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‘I believe that managing the health service is a nearly

impossible task and even if you did manage it nearly
perfectly, I still think the system needs more money.’

Sir John Harvey Jones ‘Troubleshooter’

That was ten years age and if anything, the task of

managing the health services has become closer to

impossible in the meantime!

In Britain the Prime Minister has taken personal charge of

the health services in an effort to build public confidence in

the latest proposals for reforming the service.

 ‘The Health Insurance System in the United States is

broken, and business is paying the price.  Employers’
insurance premiums reached an estimated $450 billion

in 2000, and then shot up again, at three times the
rate of inflation, in 2001.’

Regina E Herzlinger HBR July 2002

If the level of financial investment in health care were a

predictor of stakeholder satisfaction the USA would occupy

top spot on international leagues tables.
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The solution offered, by the author of the HBR article

referred to, is that ‘the way out of this mess’ is ‘one that

places control over costs and care directly in the hands of

employees’.  It is certainly a radical suggestion and may

even work.  The oft suggested solution to the perceived

problems in our system, of restructuring the delivery

system, is both simplistic and unlikely to work.

Speaking as a manager, I would say that managers are as

committed to evidence based decision making as any other

health professional group I know.  The issue that frustrates

us most is the absence of evidence, very often.

Health services providers everywhere produce mounds of

data but few providers or planners mine the data to extract

the information they contain and even fewer convert the

available information into knowledge.  That necessitates

keener awareness of the potential there is to extract

valuable information from the available data and convert

the information to knowledge.  Keen awareness is but a

starting point.  In Ireland it is generally accepted now that

we have in the past underinvested in information
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technology and information systems.  For the future we

need to vastly increase our investment in ICT but we also

need to focus more sharply on integrating and harmonising

the systems we use.  We also need to invest more in

expanding our analytical capacity so that we capture the

knowledge that can be gained to inform planning

processes, investment decisions in health care and in

measuring returns on investment.  In recent years in

Ireland there has been substantial added investment in our

health services.  Commentators and politicians ask, not

unreasonably, what return are we getting on this

investment?  Apart from the fact that investments in

health, like investments in afforestation programmes, do

not produce short term returns, the fact that 65% of the

added investment in healthcare went on higher salaries,

wages and the cost of meeting demand led schemes means

that investment returns in health terms will inevitably be

modest.

Managing the available information on the activities of

hospitals here has proved problematic.  Productivity, in

terms of the throughput of patients and reductions in

length of stay, is impressive by world standards.  Adoption
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of new methodologies e.g. day procedures is also

impressive.  Waiting lists for inpatient treatment, at 2% of

annual throughput, compare favorably with figures in other

developed health care systems.  In Ireland, though, the

waiting lists are portrayed as evidence of a crisis in our

health services.

Ireland is not unusual in that regard.  In the recent general

election in the Netherlands the health services was a major

issue; specifically, waiting lists, growth in bureaucracy and

escalating costs.

It is frequently asserted that information is power.  The pity

is that the power involved is too often used to control

rather than to empower.  That restrictive approach stems

from hierarchical structures and from command and

control management styles.  The Office for Health

Management, www.tohm.ie, here is working towards

bringing about measurable cultural change in our health

services.  Interesting work has been done, aimed at valuing

the rich diversity of talents that exists within the health

service and through promoting parity of esteem within our

http://www.tohm.ie/
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services.  Related to that work the development of women’s

networks has been facilitated.

A significant body of original work has been assembled, by

the OHM, on competencies required in providing

healthcare.  This work began by researching and

developing nursing competencies, was followed by

identifying the competencies required to manage the health

professions and has moved on to address the competencies

required in the clinical/administrative area.

‘Medicine used to be simple, ineffective and relatively

safe.  Now it is complex, effective and potentially

dangerous’.  Sir Cyril Chantler, former Dean, Guy’s, King

and St. Thomas’s Medical and Dental School, Lancet 1999.

The real value of the work I have just described is the

contribution it can make to changing systems of care.

Current systems are not capable of serving the health care

needs of this age and just trying harder will not provide the

answer.  In many healthcare systems, across the developed

world, remarkably similar conclusions are being arrived at.

Two common themes are emerging.  One relates to how



7

systems of care must change and the other is that quality

improvement needs to be the main objective of health care

systems.

Growth in the complexity of healthcare has resulted in the

emergence of new health professions and in increasing

specialisation and subspecialisation in the older

professions such as medicine and nursing.  However, this

also resulted in an increase in the number of silos

each organised along hierarchical lines.  This approach to

care delivery is daily becoming less suited to meeting the

complex medical and social needs of people who would

benefit much more from a holistic approach to their care

needs.  A growing number of patients have access to the

internet and are interested in being partners with health

professionals in managing their health.  Indeed many

health care systems are increasing the resources they are

investing in health promotion, much of it aimed at

encouraging people to take more personal responsibility for

their own health.  The challenge facing all health care

managers is to make the transition from managing in

hierarchies to managing in networks and from organising

services for patients to providing services in partnership
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with patients. New relationships based on valuing diversity

and affording parity of esteem are capable of actually

enhancing the roles of all of the partners.

‘..Serious and widespread quality problems exist

throughout American medicine. These problems…occur
in small and large communities alike, in all parts of the

country, and with approximately equal frequency in
managed care and fee-for-service systems of care.  Very

large numbers of Americans are harmed as a direct
result…’

JAMA 1998

Quality standards being achieved in healthcare in the USA

are among the best in the world.  To the extent that quality

improvement opportunities exist in the USA, it is

reasonable to assume that similar opportunities exist in

other health care systems.

‘Current practice depends upon the clinical decision

making capacity and reliability of autonomous
individual practitioners for classes of problems that
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routinely exceed the bounds of unaided human

cognitions.’
Daniel R. Masys. MD

October 15, 2001

Clinical decision support systems are as well developed in

the USA as anywhere else and are better developed there

than in most healthcare systems.

Interestingly the National Quality Forum in the USA has

identified the lack of reliable and comparable data about

healthcare quality and the lack of automated information

management systems as two main challenges to healthcare

quality improvement in the USA.

In Ireland the National Health Strategy – Quality &

Fairness has chosen quality as one of the four principles on

which the strategy is founded.

o An independent Health Information and Quality

Authority is to be established before the end of this

year.

o The National Health Information Strategy is to be

published soon.
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o The SAP human resources system (PPARS) has been

adopted by HeBE as the common HR system for all

health boards.

o The SAP financial system has been installed in a

number of boards and may too become the standard

system.

o Selection of a Hospital Information System for all the

health boards will be completed this autumn.

o HeBE has established an eHealth Project Team and

charged it with the task of equipping the health

sector to play a full part in the development of

eGovernment.

The developments I have just outlined have major financial,

people and organisational capacity implications.  However,

one of the key advantages of moving forward from where

information technology is currently at, in our health car

system, is that we have a workforce capable of extracting

the full capability that state of the art technologies can

offer and in turn maximise the huge latent potential there

is in the fully integrated health and social care system that

has evolved here since 1970.
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Modern technology facilitates the sharing of information

and the transfer of knowledge.  The deliberations that will

be involved in deciding the rules of engagement and the

determination of authority levels, based on considerations

of quality improvement and how best to need the needs of

patients, as partners in the care process, will contextualise

and demonstrate the benefits to professionals and patients

of managing in networks.

In recent years the OECD and WHO have attempted to

compare the health services of countries in the developed

world.  The league tables make interesting reading and

have given rise to heated debate in countries that have

appeared lower down in the league tables than they

considered they should.  In the case of Ireland our health

services were judged more favourably by OECD and WHO

that they tend to be by many judges at home.

Benchmarking within systems and between systems is, I

believe, worthwhile.  It can add objectivity and strengthen

the evidence base in needs assessment, resource

allocation, performance management and performance

measurement.  Up until now it has been difficult to obtain
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reliable comparable data, for even the EU member States.

To develop the reliability and objectivity of the work of

OECD and WHO, health care systems will have to invest

appropriately in information technology and information

analysis and reporting capacity to guarantee the accuracy

required for reliable comparison purposes.

Finally, I am reminded of wise advice tendered over thirty

years ago by Robert Townsend in his classic ‘Up the

Organisation’

‘Make sure your present report system is reasonably

clear and effective before you automate, otherwise your
new computer will just speed up the mess’

Thirty years on fears about privacy and security have

replaced concerns about the risk that computers will

simply speed up the muddle.  HIPAA in the USA has been

considering Administrative Simplification possibilities and

has come up with 5 principles of fair information practices.
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5 Principles of Fair Info Practices
Openness
• Existence and purpose of record-keeping

systems must be publicly known

Individual Participation
• Individual right to see records and assure

quality of information.
- accurate, complete, and timely.

Security
• Reasonable safeguards for confidentiality,

integrity, and availability of information.

Accountability
• Violations result in reasonable penalties and

mitigation.

Limits on Collection, Use, and Disclosure
• Information collected only with knowledge

and consent of subject.
• Information used only in ways relevant to

the purpose for which the data was
collected.

• Information disclosed only with consent or
legal authority.
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They are relevant to the theme of this conference, to

the ongoing debate here on the administrative

component of our healthcare workforce and to the

issues I have addressed in this paper.

Cartoon (To be scanned in)

‘Oops!  I just deleted all your files.  Can you repeat

everything you’ve ever told me?’


