this essentially 

paternalistic role has almost certainly contributed to the 

decline of an alternative model of caring society which 

• embodied the concepts of the extended family and the informal 

caring community. It may also have helped to erode a value 

system founde-d on the bel ieE that the individual had primary 

• responSibility for solving his own problems and also had a 

major responsibility for other family members and a 

contribution to make to the collective responsibility of the 

• community for its members generally. 

• 

• 

• 

• 

• 

• 

We need in health promotion to take account of cultural 

differences, which exist not just between countries but within 

them. A legiti~ate question for the 'man on the street' when 

faced with the new drive for a healthier lifestyle, is to ask 

who gains? Putting health promotion into practice involves at 

the macro level, a trade off between wealth and health. At a 

micro level this means that the consumer may pay more for food, 

heating and transport among others, and be subjected to 

numerous. constraints in his range oE choice oE consumption. On 

the benefit side he should enjoy better health and perhaps live 

a longer and more 'fulfilled' life. We must recognise however, 

that individuals will perceive this choice in different ways in 

line with their individual valuc systems. Whcn we talk, in 

particular, about universal ·change in lifestyles to make them 

more conducive to good health are we trying to imbue whole 

societies with what might be termed an essentially middle class 

value system. Is this really a practical proposition? 
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Indeed, is this really desirable? These are fundamental 

questions which must however be confronted, in developing a 

balanced ~pproach to suit our particular needs. 

e2.4 CENTRALISATION AND COMMUNITY PARTICIPATION 

In the earlier presentation you saw the organisation of oui 

health services which emanated from the Health Act, 1970 and 

• was a response to the national realisation that our health 

services were then relatively under-developed and that the 

necessary resources for development could be provided from the 

• fruits 'of the economic growth then being eXperienced. Those 

circumstances have since changed dramatically and we now must 

plan within a framework which, at best, sustains present 

• 

• 

• 

• 

• 

• 

• 

resource levels in real terms. 

In the recent past we have carried out a detailed study of the 

type of management re-organisation now required. The major 

question which arose was whether, for a population of just 

three and a half million people, a structure of eight separate 

health board administrations is either justified or desirable, 

particularly since almost one third of that population is 

contained in one health board area - the Eastern area in which 

the greater Dublin area is situated. The need Eor and logic of 

having eight health board areas - each with statutory respons

ibilities for the provision of the whole range of health and 

many social services - has been queried in the light of the 

radical shift of the burden of funding in the Eifteen years of 

their existence. When they were established, health boards 

received in excess of 50% of their funding through local 

taxation. Since then through a shift from local to central 

taxation, we are now in a position where over 85% of funding 

comes from central sources. As our services have developed and 
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total resources came under increasing pressure the need for 

• rational planning became more and more obvious. And given our 

population size and the changed method of funding, the pivotal 

role of the central administration in the whole planning 

• 

• 

process has become clearer. 

We are now proposing, therefore, to undertake are-organisation 

which recognises this role of the central administration 

working in a complementary way with a re-organised health board 

system. 

• A dilemma we find ourselves in because of this proposed course 

of action is that, at the same time, it is Government policy to 

devolve as many functions as possible from central admistration 

• to local authorities. As I have said, our assessment of 

requirements in health service management points very decidedly 

to a strong, effective, unified approach tightly co-ordinated 

• from the centre. 

• 

• 

• 

• 

• 

On the face of it, this approach could be interpreted as being 

in direct conflict with one of the basic principles of the 

Health For All strategy - that is community participation in 

the planning and perhaps delivery of services. I would ~rgue 

that this is not so. A distinction must be made between the 

level at which responsibility is taken for policy development 

and overall planning and Drganisation of services and the level 

at which service planning and decision-making for particular 

areas is undertaken. As was explained earlier, our community 

services are based on defined community care areas which for 

the most part are coterminous with the county areas - though 

not in all cases. The population of those areas also varies 
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but on average would be about 100,000. Our proposals are that 

• such uhits should continue - but with an impo~tant difference. 

We see future management of services being on a geographic 

basis rather than a programme basis. This should make for a 

• more integrated approach to local planning and decision-making. 

We also intend to incorporate formal arrangements for 

appropriate feed-back and in-put into the planning system from 

• the community. 

You will have gathered from the earlier presentation that the 

• voluntary sector plays an important role in our health system. 

This role has evolved over a long period and voluntary agencies 

are now involved not just in the d.livery of services on an 

• agency .basis but also participate in the process of policy 

d~velopment through their pioneering work with various care 

groups. Apart from this formal involvement care is provided 

• through the informal and often unrecognised voluntary sector in 

the form of family carers. We regard ·this voluntary 

contribution as an important element in our system which we , 

• intend to preserve. However, problems of integration between 

the statutory and voluntary sectors have arisen in the past and 

it is now our intention to introduce arrangements which will 

• lead to greater cohesion between both sectors. 

By taking the approach I .have outlined I think we will bring 

about an appropriate balance in our system between degree of 

a 
centralisation and the undoubted need for community 

participation • 

.. 2.4 MAKE-UP Of THE PRESENT HEALTH SERVICES 

Another major obstacle with which we will have to contend, is 

the nature and make-up of the existing health services. As I 
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have siad the emphasis has been on curing ann caring with much 

lesser emphasis in terms of resources and effort placed on 

illness prevention and health education. Within the curing and 

caring areas, approximately 70% of resources are absorbed in 

institutional services. However, it is current policy to 

redress this imbalance and progress is being made, however, 

slowly. 

This re-orientation of emphasis is, of course, not simply a 

question of policy decision or administrative commitment. It 

• involves a parallel significant change in the perceptions of 

health by the popUlation at large and the professionals who 

work in the area. Historically, the expectations of the 

• population have been guided by the curing and caring emphasis 

of the services. The training and performance of health 

professionals has been likewise oriented. 

• It will be part of our task to overcome these attitudes and 

indeed prejudices and set our services on a new course. 

• 2.6 SURMOUNTABLE ODSTACLES 

Under the heading of "The Current Reality" I have referred to 

four factors which I believe are crucial to the success of 

• bringing to fruition a more enlightened health policy in this 

country. I have set out these factors in some detail because I 

believe that it is essential to recognise the actual and 

• potential obstacles in our path and take them fully into 

account when designing our strategy. 

• 

• 
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3. BROAD ELEMENTS OF IRELAND'S HEALTH POLICY 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

• 

3.1 I have already Indicated in my introduction that our approach 

3.2 

to deter~ining a health policy ~ill not depart. significantly 

from the principles set down by WHO in its Health For All 

strategy. The essentials of our approach are: 

Firstly, The promotion of health through the development of 

healthier"lifestyles, the creation of a healthy 

environment and the prevention of disease and 

handicap on a multi-sectoral basis. 

Second!y, The acceptance of the fundamental role of Primary 

Ilcalth Care and the need for its development, while 

at the same time accept~ng the reality of a 

continuing role for other levels of care, And 

Thirdly, The establishment of effective planning and 

management arrangements, organised in a tiered way to 

provide an integrated network oE complementary 

services to meet measured health needs in the 

population. 

I will now deal in more detail with the indivtdual elements. 

PROMOTION OF HEALTHY WAYS OF LIFE 

Health Promotion 

Health promotion is not accurately understood in Ireland. 

Therefore, we have a major selling job to do if we are to hring 

individuals and the community at large around to think in terms 

of the health impact as a significant consideration in their 

daily decisions. 
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In Ireland there is currently a structural vacuum in this area 

in that no body. public or private. has. or accepts the lead 

responsibility for health promotion. Responsibilities are 

diffuse. This points to the need for formal machinery to 

• further and lead intersectoral-collaboration and to give 

statutory expression to the role of the State in relation to 

• 

• 

• 

• 

health promotion. 

We have therefore put proposals to Government which provides 

for the Minister for Health and the Department of Health. 

centrally. and health boards. locally. being assigned the 

statutory responsibility for health promotion. This will 

represent a significant advance on the present position in 

which. as I have said. no public body is responsible. However. 

it would also bring sharply into focus the question of whether 

the health sector in our system has or will be given the 

necessary powers of persuasion to sufficiently influence other 

sectors to take explicit account of the health impact of their 

activities. 

• We regard it as essential that this approach goes further than 

simply assigning statutory responsibility to safeguard the 

health of the community. What we regard as essential is the 

• acceptance of and commitment by. Government to the promotion 

and preservation of the health of the community as a basic 

tenet of policy and the establishment of a formal structure 

• which would monitor and advise. on a multi-sectoral basis. on 

all matters pertaining to and affecting health. The precise 

form of such a, structure is clearly a political decision for 

• Government. 

• 
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Clearly, we would see the Department of Health taking the lead 

• responsibility for bringing together expertise and experienc~ 

from a wide variety of public and private interests whose 

activities impact on health with a particular emphasis on local 

• in-put and involvement. 

We have been moving apace on the formulation of a health 

• promotion policy for Ireland. The Minister for Health some 

time ago set up a group of experts to consider the basic 

principles which should underpin a health promotion policy. It 

• is expected that the Report of that group will be available 

shortly. 

• 

• 

• 

• 

• 

• 

• 

Things are not static however. Ireland's population is young 

and well-educated. Given these characteristics we are 

attaching increasing importance to health education, the budget 

for which has increased significantly over recent years. 

Ultimately we want to see health education not as a separate 

propaganda machine trying to combat the much more elaborate 

campaign by interest groups who stand to gain from unhealthy 

styles of living but as an integral part of the normal learning 

process, spanning from the 'cradle to the grave'. Already 

there has been considerable coverage of the school-going 

population and we envisage this activity being continued and 

developed. 

We are also committed to further re-inforcement of positive 

health behaviour. In the past number of years we have engaged 

in a campaign on tobacco smoking, the aim of which is to make 

non-smoking the normal social behaviour. In addition to the 

existing range of controls on the sale and advertising of 

tobacco products, a Bill is shortly to be introduced which will 
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ban o~ ~est~ict smoking in a wide ~ange of public places. New 

Tobacco P~oducts Regulations on smoking will also be ope~ative 

this yea~ and will include st~onge~ health warnings on 

ciga~ette packages and media advertisements, a rotational 

system of health wa~nings, increased controls on point of sale 

adve~tising, the elimination of outdoor advertising at point of 

sale and tighter controls on sponsorship of events by tobacco 

companies. Smoking."has been a particular target in recognition 

of its role as the number one cause oE preventable mortality. 

The importance of diet and nutrition is accepted as an 

essential element in the development oE healthy living. It is 

an issue to which we will be devoting conside~able effort in 

the Euture. Already, a Nutritional Surveillance System has 

been established to provide info~mation on the nut~itional 

status and related health status oE the community, as an input 

to the development oE nut~ition policy. Activity in this area 

will continue to concentrate on education and the dissemination 

of information, laying emphasis particularly on the positive 

aspects of good diet. The Food Advisory Committee established 

by the Minister fo~ Health, to provide advice to him in 

relation to Eood policy has already made a valuable contrib

ution in this a~ea and together with the Health Education 

Bureau will continue to be called upon in the development of a 

nutritional strategy. 

The methods used to produce and ma~ket food p~oducts can also 

exe~t conside~able influence on dieta~y patterns but change in 

this rega~d must take account of commercial realities as well 

as health conside~ations. There are potentially wide 

implications in this for the agricultural and food processing 

sectors which, Eo~ a country like Ireland so highly dependant 



• 

• 

• 

• 

- 19 -

on agriculture, are particularly sensitive. This represents 

another fruitful area for inter-sectoral collaboration and 

given the volume of international trade in food products 

effective action is likely to depend also on the degree of 

international co-operation which can be generated. This is an 

area to which we will be devoting particular ·attention. 

In recognition of our particular problem with coronary heart 

disease and stroke we inaugurated in 1985 a community action 

programme, based on the North Karelia Project, in Co Kilkenny. 

• The Kilkenny Health Project, as it is known, is a pilot 

community programme which aims to modify the environment and 

behaviour of the population to reduce risk factors for Coronary 

• Heart Di~ease. The impact of the Project in altering 

knowledge, attitudes and behaviour in relation to risk factors 

will be evaluated and changes which occur in the prevalence of 

• the risk factors over the life of the project will be 

estimated. 

• 

• 

• 

• 

• 

Equally, there are measures which must be taken to influence 

behaviour away from health damaging practices, such as overuse 

and abuse of alcohol and other drugs, dangerous driving 

practices and violent social behaviour. In Ireland the problem 

of drug abuse provides a good example of intersectoral 

collaboration working successfully in practice. Following on 

the report of a Task Force on Drug Abuse in 1983 a range of 

measures have been taken in. the educational, health and justice 

areas which, as a package are considered to be dealing with 

reasonable success with our drugs problem. Arising from the 

Task Force Report a broadly based National Co-ordination 

Committee on Drug Abuse was established in January 1985 to 
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provide advice to the Government on the prevention and 

treatment of drug abuse and monitor the effectiveness and 

efficiency of measures already in force. 

• I think that this approach offers us a model which could 

usefully be employed in coping with other similar type 

problems. 

• 

• 

• 

• 

Alcohol abuse is a Significant social, economic and health 

problem in Ireland. Its consequences include not only the high 

number of admissions to hospital for alcoholism or related 

diseases but also, the untreated alcohol related disabilities, 

stress to families, loss of work time and alcohol related 

accidents. Yet, alcohol like tobacco poses a paradox in public 

policy, its sale yielding considerable benefits in terms of 

employment, duty and taxes, as well as, considerable costs in 

terms of morbidity, and lost production and the intangible 

costs of stress to the problem drinker's family. 

Health promotion policy in Ireland in this regard will 

• concentrate on health education on sensible drinking habits, 

controls on access by young people to alcohol and pressure to 

increase the revenue yield from alcohol sales to cover or 

• contribute towards the cost of providing services to deal with 

the consequences of alcohol abuse. A recent development has 

been a change in policy by the Voluntary Health Insurance Board 

• which limits the cover it provides for alcohol related 

admissions to psychiatric hospitals. The effect of this change 

is to transfer to the persistent problem drinker's own 

• responsibility a greater proportion of the cost of treating 

his condition. 

• 
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In general therefore, strategy will be to transform attitudes 

to the point where healthy lifestyle is not seen as something 

which involves eating 'health foods', jogging after driving 

home from work, going to the health club to get back in trim 

but rather, as the incorporation of sensible habits into the 

normal routine of everyday living. To an extent the industry 

which has built up around the health 'fad' in recent years -

often concerned with selling glamour in the guise of health -

and an elitist style of health education may have contributed 

to the distancing of significant proportions of the population 

from the whole concept of healthy living. We need to provide 

advice, education and facilities which enable people to move 

towards a healthier lifestyle without disrupting the whole 

organisation of their lives. 

HEALTHY ENVIRONMENT 

We fully accept that a health promotion policy to be successful 

cannot be implemented in isolation. Perhaps health promotion 

should more properly be described as one but a significant 

• weapon in the armoury to combat factors adversely affecting the 

good health of the population. Health promotion in an 

unhealthy environment could to a large extent be regarded as 

• seriously, if not fatally, flawed. 

• 

• 

• 

Ireland, like the majority of developed countries suffers the 

consequences of its development, through the creation of the 

growing health risks of water, air and noise pollution, the 

risks arising from physical planning and other industrial risks 

such as chemical risks. These are factors, that are only all 

too real and cause serious concern in their effects on the 

health of the population. As far as the present situation is 

concerned, the health sector has very little input to policy 
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decisions in these areas. This is not to suggest that health 

is not a consideration in such policy decisions. Rather the 

situation is that the health services, per se, do not partic

ipate in a formal on-going way in those areas. 

In the area oE general living environment, there are quite a 

number of environmental problems, many currently topical in 

• Ireland, which originate from sources completely outside the 

traditional remit of the health sector. However, in many 

instances the health sector is now looked to for solutions. 

• This represents a further burden on an already over-stretched 

health system but on the positive side, can be regarded as an 

opportunity to introduce the type of multi-sectoral over-

• lordship role to which I referred earlier. It is yet another 

clear reason for. the urgent establishment of that structure so 

that the health aspects of environmental policy are brought to 

• the fore and mechanisms put in place to co-ordinate measures to 

protect and promote health. 

• 

• 

• 

• 

• 

3.4 APPROPRIATE CARE 

Ireland, like other countries, has spent an increasing amount 

of national resources on health services over the past two 

decades. We have to accept however, that the level of health 

in the population did not show any marked improvement. The 

fact that we have been working within a declining resource base 

since 1981 has proved to be a considerable inducement to 

concentrate on the provision of appropriate care. There is now 

a realisation, certainly at management level, but to a growing 

extent, also in the public mind and among professionals, that 

we have moved from a demand lead system to one which is very 

much constrained by supply considerations. 
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In general, we would claim to have quite a well developed 

health care system which addresses the main health problems of 

the population. Unlike a number of other countries, our health 

system already embodies a considerable clement of personal 

social services which should facilitate our progress towards 

the full development of the concept of primary health care. We 

currently devote some 7.6 per cent of Gross National Product to 

the publicly funded'health services and it has been estimated 

that an additional I per cent of GNP is committed through 

private expenditure. Our indicators in terms of service 

provision and key health statistics are broadly in line with 

other developed countries, even though in terms of wealth, 

there is a considerable difference. But we have to accept that 

there are some glaring gaps in our services now and we can 

anticipate tha~ further new needs will arise. There are 

obvious imbalances in resources between care programmes or 

sectors and, by way of a summary comment, we know that in crude 

cost terms we simply cannot sustain the present service 

utilisation pattern in the long-term. 

We must look to Prima·ry Health Care as a central component of 

our health care system supported by well organised and 

• efficient secondary and tertiary sectors. To an extent we have 

incorporated this principle in our health service planning but 

in many areas its full implementation in the comprehensive 

• sense as set out by WHO will require quite a radical shift in 

the resour.ce balance between the primary and other sectors. 

• 

• 

Our Community Care Programme as constituted at present, 

embracing a mix of preventive, curative and caring, medical and 

personal social services, and deliVered through multidisciplin-

ary community care teams to particular catchment popUlations 
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goes a long way, I think, towards the concept of primary health 

care aspired to in the Health for All approach. However, there 

arc definite weaknesses in our community services which need to 

be remedied, if they are to progress to achieving their full 

potential. In particular, Community Health Nursing, a pivotal 

service in this context, needs strengthening. Similarily, 

paramedical skills, such as, physio, occupational and speech 

therapy though established are all very much under strength in 

Community Care. Likewise our dental, oplltllalmic and aural 

services. Many of the Social Support Services, such as, home 

helps and meals-on-wheels, which are vital to maintaining the 

independence of particularly vulnerable groups, such as, the 

elderly, and the handicapped, are very much underfunded. Our 

policy will include a strong commitment to the development of 

these areas. 

• Our existing commitment to the concept of Primary Health Care 

is however, firmly reElected in our approach in a number of 

areas. <or instance, the achievement oE a mo~e appropriate 

• balance between primary health care and other sectors is being 

specifically addressed in our psychiatric services programme. 

Up to the present, psychiatric care has been provided 

• predominantly in large institutions, many of them dating back 

to the last century. following a policy review concluded in 

December 1984 a new planning framework for the development of a 

• comprehensive community oriented psychiatric service has been 

adopted and is currently in the early stages of implementation. 

Key clements in this framework include: 

• 

• 

- the location oE services close to where people live and work 

and a str.ong emphasis on out-patient and day-care; 
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- se~vices to be planned on a secto~al basis with a 

comprehensive service being p~ovided fo~ a population of 

known size within defined geographical bounda~ies and a 

multi-disciplinary psychiatric team to be based in each 

secto~; 

- in-patient treatment ideally to be provided in psychiatric 

units in gene~al hospitals, incorporating firm admission 

policies with the "role of the psychiatric hospitals g~adually 

diminishing as alternative community based services are 

developed; 

- high support hostels for the small number of people who will 

continue to need long term in-patient care; 

- provision of app~opriate housing in the community; and 

- incorporation in planning of the needs of special groups for 

example, the elderly, children and adolescents, persons with 

alcohol or drug related problems. 

Similarly, policy in relation to other special care groups, for 

example, the elderly and the handicapped, also favours care at 

community level, to the extent that it is a viable option on 

medical, social and economic grounds. It is now some time 

since a major review of services for the elderly was undertaken 

and practices adopted in different pa~ts of the country have 

varied, depending on local ci~cumstances and opportunities. We 

now intend to review the position nationally and set down 

• guidelines. 

• 

• 

In all of these areas the direction in which policy has been 

moving and it is the intention that it would continue to move 

is towards more care at community level. It is, I believe, an 

indication of our positive commitment to Primary Health Care. 
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GBNBRAL PRACTITIONER SERVICE 

One se~vice which touches on all g~oups at the p~imary ca~e 

level is that provided by general p~actitioners. Again, this 

is a pivotal service and its further development will be a 

determining factor in realising the full potential of primary 

health care. There are a number of issues which require 

attention in our present arrangements in moving towards this 

goal. 

Firstly, general practitione~s act as independent cont~actors 

• in our system. providing a service for public patients on a 

fix~d fee-pe~-item basis and for private patients on the basis 

of what the market will bear. Most G.P.s have a mixed public-

• private practice. The position of G.P.s as independent con

tractors, largely isolated from the other community services, 

poses a problem in terms of service integration and, allied to 

• weaknesses in some of these other services, probably leads to 

the 'medicalisation' of some problems, the real roots of which 

are social in nature. Poor communication links between G.P.s 

• and hospitals and between hospitals and other community 

services exacerbate this process. 

• 

• 

• 

• 

There are also wider issues to be confronted regarding the role 

of general practice in primary health care. A recent review of 

our general practitioner se~vices recommended a shift in the 

orientation of general practice from treatment to prevention. 

Among the measures recommended were improved training for 

general practice. incentives to group practice. improved 

premises and record keeping, the employment of practice nurses 

and close~ liaison with community health nurses and other 

community care personnel. This review also recognised the link 

between the relative under-development of general practitioner 
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care and the unnecessary referral of cases to secondary level 

care. We arc currently working on the policy measures needed 

to eliminate or alleviate some of these barriers to the 

development oE gelleral practice. 

Again, this is an area in which policy in Ireland can be seen 

to be moving very much in the broad direction advocated in the 

• Health For All approach. 

• 

• 

• 

• 

• 

ACUTE HOSPITAL SERVICES 

Even with the re-orientation of the services towards primary 

health care, it would be naive at best and probably down-right 

fool-hardy to place all our hopes and energies on that single 

though important direction. For the foreseeable future we see 

an integrated health delivery system consisting of primary, 

secondary and tertiary health care. Our objective will be to 

ensure an appropriate balance between the different levels of 

care thereby making available a system which responds most 

eEfectively and efficiently to the actual needs of the 

population. 

In discussing the role of the acute hospital we have to look at 

it in the wider scheme of things and particularly the linkages 

with primary health care. In our system there is an 

unfortunate conceptual barrier between the acute hospital and 

other sectors. Debate often boils down to a test of strength 

• between the pro-hospital faction and the pr.o-community faction. 

The expression "Hospital versus Community" used internation

ally to identify the debate, of itself suggests open warfare 

• between two diametrically opposed concepts. This to a large 

extent owes its orgins to the historical evolution of our 

system, the fact that it was traditionally hospital dominated 

• 
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and that other services have grown up in the shadow, so to 

speak, of the hospital. It is fair to say, I think, that this 

polarisation has permeated the thinking of the professions as 

well as managements and it poses an artificial but very real 

barrier in effecting change. 

The approach which we intend to take in future is that health 

• services should be seen not in a community versus institutional 

light but rather as a network of services providing for the 

health needs of the population as they pursue their normal 

• lives. This network of services has many component parts" each 

of them working in compleme'ntary fashion. Institutional care 

is one such component. What is required is that its 

• objectives, its capacities and its limitations are stated and 

understood and that there is adequate control to ensure that it 

is not unnecessarily or inappropriately used. 

• 

• 

• 

• 

• 

• 

In this country, it has been traditional to assume that the 

activity which takes place on the acute hospital campus should 

completely exclude any element of primary health care. Perhaps 

tllis idea has arisen from a failure to identify the true nature 

of the services being provided in hospitals and the absence of 

proper integration with community based primary care. Whatever 

the reasons, I believe it is time for a re-assessment of the 

services being provided by the acute hospitals. Por example, 

in our urban areas, the casualty or accident and emergency 

departments of hospitals have long been regarded by the 

community as an alternative to general practitioner care. The 

fact that such services provided,by the acute hospital are free 

of charge has to some extent, encouraged this utilisation. It 

is a long established and deep.ly engrained tradition which, 

while it could be argued represents a mis-use of the hospital 
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facility and diverts the resources of that facility from its 

intended purpose, also provides a valuable service to the 

community in the form of \dde access to basic medical care. 

• There are many other aspects of the activities of acute 

hospitals which could bear a similar examination and assessment 

oE the contribution they can make, within their own setting, -to 

• the Primary Health Care concept. We shall be carrying out this 

kind of examination. 

• 

• 

• 

• 

• 

There are, of course, other adjustments which we can and are 

making to the hospital system. These concern the distribution 

of workload away from traditional in-patient care to other 

delivery modes such as out-patient and day care and through the 

operation of special units like five-day wards and programmed 

investigation ~nits. ~hese concepts are embodied in our 

approach to -hospital planning and increasingly they are being 

called upon in the management of hospital workloads. One 

implication of shorter hospital stays however is that more 

follow-up care and general support must be provided at 

community level. Again this points to the inter-dependence of 

these sectors and the need for better communications and links 

between them. 

The final issue in relation to acute hospitals to which I will 

reE~r is that of technology absorption. I know this is a 

• topical issue in health care internationally and that this 

concern is reflected in WHO's various activities related to 

• 

• 

technology assessment. 

It is beyond doubt that many of the past health care technology 

advances - for example, the creation, development and use of 
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clinical inst~umcntation, vaccines and the~apeutic d~ugs, to 

mention but a few - have been immensely beneficial by 

eliminating o~ ~educing many kinds of mo~bidity and imp~oving 

life expectancy. In mo~e ~ecent yea~s, in the face of the 

~apidly g~owing a~senal of new diagnostic and therapeutic 

weapons, it is noticeable that both p~ovide~s and consumers of 

health ca~e are showing a new caution and fresh doubts about 

thei~ exploitation.' The optimistic and .omewhat naive view 

that new technologies unequivocally rep~esent 'progress' and 

that such prog~ess is a desirable goal in itself has been 

replaced by a more thoughtful weighing of risks, costs and 

benefits. 

• The acquiescence to a situation where the expert, who alone 

unde~stands the means, also determines the ends, has given way 

to the mo~e reasonable view that ends are properly the prerog-

• ative of society as a whole. Some of the new technologies go 

right to the heart of values and priorities in a society, 

requi~ing the estabishment of new limits not just in relation 

• to clinical matters but extending to the political or judicial 

a~cna. Examples here are embryo research, psycho-surgery, 

contraception, prenatal diagnosis and abortion, and 

• resuscitation techniques. 

• 

• 

• 

In I~eland we have been slow to become involved fo~mally in 

health technology assessment, feeling that as a small country 

with limited ~esou~ces ou~ best st~ategy lay in adopting a 

'wait ~nd sec' app~oach, ce~tainly in relation to new 

technologies. However, we have now ~~cognised the need to 

conside~ technology in a much broader sense and a~e committed 

to establishing a technology assessment function, p~obably in 

the Department oE Health. We intend initially to establish a 
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mechanism for tapping into the flow of information 

internationally in this area, for sifting through this to 

establish relevance in the Irish context and for disseminating 

information within the country as a basis for local technology 

assessment programmes .• 

HEALTH PLANNING AND INTEGRATION 

• A major organisational issue, to which I have made some 

reference earlier, is to move in management terms from thinking 

on a sectoral basis, to health planning, based on matching a 

• network of complementory services to measured health needs in 

the population in each area. 

• 

• 

I have put forward earlier the strongly held view that given 

the country's population and size, there must be an emphasis on 

the centralisation of this control. Particularly in the area 

of health planning, there is a need for a centralised focus, 

work i ng, of cou rse, through the regional and local structures. 

This is currently one of our major pre-occupations. What lies 

• at the heart of our proposals for re-organisation is a 

uetermination to bring a style of management centred on 

planning and evaluation much more to the fore, both locally and 

• centrally. This has implications across a broad front - in 

terms of structures, distribution of power, control, inform

ation ind reporting systems and overall management style. 

• At the same time we are currently trying to adjust the organ

isation of community care services and one of the specific 

objectives of this exercise is to provide for a much stronger 

• epidemiolog ical input to local planning and management than has 

been possible to the present. 

• 
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Through a combination of these measures and allied to some of 

• the qther changes I have already referred to I think we can 

·move much closer to an integrated system of health care which 

addresses specific needs in the population in an effective and 

• efficient manner. 

• 

• 

• 

• 

• 

• 

• 

• 

• 
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EQUIT'l CONSIDERATIONS 

I have not so far mentioned the word equity. even though it is 

fundamental both to the HFA approach and to our own health care 

system. In a period of declining resources it becomes an even 

more sensitive issue, particularly in relation to the effects 

of such a decline for different socio-economic groups. 

I think it ralses two sets of issues, one of direct relevance 

to the health sector and the other of more relevance to social 

organisation generally. The latter refers to greater equality 

of access to education, housing, income maintenance and so on, 

and as I have said, I think the role of the health sector is to 

raise consciousness of the relationship between health and 

these other areas and to seek to obtain the required in-put 

into decision making for improvements through a form of 

inter-sectoral collaboration. In the context of health 

services our consideration of equity raises issues such as the 

allocation of available resources, eligibility to receive the 

services provided and the extent to which limited public 

resources are used to subsidise private medicine, access to 

which is more often demanded by higher income groups. 

Resource allocation, that is the process we usc to distribute 

the resource made available for publicly financed health care 

both geograpllically and between care sectors, is not well 

d~veloped in our system. Certainly, the geographic distrib

ution owes more to historic patterns than to any scientific 

methodology. I am not going to dwell on this except to say 

that again it is currently one oE our major pre-occupations and 

it is being tackled from a number of different angles. 



• 
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rhe eligibility code is the system used to dist~ibute the 

available resou,ce over the population according to material 

need. As you have been told benefits arc provided on a sliding 

scale inversely related to income. The last major revision to 

the eligibility code occurred in 1979, the effect of which was 

to extend entitlement to public ward hospital services to the 

entire population, apart from consultants' fees which are 

payable by the 15% of the popUlation in the highest income 

groups. 

Two broad issues arise now in relation to eligibillty. The 

first is that we are trying to spread a diminishing resource 

over an expanding demand base and a question arises as to 

• whether it is better to guarantee a quality service to a 

limited proportion of the population or to continue to try and 

spread services more thinly over the entire populat~on. I 

• think that if we go back to the rationale Eor the States' role 

in providing health services, the most logical path is to 

become more selective in targetting the available services on 

• 

• 

• 

• 

those le~st able to afford them from the~r own resources. 

A second issue which arises is the structure oE entitlements· 

and how that is aligned with some of our policy objectives. As 

things stand, through a combination of entitlements under the 

eligibility code and voluntary health insurance, institutional 

care will often be more attractive financially to the consumer 

where community care would otherwise be a viable option. We 

are currently conSidering how this anomaly might be removed. 

Bcaring the above two considerations in mi'ld 1 would sec the 

publication oE our health policy acting as a cue to a radical 

overhaul of: the c:lti.n; eligi.bil.i.ty code and resource 

• distribution gcneral.ly. 
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finally, the question of access to private medicine and the 

present facilitating nature of a voluntary health insurance 

leads to a major issue of equity. There has been established 

for many years now a voluntary health insurance scheme which 

was originally set up to cater for that proportion of the 

population not eligible for any financial assistance towards 

the cost of hospitalisation. Over the years, this function has 

changed considerably to the present situation where such 

insurance is seen as a means of funding access to private 

hospital treatment. This is why I say that the present system 

can be judged to lead to inequality in access to treatment. It 

also raises the much more complex issue of private hospital 

care, the extent of such care and the implications of that for 

the State funded services. We intend to address these 

questions as part of our overall health policy. 

PREREQUISITES FOR PROGRESS 

If we arc to make any significant progress towards the ideal of 

HFA there arc a number of hurdles, most of which are basically 

attitudinal, which we must first cross. I have already 

referred to the need to sell the concept of health promotion in 

the Irish context. To do that we need to bring about basic 

changes in attitude to health at the level of the individual, 

at the societal level and very specifically at the health 

professional level. We need to persuade people firstly, to 

take more responsibility for their own health by adopting a 

personal liEestyle conducive to good health and, secondly, to 

usc their influences as consumers, as voters and generally' as 

citizens, to ensure that decisions affecting their living 

envir.onment take account oF. the health perspective. The 

achievement oE changes in attitude of this nature assumes that 
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individuals will come to think oE health as having an int~insic 

• value and being conscious of its contribution to thei~ ove~all 

sense oE well-being. This p~ocess of change will have to be 

initiated by the health secto~ backed by the political p~ocess. 

• 

• 

• 

• 

• 

• 

• 

• 

A ~e-o~ientation of the health system mo~e towa~ds health 

p~omotion and p~evention will pose ~ole conflicts fo~ many 

health p~ofessionals wo~king in a system now dominated by cu~e 

and ca~e. It will call fo~ a se~ious ~e-think on thei~ pa~t on 

the t~aditional values of the health system. It will be 

necessa~y to ensu~e that the~e is not me~ely a passiv~ 

acceptance of a changing health envi~onment but a positive 

p~omotion of that idea. This unde~lines the need fo~ manpowe~ 

planning as an essential component in futu~e policy develop

ment. We will need to give thought to app~op~iate changes in 

the content of basic tr.aining, the app~op~iate balance of 

skills required fo~ the different se~vice mix now implied, and 

tile ~e-t~aining needed to ~e-o~ient existing health staffs to 

possible changes in thei~ ~oles. 

In the mode~n democ~acy it is not always clea~ whether 

initiatives ~eally start at the top o~ the bottom of the 

political py~amid, that is, whethe~ the political system 

~esponds to p~essures f~om the g~ass ~oots, ~o to speak, o~ the 

population at large (o~ a significant pressu~e g~oup) ~esponds 

to ideas developed through the political process. The t~ue 

position is probably that a combination of both is involved. 

Irrespective of which, it is very clear that without strong 

political commitment, backed up by concrete policy measures, 

• the idea of a health policy and lIealth for All will remain 

simply meaningless. 

• 
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Our task in the health sector and particularly through the 

Minister and Department of Health is, "first of all, to raise 

the position oE health on the political agenda and awaken the 

consciousness of politicians and other community leaders to the 

potential oE health promotion to contribute to a better 

society. Secondly, the task is to ensure th~t structures are 

in position which will allow the idea of health as a multi

sectoral concern to"be translated into positive action. I see 

no reason why a health policy based generally on the HFA 

approach should not win wide political acceptance and approval, 

despite the predictable resistance that can be anticipated from 

a significant minority who have a vested interest in 

maintaining the status quo. 

That is not to say that we will present only the positive side 

oE health promotion in putting our case in the public debate 

which we envisage will be generated by the publication of this 

policy statement. Apart from the potential diminution of 

choice and personal freedom, there is a very considerable 

economic dimension to health promotion. It has been my 

experience that there is an unEortunate tendency on the part oE 

those promoting health promotion to ignore or gloss over this 

and say out straight that what they are really proposing is a 

trade-off between health and wealth. Even within the narrower 

confines of health care we are under no illusions about the 

likely cost of re-orienting our system. It would be mistaken I 

think to put forward health promotion in its widest sense as a 

cost saver - either to ti,e health services or th~ economy in 

Ireland. We cannot and do not intend to ~loss over this fact 

in promoting this new approach. Our argument will rest to a 

great extent on being able to point to the longer term 

• advantages in terms of q~ality of liEe and the elimination or 
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reduction of much pain. discomfort disability and premature 

mortality if we passively allow present trends to perpetuate. 
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This, then, 
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'\ ' 
is the gene~al th~ust of ou~~p~oposals fo~ a health 

policy. As at the beginning, I accept fully that I have ~aised 

many questions and indicated a numbe~ of majo~ issues that we 

• must tackle in order to achieve ou~ objective of a new 

direction in the health of ou~ nation. This is merely a 

beginning. I have taken the oppo~tunity of this majo~ 

• inte~national gatheting to outline the £i~st tentative steps in 

what I know will be a lengthy process and what I believe will 

be of incalcluable sig~ificance for this country.' 

• Our next step will be to publish a health policy statement, 

couched in fairly broad terms, and outlining the various issues 

• I ,have touched on this morning. That document will 'form the 

basis for a serious public debate from which we hope will 

emerge some consensus on the direction and content of health 

• poltcy and the means for ensuring that decision-making 

generally is informed by a health perspective. The publication 

of the Health Promotion Report will act as a spur to that 

• particular aspect of our policy. 

Over the next numbe~ of months as we attempt to put flesh on 

our proposals we would like to think that we can look to our 

• partners in the European Region of the World Health 

Organisation for their assistance. In particular we will be 

looking to that Organisation for advice and encouragement and I 

• am sure that we will enjoy its full confidence and support. 

• 

• 


