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This is a recommended reading list for HSE employees with a non- 
HSE background. It includes a list of key books in relation to the 
Irish health system with summaries. Also included is a list of main 
reports with summaries and a number of important journals. All of 
these items are available in the library a t  Dr. Steevens Hospital. 
Tel: 01-635255812555 Email: regionallibrary@mailk.hse.ie 

How Ireland Cares: the Case for Health Care Reform (2006) 
A. Dale Tussing (Author), Maev-Ann Wren (Author) Regional Library 
I D  number 108205 Dewey No. 362,10941 7 
'How Ireland Cares' analyses the many problems afflicting Irish health care: 
access is based on ability to pay and not one's needs; soaring numbers of 
patients spend nights on hospital trolleys; too many hospitals are staffed largely 
by junior doctors; and there are too few family doctors, many of whom work in 
outmoded premises. The Minister for Health invites private, for-profit operators to 
solve the problems of primary care, acute hospitals and care of the aged - yet 
they remain unresolved. 

'How Ireland Cares' doesn't just describe the problems; i t  offers a detailed plan 
for reform. The authors outline short- and long-term solutions to the health care 
crisis, charting a pathway to achieve access to care on the basis of need, modern 
primary and hospital care, and secure care for older people. 

This is a major contribution to the debate on the future of public healthcare, a 
debate raging not just in Ireland, but in Britain, the United States and further a 
field. 

Unhealthy State: Analysis of a Sick Society (2003) 
Maev-Ann Wren (Author) Regional Library I D  number 102458 & 102559 
Dewey No. 362.109417 
I n  this, the first major study of health care in Ireland, Irish Times journalist 
Maev-Ann Wren describes a system beset by turbulent political divisions. 
Analysing contemporary health care and drawing on the experiences of other 
countries, she explores the potential for reform and the reluctance to pursue it. 
Profiling the champions of reform and their opponents, from the 1940's to the 
present day, Unhealthy State exposes the political, economic and cultural forces 
that have shaped out health system. 

Acute Healthcare in Transition in Ireland (2003) 
Ray Kinsella (Author) 
Regional Library I D  number 105730 Dewey No. 362 
Health Services - particularly those in the acute sector - are already being 
impacted upon by the changed economic outlook and reduced availability of 
Exchequer funding. The effects will be felt throughout the system - from Health 
Boards, through hospitals and in the provision of services generally. 

This book contains the edited contributions of participants a t  the 200212003 
Private Medical Insurance Conference, Acute Healthcare in Transition in Ireland: 
Change, Cutbacks and Challenges, which was held at the Smurfit Graduate 
School of Business. A number of additional papers have been included because of 
their relevance, and the insights they provide into the acute sector, going 
forward. I n  its seven conferences to date, the PMI Conference has brought 
together Irish and international experts in healthcare insurance in dialogue with 
key medical, policy and management stakeholders in  the acute sector in Ireland. 



Health Policy and Practice in Ireland (2006) 
Desmond McCluskey (editor), Regional Library I D  number 108117 
Dewey No 362.109417 

This book edited by Desmond McCluskey brings together a collection of essays 
providing a sociological viewpoint to the field of healthcare in Ireland. The book 
carefully outlines the evolution of Irish health policy and structure and provides 
an excellent overview of health services. It includes discussion of major political 
and sociological issues of our time, such as hospital rationalisation, doctor patient 
relationship, health insurance, inequalities in healthcare, power relationships in 
organisation and delivery of care and the treatment of people with disabilities. 

The text also explores major educational and training developments which are 
currently shaping health care in Ireland, such as the changing roles of healthcare 
professionals. The book is a valuable addition to students, scholars and 
practitioners interested in health. The opening paper by John Curry gives an 
excellent overview to anyone interested in the Irish healthcare System. 

Please comply with Irish copyright law by only using this copy for 
research or private study. 

Suggested Journal Listing 

Accountancy Ireland 
Administration (Journal of the Insti tute of Public 
Administration of Ireland) 
Business & Finance 
Harvard Business Review 
Health Matters (National Staff Newsletter of HSE) 
Health Service Journal 
Health Service Management Research 
Heartwise (Official Magazine of I r ish Health 
Foundation) 
Hospital Doctor of Ireland 
HRD Ireland 
Industrial Relations News 
Ir ish Journal of Applied Social Studies 
The I r ish Journal of Management 
I r ish Journal of Medical Science 
I r ish Medical Journal 
I r ish Medical News 
I r ish Medical Times 
Management Today 
People Management 
Public Affairs Ireland 
World of I r ish Nursing and Midwifery 





The Commission carried out a detailed examination and review of the financial management and 
control systems in the lrish health service. 

T h e  Commission found problems in t h e  existing systems, including: 

The absence of any organisation responsible for managing the health service as a unified 
national system. 
Systems are not designed to develop cost consciousness among those who make decisions t o  
commit resources and provide no incentives to manage costs effectively. 

, '  Insufficient evaluation and analysis of existing programmes and related expenditure. 
,. Inadequate investment in information systems and management development. 

T h e  Commission adopted four core principles in addressing t h e  problems: 

The health service should be managed as a national system. 
Accountability should rest with those who have the authority t o  commit the expenditure. 
All costs incurred should be capable of being allocated t o  individual patients. 
Good financial management and control should not be seen solely as a finance function. 

T h e  Commission made 136 recommendations including: 

The establishment of an Executive t o  manage the lrish health service as a unitary national 
service. 

08. A range of reforms t o  governance and financial management, control and reporting systems t o  
support the Executive in the management of the system. 

The designation of clinical Consultants and General Practitioners as the main units of financial 
accountability in the system. 

Substantial rationalisation of existing health agencies. 

All future Consultant appointments to be on the basis of contracting the Consultants to work 
exclusively in the public sector; more transparent arrangements for existing Consultants. 

Reform of the medical card scheme t o  include a Practice Budget for each GP, 
monitoring of act~vity and referral patterns etc. 

Strengthening the process of evaluation of clinical and cost effectiveness for publicly funded 
drug schemes. 

Pending the establishment of the Executive, the creation of a high level and well resourced 
Implementation Committee. 



In a modern,democratic society every citizen should have access t o  a quality public health system.The 
people who work at all levels of our health service are entitled t o  expect the system t o  be organised 
in a way which best allows them to use their skills and energy to provide quality care within the 
resources available. 

We approached our task with the belief that the primary responsibility of the health system must 
be t o  meet the needs of the patient or other person using the service. All the analysis and 
recommendations that follow are made with the objective of providing a better, more cost- 
effective, more accountable system where the patiendservice user is the number one priority. 

The lrish health service employs almost 100,000 people and spends almost 0 9 billion annually. I t  has 
grown substantially in the last five years. Between 1997 and 2002 spending has gone up by 125% and 
employment has risen by over 25,000. 

Demographic changes will increase the demands on the health system. To continue t o  increase the 
resources at the rates achieved in recent years is  unsustainable; hence much greater effectiveness and 
efficiency will be required. 

Despite the substantial increase in health spending, we heard evidence that: 
3,000 additional acute hospital beds and 1,000 additional medical Consultants are needed t o  
satisfy current demand. 
Some of the most expensive acute hospital beds in the health service are used 
inappropriately. 

, Some of the time of Consultants is wasted because they have t o  cancel admissions, 
surgery or treatments when their beds are reassigned t o  patients admitted through Accident 
and Emergency departments. 
The underutilisation or underprovision of walk-in (ambulatory) day surgery was seriously 
compromising the throughput of patients and productivity. 

These conflicting perspectives between the need for more money on the one hand and the 
opportunities for eliminating waste and increasing productivity in the use of existing resources on the 
other, highlight the complexity of the management challenge in running the lrish health service and the 
need t o  evaluate whether existing resources could satisfy demand by radically restructuring how those 
resources are organised and managed. 

In our view many of the problems are fundamentally structural. They relate t o  how the system is 
organised and managed. We believe that just improving the systems of financial management and 
control will do little t o  improve the efficiency and effectiveness of health expenditure unless there is 
fundamental reform in how the system is organised and managed. For this reason we have 
recommended very substantial changes t o  the way the system is structured and managed. 



We do not underestimate the challenges involved in introducing change on the scale we recommend. 
However, those who work in the health service and whose commitment we acknowledge deserve no 
less than the opportunity t o  work in a system which is much better managed and controlled and so 
will support them in doing what they wish to do; offer the highest quality service t o  the public. 

The main problems we have identified in the areas of financial management and control are: 

Management and control of services and resources is  too fragmented; there is no one person 
o r  agency with managerial accountability for how the overall system performs on a day-to-day 
basis. 
Those who make decisions (mainly Consultants and other medical practitioners) which commit 
resources are not accountable for that expenditure and the outputs to be delivered. 
Systems of governance, financial control, risk management and performance management need 
to be developed further. 
The capacity of existing systems t o  provide relevant, timely and reliable information for linking 
resources t o  outputs/outcomes is severely limited. 
There is insufficient evaluation of existing expenditure and too much focus on obtaining 
funding for new developments. 
The capacity of existing systems t o  develop cost consciousness and provide incentives t o  
manage costs is severely constrained by the under-development of systems such as activity 
based costing. 
The usefulness of data for resource management and for strategic planning purposes is limited 
because the data is not being interpreted by the clinicians treating the patients (Consultants and 
GPs). 
Patient cost information is not available. Such data is essential t o  any review of the system of 
allocating funds o r  in deciding where the most cost effective treatment can be obtained for 
various conditions. 

We recommend that: 

The Executive 
A new Executive should be established outside the Department of Health and Children to assume 
management responsibility for the delivery of health care in Ireland and for planning and managing the 
application of the resources used by the health service in a comprehensive integrated way. 

0 The new Executive should operate under a board, whose Chairman should report t o  the 
Minister for Health and Children. 

,, A substantial number of existing executive agencies should be subsumed by the new Executive. 
Staff recruitment should be by open competition. 
The Chief Executive Officer (CEO) of the Executive should be accountable t o  the board of the 
Executive. 
The CEO of the Executive should be accountable for the performance of the CEOs of the 
regional health boards. 
The CEOs of regional health boards should retain their role as accounting officers. 



Executive Functions 
The new Executive should subsume the statutory functions of many existing executive agencies and 
be given any additional powers needed t o  manage the health service as a unified entity. These 
functions should include: 

Planning and managing the organisation of specialist serviceslhospitals. 
,P Deciding on the number and type of Consultant posts in each specialist servicelhospital. 

Planning and organising the provision of primary medical services. 
n Coordinating the management of the various interdependent functions necessary t o  run the 

health service as a unified service e.g. manpower planning and recruitment, procurement, 
systems of funding and resource allocation. 

,., Ensuring that corporate governance meets the principles of best practice. 

Executive Tasks 
The following priority resource management issues should be addressed by the new Executive: 

Putting in place the new budgetary and accountability systems. 
Managing the investment in information systems which is necessary. 
Negotiating the changes necessary for the effective management of the health service with key 
stakeholders. 
Putting in place performance management and management development programmes. 

u:' Eliminating the inappropriate use of expensive acute hospital beds by providing alternatives for 
the long stay patients who occupy them. 
Reorganising the Accident and Emergency services so as t o  keep more beds available for 
elective cases. 
Introducing more ambulatory day surgery to reduce waiting lists and increase throughput of 
patients. 

Department of Health and Children 
The creation and maintenance of the national policy framework within which the new Executive 
performs will place heavy demands on the Department of Health and Children. The work of the 
Department will require close interaction with the new Executive to ensure that the political and the 
executive systems for delivering the health service are kept closely aligned. 

Regional Health Boords 
The health board structure should be retained (although their number and functional areas should be 
reviewed) t o  safeguard the need for local democratic representation. The CEO of the Executive 
should be accountable for the performance of health board CEOs. The executive functions of health 
board CEOs should be expanded to include that of agreeing with the new Executive the Service Plan 
for the region, the implementation of national Service Planslstrategies within the region and the 
development of uniform financial planning, management and control systems for the health service. 

Service Planning, Budgeting and Supplementary Estimates 
A single comprehensive and standardised template for Service Plans should be adopted. Plans and 
budgets should derive from the individual plans of clinical Consultants and General Practitioners and 
from individual managers responsible for services not provided by clinically independent doctors. A 
three-year rolling indicative financial and service planning system should be introduced. Changes 
should be made in current arrangements for budgeting and for controlling expenditure on 



"demand-led" schemes 

Accountability for Financial Management and Control in General Hospitals 
The accountability for managing resources and for financial control should be devolved to those 
persons with the authority to commit o r  expend resources. Such persons should be accountable for 
how those resources are used. Systems of clinical budgeting at the level of individual clinical practices 
should be developed. Budgets should focus on producing targeted outputs for patients in the most 
cost effective way. These systems should identify the true economic cost of treating private patients. 

Existing arrangements, which enable medical Consultants t o  combine their public hospital commit- 
ment with private practice, are inherently unsatisfactory from a management and control perspective. 
To address this, we recommend that all new public consultant appointments be on the basis of a 

commitment t o  work exclusively in the public sector. 

Accountability for Resource Management in the GMS and Drug Refund Schemes 
There should be a fundamental review of the General Medical Service with a view t o  agreeing with 
General Practitioners how budgets can be established t o  deliver agreed levels of service and 
treatment t o  patients which is in the interests of patients and of reducing unnecessary demands on 
expensive hospital services. Arrangements under the Drug Payment Scheme should also be reviewed. 

Accountability for Controlling Pay Costs 
There should be a detailed review of the drivers of pay costs including systems for control of 
numbers, for manpower planning and for work planning and scheduling which can control o r  reduce 
premium payments for non-emergency work outside core working hours. 

Financial Information Systems 
There needs to be an accelerated programme of investment in information systems t o  extend SAP 
and PPARS to all major spending agencies. This recommendation is contingent on the evidence of a 
detailed business case, parallel implementation of the organisational changes we recommend and the 
recruitment of certain key financial, human resource management and information technology 
personnel. Investment without the necessary other changes could be a waste of money. 

Other Systems 
We have also made recommendations on the development of governance structures such as internal 
and external audit, financial control, risk management and performance management. 

Implementation 
We do not underestimate the challenges that our recommendations pose. The scale of the changes 
we envisage illustrates the size of the task.These include: 

;. The creation, re-organisation and consolidation of agencies; 
;I' Changing staff conditions; 

Engaging clinicians in resource management in a meaningful way; 
Addressing the issues in their contracts to enable this happen; and 
The legislative programme. 

To ensure that the major changes we have recommended are implemented pending the establishment 
of the new Executive, we recommend that a National lmplementation Committee under an 



independent Chairman be set up t o  drive the implementation process. Resources and skills in change 
management will be needed. 

We believe that there is scope t o  significantly increase the efficiency and productivity of the health 
system in Ireland - in effect to provide better service t o  those who require healthcare and t o  provide 
better value t o  the taxpayer for the substantial investment in health services. 
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Taoiseach's Foreword 

Over the last few years, the largest ever expansiori in hraltl i funding has 

been accompanied by an unprecedented series of studies and detailed 

investigations into all aspects of our health system. These have provided 

the essential building blocks for a comprehen5ive plan to develop and 

reform services which can meet thf needs of Irish society today and across 

the next decade. 

There is no denying the fact that our health system has many problems. 

These must and will be addressed - but t h ~ r e  i s  no 'quick-fix'which can 

achieve what we all want, the highest quality of care for all. 

This Strategy outlines a programme of investment and reform, starting immediately and stretching across 

the next decade. It sets clear priorities but also i n v o ~ v k  all elements of the system. 

It is a highly ambitious and challenging agenda for change. With effective reform, and fully utilising the 

expertise of what is the largest professional workforce in the country, the unprecedented levels of investment 

which have been committed to our health services can deliver major improvements in services throughout 

the country. 

For all parts of the system, from Government down, implementation will require an effective partnership 

with people willing to work together and, where necessary, change the way business is currently done. 

On behalf of the Government I would like to thank the thousands of people who participated in  the work 

of developing the Strategy. I have no doubt that the same spirit of openness and commitment will be seen 

as we all move forward to bring about the future which the Strategy i s  pointing us towards. 

Bertie Ahern, T.D. 

Tooiseach 



Minister for Health and Children's Foreword 

In every aspect of every individual's lifc, health is pivotal. It is the key factor in 

a ch~ ld 's  development t o  adulthood. I t  is a prerequisite t o  the achievement of 

wholeness and fulf i lment in  adult life. I t  is central to a contributory and confident 

later iife. 

Health is also crucial t o  Ireland as a nation. Our health care system must reflect 

our national values: our concerns for equity, our commitment t o  diversity, our 

determination t o  end poverty and disadvantage. I t  must, as a major employer, 

provide a context for professional~sm, growth and development at every level 

within the workforce. 

Public health systems. worldwide, are experiencing unprecedented pressures in  these, the early years of a 
I 

new century. Those pressures include a quantum leap in  available,technology, matched by radically different 

expectations wi th in the population. Our growing population and changing lifestyles create new and different needs 

I t  is essentiai, therefore, to inform the long-term development of this massive, complex system, that we 

have an over-arching Strategy. Such a Strategy empowers Health Boards, institutions, agencies and voluntary 

organisations to structure their planning in  an integrated, streamlined way. In turn, this wil l  make the best of the 

immeasurable human resource they represent, t o  share best practice across all disciplines, and to  make ful l  and 

transparent use of the unequalled funding this Government is committ ing t o  health. 

What distinguishes this Strategy is the unique level of public consultation on which i t  is based. Individuals, 

professional groups, disciplines, voluntary organisations and state agencies all contributed significantly to the 

th inking manliest in  the Strategy, and wil l  continue to contribute to the management of  the changes they sought. 

The Stratrgy, at a l l  points, envisages cross-disciplinary collaboration to achieve new standards, protocols and 

methods. In setting out an innovative and costed programme of massive change, as Minister for Health and 

Ch~ldren. I have at al l  times messed the involvement and influence of those who have - often under great 

financial constraint - constantly delivered care which, in  its professionalism and humanity, is second to none. 

This is a comprehensive and ambitious Strategy: a blueprint to guide oolicy makers and service providers towards 

delivery of the  articulated vision. I t  identifies overarching goals to guide planning and adiv i ty in  the health system 

over the next 7-10 years. 

I must stress, however, that this Health Strategy is more than a considered, conceptual draft for the long-term 

future. I n  the immediate future - indeed, before the end of this year - service deficiencies and waiting lists must 

be. and are, addressed. Underdrveloped services must be enhanced. and the document makes specific provision 

for imrnrdiate enhancements. 

Because of  this confluence of long-term strategic planning and shorter-term tact~cal initiative, this Strategy 

will immediately benefit substantial numbers of our people. while allowing us al l  to observe, gain from, 

arid contribute to, the construction of a health system which, in  l i t t le more than half a decade, wil l  be 

mmeasurably improved and visibly d~fferent,  wlrde retaining the best of what was achieved in  the last century 

Micheal Martin, T.D. 

Mlnlsfer for Health and Children 



The Health Strategy Ouality nnd fairness: A Health System for You 1s the result of many months of hard work 

by the Department of  Health and Children, the health boardsand many others wi th ail interest in  health. 

I t  would not have been pos ib le  t o  bring the work t o  completion without the excellent input of the individuals, 

groups and organisations who participated so posit~vely i n  the National Consultative Forum on the Health 

Strategy. The Forum was d iv~ded into a series of sub-groups to allow detailed consideration of key issues. The 

energy and erithusiasm of the chairpersons of these sub~groups, and the commitment uf a11 who took part, 

added greatly to the deliberations on the direction of the Strategy. 

The Department received some 1,500 written submissions f r o ~ n  individuals and over 300 from organisations. 

The messages from the subrnissions helped sharpen our understanding of the concerns about health and the 

strategic direction that is required for the future. They reflected both the complexity of the policy questions 
I being considered and the breadth of the consultations undertaken in  preparing the Strategy. The outcome of 

the consultation process is being published as a separate ddcurnent, Your views obout health. 

Work on  the Strategy benefited greatly f rom the input of an international panel and dlso from the working of 

an inter-departmental group which focused on how best to address issues beyond the health services that affect 

our health and wellLbeing. The contribution made by the various working groups within the Department and by 

staff more generally, in both the Department and the health boards. was sign~ficant. 

Finally, sincere thanks are offered to the members of the Steering Group that led the development of the 

Strategy and to the Project Team which drafted the document. 

Michael Kelly 
Secretary General 
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The Vision 

A health system that supports and empowers you, 

your family and community to achieve your fu l l  

health potential 
/ 

A health system that is there when you need it, 

that is fair, and that you can trust 

A health system that encourages you to have your 

say, listens to you, and ensures that your views 

are taken into account. 

T h s  docunient is  a summary of the Health Strategy. For further de ta~ ls  refer to t h e  m a n  Strategy document 

Quality and FairriessA Health S y s f o n  for You or refcr to the webste of the Department of Health atid Children 

at wwwdoh ie .  



Introduction 

W h y  a new health strategy? 

Over the last four yedrs health services in Ireland have benefited from the largest ever sustained increase in 

their funding. Facilities are being developed and refurbished, more staff are being hired and the number of 

people benefiting frum health services has increased substantially. 

A lot has been achieved, but a lot remains to be done. Very clear deficiencies in services remain which must be 

addressed. There are unacceptdbly long waiting times in various parts of the system, important services remain 

underdeveloped and major demographic challenges niust be addressed. By doubling health funding over the 

last four years, the Government has moved the debate on health funding from resources alone to both resources 

and reform. 

A wide range of issues must be addressed --encompassing everything from more effective preventive 

work through to the development of major acute facilities. This requires xcomprehensive blueprint for 

developments, setting out core principles for the whole system and detailed plans for development and reform. 

This i s  why a Strategy as wide-rangingand ambitious as this is required. 

The Strategy is a blueprint to guide policy makers and service providers in achievingthe vision of a future 

health system. It identifies overall goals to guide activity and planning in the health system for the next 7-10 

years. It also describes how the Government, the Minister and the Department of Health and Children will: 

work with everyone in the health system who has a role to play in improving health 

. engage with the w~der community to improve health 

evaluate services so that rerources are used to best effect 

reform the way we plan and deliver services within the system 

modernise and expand health and personal social servicesthrough focused investment 

- support the development and contribution of people who work in the health system 

The Government undertook an unprecedented consultation process to help i t  devise this Strategy. Deepening 

the understanding of the difficulties people face in achieving better health status has been essential to planning 

improvements. An emphasis was also placed on cross-sectoral issues which affect people's health status. The 

role of an inter-departmental network was vital, as were links with those working on the National Anti-Poverty 

Strategy and Health. 



The Strategy in outline - at-a-glance guide 
This section is a quick guide to some of the main elements of the Strategy. i t  includes [he programme of  

inve5tment atros5 key services, elig~hil ity proposals, the programme for the reform of the acute hospital system 

and other key provisions as they affect particular groups of the population - cl~i l r l rcn, p ~ o p l e  with disabil~ties, 

people with mental illness arid older people. 

P R I N C I P L E S  

E Q U I T Y  
P E O P L E - C E N T R E D N E S S  

Q U A L I T Y  
A C C O U N T A B Y L I T Y  

National goals 

Frameworks for change 

I M P L E M E N T A T I O N ,  
M O N I T O R I N G  A N D  

E V A L U A T I O N  



At  a glance 

Programme of investment to increase capacity 

New model of primary care invirlvng teams aiid ascocialed iletworks lo be phi1 in place 

Extension o l  LP co-operatives on a i~a t i o~ ia l  basis. 

An ddd~tiunal 3.000 beds to he provided, of which 650 wiil come on stream irl LOO2 

~- 

Community services 

Rfcroltiilcnt ol .I m u l t i - d ~ i r ~ p l i ~ l ~ l r y  range of slaif to supporl the devclnpment of prlmary care srrvlcci such as ifoiniril iary 

care,day and respite services 

!ncr t ,md funding for a~d, a n d  .Ipplianres in people'i homes 

Hospitnl services 

1.370 addtiirnal ;lii?ssirieiit nnd rehab~litafiun hcds; dnoiinted developmelit 01 acute geriatric medical iervices and 

nppoillt inrrlt of a d d i t o ~ d  ger ia t~ ic~a~is  

(100 addIlona1 day places wl l l l  iai i l i l ! rs enio~npassii>g sprcial~st arras such as falls, osteoporosis treatnwnt, fracture 

prevention. Paiklnson's Olseasc, rtrnke prevention, heart falllire and coiilinence promotion cl ioia. 

Rei~dmtiol care 

. 800 nddtiotial ?xiended care/cun~i~iunity lnursing !illit places iler anliom aver the next 7 years includir~g provision for lpeoplr 

w t h  deme~rtia 

Improved 3taffinl: levels in ~xtenrled rnre umts 

. Community care rervlces, i e .  cnn~inu~l i ty  nursing; day centres. lhostels and day hospitals. traini i~g and work programmes; 

falllily ruppnrt 

Arute psyctliatric units. 

Expaniinn o i  day places. training, ~?ridentinl  and respite care d ~ ~ d  other support services (eg  In settlngs such as schools) 

. to~~rp le te  tprogromnie to l iair i iei  pcople w ~ t h  an i~i lel lertual disability cur~ently n psycl~ialric hospitals to appropriate 

acrimnodatioi i  as won  as ~ ~ u s s ~ b l r  aild not later t l ~ a n  end 2006 

l i lves l~~ie i i i  lo  prrlvdc appmpriate iupporl  rerl,ces for people wltll autism, an iiilorniallon w l c n l  to prov~rle accuralc data 

on lhe inumbers of persons w t h  a l l t iw l  and their iprvlce weds to be ertdblished as soon as llrrisible. 

Hoinc cullport ~ P I Y I ~ P S ,  rcij i ite care, day care t~l-iies, res~dc!ltinl care iniludlirg ndd~tional places for peolile will1 c l ~ r o ~ ~ c  

cond~tions 



Programme for reform of hospital services 

By the eird of 2002, no adtil l will wail lot igr i  than twrlve m o ~ i t l h  and (lo l l i i l d  will wall l o n g ~ r  tlran SIX imcint!is IU 

roini i ier~re treatiireiit frrl lowii~g referral Iron1 an o u t ~ p a t e ~ ~ t  d p l j a r t i i ~ e ~ ~ t  

By [l ie e ~ ~ d  of 2003, no aditlt wrll wait longer than six ~ n r o ~ ~ t t i r  and i io child will wall l o ~ ~ g e i  [hall three i r i o ~ ~ t l ~ $  to 

m ~ ~ m r t i c e  treatment followiiig referral lrorn air out-pattent clcpnrtnieiit 

By the eiid of 2004, no puhlic pa t im t i  will wait lo~rger thaii l l ~ r e ?  moi i t l r i  for treat~nri i t  lollobving referral I r o n  a i l  m t  

patient dcpartlneill 

. A new dedicated Treallnellt Purcltav l u i i d  will be used for tlie i i i le purpoie of p!! i r l~asi ig treatnirnt for public patients wlro 

have wailed more than three months from t l rc r  i lut~pal!cnt ai~pait~lmen!, i i irt i l t i le talget o l  treatmenl w ~ l h i n  tlirce months 

is nrel hy the elid of 2004. 

- Iliese targets will apply olrly where wailing times are rnrreill ly longer than these periods Hoipi tal i  nwst i w l i n o e  to c n s m  

that pat~enls are t r ~ a t e d  withohrt unliecesiary drlay in all areas, inclt~riini: those in  which tliere are no i g n ~ l i c a i i l  wa~t ing 

timer. 

To ach ieve these ob ject ives a m i x  of act ions is requ i red  w h i c h  w i l l  address the capacity, efficiency a n d  equity 

issues: 

An extra 3.000 beds will be provded over the perod to 2011, of wlrlrh 650 will he in place by the e r ~ d  of 2002 

A rlralcglc partiierrhip with the private sector will be developed r t  provldlng iervces lor puhlic ! ~ a t e i ~ t s  

A Natioilal l lo ip~ta l !  Agcllry will he i e l  l l l r  to plan the coilfigulaton of lhoipital iervicrs 



At  a glance 



Access to serviceslhealth inequalities 

Nrw l rg i i la t~on to clarify entil lrnients will hc ntrodu<ed Tllis all inr l~rde 

the ex i t ing two catcgorler of eligibility, nrerlical i d i d  hu ld~ rs  and ~ i t l ~ e r r ,  WIII be n ~ n i n t a i ~ ~ i ~ l  

,loll-~neilirdl card Iholders will coritlnue to iilect their own gew ln l  prart l toncr io r t r  noif to p ~ l y  ~modesl charges for 

trratinent as a puhl~c pal l t i l t  i n n  pub l~c  hospital lhey will ~ont i i iup to hc t , l igbe for core certwces inr lud i lg  childhood 

inirn~msations develiipn~ental and scl i i~i i l  health service,, the Malerlllty and In lh i~ t  Cdre S c h e ~ ~ i ~  and rpiwalist n~en la l  

lhraltli, diiability support cllild care a ~ i d  family ruppilrt, riib\l,ince abase a r ~ d  pa l i n l ve  cdrc w v i i c i  

The legiildtion will ako provide a clear framework for financing long-my cdre lor older i~eople  and i p r c l y  tlte c r t e r d  to 

apply to the diriretlondry powerr of iiealtll hoard iEOr ill gmn l i l g  medical c a d i  

/ 

S i ~ n i f ~ c a n l  improvernenti w ~ l l  he made in  the inionie guideline in ordrr to increase the nu~nher  o l  lrersoils coii low incorner 

who are r l ~ g b l e  fiir a ~ i i ed i ca  card and to give priority to l a m l e s  w t h  rh ldren,  particularly cl,~ildren with a dsabilhty 

rhe tnuinber of free GP visits under the Maternity and l i i lanl  Care icherne will be increased I~OIII two l o  itx in the l i rr t  year of 

l i l e  h e  additiimal visits will criver general i h ~ d h o o d  ~ l lneses 

The Nursing Home luhventii in Schcnie w l l  be dmendcd to take account of tlie expenditure review of tile rclierne. l l ie  

Governmrnt intenils reforming the operation of exiitingsrherner, ~ n i l u d ~ n g t h e  Cdreri Allowance, in order to i n t ~ o d u i e  d n  

mteg~nted care subvention scheme which ~nax i i i ~~ses  support fur liornc e r e .  In addit i in,  rubveiltion rater pdynhle in  prvate 

noning l iomrs will he reviewed The Uepartment of Health and  Children w I I  begin work iinrnedldtely with the Uepartii icnl o l  

Social, Communily aiid Falnlly Atlair, to dcvelop detailed proposals for the ~ncw rctieine wit11 a vlew to ~l i t roduct ioi i  a i  ioo i i  

ai  pi iwhle  

A grant will he introduced to cover two wrekr respite (;ire per aniiurn for dependc~lt o ld f r  person5 



At a glance 

In a d d i t i o n  to t h e  p rov i s i ons  f o r  services u n d r r  t h e  i n v c s t m c i i t  ( i r o g r a m m e  a n d  e l ig ih i l i t y laccess  t o  serv icpr ,  t h e  

f o l l o w i n g  p rov i s i ons  a r e  r n a t l ~ :  

Children 

Ail integratrd i iatianal prograinni? lor child health w l l  be developed 

National nllninll!rrl sta~~clardsltargeti for r u r v c ~ l l a i r ~ ~  anil ween ing  w l l  be drawn up 

. M ~ d i l l r ~ i  to pro i i~o te  am1 vippurt  breaitferding will be Weilgtheircd 

lmt ia i i ve i  to  lpronrote healthy 11tesIyI~s lii ch~ ldrcn  WI I  be cxtended 

A Nat)ttlnnd lnlurv Vrwentlori Vratcgy to  mo rd ina te  actloll on r l j r i ry  prevention will be lpreparrd 

r l r i ld  wellare hudgct i  w ~ l l  he ~ e f o c u i n l  over ilk i iexl  ,ever1 years l o  provde a more d e n  balance between saleguardng 

a c t ~ v i t e i  and supportive progran~r~~e,  

Springhoard Projecli a i id i it l ier la l i i i ly  i u ~ ~ p o r t  iutiatives WIII be further developed 

. Poiit ive pa rw t i ng  iupporis and prograilrrnes w l l  be ~xpanded  

- Eflcctve o u l ~ n f ~ h o u r s  servlcri wil l be dcveloprd i n  all hcdltl i board dreai a\ a priority 

- Family welfnre co~ i fe re i ic~s  an11 other services requ~red l o  soppart the Children Act. 2001 will be iii1rodu:ed 

- Priority w I I  be gyen  to  rnr ly i r~ terve i~ l ion  lor children with behavioural d~f f i cu l t~es  

Tile Youtli Ho lne l~ r i ne i s  Strategy will be i rnp leme~~ted 

Ail mtegrated approach to care plalrning for ~ ~ r d i v i d i ~ a l s  will become a consistent fealure of the systein. This will include the 

appailitmeot of key workers in the context of care planning lo r  ct~i ldren with disabilt ies 

Mental l iealth services far d ~ l d r c n  ;and adolevpnts wi l l  be expanded : 

- ~ m p l t r n e n t a l o n  o l  t l ic reco~nmrndat ion i  i d  the First R ~ p o r t  of the  Working Gioup tin Child and Adolewent Psychiatric 

Services 

- developirient of in rn ta l  h ~ a l t l r  srrrlces to ineet the iieeds of ( h i l d ~ w  agrd between 16~18 (currently being reviewed by the 

Woiking Group iiii Child aiid hi io leicrnt  Psvcli~atric \crvice\l 





At a glance 

Mental Health Services 

. Thr Mritt;, Hr,,lilr f n ~ n i r r i s \ o i ~  w ~ l  h r  eslahl is l~rd by P I I ~  of LOO1 l o  l legll l t l ie imp le~ l i e t l l a t l o~~  of the hlcntal H r a t l l  Act, 

?OIll 

Regiolial advisory panel! I i o~o rd i na l i ng  r i i ln~nl t tees (including sewice prov~ders and consumers) wil l be established in all 

Ilc.iltii l ~ a a r d  a r i + ~  for periple w!lh lne!ilaI i l l ~ ~ e s s  to  advise on the ~ ~ l a n n n g  and yr lo r i t i sa t~o i~  of sermes, the quality of 

i e iwce i  and tl lc l p r o ~ ~ i o l ~ o n  ot pos~l ive mrnta l  lhedltl~ n t i a t ~ v c s  Their  co imni t tca  wtll be imde i led  o i l  i ! w I a r  d e v r l o ~ m e n t s  

ii the ,iren of r l ~sab l i i v  w v i w i  and i i c l r ~ d r  r e p r e w n t ~ ~ t i o ~ i  ,if statutory and voluntary servfce provlders nr well as coniutncrs. 



Services for older peo 

A io-ordioated di l lon plar t o  meet th?  needs of agelng a r ~ d  older people will he developed by tilt, Deparlmeiit of Hralth anil 

Children in conrrnct~on wit11 the Departments of tile hv i ronmcnl  and Locdl Government, Sorial. Cornmunity and Family 

Alfdin, and Public Eiiterprire 

Community g r o w  will be funded 10 fa~il1t.11e volu~iteers in provding support st.ivlces such as )110111~ng, v~s i t ingand 

transport lor older people 

Hcalth hoardr will contlnue take t h r  lead !ole i n  ~ r n p l m e r ~ l i n g  the Health Protiiot$on Strategy lor Older People, Aildlng yea5 

to life and life to years (1998) 

An action plan for dementta, based un thc recon~ineiidat~ons of the Natloilal rouncil for Ageng and Older People, will be 

imnlemented 

An integrated apprnach l o  care p lann~ng for individuals will hecornp a consistent feature of tlie system This will include the 

appointment of key workerr for dependent older people such as those on the mdrgi~is of home and res~dcntial care 

reg on,^ advisory panelsiio-ordiiidti~ig comnlittces (including setvice lprovdcis and mnsurners) will be cilnhlislred in all 

lhralth board areas for older con~umcrs and thetr carers, to provide them w ~ t h  a voice 

Community and voluntary ac t~v ty  w ~ l l  be iupported 

Programmes to support miorma caregivers through h e  developmental infor~nal networks. provlstoii ui  b m c  I ra inng nnd 

the grcater av~ i l ah i l t y  of ihor t - t i rm respite care will be developed and iml~lernented 

Programmes to fo5ter voluntarrm atid conrmuntty responsiveness to local necdi will b r  u~rdprtakcn 

The remit of the Soclal Services Inspertorate wi l l  be extended to  include rerldential care for older people 

National rtandardi lor community and long-term residential care o l  older people w ~ l l  be prepared 
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Section 1: Summary and Key Messages 

Patients deserve the best possible care that the Irish health services can deliver. At present, 
most frontline medical care in hospitals is delivered by non-consultant hospital doctors 
(NCHDs), the majority of whom work excessively long hours. Patients have limited access 
to consultant care. NCHDs will soon be required by law to work fewer hours. This will 
have significant benefits for both doctors and patients. 

The National Task Force on Medical Staffing was established in February 2002 by the 
Minister for Health and Children. Its purpose was to devise an implementation plan for 
reducing substantially the average working hours of NCHDs to meet the requirements of 
the European Working Time Directive (EWTD), to plan for the implementation of a 
consultant-provided service, and to address the medical education and training needs 
associated with the EWTD and the move to a consultant-provided service. The Task 
Force's terms of reference charged it with "devising, costing and promoting 
implementation of a new model of hospital service delivery based on appropriately trained 
doctors providing patients with the highest quality service, using available resources as 
equitably, efficiently and effectively as possible" (Appendix 1). 

1.2 European Working Time Directive 

The EWTD requires that, by 1 August 20124, NCHDs must no longer work for more than 
an average of 58 hours per week on the hospital site. By this date they cannot be required 
to work for more than 13 hours per day on-site, and certain other rules regarding minimum 
rest and break periods must also he put in place. By 1 August 2007, NCHDs cannot be 
required to work more than an average of 56 hours per week on-site. This limit must 
reduce to an average of 48 hours by 1 August 2009. 

At present, there are over 3,900 NCHDs in Ireland. delivering frontline services in more 
than 40 public acute hospitals and numerous other health agencies. They work an average 
of 75 hours per week on-site, often for continuous periods of more than 30 hours, with 
minimal rest. From 1 August 2004, these working arrangements will no longer be legally 

In January 2003 there were 1,731 hospital approved consultant posts in public hospitals. 
Since consultants are legally responsible for the patients under their care, NCHDs must 
he able to call on them as necessary. Consultants are already covered by the EWTD and 
cannot therefore work for more than an average of 48 hours per week. Even if it were 
safe or desirable to do so, consultants cannot make up all of the shortfall as NCHDs' 
working time reduces. 
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Implementation of the EWTD will require significant change in medical staffing. It will 
also influence how and where we deliver acute hospital care, and how we provide medical 
education and training. 

1.3 l~nplen~enting the European Working Time Directive 

This report sets out the changes needed to ensure that we comply with the EWTD while 
providing high quality hospital care to patients and ensuring that all NCHDs are trained 
to the required standards. The EWTD is but one of a number of drivers of change. Others 
include the Health Strategy Quality and Fairness: A Health System for You, enforcement 
of medical education and training standards by the Medical Council and training bodies 
and the increasing influence of clinical risk management on hospital services. 

We could react to the requirements of the EWTD in a number of ways. Firstly, we could 
do nothing. NCHDs would continue to deliver most hospital medical care. Patients would 
continue to have limited access to consultants. Many NCHDs would not be in recognised 
training programmes. NCHDs would he the only group of workers in the country who 
remain outside the health and safety requirements of the EWTD. Violation of the EWTD 
could also result in sanctions from the EU. 

Secondly, we could recruit enough NCHDs to ensure that all worked within the time Limits 
set by the EWTD. The Task Force estimates that an additional 2,500 NCHDs would be 
needed to achieve this. A third option would be to create a permanent 'career' or NCHD 
grade. However, under the second or third options, NCHDs would continue to deliver 
most hospital medical care. The majority of them would not be in training programmes, 
with consequent poor career prospects. It would be extremely difficult to recruit the 
estimated extra 2,500 NCHDs to work under these conditions. 

1.4 Consultent-provided service 

A fourth option is to employ a much larger number of consultants, working in teams, with 
revised workingpatterns, and a significantly reduced number of NCHDs. Important clilcal 
decisions would be made faster and at a higher level and the ratio of consultants to 
NCHDs would be balanced. Acute hospital medical services would be consultant-provided. 
rather than consultant-led. This is in line with the recommendations of a number of reports 
on hospital medical staffing over the past two decades. It is also the only solution that 
simultaneously addresses the need to improve patient care, reform medical education and 
training and support the continued provision of safe, high quality acute hospital care 24 
hours a day, 7 days a week. It contrasts with the present reliance on large numbers of 
NCHDs who work excessively long hours and have Limited access to formal training. 

The implications of a maximum 48 hour working week (including a maximum 13 hour day 
on-site) by 1 August 2009, together with annual leave entitlements and other EWTD 
requirements, are that at least five doctors must be employed to allow one to be present 
on the hospital site, 24 hours a day, 7 days a week. This, however, represents the absolute 



minimum level of emergency cover. Doctors must also provide cover for routine, elective 
and outpatient services, as well as teaching, research and participation in continuing 
medical education and quality assurance. In order to do this and provide emergency cover, 
a minimum of seven doctors will be required. 

Hospitals without sufficient volumes of patients and activity cannot sustain large numbers 
of consultants. Without sufficient consultants, hospitals will not be able to provide quality 
care, nor will they be able to train NCHDs. Sufficient critical mass will be required to 
achieve expertise across a range of specialties' and to provide satisfactory medical 
education and training. 

All hospitals providing emergency care must have acute medicine, surgery and anaesthesia 
on-site. This means that an irreducible minimum of 21 doctors - 7 doctors in each of 
medicine, surgery and anaesthesia - will be needed to provide basic on-site medical cover 
within a 48-hour working week. This is an absolute minimum for modelling purposes. In 
practice, many more specialties would be needed to provide comprehensive acute care, 
requiring a minimum of some 45 to 50 consultants. 

1.5 Acutc. hospilill care 

The Task Force was aware that, in order to make detailed recommendations on medical 
staffing, it would have to examine carefully the configuration of acute hospital services. 
Furthermore, it is not possible to specify the number and distribution of medical staffing 
that will be required to meet the requirements of the EWTD without understanding the 
volume and type of services that each hospital would provide. The Task Force examined 
two regions in detail for this purpose: those served by the East Coast Area Health Board 
and the Mid-Western Health Board. 

The concerns outlined above regarding volumes of patients and activity are not driven 
solely by the EWTD. There is convincing evidence2 that the best results in treatment are 
achieved when patients are treated by staff working as part of a multi-disciplinary specialist 
team, and that better clinical outcomes are achieved in units which have the required 
numbers of specialist staff, high volumes of activity and access to appropriate diagnostic 
and treatment facilities. 

Studies have shown a statistically significant link between 'high volume' surgeons in 'high 
volume' hospitals and lower death rates in hospital, and vice versa. Much of the research 
also highlights a relationship between the volume of procedures performed by individual 
hospitals or specialists and the outcome of that treatment for the patient. Hospitals or 
specialists without a sufficient level of activity find it difficult to provide safe, high quality 
care. Without sufficient numbers of patients and volume of procedures, specialist staff can 
miss audit and competence assurance targets and risk becoming de-skilled. 
- 
'The ~xceptian i? single specialty horpilals, which by dehnition providc services in one specialty only. 
'Key examples include Baiirta el al. (2002). Charrin et a1 (2000) and Nuffield Institute for Health (1996). A more extensive 
hrt ir contained in the bibliography. 
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The cost of sustaining large numben of consultants is considerable. This is an important 
consideration in planning the deployment of acute hospital services: the expected 
workloads must justify the costs. The cost of providing a full spectrum of services 
throughout the current acute hospital system would be unsustainable in terms of 
maintaining adequate standards of medical practice and fiscal prudence. 

All of these considerations, whether directly linked to the practicalities of the EWTD or 
concerned with quality and safety for patients, have implications for the organisation of 
acute hospital services. These factors influenced the Task Force in its recommendations. 

1.6 Medical education and training 

Compliance with the EWTD and the move to a consultant-provided service will require 
major changes in medical education and training. In particular it will require phasing out 
all non-training NCHD posts, safeguarding training time (protected time) for NCHDs and 
their trainers and ensuring that additional posts are not created purely to meet service 
needs. The Task Force proposes the establishment of an independent statutory central 
training authority with key functions including a role in controlling training numbers 
through the approval of each NCHD post and lead responsibility for co-ordinating the 
strategic development of medical education and training in Ireland. 

Medical training is intertwined with service provision. In order to achieve integrated 
planning of training and workforce numbers, consultation will be needed to ensure that 
service deficits are avoided and that training numbers are aligned to future service 
requirements. 

Other key medical education and training issues addressed in this report include training 
to accommodate the changing role of specialist doctors, flexible training, concerns of 
overseas doctors and international co-operation on training. 

1.7 Task Force propositls 

The Task Force's recommendations are centred on three key elements: 

Reducing NCHD hours in line with the European Working Time Directive; 

Introducing a consultant-provided service; 
Reforming medical education and training structures. 

The structural and organisational consequences of meeting these will inevitably require 
radical reform of the organisation of acute hospital services. 

The Task Force has devised detailed proposals for the staffing and organisation of 
hospitals in the two pilot areas which it studied, i.e, the East Coast Area Health Board 
and Mid-Westem Health Board regions, and a set of key recommendations that it 
considers applicable to the country as a whole. These proposals are based on a population 
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of about 350,000 and the principle that all appropriate specialist services should be 
provided as much as possible within that region. For reasons of volume, safety and quality. 
some services will continue to be provided at a supra-regional or national level. 

A number of critical national recommendations, including measures to reduce NCHD 
working hours, should be implemented immediately throughout the country, with 
appropriate negotiation and consultation. Others, such as the proposals for reorganising 
hospital services, should be applied to the two pilot regions in the first instance. The Task 
Force believes that a radical reorganisation of acute hospital services will be required 
nationally in order to implement the EWTD in full and to ensure a high quality service 
for patients. The Task Force proposes that in Phase I1 of its work it should prepare a 
second report as soon as possible on the organisation of hospital services outside the pilot 
regions. 

Implementation of the reforms in medical education and training necessary for compliance 
with the EWTD and development of a consultant-provided service should proceed as a 
matter of urgency. 

In this first report, the Task Force sets out its recommendations for hospital medical 
staffing in the two pilot regions and its estimates for the country overall. The national 
medical staffing figures will be reviewed further in the second report, and should be kept 
under review in subsequent years as implementation of the Task Force's recommendations 
proceeds. 

1.8 Key message\ 

The key messages of the Task Force's work to date are summarised below. 

1. The priority must be to provide a safe, high quality service to all patients at all 
times. The current organisation, structure and staffing of the hospital system is 
failing to deliver the care, that at its best, the Irish system is capable of giving. 

2. NCHD working hours must be reduced in line with the European Working Time 
Directive. Appropriately implemented, this will help improve patient care and 
introduce safer working conditions for doctors. 

3. Health agencies should not attempt to meet the terms of the EWTD by rewuiting 
more NCHDs. This would actually worsen the situation for both patients and 
doctors. 

4. Substantially more consultants should be appointed as part of a move to a team- 
based consultnnt-provided service. This would give patients improved access to 
senior clinical decision-makers. 



5. Considerations about capacity, workload and a critical mas8 of patients must 
iniluence where hospital services can be safely provided. Patients have better 
outcomes when treated in units with appropriate numbers of specialist staff, high 
volumes of activity and access to the right diagnostic and treatment facilities. 

6. In the pilot regions studied, acute hospital services should he delivered by an 
integrated network of hospitals, currently serving populations of about 350,000. 
A small number of more specialist services should continue to be provided on a 
supra-regional or national basis. 

7. Primary care semces, including community care, should be an integral part of 
this network. 

8. The organisation and staffing of acute hospitals must be restructured to allow for 
the safe provision of emergency and elective care. The safe provision of specialist 
services, reductions in NCHD hours and the appointment of additional 
consultants will require significant changes to service provision. It is also 
important to ensure that all patients, whether public or private, have equal access 
to services based on clinical need. 

9. Health professionals should work as part of a multi-disciplinary team, centred on 
delivering quality patient care over the full 24-hour period within an integrated 
nehvork of hospitals. This will entail revised working arrangements for 
consultants and NCHDs. It will also have implications for other health 
professionals and will involve the appointment of some new grades of staff. 

10. The management structure of acute hospitals should be strengthened to establish 
dear lines of accountability and ensure appropriate availability in the context of 
a 24-hour service. In the pilot regions, an integrated network of hospitals should 
be managed by a chief executive. There should he a single national hospitals 
authority to which the network chief executives should report. However, service 
integration must be ensured, in particular with primary care, community care and 
long termlcontinuing care services. 

11. Medical education and training systems must attract and train doctors to provide 
high quality patient care. NCHD training can only be delivered in recognised, 
accredited institutions with appropriate staff and facilities. All non-training 
NCHD posts must be phased out. 

12. The number of hospital doctors should be regulated nationally through a single 
agency. Each NCHD post should also be subject to approval by a central hahing 
authority. While the number of consultant, specialist registrar and intern posts 
are regulated at present, uncontrolled growth in the number of registrars and 
senior house officers is very undesirable. It can have implications for the quality 
of service to patients, and has affected the ability of individual doctors to access 
further training and achieve specialist registration. It has also hampered the 
efficient deployment of finite resources. 



Reductions in NCHD hours, the appointment of more consultants workiug in 
teams, reorganisation of the acute hospital system and the provision of high 
quality medical education and training are all part of the implementation process. 
Compliance with the EWTD and the provision of a sustainable acute hospital 
service are possible only if measures are taken to meet each of these goals. 

AU of the measures proposed above should be done in a way that maximises 
value for money. There must be no unnecessary duplication of services. 

It is vital to start implementing the Task Force's proposals immediately. To do 
this a national implementation group, and a project group in both of the pilot 
regions studied by the Task Force, should be established now. The reforms 
proposed will require the commitment of all stakeholders. Consultation and 
negotiation will be essential to achieving these changes. 

1.9 Cnnclusion 

The Task Force believes that now is a unique opportunity to make radical and lasting 
changes in the way we deliver our health service. The changes proposed are in the best 
interest of patients and staff, in terms of safety, best practice and quality. Change is both 
necessary and possible. 

The Task Force believes that change will happen provided there is a genuine willingness 
by all stakeholders to work together towards achieving it. While the proposed changes 
will, over time, have resource implications, some progress can be made in the immediate 
term within existing resources. The Task Force also believes that implementation of these 
proposals offers an opportunity to improve significantly the value for money of health 
care expenditure. 
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Overview 

THE DEMAND FOR HEALTH SERVICES 

The fundamental problem facing the health services in Ireland and elsewhere is the growth in 
demand and Health Care costs. This demand is driven by a range of factors including public 
expectations, demographics, the availability of new diagnostic and therapeutic approaches to 
care, and significant technological developments in medicine, including drugs. From the point 
of view of government, in a system where c.80% of the total cost of health is borne by the 
taxpayer, this places enormous demand on available resources. In Ireland, the position is further 
exacerbated by a significant level of under-funding of services in the 1980s. The health services 
throughout the 1990s have therefore been grappling with two fundamental problems in meeting 
the public's expectation; one is the need to make up the investment deficit of the 1980s, the 
second is the cost of those higher service levels and new procedures. No assessment of the Irish 
health system can overlook the serious capacity limitations in bed numbers and medical 
manpower, which limit the attainment of value for money from a patient perspective and which 
lie behind many of the pressure points in the system. The position is made more difficult by the 
requirement to meet the significantly higher income expectation of people working in the health 
sector, to address staff morale issues, and to meet the need to attract more and very highly 
skilled professionals into the service. 

Expenditure on the health services has grown from f1.5bn in 1990 to f3.8bn in 1999 (and to 
f5.4bn in 2001). This is a significant increase based on any measure, yet the perception is that 
it has, at best, only resulted in a modest improvement in services. As this report highlights, 
many gaps in services remain; there is also a lack of integration of services between secondary 
and primary care. Particularly in recent years, it is important to recognise that a significant part 
of the increase is due to factors driving up the costs of Health Care without necessarily 
increasing the levels of service provision. Much of the additional spend is in fact being 
absorbed in pay and non-pay inflation and in the increased cost of demand led schemes. 

In absolute monetary terms, capital expenditure remained relatively static for the first half of the 
1990s, increasing annually from 1996. By 2001, capital expenditure had reached f270m 
(including expenditure on IT). This is still an extremely low level of investment in the context 
of maintaininglreplacing the current level of capital infrastructure (estimated at up to f5.0hn) 
without taking account of the investment requirements for new technologies and procedures. In 
addition, the lack of adequate investment in re-equipping existing facilities diminishes value for 
money. Furthermore, it is hard to conceive of an operation of such complexity as health, 
involving a commitment to expend E5bn per annum, being managed effectively with the current 
minimal level of funding of information systems. 

POLICY AND STRATEGY 

There have been considerable developments in health policy and strategy throughout the 1990s. 
Much progress has been made in defining health needs and formulating the relevant strategies 
and actions necessary to meet those needs. Much of the improvements that have been achieved 
in the service derive from, in particular, the thinking behind "Shaping a Healthier Future", 
published in 1994. 

Health is a sector frequently subject to criticism, but some successes are in evidence. Despite 
capacity limitations, the numbers treated in the acute hospital sector increased from 640,000 
cases in 1990 to 830,000 in 1999. Significant increases in day case activity occurred over the 
decade, rising from 20% of total activity in 1990 to 36% in 1999. 
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Significant additional investment has been made in recent years in services for the elderly, in 
childcare and the intellectually disabled, among others. Intellectual disability is a good example 
of the use of needs assessment to inform policy, and the use of well defined databases to 
facilitate review, evaluation and better targeting of services. Policy development has been 
strong, with well developed strategies in areas such as cancer, cardiac and children. The 
introduction of service planning in the health sector is also a positive development. 

A well thought out strategy for Health Care inevitably involves innovation and change that can 
only be achieved over time. It also requires explicitly committed funding provided through a 
multi-annual budgeting process to support not only implementation but also subsequent 
evaluation and monitoring. 

Such a commitment runs contrary to traditional public sector financing (the National 
Development Plan being a notable exception), the more so in a sector where the potential rate of 
cost escalation creates cautiousness to medium term commitments. However, we are firmly of 
the view that such a multi-annual commitment to funding (and we mean by this essentially a 
three year cycle) is an essential prerequisite to effective implementation of policy and strategic 
objectives. 

To advance policy, significantly improved mechanisms are required to support implementation 
and to systematically measure performance against explicit targets. This should include 
mechanisms whereby effective VFM measures are established, monitored and reported. 

The health service currently has some 87,000 approved posts and the current budget is E5.4bn. 
Apart from the private insurers who account for c.ll% of funding and other private and 
household expenditure, in any reasonable timescale the funding ofthe service can only continue 
to come from the taxpayer. The current approach to funding can be best described as 
incremental, i.e. the previous year plus a percentage increase, plus some additional funding for 
new initiatives. The problem with this approach is that it militates against medium to long term 
planning in terms of infrastructure and service development, reinforces the status quo, and 
potentially causes management to focus on those projects for which funding is available and can 
be completed within a financial period, rather than those which could generate more long term 
benefits. It can also lead to an inefficient and inequitable allocation of resources as between 
competing Boards, as well as an inappropriate development of facilities and services either 
within or between Boards. 

O R C A N ~ S A T ~ O N  AND STRUCTURE 

The current structure of the health service in Ireland dates back to the Health Act of 1970. More 
recent legislative changes in 1996 and 1999 sought to improve accountability, service planning 
and delivery. Part of the objective of these and other changes was to free up the Department 
from operational issues to concentrate more on policy and strategy. This has not yet been fully 
achieved and Health Boards need to be prepared to take on these operational responsibilities. 
This will also enable the Department to take on a more regulatory role. However, this is not the 
core issue. 

It is difficult to imagine any demand led service organisation, which has grown at the rate of the 
Irish health service, which is still operating within a structure devised over thirty years ago. The 
optimum shape ofthe system including the role and structure of health boards urgently needs to 
be re-evaluated, to support regional self-suff~ciency and improved equity of access. This will 
bring resourcing challenges, and the need to convince patients of consistent standards of care 
nationwide. 
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Within this structure, dedicated people are operating in an environment where the focus has 
been on administration rather than management of service delivery in what has been an 
incremental, resource constrained environment. The culture of financial restraint which has been 
instilled in a generation of health service personnel is not well suited to longer term strategic 
planning of investment. Enhancing skills throughout the system will be required to meet the 
challenges of the new era. A strategic approach to human resource management is required. 

The lack of conjoint working between Boards has also been a limiting factor; in fact too often 
they have been competing not just for funding but also for people and infrastructure. A lack of 
a cohesive and consistent approach from the centre on many issues has resulted in an uneven 
pace of development of services. 

The current structure provides a strong element of local democracy in the health service. There 
is however the counter argument, namely that the political nature of Health Boards constrains 
the delivery of the best VFM health services and can adversely affect decision making within 
the regions. 

45% of the Irish population hold private medical insurance. About 20% of the beds and 23% 
approximately of admissions in public hospitals are designated as private. The number of 
insured persons has been rising, principally, it seems, because of the speed and certainty of 
access to care which the holding of insurance more easily provides. Tax relief on premia also 
promotes the holding of medical insurance. 

There is a need to clarify the policy objectives on private medical insurance in the lrish health 
system, and define the role, costs and benefits of private practice in the public system. Care is 
however required to ensure an objective assessment of these issues is made, particularly to 
avoid using the puhliclprivate mix issue to mask fundamental capacity limitations in the public 
health system which are central to many of the current difficulties. 

VALUE FOR MONEY 

The current level of expenditure and projected growth in the health service requires the 
development of a consistent approach to VFM across the service. The reality is that, other than 
anecdotal, the Irish Health Care system cannot on any evidence based approach demonstrate 
definitively that VFM is being achieved. The lrish system currently lacks any formal, broadly 
based VFM framework supported by management processes, consistently applied. The absence 
of adequate, comparable information systems also militates against ongoing monitoring and 
assessment of efficiency and effectiveness of how services are provided. 

The inability of the health service to move rapidly in developing an effective VFM process 
reflects the multiplicity of organisations within the service, the different pace of development, 
the lack of consistency in management information systems and the absence of reliable 
databases. To address these issues requires a commitment to structural reform within the 
system, which is aimed at streamlining its organisation promoting a management rather than an 
administration approach and ensuring the development of a consistent approach across the 
sector in the development of management information systems. A cohesive management 
structure, in which clinicians are integrally involved in management, and where audit and 
accreditation play a central role, must be developed. 
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The issue for government is that a demand led health service with a growing public expectation 
as to standards of service and care is capable of absorbing a more or less unlimited amount of 
funding. This report points to deficits and limitations across the system; in primary and 
community care, the mental health services, services for the elderly, childcare, and the acute 
hospital sector. By any analysis, the level of incremental funding required to address the service 
gaps and the other investment requirements outlined in this report, is very significant. We come 
from a position where the per capita spending on health in Ireland has been low by international 
standards. As a nation, we need to decide what type of health service we require. If a superior 
system is demanded by the public (and there is much evidence to believe this to be the case), 
then, as taxpayers, the financial implications of addressing the current health service deficits 
need to be accepted. In the medium term, the impact of an ageing population and the ever- 
increasing patient demands will place increased demands on resources. However, it should also 
be noted that Ireland has the youngest population of any EU state and this has, and will for a 
period of time, be of benefit in restraining growth in spending on health services whether by the 
Exchequer or by the private sector. 

The OECD analysis of the 1998 position indicates that percapita spending in Ireland is low in 
comparative terms with other OECD countries. The more recent and significant increases 
approved by Government could have an impact on the relative placement of Ireland in 2001. 
Given that approved health spending has doubled over the last 5 years, it is difficult to believe 
that the 2001 comparative information (when it is available), will not show some improvement 
in our position in the league table. It is vital to note that the three years 1999-2001 have 
experienced 55% growth on the current revenue spending and 68% on capital spending. None 
of these increases are reflected in the most current OECD data. 

From the oers~ective of the health service. the challenee is to undertake that fundamental . . - 
organisational and management change necessary to deliver on the current strategy in a context 
where it can clearly demonstrate that for the additional funding becoming available, the service 
delivery not only meets the public expectation but represents value for miney to the taxpayer in 
terms of cost efficiency, and more fundamentally in demonstrably improved population health 
status. 

The key recommendations of this study which focus on VFM are set out below, and are split 
into three groups: matters for Government, those for the Department of Health & Children, and 
those for the Health Boards, other agencies and health service management. 

I: Matters for Government: 

(i) Establishment of a Health Information and Evaluation Agency to enhance Value For 
Money 

The routine and systematic evaluation of value for money is not generally present in the Irish 
public system. It can be agreed that this is also the case in the health services. Value for money 
relates to the issues of economy, efficiency and effectiveness. 

The National Health Information Strategy, currently being prepared in the Department for 
completion in the Autumn, is, we understand, examining the possible establishment of an 
agency with responsibility for information gathering and analysis. We support the 
establishment of an agency with the following remit: 

The development of a strategic framework for information in health 

The implementation of national health information strategies. 
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The ongoing development of performance management structures in the system, 
including developing performance indicator templates for application across the sector. 

0 Leading the development of a national IT strategy in health. 

Ongoing assessment of value for money of the system in terms of economy, efficiency 
and effectiveness. This will include systematic and regular reviews of expenditure 
programmes, and the assessment of the effectiveness of national strategies. 

Ongoing monitoring and evaluation of performance in the sector against performance 
indicators, including benchmarking and identification and communication of best 
practice. 

Development of service planning and evaluation processes. 

Management and development of the Casemix programme. 

Audit, and quality initiatives . 

This agency will need to be properly resourced in terms of numbers of staff and skill sets (e.g. 
health economics, analysts, finance, public health etc). It should be accountable to the Minister 
for Health & Children. 

(ii) Financing Mechanism for the Irish Health Systems 

The financing mechanism for the Irish health system, particularly whether a shift to an 
insurance based model is desirable, has been the subject of debate in recent times. It is beyond 
the remit of this study to recommend any particular financing model. Any consideration of 
changing the financing mechanism for the Irish Health Care system should only be made after a 
detailed examination of the potential impact in terms of cost, access, control over expenditure, 
capacity and delivery of services. Changing the financing mechanism in itself does not 
guarantee improved health service delivery. 

This report provides an overview of health systems in other developed countries. In one respect 
or another, all these systems experience difficulties and service pressures, including financial 
problems. The tax based centrally financed system in Ireland promotes better cost containment 
than insurance models, but access is poorer. Service planning and service integration are also 
likely to be stronger in the type of centrally funded system we apply. 

(iii) Structure and Organisation of the Health System 

(a) There needs to be detailed clarification of and separation of roles at Department, Regional 
Authority, Health Board, and agency level. The supporting resources need to he clearly 
defined and a change management plan put in place to allow appropriate devolution. This 
should clearly define the remit of the Department which is currently too broad, and 
remove it from operational involvement in the system. 

(b) There is a requirement to carry out a detailed review of the organisation structures within 
the Department to ensure that it carries out its functional and care group responsibilities 
optimally, and is properly resourced to carry out its remit. 

(c) Processes for multi-annual budgeting and planning need to be approved and 
implemented. These should cover a three-year timeframe. A commitment to funding the 
health services within a multi-annual plan and beyond the current one year window is 
essential. 

(d) A review should be commissioned on the structure of the system and role of Health 
Boards. The terms of reference of this review should focus on: 
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Organisation of services nationally, including role and structure of Health Boards. 
The current structure has existed since 1970 and merits review. 

Assessment of alternative organisation structures for service delivery. 

Appropriate size and modus operandi of the Boards of Health Boards. 

Ik Matters for the Department of Health & Children: 

(i) Health Care Policy 

It is important that the new health strategy identifies a full policy framework across all areas of 
the system. Gaps in policy (in particular a detailed policy for the acute hospital sector) should be 
filled. 

All future policies should be more explicit in terms of targets set, performance indicators to be 
used for evaluation purposes, and have a clearly set out framework for implementation. A 
policy setting methodology using needs assessment and good option appraisal (including 
technology assessment) needs to be set in place as the norm coupled with a well defined 
monitoring and evaluation framework. 

In addition to the above this report has also identified a number of themes, which we believe are 
central to future policy formulation: . 

. 

. . 

. 

. . 
(ii) 

A focus on regionalisation of services. Regionalisation needs to be defined, and the 
Department needs to adopt a leadership role in effecting an appropriate regionalisation 
strategy with the Health Boards. Planning at a regional level will need to address national 
priorities and strategies, and should not be adversely impacted or distorted by local 
issues. 

An acceptance of the need for redefinition of roles amongst existing service providers in 
the context of improving patient care and regionalisation. 

A priority to be given to health promotion and preventative measures. 

A need to encourage best practice, with a priority to be given to standardised protocols 
for treatment across the system that are evidence based. 

A focus on service integration with the need to reward co-operation across service areas 
and health boards. 

A focus on the development of primary and community care services. 

An explicit funding commitment to support policy. 

Resource AlIoculion 

There needs to be a fundamental assessment of the appropriate level of resource allocation to 
each defined Health Board area. This should have regard to a range of indicators including 
demographic profile, morbidity, mortality, social deprivation, rurality, and take specific account 
of the impact of projected cross boundary flows of patients between Board areas. This needs to 
be considered from a zero-base taking into account requirements resulting from a clearly 
defined national value system for Health Care. This is necessary because the current funding 
arrangements are the product of a system of incremental financing arrangements over the long 
term, and core resource allocations should be subject to detailed scrutiny within the proposed 
fundamental assessment. 

Value for Money 
Deloitte & Touche - 10- 



Overview 

(iii) Structure and Organisation of the Health System 

(a) There is a need to develop a consistent definition and understanding of governance in 
Health Care in Ireland, particularly emphasising the duty of care which Boards and 
management carry for the development of appropriate organisation structures and systems 
for clinical activity. 

(b) Detailed manpower planning for the health sector in conjunction with the educational 
sector should be undertaken. 

(c) The Department should promote robust processes for strategic planning, and enhanced 
service planning at Board level. 

(d) The Department must play a leadership role in developing a performance measurement 
culture within the health systems to encompass: 

Individual performance appraisal 

Development of a prescriptive approach to VFM, with the establishment of the 
appropriate processes for monitoring and evaluation. This should entail setting 
challenging cost reduction targets on an ongoing basis in a context of greater co- 
operation between health boards and significantly enhanced investment in 
management information systems. 

Service delivery performance measurement and evaluation 

Internal Audit, a function that has been underdeveloped in the health system but 
has been subject to recent reports C&AG and health boards. 

Internal Audit of management practices and systems. 

Introduction of system wide clinical audit & governance 

Processes and systems for measurement and evaluation of health outcomes 

(e) A review of the current Consultants' Contract is required with regard to the requirement 
to implement effective and consistent structures to involve Clinicians in Management, to 
improve rostering and management of time inputs, and to advance clinical governance 
and clinical audit. 

(f) A national HR strategy focussing on human resource management should he developed. 

(g) There is considerable scope for the Department to proactively manage its interaction with 
the media, which should facilitate a broader analysis of health issues in the media. 

(iv) Performance Measurement and Information Systems 

(a) The National Health Information Strategy should set out explicitly all dimensions of the 
information needs of the health system (i.e. health gain information, management 
information, performance indicators). 

(b) An IT strategy to deliver the information requirements identified in the NHlS should be 
developed at a national level. This could be carried out under the direction of the 
proposed Health Information and Evaluation Agency referred to above. 
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(c) By building on the work already carried out on performance indicators, a framework 
involving a hierarchy of performance indicators should be agreed and implemented 
consistently across the sector. 

(d) The concept of shared services should be pursued, either through HeBE, the ERHA 
shared services platform or an alternative which would concentrate on providing at a 
minimum the following services: 

ISIT provision 

Financial transaction processing 

Purchasing and Materials Management 

The implementation of the above recommendations will require a commitment to major 
investment in IT over the medium term. The level of funding proposed in the National 
Development Plan for IT at E20m per annum will not meet the requirement; indeed it is likely 
that the investment level required is a multiple of this. 

111: Matters for Health Boards, other Agencies, and health sewice management: 

Structure and Organisation of the Health System 

Commitment by Boards to increased conjoint working and collaboration through HeBE 
and otherwise, including in the area of information systems specification, selection and 
implementation. 

Commitment by Boards to working with the Department on the development of a 
regionalisation strategy for services, and to give primacy to promoting national strategies 
and policies. The national agenda must take precedence over more local, parochial issues- 
this will require an acceptance of change, including in the redefinition of the roles of 
certain hospitals in the system. 

Commitment to organisational development, including an assessment of whether 
organisation structures between Boards should be streamlined, including in the area of 
care group structures, and to identify best practice. 

Development of properly resourced management structures in larger service units (e.g. 
larger acute hospitals) - resources will need to be provided to Boards to implement such 
structures. 

Commitment by Boards to improved standards of corporate and clinical governance, 
including ensuring Boards are fully conversant with their responsibilities in these areas, 
and that appropriate organisation structures and systems are in place to discharge clinical 
governance responsibilities. 

Commitment to implementation of meaningful structures to involve clinicians in 
management. 

With clinicians, to promote and develop comprehensive systems of clinical audit. 

Strong commitment by CEOs to supporting the Health Materials Management Board, 
including promoting cost reduction targets. 

Value for Money 
Deloifte & Touche - 1 2 -  
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Executive Summary 

Overview 
The central theme of this report is the need to consolidate fragmented structures and functions to enable the health 
system deiiver sustained value for money and a high quality of service for consumers. The question posed at the outset 
of the Audit was the extent to which the structures and functions of the health system are organised to deliver on the 

ambitions of the health strategy Quality and Fairness (2001) Our findings indicate that extensive reforms are required. 
that go beyond the sructures in the health system, to encompass areas such as supporting processes and legislative 
change. As weli as dealing with fragmentation there is a need to modernlse the current structures and functions to lay 
the loundations for the future development of the system. 

The purpose of the Audit is to make recommendations which wiil ensure clear lines of accountability between each part 
of the system, remove overlaps or duplication between organisations, and align the structure as a whole with the vision 
outlined in Quality and Fairness. The structures and functions should in turn build on existing strengths, release the 
potential for innovation and help heathcarers to achieve the maximum impact from their work. Most importantly. a better 
pianned and managed health system should deiiver measurably improved healthcare to all its patients and consumers. 

The outcomes we seek to achieve are as follows: 

Structures and functions that support the delivery of national priorities for heaithcare and the implementation of 

Quality and Fairness; 

A service which combines the best of service organisation values with public sector responsibilities; 

Structures and functions that deliver real value from ongoing investment in heaithcare; 

A health system that responds more effectively to the expectations of its stakeholders and achieves a much greater 

impact to the benefit of the consumer: 

* Structures and functions that help to create a high performing health system and build on the existing talents and 

knowledge of staff, 

The present system has been in place, largely unchanged. for over thirty years. It faces significant difficuities in coping 
with current levels of demand, despite a marked increase in levels of investment. Recent years have seen increasing 
leveis of throughput, rising consumer expectations and malor shifts in demographics. Among patients, staff and the 
general public. there is growing belief that there are more effective ways to organse our health service for the twenty- 
first century This report presents a blueprint for the future development of the structures and functions of the health 
system. 

We propose four major reforms: 

The creation of a consolidated healthcare structure - putting in place a single national Health Services Executive 

(HSE) to replace the 10 existing health boards and ERHA: 
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* The development of supporting processes - a major strengthening of processes and capabilities to deliver value 

for money and manage ongoing change; 

The strengthening of governance and accountability across the system legislation - simpler governance and 
greater ievels of accountability; 

A reorganisation of existing agencies and their functions - a reduction in the number of stand-alone agencies by 

over a half and direct reports to the Department of Health and Children (DoHC) by almost two-thirds. 

The chalienges assocated with undertaking such a iarge-scale reform of the structures and functionsof the health system 

are considerable. Sustaned ieadership from the highest ieveis and coordinated effort from ail agencies involved will be 

required to effect the changes required. However, the consequences of not moving towards the new model and not 
tackling the overlaps and system deficiencies outlined in this repoit, need to be speit out: 

* To continue in the current direction of development of structures and functions will lead to even greater 

fragmentation of critical functions, potentially resulting in an ever increasing dilution of the cost-effectiveness, 
performance and manageabliity of healthcare servces in ireland; 

The continuation of blurred accountabilities, unweldy governance and lack of clarity of roles wiil lead to a service 

which is less responsive to customer needs, has greater difficulty in the delivery of national strategies and finds 
the challenge of delivering value for money becoming increasingly onerous, 

Sustaining the current structure, or even modifying it to some degree, is nconsistent with the level of effort required 

to fundamentally reorganise and reform the acute sector on a national scale and prepare for the implementation of 

the Primary Care Strategy 

There are endless variations on the potential future model for the Irish health system and as many different views as there 

are interested parties. We believe that the proposed consolidated structure will positon the health system to deliver the 

alms and objectives of Quality and Fairness, 

The Audit of Structures and Functions in the Health System was commissioned by the DoHC in June 2002 and was 

conducted between July 2002 and January 2003 The primary objective of the Audit as set out in the terms of reference 

was 

, . . to establish the organisationai improvements needed to strengthen the capacity of the health system to 
meet the chaiienges of implementing the programme of deveiopment and reform set out in the Health 
Strategy document Quality and Fairness: A Health System for You. 

Scope of the Audit 
The list of agencies specified for inclusion in the Audit is extensive, 58 in total, covering statutory and non-statutoiy 
bodies, health boards. the Eastern Regional Health Authority (ERHA) and the statute-based hospitals (Appendix 1). 

As the project developed it became apparent to the Audit team and the Steering Group that there was a need for a sense 
of direction around a new health system architecture in order to provide a framework for the future. as well as a context for 

the changes envisaged. This involved more fundamental consideration of the wder health system and the development of 
a shape for whoie-system reform. This latter task then formed a greater part of the work programme within the fixed 
delivery timescale. As a consequence, under the Steering Group's direction, the depth and breath of the Consultation 

Audit of Structures and Functions in 
the Health System 



PROSPECTUS 
'..I-, Ni - P . i , i i i i ' . i  ,%::PI' 

originaliy planned for was replaced by a high level consutatlon on a broader agenda. We address the need for an 
extensive and inclusive consultation process in our recommendations and implementation plan in Chapter 11 

Audit methodology 
The Audit of agencies was iargely addressed through a literature-based review of relevant legislation, policy documents 
and other corporate reports, eg. annual reports and strategy statements. This approach was specified in the scoping of 
the project by the DoHC Each agency was requested to submit relevant material to the Department so as to fac~litate 
the analysis. This Audit is based on the information received from the agencies involved. 

A second strand of analysis was based on a review of previous published commentary on the health system and our 
experlence in the sector. This existing materlal in line with the project brief. also supported an examination of governance 
and accountability arrangements. The final strand of analysis related to an assessment of the capacity of supporting 
processes n the system. This assessment is based on international best practice data, advice from our internationai 

advisory group, our own system knowiedge and the views expressed by participants in high-levei consultation sessions 
or in direct representations. The Audrt did not seek to review the performance of the individual agencies. 

Scale and complex nature of the lrish health system 
In terms of scale. the lrish health system currently accounts for approximately 23% (2003) of total Government funding. 
This has grown from €36  billion in 1997 to a projected €9.2 billion in 2003. The sector is the largest public sewice 
employer in the State, with an approved employment ceiling of 96,000' employees at the end of 2002, as opposed to 
68,000 in 1997. The range of servlces provided by the health system -from health promotion and disease prevention 
to acute hospital treatment and a w~de spectrum of soc~al and community services - IS particularly broad by internatlonal 
standards. A total ol 968.000 people were treated last year as either inpatients or day patients in acute hospitals. Since 
1997 the number of patients treated in our acute hospitals has increased by almost a quarter. General practice 
Consultations are estimated at approximately 16 million annually. 

The complex nature of healthcare, together with rising consumer expectations, makes it difficult to demonstrate real 
progress. it is important to recognise the commitment of staff in the dellvery of services despite difficulties encountered. 
The lack of structural reform to match the increased investment levels has constrained the abiiity of the system to deiiver 
value for money. These factors. together with the desire of all stakeholders to improve the effectiveness of the healthcare 
system, have led to work being undertaken on a number of fronts whlch need to be considered together. 

Major system initiatives currently underway 
There are a number of other important initiatives underway designed to improve system performance or to address 
specific service or operational matters. Many of these are not yet finalised. However, the outcomes and the timing of their 
mpementation will have ~mmediate relevance to the successful impiementation of Quality and Fairness. In many cases, 
they will also reiate directly to organisational structures and functions in the health system Our challenge is to aiign our 
main areas for change with the recommendations of the parallel initiatives. 

While these and other initiatives aim to address critcai system requirements, there is a slgnilcant risk that an incremental 
response to putting in piace the structural and functional supports for their respective recommendations will exacerbate, 
rather than improve, the complex nature o i  today's system. Thls Audit. therefore, needs to take such parailel initiatives 
into account. Moreover, the future structures need to be based on a defined set of priorities and buiid on improvements 

to date. 

I Excludes home help 
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Audit findings 

Healthcare sgencies (Chapter 3) 

Complex and fragmented structures - an obstacle to achieving improvements 

1 The ncrease in the number of Individual agencies creates a number of chalienges n managing and 
resourclng the system 

2 The development of parallel structures has added to the complexity and fragmentat~on of both poicy-maklng 
and implementation 

3. The continued involvement of the DoHC in operational matters reduces clarity around organisational 
accountability 

4. There are a number of difficulties in managing the scope of healthcare services 

5. The existence of the health boards alongside the ERHA model complicates the interface wth the DoHC 

6 The egsiative framework for the ERHA creates operational diffcuties 

7 .  The f~nctions assigned to specialist agencies overlap with other bodies 

8. The proposed new national agencies have system-wide implications for both structures and lunctlons 

Scope for the rationalisation of certain agencies 

9. A number of service delivery agencies can be mainstreamed or merged 

10. There is evidence of a drive to rationalise the number of professional regulatory and training bodies within 

other nationai health systems 

11 There IS a clear rationale for relocat~ng the funct~ons of Comhairle na nOspdea in the Nat~onal Hospitals 

Office 

Need for standardisation and coordination across the system 

12. The traditionai heaith board model evolved over the years in an unstructured manner and has resulted in 
insufficent coordination and standardisation 

13, There IS no single strategic HR function to coordinate or lead system-wide activities 

14. There is a lack of standardisation in the structures and functions supporting professional registration. 

reguat~on and development 

15. There is a need for centraiised and standard approaches in relation to quality assurance functlons 

16 Challenges remain in coordinating the national health Research and Development agenda and in making 

health research avalabie to poicy-makers and service deliverers 

17. System-wide health information coordlnatlon is inadequate 

* Underdeveloped system functlons in a number of areas 

18. Shared services are underdeveloped n the health sector 

19. The planned expansion in the number of regulated professons requires a coordinated approach 
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Governance and accountability (Chapter 4) 

20. Boundaries of accountability are not always clearly defined 

2 1  Accountability for non-financiai performance is not clearly embedded in legislation 

2 2  Basis for Board appointments needs clarification 

23. There is inconsistency between leading practice guidelines and current Board size 

24 There is inadequate evaluation of Board performance 

25, There is a lack of consistency in legislative requirements for formal reporting or production of strategic plans 

26. Tensions between local representation. decision-making and the delivery of national and regional strategic 

objectives hinder decision-making 

27. A set of guidelines is required for governance and accountability in the health system 

28. The development of clinical governance mechanisms is required 

Supporting processes (Chapter 5) 

29. Service planning at national. regional and local level needs to be strengthened and aligned to new structures 

30. There is a lack of alignment of resource allocation with planning cycles 

31. Service evaluation needs further development and better definition 

32 Service evaluation needs to become an integral part of overall health planning 

33. There is an absence of a consistent focus on the consumer 

34. Stakeholder participation needs clearer focus at each level in the system 

35 Poor integration of services is a recurring theme 

36. There are many non-structural factors which contribute to poor integration 

37 There is a need to strengthen capability to manage and lead significant change 

38. A formal performance management framework to link individual and team performance to strategic objectives 

is required 

The need for system-wide structural reform 

An important structural problem is evident in the way in which agencies have been established as a 'part-solution' rather 

than a more radical 'full-solution' which wouid address the interrelated nature of the system. This often leads to a dilution 

of the effectiveness of system critical functions, hidden and poorly used pockets of expertise and an inappropriate 

location of functions. Our findings reflect the need for comprehensive structural reform. 

In our view, a fundamental shift in thinking is required which moves from fragmentation to consolidation and integration. 

It is necessary therefore to deveiop a broader vision for the future shape of the heaith system, through the development 

of a consolidated structure. This vision is about defining the structural direction for the next critical phase of the 

development of our health selvices. It will provide a framework for the continuing deveioprnent of the service on a more 
coherent basis. 
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o be addressed by a consolidated structure 
in our consultations with the Minister for Health and Chiidren. the Audit Steering Group, the DoHC and representatives of 
a variety of stakehoiders in response to our initial findings, the following priorities to be addressed by future structures 

emerged: 

Ensure clear accountability lines throughout the system 

Ciear accountability lines will be critical to drive performance and to establish a more streamlined and focused 
system within which healthcare staff can deliver improved service levels. 

' Provide a national focus for integrating service delivery 

National Integration should facilitate effective decision-making at specific points in the system and should allow 
for national management of resources 

Allow the Primary Care model to develop and grow 

The Prlmary Care Strategy has emerged as an important buildlng block in the drive to shift the balance from 
care to prevention. This objective is in its infancy and a mechanism is required to allow this model to grow. 

Develop structures to facilitate the reconfiguration of the hospital system 
Despite its critical contribution to the heaith seriice as a whole, there is as yet no formal policy for the acute 
sector. This combined with the need to deliver significant extra capacity, while simultaneously reorgansing to 
ensure quality and safety for patients, means the hospital service in itself requires a sustained and formal 
programme of reform over the coming years, 

Support continuous quality improvement and increased external appraisal 

There is a need for more external and authoritative appraisal of all aspects of heaith system performance. This 
external perspective then has to be fed into internal funding decisions and performance standards. It is most 
important that the correct balance is struck between external checking and internal continuous quaiity 
improvement approaches, which deliver effective and sustained results. Common quaiity standards are 
required to ensure that leading practice is diffused equaily throughout the setvice and that evaluation is 
objective and consistent, whenever the user comes in contact within the system. 

Put in  place robust information gathering and analysis capability 

Ouality standard-setting, measurement and evaluation is inexiricabiy linked with information collation and its 
analysis Developing information gathering and analysis capacity in the system is vital to both of these 

processes. 

Consolidate the current system to make i t  more manageable 

- Tightly-managed vertical integration 
To assist coordination of activities there is a need to deveiop local structures. close enough to the customer 
so as to provide a responsive, patient-centred service which is supported by strong policy guidance and 
executive oversight functions. 

- Avoiding a one-dimensional approach 
Care must be taken that a one-dimensional approach to developing the system is not adopted, such as 
simply creatlng another new agency wlthout regard to the wlder structural Impact 

- Strong leadership 
Implementation of the system priorities together with the structural changes specified in this report will 
demand conviction and a real determination to make critical choices and engage in real reform. Leadership 
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must be clear. firm and sustained. Taking a less difficult route may ultimately dilute the desired result and 

perpetuate the fragmentation of criticai functions. 

Preserve and bulld on the strengths of the current architecture 

In terms of people management and eadershp development, the reform approach should also renforce and 

build on the efforts to date in creating a more transformational and particpative working culture in the health 

services. 

These priorities are strongly supported by our Audit findings. They established the need and rationale for moving to a 

consolidated structure. They also point to the main benefits which will accrue as a result of the reforms proposed. 

Proposals for reform 

Reform Proposal 1: Create a consolidated healthcare structure 

Recommendation 1.1: Establish a separate national HSE and restructure the DoHC 

Actions: 

Establish a HSE on a statutory basis as a corporate body with a governng Board; 

Transfer all executive functions from the DoHC to the HSE; 

Make legislative provisions to remove existing health board and ERHA governance structures. wth these functions 

being assigned to the HSE; 

Develop legislation to ensure accountability by the Board of the HSE for the delivery of health and social services; 

Legislate to gve the HSE empoyng authority; 

Restructure the DoHC and reskil staff to support its role in the consolidated model. 

Recommendation 1.2: Create two service plllars within the HSE consisting of: 
Acute sector, overseen by the National Hospitals Oftice (NHO) 

Primaiy, Community and Continuing care 

Actions: 

Establish two service pillars within the HSE; 

Provide for the National Hospitals Office within the corporate slructure of the HSE: 

Organise ali pubiciy-funded hospital services under the NHO: 

Develop enabling legisiation to ensure accountability to the NHO for the reconfiguration of the hospital system. as 

well as accountability and funding arrangements for the acute services ongoing. 

Recommendation 1.3: Put in place tour regional management structures and build on the existing community 

care structures at local level 

Actions: 

Establish a network of 4 Regional Health Offices, supported by the existing Community Care Area structures (Locai 

Health Offices). to deliver primary, continuing. community and other non-acute services; 

* Ensure existing community care structures have the capacity and support to undertake appropriate service 

planning. budgetary and decision-making roles; 

Estabsh a standard range of services and faclites for each Locai Health Offce. 
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Recommendation 1.4: Develop a National Shared Services Centre (NSSC) within the HSE 
Actions, 

Establish the National Shared Sewices Centre with a remit for the provision of corporate services to the HSE and 

the NHO and the provision of shared services across the wider health system; 

Develop enabling legislation to require all pubiiciy-funded health agencies to participate in shared sewices 

arrangements. 

Recommendation 1.5: Strengthen quality assurance and information through the establishment of the Health 
Information and Quality Authority (HIPA) 

Actions: 

Establish HlQA as a matter of urgency in line with recommendations in Quality and Fairness; 

Task HlQA with the preparation and publication of an annual report on the performance of the health system overall 

against key quality indicators. 

Recommendation 1.6: Develop structural mechanisms to increase consumer involvement in decision-maklng 
and service delivery 

Actions 

* Extend tne remit of the National Consultative Forum, 

* Develop democratic input at regional level; 

Build on local consumer panels and other forms of consultation in each Local Health Oflice area. 

The consolidated structure is built on four elements: 

Strong accountability, prioritisation and direction 

Settng clear priorities for the system overall 

Holding the delivey system to account 

* Strategic planning on a system-wide basis 

Driving system-wide reform 

Centraiised performance management and control 

Implementation of national public health priorities 

* Management of the delivery of integrated heaithcare 

Service performance and VFM 

Coordinated regional delivery 

Matching services to identified needs within an overall national plan 

Devery of integrated services within regions 

Patient-centred local services 

Provision of patient-responsive services customised to local need 

Stakeholder participation 

Integration with wider social and pubiic services 
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The figure below outlnes the key components of the consolidaled structure 

Overview olpnhcipai elements of the consolidated slruclure 

/ Deparlmnlof Health & Children 1 
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Reform Proposal 2: Strengthen the functioning of the consolidated structure through the 
development of supporting processes 

Recommendation 2.1: Develop strong service planning and funding processes 

Actions. 

Establish processes for the development of a National Service Plan and assign responsibility to the HSE: 

Assign responsibility to the NHO for the deveiopment of a service plan for acute services to form pan of the Nationai 

Service Plan; 

Assign responsibility to the RHOS for the development of a service plan for primary, community, continuing and 

other non-acute services. 

Recommendation 2.2: Establish strong links between service delivety and evaluation 

Actions: 

Task the DoHC with sehing out the framework for performance management of the service as a whole; 

Assign responsibility to the CEO of the HSE for the delivery of the National Service Plan within budget; 

Devolve budgetary responsibility for primary, community and continuing care services to Directors of Regional 

Health Offices. 

Recommendation 2.3: Put in place enablers to support integration 

Actions: 

Ensure that the development of suppotting processes and infrastructure is designed to promote integration 
between services: 

Ensure that service planning at ail levels supports identification and development of integrated services; 

Ensure that integration with service partners is included as a key standard in the Health Services Accreditation 
Programme: 

Develop processes and protocols as part of the Primary Care model to ensure leading practice in patient referrals 
between acute and non-acute seruices. 

Recommendation 2.4: Enhance system capability and performance 

Actions: 

Assign responsibility to the strategic HR function of the HSE for the development of leadership capacity. 
management development, HR effectiveness and organisation development across the health sector; 

Build a revised leadership model and audit existing leadership and change capability within the system: 

Expand the personal development planning process to facilitate stronger role clarity, performance planning and 
communications between managers and employees: 

Develop an employee engagement process including communications processes as well as national and iocai 
partnership structures; 

Conduct an audit of the critical skills and competencies required to deliver system capability and performance and 
ensure that these are in place within the system: 

implement a system-wide performance management framework: 

Expand and accelerate the Clinicians in Management programme 
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Reform Proposal 3: Strengthen governance and accountability across the system 

Recommendation 3.1: Clarify and implement governance and accountability arrangements to support the 
consolidated structure 

Actions: 

DoHC to ensure oversight of governance arrangements and compliance with governance standards of a statutory 

agencies; 

Establish a Board for the national HSE: 

Revise the Consultant Common Contract to ensure effective accountabiiity for resources used: 

Strengthen the framework for ciinical governance, 

Recommendation 3.2: Develop and implement a set of guidelines for governance and accountability for all health 
and social Service agencies 

Actions: 

Assign responsibiiity to the DoHC to take a lead role in developing a set of governance and accountability 

guidenes, 

Implement governance guidelines throughout the system 

Reform Proposal 4: Reorganise existing agencies and their functions in line with the 
consolidated structure 

Recommendation 4.1: Significantly reduce the current number of agencies 

Actions: 

Mainstream2 the functions of 27 agencies into the new consolidated structure (establishing sunset clauses3 where 

appropriate): 

Merge the structures and functions of 5 agencies 

Recommendation 4.2: Change the accountabilii and funding arrangements for 9 agencies 

Action 

Transfer the accountability and funding arrangements of 9 agencies from the DoHC. 

Recommendation 4.3: Strengthen and develop a number of agencies 

Actions: 

Strengthen and develop 2 agencles to expand theu remit and accountab~l~ty, 

Note The term rnainstreaming, as used in this report, indicates the reiocation of functions and structures within 
conventionaRresponsiblity and reporting lines for policy and executon (Deparlment of Health and Chldren, HSE and its offices or HIQA) 

' Note: The term sunset clause s used to refer to an arrangement whereby the lifespan of an agency 1s Inked to the achievement af 
specified objectives or a given time span 
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Expand the remit of the proposed Health and Social Care Professionals Council to support greater standardisation 
and cooperation between professions; 

Make changes to proposed governance arrangements of individual agencies 

Recommendation 4.4: Retain the structures and functions of 11 agencies 

Summary of combined net effect of reorganisation of agencies 
The proposed reconfiguration of agencies and redistribution of functions as outiined above should greatly enhance the 
manageabilty of the overall system: 

The overall reduct~on in the current number of agencies audited will be from 58 to 26 agencies; 

Thls number will increase to 27 with the establishment of the HSE: 

The number of audited agencles reporting directly to the DoHC will reduce from 49 to 19. 

The current configuration of agencies is summarised in the figure below: 

Current conhguration oi audited ageocles 
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The figure below iiustrates the revised system map resulting from the proposed changes. (It details only the agencies 
included within the Audit) 

Coosolidated sbuctura - revised conligvration of audited agencles 

. St. lames's ~ o r p i f s l  Board 
~ubl in  ~ e n l a l  Horpnrl Boa0 . Beaumont Horptal b a r d  . Boardof tho Adciaidc 8 Meoth hcorporutlng 

'Audited agencies only - The hospital pillar (under the NHO) will include existing health board and voluntary 
acute hospitals. 

Managing the transition 

lmplementng the consolidated structure involves delivering change on an unprecedented large scale. It is essential that 
the changes recommended in this Audit are integrated with other current initiatives including medical workforce reforms 
for the acute sector, the primary care strategy and the recommendations on the reform of financial controls. A these 
elements need to be coordinated and planned for in an integrated manner. 

Existing leaders and managers in the health system will have a major role in achieving the required transtion. Securing 
the early support of leaders throughout the health system will be critical for this programme of change to be accepted 
and implemented and to maintatn performance levels during the period of change. 
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We envisage three strands in the transition: 

Strand 1: Communication and consultation 

The first step in implementing the proposed structure needs to be the planning and implementation of an extensive 
programme of comrnun~cation and dialogue with key stakeholders, to commence in conjunction with the publication of 
ths report. 

Strand 2: Establish a National Reform Programme 

The figure below illustrates the major projects and the cross-project support areas. 

Proposed National Relorm Programme 

Programme Oflice 
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Strand 3: Implement the proposed consolidated structure 

There are a number of distinct but inter-related activities involved in implementing the proposed consol~dated structure: 

Developing and implementing the governance framework, 

Establishing the consolidated structure, 

Developing supporting processes; 

Developing and addressing the legislative programme: 

Mainstreaming existing agencies. 

One of the first areas for attention in the implementation plan will be to conduct a thorough financial appraisal of the 
relorms proposed with a view to balancing the up-front investment with the longer term benefits. 

We beiieve that a coordinated modernisation programme which encapsuiates a wider reform agenda covering structures, 
processes. information. governance and legislativelpolicy reforms has real potential to deliver longer term financial 
benefits which should offset the initial investment required. Benefits associated with the reform programme should include 
improved HR management. shared services efficiencies, reductions in health boards overheads and the sale of surplus 
assets. Costs associated with putting the new structures in place include the establishment of the HSE and its offices 
(National Hospitals Office; National Shared Services Centre; Regional Health Offices), Implementation should look for 
synergies between the necessary Investment and the support that will be required in any event for other large-scale 
initiatives These would include the rolliiut of the Action Plan for People Management and implementing the major ICT 
programmes envisaged under the Nabonai Health Information Strategy 

There are two additional actions which would strongly support our proposals for reform: 

Clarification of eligibility and entitlement legislation which sets out the citizen's rights to access services and 

ensures consistency in the interpretation of legislation and regulations: 

Investment in information technology will form the backbone for integration of services and for capitailsing on the 

potential of HQA. 

Conclusion 
The recommendations presented in this report address many of the underlying difficulties experienced by heaith 
professionals in carrying out their work. The reorganised structures and functions must. at a minimum, support all those 
working in the health system to do their work more effectively. The overall purpose of the reforms proposed 1s not simply 
to reduce the number of agencies or to deal with any single issue in isolation. Fundamentally, it is about reducing overall 
fragmentation of effort, thereby creating real oppoilunities to release the potential of healthcare workers to deliver 
enhanced quality services to consumers and value for money to taxpayers. 
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A MESSAGE FROM THE MINISTER 

What we want from our health system is very clear - the best possible standard of care 
available to all. This takes a combination of resources, planning and reform. Over recent 
years, funding for the health system has been significantly increased - to a stage where 

more people are receiving care and support services than ever before. 

The National Health Strategy Quality and Fairness: A Health System for You has also been 
published - the most comprehensive and ambitious such Strategy ever produced in this 
country. In the Strategy, we have set out detailed objectives in every area of the system. 

The next stage is to make sure that we have the right organisational structures and 
management practices in place so that we can actually achieve the objectives set out in 

the Strategy - this is what The Health Service Reform Programme is all about. 

A lot has been achieved with current structures - and no one can doubt the level of 
commitment which has been shown by people throughout the system - but the fact is 
that the structures we have today were designed over 30 years ago when the scale of 

activity and the number of services being provided were dramatically smaller. 

Drawing on international best-practice and a series of detailed reports, the Government 
has decided to implement a major reorganisation in the way in which the Irish health 
system is structured and managed. At all times the sole objective is to ensure that we 

maximise the level and quality of our services. The programme represents a major 
challenge for all of us within the system and I look forward to working towards delivering 

a service of which we can all be proud. 

Micheal Martin, T.D. 
Minister for Health and Children 



Summary 

The existing health service structures have been in place for more than 30 years. In that time, major 
improvements in services have been implemented. As we move forward in trying to further build the 
system, we must make sure that structures are able to deal with the challenges of the 21st century. 

The core theme of the Health Service Reform Programme is the need to modernise health structures so 
that they can deal with the demands placed on the system now and over the coming decades. Central 
to this is the ability to deliver a high quality of service for people on a consistent national basis. 

The main elements of the reform programme are: 

Major rationalisation of existing health service agencies to reduce fragmentation. This includes the 
abolition of the existing health board/authority structures. 

Reorganisation of the Department of Health and Children, to ensure improved policy development 
and oversight. 

Establishment of a Health Services Executive which will be the first ever body charged with 
managing the health service as a single national entity. 

Establishment of three core areas within the Health Service Executive- a National Hospitals Office, 
a Primary, Community and Continuing Care Directorate and a National Shared Services Centre. 

Establishment of four Regional Health Offices within the Health Service Executive to deliver 
regional and local services. 

Immediate establishment of an interim National Hospitals Office with the priority being the reform 
of the hospitals sector. 

Establishment of a Health Information and Quality Authority to ensure that quality of care is 
promoted throughout the system. 

Move to devolving responsibility for care budgets to the people actually in charge of delivering 
that care. 

Complete modernisation of supporting processes (service planning: management reporting etc.) to 
improve planning and delivery of services, including maximising the impact of public funding. 

These reforms are essential to the creation of a system that is accountable, effective, efficient and 
capable of responding to the emerging and ongoing needs of the public. 

This is an ambitious and demanding reform programme. The successful implementation of the 
programme will require the single-minded engagement of everyone involved in the health 
system. A national communication process will ensure that all will have their chance to 
contribute to the process of implementation. 



THE HEALTH SERVICE REFORM 
PROGRAMME 

"Organisation structures must be geared to 
providing a responsive, adaptable health system 
which meets the needs of the population 
effectively and at affordable cost." 

National Health Strategy 
Quality and Fairness - A Health System for You 

The Health Strategy provides the blue-print for 
the development of the lrish health service over 
the coming decade - its goal is the building of a 
service which meets the highest international 
standards of care and support. When the 
strategy was launched it was made clear that a 
detailed programme of reform was needed. This 
includes organisational structures, processes and 
work practices. In particular, the objective is to 
strengthen local services while developing a 
national framework which will yield the full 
potential of available resources. 

The current system has been in place for over 
thirty years. Changes in society and modern 
healthcare expectations means that it now faces 
challenges and levels of demand that were never 
envisaged at the time it was created. It is clear 
that we need to find more effective ways to 
organise our health service to meet the demands 
of the twenty-first century. 

The Health Service Reform Programme sets the 
agenda for improvement in the lrish health 
service. This agenda includes a combination of 
ongoing investment and reform in the way we 
structure the business of healthcare provision in 
the best interests of the public. The reforms will 
require both cultural and structural change. This 
will mean change at every level of the service. 
The Health Service Reform Programme presents a 
unique opportunity for the public and the staff 
of the service to influence the way in which the 
change programme will be implemented. 

However, it is important to acknowledge that 
they have delivered significant increases in 
output in return for the investment provided. For 
example over the last five years: 

2 1,000 more in-patients are being treated. 

- 160,000 more day patient cases are being 
dealt with (an incredible 65% increase). 

24-hour GP co-operatives are in place in 
each health board area and more are being 
established. 

An overall 75% reduction in the number of 
Group C meningitis cases. 

Regional cancer and cardiac care services 
are being developed. 

Over 550 extra beds in new community 
nursing units are in place. 

- Over 1,250 extra day places have been 
provided in new day care centres. 

Central to this increased level of service has 
been a sustained increase in Government 
investment. Of course you cannot have good 
health care without dedicated staff, and today 
there are over 25,000 more people involved in 
providing healthcare services than five years ago. 
Figures show that 10 out of every 11 additional 
staff recruited are providing direct services to 
patients and the public. 

There has been a huge expansion in health 
services in recent years, but further development 
is still needed - and it is also important to step 
back and ensure that funding is being used to 
the greatest possible benefit for the public. It is 
now thirty years since there has been a "root and 
branch" review of the structure of the service. 

WHY DO WE NEED TO CHANGE? 

The existing healthcare structures have come 
under increasing pressure in recent years. 



Today the health service is made up of around 
60 bodies and agencies each charged with the 
delivery of some aspects of health services. This 
growth has been based on the need to address 
specific healthcare problems at a particular point 
in time. However, this development has not 
been strategically managed. Studies have shown 
that the system is highly fragmented with overlap 
and uncertainty in terms of who is responsible 
for services delivered. This fragmentation means 
that the system is increasingly difficult to manage 
as a national service. 

Within the structure of the current system there 
is no one agency that is directly responsible and 
accountable for the management of the health 
system as a national service. As a consequence, 
there is a significant degree of tension between 
local or regional interests and national policy - 
which makes the achievement of national 
sttategic healthcare priorities difficult to deliver. 

It is widely accepted that we need changes that 
will help achieve national healthcare goals 
efficiently, effectively and in an affordable 
manner. The current structures are not suited to 
deliver on this objective. In Sustaining Progress, 
the Government and Social Partners agreed that 
the resources invested in the health services 
need to be used effectively to achieve 
measurable health and social gain. The best 
possible structures need to be in place to 
underpin future investment. They agreed that the 
implementation of reform would be driven by 
the need to free up resources that could be 
reallocated to front~line service delivery. 

The Government commissioned and has now 
considered a number of reviews of the health 
service which draw on local, national and 
international sources. The need for change is 
clear and the Government has developed the 
Health Service Reform Programme around what it 
considers to be the major system priorities. 
These are the need for: 

(1) A national focus on service delivery and 
executive management of the system. 

(2) Reduced fragmentation of the current system 
to make it more manageable. 

(3) Clear accountability throughout the system. 

(4) Better budgeting and service planning 
arrangements. 

(5) Continuous quality improvement and 
external appraisal. 

(6) Robust information gathering and analysis 
capability. 

(7) Preserve and build on the strengths of the 
existing system. 

By basing change on these priorities, the 
Government believes that it is possible to create 
a more rational, accountable and responsive 
health service which is dedicated to achieving 
the best outcomes for the public. 

WHAT WILL CHANCE? 

The Government considered a wide range of 
recommendations made to it on structures and 
management within the service and has decided 
that a number of priority actions need to be 
taken to move forward system reform. These key 
actions are: 

A major rationalisation of existing health 
service agencies to reduce fragmentation. 
This includes the abolition of the existing 
health boardlauthority structures. 

- The reorganisation of the Department of 
Health and Children, to ensure improved 
policy development and oversight. 

- The establishment of a Health Service 
Executive which will be the first ever body 
charged with managing the health service as 
a single national entity. The Executive will 
be organised on the basis of 3 core 
divisions: 

National Hospitals Office 

Primary, Community and Continuing 
Care Directorate 

- National Shared Services Centre 



The Primary, Community and Continuing 
Care Directorate will be made up of four 
Regional Health Offices of the Health 
Service Executive to deliver regional and 
local services. 

The establishment of a Health Information 
and Quality Authority to ensure that quality 
of care is promoted throughout the system. 

. The modernisation of supporting processes 
(service planning; management reporting 
etc.) so that they will be in line with 
recognised international best practice. 

The consolidated national structure set out in 
this reform programme will provide a clear 
national focus on service delivery and executive 
management. It will achieve this through 
reduced fragmentation and the creation of clear 
and unambiguous accountability throughout the 
system. 

The role and function of the various 
organisations within the new health service 
structure are briefly set out below. 

The Department of Health and Children: 
Within the new structure there will be a clear 
separation of the executive and non-executive 
functions of the Department. The Department 
will have a dual role in the new structure which 
includes focusing on strategic and policy issues 
(by reducing its involvement in day-to-day 
matters) and having ultimate responsibility for 
holding the service delivery system to account 
for its performance. This will remove any 
confusion within the broader system about the 
role of the Department and create room to 
analyse and evaluate the performance of the 
service delivery system. The reforms require a 
fundamental reorganisation to reflect these roles. 

Health Service Executive: In order to provide 
coherent management of the system as a 
national service, a Health Service Executive 
(HSE) wiU be established outside of the 
Department of Health and Children. The Health 
Service Executive will have its own board and 
will be accountable to the Minister for the 
executive management of the health service. An 
Interim board of the Health Service Executive 
will be appointed shortly. 
The Health Service Executive will function as a 

national agency that delivers services, specified 
by the Department, within budget. The Health 
Service Executive will be organised on the basis 
of three service pillars. 

National Hospitals Office: The National Hospitals 
Office WHO) will be responsible for the 
management of the acute hospital sector 
nationally. This will provide a strong single 
centralised approach to the delivery of hospital 
services. A key function of the National 
Hospitals Office will be to advise on the 
organisation, planning and coordination of acute 
hospital services, including the location and 
configuration of particular services or specialties. 
Regional hospital groupings will be aligned with 
the areas of responsibility of the Regional Health 
Offices. Specifically the NHO will be 
responsible for: 

Planning, commissioning and funding all 
acute hospital services 

Managing the capital programme for these 
services 

Managing national waiting-lists 

- Approving consultant posts in publicly 
funded hospitals 

Contributing to national policy development 

Ensuring hospital services are properly 
integrated within the wider health system 

Managing the Interface with private 
providers 

Ensuring the delivery of National Strategies, 
especially on levels and standards of care. 

The Government has approved the immediate 
establishment of a National Hospitals Office on 
an administrativehon-statutory basis pending the 
preparation of the legislation for the HSE. 



Primary, Community and Continuing Care 
Directorate: This will be responsible for the 
management and delivery of non-hospital 
services at local and regional levels across the 
country. Primary, community, continuing and 
other non-acute services will be delivered 
through a network of four Regional Health 
Offices (RHO) supported by the existing 
Community Care Area structures (Local Health 
Offices). The RHOS will act as regional offices 
of the Health Services Executive, and will 
therefore come under the same accountability 
structures as the Executive. 

Specifically, the RHO will be  responsible for 
planning, commissioning and funding all non- 
acute services within the region and supporting 
a population health focus. This will include 
managing the relationship with acute hospitals 
within the region and accountability for 
resources and outputs at a regional level. They 
should also be  responsible for the delivery of 
services best provided on a regional basis. 

The above structure will mean that all the 
functions of the existing health boards and the 
Eastern Regional Health Authority will be 
subsumed within the new Health Service 
Executive. Services will continue to be  delivered 
through the existing hospital and local health 
office networks but they will operate within a 
fundamentally realigned national management 
structure. 

National Shared Service Centre: In managing a 
healthcare system, one of the major objectives 
must be to ensure maximum efficiencies and 
value for money. The establishment of a National 
Shared Services Centre (NSSC) with a remit for 
provision of shared services across the wider 
health system will provide the opportunity for 
considerable economies of scale and the 
promotion of a "single" standard of health service 
delivery. 

The use of shared services will be mandatory for 
statutory agencies. Where there are clear 
efficiency gains, it is proposed that the HSE will 
be able, through service agreements, to oblige 
voluntary providers, who are publicly funded, to 
avail of NSSC services. 

Health Information and Quality Authority: A 
key policy aim of the Health Strategy is to deliver 
high quality services that are based on evidence- 

supported best practice. In order for the 
reformed health service to base planning and 
policy making on world-class standards, it is 
essential to ensure that high quality information 
is available to the system. The Health Information 
and Quality Authority will be  established to 
achieve this aim. Its responsibilities will be  built 
around three related functions (i) developing 
health information; (ii) promoting and 
implementing quality assurance programmes 
nationally; and (iii) overseeing health technology 
assessments. 

Consolidation and Rationalisation: In order to 
further consolidate the system and reduce the 
fragmentation that undermines the national 
management of the system, there is significant 
scope to reduce the number of individual 
agencies operating in the health system. The 
Government has decided to subsume up to 25 
existing agencies into the Health Service 
Executive, Health Information Quality Authority 
or the restructured Department of Health and 
Children. In addition, another 7 bodies wiU be 
otherwise merged or abolished. This will include 
the abolition of the health boards and the 
Eastern Regional Health Authority. 

Location of certain agencies within Revised Structures 

Department of Health Health Service 
and Children Executive 

HJQA 

or 
Health Service 

Executive 

Crisis Pregnancy Comhairle na National Cancer 
Agency nospideal Registration Board 

National Council for Hospital Bodies Irish Health Service 
Ageing and Older ~ d ~ i ~ i ~ t ~ ~ t i ~ ~  B~~~~~ Accreditation Board 
People 

Office of Tobacco ERHA National Disease 
Control Surveillance Centre 

Women's Health Health Boards (7) 
Council 

Area Health Boards 
(3) 

GMS (Payments) 
Board 

HeBE 

National Breast 
Screening Board 

Health Service 
Employers Agency 

Office for Health 
Management 

Merged Abolished 

Postgraduate Medical and Dental Board for the Employment of 
Board the Blind 
National Council for the Hospitals Trust Board 
Professional Development of 
Nursing and Midwifery 
National Social Work Qualifications 
Board 
Pre-Hospital Emergency Care 
Council 
Comhairle na Nimheanna (Poisons 
Council) 



THE RESTRUCTURE11 HEA1,TH SERVICE 

The reform programme will deliver real 
advantages to those interacting with and those 
working within the health service. There will be 
a uniform management structure put in place 
specifically tasked with the delivery of a 
consistent set of national policy priorities. There 
wiU be a very significant clarification of the 
reporting relationships within the system with 
certainty about where responsibility and 
accountability will lie. 

The Government believes that in order to deliver 
real change and reform, it will be essential to 
devolve accountability for spending to the most 
appropriate decision making level. At the same 
time, the system must be structured to bring key 
decision makers fully into planning, management 
and control processes. Clinicians will be key 
players in this regard as their clinical decisions 
drive costs within the service. The creation of a 
system of structured accountability will have far 
reaching and positive consequences for the way 
the entire health system is organised, financed, 
managed and controlled. 

The experience internationally is that clinicians 
are interested in and wish to have access to 
information on the cost of clinical activity, 
clinical performance and the outcomes of 
clinical activity. Case studies performed in a 

- - - - - -. - - 
of IIIQA Secretary General number of jurisdictions highlight the positive - results from providing this information to 

clinicians, in a way that is appropriate and 
sensitive to medical practice. m* National 

c o m d t y  and Shared National 
continuing care Services Hospitals OfRce The service must produce, as a matter of routine, 

Directorate Centre high-quality information on factors including 
outcomes for patients and the costs involved. 
Clinicians, service users and those charged with - Formal accountability overseeing the service do not currently have 

Ongoing liaison sufficient quality information to assess the value 
obtained from expenditure. 

Properly functioning national level management 
is essential to the development of a more 
coherent planning framework, to greater 
efficiency and effectiveness in the system and to 
the delivery of a higher level and quality of 
service to the public for the resources available. 

FINANCIAL ACCOUNTABILITY 

Within a reformed health service there will have 
to be a strong culture whereby everyone 
recognises the influence that their activities and 
choices have on the performance of the system. 
This involves recognition of the influence of 
financial considerations on behaviour and 
decision making. It will also require an 
acceptance of personal accountability and 
responsibility for budgets by those that make the 
front~line decisions to commit public resources. 

The Health Service Executive will be given the 
statutory authority to assign duties to clinicians. 
other health professionals and General Managers 
making them accountable for the financial 
implications of their clinical and management 
decisions. In the case of consultants and GPs 
there will be a requirement to renegotiate the 
contracts to strengthen their financial 
accountability. 



MEASURING PERFORMANCE WHAT HAPPENS NOW? 

It is clear that improved information flows on 
health service activities and their costs are 
necessary to underpin the proposed reforms. It is 
therefore necessary to develop supporting 
processes that are consistent with best practice 
in order to 

(i) Develop strong service planning and 
funding processes: 

(ii) Establish strong links between service 
delivery and evaluation: and 

(iii) Enhance the systems overall capability and 
performance. 

Fundamental to this will be the further 
development of the service planning process and 
evidence-based funding. 

Service Plans must be standardised across the 
country and constitute a clear statement of the 
quantity and quality of health and social care 
provision to be provided to the public. Only by 
doing this will it be possible to create reporting 
systems that focus on progress against stated 
objectives (both financial and care). It is also 
important that service planning, consistent with 
the concept of personal accountability, should 
involve the staff delivering care and treatment so 
as to bring those making the financial decisions 
on the ground into the planning process. 

There have been significant demographic and 
social changes over the years that have 
implications for health service delivery and 
needs but are not reflected in the way in which 
resources have been allocated in the system (e.g. 
changes in the size and age profile of the 
population within each region). In a properly 
functioning system, funding will be determined in 
a manner that captures these changes in society. 

The Minister for Health and Children and the 
Government recognise the scale of the reform 
programme set out in this document. It is a 
complex, system-wide agenda for change. To 
succeed it will be necessary to clearly set out the 
Government's vision of reform to all within the 
existing health system, staff and staff 
representatives, consumers and the public. This 
engagement is a vital first step in the 
implementation process. 

Change brings with it uncertainty. In particular, it 
can cause anxiety for those men and women 
working in the system that give of their best to 
provide quality health and personal social 
services to the citizens of this country. The ideal 
that has informed the Governments 
consideration of the reform programme has 
been one that sets out to create the conditions 
needed to support the many dedicated people 
working in the health service in doing what they 
wish to do: offer the highest quality service to 
the public. 

The Government fully accepts that concerns of 
different groups need to be addressed through a 
programme of communication tailored to 
engage them in the change programme. Leaders 
in the system need to be actively involved from 
the outset in driving change and maintaining 
stability during the transition. Similarly, the 
engagement of staff and their representatives to 
support and participate in the implementation is 
also critical. It is understandable that existing 
staff will have concerns about the security of 
their jobs and their future career prospects 
within the reorganised health service. This lack of 
certainty, if poorly managed, may result in a 
drop in performance and morale. Finally, 
engaging the general public is a necessity for the 
acceptance and successful implementation of 
the proposed consolidated structure - the public 
must understand and support the vision of 
reform envisaged by the Government. 



There will be an extensive communication 
programme within the health service in relation 
to the reform programme. The objective of the 
communications process is to present and 
discuss the Minister's vision for the future of the 
health system based on the Government's 
decisions. 

The process, which will be completed by 
October 2003, wiU be aimed at: 

Developing the widest possible awareness: 

Explaining the rationale for the changes 
proposed; 

securing the widest possible input on how 
the implementation of the reports can be 
delivered: 

maintaining involvement in and support for 
the process: and 

making recommendations on priority ways 
forward for implementation of key elements 
of the reports. 

Department of Health and Children. Interim 
findings will also be reported to the Department 
insofar as they may facilitate decisions on the 
implementation process. 

The Government has decided to put in place 
robust structures to manage implementation of 
the reform programme. A series of action 
projects will be established, supported by an 
overall Project Office. 

Each project will have a specific programme of 
work and defined outputs to be delivered in a 
given timeframe. 

An interim Health Service Executive Board and 
National Hospitals Office will also be established 
shortly to make early progress on the reform of 
the hospital sector and to help drive the overall 
implementation process. 

Once all the data has been received and 
analysed, a final report will be prepared for the 
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Welcome 

This dmment is for all st& who work for the Heath Service becufive (HSE) and related agencies. It outlines the HSE's 
Transformation Programme 2CO7-2010. 

It is to guide us as we buiid on the momentum for change that has been gathering within the HSE during the past two 
years: change which Mil ukimately lead to better care and s e ~ c e  for patients, ciients and carers. 

It has been prepared following consultaiion among staff during 2006 and reflects the views expressed durlng a series of 
ogan~sation-wde events. 

Consultatton included meetings in each of the HSE's four administrative areas and feedback from meetings within hospitals 
and Local Heanh Mfices around the country which also captured the views of clinicians (doctors, nurses, therapists, etc). It 

aim takes account of views expressed by st& through e-mail. 

In addition, it reflects the views gathered from engagements with the Board of the HSE. 

Everyone 

Our Transformation Programme is focused. Success depends on all of us being open and willing to change, not just those 
directly or immediately involved. 

Why? Because the transformation of our heath and social care services calls for a change in not only what we do, but how 
we do things, how we work together and how we all commit to each other. 

By implementing this Transformation Programme we can collectively bring about change that will fulfil our hopes and 
ambtions for health and social care in Ireland. Building on this commtment and the success that has already been delivered 
across the country, will take us to a position where we all feel proud of what has been achieved. 

Comments 

We welcome your comments by e-mail to: ouwision@hse.ie. 





The Challenge of Change 

Across the globe, it is becoming increasingly obvious that 
conventional approaches to health and social care delivery 
are unsustainable. 

People are living iongw, populations are increasing and getting 
older, expectations and demands for services are increasing and 
costs are rising at an aiarming rate. 

In this evolving environment, change is not an option - it is a 
necessity 

It is widely accepted that continuing to do things as they have 
been done in the past wiil lead to heanh and social care systems 
that are unable to cope, financially unsound and unable to provide 
quaiity care. 

The pressures facing ireland's system mirror those facing some of 
the world's most advanced nations. 

During the past four years our popuiation has increased by more 
than 8%' and is becoming increasingly diverse. There are now 4.2 
million people riving in lreland, the highest since 1861. Some 
forecast that this wiil increase beyond 5 million in 10 years. 

Compared with our European neighbours we have a relatively 
young population; 11 % are over 65' (in the UK, 18% are 
over 65). By 2030 one in four of the popuietion in Ireland wiil be 
over 65. 

These changes are significant because heanh costs increase 
dramaticaily as w p i e  get oider A recent study by NHS Scotland 
shows that heanh costs increase by 1M)% for people aged 50-54, 
213% for people aged 65-69 and 400% for people aged 75-79. 

As our population gets oider there will be increasing numbers 
suffering from chronic iiiness and disease such as diabetes, heart 
failure, some cancers, chronic obstructive pulmonary disease, 
dementia and arthritis. At present, despite our relatively favourable 
age profiie, two out of three patients admitted as medical 
emergencies suffer from problems relating to their chronic iliness 
and 5% of Inpatients with chronic iliness use 40% of all bed days. 

The patterns emerging n the USA and UK give us some 
indication of what lies ahead. In the USA, 78% of health costs are 
used to treat people with chronic illness and in the UK, 80% of 
G.P. visits are by people with chronic illnesses. Aiso in the UK, 
patients with chronic illness, or complications, use over 60% of 
hospital bed days. 

Central Statistics Mfice. 2W4. Population and labour force 
Projections. 2006-2036 and Central Statistics mce. 2006: Census 
2006 Preliminaiy Repolt. 

Choices 
We have a very clear choice: do we take account of these and 
other trends and work together to buiid a care system that is 
sustainable or do we sidestep the tough, difficult decisions and 
be satisfied to pass to the next generatton a dysfunctional and 
very expensive system? 

I think everyone wants to build a heaith and social care system 
that is sustainable and capable of delivering nationaliy consistent 
high quality services, with the iimited resources available. 

TO achieve this we must, with persistence and determination, 
radically change the way we organise our services and the way 
we deliver these services. This is what the health Transformation 
Programme is all about. 

I deiiberately use the term transformation. as many have 
suggested to me that 'reform' has become, within the HSE, too 
closely associated wlth organisational and administrative change. 

Our transformation must extend much further and touch aimost 
every aspect of our work: the way we work, the way we relate to 
each other, our culture and our ambitions. 

Its success begins and ends with every one of us. This is clearly a 
major responsibility for each of us. It is also a great privilege. 

We must honour this responsibility to deliver high quality Me 
changing and life saving care and not let the opportunity pass 
us by. 

i know that many of you are enthusiastic aboiii our future and 
have committed yourself fully to change and improvement. 

Every day we must work together and support each other to 
make a real difference to the future direction of our health and 
social care services. 

TO guide us on this journey, this document sets out what we are 
here to do, what we want to achieve and how we can get there. 

Professor Brendan Drumm 
Chief Executive Officer 
Heanh Service Executive (HSQ 
Decembet 2W6 





Our Fundamental Purpose = Our Mission 

Before we consider our Transformation Programme in more 
detail we should remind oursehm of the reason we come to work 
each day. 

What is our fundamental purpose or, as it is sometimes called - our 
mission? 

Naturally, we ail stnve to provide a full range of high quality health 
and social care swv~ces. We aim to do this to the best of our ability 
with the money made available to us by Government. At the same 
time we must be conscious that the demand for services will 
almost always outstrip our ability to supply and therefore we must 
seek to maximise our impact. 

It is clear that we provide much more than quality services. We 
provide care, comfort, support, expertise, help, hop ,  
encouragement, protection and a lot more Providing quality 
services is therefore simply the means by which we achieve our 
fundamental purpose which is in essence - To enable people live 
healthier and more hrlfilled lives. 

By expressing our purpose or mission in this way, it is easy to see 
that what matters most is the postive impact we have on the lives 
of others. It also recognises the role people have to play in 
maintaining their own heath. 

Unique Role 
Whether we are at the front line delivering life saving care or we 
provide support, we can all impact positively on the lives of people 
who access our services. Each of us has a unique Die to play. 

Enhancing the lives of others is how we serve the community and 
why the wok  of every single mmber of staff is important. It is at 
the core of why so many peopie choose to work in heath care 

AS the Transformation Programme gathers momentum, this 
statement of our fundamental purpose should act as our anchor. 

tt should help us plan our work, set goals and targets and measure 
our success. 

It should enable us to determine whether we are doing the fight 
things and m&ng progress in the right direction. 

It shouid enable us to be more accountable to our employer, each 
other and to the communities we serve. 





Our Ambition = Our Vision 

Easy Access - Confidence - Staff Pride. 

While enabling people To live healthier and rnm fulfilled 
1h.s is our fundamental purpose, what is our ambition for the 
coming years? What is our vision for the future? 

During 2006 we put this question to staff around the country 
There were many suggestions. Some suggested we should be 
aiming to be world class, equitable and patient centred. Others 
suggested we becorm an effcient usw of resources and among 
the best in Europe. There were also many other positive 
comments. 

However, four recurring themes emerged: 

Already we provide hundreds of excellent services to thousands 
of peopie every day, they attract the pubiic's confidence and 
generate pride among staff. But there are many opportunities to 
make significant improvements. 

The challenge is to maximise the impact of our limited resources 
(people, infrast~cture and money) to provide more widespread 
and better quality services. By doing this we can improve access 
and generate confidence that the right care will be there when it 
is needed. We can also enable more staff to feel proud that their 
commitment and effort is havlng a positive impact. 

Given the strong feedback that easy am-, confidence and 
staff pride are important measures of our success, we are 
going to put them at the centre of our re-stated vision for the 
next four years. 

Our 2010 vision is: 

This is a very public expression of our ambition for the next 
four years. 

Direction 
It points us in the right direction. R helps us to focus on the 
projects and practices that take us closer to our destination and 
direct resources away from those that do not. 

Communications 
It ensures our communications are consistent and clear; whether 
we are talking in small staff group sessions, engaging with local 
political leaders or customer representative groups. 

Measure 
It is a standard against which we can see the relevance of our 
work and how we can suppot? our collective ambition. 

It challenges us to identify the changes that are required in how 
we work, if we are to achieve this ambition. 

MISSON 
To enable people live 
heaJthiw and mare 

fulfilled lies 

TRANSFORMTION 
PRIORITIES 

See Page 11 





Our Six Transformation Priorities 

To reach our ambition during the next four years, we will focus 
on six Transformation Priorities". They will be met by a series of 
programmes and in turn delivered by a series of projects. 

Where we are today 

Our Corporate Plan 2006-2008 sets out our strategic direction for the future, and our six Transformation Priorities have been 
framed to reflect that direction. Our Setvice Plan 2007 will incorporate projects from our Transformation Priorities 





Transformation Programmes 

To achieve our six Transformation Priorities within the next 
four years, we will be focusing on 13 different Transformation 
Programmes. 
These programmes fall into two separate groups; 

A. Those that will impact directiy on seivtces that patients. 
clients and carers receive; and 

6. Those that will improve our ~nkasmctuore and capability to 
provide and support these services. 

Within these programmes will be a series of Individual 
projects and sub projects which will have specific 
objectives, measures, milestones and accountabilities, 

Some of these projects are already underway and will be known 
to many of you. Many will require fuil co-operation between 
several different parts of the organisaaon and widespread staff 
participation. 

They also explicitly reflect and support our stated mission and 
vlston. 

Here we present a sample of the significant projects. The full list 
of projects and sub projects wiii be available during the first 
quarter of 2007. 

For brevlty, the project titles are presented in summary form and 
for this reason their long term impact may not be immediately 
obvious at this point. 

Most of them will have a significant impact right across the 
organisation. They will aner the way we organise ourselves and 
the way we work. Collectiveiy the projects should invoive virtually 
ail of us who are directly employed by the HSE and HSE-funded 
agencies. 

For example within Programme 3: Configure hospital 
services to deliver optimal 8 cost effective results (page 
14). the project entitied Services configufation implementation - 
North East Tmnsformation Plan will invoive reconfigunng and 
enhancing both haspitai and community sewices in counties 
Louth, Cavan, Monaghan and Meath. It will involve virtually aii 
staff in the region and it will represent the first step in a broader 
initiative that wiil see the reconfiguration of many hospitai services 

M i l e  you may not immediately see a reference to your area of 
work detailed here, your role in the Transformation Programme. 
and its impact on your work will become clearer as the specific 
details of the Programme become available. It will be the 
responsibility of your Line Manager to discuss these details with 
YOU during coming months along wth your role in the 
Transformation Programme. 

A. Service Transformation Programmes 
Programme I: 

Develop integrated senrices across all stages of the care 
journey. 
Patients and clients will be able to move easily through the entire 
care system because we will have services that are well 
Organised and connected seamlessly across the organisation. 

Integrated care will be at the heart of the way we work. 

Examples of significant projects 
1 Deveiop simplified patient and client journey processes 

2 Implement a national model for integrated care deiiery 

3 Maximise the use of health intelligence 

4 Develop shared care between primary care and hospital 
services 

5 Develop and implement a framework for involving service 
users and communities in service development 

6. Deveiop and establish the nationd Cancer Control 
Programme (CCP) 

7. Implement National Client Index. 

across the country 



Programme 2: 

Configure Primary, Community and Continuing Care 
Services to  del ier  optimal and cost effective results. 
7his will involve reconfiguring our resources to provide a 
signincant range of client services within local communities. 

These will be provided as close as possibie to people's homes, 
while maintaining high quality and safety standards. 

The emphasis wiii be on locai delivey which will be met by local 
muitidisciplinay teams and local diagnostic services. 

Examples of significant projects 
DweJop and implement Pnmay, Community and Continuing 
Care (PCCC) configuration fmmework 

Reconfigure WE exiting services that support Prirmvy Care 
Teams 

Establish P r i m  Care Teams 

Devebp Primay and Sonal Care Networks 

Expand and augment s e ~ h  in the community 

ltnplemen? care group SectOT specific s&e transformation, 
consistent with PCCC configuration framework 0.e. mentai 
heaith, diii i ity, chiid care, older people, social inclusion, 
emergency care, etc) 

Implement community scheme modernisation prqect 

Programme 3: 

Configure hospital Services to dawer optimal and cost 
M v e  results. 
me ~a t iom ~ospltals Oflioe (NHO) wQ have submtbb recmfgured 
and dwekpd its resources and s e w  to pro\nde the full ranged 
semndary, tertiary, and quaternary acute ser\ncs that R appWt&y 
into me integrated care model and are evidence based, e f i c w  tun 
and qudiity assuied. 

mis remnfgurahm win & ieAected in a redmioped hospitai 
govemance/management mstruct and Soecmc seMce 
transformation projezts in areas s x h  as Paedismics. Ma?wnity and 
Accident & Emergency. 

The prcgramme will encourage and s u m  the move to &anced 
Pnmary Care deliwy and chmk iliness w l o n  and care. 

The used shared Wces (and canmon prceses), e m W r g  of 
ICT c!e&opment of extensk plenning and c o w  pqjrammes and 
subslandai estates mgement  adancement will support 
impwement d the Wce efficiency, effemeness and Wi. 

Examples of significant projects 

I ) e v e l o p a h o s p i t a l ~ c o n f l g u n m M i r ~  

W c e s  con@uration impkmenTation - North East Transforrnatlon 
Plan 

National reconfiguratm d hospital governance I management 

Twsfomtion of AgE sewes 

Transfmtion of mtionel m e d i m  sel\nces 

Tmsformat'~i d natmel maternity h. 

Programme 4: 

Implement a model for the prevention and management of 
chronic illness. 
We will have evidence based prevention programmes and 
treatmem for peopie with chronic iUnesses such as diabetes, 
chronic obstructive puimonary disease and cardiovascular 
problems. 

Our pwformance in reducing the risk factors for chronic iliness and 
improving patient satisfaction will be measured. 

This will provide better outcomes and su~ve l  rates for people with 
chrmic illness. 

Examples of significant projects 

Devdop a framework for the prevention and management of 
chronic illness 

Implement chronic illness prevention and management 
stratqies 

Develop and provide specialist training in chronic iliness 
preventim and management 

Devdop quaiity, safety and risk standards for chrontc iliness 

Develop and implement performance measurement and control 
standards 

Develop a framework for health impact assessmem. 

Programme 5: 

Implement standards based performance measurement and 
management throughout the HSE. 
Meaninmi performance measurement will be intwduced at all 
levels and used to guide our service developments, mese include 
ciinid outcomes, financial targets, resource utilisation, processes, 
client satisfaction and organisational heath. 

Examples of significant projects 

1 Develop an ethos of continuous improvement across the 
organisation supported by robust pelformance management 

2 DW- and roll oul a peiormance management system 

3 Develop an integrated intelligence and analytic4 capability. 
intern4 and extwnd for HSE Corporate 

4 Estabiish performance baselines for the penod of the 
Transformation Programme 

5 Implement programmes for performance based funding 



Programme 6: 

Ensure all staff engage in transforming health and social 
care in Ireland. 
We win engage with stall and create work environments that 
support the Tmsformation Programme. 

We wiil foster innovation and change, reward posaive contributions 
to transformation, champion our values and bring out the best in 
our staff. 

Stan will recognise this positive environment and wiii receive training 
to suppolf their contribubon and enwurage personal dweiopment. 

Clinical leadership and team based service delivery will be 
embedded in the organisation. 

Examples of significant projects 

1 Develop and impiement an empioyee engagement strategy 
wh'kh mawimises their contribution towards delwering excellent 
sewice 

2 Create and impiement leadersh~p and management 
development approaches which inspiie staff innovation, 
responsibil'ky and accountability 

3 Devdop and implement system wide intervention to ensure 
transitm frm old to n w  

4 Devdop and impiement a robust model of union engagement 
and partnership woridng 

5 Devdop mechanisms and processes to harness clinical 
leadership 

6 Furthw develop and impiernent integrated multidisciplinary team 
working and effectiveness. 

6. Infrastructure and capabilities 
Transformation Programmes 

Programme 7: 

Finance: Budget allocation model and finance systems. 
Projects that wiii be undertaken under this programme include: the 
development of a new means of funding services based upon 
outputs, outcomes and population needs, a national process to 
systematically review Value for Money piogrammes and the 
development of a single Integrated financial system. 

Examples of significant projects. 

1 Develop and implement a resource allocation modei for the 
HSE 

2 Develop and impiement a model for the effectwe management 
of the health seMce budget on a devolved basis 

3 Implement a comprehensive Value for Money programme for 
the HSE 

4 Develop and implement integrated financiai systems for the 
HSE including key finance metrics for the organisation 

5 Develop and impiement National Financial Regulations 

6 Dsvdop and impiement a migration strategy for financiai 
transactional orocesses into nationai shared services. 

Programme & 

Shared Services strategy and implementation. 
mis programme will see a continuati of the devwrnent of the 
HSE3 Nationai Shared Service programme Mich wiil provide highiy 
effective support services in the areas of: Finance. HR, 
Procurement, iCT Legal and Primary Care Reimbursement Services 
(PCRS). It wUl build on the HSE's unitary a&yxoach and lead to 
substantial efficiencies and savings. 

Examples of significant projects 

1 Planning, development and impiementation of financial shared 
services 

2 Planning, development and impiernsntatii of HR shared 
services 

3 Pianning, development and implementation of procurement 
shared services 

4 Planning, deveiopment and implementation of ICT shared 
services 

5 Planning, development and implementation of legal shared 
SeMCeS 

6 Pianning, deveiopment and impiementation of PCRS shared 
services 

7 Devdoprnent of a Customer Relationship Management (CRM) 
capabilhy 



Pmgramme 9: 

Human resource strategy and delivery. 
Human Resource projects within this programme wili focus on the 
HSEg long term empbyment strategy to ensure me right people are 
available in the right place when they are needed. 

Standardisation wili be introduced across the orgenisation from 
recruitment to rearement and there will be an emphasis on 
leadwship, management and skills development opportunities. 

Examples of significant pmiects 

1 Develop and impiement a Wmprehenslve human resource 
strategy which clea!ty outlines the HR proposition to suppoit 
HSE Wsion, Mission and Transformation Programme 

2 Develop a comprehensive set of HR poiicies aligned to 
Transformation Priorities; 

Recruitment. induction and staff devebpment 

Employment strategy informed by best practices 

Management and performance development 

IR poltcies and practices 

Implmtatbn of standardnsed twms and conmions across 
the organisation 

Develop and implement a workforce pianning strategy 
informed by the Transformation Programme 

3 Deveiop and implement integrated HR systems for the HSE 
including key HR metrics for the organisation eg. Whole nme 
Equivalent reporting 

4 Business Sdutions Project 

5 Develop and implement a migration strategy for HR 
transactional processes into national shared services 

6 Develop and implement stratqes and programmes to enhance 
HSE staff siolls and sMlls mix. 

Pmgramme 10: 

Information and Communications Technology (ICT). 
Central to this programme is the deveiopment of a unified national 
ICT infrastructure and support services and the devdopment of 
clinical and administrat'we systems. h i s  wili involve establishing 
national iCT governance structures, integration vvlth shared services, 
ICT Staff dwelopment and engagement with bath professionals to 
drive ICT based transformation. 

Examples of significant projects 

1 National iCT infrastructure 

2 Clinicai and administrat'we systems strategy 

3 Structures and funding mshanism 

4 ICT wganisation and governance 

5 Integration with corporate shared services 

6 National ICT staff development 

7 Establish National ICTSubject Maner Experts (SMEs) "best 
Dractce". 

Programme 11: 

FacilRies I Estates strategy and implementation. 
This programme will manimise the Value of the HSE's properties and 
facimies, reduce costs by mtroducing rigorous controls and ensure 
the appropriate infrastructure is in place when required. 

Examples of significant projects 

1 Development and implementation of a national HSE facilities 
and estates strategy 

2 Development and implementation of the HSE capita plan 

3 Planning and development of PCCC inhastructure 

4 Plannina and development of hosptals infrastructure 

5 Development and pianning of a HSE office ailisation strategy 

6 Development and implementation of a HSE Public Private 
Partnership strategy. 

Pmgramme 12: 

Boatrl, Corporate stakeholder and ntlationship management 
Ris programme wili include a series of projects to manage the 
relationship the HSE has with a range of identified bodies and 
organisations that have an interest in health and social care and can 
support the organisatiw in achieving its mission and vision. 

Examples of significant projects 

1 Develop and implement a comprehensive communications 
strategy fw the HSE 

2 Develop and impiement an organisational approach to 
stakeholder engagement [Consumers, Board, staff, voluntary 
sector, DoH8C. HIQA, statutory sector, political system, 
clinicians, etc) 

3 Implementation of the HSE corporate governance framewok 

4 Strengthen the HSE's policy deveiopment capability through the 
establishment and development of Expert Advisory Groups. 

Programme 13: 

Procurement 
h i s  programme will focus on maximising the value of the HSE's 
substantial prwrernent expenditure and ensure that Bs processes 
are streamlined and hlly support the Transformation Programme. 

Examples of significant projects 

1 Implement nationai procurement strategy to support the 
transformation programme 

2 Implement a natbnal pcftfoilo and category management 
approach for the health services 

3 Migration strategy for procurement transactional processes into 
national shared services 

4 Develop and implement high quaity processes for each stage 
of the pmurement cycle 

5 National procurement staff development 

6 Deveiopment and implementation of ethical procurement 
standards. 







We always aim to provide high q~lality servlces 
that are easy to access 

We continually seek to simpltfy the way we 
deliver services 

Our decisions are based on what will deliver the 
best service 

We maxi~nise the use of all faciltties and 
resources by planning ahead 

We are accountable and deliver on our 
responsibilities 

We set challenging goals and we do what we 
say we will do 

- When needed, we go the extra nrtle 

We listen to the people we are here to serve. 

We always respect the skllls and abilities of 
others 

We use feedback to mot~vate each other 

We seek solutions, not excuses 

We share resources and acttvely support each 
other 

We are interested in the developnrent of those 
we work with 

We are flexible and courteous 

We take responsibility; ',It's up to me -others 
are depending on me" 

We aim to be innovative and lead by example. 




