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Foreword  

 

This Composite Report on the work of the Action Committees established for Phase I of 

the Health Reform Programme sets out a brief summary of the issues raised and 

conclusions reached during Phase I.  It is intended as an input to the planning of 

subsequent phases and should not be regarded as binding in any respect. 

 

The work done by each Committee has been very useful in deepening our analysis and 

understanding of the issues raised by the Reform Programme and will provide useful 

input to the further consideration by the Interim Health Service Executive and the 

Department of the various issues raised. 

 

The Health Service Reform Programme is the most ambitious programme of change to be 

undertaken by the Irish Health Service since the establishment of the Health Boards in 

1970.The recommendations of the Prospectus, Brennan and Hanly reports on which the 

programme is based, set out: 

 
 A new national management structure for the Health Service 

 A reduction in the number of agencies involved in the planning and delivery of 

Health and Personal Social Services 

 New financial accountability systems 

 A reconfiguration of hospital services  

 
The Reform Programme builds on the vision and objectives described in the Health 

Strategy, (Quality and Fairness: A Health System for You and Primary Care: A New 

Direction) and aims to underpin this vision by realigning structures and systems with the 

patient centred model. The ambitious programme of change required to implement the 

reform proposals requires comprehensive planning and design. In order to advance this a 

number of Action Committees were established in September 2003 to contribute to the 

design phase of the Reform programme. The Action Committee model brought together 

key stakeholders and experienced people from the existing system to capture their 
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knowledge and experience in the design of the new structures. The work of these 

Committees centred on key elements of the reforms as outlined below: 

 
 Health Service Executive (HSE) 

 Restructuring of the Department of Health and Children 

 National Hospitals Office 

 Primary, Community and Continuing Care 

 National Shared Services Organisation 

 Governance  

 Financial Management and Control 

 ICT 

 Communications 

 HR/IR 

 Streamlining of Agencies 

 HIQA 

 Legislation 

 
Each Action Committee produced recommendations for the design of structures, systems 

and business processes in their area of reform together with the key next steps required. 

The depth of analysis possible varied depending on the complexity of the area under 

consideration. Some elements of the reform programme lent themselves only to high-

level analysis whilst others allowed more detailed analysis. The recommendations of the 

legislation action committee are reflected in the project plan for phase two and are 

therefore not dealt with specifically in this report.  

 

There is a significant congruence between the recommendations made by the different 

Action Committees.  Where, inconsistencies did emerge, an attempt was made to 

reconcile the different viewpoints.  In a small number of cases, some variations remain to 

be resolved. 

 

It would not have been possible to reflect all of the detailed content of the individual 

reports and therefore key themes and recommendations have been drawn out, with further 
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detail included in the appendices. The purpose of this document is to present the high 

level thinking in an integrated format, so that issues requiring decision in later phases are 

surfaced for attention. 

 

It will now be a matter for the Interim Health Service Executive and the Department to 

have due regard to the findings set out in the report as they pursue their respective roles in 

actioning the reforms over the coming period.  

 
The success of the first phase of the reform programme relied heavily on the, knowledge, 

experience and participation of those currently working within the system. This 

partnership will be an essential element of the ongoing reform.  
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Section 1 - Respective Roles and Relationships within the Consolidated      
System 
 

(i) The Minister and the Department of Heath and Children (DoHC) 
 

(ii) The Health Services Executive (HSE) 
 

(iii) Delineation of the Policy and Executive Functions of the DOHC and HSE 
Respectively  

 
(iv) The Health Information and Quality Authority (HIQA) 

 
 

1.1 Introduction 
 

 

The Government has decided to implement a major reorganisation in the way in 

which the Irish health system is structured and managed. The key actions that need to 

be taken to move forward system reform are: 

 

• The reorganisation of the DoHC, to ensure improved policy development and 

oversight; 

• The establishment of a Health Service Executive which will be charged with 

managing the health service as a single national entity; 

• The establishment of a Health Information and Quality Authority to ensure that 

quality of care is promoted throughout the system; 

 

The DoHC will be reorganised to ensure an improved focus on policy development 

and oversight. There will be a clear separation of executive and non-executive roles 

within the health service between the HSE and the DoHC. The DoHC will be 

responsible for holding the delivery system to account for its performance. 

 

The new consolidated national health system will provide a clear national focus on 

service delivery and executive management. The respective roles and relationships 

within the consolidated system are briefly set out in this section of the report. 
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1.2 Role of the Minister and the Department of Health and Children (DoHC) 
 
The Role of the Minister 
 

The Minister for Health and Children and the Secretary General of the DoHC (as 

Accounting Officer), are accountable to the Dail for the expenditure of the resources that 

the Oireachtas has voted to the DoHC and for the implementation of the legislation that 

the DoHC has enacted.  

 

The Minister is responsible for approving the National Service Plan and for providing the 

HSE, as the executive body, with policy direction. The National Service Plan will be 

prepared by the HSE, in compliance with the Department’s stated priorities. It will 

incorporate any amendments deemed necessary by the Minister to deliver the 

performance targets that are required and to enable national policies and legislation to be 

implemented. 

 

It is recommended that the Minister have the power to direct the HSE in accordance with 

the government decision. The Minister will need to be satisfied that the HSE is carrying 

out its statutory functions in a satisfactory manner.  He/she will be politically accountable 

to the Dail in this regard.  

 

To enable the Minister to meet his/her responsibilities, the arrangements for the HSE to 

report to the Minister should have a statutory force. Statutory provision should also be 

made requiring the HSE to provide any information requested by the Minister. 

 

The Role of the Department of Health and Children 
 

The DoHC is responsible for policy analysis and formulation, managing the legislative 

agenda as it relates to the health service, determining the levels of service that it requires 

to be delivered for the resources provided, and holding the delivery system (the HSE) to 

account for its performance. The DoHC also serves the democratic process by giving 

advice to the Minister and Oireachtas Committees.  
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The Department ultimately has stewardship over a significant piece of Exchequer funding 

and is answerable to the Government to account for this funding. 

 

1.3 Role of the Health Services Executive (HSE) 
 
Arising from the Government’s consideration of the Prospectus, Brennan and Hanly 

reports, the HSE will be charged with the “national executive management of the Irish 

health service as a unitary system”. HSE Corporate will concentrate primarily on those 

functions, which require integration (e.g. National Service Plan) above the level of the 

individual pillars.  

 

Generally the role of the HSE Corporate includes the following: 

 
• Guardian of strategic direction and policy (ensuring that these are in line with 

overall Government policy); 

• Stewardship role (in relation to financial management and control manpower 

planning, audit and due process); 

• Ambassador role (for both the Board, the community and patients, ensuring that 

the needs of patients and the needs of the community are at the forefront of the 

Boards consideration); 

• Expertise to support the Boards Executive (formulating the organisational 

strategy, policies and outcomes); 

• Ensuring that the health needs of the population as a whole are taken into account 

in the development of health and personal social services;  

• Determining internal policy in relation to the operation of the HSE, in accordance 

with the policies decided on by the Minister for Health and Children;  

• Overseeing the management of health services assigned under the Act;  

• Maintaining public trust and confidence in the health services;  
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1.4 Delineation of the Policy Executive Split 
 

In the context of a stated desire for clearer roles and greater delineation of responsibility 

and authority it is recommended that the relative roles and functions of the DoHC and the 

Executive and their relationship should be given explicit articulation in legislation. 

Provision should be made for the assignment of explicit statutory provisions relating to 

responsibilities, governance and accountability of the executive vis-à-vis the role of the 

Secretary General of the Department (accepting that there is no formal governance 

relationship between them). 

 
The following delineations were proposed in areas where potential overlap existed: 
 

Development of Health Policy and Strategic Direction Setting 
 
• The DoHC has full responsibility for developing policy and strategy in relation to all 

areas of population health and well-being;  

• The HSE role is to provide expertise and evidence base to the DoHC in the 

formulation of public health policy. The HSE will be accountable for the 

implementation of policy; 

 

Governance/Financial Control/Human Resources 
 
• The DoHC has responsibility in relation to policy regarding service support 

mechanisms such as human resource management, financial management and 

governance. This includes the development of high-level policy statements and 

communication of Government policy or legislation in these areas as they may relate 

to the health sector (e.g. governance guidelines, Government pay policy or 

employment legislation etc.);  

• The HSE will be accountable for ensuring that there are effective decision making 

and accountability frameworks internally within the organisation (that are in line with 

stated policy), covering such areas as financial control and resource allocation; 
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• In relation to issues such as workforce planning, the role of the DoHC is to determine 

priority areas for investment and anticipated levels of service in order to identify the 

overall staffing requirements. The DoHC has a role in leading discussions with the 

educational institutions about meeting future needs in line with projected service 

demands;  

• The HSE role is to determine the grades and skill level (including skill mix) of staff 

required, to examine supply issues and to advise the Department as appropriate; 

 

It is not possible to anticipate all scenarios in order to validate the proposed split of the 

policy and executive roles between the DOHC and the HSE. In this respect practice may 

have as much a role in defining the delineation of roles as what is stated in legislation or 

regulation. Potential blurring of roles and responsibilities is anticipated in a number of 

areas. These are elaborated in Section 2 of this report.  

 

The relative roles and responsibilities of the DoHC and HSE should be defined in statute 

to the degree possible and appropriate; recognising that there will continue to be ongoing 

interaction between the policy-making body and the executive in the development of 

policy. This will be essential to ensure well-informed policymaking and well-planned and 

implemented executive.  

 

Protocols deriving from the legislation for the HSE and HIQA should be developed to 

define the parameters of responsibility and interaction with the DoHC. 
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1.5 Role of the Health Information and Quality Authority (HIQA) 
 

HIQA will be an independent statutory agency, directly accountable to the Minister for 

Health and Children. It will have its own governance structures and will be funded by the 

DoHC.  HIQA will provide external and independent review of quality and performance 

and its analysis will inform policy development within the DoHC. 

 

HIQA should produce and publish a system wide annual report for the Minister that will 

be placed by him before the Joint Oireachtas Committee on Health and Children. This 

will reinforce political governance of the Health system by providing information on the 

performance of the system as a whole.  

 

Responsibility for delivery of health services will lie with the HSE; the DOHC will set 

the performance management framework. HIQA will assist in the development of the 

performance management framework and will provide the external review. 

 

The remit of HIQA will extend to all health service providers in both the private and 

public sectors. 

 

The role of HIQA can be summarised as follows: 
 
• To support the development of a quality culture and capacity within the health 

system; 

• To assess whether the health and personal social services are managed and delivered 

in such a way as to ensure the best possible outcomes within the resources available; 

• To provide an authoritative and reliable evidence base to underpin the planning and 

delivery of health services in Ireland. HIQA will act as an authoritative resource for 

the DoHC in this regard, providing evidence on which to base policy, driving the 

development of health information and providing robust analysis of new and existing 

health technologies; 
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• HIQA will have a role in ensuring that evidence informs decision-making at every 

level within the system by supporting the Department in developing performance 

standards and indicators for the system. HIQAs analysis should also inform the 

service planning process between the DoHC and the HSE; 

• HIQA will have a role in ensuring that health professionals and the public have access 

to information that enables them to make informed decisions; 

• HIQA will facilitate the development of appropriate information, quality and ICT 

initiatives within the wider health system; 
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Section 2 - Organisational Structure, Roles and Functions of the DoHC 

2.1 Organisational Structure of the Department of Health and Children (DoHC) 

 

Factors which the committee took into considerations were: 

 
• An appropriate structure is an essential component to the achievement of objectives;   

• Structure alone will not deliver success for the organisation;   

• The formal structure should facilitate and encourage information flows and co-

operation which in turn should ensure that shared values will deliver the organisations 

objectives;   

• A critical success factor for the ability of the new organisation to deliver evidence 

based policy making and accountability will be the extent to which the organisation 

can work laterally to address crosscutting issues with the DoHC and its relationship 

with the HSE and HIQA. 

 

Population Health Division 

 
The Department is committed to the establishment of a Population Health Division.  

Population Health is an approach to health that aims to improve the health of the entire 

population or sub-groups within the population.  It involves the development of policies 

aimed at reducing health inequalities among population groups. It acknowledges the 

varied nature of health determinants and recommends a coordinated, integrated and 

multisectoral approach to promote health.  A key role for Population Health Division will 

be responsibility for population health input towards the development and evaluation of 

the HSE service plan. 
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Service Planning 

 
The Committee recognised that service planning is core to the accountability function of 

the Department.  

  
• The DoHC will have full responsibility and accountability for setting and specifying 

national service and business planning policy, standards, guidance and direction. It 

will advise the Minister in relation to the formal approval of the annual or multi-

annual service plan; 

• The DoHC will be responsible for whole system performance review against 

annual/multi-annual service plan targets and performance indicators including an 

analysis of the effectiveness and efficiency of the whole system. In that context it will 

monitor and evaluate performance against the agreed Service Plan; 

• How the service plan is supported will be crucial to the Department fulfilling its 

accountability role. 

 

Corporate 

  
There is a need for a strong corporate function, which would provide support and will 

include key activities and responsibilities as: 

 
• Legislation - The Department should set up a Legislation Co-ordination and Advisory 

Division whose main role would be to prioritise all legislation for the Department and 

oversee the legislative programme and report to the Government Legislative 

Committee; 

• Parliamentary Affairs; 

• Communications and Crisis Response. 

 

In examining how the Department might be organised to allow it to fulfil its main 

functions of policy making and accountability and address the competing demands of the 

stakeholders, the committee considered various forms of organisation design.  
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 One option examined involved the splitting of the policy and accountability functions 

with strong corporate support.  The committee considered this a viable alternative but 

further work would be required to develop it in Phase two. 

 

2.2 Functions of the Department of Health and Children (DoHC)  

When the Action Committee was considering the organisation structure of the DoHC, it 

took the future roles and functions of the Department as its starting point.  As agreed by 

Government in June 2003, the Department’s key roles will be policy analysis and 

formulation, determining the levels of service that it requires to be delivered for the 

resources provided and holding the delivery system (i.e. the Health Service Executive) to 

account for its performance (see section 1).  This will require the Department to have the 

capacity to form its own view on health services, based on ongoing critical analysis of 

service effectiveness and efficiency against objectively determined standards, to ensure 

the maximum output is achieved for the resources being made available. 

   

As envisaged by Government, the role of the Department in the new structure will be 
focused on: 
 
• Strategic health policy formulation and evaluation; 

• Development of legislative and regulatory frameworks for the health system; 

• Resource issues, including: 

 
i. Negotiation of the annual Estimates; 

ii. Allocation of HSE budget, setting out the type and quantity of services which 

it expects to be provided for that allocation; 

iii. Approval of a national service plan, prepared by the HSE in compliance with 

the Department’s stated priorities and incorporating any amendments 

considered appropriate by the Minister for Health and Children. 
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• Performance measurement and management of the wider service delivery system; 

including: 

 
i. monitoring service and budget outturns;  

ii. Preparation of an annual report and commentary on the performance of the 

HSE  against  its objectives; 

iii. Evaluation of value for money in service delivery.  

 
• Setting and ensuring adherence to governance and accountability standards; 

• Overall development of HR, workforce, research and strategic policy setting; 

• Supporting the Minister and the wider democratic process; and 

• Liaising with and representing the Minister in dealings with other Government, non-

government, national and international agencies. 

 

In summary, the key responsibilities of the Department will be policy development and 

ensuring the system performs to a high level and is accountable.  The organisation must 

be able to effectively monitor and evaluate health spending and performance and the new 

structure must facilitate this. 

 

The Committee recognised that the Department had a range of important stakeholders, 

the public and Government being two obvious examples.  The question of stakeholders 

was key as this would have a significant impact on how the organisation was structured.   

Different stakeholders have different needs and therefore have competing demands on 

structure.     
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Section 3 - Organisational Structure, Roles and Functions of the HSE 

 

3.1 Organisational Structure of the Health Services Executive (HSE) 

 
The Board of the HSE will be formally accountable for its performance to the Minister 

for Health and Children. The Chief Executive Officer of the HSE will be accountable to 

the Board. The CEO will be an accountable person, required to appear before the Public 

Accounts Committee of Dail Eireann. It is proposed there should be no executive board 

members. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

National Hospitals 
Office 

Planning and 
Population Health 

CEO/ 
National Management 

Team 

Board of  
HSE 

Primary, 
Community & 

Continuing Care 

 
Corporate Affairs 

 
Human Resources 

 
Shared Services 

 
Finance 

Diagram 2: Structure and reporting relationships 
Of the 

Health Services Executive 



  

     23

3.2 Functions of the Health Service Executive Corporate Board  

 

• Direct the operations of the HSE; 

• Define the role of the CEO; 

• Approve the appointment of the CEO; 

• Performance manage the CEO; 

• Agree service plan for HSE; 

• Allocate a budget to each of the NHO, PCCCD and NSSO pillars, in accordance with 

the national service plan as formally approved by the Minister for Health and 

Children; 

• Monitor national service plan at regular intervals; 

• Approve annual financial statement/report; 

• Approve governance and accountability framework for the Executive in accordance 

with government policy and guidelines; 

• Approve the sale/purchase/lease of lands/buildings; 

• Ensure Board level compliance with corporate governance and accountability 

framework;  

• Review its own performance on an annual basis; 

• Establishment of audit and other committees; 

 

The Government specified that the HSE would function as a national agency that delivers 

services specified by the Department within budget and that it will: 

 

• Ensure the preparation of service plans within the NHO, PCCCD and NSSO pillars, 

consistent with the national service plan and budget;  

• Have the authority and obligation to vary the service plan outputs where this is 

necessary to remain within budget;  

• Report regularly to the Minister for Health and Children on activity, financial 

performance, employment, emerging outturns, anticipated pressure points and 

proposed remedial action;  
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• Prepare an annual report detailing the outputs delivered for the money spent, together 

with commentary on any variation from the service plan set down by the Department 

at the start of the year; 

• Oversee the cost-effective delivery of a national service in line with the National 

Service plan as formally approved by the Minister for Health and Children. It will be 

responsible for deciding priorities on the basis of the approved plan and for ensuring 

efficiency, effectiveness and value for money;  

• Ensure that systems of risk management and internal control are put in place by the 

Executive;  

• Establish processes for ongoing communication with the public;  

 

The Board should be empowered to delegate some or all of its remaining functions to the 

CEO through a formal assignment procedure, which has statutory basis. 

 

3.3 Role of the Chairperson  

 

The Minister will appoint the Board and the Chairperson. All members will have equal 

authority and accountability, whilst the Chairman will retain the right to cast the deciding 

vote.  The reason for this is to create a strong sense of collective corporate responsibility.  

The Chair should be a “primus inter pares”. 

 

3.4 Role of the Chief Executive Officer Reporting to Health Service Executive    

Board  

 

The CEO shall carry out functions assigned to him/her by the Board. These should 

include: 

 

• Responsibility and accountability for the delivery of the National Service Plan; 

• Responsibility for designing and ensuring effective operation of a uniform service 

delivery system in the context of national legislation, policy and the National Service 

Plan; 
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• Ensuring appropriate frameworks for accountability and decision-making; 

• Managing the internal environment; 

• Ensuring that collaborative relationships are developed and maintained with external 

stakeholders; 

• Forecasting and scenario planning; 

• Assigning duties relating to accountability for service delivery and resource 

management; 

• Performance management of the heads of function on the National Management 

Team; 

 

In addition he/she will have the following statutory functions: 

 

• Preparing an operational plan; this underpins delivery of the Board’s Service Plan. 

This plan must be approved by the Board;  

• Appointing and removing staff, subject to due process; 

• Certain operational and appeals functions currently assigned under the Health Acts to 

the CEO of a health board; 

• Under the direction of the Board, to maintain public trust and confidence in the health 

service; 

• Putting in place systems of risk management and internal control; 

• Provide assurance to the Board on the system of internal control; 

 
While the CEO should hold his/her team fully accountable for delivery and should 

constantly monitor management performance and delivery, he/she should not become 

involved routinely in operational matters. 

 

 

 

 

 

 



  

     26

3.5 The Structure of the National Management Team 
 

Much consideration was given to the most appropriate structure at corporate level to 

support the CEO and the Board effectively in meeting their onerous responsibilities. It 

was agreed that a balance must to be found between the need for appropriate specialised 

expertise at senior management team level and the need for a manageable span of control 

for the CEO and optimal team size for organisations of this size and complexity. 

 

The CEO will establish a management team consisting of the directors of the following 

functions; Primary, Community and Continuing Care, National Hospitals Office, Shared 

Services, Corporate Affairs, Human Resources, Finance and Planning and Population 

Health.  This differs from the Prospectus proposal that regional directors of the Primary, 

Community and Continuing Care pillar would be part of the management team. The 

Director of each pillar will have and lead a team of managers at national level to support 

him/her. The size and structure of these teams is a matter for the CEO of the HSE to 

agree with each director. 

 
It is acknowledged that not all members of the team would necessarily have the same 

level of post or salary but that these should reflect the breadth and level of responsibility 

in each case 

 

The above approach does not make direct reference to the need to provide a focus on 

integration and on the development of integrated services at corporate level within the 

organisation. This is seen as a critical aspect of successful service planning and delivery 

in the reorganised system and will need explicit assignment of responsibility and support 

at corporate level from the starting point if it can be successfully driven and supported 

throughout the organisation. 
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3.6 Functions of the National Management Team reporting directly to Chief 
Executive Officer 

 

Individual members of the National Management Team will have assigned duties, the 

team, as a whole however will have corporate responsibility to the CEO. This is to avoid 

sectional interests interfering with the collective objectives of the HSE as expressed in the 

Service Plan. Corporate functions of the National Management Team include: 

 

• Directly managing regional, network or other structures as required; 

• Preparing and submitting high level annual service plans; 

• Responsible and accountable for the delivery of a defined element of the service plan; 

• Ongoing monitoring and evaluation of service delivery for the relevant area of 

responsibility; 

• Allocation of resources; 

• Responsible for ensuring appropriate governance and accountability is in place at 

local and regional levels including ensuring effective service planning, budgetary, 

decision making and delivery systems are in place to meet client needs; 

• Establishing a range of services and facilities at national, regional and local level to a 

consistent standard and service level;  

• Collaborating with population health on health impact and service assessments; 

• Approving all senior appointments within the relevant directorate / division; 

• Ensuring delivery of national strategies; 

 

The above list is not exhaustive. The functions of the director of corporate affairs and the 

director of planning and population health are outlined below. The functions of the 

remaining members of the management team are not elaborated on in the action 

committee reports; however, their broad areas of responsibility can be derived from 

relevant other sections of this report as follows: 

 

• Director of the NHO –  see section 4. 

• Director of the PCCCD – see section 5. 
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• Director of the NSSO – see section 6 

• Director of Finance – see section 8 

• Director of Human Resources – see section 8 

 

In relation to the planning and population health function, it was envisaged that this 

would include responsibility for the following: 

 

• The co-ordination of the National Service Plan; 

• Monitoring, evaluation and reporting in relation to the National Service Plan; 

• Population health input towards the development and evaluation of the National 

Service Plan; 

• Management of population health services including those related to health 

promotion, health impact assessment and intersectoral working; 

• Management of health protection services including those relating to environmental 

health protection and communicable disease surveillance and control; 

 

In relation to the corporate affairs function, it was envisaged that this would include 

responsibility for the following: 

 

• National direction setting for customer care;  

• Communications; 

• Marketing; 

• Legal affairs; 

• Materials management and ICT; 

•  Estate management and internal audit; 
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ICT functions will include: 
 
• Developing a strategic approach to the implementation of ICT policy; 

• Appropriate integration of  ICT into all service plans for the National Hospitals Office 

and Primary, Community and Continuing Care Pillars;   
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Section 4 - Organisational Structure, Roles and Functions of the NHO 
 

4.1 Organisational Structure of the National Hospitals Office (NHO) 

 

Structure of the National Hospitals Office 
 

The structure of the NHO should be developed in the context of the overall functions and 

structures of the HSE and the need to maximise opportunities for using shared services.  

 

The NHO will need to have a strong operational management capacity. Operational 

effectiveness will require high calibre managers and practitioners at all levels of the 

system with appropriate support, training and ongoing development. 

 

Hospital Networks 
 
The Report of the National Task Force on Medical Staffing published in October 2003 

sets out how to improve patient care by reducing the working hours of junior doctors 

(NCHDs), employing more consultants and reforming medical education and training. It 

concluded that a national reorganisation of acute hospital services is necessary. The 

Report recommended the establishment of hospital networks as the model for future 

service delivery. 

 

An Acute Hospital Review Group has been established to make recommendations on the 

national configuration of the acute hospital system.  

 

The organisation chart for Hospital Networks is shown overleaf:1 

 

 

 

 

                                                 
1 The diagram depicts a single network manager and hospital network reporting to the Director of the NHO. 
Obviously there will be a number of network managers and hospital networks within the NHO 
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4.2 Roles within the National Hospitals Office  

 
Director of the National Hospitals Office 
 

The Director of the NHO will be accountable to the CEO of the HSE and ultimately the 

Board of the HSE for delivering planned activity levels (volume and quality) within the 

approved employment and financial parameters set down by the DoHC. 

 

 

 

 

Network Manager  

Diagram 3: Hospital Network 
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Network Manager 
 

There should be a Network Manager (not a CEO) for each Hospital Network.  He/she 

would be employed by NHO, and his/her primary task would be to ensure the orderly 

development of services in the network.  He/she would distribute NHO funding amongst 

the hospitals and would have discretion to vary allocations within the network. 

 

The Network Manager should have a key role in optimising the use of resources and 

developing co-operation between different agencies operating in the same service area. 

These practices can be fostered by the Network Manager by developing liaison 

mechanisms between agencies and ensuring that effective co-ordination regarding 

activities and budgets takes place before resources are committed to major projects. 

Service level agreements should be in place between the NHO and hospitals within the 

network. 

 

Hospital Managers 
 

Individual hospital managers will be accountable to the Network Manager and through 

him/her to the NHO. Appropriate organisational structures such as clinical directorates 

and business management units should be developed at hospital level. Medical, nursing, 

health and social care professionals and support services should be fully involved in 

management and decision making, with appropriate accountability at all levels of the 

hospital/network configuration. 
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4.3 Functions of the National Hospitals Office 
 

Network management 
 

The NHO will be responsible for ensuring that each hospital network provides an 

integrated service and that these networks are, in turn, effectively integrated at national 

level. This will require the development and enactment of appropriate mechanisms to 

explicitly link funding provision to the activity levels required by the NHO. These will be 

reinforced by a mandatory code of governance for all State-owned and voluntary 

hospitals: the latter will be required to adopt this code of governance as a condition of 

continued State funding. In the context of policy guidelines issuing from the Department 

the NHO should have the authority to commission or alter services as required. 

 
Advice on strategic development 
 

The NHO will provide advice to the Minister for Health and Children on the organisation 

and development of acute hospital services. The NHO should carry out detailed analysis, 

research and reviews in respect of particular services or specialty areas to support the 

policy development role of the DoHC, either at the request of the Minister or on its own 

initiative. Legislation should also allow for the establishment, by the NHO of 

advisory/expert committees to assist and advise the NHO, as required in relation to its 

functions.  

 

National strategies 
 

The NHO will be responsible for ensuring acute sector delivery on national health 

strategies (e.g. Cancer, Cardiovascular, etc), consistent with the provisions of the national 

service plan. The NHO will also undertake the governance functions currently carried out 

by the National Breast Screening Board, in relation to Breastcheck. 

 

The NHO will be responsible for co-ordinating the acute hospitals input into the 

emergency-planning framework.  
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Designated services 
 

The NHO should have statutory responsibility for the designation of national and supra-

regional specialties in the context of policy guidelines issuing from the DoHC. It should 

also have responsibility for specifying the range of services to be provided at regional and 

local hospitals. 

 

Hospital capacity/re-configuration 
 

The NHO will be responsible for the expansion of capacity as set out in the Health 

Strategy in the context of stated National Health Service priorities in a given year or 

multi-annual planning cycle.  

 

The NHO will be responsible for the reconfiguration of hospital services as 

recommended in the report of the National Task Force on Medical Staffing (Hanly) and 

in due course, in the report of the Acute Hospital Review Group. 

 
 
Private sector 
 

The NHO should be charged with developing a strategic relationship with the private 

hospital sector. In this context the NHO will oversee the public/private mix and related 

issues such as bed designation and manage the interface with private acute providers. 

 

Staff approvals 
 

The NHO will take over the functions currently exercised by Comhairle na nOspideal in 

relation to approving consultant and senior and specialist registrar posts. It should also 

have responsibility for the control of the number and type of other non-consultant 

hospital doctor posts as well as nursing and other health professional and support posts in 

publicly funded hospitals. This should be subject to overall Government policy on public 

service numbers. 
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Waiting list management 
 

The NHO will liaise with the National Treatment Purchase Fund with regard to waiting-

list management and reporting. 

 
Ambulance services  
 

The implementation of the Hanly report will require significant investment in the 

emergency ambulance service and up-skilling of Emergency Medical Technician staff. In 

view of this the organisation of ambulance and pre-hospital services, including the 

establishment of First-Responder schemes and certain functions performed by PHECC, 

should come within the remit of the NHO. Consideration should be given to the 

establishment of a National Ambulance Service including an appropriate regional 

structure, under the auspices of the NHO. This may require the separation of routine 

patient transport services from emergency ambulance services.  

 
Other functions 
 

Other executive functions relating to the delivery of acute hospital services will include 

casemix management and liaison with regulatory and professional bodies with decision-

making roles in areas that affect acute hospital service delivery.  

 
Remit 
 

Only acute hospital services (including maternity, paediatric, elective orthopaedic and 

ambulance services) should fall under the immediate remit of the NHO.   

 

Acute psychiatric units (and the Central Mental Hospital), Community and District 

hospitals and hospices and rehabilitation services should be the responsibility of the 

PCCC Directorate. 
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There is however a need to acknowledge difficulties that a division of responsibility at 

national level between the NHO and the PCCC will create in respect of: 

 
• Acute hospital consultants who also have sessions in the community and in hospitals 

under PCCC; 

• Increasing numbers of nursing, allied health professionals and other staff who work 

both in acute hospitals and in primary/community care; 

• Hospitals or hospital sites providing services across pillars such as geriatric units in 

acute hospitals; 

• The Hanly recommendation that ‘local hospitals’ should provide respite and palliative 

care services, day and extended care for older people and day psychiatric services for 

children and adults will be complicated by the fact that responsibility for these 

services crosses the NHO/PCCC divide; 
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Section 5 - Organisational Structure, Roles and Functions of the       
          PCCCD        
 
The approach recommended within this section involves the accelerated implementation 

and adaptation of the Primary Care Strategy by: 

 
• Realigning existing professionals into Primary Care Teams; and  

• Expanding the scope of Networks to incorporate most of the services that currently 

operate as community or continuing care services;   

 
This provides a population-based approach as opposed to a care group approach and 

enables full integration of primary care with community and continuing care services. 

The model facilitates the introduction of budgeting and commissioning arrangements as 

proposed by the Commission on Financial Management and Control Systems in the 

Health Service.  It also identifies clear lines of integrated accountability and provides for 

the devolution of decision-making to occur as close to the point of service delivery as 

possible. It will enable the purchase of some or all primary care services.  

 

The single system model requires multidisciplinary working and represents a transition 

from the current hierarchical reporting relationships of various professionals to more self 

managed collaborative working arrangements. This will mean that multi-disciplinary 

teams may report to a manager who is not necessarily of the same professional 

background.                                                 
 
5.1 Organisational Structure of the PCCCD 
 

The integrated single system model 
 

The current organisation of PCCC services is complex and fragmented and it is clear 

from consultation that the public has considerable difficulties utilising the system.   

Existing arrangements inhibit a clear pathway to services as they are usually organised on 

a care group basis and around professional groupings as opposed to being person-centred.   
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There is considerable variation in the structures for delivery of services throughout the 

different health board areas.  This has caused difficulties in rolling out national policies 

and in planning and evaluation of services generally. 

 

The objective of a single system of care is to provide a person-centred system, which 

responds to the needs of individuals in an appropriate and timely way by delivery of a 

comprehensive range of PCCC services. 

 

Structure 
 

The Primary, Community and Continuing Care Directorate (PCCCD) is one of the three 

pillars of the HSE.  The PCCCD will comprise a divisional structure of four Regional 

Health Offices (RHO) and 32 Local Health Offices (LHO).  The Director of the PCCCD 

will report directly to the CEO of the Health Service Executive and will be a member of 

the HSE Management Team. Responsibility for the delivery of services should be 

devolved to LHO level.  The RHO will hold the LHOs to account and will report on 

performance to the PCCCD. It is also proposed that for certain elements of service 

delivery one LHO may provide services on behalf of another LHO.    

 
5.2 Functions of the Primary, Community and Continuing Care Directorate  
 

Service Delivery 
 

• Ensure delivery of Primary, Community and Continuing Care Services in line with 

the policies, objectives and priorities of Government; 

• Strategic development, funding and management of the Primary, Community and 

Continuing Care sectors of the health service; 

 

Service Plan 
 

• Prepare the Primary, Community and Continuing Care element of the National 

Service Plan in line with agreed policy objectives and ensure consistency of service 

accountability, quality and integration within and across Regions; 
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• Agree a Service Plan with each Regional Health Office and allocate funding 

accordingly;  

• Operate and oversee an accountability framework (encompassing organisational, 

financial and professional accountability) for the PCCC services that enable the 

delivery of the service plan objectives of each RHO. These will be monitored by 

reference to agreed national performance indicators; 

 

Negotiations 
 

• Liaise and conduct negotiations with professional, community and public bodies as 

required in order to inform and support the delivery of strategic objectives; 

 

Participation 
 

• Ensure provision for effective participation of communities and service users in 

decisions about the delivery of services as appropriate;  

 

Policy Development 
 

• Contribute to the development of national policy on primary, community and 

continuing care; 

  
 
5.3 Organisational Structure of the Regional Health Office 
 
The role of the Regional Health Office is to coordinate the planning and delivery of 

primary, community and continuing care services within its region through the LHOs, or 

other agencies as appropriate. This will require effective integration with the hospital 

system.  Provision of appropriate services on a twenty-four hour basis will also be central 

to person centred service delivery. 

 

The majority of services will be managed directly by the Local Health Offices, either 

individually or by one Local Health Office on behalf of a number of Local Health 
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Offices.  The Regional Health Office will be relatively small, reflecting this division of 

responsibilities and its overall strategic and monitoring role. 

 

The Regional Director will be accountable to the Director of the PCCCD and will be 

supported at the Regional Health Office by a range of corporate services and performance 

management expertise.  The organisational chart for the RHO is shown below:  
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The Management Team of the RHO should consist of a Regional Director, an Assistant 

Director of Corporate Services, an Assistant Director of Performance Management and 

all of the LHO Managers in the region.  In most regions, this will result in a management 

team of 8 to 9 people. The Assistant Directors will be based at the regional headquarters 

and will be supported by appropriate staffing structures. The roles of the managers are 

now described briefly. 

 

The Assistant Director of Corporate Services will be responsible for: 
 
• Finance; 

• Human Resources; 

• ICT; 

• Estate Management; 

• Service agreements with voluntary and other providers; 

 

The Assistant Director of Performance Management will be responsible for: 
 
• Population health (this function will also provide services to the hospital system in the 

RHO area as defined by the HSE action committee); 

• Senior Professional Advisers; 

• Integration and Quality Assurance; 

 
 
5.4 Functions of the Regional Health Office 
 

Service Delivery 
 

• Ensure delivery and development of PCCC services by LHOs and where appropriate, 

other agencies within its area of responsibility; 

• Allocate funding to each LHO and, where appropriate, other agencies, in line with 

national priorities; 
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Service/Operational Plan 
 

• Prepare a Regional Service Plan, having regard to regional needs, in line with the 

PCCC element of the National Service Plan and the allocation from the PCCCD;  

• Agree and oversee the implementation of an operational plan by each Local Health 

Office in line with the Regional Service Plan; 

• Ensure that service planning and delivery is in accordance with the appropriate levels 

of an accountability framework (encompassing organisational, financial and 

professional accountability) as determined by the PCCC Directorate of the HSE; 

 

Service Agreements 
 

• Be responsible for the delivery of certain regional services and delegate responsibility 

for the management and provision of these (including regional service agreements 

with the voluntary/community sector), to a designated Local Health Office where 

appropriate; 

 

Negotiations 
 

• Liaise and conduct negotiations with, professional, statutory and non-statutory bodies, 

and non-health sector agencies/bodies in order to inform and support national policy 

implementation and manage inter-agency relationships; 

 

Integration 
 

• Ensure effective integration in the planning and delivery of services at regional level 

between the PCCC and the appropriate level of the Hospitals Network; 

 

Democratic Input and User Participation 
 

• In line with a national framework, facilitate democratic input and ensure appropriate 

and effective arrangements for community and service user participation in service 

planning and provision; 
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5.5 Organisational Structure of the Local Health Office 
 
The role of the Local Health Office is to manage the delivery of Primary, Community and 

Continuing Care Services and the integration of the delivery system with local hospitals 

and non-health system agencies.  The LHO Manager will be supported at Local Health 

Office level in Financial Management, ICT and Human Resource Management.  The 

proposed organisational chart of the LHO is shown below: 
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5.6 Roles within the Local Health Office 
 
The Management Team of the LHO 
 
The management team should consist of the Local Health Office Manager, a Business 

Manager, a Local Area Services Manager and all of the Primary Care Network Managers.    

This will result in a management team of seven to eight people.   The roles of these 

managers are now described briefly: 

 
Local Health Office Manager 
 
The LHO Manager will be: 
 

• Accountable to the Director of the RHO for the management of service; 

• Responsible for the delivery of Primary, Community and Continuing Care Services 

and for the integration of this delivery system with the Hospital Network and 

statutory and non-statutory agencies; 

• Accountable for assigned resources, with authority to make service decisions within 

the parameters of the LHO Operational Plan; 

 
Business Manager 
 
The Business Manager will be responsible for: 
 
• Finance;  

• Human Resources; 

• ICT; 

• Service agreements with local voluntary providers; 

• Customer Services; 

• Non-direct patient services/administration;  

• Provision of a Professional Support Function.  Senior staff will provide professional 

support, training and planning advice to clinicians and other personnel and will 

promote an integrated model of accountability.  Collaborative arrangements will also 

be put in place to facilitate these personnel in contributing to strategic thinking and 

innovation; 
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Area Services Manager  
 
The Area Services Manager will be responsible for: 
 
• Managing specialist community services i.e. appropriate child care, mental health and 

disability services; 

• Liasing with Network Managers and other service providers; 

 

5.7 Functions of the Local Health Office 
 
Service Delivery 
 
• Manage the delivery of Primary, Community and Continuing Care Services and the 

integration of this delivery system with the Hospital Network and non-health system 

agencies;  

• Manage the provision of regional and inter-regional Primary, Community and 

Continuing Care Services as designated by the RHO; 

 

Service/Operational Plan 
 

• Ensure that service planning and delivery is in accordance with the appropriate levels 

of an accountability framework (encompassing organisational, financial and 

professional accountability) as determined by the PCCC Directorate of the HSE and 

managed by the Regional Health Office; 

• Prepare, implement, monitor and evaluate the local operational plan as agreed with 

Regional Health Office; 

 

Service Agreements 
 

• Manage relationships with the statutory and non-statutory sector in its designated area 

through formal Service Agreements, contracting or other appropriate arrangements; 

• Develop a service agreement with Shared Services for effective and efficient support 

services; 
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Integration 
 

• Ensure appropriate integration and interface with Hospital Networks in respect of the 

population of its designated area; 

 
Community Participation 

 
• Manage the interface with service users to include effective community participation 

arrangements; 

• Make arrangements for the provision of comprehensive, accessible information for 

communities and individuals on all health and personal social services, including 

information and communications technology resources as appropriate; 

 

 
5.8 Organisational Structure of the Primary Care Network (PCN) 
 
The Primary Care Network as described in the Primary Care Strategy identifies a range of 

professionals who will work collaboratively with a number of primary care teams.  The 

network will provide services to a population of 30,000 approximately, and will put in 

place communications with the primary care teams in its area.  The Network 

professionals include chiropodists, community pharmacists, community welfare officers, 

dentists, dieticians, psychologists and speech and language therapists.   The majority of 

these professionals are health board employees and will report to the Primary Care 

Network Manager. The Primary Care Network Manager will put in place mechanisms for 

co-ordination of these professionals with a number of independent practitioners within 

the Primary Care Network. 

 

In addition, the focus and remit of the Primary Care Networks will be broadened to 

include the delivery of most community and continuing care services.  This will include 

various home support services (e.g. for children, people with disabilities and elderly 

people), generalist aspects of mental health and disability services. 
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5.9 Roles within the Primary Care Network  
 
Primary Care Network Manager 
 
The Primary Care Network Manager will: 
 

• Report to the LHO Manager; 

• Be responsible for the management and delivery of a comprehensive range of health 

and social services to an enrolled and non enrolled population, integrating fully 

Community and Continuing Care services with core Primary Care Services; 

• Co-ordinate and oversee delivery of services by a number of primary care teams; 

• Manage the interface between Primary Care Networks, Teams and Specialist 

Services; 

 

5.10 Functions of the Primary Care Network  
 
Service Delivery 

 
• Deliver a range of primary care and specialist community-based services in support of 

a group of primary care teams, and to oversee the operation of those primary care 

teams; 

• Provide and manage area-based services on behalf of a number of Networks as 

assigned by the LHO; 

• Co-ordinate and oversee delivery of services by a number of primary care teams; 

 

Service/Operational Plan 
  

• Ensure that service planning and delivery is in accordance with the appropriate levels 

of an accountability framework (encompassing organisational, financial and 

professional accountability) as determined by the PCCC Directorate of the HSE and 

managed by the Local Health Office; 

• Prepare, implement, monitor and evaluate the network operational plan in line with 

LHO operational plan; 
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Statutory/Non-statutory relationship 
 

• Manage the relationship with statutory and non-statutory sectors in the local area as 

delegated by the LHO; 

 

Integration 
 

• Ensure appropriate integration and interface with local hospitals 

 

 
5.11 Organisational Structure of the Primary Care Team 
 

The Primary Care Team, which will provide a wide range of services at the generalist 

level, will be constituted as described in the Primary Care Strategy and in addition will 

have a Team Manager reporting to a Primary Care Network Manager.  Appropriate 

professionals, as listed in the Strategy, (nurses, healthcare assistants, home helps, 

occupational therapist, physiotherapist, social worker, clerical and administrative staff) 

will be realigned from their current structures into Primary Care Teams; in some cases 

new posts will also be required, as agreed by Government in the Primary Care Strategy   

Since it will not always be possible or appropriate to base all staff in the same location, 

the teams may have to operate from a number of locations. 

 

5.12 Roles within the Primary Care Team 

 

Primary Care Team Manager 
 
The Primary Care Team Manager will: 
 

• Report to the Primary Care Network Manager; 

• Be responsible for the delivery of a range of generalist health and social services to a 

defined population; 
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5.13 Functions of the Primary Care Team 
 

Service Delivery 
 

• Deliver comprehensive, flexible, multi disciplinary primary care services to an 

enrolled and non-enrolled population;  

 

Service/Operational Plan 
 

• Ensure that service planning and delivery is in accordance with the appropriate levels 

of an accountability framework as determined by the PCCC Directorate of the HSE; 

• Prepare, implement, monitor and evaluate an annual operations plan for the Team as 

part of the network operational plan; 

 

Community and Service User Participation 
 
• Provide for the involvement of community and service user representatives in service 

planning and delivery; 

 

Statutory/Non-Statutory Relationship 

 
• Develop a working relationships with statutory and non-statutory agencies; 

 

Integration 
 

• Ensure appropriate integration and interface with local hospital/s in respect of shared 

care, integrated care pathways; referral and discharge processes, ambulatory care, and 

emergency care for a defined population;  
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5.14 Specialised Services 
 

In view of the scope of the new organisational arrangements and the need to ensure 

continued safety in the system, it was considered that some specialized services should 

continue to be delivered separately in the short term.  The services concerned are in the 

appropriate areas of childcare, and more specialised aspects of disability and mental 

health (e.g. specialist residential services).  The relationship and links between these 

services and the Primary Care Teams and Primary Care Networks will need to be 

addressed in the pre-implementation phase of the reform programme with a view to 

ensuring integration within the Network model. 

 

This will facilitate integration of a wide range of primary, community and continuing 

care services for a defined population.  The multidisciplinary approach will help to 

develop the capacity of services at primary care level and therefore will allow a higher 

percentage of clients to be cared for in their own homes and community settings. 

 
5.15 Regional boundaries 
 

The proposed regional boundaries for the four regional health offices (RHOs) are 

included at Appendix 1.  

 

The new regions are made up of: 

 

• The Northern area and North-Eastern Health Board areas; 

• The East-Coast, South-Western area boards and the Midland Health Board areas;  

• The Southern and South-Eastern Health Board areas; 

• The Mid-Western, Western and North-Western Health Board areas; 

 

The boundaries of the hospital networks and one or more local health offices will be 

coterminous. This arrangement should also apply at regional level, between the RHO and 

the corresponding regional level of the hospitals network. 
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Section 6 - Organisational Structure, Roles and Functions of the NSSO 
 
6.1 Organisational Structure of the National Shared Services Organisation    

(NSSO) 
 

The reporting structures for the NSSO are critical to its viability and sustainability. The 

Director of the NSSO should report directly to the CEO of the Health Service Executive.  

This reporting structure will prevent marginalisation and lack of authority from impacting 

on the ability of the organisation to deliver the cost and service efficiencies that are 

envisaged. 
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6.2 Service Level Agreement (SLA) 

 
The SLA will be a documented contract between the NSSO and the business unit (e.g. 

HSE, NHO, PCCCD, RHO and hospital network, etc.) The SLA will set out the 

following: 

 
• Scope of services; Definitions; Exclusions; Obligations; Duration; Key Contacts; 

Service Objectives; Detailed Service Level Schedule; Problem Escalation Processes; 

Funding and charging policies and mechanisms; and Variability Clauses; 

 
6.3 Functions of the National Shared Services Organisation (NSSO) 

 

The following business areas have been identified as being potentially suitable for NSSO, 

and concrete proposals have been developed regarding the specific functions within these 

business areas: 

 

1. Human Resources 

2. Finance 

3. Procurement and Supply Chain Management 

4. Property, Estates, Facilities & Capital Development 

5. Information and Communications Technology 

6. Shared Business Support Service 

7. GMS Payments 

8. Customer Support 
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1. Human Resources (HR) 
 
 
The following HR/Employee Service functions are considered suitable for the NSSO: 

 

• HR systems and process design; 

• Recruitment; 

• Payroll and Personnel Advisory Services; 

• Learning and Development; 

• Superannuation; 

• Library Services; 

 

2. Finance 
 

Based on international research there are a number of core finance functions, which are 

delivered in a majority of shared service organisations. The identified areas are: 

 

• General Accounting;  

• General Ledger; 

• Training & Education Expenses; 

• Accounts Receivable/Credit Control; 

• Payroll; 

• Customer Billing; 

• Financial Systems Operations/Development; 

 

i. The Typical Role of Shared Financial Services 
 

By splitting the Finance and HR functions between core business support activities and 

transaction processing/centres of expertise activities, two immediate benefits can be 

delivered:  
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• Shared Services will focus entirely on obtaining processing efficiency through 

expertise in process design, technology enablement, innovation and scaleability; 

• The slimmed down Finance and HR function at business unit level can concentrate on 

analytical and business support roles; 

 

ii. Impact of Shared Services on the cost of a Finance Function 
 

The aim of the NSSO will be to drive down the cost per transaction in administrative 

functions and at the same time to improve support levels, quality of information and to 

engender a client/service provider relationship between the NSSO and business units. 

There is strong evidence that transitioning part of the finance function to a shared 

services environment could lead to savings in the region of 20 to 25%.  

These savings occur as a result of the economies of scale and skill that are achieved 

through consolidation. Savings on this scale are not envisaged in the short to medium 

term, however medium term savings can be achieved through the innovative use of 

technology; examples of this are: 

 

• Automated vendor invoice processing eliminating, as far as possible, manual input;  

• Electronic reporting;  

• Automatic upload of journals to ERP system; 

• Vendor/Debtor Self Service;  

• Automated production of Annual Financial Statements; 

• Workflow; 

 

 

3. Procurement and Supply Chain 
 
The main reasons for adopting a shared services approach to Procurement and Supply 

Chain management by those companies who have implemented have been: 
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• Leverage of volume purchasing power to deliver material added value to the business; 

• Centre of excellence with shared skills and specialist expertise to partner the business 

in relation to: 

 

o European, national and sectoral regulations and best practice; 

o Contract negotiation skills; 

o Facilitation of definition of user requirements; 

o Decision support analysis in relation to priority setting and value derivation 

vis a vis consumer and other price indices; 

o Experience and knowledge of markets; 

o Cost effective warehousing and distribution including JIT;  

o Vendor and supplier management; 

o Development of emerging procurement practices such as e-auctions and 

reverse auctions having regard to Government policy and best practice;  

 

The drive for efficiencies in the Procurement and Supply Chain is already well advanced 

in the Health Sector, and there is considerable scope to develop existing approaches 

within the proposed NSSO model. 

 

i. The Procurement and Supply Chain areas recommended for the NSSO are: 

 

• The proposed role of the Health Service Procurement Unit in the IBM report should 

be adopted by the National Shared Services Organisation;  

• The proposed national roles of Sector, Portfolio and Category Procurement in the 

IBM report are accepted in principle as reporting within the National Shared Services 

Organisation; 
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4. Property, Estates, Facilities & Capital Development 

 
The NSSO will carry out the following functions in relation to property, estates, facilities 

& capital development: 

 
• Facilities management;  

• Procurement and materials management; 

 

• Quantification of the existing asset base and to determine, in conjunction with the 

PCCCD and the NHO, the acute and non-acute service infrastructure requirements in 

light of national policy and strategy, legislative and regulatory influences, existing 

infrastructural deficits and operational risk issues; 

• Implementation of standard facilities guidelines, environmental management, 

equipping and maintenance; 

• Maintenance of an accessible central information resource which supports the 

strategic and operational information requirements of infrastructure development and 

management; 

• Establishment and maintenance of a database of key infrastructural information; 

• To provide a central platform for relevant process functions such as e-tendering; 

 

5. Information and Communications Technology 

 

In developing the ICT Shared Services Delivery Model the following factors must be 

taken into consideration 

 

• The Role of ICT in a NSSO environment; 

• The scope of the services to be provided; 

• The service delivery model; 

 

The primary goal of ICT Shared Services is to deliver products and services which 

customers require, the majority of which are purely service based. This implies that the 
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role of governance, strategy, standards and policy formulation must reside elsewhere. The 

services provided can include transactional and professional services, as shown in the 

following table: 

 

 

  

 

 

Transactional 

 

Professional 

• Data Centre operations 

• Network Services 

• Maintenance 

• Help Desk Functions 

• Data support 

• Application Support 

• Application Architecture 

• Software/Hardware Installation 

• Strategy and Training 

• Telecommunications 

 

 

6. Shared Business Support Services 
 

It is recommended that all of the areas listed below merit a shared approach to service 

delivery. Further consideration is required in each case however; to determine whether 

this is best achieved in the NSSO or through mainstream delivery structures such as the 

PCCCD 

 
a) National I.D. System (i.e. that there would be one national registration system for entry into           

the Health Service no matter who the provider was); 

b) Legal Services; 

c) Childcare Residential Services; 

d) Transport Services; 

e) Telephony Services; 

f) Library Systems 

g) Publishing/Printing Services; 

Table 1: Transactional and Professional Services 
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i. GMS Payments 

 
It is recommended that the GMS (Payments) Board should become a Sub-Business Unit 

integrated in the NSSO and that at implementation planning stage the structure and 

infrastructure of the current GMS organisation should be examined to identify synergies 

and savings in core operations and in internal organisation support. 

 
ii. Customer Support 

 
There is potential for the provision of the call/contact centre technology and 

infrastructure to be developed as a shared service provided by the NSSO for the business 

units. Call/Contact Centres could be established on a shared basis to deal with normal 

customer interaction such as: 

 

• Applications processing, query handling and help lines; 

• One-off emergency helpdesks such as the recent help lines on vaccines, foot and 

mouth and SARS; 

iii. Health Portal 
 
The planning of a health portal is at an advanced stage and the technology service and 

content enablement should be led by the NSSO. The National Health Strategy and the 

Reform Programme set out a transformed health service whose characteristics would 

include: 

 

• A service that is there when users need it; 

• Removal of distance or location as a barrier to care; 

• A consistent “look and feel” to the service wherever and however delivered; 

• An integrated and seamless package of care, tailored to individual needs; 

• A service that harnesses technology in support of patient care and patient 

empowerment; 
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The portal will require new models of service delivery and organisation. The 

development of the portal is in line with the proposed enterprise strategy within the ICT 

strategy and would be a clear candidate for a Shared Services model.  
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Section 7 - Organisational Structure, Roles and Functions of HIQA 

 

7.1 Organisational Structure of the Health Information and Quality Authority 

(HIQA) 
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Diagram 7: Organisational Structure of HIQA 
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7.2 The Functions of the Health Information and Quality Authority  

 
A legislative framework will be developed which will provide for specific functions and 

powers of HIQA in relation to health information and quality assurance. These functions 

will include:  

 

• The setting of standards and provision of guidance to the Health System on the 

clinical and cost benefits of new and existing Health Technologies2 on the basis of 

rigorous and thorough evaluation (which will include assessments taking into account 

best evidence about medical economic social and ethical implications of investments 

in health care); 

• The development, analysis and dissemination of health information to meet the needs 

of public, professional, managers and service users; This is required to: 

 

1. Support the planning, evaluation and delivery of health and personal social 

services. 

2. Support the quality assurance of health and personal social services. 

3. Enable the assessment and monitoring of population health.   

• Overseeing, implementing and supporting continuous quality improvement/quality 

assurance within the Health Service and reflecting an emphasis on achieving best 

possible outcomes within available resources;  

• HIQA will carry out systems and service reviews including the investigation of 

systems failures. This will require the authorization of appropriate access for HIQA to 

facilities, personnel and information; 

                                                 
2Health Technology Assessment is a process which assists health policy makers with best scientific evidence 

about the medical, economic, social and ethical implications of investments in healthcare. For the purposes of this 

report technology includes drugs, devices, medical and surgical procedures and measures for the prevention and 

rehabilitation of disease. 
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• Maintenance of the relevant functions currently carried out by the National Cancer 

Registry, National Diseases Surveillance Centre (NDSC) and Irish Health Services 

Accreditation Board (IHSAB)3;  

• Major health information enhancements and developments (including expanded or 

new functions, information systems, surveys, longitudinal studies etc) will be 

approved by the Health Information and Quality Authority in the light of the priorities 

identified in a multi-annual information and ICT action plan which is to be drawn up 

by HIQA. This approval process will have a statutory basis and it will be necessary to 

set a maximum period for the assessment process to ensure that the overall approval 

process does not become unduly lengthy.  Without formal approval via this process 

funding will not be provided by the DoHC; 

• The mandating of standard flows of health information whilst protecting individual 

rights.  The information flows include the voluntary or mandatory provision of 

identifiable information required by the Department of Health and Children, the 

Health Information and Quality Authority and the health agencies to carry out their 

roles;   

• The authorisation, support and protection of the use of information for quality 

assurance processes.  Quality assurance structures and processes will be supported by 

legislation that will balance concerns about accountability and confidentiality; 

• The support and regulation of the use of unique identification within the health sector, 

especially in realising the full potential of the electronic healthcare record in 

promoting the quality and safety of client/patient care;   

                                                 
3 The Prospectus Report indicated that some of the functions of the NDSC would move to the Health Services 

Executive when it is established and the remaining functions would be subsumed into the Health Information and 

Quality Authority. Work is required in the next phase to determine how the health information, quality assurance 

and alert and control aspects of communicable diseases management can be best provided for nationally, given the 

executive responsibility the HSE will also have in this area. 
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• Underpinning the approval process to be undertaken by the Health Information and 

Quality Authority in the development and enhancement of information systems and 

sources;  

• The development and regulation of health information standards in terms of data, 

technical and quality requirements; 

• The creation of an information governance framework which identifies a specific 

individual as being responsible for information governance within a particular 

organisation/section; 

• Ensuring that clients/patients and relevant health agencies have access to information 

from the private sector consistent with that from the public sector; 

 

The functions of HIQA further elaborated here are drawn from the descriptions of the 

Authority provided in the Prospectus report, the Health Strategy (Quality and Fairness – 

A Health System for You) and the National Health Information Strategy. They are further 

informed by research into international practice in the areas of: 

 
• Quality; 

•  Health Technology Assessment; 

• Health Information; 

 

The functions are presented in tabular form under the three main headings listed above. 

Distinct functional groupings are identified within health information and quality to 

manage the complexity of roles relating to the remit of HIQA in these areas.  These 

functions will require expansion to reflect the services currently provided by the NDSC 

and the NCR.  
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Table 2: Roles and Functions of the Health Information and Quality Authority 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

Quality Development 
• To develop guidance and set standards to assist the 

healthcare system to provide high quality, safe and 
effective care to its patients. 

 
• To provide guidance and set standards to enable 

governors of services and institutions to develop 
mission statements, strategies and plans for their 
service/institution. 

 
 to encompass quality as a central element of their 

activities 
 To identify explicit lines of responsibility and 

accountability for the implementation of the quality 
agenda in their service. 

 
• To provide guidance and set standards to enable 

mangers to provide quality services in 
 Human Resources management  
 Finance 
 Risk management 
 Patient Safety Initiatives 
 Administration 

 
• At clinical level,  to  promote consistent, high quality 

care by developing and disseminating clinical guidance 
based on the best available evidence of effectiveness 

 
• To provide guidance and set standards to provide for 

patient participation in planning services 

Quality Assurance/Improvement 
• To promote and implement quality 

assurance/improvement programmes 
nationally through licensing, 
accreditation and certification in 
accordance with policy. 

 
• To oversee and expand the national 

accreditation scheme 
 
• To act as an independent reviewer of 

quality and performance and bring 
external quality assurance to bear on 
the system. 

 
• To produce an annual whole system 

report for the Minister and the 
Oireachtas Committee 

 
• To produce a national picture of 

performance to facilitate benchmarking 
nationally and internationally. 

 
• To conduct annual reviews of selected 

services at national level by program 
and or by section.  

. 
• To act as an authoritative resource for 

the Department in transacting it’s 
service planning and  accountability 
relationship with the HSE 

Quality

               
• To provide authoritative and robust 

analysis of Health Technology to 
inform decision making at all levels of 
the system from policy to practice 

 
• To provide a single reference point for 

information on HTA and to coordinate 
the dissemination of HTA guidance 

 
• To conduct horizon scanning within 

the area of HTA and so inform the 
selection of topics/interventions for 
appraisal in consultation with the 
Department of Health and Children 
and other interested parties 

 
• To build HTA capacity and to monitor 

the uptake and application of HTA 
recommendations in the system 

 
• To make recommendations for 

research where evidence is lacking or 
incomplete 

 
 
 

Health Technology 



  

 65

 

(ii)Health Information Functions of HIQA  

 

 

 

 

 

Information Planning and Policy 
 
Strategic development of health information 
systems, to include: 

• Providing leadership in the implementation 
of the National Health Information Strategy 
and in the review and further development of 
the strategy over time; 

• Ensuring the appropriate use of information 
in information service plans between the 
Department and the HSE; 

• Developing a multi-annual information and 
ICT action plan; 

• Prioritising and approving major health 
information developments; 

• Ensuring that human resource requirements 
to support health information and ICT are 
identified; 

• Taking a leading role in the establishment of 
a national population health observatory; 

• Putting in place a framework for information 
governance. 

Information governance, to include: 

• Implementation of the information 
governance framework requirements; 

• Standards for anonymisation and restriction 
of disclosure of data to safeguard privacy and 
confidentiality; 

• Providing advice to health agencies on 
information governance issues; 

• Assisting in education and training in 
information governance. 

 

Operational 
 
Standards and quality, to include: 

• Developing standards for measurement 
of management performance; 

• Promoting standardization of data 
collection;  

• Oversee the identification and 
development of national coding 
standards; 

• Developing health information quality 
indicators to support the information 
requirements of the quality agenda; 

• Setting standards for monitoring and 
measuring inequality and equity 
indicators to enable Health Impact 
Assessment and poverty proofing; 

• Developing and maintaining a national 
health information database inventory. 

Information, ICT and technical 
infrastructure, to include: 

• Progressing implementation of the multi-
annual information and ICT action plan; 

• Taking a leading role in the development 
of electronic health records and unique 
identification; 

• Progressing the development of online 
eHealth services; 

• Setting up of the health portal 
infrastructure. 

Health Intelligence 
 

Information needs and analysis, to 
include: 

• Analysis and interpretation of health 
information 

• Analysis of needs and identifying gaps 
in information provision; 

• Initiating responses to identified needs 
as appropriate; 

• Monitoring the success and 
performance of current health 
information sources and their 
compliance with strategic goals and 
priorities; 

• Working with agencies to ensure the 
availability of health information 
necessary to effectively monitor and 
review targets, indicators and 
implementation strategies for the 
NAPS and health. 

Information dissemination, to include: 

• Improve the accessibility of 
information on health to public, 
media, and professionals and 
across sectors; 

• Provide an eHealth information 
portal for Ireland; 

• Develop and promote knowledge 
management within health 
organisations.
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Section Eight - Supporting Business Processes 

8.1 Governance 

 
1. Governance of the Health Services Executive 

 
The Corporate Governance Framework in this section contains recommendations to guide 

health service organisations in developing effective governance arrangements. The 

framework focuses substantially on governance arrangements for the Health Service 

Executive, however the principles are sufficiently generic to allow them to be applied to 

other health care agencies. Additional recommendations are provided for the Health 

Information and Quality Authority. 

   

Internal and external governance 

 
Corporate Governance is the system by which an organisation is directed and controlled, 

in order to achieve its mission and objectives so that it meets the necessary standards of 

accountability and integrity. Governance within the HSE organisation can be classified as 

external and internal reflecting the respective responsibilities for governance of: 

 
• The governing body and senior management of the HSE public organisation 

(internal governance); 

• The executive, the legislature and their specific controlling bodies or authorities 

(external governance); 

 

The recommendations for corporate governance set out in the framework below take 

account of the external and internal governance requirements that should apply to the 

HSE and to all health sector agencies as relevant. 
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Principles of Good Governance for the HSE 
 

• Act legitimately in compliance with HSE legal requirements, within the authority 

conferred, observe due process in all activities and respect the rights and 

aspirations of other stakeholder and the public; 

• Meet publicly declared standards of performance particularly relating to quality, 

equity, value for money in the use of public resources, delivery of agreed outputs 

and achievements of targeted health and personal social services outcomes; 

• Account to stakeholders and to the public for its actions relating to the principles 

set out in the National Health Strategy, quality, accountability, equity and people 

centredness; 

Key Characteristics of Good Governance 
 

• Integrity - measured by the extent to which the board and its officials carry out 

their duties within the law and without self-interest or favouritism; 

• Responsiveness - measured by the ability of patients/clients and the public to 

secure performance to given standards and to obtain redress if these standards are 

not met; 

• Transparency - the extent to which patients/clients and the public are informed 

about the action taken by the organisation and the rules governing these actions; 

• Accountability - the extent to which the organisation (HSE) accounts to 

Government and the general public for the use of public resources; 

 

The Board of the Health Services Executive 

 

The HSE as being charged with the national executive management of the Irish Health 

Service as a unitary system. To deliver this objective the Board of the HSE must focus on 

achieving and maintaining uniformity in service planning, delivery and management 

across the health care system.  
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The unitary nature of HSE will require a single Board accountable for all aspects of the 

operation of the HSE and a unified management structure responsible for all operational 

matters from the CEO down to the budget holder at the point of service. 

 

The membership of the Board should be based on experience and competence rather than 

on representative capacity. Appointments and any actions the Minister takes in relation to 

the Board members should take into account the need to ensure continuity of the Board.  

 

Ministers remedies for Board performance 
 
Situations may arise where the Minister has cause to be concerned about the       

performance of the Board and where routine measures fail to resolve these concerns. It is 

recommended that the Minister have statutory power to take the following actions: 

 

• Discussion of its options with the Board; 

• Requiring information from the Board; 

• Conducting inspections; 

• Initiation of external review mechanisms; 

• Directing that the Service Plan be amended; 

• Replacing the Board Chair with another Member of the Board; 

• Removing and replacing any Member/s; 

• Removing and replacing the Board;  

 

The CEO 

i. The Appointment/Removal of the CEO 
 
The Board of the HSE will appoint the CEO.  The Board will have the power to hire, fire 

or suspend the CEO, subject to due process.  It will be vital to the effective operation of 

corporate governance arrangements that the Board and the CEO develop an effective 

working relationship, while preserving the formal accountability relationship.  
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ii. Accountability of the CEO 
 
The CEO will be accountable to the Board for all operational matters and for the 

performance of the Executive. The CEO will also have a very significant role in the 

system of accountability for public funds. He/She will be responsible for the preparation 

of the annual financial statements ensuring that proper accounts are kept.  

 

He/She will be designated an Accountable Person and should have statutory 

responsibility for giving evidence before the Public Accounts Committee (PAC) for 

regularity, propriety and Value For Money (in the terms set out in the Comptroller and 

Auditor General (Amendment) Act, 1993).  

 

Giving evidence to the PAC, which reports to the Dail, is a key element in the 

accountability framework for public funds. This will be a particularly important function 

in the HSE given the size of its budget. The detailed governance arrangements for the 

HSE, particularly the controls assurance framework, will need to take account of the 

responsibilities of the CEO as Accountable Person.  

 

In addition to the PAC, the CEO may be required to appear before Committees of one or 

both Houses of the Oireachtas on issues relating to the HSE that fall within the Orders of 

Reference of these Committees. 

 

iii. Relationship between CEO and Secretary General of the Department 

It will be essential within this structure that there is close and ongoing liaison between the 

CEO of the HSE and the Secretary General of the DoHC. This should ensure a common 

understanding of emerging issues and system priorities. The CEO will therefore be 

required routinely to brief the Minister and/or the Secretary General (acting on behalf of 

the Minister). 
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The National Management Team 
 
The National Management Team, as recommended by the CEO and Board will be agreed 

with the Minister. The CEO will assign authority and accountability to each member of 

the team.   

 

While individual members of the team will have assigned duties, the team as a whole 

should have corporate responsibility to the CEO. This is to avoid sectional interests 

interfering with the collective objectives of the HSE as expressed in the Service Plan. 

 

Below the Director of the pillars it is proposed that there will be three levels of 

management: 

 
• Hospital Network Manager/PCCCD Regional Manager; 

• Institution or LHO Manager; 

• Within institutions, individual budget holders (including clinicians); 

 

The Director of each pillar will be assigned a budget and an employment ceiling within 

which to deliver services.  The Director will allocate a budget to each network/area 

within the pillar and will hold the manager accountable for delivery.  It is recommended 

that there be formal assignment of authority and accountability at each of the three levels 

from the level above. 

 

Governance within NHO/PCCCD Pillars 

 
The proposed roles, functions and overall governance arrangements for the NHO and the 

Primary, Community and Continuing Care Directorate are set out in sections one and two 

of this report. (Diagram 1: Recommended Corporate Governance Structure, Page 7 and 

Section 4: Organisational Structure, roles and functions of the NHO, and Section 5: 

Organisational Structure, roles and functions of the PCCCD). 
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The HSE Board is responsible for developing and implementing the new management 

structures for the acute and PCCC service pillars. The Board is also responsible for 

developing the necessary governance, reporting and accountability structures to ensure 

that each hospital network and RHO is managed as a single integrated entity and that 

these networks and RHO’s are, in turn, effectively managed and integrated at national 

level. This will require the development and enactment of appropriate statutory 

mechanisms to explicitly link funding provision to the activity levels required by the 

NHO and PCCCD.  

 

2. Governance of the Health Information and Quality Authority (HIQA) 

  
The governance arrangements for the organisation should be in line with established best 

practice in this area and should be guided by the governance and accountability 

guidelines set out for the system as a whole.  

 

The Health Information and Quality Authority should be established on a statutory basis 

and should have the necessary independence to perform its functions. The Board should 

report to the Minister for Health and Children.  

 

Powers of the Authority: 

A range of specific powers for HIQA must be defined in legislation to enable it to 

exercise its roles and functions in respect of health information and quality assurance. 

These roles and functions are elaborated above in section 7.2. 

 

HIQA should have the power to publish the findings of its reviews and investigations 

  
Board of the Authority 

It is proposed that a Board of Directors whose membership would include senior 

management and professional personnel of ability and competence would govern HIQA. 

Membership of the Board should reflect the competencies relating to its remit and should 

include expertise in external evaluation. It is on this basis that members should participate 
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in the Board and not in their capacity as representatives of service providers. It is 

important that the experience of Board members enables them to contribute usefully to 

the direction the authority is taking.  

 

The Minister should appoint the Board of HIQA with the number of appointments 

reflecting best practice for an organization of its size and complexity.  

 

Two thirds of appointments should be made on the nomination of bodies with relevant 

expertise and interest. Nominating bodies may be asked for more than one name with the 

final choice left to the Minister. 

 

The Board should include a person or persons nominated by the Minister to         

represent consumers / users of the Health Service. 

 

The Minister for Health and Children should appoint the inaugural chair of the Board to 

facilitate the establishment of the Authority. However, subsequent appointments should 

be made by election of the Board members to reinforce the independence of the 

Authority. 

 

Responsibilities of the Board  

 
• To deliver its statutory purpose as defined; 

• To provide leadership and strategic direction for the Authority; 

• To oversee the implementation of strategy by the Chief Executive Officer;   

• To ensure the most effective, efficient and beneficial use of the Authority’s 

resources in the performance of its functions; 

• To report on stewardship and performance in relation to the Authority’s mandate; 

 

 

 



  

 73

Term of Office of the Board 

 

The Term of Office of the Board should be no more than 5 years. Initial appointments 

should vary in length to facilitate the retention of expertise within the Board during the 

retirement of its members. 

 

Committees of the Board 

The Board may from time to time establish committees to advise it in relation to the 

performance of its functions. The Board may appoint to such committees members who 

are not members of the Board but who have a special expertise to offer in relation to the 

purpose of the committee.  

 

The Board will be required to establish an Audit Committee. 

 

Chief Executive Officer 

The Board will appoint a Chief Executive Officer of the Authority who will be 

accountable to the Board and responsible for managing the business of the Board. The 

Chief Executive Officer will be employed under a written contract for a specified period 

of time. 

 

Accountability of the Board  

The Board of the Authority will be accountable to the Minister for Health and Children 

for the performance of the functions of the Authority. 

 

The Authority should operate in the context of a service plan drafted by HIQA and 

approved, with any amendments considered necessary, by the Minister for Health and 

Children within a specified period of three weeks.  

 

The Authority, on establishment, should be required to develop a strategic plan to 

implement its role and functions. This should describe the key objectives and deliverables 
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for the service over a 3/5-year period and elaborate the related plans. In developing its 

strategy, the Authority should have regard to the key policy objectives of the Minister for 

Health and Children and his Department. 

 

8.2 Financial Management and Control 
 
 
The Minister for Health and Children and the Minister for Finance accepted the 

recommendations of both Brennan and Prospectus in the area of financial management, 

and are committed to advancing the recommendations set out in these reports. 

 

It is therefore necessary to enhance the current principles and systems underpinning the 

financial management of the health service. This section describes key recommendations 

for financial management and control under the following headings:  

 

1. Funding and budget management; 

2. Accounting; 

3. Risk and fraud; and  

4. Capital. 

 
1. Funding and Budget Management 

 
Budget management is an integral part of the overall service planning and management 

process.  Given the HSEs overall responsibility to deliver the Service Plan within 

approved funding, greater emphasis on reporting performance will be required from local 

management, together with a clear indication of action taken where difficulties arise. 

Experience would suggest that the role of expenditure and cash controls will be vital to 

ensure financial stability across the system. 

 

The current funding of the health service is incremental, that is, a process of annual 

additions to the previous years allocation.  One consequence of this incrementally based 

estimates process is that financial allocations largely reflect their historic funding 

positions. There have been significant demographic and social changes over the years that 
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have had implications for health service delivery but which are not reflected in the 

allocations (for example: changes in the size and age profile of the population). Funding 

should be determined in a manner that captures these changes in society.   

This implies an examination of the existing allocation taking account of factors such as 

population size, demographics, specialties, client profiles etc. 

 
Key Recommendations  

 
• The Service Plan should be maintained, developed and incorporated as the basis 

for funding, management, accountability and performance measurement in the 

healthcare system; 

• The system should reward those who are prudent in relation to the management of 

finances rather than transferring funding from areas that have lived within budget 

to those which have not done so.  This principle which is supported by the 

recommendations of the Brennan Commission should extend to the RHO and 

LHO levels as well as applying to the PCCC and NHO pillars; 

• The system should allow for the purchase of some or all primary care service 

from a variety of sources, including statutory and non-statutory, not-for-profit and 

private organisations; 

• The system must be able to effectively monitor and evaluate health spending and 

performance; 

• Activity Based Costing (ABC) should be rolled out nationally to create the vital 

link between services and their costs. The introduction of this system should build 

on the experience of the two ABC pilot sites in the ERHA and the Southern 

Health Board;  

 

2. Accounting 

 
The rationalisation of health care agencies should be accompanied by a critical 

assessment of the accounting standards currently used by health boards, voluntary 

hospitals and other agencies. The best characteristics of the existing version(s) should 

be retained and reinforced by new standards as required. 
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Given the importance of obtaining reliable, accurate and consistent financial (and 

costing) information for all of the Executives operations, the revised standards must 

be developed with flexibility and must serve the system on a uniform, national basis.  

 
Key Recommendations 

 
• Statutory & management accounts should be reported by care group.  Suggested 

care groups are: 

 
Primary, Community and Continuing Care; 

o Services for Children; 

o Primary Care & Community Services; 

o Services for Older People; 

o Services for People with Disabilities; 

o Mental Health Services; 

 

• Statutory and management accounts in the NHO should be reported by Hospital 

Specialty Groupings (MDC/ DRG based). 

 

[It should be noted that this recommendation is based on the assumption that the 

current structure and funding of primary, community and continuing care will be 

retained in the new system. This assumption is implicit in a number of 

recommendations made throughout this report and is not congruent with the PCCC 

structure proposed in section two. The inconsistency will need to be addressed as 

soon as possible during phase two of the Reform Programme] 

 

• The Care Groups and Specialties reported in the Annual Financial Statements / 

Management Reports should mirror those reflected in the Service Plan and the 

Annual Report. This will require the development of linkages between Financial 

and Non-Financial Information. 
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• An Accounting Standards framework should be introduced to guide the basis and 

preparation of all Monthly Management Accounting and Cost Accounting 

activities within the Executive.  

• The Executive’s Accounting and ICT functions should be co-ordinated to achieve 

consistent and common financial datasets and definitions. 

• Ensure that clear and unambiguous statutory provisions underpin all significant 

accounting reforms. This involves accounting standards, policies, reporting, 

governance, and accountability and audit components of the reform programme.  

 

3. Risk & Fraud 

 
One of the basic principles of public sector organisations is the proper use of public 

funds. It is incumbent on every manager and, indeed every member of staff, to accept 

responsibility for risk assessment, identification and management in an appropriate way. 

 

The Prospectus and Brennan reports emphasised the need to improve governance and 

accountability within the health system. In that context, risk management will play an 

important part of the reform process. The absence of a risk management standard across 

the health care sector has allowed individual organisations to develop their own 

approaches. In some cases such approaches have been informed by best practice and in 

others more by available resources and existing cultures. 

 
Key Recommendations 

 
• There should be a Total Risk Management approach by all agencies and the Chief 

Executive Officer of the HSE should hold the responsibility for the 

implementation of a Risk Management Strategy; 

• There should be a Risk Assessment Unit within the reformed DoHC whose role 

and responsibility would be to assess the risks involved during the design of 

future policies; 

• Risk Management at executive and operational level should be the responsibility 

of the Health Service Executive; 
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• The HSE should report to the DoHC on the current position and effectiveness of 

Risk Management within funded agencies; 

• The HSE will have responsibility for driving best practice in Total Risk 

Management down through all funded agencies and for monitoring its 

implementation; 

• The HSE should provide technical support and advice to individual officers or 

agencies. The HSE should advise on the design and execution of control measures 

to minimise risks; 

• A fraud response plan should be developed, an essential element of which is a 

whistleblower protection policy. This policy should include a clear statement of 

the organisations commitment to comply with applicable laws and practices and 

should encourage the reporting of misconduct. 

 

Capital and Asset Management 

 
National investment in capital projects is in excess of €500m annually.  The Irish health 

estate, is very extensive, covering lands, buildings, plant and major items of equipment 

across all care programmes.  A significant proportion of the estate is old, in poor 

condition, and falls short of contemporary standards.   

 

The health estate is increasingly subject to demands for change, arising out of 

technological development, advances in medical practice, higher patient expectations, 

and a tighter statutory and regulatory framework.  

  

The new structures and systems proposed in the health service reform programme should 

contribute significantly to improved patient care and outcomes through the provision of 

high quality health buildings. They should deliver demonstrable value for money’ in 

relation to investment made by linking future investment strategies with measurable 

quality standards and performance indicators.   
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Health Facilities Planning Unit and National Facilities Office 
 
There should be a separation of overall policy and advisory functions from those of 

detailed implementation and operation. The submission of proposals for development and 

investment should be separated from the consideration and evaluation of such proposals. 

 

On the basis of this, two units with responsibility for capital matters should be 

established: a “Health Facilities Planning Unit “to deal with strategic, advisory and policy 

matters, and a “National Facilities Office”, to deal with service and project planning. The 

latter would also be responsible for all relevant professional, technical, and procurement 

issues, together with facilities management functions.   

 

Two options for the proposed structuring of these units within the new system are 

illustrated overleaf. The Financial Management and Control action committee proposed 

and considered these structures with the majority of members favouring Option One.  

 

The functions and responsibilities of the units should be the same irrespective of their 

position within the new organisational structure.  The main differences between the 

models, arising from their different positions within the system, are their lines of 

accountability, reporting mechanisms, and communications structures. 
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(Model 1) TECHNICAL SERVICES, PHYSICAL AND CAPITAL PLANNING & FACILITIES 
MANAGEMENT IN THE REFORMED HEALTH STRUCTURE  

  
This model presumes a streamlined HSE, composed essentially of the CEO of the Executive itself, supported by 3 
Directors, one for each of the component parts of the executive, namely the PCCCD, the NHO, and the NSSO. In this 
arrangement all capital functions provided through the 2 distinct units mentioned above will be located within the 
NSSC, and will report to the HSE through the Director of this pillar.  
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(Model 2) TECHNICAL SERVICES, PHYSICAL AND CAPITAL PLANNING & FACILITIES 
MANAGEMENT IN THE REFORMED HEALTH STRUCTURE 

 
This model recommends that the ‘Health Facilities Planning Unit’ will be set up within the Health Services Executive, 
as one of the corporate support functions, reporting to the Director of Finance. The ‘National Facilities Office’, should 
in this case be located within the National Shared Services Centre, to support the HSE and its 2 pillars.  
 
 
 

 
 
 

     NHO PCCCD 

MINISTER FOR 
HEALTH & CHILDREN 

HIQA 

 
 
 
 
 

HEALTH  
SERVICES  

EXECUTIVE 

NSSO 

REGIONAL 
HEALTH 

OFFICES (4) 

LOCAL 
HEALTH 
OFFICES 

REGIONAL HOSPITAL 
GROUPS 

INDIVIDUAL 
HOSPITALS 

HEALTH 
FACILITIES 
PLANNING  

UNIT 

PCCCD 
DIRECTOR 
 

DIRECTOR 
SHARED 

SERVICES 

DIRECTOR 
FINANCE 

S
T

R
A

T
E

G
IC

 P
LA

N
N

IN
G

 
 

IM
P

LE
M

E
N

T
A

T
IO

N
 

&
 O

P
E

R
A

T
IO

N
 

P
O

LI
C

Y
 

 

CEO 

NATIONAL 
FACILITIES  

OFFICE 

 

DIRECTOR 
NATIONAL 

HOSPITALS 
OFFICE 

DEPT OF HEALTH & 
CHILDREN 

HSE Board 



  

 82

Key Recommendations  
 

• Future investment strategies should be linked with measurable quality standards 

and performance indicators; 

•  A Health Facilities Management Unit and a National Facilities Office should be 

established as above; 

• The planning and management of capital developments should be integrated with 

the strategic and service planning processes; 

 

The recommendations contained within this section are based on a centralised system of 

asset management. The PCCC action committee expressed concerns that this may impact 

on the ability of providers to manage and redirect resources to optimise local service 

delivery.  The action committee therefore recommended that decisions to sell assets and 

reinvest should reflect the interests of local service provision and that this should be 

reflected in the new structures. 

  

Value for Money (VFM) 

 
It is essential that there is a clear understanding that living within budgets and delivering 

on Service Plans does not necessarily mean that value for money is maximised. There is, 

now, a real opportunity to develop the Service Plan and financial budget in a way that 

targets service delivery and maximises value-for-money. A value for money culture must 

be embedded in the management process.  The Deloitte and Touche Report (2001) notes 

that “the Irish system currently lacks any formal broadly based VFM framework 

supported by management processes, consistently applied”. It is therefore essential that 

VFM must be addressed in greater detail in the next phase of the implementation of the 

Health Service Reform Programme. 
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8.3 Service Planning  

 

Within the proposed new structures as outlined in the Government Decision of June 2003 

there will be a single National Service Plan document, prepared by the HSE and made up 

of three distinct sections: 

 
• PCCC 

• NHO 

• Shared Services 

 

The National Service Plan will be the annual contract between the Minister for Health 

and Children and the Health Service Executive. It will set out the type, volume, quality 

and impact of health services to be managed and delivered by the HSE for the population 

of Ireland in that year. Service delivery will be within the approved financial and staffing 

allocations and will reflect Government priorities.  The National Service Plan will be a 

vital document linking activity, finance and manpower and will be the benchmark against 

which performance will be measured throughout, and at the end of the year. All 

organisations must have the appropriate statutory requirements in place in relation to 

service planning, monitoring and reporting. Capital expenditure, incorporating ICT 

development should be included in the service plan and should be accompanied by 

clearly identified separate accounting and control arrangements. The service plan will be 

used to ensure that there is a consistent approach to the application of ICT throughout the 

system  to both voluntary and statutory elements. 

 

 The National Service Plan should be based on the application of a national template for 

annual service plans.  It is envisaged that the plan, as approved by the Minister for Health 

and Children, will be supported by a single budget allocation to the HSE.  

 

Within this single budget, allocations will be made to each of the pillars of the HSE; it is 

further envisaged that these allocations would, in turn, be broken down by care group or 

specialty, by region. 
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The HSE will function as a national agency that delivers services, specified by the DoHC, 

and will have the authority and obligation to vary the service plan outputs, where this is 

necessary to remain within budget. The HSE will therefore, have the authority to take any 

corrective action it deems necessary to achieve the agreed level of output, based on 

information arising from the agreed service plan monitoring and reporting processes. 

Decisions that give rise to variation from the National Service Plan (whether as a result of 

a reallocation within PCCC services or between PCCC and acute hospital services) will 

demand a high degree of organisational accountability on the part of the HSE. 

 

Such decisions together with clear reasons for them should be set out in the HSEs annual 

report. The DoHC, on behalf of the Minister, will have the central role in ensuring 

accountability through its critical analysis of service effectiveness and efficiency.  The 

CEO of the HSE, as an accountable person under legislation, will also be accountable to 

the Oireachtas for the performance of the HSE in this regard. 

 

There should be a 3-5 year rolling strategic plan, for the HSE to provide direction to 

annual service plans (based on a consistent approach throughout the system). Service 

planning will reflect a population health approach to the delivery of health services 

including; needs assessment, evidence based prioritisation of services, and performance 

evaluation, with a particular emphasis on health impact assessment. A more effective 

approach to care group planning will need to be developed and consideration given as to 

how this will link with the service planning process. 

 

Service Plans will be underpinned at all levels by an associated operational plan or work 

plan. Operational plans will translate the actions identified in the service plan, into 

specific, detailed tasks or steps to be undertaken in the service unit or department.  The 

timeframe and lead person responsible for each task will be identified in the operational 

plan. There must be a consistent approach to the development of operational plans 

throughout the system. 
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The reports from the action committees focussed on the service planning process, as it 

will apply to the PCCCD and the NHO. It is intended that the same approach will be 

applied to the NSSO. 

 

National Hospitals Office 

The NHO will be responsible for ensuring that the National Service Plan, as it relates to 

acute hospital services is underpinned by service plans at each level of the system (down 

to individual cost-centre level). The HSE will allocate funding (capital and revenue) for 

acute hospitals to the NHO. The NHO will then allocate funding to hospital networks on 

the basis of service agreements, which explicitly link funding to activity levels. 

 
The HSE will report regularly to the Minister for Health and Children on activity, 

financial performance, employment, emerging outturns, anticipated pressure points and 

proposed remedial action. 

 

The resolution of conflicts regarding competing demands in relation to acute hospital 

services will be the responsibility of the NHO.  

 
Primary, Community and Continuing Care Directorate 
 
The PCCCD section of the National Service Plan will show national figures. These 

figures would initially be presented, aggregated to national level. They would 

subsequently be described by Care Group and by region (the regional breakdown would 

appear only in the Care Group context). The breakdown within the Regional figures 

would appear in the Service Plans for each RHO.  

 
 
 
 
 
 
The Health Information and Quality Authority 
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The Authority should operate in the context of a service plan drafted by it and approved, 

with any amendments considered necessary, by the Minister for Health and Children 

within a specified period of three weeks.  

 

The Authority should also be required on establishment, to develop a strategic plan for 

the implementation of its role and functions. This plan should describe the key objectives 

and deliverables for the service over a 3/5-year period and elaborate the related plans. In 

developing its strategy, the Authority should have regard to the key policy objectives of 

the Minister for Health and Children and the DoHC. 

  

The National Service Planning process should provide the vehicle for the DoHC to put in 

place structures and processes that ensure that the HSE and its constituent pillars comply 

with HIQA standards. The HSE similarly should put in place structures and processes and 

clear lines of accountability and responsibility, to ensure compliance with HIQA 

standards.  

 

Human Resources 

 

 “Human Resource Management must become an integral part of the service planning 

process as the key determinant of business objectives.  This must be achieved through 

integrated planning rather than as an after thought. The role and position of Human 

Resources management is critical to the successful achievement of service imperatives.” 

(Chairman of APPM Group, 2002) 

 

In order for HR policies, (including overarching policy in areas such as APPM and 

Sustaining Progress) to cascade from national to local level, they must be fully integrated 

into the service/provider planning process. A strengthening of this integration would in 

some respects dilute the importance of the ‘number of employers’ question as HR 

effectiveness could be measured in this way, regardless of the employment relationship.  
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Performance Management 
 
The National Service Plan will contain organisational and financial targets. The 

performance of the HSE and its constituent parts will be measured against their success in 

meeting these targets.   

 
A national set of key performance standards and indicators relating to equity, access, 

effectiveness, efficiency, service user satisfaction, health improvement and other aspects 

of the quality of services will also be required. 

 

A cascading system of service plans, consistent with the provisions of the National 

Service Plan will be in place at all levels of the HSE organisation. Performance at each 

level will be measured against the success at that level in achieving the activity and 

financial targets set down for it. The development of regular and strong performance 

reporting mechanisms centred on the National Service Plan will allow for identification 

of policy issues that need to be addressed by the DoHC. 

 
In relation to Human Resource Management, there is a need to develop robust 

governance and accountability structures to progress the HR agenda. A key component of 

this will be the development and implementation of appropriate corporate HR 

performance measures that should be integrated within the service planning process. 

 
8.4 Audit  

 
The Combined Code on Corporate Governance (2003) recommends that: 

“The board (of the HSE) should maintain a sound system of internal control to safeguard 

[shareholders’ investment] and the [company’s] assets.  The board should, at least 

annually, conduct a review of the effectiveness of the [group’s] system of internal control 

and should report to [shareholders] that they have done so.  The review should cover all 

material controls, including financial, operational and compliance controls and risk 

management systems.” 
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To comply with best practice, it is proposed that, in addition to the accountability 

framework for the HSE set out in the governance guidelines, other important aspects of 

governance within the HSE will be:  

 
 

• A nationally defined controls assurance framework; 

• Audit committees; 

• Internal audit function; 

 

Controls Assurance Framework 
 
The controls assurance framework should provide a systematic approach to: 

 
• Assist Management to identify, assess and evaluate risks and controls in their area 

of responsibility; and    

• Provide a mechanism for reporting to the CEO and the Board on the system of 

internal control and risk management; 

 

The NHS Controls Assurance Framework4 should guide the development of a 

nationally defined controls assurance framework. The NHS system consists of three 

overlapping systems; controls assurance, clinical governance and risk management.  It is 

a risk controls self-assessment system, which requires managers to report on the key 

controls that are in place, the risks they address and the effectiveness of those controls.  

 

 It is underpinned by nationally published standards on governance, financial 

management and risk management, which contain key criteria and guidance to assist the 

boards of NHS organisations to determine the integrity of their systems of governance 

and internal control. 

 

 

 

                                                 
4 NHS E (1999) Guidelines for Implementing Controls Assurance in the NHS. Guidance for Directors. No. 
2, 4  
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Audit Committees 

 
A HSE audit committee should be established and the location of audit committees in 

other parts of the structure considered as part of this.  The role of the audit committee will 

be to support the CEO and the Board on matters relating to governance, internal control 

and risk management processes.  A recent publication on audit committees (Smith Report 

2003) recommends that the role and responsibilities of audit committees should be to: 

 

• Monitor the integrity of the financial statements of the organisation; 

• Review the organisations internal financial control system and, unless addressed 

by a separate risk committee or by the Board, the committee should assess the 

scope and effectiveness of the systems established by management to identify, 

assess, manage and monitor financial and non-financial risks; 

• Monitor and review the effectiveness of the internal audit function; 

• Monitor and review the external auditor’s independence, objectivity and 

effectiveness; 

 

Internal Audit Function 

 
The HSE should have a properly constituted, adequately resourced internal audit 

function.  The objective of internal audit is to provide independent assurance to the CEO 

and the Board (via the Board Audit Committee) on the effectiveness of internal controls 

and risk management in the areas audited.  

 

The internal audit function should adopt a risk-based approach to audit that directs 

resources at high-risk areas including overall governance arrangements.   
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8.5 Integration 

 

Integration within the Health System 

 
The range of services provided by the health system, from health promotion and disease 

prevention to acute hospital treatment and a wide spectrum of social and community 

services, means that healthcare is a uniquely complex environment. This presents 

substantial challenges in terms of the ability of the system to provide responsive, 

seamless care.  

 

The ability to plan and deliver integrated services to the consumer is a core objective of 

the reform programme. The potential exists however, as in any organisation for isolated 

work systems and practices to hinder this objective. Effective integration between the 

DoHC, HSE and HIQA and between the various structures supporting these organisations 

in service delivery will be essential for the effectiveness of the healthcare system as a 

whole. 

 

A potential risk in relation to the new structures is that advances in integration could be 

jeopardised by the division of primary, community and continuing care services from 

acute service delivery.  The potential for two separately managed streams of service 

planning and delivery which only come together at corporate level within the 

organisation must be countered by the development of a strategic approach to integration. 

Integration of primary, secondary and tertiary care, at regional, supra-regional and 

national levels will be essential to ensure effective performance, better health and social 

gain outcomes, accountability, improved health resource utilisation and real value for 

money.  
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Integration can be defined in terms of: 

 
• Integration from national to local level;  

• Integration within community services; between general practice, public health, 

child care, disability, mental health and other community based services; 

• Integration across acute and non-acute services; hospital services, rehabilitation, 

respite and other community based support services; 

• Integration between the voluntary and statutory service providers for patients who 

interact with both for different elements of their needs. 

 

Responsibility for Integration 

 
Responsibility for integration must reside with managers at all levels within the system. 

This responsibility must be made explicit. Performance measurement should encourage 

and evaluate improved integration and managers should be required to develop formal 

structures to support this. Integration will be the responsibility of the Board and the 

Executive of the HSE and should therefore be described explicitly in the functions of 

each. 

 

 Supporting and Enabling Integration 
 
Integration can be supported through the following: 

 
• Strategic and service planning processes; 

• Organisational arrangements at all levels in the system, with designation of 

specific roles if necessary; 

• Procedures and protocols to guide the delivery process in an integrated way; 

• Procedures to identify and address organisational, geographic and behavioural 

barriers to integration; 
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Driving Integration 

 
Population health, needs assessment and service planning will drive integration. 

Monitoring, evaluation and reporting on services must reflect the importance of 

integration from the patient perspective.  Financial systems should also be designed to 

actively reward integration through incentive based programmes.  

 

Integration at regional level between the RHO and the hospitals system will be essential 

to ensure a single system approach.  In order to facilitate this, the region served by each 

RHO and that served by the relevant Hospital Network should be coterminous.  

Dedicated resources should also be put in place to project manage the reorganisation of 

hospital services with a specific focus on achieving effective integration with the 

Regional Health Offices. This work should establish formal working relationships and 

effective liaison between the two pillars. The Directors of RHOs and the Network 

Managers whose areas are contiguous should build mechanisms to support effective 

integration as follows: 

 
• Referral guidelines and protocols for consultant, nursing care and diagnostic 

services for all levels/streams of acute hospital services; 

• A standard approach to admission protocols and guidelines should be taken in all 

networks serving the regions; 

• Discharge arrangements/plans should agreed between the hospital and a key 

primary care worker; 

• Integrated care pathways should be facilitated by key workers in both acute and 

primary, community and continuing care settings; 

• Shared care arrangements for specific health conditions and chronic disease 

management; 

• Ambulatory care arrangements; 

• Outreach clinics and services by consultants, clinical nurse specialists and 

advanced nurse practitioners in primary care settings; 

• Joint service initiatives as appropriate; 
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• The integration and interface of IT systems between primary and secondary care 

should be a key objective; 

• Development of a cohesive communication strategy for service users in each 

region outlining service provision and providing education for service users on 

how to access services; 

• Developing appropriate change management programmes which support 

integration of services; 

• Develop performance measures and indicators, which reflect effective integration 

of services in terms of planning, delivery, monitoring and evaluation;  

• The development of the electronic health record should be a primary objective of 

both service pillars to support effective integration and appropriate use of services 

across service settings; 

 

Dedicated resources should be put in place to project manage the reorganisation of 

hospital services with a specific focus on effective integration between the hospital 

services and the Regional Health Offices. This work should establish formal working 

relationships and effective liaison between the two pillars. 

 

Information and Communications Technology is a key enabler of integration. 

Communications, information management and other technologies will be essential for 

advancing the Reform Programme. 

 

The role of HIQA 
 
There is a need to develop measurement tools that define integration and set the standards 

to be achieved.  This approach to integration should be incorporated into quality-based 

protocols developed by the Health Information and Quality Authority in the longer term. 

 

HIQA will also need to develop a method of working which emphasises partnership with 

the wider health system in the development of its standards and guidance.  

 

A discussion paper on integration is included at Appendix 2. 



  

 94

8.6 Human Resource Management 

 
The Action Plan for People Management (APPM) and the modernisation programme set 

out in Sustaining Progress; provide a foundation on which strategic HR can be developed. 

A range of policy areas including training and development, best practice policies and 

procedures, and the line management role in HR is addressed in these reports.  

 

Areas that will require further development include workforce planning and the 

development of HR performance indicators by the corporate HR function of the HSE. 

Policies such as Personal Development Planning/Competency Frameworks and Equal 

Opportunities/Accommodating Diversity that have already been developed should be 

built on. A coherent plan should be developed to draw together and further develop the 

various policy initiatives, agreements and institutional capacity which exists in the 

system.  

 

1. Health Service Executive 

 
HR functions must always be capable of responding to the needs of those managing and 

working within the health service.  Achieving this will depend on the right positioning of 

the various HR functions within the reformed health service while at the same time 

ensuring that there is a strong, effective and direct governance and accountability 

structure at HSE level.  

 

The strategic HR function of the HSE should be assigned responsibility for the 

development of leadership capacity, management development, HR effectiveness and 

organisation development across the health sector. A revised leadership model should be 

built and existing leadership and change capability within the system audited. 

 
The roles currently performed by the HSEA and the OHM should reside within the 

strategic HR function in the HSE Corporate. 
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Employment Status in the Health Service Executive 

 
i. Benefits of a Single Employer 

 
A single employer facilitates consistent application of policies and procedures, and 

ensures that a single HR/IR agenda is disseminated through the system. This is consistent 

with the health strategy objective that the health service becomes an employer of choice. 

A single employer means that negotiations on employment conditions are less fragmented 

and integration, mobility, communication and accountability are facilitated. In addition, a 

single employer may facilitate the smooth operation of shared services. 

 

ii. Limitations of a single employer 

 
A single employer will have well in excess of 100,000 staff, and thus limited 

organisational identity. It is unclear if there is any legal basis to compel voluntary 

providers to cede employment authority to the HSE. Even if such an approach were 

desirable there would be a significant range of issues to be addressed. There are a large 

number of voluntary providers and there may be contingent liabilities for the State in 

taking over direct operational responsibilities. In the grant funded voluntary sector there 

may be employees with different terms and conditions of employment, which could 

significantly increase the cost to the State if they became direct employees. 

 

iii. Extent to which Objectives can be achieved by other means 

 
A single employer is not necessarily the only or most desirable way to achieve the 

objectives outlined above. Well-designed service plans, and service level agreements 

could provide the same outcome if the structure of the HSE, the pillars and the 

regional/local offices are properly defined. There may need to be supportive legislation in 

this case. 
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iv. Recommendations 

 
It is recommended that, in the short term the HSE should be the new employer for all 

existing health board staff. It is also likely that agencies subsumed into the HSE will have 

employment status transferred to the new organisation.   

 

The voluntary hospitals and other voluntary providers should continue existing 

employment arrangements at this time. However, the objective of achieving all of the 

advantages of a single employer is the desired outcome in the longer term. This objective 

should therefore be kept under review. There are a number of other issues, which also 

need to be considered: 

 
• The organisational management structure of the HSE must ensure a consistent 

approach within the pillars, to the devolution of authority in relation to human 

resource and industrial relations functions; 

• While voluntary providers remain as individual employers, a service planning and 

service level agreement framework must provide the HSE with an enforcement 

role to ensure compliance with national policy; 

• The HSE should endeavour to develop a single contract of employment to be used 

by all health service employers.  This could achieve some of the advantages 

sought from a single employer but is also likely to have industrial relations 

implications; 

 

Primary, Community and Continuing Care 

 
The PCCC model proposed involves a very different way of working in primary care 

teams and networks.  There will need to be a mechanism for dialogue with the 

professional bodies and representative organisations, to address both the consultative and 

industrial relations processes. 
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The Sustaining Progress agreement provides a clear context for the development of 

flexible approaches to working, and a change from traditional reporting relationships to a 

system in which professionals may report to a member or members(s) of another 

discipline. The Partnership approach should be used to develop these models in 

consultation with those affected. 

 

National Hospitals Office 

 
• The HSE should, after the transition phase, review the Prospectus proposal regarding 

the establishment of larger hospitals or groups of hospitals as separate legal entities. 

Pending the above, there should be no change in the legislative status of Corporate 

Body Hospitals (and the employment position of their staff); 

 

• In view of the strongly held position of voluntary hospitals, no change is proposed in 

the status of those hospitals or their staff.  Arrangements to allow for deployment or 

secondment of such staff within networks should be introduced;   

 
 
In relation to appointments in the future the following is recommended:  

 
• Hospital based consultants and other health professionals should be assigned to the 

hospital network as a whole and may be required to rotate amongst hospitals within 

the network; 

 

• The Local Appointments Commission (or the proposed Public Appointments 

Commission) should maintain its existing role in relation to senior appointments; 

 

• The HSE should take over responsibility for setting the qualifications for all 

professional grades, including consultants, in all publicly funded hospitals; 
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Training and the Multi-disciplinary Team Working Model 

 
Critical to the success of a reformed and centralised approach to HR is the strengthening 

of the line management role in people management. This can be achieved through greater 

devolution of operational HR matters to line managers, supported by structured training 

and skills development and strong central guidance. Devolution of operational HRM to 

line managers has been a critical element of successful HR reform in many other OECD 

countries.  This should be supported by effective management development.   

 

Mechanisms are also required to address professional and personal development of 

individual professionals. These mechanisms should complement other arrangements in 

the system for professional and personal development, for example, inter-agency 

collaboration, training and team building programmes aimed at strengthening the team-

working element of primary care teams. 

 

Detailed consideration and stakeholder consultation is required to determine how 

elements of organisational accountability such as clinical supervision, training and 

development, complaints procedures and risk management will be provided for within a 

multidisciplinary team model.  This should feature significantly in the next phase of the 

implementation process.  

 

Workforce planning and skill mix review 
 
Integrated workforce planning will be needed to recruit and retain sufficient numbers of 

all grades of staff to meet health service needs.  

 

The HSE will need to have in-depth knowledge of integrated workforce planning and 

skill mix to enable the efficient and effective use of human resources. An audit of the 

critical skills and competencies required to deliver system capability and performance 

should be conducted and the HSE should ensure that these are in place in the new system. 
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Individual Performance management 
 

The Board of the HSE will be responsible for putting in place an appropriate performance 

management structure at senior management level. This plan should take account of the 

fact that the APPM has already set out HR objectives to be implemented across the health 

services. 

 

The development of the Performance Management Programme (PMP) has been agreed 

with the Health Service National Partnership Forum and is currently being implemented. 

It will be the responsibility of the HSE to develop and drive the PMP in the health 

services.  

 

The introduction of a uniform Performance Management Process into the management 

cadre, where this has not already happened, will be the responsibility of the CEO of the 

HSE. The Board will hold the CEO accountable for the implementation of PMP 

throughout the organisation. 

 

The personal development planning process should be expanded to facilitate stronger role 

clarity, performance planning and communications between managers and employees. A 

system-wide performance management framework should be implemented. 

 
Key Recommendations 
 
• Build a revised leadership model and audit existing leadership and change capability 

within the system; 

• Develop an employee engagement process including communications processes in 

addition to existing partnership structures; 

• Integrate positive HR management and measurement into the service planning and 

business cycle; 

• Develop appropriate HR design and delivery systems for the various levels required; 

• Mind and proactively manage the transition process; 

• Audit and externally benchmark existing HR resources; 
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• Expand and develop the Clinicians in Management Programme; 

• Develop appropriate HR design and delivery systems for the various levels in the new 

system. Clarity of roles and responsibilities will be an essential component of this; 

• There should be a clear distinction between the policy development of HR within the 

HSE and the delivery of transactional functions in the NSSO. 

 

2. Department of Health and Children 

The DoHC Action Committee acknowledged the development of people, including skill 

mix, competencies, and reward and recognition, as a key component of organisation 

design. Strategic HR is fundamental to improving organisation performance and building 

capacity in the organisation. Strategic HR initiatives raised by the Committee 

encompassed: 

 
Building capacity in the organisation 

•  The recruitment and integration of professional staff (including business, technical  

and other skills in addition to health and social care professionals); 

i. Direct recruitment of professional staff on contract 

ii. Placement programmes with new agencies to source and rotate 

professional staff  

• A formal internal mobility policy to strengthen corporate overview, to enhance career 

prospects and to ensure that equality and diversity strategies are adhered to; 

• Reciprocal placements for non professional staff between the DoHC and the HSE. 

 

Multi disciplinary working and reporting relationships between professional and 

administrative staff 

 
• Assignment of professional staff to teams for specific periods of time and ensure all 

members of team are part of the day to day administrative / policy work programme 

of those teams;  
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• Reporting relationships between administrative Civil Servants and Professionals, in 

the context of participating in and leading multi-disciplinary, cross divisional project 

teams, including those led by professionals. 

 

Supporting and developing cross divisional working 

• Cross divisional teams to be used as required or as standing committees to develop 

policy on cross cutting issues; 

• Managing performance and delegating responsibility to appropriate levels in the 

organisation under the Public Service Management Act. 

 

8.7 ICT 

 

In the new structure, ICT will be a vital element of the three organisations – The 

Department of Health and Children, the Health Service Executive and the Health 

Information and Quality Authority. It has the potential to be a key driver of change to 

create the modern, user-focused, efficient, cost effective health service envisaged in the 

reform process.  

 

A significant level of research and evaluation has been undertaken in developing the 

following: 

• A National Health Information Strategy; 

• An ICT Action Plan; 

• The framework of ICT for the reform process. 

 

These reports have set out a configuration for ICT for the new structure, functions and 

key business processes.  
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The report of the ICT action committee details: 

 

1. The structural elements; 

2. The role and functions; 

3. Business process elements;  

4. Key next steps; 

5. Major Strategic ICT Projects; and 

6. Skill mix and leverage available to new organisations. 

A major part of the reform programme will be the development of an ICT enabled 

healthcare service. For this reason the ICT action committee report is included in 

Appendix 7. This should be used to provide a basis for the work of Phase Two of the 

Reform Programme. 
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Section Nine - Risk Analysis and Critical Success Factors 
 
9.1 Introduction 

 

The risks associated with the development of a programme of change of this scale are 

numerous. The Health Service Executive as the key new organisation in the newly 

structured system needs to take a strong leadership role early on to build confidence in 

the change programme; to generate momentum for change and to give a greater sense of 

certainty around key questions as yet unanswered. 

 
9.2 Risk Analysis 
 

i. Timescale 
 

Insufficient time to develop the system, which reflects the new structures; 

 
ii. Task 

 
Magnitude of the task involved; 

 
iii. Skills Loss 

 
Haemorrhage of key skills and knowledge in absence of early clarity; 

 
9.3 Critical Success Factors 
 

i. HIQA 
 
The early establishment (i.e. early in 2004) of HIQA is an essential prerequisite to 

carrying out its roles and functions.  Developing, adopting and defining ICT standards 

will entail a considerable amount of work, without which HIQA’s role in enterprise wide 

ICT developments cannot begin to develop. This work is given added urgency by the 

expansion of ICT capital expenditure for 2004. 
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ii. Information and Communications Technology 
 

An ICT plan to support the implementation and delivery system for PCCC as set out in 

the report of the PCCC Action Committee needs to be developed as a component of 

phase two of the Health Reforms process. Without such priority given to ICT many of 

these services may be impossible to implement. 

 

The successful and comprehensive implementation of a standardised PPARS system is 

critical to the HR structure both as a whole, and for the successful development of shared 

services, the development of effective management reporting systems and administrative 

efficiency. 

 

iii. Human Resources 
 

Staff must be kept informed and need to understand that their experience is valued by the 

health service.  Creative use of the existing human resources will be a critical challenge 

for the new HR structure and throughout the change process staff must be kept influenced 

and trained to ensure a smooth transition to the new structure. 

 

iv. Policy and Accountability 
 

A critical success factor for the ability of the new organisation to deliver evidence based 

policy making and accountability will be the extent to which the organisation can work 

laterally with the HSE and HIQA. Links with HIQA in relation to policy and 

monitoring/evaluation will be essential. 
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Section Ten - Transition Management Processes 
 
10.1 Financial Management and Control 
 
 

1. Funding and Budget Management 
 

• Prepare information for the HSE on all relevant bank details and on the hospital and 

voluntary sectors; 

• Funding control mechanisms currently operational should also be developed in new 

legislation and structures proposed for the Health Reform Programme; 

• The Casemix funding model should be further developed in the new system;   

• Consider the feasibility of designating individual Consultants as Units of financial 

accountability and the feasibility of moving towards patient-level costing (Brennan); 

• Do not attempt to simultaneously change the structure and funding mechanisms; 

• Do not dislodge current budget management systems until new systems are fully 

understood and can be implemented; 

• Maintain the existing network of financial and operational control and run on an 

aggregated basis for the HSE until there is a live national financial system (FISP 2007 

– depending upon investment levels); 

 

2. Accounting 
 

i. Transition Strategy 
 
There should be an immediate evaluation of Reform Programme proposals so that a 

national transition policy can be developed for the accounting and reporting functions. 

 

A transition strategy should consider the following approaches: 

 
1. Reform Implementation supported by the existing structures; 

2. Reform Implementation involving full re-engineering of the existing structures; 

3. Reform Implementation that develops the existing structures by prioritising the 

recommendations over a three to five year transition period; 
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The implementation of the Accounting reforms must be properly planned and take 

cognisance of the issues associated with such a complex transition. It is also essential that 

the hand over of functions to the HSE take place at the beginning of a calendar year to 

allow for an effective and smooth transition.  

 
ii. Opening Financial Position 

 

• Ensure that the opening financial position for the new Executive is free and 

unencumbered by legacy and historic health board revenue or capital reserve 

balances; 

• The establishment of the three separate pillars within the Executive will require the 

identification and allocation of accounting balances (opening assets and liabilities) 

attributable to the directorate, hospital and shared services segments; 

• Develop a transition plan to facilitate the changeover from existing reporting 

mechanisms to the new system on commencement of the Executive; 

• Provide for planning and organisational resources to ensure a smooth transition 

occurs between all existing agencies and the new Executive;  

• Arrange for the provision of timely and ongoing advice to enable agencies to finalise 

existing statutory financial statements in preparation for the new Executive; 

• Plan for the accurate transfer of revenue, capital, balance sheet and reserve balances 

to the relevant organisations in the new system, including the close off of draft 

accounts by health boards etc for final audit purposes; 

 

iii. Linking financial and non-financial information 
 
• Commence work to examine and develop both process and systems focusing on key 

elements essential, to relate and link financial information with non-financial 

information; 
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iv. Accounting Standards 
 

• Commence work on a programme to develop and update accounting standards for all 

accounting and reporting by the Executive;   

• Develop National Standard Reporting Templates that will apply to the Health Service 

Executive and all bodies under its aegis. This should be undertaken in consultation 

with the C&AG, who will have responsibility for the audit of the HSE; 

 

3. Risk & Fraud 
 
 
• Establish a Risk Assessment Unit in the DOHC; 

• Continue the work of the Department of Health and Children and the State Claims 

Agency on the preparation of a National Clinical Risk Management Strategy; 

• Develop and implement a Total Risk Management Standard comparable to those in 

Australia and New Zealand; 

• Develop a Total Risk Management Approach which should be adopted by all 

agencies; 

• Develop the STARS system to incorporate all incident reporting, including clinical 

reporting; 

• Determine a legal definition of what constitutes fraud; 

• Commence work on the development of a fraud response plan.  

• Commence work to develop tools and techniques for detecting fraud; 

• Develop mechanisms for reporting suspicions of fraud; 

 

4. Capital 
 

• Establish a singe decision group in the ongoing reform process for matters of Physical 

Infrastructures and facilities. The terms of reference for this group should provide for 

the completion of a proposal that would underpin the future management and 

development of infrastructure both strategically and operationally, to include both 
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capital investment and operational structures and to encompass reform of both 

structure and process; 

• Determine the appropriate structure for the Health Facilities Planning Unit and 

National Facilities Office within the HSE, as recommended in the business processes 

section of this report; 

• Commence a review of business and supporting processes in the area of capital 

developments.  

• Enhance the skills base across the system to support intended improvements in the 

management of capital investment; 

• Review capital business activities in order to identify appropriate reforms that can 

improve the development processes; 

• Ensure consistency between organisational structures, funding arrangements and lines 

of accountability; 

 

10.2 Service Planning 

 
Key Recommendations 

 
• The HSE should agree the level of detail to be contained in the National Service Plan 

document, with the Department of Health and Children; 

 

• Responsibility and accountability should be clearly defined and mapped from 

corporate level to frontline so that each individual is clear regarding their roles and 

responsibilities in service planning, monitoring and reporting processes.   

 

• Decision-making mechanisms will need to be clearly set out, and communicated to 

support the defined lines of accountability and responsibility; 

 
• The IMR should be realigned to link financial allocations, staffing and activity more 

closely. This should include care group presentation so as to mirror the way in which 

this information is presented in the National Service Plan; 
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• The HSE should publish an annual report no later than the end of the first quarter 

following the end of the year;  

 

10.3 Human Resource Management 
 
Key Recommendations 
 

It is the responsibility of the HSE Board to ensure that arrangements are in place for the 

smooth transition of staff to the new organisation. These arrangements must ensure 

continuity of services together with clarity in relation to terms and conditions of 

employment. 

 

Training should be provided to enable staff at all levels to participate in the 

implementation of the reform programme and to clearly understand the changed 

structures, processes and roles in the new system. 

 

A project is required to identify the ICT staffing requirements of the new organisational 

structure and to match existing skills, knowledge and numbers of staff with future 

requirements. 

 

During the transition phase there is a need for prioritisation of HR objectives based on an 

analysis of needs (including an analysis of the role of shared services in delivering on the 

HR objectives of the HSE), which will also inform the finalisation of the new structures. 

 

There must be an explicit focus on the requirement for knowledge management to ensure 

that there is no loss of organisational capacity during the transition. 

 

10.4 Streamlining of agencies 
 
The transition from the present multi agency system to that of a single consolidated 

structure under the governance of the Health Services Executive will be an extremely 

complex one. The streamlining of agencies and in particular the scheduling of that 

streamlining will need to managed in such a way as to maintain the integrity of services 
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whilst recognising the dependencies that exist between the Agencies and the new or 

reconfigured structures.  

 

The legislative implications for each affected agency will need to be mapped out and 

their functions captured within this. The legislative programme will also need to support 

the agreed schedule for streamlining. 

 

1. Sequencing Schedule for the Streamlining of Agencies 

 

The following sequence for the streamlining of affected Agencies reflects their 

interdependence on other structures not yet established or themselves the subject of 

reconfiguration. In order to establish this sequence, key determinants were identified. 

These included: 

 
Governance 
 
The governance of a number of agencies being streamlined will be directly affected by 

the reconfiguration of other elements within the system.  

For example: a number of agencies currently have reporting relationships with the Health 

Boards. These may themselves be disbanded at an early stage in the reform programme 

potentially expediting the need for streamlining of the associated agencies. 

 

Service provision  
 

The interdependence of service provision within the health service is a complex issue and 

the continuity and integrity of services provided by the agencies to be streamlined is 

imperative. In order to take account of this, early priority was given to agencies involved 

in direct patient services. 

 

Dependencies 
 

The dependencies between the agencies and the planned new or reconfigured structures 

were also considered. A priority (short, medium or long term) was assigned to each 
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affected agency in accordance with each of these key determinants. These are set out in 

Appendix 5. An overall composite priority was then assigned to each agency as 

illustrated overleaf: 
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Agency Overall Priority 

National Breast Screening Board Short term 

General Medical Services Short term 

HeBe Short term 

HSEA Short term 

Comhairle na nOispideal Short term 

Hospital Bodies Administrative Bureau Short term 

Postgraduate Medical and Dental Board Short term 

National Council for the Professional Development of 

Nursing & Midwifery 

 

Short term 

Irish Blood Transfusion Service Short term 

An Bord Altranais Short term 

Office for Health Management Short term 

National Disease Surveillance Centre Short term 

Irish Health Services Accreditation Board Short term 

National Cancer Registry Board Short term 

Medical Council Short term 

Drug Treatment Centre Board Medium term 

Irish Medicines Board Medium term 

Irish Pharmaceutical Society Medium term  

Crisis Pregnancy Agency Longer term 

National Council on Ageing and Older People. Longer term 

Office for Tobacco Control Longer term 

Women’s Health Council Longer term 

Opticians Board Longer term 

National Social Work Qualifications Board Longer term 

Pre-Hospital Emergency Care Council Longer term 

Board for the Employment of the Blind Longer term 

Poisons Council Longer term 

Hospital Trust Board Abolished 

Table 3: Proposed Sequence for the Merging/Streamlining of Agencies 
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2. Change Management Protocol for Streamlining of Agencies 

 

A change management protocol is included in Appendix 3. This should be used to guide 

the streamlining process. It reflects best practice in the management of change and its 

efficacy and validity were considered by a sample group of agencies being streamlined. 

This included representatives from: 

 

• The National Disease Surveillance Centre; 

• The National Council for Ageing and Older People 

• The Pre-Hospital Emergency Care Council; 

• The Women’s Health Council; 

• The Postgraduate Medical & Dental Board; 

• Comhairle na nOspideal; 

• An Bord Altranais; 

• The Health Service Employer Agency; 

• The Pharmaceutical Society of Ireland; 

 
Key Recommendations  
 
 
• The proposed sequencing schedule for the streamlining of agencies should be adopted 

as an initial guide; 

• The Change Management Protocol should be adopted to guide this element of the 

transition process; 

• The legislative priorities required to support the streamlining schedule set out in this 

report should be identified and planned for within the context of the overall legislative 

programme; 

• Streamlining of agencies should be dealt with in conjunction with the overall 

structure recommended for the progression of HR/IR processes in phase two of the 

reform programme;  
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• A designated person should be assigned from the Reform Project Office to maintain 

an overview of the streamlining process throughout phase two of the reform 

programme; 

 

10.5 Communications  
 
 
Change management requires the engagement and involvement of all staff and 

stakeholders, helping people to understand the need for the change and using their 

knowledge and experience to help implement it. 

 

The reform programme must be communicated to everyone in the system. This should 

include broader stakeholders; particularly those not involved in direct service provision, 

for example advocacy groups. 

 

Communications with the public must be managed during the transition phase to 

concerns about the future of services to avoid confusion about where to go to access 

them. 

 

A communications strategy has been developed for the reform programme (Ref; Report 

of the Communications Action Committee) and it is recommended that this strategy 

should be formally adopted. The associated Action Plan is enclosed in Appendix 4. 

 

In general the transition process should: 

 
• Pay particular attention to the management of the psychological contract; 

• Communicate appropriately and often; 

• Integrate the industrial relations processes with the change timeframes and processes;  

• Acknowledge and foster the existing business knowledge and creativity pool; 
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Objectives of the Communications Strategy: 

 

To inform individual audiences in a clear, timely, consistent and appropriate way of 

relevant, factual and accurate information regarding reform: 

 
• Ensuring staff are aware of relevant decisions or changes at all levels, the reasons 

behind them and how or if they affect individual staff members and their work; 

• Keeping partners in planning and delivery of services (both statutory and voluntary), 

patients/clients and the public informed of the changes underway, explaining the 

impact on them and allaying their concerns; and  

• Developing positive working relationships with key sections of the media to provide 

timely and accurate information as a means of explaining and promoting the reforms; 

 

To listen to the views of individual audiences;  

 
• Developing mechanisms to capture the views of a range of internal and external 

stakeholders; 

• Developing mechanisms to assess public understanding and opinion of the Reform 

Programme; and 

• Actively seeking stakeholder views; 

 

To channel feedback from individual audiences so that it informs and influences the 

development and implementation of the Health Services Reform Programme as 

appropriate: 

 
• Actively analysing feedback; 

• Identifying responsibility for response; and 

• Ensuring that feedback is used in planning how services are organized and delivered 

in the future and how the process of change is managed; 
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To review and evaluate all feedback which may influence further communications 

 
• Adopting and maintaining a consultative, partnership approach to communications 

which is inclusive, and which respects the views of all stakeholders; and  

• Adapting and developing the communications strategy in response to feedback 

received; 

 

10.6 NSSO 
 

A baseline assessment of the existing infrastructure and processes associated with the 

services recommended for the NSSO should be conducted. This should provide a detailed 

analysis of current practices, staffing levels and resource commitment within each 

functional business area. This should be conducted on an independent basis.  

 

Having established the size of the task and the baseline, planning should be commenced 

for the transition of services into the NSSO. This should establish the future configuration 

of services. It is expected that the numbers of centres for each function will reduce during 

implementation, as processes are re-engineered resulting in regionally based single-

function centres. 

 

The assignment of resources to the NSSO at an early stage is recommended. All staff and 

resources currently engaged in the delivery of services selected for the NSSO should be 

aligned with the organisation at the outset. The NSSO should have full authority over, 

and accountability for those resources currently involved in delivery of the selected 

services. 
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10.7 HIQA 
 

The DoHC should put in place structures and processes, which ensure that the HSE and 

its constituent pillars comply with HIQA standards; this is best achieved through the 

National Service Planning process. The HSE similarly should put in place, in its services, 

structures and processes a clear line of accountability and responsibility, to ensure 

compliance with HIQA standards. 

 

This definition of data standards, ICT standards, coding and classification systems etc. is 

entirely consistent with the role that the National Health Information Strategy envisages 

for HIQA. Developing, adopting and defining standards in these areas will entail a very 

considerable amount of work, without which HIQAs role in quality assurance, 

information, enterprise wide ICT developments and health technology assessment cannot 

begin to develop. This work is given added urgency by the expansion of ICT capital 

expenditure for 2004 and will require the early establishment of HIQA to support its 

progression. 

 

10.8 Legislation 

 
This section sets out specific points made in relation to legislation by the various action 

committees during their deliberations. It does not attempt to describe the extensive 

legislative programme that will be required to underpin the Health Reform Programme 

and the prioritisation that will be required within this.  

 
Ministerial Functions 
 

It is recommended that where necessary legislation should be used to safeguard the 

following Ministerial functions: 

 

• Setting national strategic policies for delivery of a unitary health service based on 

national demographic, morbidity and mortality patterns; 
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• The estimates process including making capital and non-capital allocations to the 

HSE and setting levels of indebtedness; 

• Decisions regarding major capital investment, reflecting national policy; 

• All regulatory matters; 

• Appointment and removal of the HSE Board; 

• Setting performance targets for the HSE; 

• Approving the HSE Service Plan and holding the HSE to account for delivery of the 

Plan within budget; 

• Risk management-national trends and issues; 

• Consultation with & representations from the public; 

 
The Board of the HSE 
 

It is recommended that all functions of the HSE should be assigned in legislation to the 

Board, with a number of exceptions where specific operational functions are directly 

assigned to the CEO. 

 

To operate effectively governance arrangements for the system and those for the HSE in 

particular, will require underpinning by a comprehensive legislative framework. This 

should provide: 

 

• A clear statutory divide between the roles of the Minister and the HSE; 

• Legislation clarifying eligibility for services; 

• Legislation to govern the provision of all services, which defines the role of the 

Minister and the HSE in their provision; 

• Transitioning legislation necessary to Dissolve and Transfer existing boards and 

agencies to the new Executive; 
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National Hospitals Office 
 

Strengthened legislative provisions, including directional powers will be required to 

enable the NHO carry out its functions. Legislation should also allow for the 

establishment, by the NHO of advisory/expert committees to assist and advise the NHO, 

as required in relation to its functions. Consideration should be given by the Department 

of Health and Children to the introduction of legislation to require all hospitals, public 

and private to be subject to registration/ licensing and audit and quality control standards. 

 

Consideration should be given by the Department of Health and Children to the 

introduction of legislation to require all hospitals, public and private to be subject to 

registration/ licensing and audit and quality control standards. 

 

Primary, Community and Continuing Care Directorate 

 
Legislation to establish the HSE should specify that the HSE will comprise one agency 

with three pillars and a corporate structure as follows: 

 
• PCCC Directorate (PCCCD); 

• National Hospitals Office;  

• Shared Services Centre or function; 

 
If the legislation is less specific, that is, if only the HSE is specified then there may be a 

risk that the pillar concept will be diluted or modified at some time in the future.  

This may disadvantage of the Primary, Community and Community Care component of 

the system 

 
Financial Management and Control 
 
The forthcoming legislation must ensure that all service provider organisations (whether 

voluntary, statutory or private contractors) have in place the appropriate statutory 

requirements in relation to service planning, monitoring and reporting. This should 

include time frames for compliance and accountability. 
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The system as it currently operates with regard to funding & budget management 

supports accountability within the health system. The health service currently operates in 

a prescriptive legislative and governance framework.  The legislation underpinning the 

new HSE must at a minimum, mirror these accountability arrangements.  

 

The implementation of the Accounting reforms may require specific legislation or 

regulation in certain areas including: 

 
• The application and scope of Accounting Policies, Financial Reporting Standards and 

National Reporting formats; 

• Governance, Audit and Financial accountability for the Executive and bodies and 

agencies under its funding remit; and 

• Transitioning legislation necessary to Dissolve and Transfer existing boards and 

agencies to the new Executive; 

 

Human Resource Management 
 
A modern framework for HRM must be developed in legislation. 
 

Information Communications Technology 
 

Legislation should be developed to underpin a Health Information Bill. 

 

Streamlining 
 

The legislative programme required to underpin the streamlining of Agencies in line with 

the government decision, is extensive. This will require careful planning and 

prioritisation of the work stream in line with the sequence and timetable that is adopted 

by the Health Service Executive. It must take account of whether the associated 

legislation is primary or secondary. Provision will need to be made for the following: 
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• The changes in the remit and accountability of the “receiving “ agencies; 

• The transfer of employment of existing staff to the new employer; 

• The disbandment of the Boards of the agencies being merged; 

 

Careful mapping of the functions of each agency will therefore need to be carried out so 

that they are properly reflected in the underpinning legislation. 

 

Appendix 5: “Legislative Base and Classification of Agencies by Function” sets out the 

current legislative base for each of the agencies affected by the Government decision.  

 

10.9 ICT  

Essential infrastructure and systems that will be required to support the new system must 

be identified as a matter of urgency. 
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Section 11 - Key Next Steps  
 
This section includes the key next steps, which were identified by the action committees 

as being necessary to advance the implementation of this element of the programme. 

These steps will help inform the further development of the project plan for phase two 

and beyond. 

 
11.1 The Reform Project Office and the Department of Health and Children: 
 
• Development of a project plan for phase two and for the remainder of the Health 

Reform Programme; 

• Development of implementation plans for the establishment of the Health Information 

and Quality Authority and the restructuring of the DoHC; 

• Implementation of the recommendations of the Hanly report; 

• Further development of the necessary governance and financial management 

guidance frameworks for the HSE and the remainder of the Health System; and 

• The development of a comprehensive legislative framework to underpin the reform 

programme; 

 
11.2 Health Service Executive: 
 

• Assessment of the recommendations contained in the composite report as they apply 

to the HSE, by the interim Board of the HSE; 

• Recruitment of a Chief Executive Officer; 

• Formal submission to the DoHC and the Minister of the planned approach to the 

development of internal structures, financial management and governance 

arrangements; 

• Consideration of the proposed geographical boundaries of the four regions and revert 

to Government with firm proposals for agreement; 

• Development of effective liaison arrangements with the DoHC, the Reform Project 

Office and existing structures to support transition planning and implementation; 

• Preparation of a work programme for the Board that will inform the reform project 

plan and support an integrated approach to implementation; 
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• Development of a transition management plan which sets out a phased approach to 

the merging and reorganisation of services based on priorities and risk assessment; 

  

11.3 Primary, Community and Continuing Care Directorate 
 
In order to ensure that there is a uniform approach to the implementation of the single 

system, a detailed national template must be developed. This will be necessary to review 

the implications of this model for the organisation of services in each of the future LHOs 

and to facilitate putting in place a standardised organisational model.  The review, which 

will be undertaken in respect of each Health Board, will need to encompass the following 

elements: 

 
• Defining the populations for the primary care teams and associated networks; 

• Deciding how existing services will be reconfigured into primary care teams and the 

networks; 

• Establishing the staff and providers that will need to be realigned to the primary care 

teams and associated networks; particular attention will need to be given to the 

generalist elements of community services which will now be delivered as part of the 

extended network;  

• Developing transition arrangements for integration of primary care teams, primary 

care networks and specialist services; 

• Planning for future complete integration of specialist services with primary care 

networks; 

• Developing a process is to examine the role and requirement for existing health board 

level committees and to plan for re-alignment/re-organisation in line with new 

structures. 

 
The work required to achieve the above must not be underestimated, must start as soon as 

possible and be adequately resourced. 
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A range of functional services (e.g. nursing home subventions, GMS administration) is 

currently provided by Health Board headquarters. Further work must be undertaken 

during the pre-implementation phase to address how these services should be managed, 

where and by whom. 

 

11.4 National Shared Services Organisation  

 

An independent baseline review of current practices, staffing levels and resource 

commitment within each of the functional business areas is a pre-requisite to determine 

the potential efficiency gains within each business function. The output from that analysis 

will indicate the potential efficiency gains to be made from the full implementation of 

NSSO. 

 

11.5 Health Information and Quality Authority (HIQA) 
 
The early establishment (i.e. early in 2004) of HIQA is an essential prerequisite to 

carrying out its roles and functions as set out in this report.  

 

Specific work needs to be done in the course of the transition period, to ensure that the 

functions of, and the services provided by, the NDSC, IHSAB and the NCR are not 

compromised and in the final disposition, that the expertise and contribution of these 

organizations is enhanced.  

 

The accountabilities between HIQA and other agencies which incorporate quality 

assurance as an integral part of their regulatory and inspection responsibilities need to be 

further explored. 

 

Discussion and agreement should be sought with staff representative bodies on terms and 

conditions of employment of staff affected by the establishment of HIQA (including the 

physical location of HIQA offices). 
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11.6 Financial Management and Control 
 

1. Funding and Budget Management 
 

Financial Transition Team 
 
Establishment of a financial transition team to manage all aspects of change including 

managing cash, capital and expenditure processes; 

 

Development of a plan to assist in the transition from existing agency reporting to 

commencement of the Executive; 

 

Evidence-based funding 
 

Funding should move towards an evidence-based system and prioritised based on need, 

but only following in-depth and careful consideration.  A working group should be 

established with the role of defining appropriate factors (Brennan Recommendation 4.7). 

 

Best Practice 
 

A review of international best practice in the areas of demographics, socio-economic 

profile and population health needs to be undertaken; 

 

2. Accounting 
 

National Reporting Templates 
 

Review of existing financial and management reporting with a view to developing new 

national reporting templates for Annual Financial Statements, Management Accounting 

Statements and Cost Accounting Statements; 

 

Auditing considerations 
 
Review of the statutory or regulatory provisions put in place to wind-up the existing 

agencies and to establish the new Executive; 
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Consideration of the optimum timing for the dissolution of existing agencies and the 

establishment of new agencies (i.e. 1st January); 

 

3. Risk and Fraud 
 

Commence work on the development of a standardised fraud policy;  

 
11.7 Service Planning 
 
 
Continuation of the work of the National Project Team (Service Planning, Strategic 

Implementation Planning and Performance Indicators) during 2004, with renewed 

emphasis on achieving agreement on standardisation of data sets;   

 
 
11.8 Information and Communications Technology 
 
A process is needed to identify and analyse existing ICT contracts (including 2004 

contracts) with a view to re-assignment where appropriate.  The ICT action committee 

report contains a list indicating the status of national projects currently being 

implemented. 

 

11.9 Communications 
 
• Formal adoption of the Communication Strategy; 

• Recruit/Appoint Information Project Officer for the Health Service Reform 

Programme; 

• Maximise access to website for all  staff;  

• Establish systems to facilitate the cascading of information on the reform programme 

throughout the health sector; 
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11.10 Client/User Involvement and Democratic Input 
 
The move from regionally based services to a potentially more remote nationally based 

provider has raised concerns about patient, client and community input to the new 

system. The role of the LHO and RHO must be developed to enhance existing 

community participation and support a sense of ownership for local communities. 
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Appendix 1: Analysis of Proposed Regional Administrative Boundaries 
 
One of the key decisions to be taken by the HSE action project group was to determine 

the appropriate boundaries for the four regional offices, as set out in the Government 

decision. Because it is a Government decision there was no evaluation of whether four 

was the appropriate number for these regional boundaries. A subgroup of the HSE action 

project group was tasked with developing a series of options for evaluation.  

 
As well as developing a set of options for consideration the subgroup established a set of 

criteria against which any of the proposed regional boundaries could be assessed. These 

criteria take cognisance of a variety of issues, including Government policies such as the 

national spatial strategy, as well as seeking to ensure a minimum disruption of the 

existing system. The evaluation criteria also acknowledged that the proposed regions are 

being developed for administrative purposes. 

Evaluation Criteria 
 
The criteria used to evaluate the proposed options are set out below: 
 

1. Integration: The regional boundaries will integrate with the rest of the system 

with particular regard to acute hospital services. Although this has been disputed 

to some degree, the sub-group felt that if we are to move to regional self-

sufficiency and to population based planning of the full range of health and 

personal social services and if integration is to be well supported, it is clear that 

ensuring a good match with an “even” spread of acute services will maximise the 

effectiveness of regional management and planning and the opportunity for well-

structured integration arrangements. 

 
2. Minimum Disruption: Respect for existing community care structures including 

avoiding any unnecessary disruption of existing local management units and 

overlapping to some degree with the preservation of existing “natural 

communities” in number 3 below. If these boundaries are entirely respected they 

are also likely to correspond with local authority / county development 

boundaries.  
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The maintenance of existing health board boundaries is also a consideration, as it 

supports the existing management units and will assist in the transition phase. 

 
3. Natural Communities: Protecting “natural” communities / access / existing 

transport infrastructure/ patient flows. The proposal must support natural 

communities; and be consistent with existing and planned access and 

infrastructure. The proposed boundaries will be considered in the light of 

information available on the current flow of patients from one region to another. 

 
4. National spatial strategy: The spatial strategy is a major Government policy for 

social and physical infrastructure in the country. The proposal must be consistent 

with the gateways and hubs as set out in the in the spatial strategy. 

 
5. Equal relative size: While not initially considered a point of significance, upon 

further discussion the HSE action project group agreed that a weighting needed to 

be applied to the relative spread of the population across the regions. 

 
6. Geographical spread: Given that issues of infrastructure have already been 

covered in other criteria this is not one of the key elements in the decision. 

However it is an agreed point for consideration.  

 
The subgroup initially developed four options to be considered by the action project 

group. Each of the proposals were evaluated against the criteria (as set out above) and 

none of the proposals adequately matched the criteria to the satisfaction of the group. 

Consequently the subgroup was asked to examine further options 2 and 4, and a 

combination of these, which became option 5. Following further discussions a sixth 

option, involving only three regions was proposed, and the subgroup agreed to evaluate in 

advance of the next meeting. 

 
At the HSE meeting on the 12th November options 2, 5 and 6 (the maps for these options 

are included as Appendix 2) were presented to the action project group against the 

revised evaluation criteria as agreed at the previous meeting. 
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The subgroup gave an overview of each option, and having done so concluded that a 

further alternative, option 7, which combined the best elements of the other options, was 

the most appropriate. 

 
Option 7  

 
This option, as illustrated in appendix 1, has kept the health board regions broadly in tact. 

The proposed western region is the current MWHB, WHB and NWHB. The proposed 

southern region is the SHB and the SEHB. The proposed eastern split is south Dublin 

with the MHB, and north Dublin with the NEHB.  

 
Evaluation against criteria 

 
1. Integration  

 
This proposal facilitates the recommendations from Hanly I, and should also facilitate 

the implementation of subsequent network recommendations following Hanly II, 

although the hospital network boundaries may not be fully co-terminus with all the 

administrative boundaries. It offers a balanced number of major hospitals per region 

relative to the proposed population size. Option 7 will facilitate better integration 

between the primary pillar, through the maintenance of the existing boundaries (as at 2 

below), and the acute services as outlined in Hanly. Critically it also aids integration 

by having 7/8 local health offices per region. The relatively even distribution of the 

population means that broadly speaking the catchment populations for each regional 

area are similar and this will aid both national and regional planning of acute and non-

acute services. The balanced catchment areas in this proposal will also aid the 

development of a supra-regional centre in the proposed western region. 

 

2. Minimum Disruption 
 

This option achieves the least disruption to existing service delivery regions. All 

community care areas are maintained. All health board regions are maintained, 

although merged, which the exception of the east.  
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The split of the east, through Dublin, is broadly in line with the area health boards 

divide, but more importantly is consistent with the local authority boundaries. This 

ensures that planning by different Government Departments can be aligned. 

The map indicates that Longford/Westmeath could have gone into the North Dublin 

region, and probably would have provided a better geographic split. It also would have 

seen the population distribution remain broadly the same. However, by locating 

Longford/Westmeath in the South Dublin region the whole of the existing Midlands 

Health Board region is maintained. Disruption will be minimised in this option, which 

out weighed the other considerations. 

Another factor to be considered under this heading is structure of existing budgets. 

Option 7, by ensuring that existing Health Boards are kept in tact within the new 

administrative boundaries, will reduce the impact of budget realignment. 

3. Natural Communities 
 

Most of the options considered were supportive of natural communities. This option 

goes further in respecting the dominance of patient flows from the midland and 

northeastern regions to the east. In 1999 almost 20% of discharges in Midlands Health 

Board region were from hospitals in the Eastern Region. Some 6% of patients treated 

in the ERHA were from people residing in the NEHB region. Option 7 strongly 

supports these patient flows. Furthermore some 7% of patients treated in the Southern 

Health Board region came from a combination of the Mid-West and the South East, 

indicating that there is a strong flow of patients from the South Eastern Region into the 

South, and this is also supported in this option. There are still some areas where trends 

are being reversed, as in South East where as well as going to the Southern Region 

some of the flow currently goes to the East, and the Midlands where almost 11% flow 

into the Western Region. 

 

Furthermore the location of existing specialities will continue to result in flows against 

the regional boundaries for the foreseeable future. 
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This option also facilitates the natural split of Dublin (as set out in 2 above), and 

respects the structure on the north and south side of the city. Furthermore it facilitates 

the development of a major trauma centre somewhere in the midlands region, which 

could enable major traumas to get to the facility within the required “golden hour”. 

 

4. Spatial Strategy 
 

Option 7 is well aligned with the gateways identified in the spatial strategy, as well as 

those set out in the National Development Plan. There is a minimum of one gateway 

per region, and a good spread of hubs.  The western region has gateways in 

Limerick/Shannon, Galway, Sligo and Letterkenny/Derry; the southern region has 

Cork and Waterford; Dublin south has Dublin and the Tullamore/Mullingar/Athlone 

axis; and Dublin north has Dublin and Dundalk. This will facilitate enhanced 

integrated national planning, as envisaged in the spatial strategy. 

 

5. Relative Size 
 

Although initially not viewed as a significant criterion, as discussion progressed it was 

agreed that a balanced spread of population across the regions was an important 

consideration. Option 7 is the only one of the options considered which provides a 

balanced population spread. In achieving the balanced population distribution it is 

clear that a balanced geographical spread cannot be maintained. The population 

balance is achieved through the splitting of Dublin, which ensures that the heaviest 

population centre is spread across more than one region. The population sizes for the 

relevant regions are Western Region 941,270, the Southern Region is 1,003,972, the 

Dublin South/Midland Region is 1,065,394 and the Dublin North/North Eastern 

Region is 906,567. As these figures illustrate there is 150,000 between the largest and 

smallest of the proposed regions, which is just over 15%. Some of the other proposals 

saw the smallest region being less than half the size of the largest. 
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6. Geographical Spread 
 

The geographical spread is not one of the strongest elements of this option. The 

southern and western regions are large and not necessarily well linked. However it was 

clear that some trade offs were necessary. A more balanced geographic spread would 

have resulted in an imbalanced population per region. The value of the balanced 

population is clearly set out and supports a number of the other evaluation criteria. 

 

General Comments  

 

As well as the evaluation criteria set out above, this option also will assist the transition to 

the new structure, particularly through the facilitation of transfer of existing budgets. But 

this option will also allow the work that is currently underway through CAWT to 

continue, and for further options to be examined about developing closer working 

relationships across the border. 

 
Summary 
 
The options for the regional administrative boundaries have been examined for a number 

of weeks. A total of seven options have been considered, and in each case the decision to 

analyse further or reject has been based on the established criteria. Options 5, 6 and 7 are 

all derivations of the original proposals, and have been examined extensively. As an 

option was rejected the strongest elements of the options have been extracted and used to 

create alternative proposals.  

 

In attempting to reach agreement on these proposals some concessions are required. 

Option 7, while endorsed by most of the HSE action project members, was not a 

unanimous choice. Before presenting option 7 to the HSE at the last meeting, the 

subgroup had also discussed it, via conference call, with the CEOs of most of the Health 

Boards. Again while not a unanimous decision, it did find favour with the majority.  
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The subgroup of the HSE action project is presenting option 7 as the best solution for the 

new regional administrative structures, based on the discussions to date and the analysis 

as set out in this paper. Its major shortcoming, based on the established evaluation 

criteria, is the large geographic regions of the west and the south. It is clear, given the 

heavy population concentration on the eastern seaboard, that some compromise had to 

made between population and geographic spread. The evaluation criteria demonstrate the 

significance of the balanced population and this has been weighted accordingly in this 

assessment. 
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Appendix 2 Integration – a Discussion Paper 

 

The four different levels at which integration occurs are: 

 

At the macro/ organisational level, the key task is the delivery of quality health and 

personal social services to the public within government cost constraints. 

At the regional and local level the introduction and development of multi-

disciplinary organisational structures, which emphasise lateral/horizontal inter-

service, inter-disciplinary (care group) planning and delivery are the norm. 

At the team level the issues are the creation and maintenance of team 

approaches/processes to work and service delivery. 

At the individual level there are issues of performance and competencies.   Through 

personal and professional development the individual staff member is enabled to 

move from a bureaucratic/single discipline mindset to a participative one, and to an 

intrinsically motivated focus on the service user. 

 

Ultimately an integrated service means that all four levels are working in harmony.  In 

order to achieve integration within the organisation, it must be reflected at top 

management level, at middle management and at local operational levels where services 

are being delivered and people have to work cooperatively together in teams to deliver 

services. 

 

Major Influencers 

 
• Shaping a Healthier Future, 1994 and Quality and Fairness, 2001;   

• Primary Care Strategy, A New Direction, 2001;   

• Population-Based Health Planning; 
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Integration 
 
• Relates to the interlinkages, collaborations and cooperation both within the 

organisation and between the organisation and other systems/ agencies/ groups;   

• Supports a responsive and appropriate people centred services, promoting working 

together in teams to increase effectiveness in meeting health and welfare needs;  

• Alignment and close working relationships between primary, secondary care, 

regional, supra-regional and national services is vital; 

 

Population Based Health Planning 
 
• Focuses on the entire range of individual and collective factors and conditions, and 

the interactions among them, that determine the health and well-being of people;   

• Encourages a continuum of integrated services for a given population of people;   

• Encourages effective intersectoral/inter-agency co-ordination;   

 

Rationale For Integration 
 
• Builds connections and joins up services by breaking down organisational barriers;  

• Integration has a positive impact on health resource utilization and on the ultimate 

outcome of the health system/value for money;   

 

Understanding Boundaries And Integration 
 
• Boundaries are not necessarily a negative thing;   

o External boundaries define an organisation;  

o Internal boundaries provide a way of organising work; 

• When boundaries become barriers to the free flow of information, ideas and creative 

energy and to service provision, they risk creating rigid inefficient organisations;   

• The answer is not to remove the boundaries but to make sure they remain flexible and 

permeable;  
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Integrated Approaches 
 
• Most processes involved in the delivery of health care services are of a reciprocally 

interdependent nature;  

• It is therefore appropriate to have a decision-making framework, which helps to 

identify(a) when an integrated approach could be worthwhile or appropriate, and (b) 

the right kind of integration intervention if required;   

• An integrated approach should be adopted only where it adds value;   

 

Levels Of Integration 
 
• Integration can occur at a number of different levels both vertically (single 

department focus and down the organisation between different management levels) 

and horizontally (across the organisation/s between different agencies, programmes, 

services, teams etc);   

• Horizontal integration is reflected at a national level, between health boards, and 

other statutory and non-statutory agencies, within Health Boards between the various 

functional support areas and programmes, between regional and local services and 

between services and teams;   

• It also occurs vertically between management levels in the organisation i.e. senior 

managers and staff at local service delivery level; 

 

Barriers To Integration 
 
• Little incentive or reward for services or individuals who contribute to 

regional/organisational goals or those of another department/service or organisation; 

• The buy-in, support and endorsement from all staff including key medical personnel; 

• The skills and capacity to develop and deliver integration/team based solutions are 

absent or not developed; 

• Systems of accountability (e.g. audit) that militate against integrated working; 

• The lack of good quality information and communication systems; 
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• The DOHC and/or regional management may not be effective at giving clear strategic 

direction or resolving conflicts between services; 

   

Enablers To Integration 
 
The following enablers to integration have been identified: 

 
• Leadership and senior management team support; 

• Alignment to strategic direction – Service Alignment / Financial Incentives;  

• Getting the ‘buy in’ of all staff; 

• High Quality Information and Communication Systems; 
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Appendix  3 Change Management Protocol and Template for Submissions to 
the DoHC Reform Project Office 

 

The Protocol is divided into two sections:  Section one relates to planning for the 

streamlining process. It aims to identify the implications of streamlining for each 

agency and also to plan the requirements necessary to ensure that the change is 

successful. Section two describes implementation of the streamlining process. It 

aims to approve and schedule changes to ensure appropriate involvement, timing and 

integrity of service. It is important to note that industrial relations issues will be dealt 

with in an appropriate industrial relations forum. 

 

Planning 

 
The Reform Project Team will initiate contact with the Chief Executive Officers of 

each of the organisations to agree the process and implications of the proposed 

recommendations for their agency. The timescale for implementing the 

recommendations will need to be aligned with the timescales for establishing the 

relevant structures. 

 

Taking account of the Government decision, and the recommendations set out in the 

Prospectus and Brennan Reports each agency will be asked to review its roles and 

functions to ensure that all elements are accounted for. The above template will be 

used for this purpose. 

 

The Project team and each agency will identify a streamlining implementation team 

(this will include representatives of the agency being streamlined) with responsibility 

for planning and managing the streamlining process.  This should address the periods 

before, during and after the streamlining process.  
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The Implementation Team will: 

 

•  Develop a scope statement for the streamlining process which sets out a clear 

definition of the process, describes the functions and people that will be affected 

(both during the change period and after the event), and identifies clear 

measurable objectives; 

• Identify potential risks arising out of the streamlining process and will plan for 

solutions and/or contingency actions; 

• Determine the streamlining input requirements including expertise, resources, 

transition arrangements for conduct of business and piloting/testing arrangements 

if necessary;  

• Document the streamlining process in a clear and concise manner;  

• Ensure that the process is underpinned by a commitment to continuity of business 

and/ or service delivery; 

• Plan for an inclusive communication and consultation process before, during and 

after the streamlining event; 

 

Implementation 

 

The implementation team as outlined above will be responsible for carrying out the 

agreed action plan: 

 
• Meetings will be established to facilitate the involvement of all stakeholders; 

• An inclusive communication and /or consultation process will be established with 

all internal and relevant external stakeholders of each of the agencies  being 

streamlined  This should address the periods before, during and after the 

streamlining; 

• The streamlining process will be documented as it occurs with an early warning 

alert system to ensure that problems are identified and resolved as soon as 

possible; 

• An emergency change procedure will be developed that ensures an optimal 

solution is maintained or quickly restored in the event of changes to the original 

implementation process; 
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Principles Underpinning the Protocol 

It is recognised that each streamlining event will require attention to a number of 

phases including: 

• Vision Phase;  

• Requirements Phase;  

• Building Phase;  

• Adjusting Phase;  

• Implementation Phase;  

• Support Phase;  

All communication and consultation will be informed by the communication strategy 

that has been developed for the reform programme. It will be underpinned by: 

• Integrity; 

• Honesty;  

• Inclusiveness; 

• Accuracy; 

• Timeliness; 
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Template for Submissions to the DoHC Reform Project Office 
 

 
Description of functions  

 

Please include a description of all of the current functions of the organisation. This should include Statutory and Non Statutory 

functions where appropriate and should reflect the full range of activities currently carried out. 

 

Description of relationships and interdependencies 

 

Please describe the relationships that the organisation currently has with other agencies and the main areas of collaboration in which it 

is engaged. 

 

Description of the Legislative Base 

 

Please confirm the current legislative base (as set out in the Prospectus report) underpinning the organisation and its functions. 

 

Funding Arrangements 

 

Please provide details of current statutory and non-statutory sources of funding.
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Appendix 4 Communications Action Plan 
 

The Communications Strategy incorporates an action plan, which is contained in the 

pages, which follow. The purpose of the action plan is to give practical effect the 

principles, goals and objectives of the Strategy and to map a clear set of steps to 

achieving all that is contained in the body of the document. 

 
In working through an action plan – based on our four key objectives – the group 

conceived of the plan as a rolling plan – which in this phase of the Health Service Reform 

Programme, establishes the initial communications efforts but more importantly puts in 

place a framework within which communications can be developed over the course of the 

entire programme.  

 
 

It is anticipated that further iterations with potentially changing emphasis will need to be 

developed right through the process of the transition and a key aspect of the action plan is 

to be put in place, at this stage, the mechanisms and protocols to allow the right 

information to feedback so that the plan can be appropriately adapted as we move 

through the change programme. The first review of the Communications Strategy is 

proposed for end January 2004 – a very early date – so that we can quickly make the 

necessary assessment and changes to the plan based on the feedback received through 

these mechanisms. 
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Action Plan June 2003 – January 2004 
Objective Audience Action  Deliverable Who’s Responsible5 Timeframe Outcome/ 

Success factor 
Initial 
communication 
of the Reform 
Programme 
content and 
processes 

OHM 
Consultation 
Process 

Commissioned by the 
Department of Health 
and Children 

June – October 
2003 

Process 
completed 
 
Report 
Published 
 
Clear response 
from the 
Department 

Department of Health 
and Children and each 
organisation 

By end 
December 2003 

Liaison 
directory 
compiled 

Communications 
Group/Project office 
in conjunction with 
the designated people 
identified 

By end 
December 2003 

Protocols 
agreed 

Develop 
networks 

Identify key 
designated7 
people in each 
organisation 
 
Agree 
protocols for 
cascading of 
information 
internally 
within each 
organisation 
 
Recruit/Appoi
nt Information 
Project 
Officer for the 
Health Service 
Reform 
Programme 

Department of Health 
and Children 

By end January 
2004 

Information 
Project Officer 
appointed 

Make 
communicatio
ns on reform 
programme a 
fixed item on 
all 
management, 
partnership 
committee and 
team meeting 
agendas 

Sec Gen 
CEOs 
Issue instruction in 
relation to this matter 
and ensure on senior 
management team 
agendas 

With immediate 
effect 

Survey to 
measure 
achievement 
of this for key 
existing 
networks, fora, 
committee and 
team meetings 

Objective 1: 
Inform 
individual 
audiences in a 
timely 
consistent, clear 
and appropriate 
way of key 
information 
regarding the 
reform 
 

Internal 
stakeholder6 

Provide regular 
source of 
information 

Develop and 
Launch 
website 

Department of Health 
and Children 

Early December Website : 
“hits” counter 
monitored 

                                                 
5 In cases where the communications group/forum is referred to the group should consider whether it would 
be possible to advance some of these elements as an integral part of the final communications strategy. 
6 Internal Stakeholders are defined as :staff of all health service agencies and the DoHC, trade union and 
professional representative bodies, board members and staff of all voluntary providers currently providing 
services through service agreements with statutory agencies. 
7 A designated person is the person with designated responsibility from the CEO to liaise on a day-to-day 
basis with the Project Office and the Information Project Officer. He/She will be or will work under the 
direction of a member of the senior management team of the organisation. He/She may or may not be the 
communications director for the organisation. 
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Objective Audience Action  Deliverable Who’s Responsible5 Timeframe Outcome/ 
Success factor 

Update 
website 

Department of Health 
and Children 

Weekly after 
launch 

Website 
monitored 
weekly and 
signed off for 
required 
update 

Maximise 
access to 
website for 
organisation 
staff  
CEOs need to 
assess needs 
and provide 
central access 
points if 
availability 
limited or 
ensure hard 
copy updates 
available 
through other 
methods 

 Work to begin as 
soon as possible 

Monitoring of 
website hits 
and staff 
surveys 
indicate good 
access 

 

Contribution 
to Staff 
newsletters – 
generate 
generic 
material for 
use 

Information Project 
Officer 

At next available 
issues 

Contact made, 
contributions 
submitted and 
accepted 

Individuals 
identified 

National 
level:Department of 
Health and Children 
 
Regional Level:Health 
Boards and other large 
employers 

Beginning 
January 2004 but 
reviewed on a 
regular basis to 
respond to 
specific issues 

Public 
advocates of 
the Reform 
Programme 
visible and 
generating an 
informed 
debate 

8Develop panel 
of advocates/ 
spokespeople 

Appropriate 
training 
provided 

National level co-
ordinated by the 
Project Office 

Beginning 
February 2004 

Training needs 
assessed and 
provided 

  

Mark 
significant 
Milestones 

Briefing 
sessions with 
senior 
management 
teams with 
cascading 
throughout the 
organisations 
networks9 

Beginning with Sec. 
Gen. and CEOs and 
working through 
agreed networks 

Communications 
of major 
milestones 
should as a 
matter of 
principle and 
where possible 
be communicated 
to internal 
stakeholders in 
advance of or at 
the same time as 
made public 

Communicatio
n received on 
time/in 
advance as 
stated 
 
Full cascade 
efforts 
completed 
within 2 weeks 
of press 
release 

                                                 
8 This panel or series of panels will be a resource to support the change programme internally as well as to 
support external stakeholders information and dialogue needs. 
9 Need to define and agree the kinds of networks and establish as part of the strategy a list of the network 
members and protocols for how the network will function 
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Objective Audience Action  Deliverable Who’s Responsible5 Timeframe Outcome/ 
Success factor 

Press releases 
internal and 
external as 
appropriate 

Department of Health 
and Children initially 
with local releases as 
appropriate 

As required in 
line with above 

Communicatio
n received on 
time/in 
advance as 
stated 

Communicatio
n to staff from 
Sec. Gen and 
CEOs as 
appropriate 

Sec. Gen. and CEOs 
co-ordinated and 
supported by the 
Project Office 

As required as 
required in line 
with above 

Communicatio
n received on 
time/in 
advance as 
stated 

   

Seek to make 
contributions 
to Trade 
Union and 
other relevant 
publications 
for key 
milestone 
events 

Project Office As required in 
line with above 

Contact made, 
contributions 
submitted and 
accepted. 
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Identify key 
audiences 
 

Key audiences 
identified 

Communications 
group 

Immediately Audiences 
identified 

Establish links 
with key 
audiences 
 

Contact key 
organisations 
seeking 
designated 
people or 
points etc. 

Project Office To begin as soon 
as key contacts 
identified and by 
end December 
2003 

Links 
established 

Develop and 
Launch 
website 

Department of Health 
and Children 

Early December Website : 
“hits” counter 
monitored 

Update 
website 

Department of Health 
and Children 

Weekly after 
launch 

Website up-to-
date at 
intervals of no 
more than 7 
days 

Provide regular 
source of 
information 

Generate 
generic 
material for 
local 
newspapers 
and 
appropriate 
magazines or 
journals 

Communications 
Managers in each 
organsiation 

  

Agreed 
mechanisms for 
cascade  

Information 
networks to 
spread news to 
wider 
stakeholders 
and the public 

National Level: 
Department of Health 
and Children 
 
Regional and Local 
Level: Health Boards 
and other large 
employers 

January 2003 Cascade 
effective – 
positive 
feedback 
received 

Issue press 
releases 

Department of Health 
and Children in the 
first instance 

As required but 
planned to ensure 
adequate 
information 
reaching media 
and public to 
support informed 
commentary and 
debate 

Series of press 
releases issued 
to mark major 
milestones 

Objective 1: 
Inform 
individual 
audiences in a 
timely 
consistent, clear 
and appropriate 
way of key 
information 
regarding the 
reform 
 
 

External 
Stakeholders10 

Mark major 
milestones 

Arrange 
media and 
public briefing 
events as 
appropriate 

Project Office co-
ordination of 
appropriate national, 
regional and local 
initiatives 

As required and 
in line with the 
above 

Media events 
arranged as 
appropriate and 
to coincide 
with above 

                                                 
10 External stakeholders include: patients, clients and the public generally, public representatives, 
community and voluntary groups, press and media interests. 



  

 152

 
Objective Audience Action  Deliverable Who’s 

Responsible 
Timeframe Outcome/ 

Success factor 
Feedback from 
team/committee meetings 
from every level in the 
organisation as part of 
regular item on agendas 

Each Agency 
designated person 

Beginning on 
a agreed 
regular basis 
from January 
2004 

Reports11 received 

Feedback from Partnership 
Committees to be requested 
to provide a key link in 
organisations 

Each Agency 
Partnership with 
feedback through 
designated persons 

Beginning on 
a agreed 
regular basis 
from January 
2004 

Reports received 

Develop 
mechanisms 
for canvassing 
staff views 

In-service training 
programmes to include 
element on reform 
programme and glean 
feedback 

Each Agency 
training units 

Beginning 
January 2004 

Reports received 

Focus groups held in 
relation to specific issues 
relating to both the content 
and the progress of the 
Reform Programme; and on 
the Communications 
Strategy itself 

Project Office to 
plan and co-
ordinate – 
agencies to carry 
out 
[Consider use of 
National 
Consultative 
Forum in this 
context] 

Schedule of 
events from 
January 2004 

Events commenced 
and Reports 
received 

Mechanisms developed and 
agreed to feedback on key 
FAQs 

Each Agency 
(designated 
persons) 

As soon as 
possible 

Mechanisms agreed 

FAQs updated to reflect 
feedback 

Project Office Updates 
beginning in 
December 

FAQ updated on a 
once-a-month basis 

Create specific 
mechanisms to 
get feedback on 
information 
provided 

Design and conduct a 
research process to identify 
models of excellence for 
replication in the new 
system12 

Communications 
Group 

Design to 
begin in 
January 2004 
with exercise 
completed by 
June 2004 

Report received 

Protocol for IR in the 
transition process 
developed and promulgated 
and relevant elements 
incorporated in 
communications updates 

HR /IR group and 
Project Office 

Initial 
Statement 
January 2004 

Initial briefing for 
staff on provisions 
of protocol 

Objective 
2: 
To listen 
to the 
views of 
individual 
audiences 

Internal 
Stakeholders 

Support HR/IR 
management 

Protocol to support HR 
developed and promulgated 
and relevant elements 
incorporated in 
communications updates 

HR/IR group and 
Project Office 

Initial 
Statement 
January 2004 

Initial briefing for 
staff on provisions 
of protocol 

                                                 
11 A number of different types of reports are referred to – for ease of analysis and response a templated 
reporting system should be developed for the bulk of these reports. [incorporate in this strategy ?] 
12 This should be undertaken with input from the Board of the Interim Health Service Executive 
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Objective Audience Action  Deliverable Who’s 
Responsible 

Timeframe Outcome/ 
Success factor 

Mechanisms put in place to 
analyse, collate and 
feedback on press / media  
[Specific network required 
for news 
monitoring/response – 
communications 
directors/press officers?] 

Project Office to 
co-ordinate with 
large employers, 
agree mechanism 
and institute 

To begin 
immediately 

Mechanism in place 
and reports 
available 

Assess public 
understanding 
and opinion on 
the Reform 
Programme 

Respond to and assess 
patterns in PQ and 
representations 

Department of 
Health and 
Children 

To begin 
immediately 

Mechanisms in 
place and reports 
available 

Focus group, public 
meetings or meetings with 
voluntary and community 
groups 
representing/advocating on 
behalf of patients/clients 
and public 

Department of 
Health and 
Children / Project 
Office plans and 
co-ordinates as 
required 

Initial 
Assessment 
completed by 
end 
December 
and date for 
review set 

Need assessment 
carried out and 
where required 
meetings held 

Call for public submissions 
on key issues 

Department of 
Health and 
Children / Project 
Office 

Initial 
assessment 
completed by 
end 
December 
and date for 
review set 

Need assessment 
carried out and 
where required call 
for submissions 
arranged 

Objective 
2: 
To listen 
to the 
views of 
individual 
audiences 

External 
Stakeholders 

Elicit views13 

Commissioning of market 
research 

Department of 
Health and 
Children / Project 
Office 

Initial 
assessment 
completed by 
end 
December 
and date for 
review set 

Need assessment 
carried out and 
where required call 
for submissions 
arranged 

 

                                                 
13 Processes such as these will be entered into on a case-by-case basis and advanced in conjuction with 
advice from the Department of Health and Children Press Office and the Minister – these processes are 
likely to be used in respect of specific elements of the Reform Programme and in some cases in specific 
locations including for example the implementation of the Hanly Report 
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Objective Audience Action  Deliverable Who’s 

Responsible 
Timeframe Outcome/ 

Success factor 
Agree 
mechanism for 
analysing 
feedback 
received under 
objective 2 

National level: 
Feedback analysed 
 
Local level: Feedback 
analysed 

Project Office with 
assistance of 
Communications 
Departments  
 

Immediately 
with 
agreement on 
reporting 
intervals 

Report on feedback 
generated on agreed 
regular basis 

Objective 3: 
Channel 
feedback from 
individual 
audiences as 
appropriate 

Internal/E
xternal 
Stakehold
ers 

Identify possible 
channels/routes 
and 
responsibility for 
response 

Further action 
identified and delegated 
to appropriate agencies, 
individuals or project 
working groups or 
committees 

Communications 
Group 

Initial dates 
for review 
set and 
protocol for 
feedback to 
relevant 
agencies 
groups etc. 
by end 
January 2004 

Channelling of 
relevant issues 
logged and 
commenced 

Establish 
communications 
group14 with terms of 
reference for Phase II 

Department of 
Health and 
Children 

To coincide 
with the 
ending of 
Phase I and 
existing 
groups work 

Forum established 

Agree schedule and 
method of review 

Communications 
Group 

January 2004 Schedule and method 
agreed 

Institute necessary 
additional feedback 
mechanisms as required 

Communications 
Group 

January 2004 Assessment of need 
made and 
mechanisms 
instituted 

Objective 4: 
Review and 
evaluate all 
feedback which 
may influence 
further 
communications 

Internal/E
xternal 
Stakehold
ers 

Adapt and 
develop further 
iterations of the 
Communications 
Strategy on basis 
of feedback 

Develop 
communications 
Strategy on a rolling 
basis as appropriate 

Communications 
Group 

From 
January 2004 

Communications 
Strategy judged to be 
responding to 
communications need 

 
 

                                                 
14 existing group assumed 
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Appendix 5: Legislative Base and Classification of Agencies by Function 
 

 
Classification Name of Agency 

Functions Legislation and other relevant sources 
Prospectus Recommendations 

Regulatory An Bord Altranais 
(Nursing Board) 

The regulatory body for the nursing 
profession.  Its main functions are to 
maintain a register of nurses and to provide 
for the education and training of nurses and 
student nurses. 

Nurses Act, 1985 The monitoring and approval of specialist posts in 
accordance with agreed standards, together with the 
funding for continuing nursing education, should 
transfer to the HSE. Standards should be agreed in 
relation to the criteria for appointment and approval 
of posts by the HSE and the advisory panel (which 
could initially compromise members of the existing 
Council representing appropriate education and 
service interests) and an Bord Altranais. The 
remaining functions of the National Council for the 
Professional Development of Nursing and 
Midwifery would move to an Bord Altranais. Other 
issues of concern related to the proposed 
consolidation could be dealt with in the review of 
legislation that will be required to support a 
restructuring of an Bord Altranais. 
 

Regulatory Bord  na 
Radharcmhastóirí 
(Opticians Board) 

The regulatory body for opticians.  The 
board’s main functions include the training 
and registration of ophthalmic and 
dispensing opticians and regulating the 
practice of optics. 
 
 
 
 
 
 
 
 
 
 
 
 
 

OPTICIANS ACT, 1956 No changes are proposed for the Opticians Board, 
in line with the reasoning cited above in relation to 
the professional regulatory bodies as a whole. 
 



  

 156

Classification Name of Agency 
Functions Legislation and other relevant sources 

Prospectus Recommendations 

 
Regulatory 

 
Comhairle  na 
nOspidéal 

 
The statutory body responsible for 
regulating the number of and type of 
consultant and senior registrar appointments 
and for specifying the necessary 
qualifications for these posts.  Advises the 
Minister on issues relating to the delivery of 
hospital services. 

 
HEALTH ACT, 1970 
 
HEALTH (HOSPITAL BODIES) 
REGULATIONS, 1972 
 
Comhairle na nOspidéal functions under Standing 
Orders adopted in l985 under Rule 31 of the 
Second Schedule to the Health Act, l970. 
 

 
There is a direct overlap between Comhairle na 
nOspide´ al’s role and the prescribed functions for 
the NHA, as set out in Quality and Fairness. Given 
the extended role of the National Hospitals Office 
under the consolidated structure (as outlined in 
Chapter 7), it is recommended that the functions of 
Comhairle na nOspide´ al be transferred to the 
National Hospitals Office, within the HSE. 
As the Hospital Bodies Administrative Bureau 
provides administrative support to Comhairle na 
nOspide´ al, which is proposed for amalgamation 
with the National Hospitals Office, it will be 
absorbed by the NHO within the transfer of 
Comhairle na nOspide´ al. 
 

Regulatory Hospital Bodies 
Administrative 
Bureau 

Provision of administrative, analytical, 
clerical and ancillary services and other 
facilities for Comhairle na  nOspidéal 

Hospital bodies administrative bureau 
(establishment) order, 1973 

There is a direct overlap between Comhairle na 
nOspide´ al’s role and the prescribed functions for 
the NHA, as set out in Quality and Fairness. Given 
the extended role of the National Hospitals Office 
under the consolidated structure (as outlined in 
Chapter 7), it is recommended that the functions of 
Comhairle na nOspide´ al be transferred to the 
National Hospitals Office, within the HSE. 
As the Hospital Bodies Administrative Bureau 
provides administrative support to Comhairle na 
nOspide´ al, which is proposed for amalgamation 
with the National Hospitals Office, it will be 
absorbed by the NHO within the transfer of 
Comhairle na nOspide´ al. 
 

Regulatory Irish Health Services 
Accreditaiton Board 

To grant accrediation to hospitals and 
operate hospital accrediation programmes 
and other schemes aimed at ensuring quality 
in the provision of health care 

IRISH HEALTH SERVICES ACCREDITATION 
BOARD (ESTABLISHMENT) ORDER, 2002 

The development of HIQA as a repository for 
health information for the whole system also offers 
the opportunity to bring together the work of some 
of the specialist information gathering agencies, 
specifically the National Cancer Registry and the 
National Disease Surveillance Centre. We consider 
that these bodies could be reconstituted as divisions 
within HIQA’s overall operation. 
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Classification Name of Agency 
Functions Legislation and other relevant sources 

Prospectus Recommendations 

Regulatory Medical Council The statutory body for the medical 
profession. Its functions include 
administering the General Register of 
Medical Practitioners, ensuring that the 
standards of medical training are maintained 
and inquiring into the fitness of a doctor to 
practise on specific grounds. 

MEDICAL PRACTITIONERS ACT, 1978 
(This piece of legislation is currently under review) 
 
THE MEDICAL COUNCIL (ELECTION OF 
MEMBERS) REGULATIONS, 1978 (terms of 
office and manner of election) 
 
MEDICAL PRACTITIONERS (AMENDMENT) 
ACT, 1993 
 
(Links to Irish Government Bill homepage) 
MEDCIAL PRACTITIONERS (AMENDMENT) 
ACT 2OOO 
 
MEDICAL PRACTITIONERS (AMENDMENT) 
ACT 2002 

The monitoring and approval of specialist posts in 
accordance with agreed standards, together with the 
funding for continuing postgraduate medical and 
dental education, should transfer to the HSE. The 
remaining functions of the Postgraduate Medical 
and Dental Board would move to the relevant 
organisations, the Medical Council/Dental Council. 
Other issues of concern related to the proposed 
consolidation could be dealt with in 
the review of legislation. 

 

Regulatory The National 
Council for the 
Professional 
Development of 
Nursing and 
Midwifery  
 

The body responsible for the continuing 
education and professional development of 
nurses and midwives 

THE NATIONAL COUNCIL FOR THE 
PROFESSIONAL DEVELOPMENT OF 
NURSING AND MIDWIFERY 
(ESTABLISHMENT) ORDER, 1999 
 

The monitoring and approval of specialist posts in 
accordance with agreed standards, together with the 
funding for continuing nursing education, should 
transfer to the HSE. Standards should be agreed in 
relation to the criteria for appointment and approval 
of posts by the HSE and the advisory panel (which 
could initially compromise members of the existing 
Council representing appropriate education and  
service interests) and an Bord Altranais. The 
remaining functions of the National Council for the 
Professional Development of Nursing and 
Midwifery would move to an Bord Altranais. Other 
issues of concern related to the proposed  
consolidation could be dealt with in the review of 
legislation that will be required to support a 
restructuring of an Bord Altranais. 
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Classification Name of Agency 
Functions Legislation and other relevant sources 

Prospectus Recommendations 

Regulatory National Social 
Work Qualifications 
Board 

A statutory body which assesses the 
suitability of social work education and 
training and advises the Minister for Health 
and Children on standards which should 
apply  

THE NATIONAL SOCIAL WORK 
QUALIFICATIONS BOARD 
(ESTABLISHMENT) ORDER, 1997 

The development of a Health and Social Care 
Professionals Council to establish a system of 
statutory registration for health and social care 
professionals has been proposed. As this would 
result in the HSCPC having responsibility for 
social workers and professional pre-hospital 
emergency staff, it is proposed that the Pre- 
Hospital Emergency Care Council and the National 
Social Work Qualifications Board be amalgamated 
with the Health and Social Care Professionals 
Council. 
 

Regulatory The Pharmaceutical 
Society of Ireland 

The professional body for the 
pharmaceutical profession. Its chief 
functions relate to the education, 
examination and registration of 
pharmaceutical chemists 

The Pharmacy Act (Ireland), 1875  
 
The Pharmacy Act (Ireland), 1875 (Amendment) 
Act, 1890  
(photocopies of  these Acts are in the folder) 
 
PHARMACY ACT, 1951 (repeals and amends) 
 
PHARMACY ACT, 1962 (repeals and amends) 
 
MISUSE OF DRUGS ACT, 1977 (enforcement) 

In line with our recommendation above concerning 
the five professional bodies, no change in overall 
status is recommended. However, the inspection 
functions of the Pharmaceutical Society could be 
considered for transfer to the Irish Medicines Board 
who carry out a similar function in relation to the 
manufacture and wholesale of human medicines. 
 

Regulatory Pre-hospital 
Emergency Care 
Council 

Responsible for the recognition of 
institutions for the education and training of 
emergency medical technicians 

Pre-Hospital Care Council (Establishement) Order, 
2000 

The development of a Health and Social Care 
Professionals Council to establish a system of 
statutory registration for health and social care 
professionals has been proposed. As this would 
result in the HSCPC having responsibility for 
social workers and professional pre-hospital 
emergency staff, it is proposed that the Pre- 
Hospital Emergency Care Council and the National 
Social Work Qualifications Board be amalgamated 
with the Health and Social Care Professionals 
Council. 
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Classification Name of Agency 
Functions Legislation and other relevant sources 

Prospectus Recommendations 

Regulatory Irish Social Services 
Inspectorate  

Established in 1999 by the Department of 
Health and Children as an independent body 
to inspect social services provided by health 
boards. To date the SSI has focused on 
child care services 

CHILD CARE ACT, 1991 
 
CHILDREN ACT, 2001 

In relation to the Social Services Inspectorate, it is 
recommended that this agency continue to report 
directly to the DoHC, given its critical function in 
ensuring that quality standards are met in the 
provision of social services. Expanding this 
function to cover inspection of all personal social 
services, e.g. residential care for older people or 
Intellectual Disability, would ensure that these 
standards are in place right across social services. 
However, in order to support the move to a quality 
system based on continuous quality improvement, 
it is recommended that the current inspectorate 
functions in the system work in close association 
with HIQA to evolve towards a continuous quality 
assessment approach which could complement the 
inspectorate function. 
 

Regulatory An Comhairle 
Fiacloireachta 
(Dental Council) 
 

The regulatory body for the dental 
profession.  Its functions include 
maintaining a register of dentists and dental 
specialists, ensuring that the standards of 
dental training are maintained and inquiring 
into the fitness of a dentist to practice on 
specific grounds. 

DENTISTS ACT, 1985 
 
THE DENTAL COUNCIL (ELECTION OF 
MEMBERS) REGULATIONS, 1985 

The monitoring and approval of specialist posts in 
accordance with agreed standards, together with the 
funding for continuing postgraduate medical and 
dental education, should transfer to the HSE. The 
remaining functions of the Postgraduate Medical 
and Dental Board would move to the relevant 
organisations, the Medical Council/Dental Council. 
Other issues of concern related to the proposed 
consolidation could be dealt with in the review of 
legislation. 

 
Health Promotion An Bord Cioch 

Scrudaithe Naisiunta 
(National Breast 
Screening Board) 
 

Responsible for the National Breast 
Screening Programme which aims to reduce 
breast cancer related deaths in women.  
Tony O’Brien was appointed CEO in 
August 2002 

National Breast Screening Board, (Establishment) 
Order, 1998 
 
National breast screening board (establishment) 
order, 1998 (amendment) order, 1999 
(Composition of the Board) 
 
National breast screening board (establishment) 
order 1998 (amendment) (no. 2) order 2000 
(Composition of the Board) 

The establishment of a NSSO, and a single HSE, 
provides a national platform for the location of both 
shared and joint services. It is proposed that the 
functions of one agency be located within the 
NSSO for traditional shared services (GMS 
Payments Board), and the functions of two others 
within the HSE Corporate (National Breast 
Screening Board; HeBE). It should be noted that 
Eastern Health Shared Services, while not 
separately audited, is recommended for integration 
within NSSO. 
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Classification Name of Agency 
Functions Legislation and other relevant sources 

Prospectus Recommendations 

Health Promotion Crisis Pregnancy 
Agency 

To prepare a crisis pregnancy strategy and 
implement its objectives thereafter. This 
strategy to provide for: 
  -A reduction in the number of crisis 
pregnancies. 
  -A reduction of the number of women with 
crisis pregnancies who opt for abortion. 
  -The provision of counselling and medical 
services after crisis pregnancy. 

Crisis pregnancy agency (establishment) order, 
2001 

While it is fully acknowledged that these agencies 
have played a key role in developing policies in 
their respective areas, the proposed restructuring of 
the DoHC to include a stronger emphasis on its 
policy development role provides an opportunity to 
include these agencies in mainstream policy 
formulation. We recommend, therefore, that these 
agencies be transferred with their advisory 
functions into the body of the Department. It will 
be essential that the skills and functions residing in 
each of the agencies to be mainstreamed are 
retained within the revised structures. Where 
particular commitments would be threatened by 
mainstreaming, sunset clauses should be 
established for relevant agencies (with provisions 
for review) to protect these. 
 

Advisory Comhairle na 
Nimheanna (Poisons 
Council) 

Advises the Minister for Health and 
Children on the control of Poisons. 

POISONS ACT, 1961 
 
COMHAIRLE NA NIMHEANNA ORDER, 1962 
(Term of office, quorom and other matters) 

It is proposed that the functions of the Irish 
Medicines Board could be expanded to include 
advice on poisons. The IMB currently deals with 
both veterinary and human medicine and this 
expansion into poisons should be relatively 
undemanding, given that the Poisons Council has 
only met three times in the last ten years. 
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Classification Name of Agency 
Functions Legislation and other relevant sources 

Prospectus Recommendations 

Advisory Food Safety 
Authority of Ireland 

Provides advice on issues relating to safety, 
nutrition, food law and other matters 
regarding the processing and sale of food. 

FOOD SAFETY AUTHORITY OF IRELAND 
ACT, 1998 
 
British Irish Agreement Act, 1999 (amends above 
act in relation to functions) 
 
Health and Children (Delgation of Ministerial 
Functions) Order, 2000 (delegates the powers under 
Section 20 of the principal act [conferral of 
additional functions on the Authority]) 
 

We examined the diverse and extensive roles of 
these agencies closely, as set out in Appendix 6. 
Apart from their core functions, which relate to 
specific sectors or care groups, two other 
characteristics emerged: 
– A significant role in cross-cutting liaison between 
Government Departments, other public sector 
agencies or other providers; 
– A specified role in North/South institutional 
arrangements, with extra-jurisdictional governance 
links. 
Given either of these two characteristics we felt it 
would be inadvisable to propose any alteration to 
their existing status. 
 

Advisory Food Safety 
Consultative 
Council 

To enable the FSAI to consult 
representatives of consumers, producers, 
retailers, distributors, caterers and 
manufacturers and, where appropriate, 
official agencies about the activities or other 
measures to be undertaken for the purpose 
of establishing and maintaining the highest 
level of standards of food hygiene and 
safety reasonably available in the interests 
of public health and consumer protection. 
 

As above Given either of these two characteristics we felt it 
would be inadvisable to propose any alteration to 
their existing status. 
 

Advisory Scientific 
Committee of the 
Food Safety 
Authority of Ireland 

To assist and advise the board in relation to 
matters of a scientific nature. 

As above Given either of these two characteristics we felt it 
would be inadvisable to propose any alteration to 
their existing status. 
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Classification Name of Agency 
Functions Legislation and other relevant sources 

Prospectus Recommendations 

Advisory Food Safety 
Promotion Board 

A North/South institution which promotes 
food safety awareness.  It also supports 
north/south scientific co-operation, 
promotes links between institutions working 
in the field of food safety and promotes 
specialised laboratory services. 

British Irish Agreement Act, 1999 We examined the diverse and extensive roles of 
these agencies closely, as set out in Appendix 6. 
Apart from their core functions, which relate to 
specific sectors or care groups, two other 
characteristics emerged: 
– A significant role in cross-cutting liaison between 
Government Departments, other public sector 
agencies or other providers; 
– A specified role in North/South institutional 
arrangements, with extra-jurisdictional governance 
links. 
Given either of these two characteristics we felt it 
would be inadvisable to propose any alteration to 
their existing status. 
 

Advisory Irish Medicines 
Board 

The authority responsible for the licensing 
of human and veterinary medicines and the 
approval of clinical trials.  It also acts as an 
advisory body to the Minister in relation to 
safety, control and regulation of medicines.  
It also has responsibility in relation to 
medical devices.   

IRISH MEDICINES BOARD ACT, 1995 As the Irish Medicines Board and the Adoption 
Board both fulfil specific specialist roles, the Irish 
Medicines Board is a licensing authority and the 
Adoption Board has a quasi-judicial function; it is 
not proposed to change the accountability or 
funding arrangements of these bodies, who will 
maintain their relationship with the DoHC. 
 

Advisory Advisory 
Committee for 
Human Medicines 

To advise and assist the Board re: safety, 
quality or efficacy of medicinal products for 
human use. 

As above ads It is not proposed to change the accountability or 
funding arrangements of these bodies, who will 
maintain their relationship with the DoHC. 
 

Advisory Advisory 
Committee for 
Veterinary 
Medicines 

To advise and assist the Board in relation to 
matters of safety, quality or efficacy of 
medicinal products for animal use. 

As above It is not proposed to change the accountability or 
funding arrangements of these bodies, who will 
maintain their relationship with the DoHC. 
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Classification Name of Agency 
Functions Legislation and other relevant sources 

Prospectus Recommendations 

Advisory National Children’s 
Office 

Responsible for the implementation of the 
National Children´s Strategy.  It provides 
advice to the Minister for Health and 
Children, develops measures to further the 
goals of the strategy and is responsible for 
fulfilling Ireland´s commitments under the 
United Nations Convention on the Rights of 
the Child 

Non-statutory body 
 
SEE PAGES 85 OF NATIONAL CHILDREN’S 
STRATEGY 
 
NATIONAL CHILDREN'S STRATEGY (Link to 
PDF version of strategy) 
 
 

We examined the diverse and extensive roles of 
these agencies closely, as set out in Appendix 6. 
Apart from their core functions, which relate to 
specific sectors or care groups, two other 
characteristics emerged: 
– A significant role in cross-cutting liaison between 
Government Departments, other public sector 
agencies or other providers; 
– A specified role in North/South institutional 
arrangements, with extra-jurisdictional governance 
links. 
Given either of these two characteristics we felt it 
would be inadvisable to propose any alteration to 
their existing status. 
 

Advisory National Children’s 
Advisory  
Council 

Advises the Minister for Health and 
Children on all aspects of children´s lives, 
on better delivery and co-ordination of 
services to children, contributes to 
monitoring and evaluation of 
implementation of the National Children´s 
Strategy, undertakes and advises on 
research and advises on the development of 
mechanisms to consult with children. 

Non-statutory body 
 
SEE PAGES 84 OF NATIONAL CHILDREN’S 
STRATEGY 
 
Press releases: Hanafin Launches National 
Children´s Advisory Council  
(contains list of members and functions) 

We examined the diverse and extensive roles of 
these agencies closely, as set out in Appendix 6. 
Apart from their core functions, which relate to 
specific sectors or care groups, two other 
characteristics emerged: 
– A significant role in cross-cutting liaison between 
Government Departments, other public sector 
agencies or other providers; 
– A specified role in North/South institutional 
arrangements, with extra-jurisdictional governance 
links. 
Given either of these two characteristics we felt it 
would be inadvisable to propose any alteration to 
their existing status. 
 
 
 
 
 
 
 
 
 
 



  

 164

Classification Name of Agency 
Functions Legislation and other relevant sources 

Prospectus Recommendations 

Advisory National Council on 
Ageing and Older 
People 

Advises the Minister for Health and 
Children on all aspects of ageing and older 
people 

THE NATIONAL COUNCIL FOR AGEING AND 
OLDER PEOPLE (ESTABLISHMENT) ORDER, 
1997 

While it is fully acknowledged that these agencies 
have played a key role in developing policies in 
their respective areas, the proposed restructuring of 
the DoHC to include a stronger emphasis on its 
policy development role provides an opportunity to 
include these agencies in mainstream policy 
formulation. 
We recommend, therefore, that these agencies be 
transferred with their advisory functions into the 
body of the Department. It will be essential that the 
skills and functions residing in each of the agencies 
to be mainstreamed are retained within the revised 
structures. Where particular commitments would be 
threatened by mainstreaming, sunset clauses should 
be established for relevant agencies (with 
provisions for review) to protect these. 
 

Advisory Office of Tobacco 
Control                        

A body established to advise the Minister 
on tobacco control measures, to monitor 
and co-ordinate the implementation of such 
measures and to advise the Minister on the 
control and regulation of the manufacture, 
sale, marketing and smoking of tobacco 
products                                                           

Link to DoHC website PDF copy of Tobacco Act: 
 
Public Health (Tobacco) Act, 2002 
 

While it is fully acknowledged that these agencies 
have played a key role in developing policies in 
their respective areas, the proposed restructuring of 
the DoHC to include a stronger emphasis on its 
policy development role provides an opportunity to 
include these agencies in mainstream policy 
formulation. 
We recommend, therefore, that these agencies be 
transferred with their advisory functions into the 
body of the Department. It will be essential that the 
skills and functions residing in each of the agencies 
to be mainstreamed are retained within the revised 
structures. Where particular commitments would be 
threatened by mainstreaming, sunset clauses should 
be established for relevant agencies (with 
provisions for review) to protect these. 
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Classification Name of Agency 
Functions Legislation and other relevant sources 

Prospectus Recommendations 

Advisory Postgraduate 
Medical and Dental 
Board 

Promotes and co-ordinates postgraduate 
medical and dental education and advises 
the Minister for Health and Children on all 
matters relating to such education 

MEDICAL PRACTITIONERS ACT, 1978 
(This piece of legislation is currently under review) 

The monitoring and approval of specialist posts in 
accordance with agreed standards, together with the 
funding for continuing postgraduate medical and 
dental education, should transfer to the HSE. The 
remaining functions of the Postgraduate Medical 
and Dental Board would move to the relevant 
organisations, the Medical Council/Dental Council. 
Other issues of concern related to the proposed 
consolidation could be dealt with in the review of 
legislation. 
 

Advisory Special Residential 
Services Board 

Advises the Ministers for Health and 
Children and Education and Science on 
matters relating to children in respect of 
whom child detention or special care orders 
have been made by the courts. 

CHILDREN ACT, 2001 We examined the diverse and extensive roles of 
these agencies closely, as set out in Appendix 6. 
Apart from their core functions, which relate to 
specific sectors or care groups, two other 
characteristics emerged: 
– A significant role in cross-cutting liaison between 
Government Departments, other public sector 
agencies or other providers; 
– A specified role in North/South institutional 
arrangements, with extra-jurisdictional governance 
links. 
Given either of these two characteristics we felt it 
would be inadvisable to propose any alteration to 
their existing status. 
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Classification Name of Agency 
Functions Legislation and other relevant sources 

Prospectus Recommendations 

Advisory Women’s Health 
Council 

Advises the Minister for Health and 
Children on all aspects of women’s health. 

THE WOMEN'S HEALTH COUNCIL 
(ESTABLISHMENT) ORDER, 1997 

While it is fully acknowledged that these agencies 
have played a key role in developing policies in 
their respective areas, the proposed restructuring of 
the DoHC to include a stronger emphasis on its 
policy development role provides an opportunity to 
include these agencies in mainstream policy 
formulation. 
We recommend, therefore, that these agencies be 
transferred with their advisory functions into the 
body of the Department. It will be essential that the 
skills and functions residing in each of the agencies 
to be mainstreamed are retained within the revised 
structures. Where particular commitments would be 
threatened by mainstreaming, 
sunset clauses should be established for relevant 
agencies (with provisions for review) to protect 
these. 
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Classification Name of Agency 
Functions Legislation and other relevant sources 

Prospectus Recommendations 

Research Health Research 
Board 

Provides advice on health research and 
related matters. 

THE HEALTH RESEARCH BOARD 
(ESTABLISHMENT) ORDER, 1986. 
 
The Health Research Board (Establishment) 
(Amendment) (No.1) Order, 2002 
(Extends the term of office) 

We propose that the Health Research Board will 
have a strengthened role to include responsibility 
for the development and maintenance of a register 
of all Irish based health and social services research 
to be commissioned and conducted in any given 
year. The register will be a public domain 
document, circulated to all agencies. This proposal 
will provide a further support for the difficult task 
of ensuring a coordinated approach to research and 
development.  
 
We recognise that this is not a straightforward 
matter, raising questions as who defines what 
constitutes research and whether a database is 
preferable to a register. The Health Research Board 
will need to work closely with HIQA in the 
development of this aspect of its functions and in 
the context of the objectives of the National Health 
Information Strategy. As well as this specific item, 
we feel there is a need and an opportunity for the 
HRB to play a lead role in assisting the DoHC to 
discharge its oversight function in relation to 
research priorities for the health system overall. 
Similarly, a lead needs to be taken in ensuring that 
the various strategic planning processes for health 
research are integrated and coherent. 
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Classification Name of Agency 
Functions Legislation and other relevant sources 

Prospectus Recommendations 

Research The Institute of 
Public Health 

Concerned with tackling health inequalities, 
strengthening partnerships and networking 
nationally and internationally, contributing 
to public health information and 
surveillance and strengthening public health 
capacity. 

A cross-border non-statutory body established by 
the Department of Health and Children and the 
Department of Health, Social Services and Public 
Safety (NI). 
 
 

We examined the diverse and extensive roles of 
these agencies closely, as set out in Appendix 6. 
Apart from their core functions, which relate to 
specific sectors or care groups, two other 
characteristics emerged: 
– A significant role in cross-cutting liaison between 
Government Departments, other public sector 
agencies or other providers; 
– A specified role in North/South institutional 
arrangements, with extra-jurisdictional governance 
links. 
Given either of these two characteristics we felt it 
would be inadvisable to propose any alteration to 
their existing status. 
 

 
Research 

 
National Cancer 
Registry Board 

 
A statutory body established to collect and 
analyse data and to report on cancer 
incidence and mortality in Ireland. 

 
THE NATIONAL CANCER REGISTRY BOARD 
(ESTABLISHMENT) ORDER, 1991 
 
THE NATIONAL CANCER REGISTRY BOARD 
(ESTABLISHMENT) ORDER, 1991 
(AMENDMENT) ORDER, 1996 (appointment of 
staff, remuneration) 
 
 

 
The development of HIQA as a repository for 
health information for the whole system also offers 
the opportunity to bring together the work of some 
of the specialist information gathering agencies, 
specifically the National Cancer Registry and the 
National Disease Surveillance Centre. We consider 
that these bodies could be reconstituted as divisions 
within HIQA’s overall operation. 
 

Service Provider Board for the 
Employment of 
Blind 

The Board provides for the employment of 
approximately 30 registered blind and seven 
sighted personnel in its workshops on 
Davitt road (IPA Yearbook). 

Established by constitution in 1957.  Chairman and 
seven members appointed by the Minister for 
Health and Children on an honorary basis (IPA 
Yearbook). 

We propose that the Board for the Employment of 
the Blind cease to exist in its current form. The 
service provided is similar to other sheltered 
employment services and as such we recommend 
that the Board be disbanded and that the service be 
provided for and funded by the relevant RHO. 
 
 

Service Provider Drug Treatment 
Centre Board 

Provides a range of programmes for the 
treatment of drug addiction. 

The Drug Treatment Centre Board (Establishment) 
Order, 1988 
 
The drug treatment centre board (establishment) 
order 1988 (amendment) order, 1992 (articles 
referring to functions amended) 

We propose that the current funding and 
accountability arrangements for the Drug 
Treatment Centre Board be located with the HSE as 
the Board is principally a service delivery agency. 
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Classification Name of Agency 
Functions Legislation and other relevant sources 

Prospectus Recommendations 

Service Provider General Medical 
Services (Payments) 
Board 

Administers payments to doctors and 
pharmacists under the GMS. 

General Medical Services (Payments) Board 
(Establishment) Order, 1972 
 
GENERAL MEDICAL SERVICES (PAYMENTS) 
BOARD (ESTABLISHMENT) ORDER, 1972, 
(AMENDMENT) ORDER, 1990 (extends the area 
of responsiblility) 
 
GENERAL MEDICAL SERVICES (PAYMENTS) 
BOARD (ESTABLISHMENT) ORDER, 1972 
(AMENDMENT) ORDER, 1994. (extends the 
functions) 

The establishment of a NSSO, and a single HSE, 
provides a national platform for the location of both 
shared and joint services. It is proposed that the 
functions of one agency be located within the 
NSSO for traditional shared services (GMS 
Payments Board), and the functions of two others 
within the HSE Corporate (National Breast 
Screening Board; HeBE). It should be noted that 
Eastern Health Shared Services, while not 
separately audited, is recommended for integration 
within NSSO. 
 

Service Provider Health Service 
Employers Agency 
(HSEA) 

A statutory agency representing health 
service employers.  Its functions include the 
promotion and support of value for money, 
efficiency and effectiveness in employment 
practice and the negotiation of industrial 
relations issues with health unions. 

THE HEALTH SERVICE EMPLOYERS 
AGENCY (ESTABLISHMENT) ORDER, 1996. 
 

With the creation of a central HSE, a focus for the 
work currently carried out by both the Health 
Services Employers Agency and the Office for 
Health Management will be provided by 
transferring these functions into the mainstream 
delivery structures of the HSE. The HSE’s 
responsibility for strategic HR and IR will support 
its role as a direct employer or primary funder 
within the public health system. These functions 
will need to be embedded in the new delivery 
structures to deal with the multiple challenges that 
the programme of organisational reforms will 
present. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



  

 170

Classification Name of Agency 
Functions Legislation and other relevant sources 

Prospectus Recommendations 

Service Provider Irish Blood 
Transfusion Service 

Organises and administers the national 
blood transfusion service including the 
processing and supply of blood and blood 
products to Irish Hospitals.  It also operates 
the National Haemovigilance Office, the 
Irish Unrelated Bone Marrow Registry and 
the National Tissue Bank 

The Blood Transfusion Service Board 
(Establishment) Order, 1965 
 
THE BLOOD TRANSFUSION SERVICE 
BOARD (ESTABLISHMENT) (AMENDMENT) 
ORDER, 1988 (allows for the establishment of an 
eye bank to facilitate corneal transplantation) 
 
BLOOD TRANSFUSION SERVICE BOARD 
(ESTABLISHMENT) ORDER 1965 
(AMENDMENT) ORDER, 1994 (provides for the 
remuneration of the chairperson) 

As the HSE will be responsible for the funding and 
delivery of the entire range of services within the 
system, it is proposed that the funding and 
accountability arrangements for the Irish Blood 
Transfusion Service should transfer to the HSE in 
due course. Substantial investment has been made 
in recent years with the aim of insuring that blood 
safety in Ireland meets the highest international 
standards. Quality and Fairness specifies that ‘the 
Irish Blood Transfusion Service will continue to be 
supported in maintaining international standards of 
safety and quality’. We recommend that the 
transfer of accountability arrangements from the 
DoHC to the HSE be done in a manner and at a 
time which ensures that public and patient 
confidence in the IBTS is maintained. 
 

Service Provider The National 
Disease Surveillance 
Centre 

Ireland´s specialist centre for the 
surveillance of communicable diseases. The 
aim of NDSC is to improve the health of the 
Irish population by the collation, 
interpretation and provision of the best 
possible information on infectious diseases.  
This is achieved through surveillance and 
independent advice, epidemiological 
investigation, research and training 

Non-statutory body 
 
Functions as per discussion document of July 1997, 
see folder. 

The development of HIQA as a repository for 
health information for the whole system also offers 
the opportunity to bring together the work of some 
of the specialist information gathering agencies, 
specifically the National Cancer Registry and the 
National Disease Surveillance Centre. We consider 
that these bodies could be reconstituted as divisions 
within HIQA’s overall operation. 
We recognise (as noted in Appendix 6) that the 
NDSC has a significant operational role in respect 
of disease control, over and above its surveillance 
activities. This properly belongs to the HSE and 
should not in our view be assigned to HIQA. There 
will clearly be a requirement, however, for explicit 
and well defined linkages between the surveillance 
and central mechanisms of communicable disease 
management. 
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Classification Name of Agency 
Functions Legislation and other relevant sources 

Prospectus Recommendations 

Independent An Bord Uchtála 
(Adoption Board) 

Makes Adoption Orders and registers 
voluntary adoption societies. 

Adoption legislation is complex, what follows is 
the main legislation in this area.  Work on  a 
restatement in in progress 
 
Adoption Act, 1952 (Principal Act) 
 
ADOPTION ACT, 1988 (Adoption of children 
whose parents have failed in their duty to them, 
powers given to the board) 
 
ADOPTION ACT, 1991 (Register of Foreign 
Adoptions) 

As the Irish Medicines Board and the Adoption 
Board both fulfil specific specialist roles, the Irish 
Medicines Board is a licensing authority and the 
Adoption Board has a quasi-judicial function; it is 
not proposed to change the accountability or 
funding arrangements of these bodies, who will 
maintain their relationship with the DoHC. 
 

Independent Hospitals Trust 
Board 

Administers the Hospitals Trust Fund. PUBLIC HOSPITALS ACT, 1933 (National 
Hospital Trustees established, functions defined) 
 
PUBLIC HOSPITALS (AMENDMENT) ACT, 
1938 (Hospitals Trust Board established, transfer of 
functions from National Hospital Trustees to 
Hospitals Trust Board) 

The Hospital Trust Board is no longer operational, 
so it is proposed that its files be transferred to the 
DoHC and it be formally disbanded. 
 

Independent Mental Health 
Commission 

The principal functions of the Commission 
shall be to promote, encourage and foster 
the establishment and maintenance of high 
standards and good practices in the delivery 
of mental health services and to take all 
reasonable steps to protect the interests of 
persons detained in approved centres under 
the Mental Health Act 2001.  [From Act] 
 

Mental Health Act, 2001 Given the recent establishment of the Mental 
Health Commission it is not proposed at this stage 
to change its current arrangements. The Mental 
Health Act, 2001, section 75, specifies that the 
Minister after 5 years will review the operations of 
the Act and report to both Houses of the 
Oireachtas. It is our view that this represents an 
appropriate approach in relation to ongoing 
evaluation of the role of the Mental Health 
Commission. 
 

Not Established Health Informations 
and Quality 
Authority 

The functions of HIQA will be to ensure the 
services provided in the health system meet 
nationally agreed standards, both at clinical 
and managerial level and to assess whether 
the health and personal social services are 
managed and delivered to ensure the best 
possible outcomes within the resources 
available. 

To be established on a statutory basis.  See Action 
111 of Quality and Fairness pp127-129 and passim 

To be established on a statutory basis 
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Classification Name of Agency 
Functions Legislation and other relevant sources 

Prospectus Recommendations 

Not Established The National 
Hospitals Agency 

NHA functions: 
To prepare a strategic plan for expanding 
the capacity of acute hospitals 
To advise on the organisation and 
development of all acute hospital services 
To advise on the designation and funding of 
national specialist services 
To facilitate closer linkages with the private 
hospital sector 
To liaise with regulatory and professional 
bodies on matters affecting acute hospitals 
To manage a new national waiting time 
database 
 

To be established on a statutory basis.  See Action 
80 of Quality and Fairness pp102-103 and passim 

To be established on a statutory basis. As originally 
envisaged in Quality and Fairness the National 
Hospitals Agency would be established on a 
statutory basis under the aegis of the DoHC. Within 
the proposed consolidated structure, the NHA has 
been renamed as the National Hospitals Office and 
will be located within the HSE, rather than 
reporting separately to the Department. 

 

Shared Service Health Boards 
Executive (HeBE) 

Established to further improve the 
efficiency and effectiveness of health and 
personal social services. Its role is to enable 
the health boards and the ERHA to work 
jointly on a national development agenda 
that will support the modernising of health 
services and to undertake other executive 
functions including operational functions to 
be devolved from the Department of Health 
and Children.  
 
 

This body was set up with the ERHA, see below 
for link to legislation 
 
The Health (Eastern Regional Health Authority) 
Act, 1999(Health Boards Executive) 
(Establishment) Order, 2002 (Establishment day) 
 
 
 

The establishment of a NSSO, and a single HSE, 
provides a national platform for the location of both 
shared and joint services. It is proposed that the 
functions of one agency be located within the 
NSSO for traditional shared services (GMS 
Payments Board), and the functions of two others 
within the HSE Corporate (National Breast 
Screening Board; HeBE). It should be noted that 
Eastern Health Shared Services, while not 
separately audited, is recommended for integration 
within NSSO. 
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Classification Name of Agency 
Functions Legislation and other relevant sources 

Prospectus Recommendations 

 
Shared Service 

 
Office for Health  
Management 

 
A body established to implement the 
national strategy for management 
development for the health and personal and 
social services in Ireland. Its main function 
is to facilitate management development for 
the health services by acting as a central 
resource and commissioning body  

 
Non-statutory 
 
The Office for Health Management was set up in 
1997 following the publication of The Management 
Development Strategy for the Health andPersonal 
Social Services (1996) 
 

 
With the creation of a central HSE, a focus for the 
work currently carried out by both the Health 
Services Employers Agency and the Office for 
Health Management will be provided by 
transferring these functions into the mainstream 
delivery structures of the HSE. The HSE’s 
responsibility for strategic HR and IR will support 
its role as a direct employer or primary funder 
within the public health system. These functions 
will need to be embedded in the new delivery 
structures to deal with the multiple challenges that 
the programme of organisational reforms will 
present. 
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Appendix 6 - Categorisation of Agencies Using Key Determinants: Key to Determinants of Sequencing Schedule 
 

Sequence Governance 
Short 
term 

Dismantling of current accountability arrangements (e.g. agencies currently reporting through/funded by another 
organisation that is itself being streamlined) 

Medium 
term 

Change to current accountability arrangements/reporting relationships 

Longer 
term 

No change to accountability/Governance structures 

 Service Provision 
Short 
term 

Direct patient service- Where an organisation provides a direct patient service that is associated high risk e.g.IBTS  

Medium 
term 

Planning / Advisory service- Where an organisation contributes to service delivery through its planning functions: 
eg.approval of specialist posts 

Longer Professional Regulatory function 
 Legislation 

Short 
term 

Primary legislation; New Act required or a change to an Act 

Medium 
term 

Secondary legislation; Statutory instrument 

Longer 
term 

Change to a Ministerial Order  
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Agency Governance
 

Service 
Provision 

Legislation Dependencies  Destination  Final 
Sequence 

National Breast Screening Board Short term Short term Short term 
 

HSE established 
Health Boards dissolved 

 

HSE 
 

Short term 

General Medical 
Services 

 

Short term Short term Longer 
Term 

) 

HSE and NSSO established 
Health Boards dissolved 

DoHC  restructured 

HSE 
DOHC 

Short term 

HeBe 
 

Short term Longer term Short term 
 

HSE established HSE Short term 

HSEA Short term Short term Longer term 
 

HSE established HSE 
 

Short term 

Comhairle na nOispideal 
 

Short term 
 

Short term Short term 
 
 

HSE and NHO established 
 

HSE Short term 

Hospital Bodies Administrative Bureau 
 

Short term Short term Longer term 
 

HSE established 
NHO established 

Comhairle ready to be subsumed. 

HSE Short term 

Postgraduate Medical an Dental Board 
 

Medium term Short term Short term 
 

HSE established 
Medical & Dental councils ready to 

receive relevant functions 

HSE, 
Medical Council 
Dental Council 

Short term 

National Council for the Professional Development of 
Nursing & Midwifery 

 

Short term Short term Longer term HSE established 
An Bord Altranais ready to receive 

functions of NCPDNM. 
 

HSE 
An Bord 
Altranais 

Short term 

Irish Blood Transfusion Service 
 

Short term Short term Longer term HSE established 
 

HSE Short term 

An Bord Altranais Longer term Longer term Short term 
 

 
Handover of functions from national 

council 
 

 
To be re-

configured 

Medium term 

Drug Treatment Centre Board Medium term Short term Longer term 
 

HSE established HSE Medium term 

Irish Medicine Board Longer term Short term  Irish Medicines Board must be 
ready to; 

receive inspections function of the 
Irish Pharmaceutical Society and the 

Poisons Council 
 
 

To be re-
configured 

Medium term 
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Agency Governance
 

Service 
Provision 

Legislation Dependencies  Destination  Final 
Sequence 

Short term 
 
 
 

Longer term Longer term  HSE established HSE, HR&IR Longer term 

National Disease Surveillance Centre 
 

Longer term Short term Longer term HIQA established HIQA Longer term 

Irish Health Services Accreditation Board 
 

Longer term Longer term Longer term HIQA established HIQA Longer term 

National Cancer Registry Board Longer term Longer term Longer term HIQA established HIQA Longer term 
Crisis Pregnancy Agency Longer term Longer term Longer term 

 
Restructured DoHC DoHC Longer term 

 ( Sunset 
clause) 

National Council on Ageing and Older People. Longer term Longer term Longer term 
 

Restructured DoHC DoHC Longer term 

Office for Tobacco Control Longer term Longer term Short term 
 

Restructured DoHC 
 

DoHC Longer term 
 (Sunset 
clause) 

Women’s Health Council Longer term Longer term Longer term Restructured DoHC DoHC Longer term 
Irish Pharmaceutical Society Longer term Longer term Short term 

 
Irish Medicines Board must be 

ready to receive inspections 
function 

Restructured DoHC 

To be 
reconfigured 

Longer term 

Medical Council Longer term Longer term Short term 
 

HSE established 
Restructured DOHC 

To be 
reconfigured 

Longer term 

Opticians Board 
 

Longer term Longer term Short term Restructured DOHC To be 
reconfigured 

Longer term 

National Social Work Qualifications Board Longer term Longer term Longer term Health and social care professions 
council to be established (HSCPC) 

Health & Social 
Care 

Professional 
Council 

 

Longer term 

Pre-Hospital Emergency Care Council 
 

Longer term Longer term Longer term HSCPC to be established Health & Social 
Care 

Professional 
Council 

 

Longer term 

Board for the employment of the Blind Longer term Longer term Longer term HSE established 
 

HSE 
RHO 

Longer term 
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Agency Governance
 

Service 
Provision 

Legislation Dependencies  Destination  Final 
Sequence 

Hospital Trust Board    Dissolved Restructured 
DOHC 

Longer term 

Poisons Council 
 

Longer term Longer term Longer term IMB receives functions IMB Longer term 
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National Health Service Reforms 

 
 

ICT Action Project 
 

1. Context 
 

1.1 This report is prepared in the context of  the reports on the ‘Audit of Structures 
and Functions in the Health System’ (Prospectus) the ‘Commission on Financial 
Management and Control Systems in the Health Service’ (Brennan) and the 
Government Decision on these.  It is also informed by the report of the National 
Task Force on Medical Staffing (Hanly), thinking on the National Health 
Information Strategy and the HeBe ICT Strategy. 

 
 
1.2  ICT specific:   
 

• The National Health Information Strategy (NHIS) will require the development of 
a multi-annual Health Information and ICT Action Plan which will be prepared by 
HIQA. In doing so HIQA will draw upon the HeBe ICT Strategy and expertise 
within the Health Services Executive. 

 
• ICT has the potential to be a key driver of change to create the modern, user-

focused, efficient, cost effective health service envisaged in the reform process. 
 

• It must be fully integrated into all service planning at all levels.  Such 
planning to encompass all aspects of appropriate technologies including 
medical devices, telephony and electronic service delivery models. 

 
• ICT will become embedded in the health system infrastructure so that it is 

seamless, non-intrusive and available wherever needed working in an intuitive 
manner and accessible in a standardized way. 

 
 
 
1.3 Terms of Reference 
 
1.3.1. To develop a framework to support a single, system-wide approach to the 

development of ICT based on the government decision in relation to: 
 

The National Health Information Strategy; Brennan and Prospectus Reports and 
on the appropriate elements of the ICT strategy developed by HeBe and ICT 
contracted developments. 
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1.3.2    To ensure that the ICT elements of all other action projects are consistent with the  
             overall ICT framework. 
 
 
2.0  Structural Elements 
 
Description of the position of the organisation in the Health System and the overall 
Governance Arrangements   
 
In the new structure ICT will be a vital element of the three organisations - the 
Department of Health and Children (DoH&C), the Health Service Executive (HSE) and 
the Health Information and Quality Authority (HIQA) as illustrated in diagram one. 
 
Diagram One 
 
 
 
 

HSE Corporate

Vol Sector Health Agencies
Outsourced 
Providers

HIQA
DoHC

Hospital NetworkRHO

LHO

PCCC NHO

SLA SLA
Shared Services

SLA

SLA
SLA
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2.1.1.  Department of Health and Children 
 
Recommendations for structures for the Department of Health and Children will be an 
issue for the Restructuring Action Project. These structures should ensure that the 
necessary functions of the DoHC in respect of ICT are appropriately provided for. 
 
2.1.2. Health Service Executive 
 
HSE Corporate  
 

• The ICT function will be represented at the highest level within the HSE in order 
to ensure that ICT planning and delivery is integrated with all other aspects of 
health services. 

 
• ICT will be a core element of the job description of one member of the 

management team of the HSE.   
 

• That individual will be responsible for ensuring: 
o a strategic approach to the implementation of ICT policy 
o the appropriate integration of  ICT into all service plans and business plans 

for the National Hospitals Office and Primary, Community and 
Continuing Care Pillars.    

 
 
HSE Operational (i.e. Shared Services) 
 
(The detail of structures for Shared Services is a matter for the Shared Services Action 
Project). 
 

• The Shared Services function will be responsible for the operational delivery of 
ICT services to the HSE and its pillars. 

 
• Within the NHO and PCCC pillars implementation and business knowledge 

specific to the pillar will also be required in order that delivery of ICT business 
solutions is successful.   In the case of the voluntary sector (including voluntary 
hospitals) ownership will not change.  However, an enterprise-wide approach to 
ICT will be ensured through the service planning process.   Such internal 
resources would be flexible and would be part of the global HSE ICT function 
and not specific to the pillar.   

 
• The NHO and PCCC will contract resources for ICT project implementations 

(from the Shared Services function) as required.  This will be structured to allow 
for flexibility and local ownership of individual ICT projects.   
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2.1.3  Health Information and Quality Authority (HIQA) 
 
Recommendations for the structures of HIQA will be a matter for the HIQA Action 
Group.  These structures should ensure that the necessary functions of HIQA in respect of 
ICT are appropriately provided for. 
 
 
2.2  Description of Role 
 
 
2.2.1  Department of Health and Children 
 

• The Department of Health and Children will be primarily concerned with policy, 
accountability, ministerial support and legislation.  In exercising this role the 
Department will need to ensure that its functions include appropriate aspects of 
ICT.  

 
• The Department will retain a key role in ensuring that the appropriate 

environment for the effective use of all aspects of ICT is integrated into the 
business processes of the new structures, as a key element of the reform agenda. 

 
• ICT will be fully integrated in the Department’s policy making structures in order 

to enable the HSE and HIQA to deliver on the requirement for health services to 
have high quality information to support the delivery of patient-focussed care.   

 
 
2.2.2  Health Services Executive 
 
 
HSE Corporate 

• supporting business processes (e.g. finance, HR),  
• strategic management and planning of the full range of services (management 

information)  
 
HSE Operational (Shared Services) 

• the operational delivery of services (e.g. medical devices including diagnostic).  
• communications (e.g. e-mail, messaging, telephony) 
• emerging and developing applications (e.g. telemedicine, remote patient 

monitoring). 
• enabling integration between the pillars to ensure a seamless service to patients 

(e.g. telephony, e-mail, telemedicine, electronic health record).  
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2.2.3   Health Information and Quality Authority 
 
The new Health Information and Quality Authority will have a leading role in the 
national health information agenda.  Its functions will include leading and overseeing 
implementation of the national health information strategy and the development of health 
information to support the planning and evaluation.  (More detailed information on the 
role and functions of the HIQA is available in the report of that Action Project).  In this 
regard HIQA will have a clear role in ensuring that ICT development supports its broader 
roles and functions in respect of health information. 
 
 
 
2.3  Functions 
 
2.3.1. Department of Health and Children 
 
We envisage that the Department must retain a focus on policy aspects of ICT.  The 
appropriate structure to meet this requirement will be the subject of deliberation by the 
restructuring group (ref. para. 2.1.1 above). 
 
In line with an appropriate policy/executive split the following functions will be carried 
out by the Department of Health and Children through the executive agencies: 
 
Strategy 
 
In line with government policy:  
 

• co-ordinating and overseeing the development of ICT strategy (led by HIQA) in 
conjunction with key stakeholders, e.g.  

o HSE, HIQA,  
o the Department of Finance and  other Government departments,  
o the European Union and the World Health Organisation 

 
 
Policy 
 
In conjunction with other stakeholders the Department will be responsible for  

• the development of ICT policy at a national level  
• ensuring that the operational environment for ICT in areas such as security, 

procurement, governance, standards and licensing is established and maintained 
• agreeing an appropriate audit and evaluation agenda with HIQA  
• ensuring that national e-government policy, national standards and licensing is 

established and maintained. 
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Planning and Prioritisation 
 

• ensuring that ICT planning is an integral part of the National Service Plan 
developed with the HSE.   

• Prioritisation of  ICT projects to deliver best return  
• integrate ICT processes into the modernisation of the health system particularly in 

the areas of organisational development, clinical practice and human resource 
development. 

 
 
Human Resources 
  
Ensuring that:  

• adequate skills exist to support ICT developments  
• ICT is fully integrated into the change agenda. 

 
 
Funding 
 
The Department will seek to secure appropriate funding from the Department of Finance 
to enable the HSE to allocate funding through the health sector in line with ICT policy. 
 
 
Legislation and Regulation 
 
The Department will be responsible for: 
 

• the drafting of the Health Information Bill in line with national and international 
regulation and responsibilities. 

• ensuring that the appropriate regulation environment exists to support the best use 
of ICT and information  in the new structures, 

• ensuring that the appropriate Data Protection and Freedom of Information 
environment exists to support health and social care services in line with the 
overall information governance structure 

• ensuring the establishment of a users group for the health information community 
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2.3.2. Health Services Executive 
 
 
HSE Corporate  
 
Service Planning 

 
• Managing the relationship between HIQA and HSE in terms of: 

  
o Needs Assessment 
o ICT Planning 
o Evaluation, monitoring, performance management of ICT 

effectiveness 
 
Contracting 
 

o The HSE will contract for the Development of methodologies and the 
delivery of major ICT developments within the pillars.   
 
(HIQA will also be involved at a strategic level in the specification of 
appropriate standards for all developments in information and 
information systems including the ICT infrastructure underpinning them 
as identified in the National Health Information Plan, see the report of the 
HIQA Action Project for more detail .) 

 
 
 

 HSE Operational (Shared Services) 
 
Contracting 

 
o Service level agreements for both internal and external customers will be 

developed. 
 

o ICT services will be delivered to the pillars of the HSE by way of service level 
agreements 

 
o ICT services may also be delivered to other agencies, e.g. voluntary sector 

providers of intellectual disability services, by way of contracts/service 
agreements 

 
o The HSE will enter into contracts with external providers of ICT services for 

the provision of certain services, e.g. national integrated voice and data 
service.  
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 Implementation 
 

o The alignment of business processes within and between the pillars will be a key 
element of ICT implementation.   

 
o All ICT implementation will be delivered through the shared services model using 

the most appropriate delivery mechanisms in the context of individual service 
providers.  

 
o Examples of such implementation would be: 

 
• co-ordinated rollout of enterprise wide systems such as the Hospital 

Information System, PPARS, 
• the management and roll out of national networks such the as the VPN 

provided via a managed service, 
• the provision of a national health integrated voice and data service,  
• the provision of the health portal. 

 
 
Support and Maintenance 
 
All ICT support and maintenance will be delivered through the HSE Shared Services 
model using the most advantageous delivery mechanism appropriate for the required 
service.  An example would be helpdesk support for computer equipment.  This would be 
supported by a national framework agreement to give nationwide support. 
 
 
Infrastructure – operations, network, procurement, helpdesk. 
 
The provision of adequate infrastructure for the support of the ICT function, e health and 
e government initiatives, to include: 
 

- Operational support for ICT in terms of standards, procedures and processes. 
- Provision of national networks for all three pillars 
- An effective procurement service incorporating e-procurement and best VFM 
- Single point of contact for Help Desk-related services. 

 
The single national perspective provided by the Shared Services delivery model will 
ensure cohesive management of infrastructure to underpin the effective delivery of health 
and social care services through the pillars on a nationwide basis. 
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Training 
 
In conjunction with the HR business function ensure that an appropriate ICT skills base 
exists within the Shared Services function for the wide-ranging ICT function to be 
delivered within the pillars. 
 
 
2.3.3. Health Information and Quality Authority (with regard to ICT) 
 
Specification 
 

• HIQA will work in conjunction with the Department of Health and Children and 
the Health Service Executive on the specification of appropriate standards for 
relevant systems identified in the multi-annual health information and ICT action 
plan.  
(That is ensuring that the requirements of the health system with regard to the 
functionality and outputs of ICT developments are identified and set down in 
preparation for the planning, development and implementation of systems.) 

 
 

• HIQA will also be involved at a strategic level in the specification of all 
developments in information and information systems including the ICT 
infrastructure underpinning them as identified in the National Health Information 
Plan. 

 
 
Approval 
 
HIQA will be involved together with the Department of Health and Children in the 
approval of specific ICT initiatives in support of the National Health Information Plan.  
The role of HIQA in this regard will be to ensure that standards are complied with.   
(It is assumed that the Health Information Strategy will state that HIQA, in conjunction 
with DoH&C and key stakeholders will approve all major ICT developments).  
 
This role will ensure co-ordination of all ICT initiatives across the sector and support the 
goals of providing quality information for effective service planning, developing the 
Health Portal, the Electronic Health Record and the Unique Patient Identifier. 
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Quality Assurance and Monitoring (with regard to ICT) 
 
HIQA will have a key role in  
 

o ensuring that the quality assurance of data and information systems also 
applies to the ICT infrastructure supporting them, 

 
o auditing and evaluation of initiatives under the National ICT Action Plan, 

 
o ensuring that the National ICT Action Plan delivers on the wider 

objectives of supporting quality information within the sector in a cost-
effective manner, 

 
o accreditation of systems, particularly with regard to the assumptions 

outlined in 3.1 of this document. 
 
 
Standards (ICT) 
 
HIQA will be responsible for ensuring the development (where applicable) and  
implementation of standards and appropriate compliance. 
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2.4  Description of the high level organisational structure and internal reporting 
lines. 

 
Diagram Two 
 
 
 

HSE Corporate

Vol Sector Health Agencies
Outsourced 
Providers

HIQA
DoHC

Hospital NetworkRHO

LHO

PCCC NHO

SLA SLA
Shared Services

SLA

SLA
SLA

 
 
The diagram attempts to map at a high level the ICT business flows within the new 
structures.  
 

• The internal reporting line between Shared Services and the HSE corporate level 
is a matter for the Shared Services Action Project. 

 
• Service delivery relationships will be by way of service level agreements both 

within the pillars and also for other health agencies. 
 

• Within the pillars of the HSE internal ICT strategy development and planning will 
occur through normal business planning parameters.  
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• Contracts for services either managed or outsourced will be by way of standard 
business contracts.  

 
 
3.0   Business Process Elements 
 
3.1 Key Assumptions 
 
3.1.1. An enterprise wide approach will be formalized as government policy in the 

National Health Information Strategy.  (Enterprise in this context includes the 
entire health system, not only the HSE). 

 
3.1.2    The early establishment (i.e. early in 2004) of HIQA is an essential prerequisite 
to carrying out its roles and functions.  Developing, adopting and defining ICT standards 
will entail a considerable amount of work, without which HIQA’s role in enterprise wide 
ICT developments cannot begin to develop. This work is given added urgency by the 
expansion of ICT capital expenditure for 2004. 
 
 
3.1.3   The creation of a national framework for standards (including ICT standards) will 
be set out in the NHIS and assigned as a clear function to HIQA 
 
 
3.1.4   The National Health Information Strategy will make appropriate provision for the 
establishment of a unique identifier which takes account of other policies and priorities 
for patients and professionals. 
 
3.1.5   A framework for an information governance structure which addresses security 
and privacy issues will be set out in the National Health Information Strategy.  This will 
ensure that the use of all data in the healthcare context is governed by appropriate 
principles of security and confidentiality.  Rules and procedures for the use of personal 
data by public service agencies will be developed, agreed and published and HIQA 
should ensure these standards are applicable and are complied with. 
 
 
3.2   Recommendations: 
 
3.2.1 Make early progress on the issues highlighted at 3.1 above.   
 
3.2.2 Priority should be given to ICT initiatives which enable integration between the    
PCCC and NHO pillars. 
 
3.2.3  An ICT plan to support the implementation and delivery system for PCCC as set 

out in the report of the PCCC Action Group needs to be developed as a 
component of Phase II of the Health Reforms process. Without such priority given 
to ICT many of these services may be impossible to implement. 
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3.3   Issues affecting other Action Projects 
 
 
3.3.1  Financial Management and Control; Funding:    The ICT Action Project 
recommends that apart from specific national ICT projects Shared Services will secure its 
funding from the PCCC and NHO pillars by negotiation of Service Level Agreements.  
(Also relevant to the action projects on:  Shared Services, Health Services Executive, 
Governance, PCCC, NHO).  
 
3.3.2  Shared Services:  The ICT Action Project report needs to be aligned with the 
recommendations of the Shared Services Action Project report. 
 
3.3.3  Health Services Executive:  The ICT Project report recommends an executive 
management team member with high level responsibility for HSE strategic and 
operational ICT issues. 
 
3.3.4.  Restructuring:  The Department of Health and Children needs to retain a focus on 
ICT in the new structures on policy, e-government and relevant aspects of the 
international horizon. 
 
3.3.5 HIQA:  Assumptions and recommendations contained in this report depend on the 
early establishment of HIQA in a form which enables their implementation. 
 
3.3.6 PCCC, NHO:  The ICT Action Project recommends ICT as a key enabler of 
service delivery, modernization and integration within and between the pillars.  
 
 
4.0 Key Next Steps – Priorities and Interdependencies 
 
 
4.1 Next Steps 
 
4.1.1 Contracts 

 
A process is needed to identify and analyse existing ICT contracts (including 2004 
contracts) with a view to re-assignment where appropriate.  Attached at Appendix 
One is a list indicating the status of national projects currently being implemented. 

 
4.1.2 Essential functional systems 

 
A process is required, as a priority, to identify essential infrastructural systems to 
support the new system. 
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4.2  Interdependencies 
 
The early establishment of HIQA (see para. 3.1.2.) 
 
 
5.  Risk Analysis  
 

o Insufficient time to develop the system which reflects the new structures. 
o Magnitude of the task  and timescale 
o Haemorrhage of key skills and knowledge in absence of early clarity 

 
 

6.0  Change Management 
 
 

6.1  Contractual 
 

      The reassignment of existing contractual commitments to new organisations. 
 

6.2  Legislative 
 
Health Information Bill 
 

6.3  Human Resources/Industrial Relations 
 
ICT staff currently in place will move from their existing organisations.  A 
project is required to identify the ICT staffing requirements of the new 
organisational structure and to match existing numbers of staff, skills and 
knowledge with the future arrangements. 
 
(See Appendix Two for an analysis of skills and leverage from existing 
structures.) 

 
 
7. Outputs  - Not Applicable to this Action Project 
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8.  Appendices 
 
8.1  Appendix One:  Major Strategic ICT Projects  
 

 
Project 

 
Description 

 
Status 

Lead 
Responsibility 

 
PPARS  
 

National Payroll, Personnel 
and Related Systems (incl 
rostering) based on SAP 
Estimated expenditure  2004 
- €31m (capital  + revenue) 

Rollout ongoing – 
target national 
coverage 2006/7  

PPARS Office 

FISP 
 

Financial systems based on 
SAP 
Early estimate of total costs 
- €100m 

In project planning 
phase 
 

HeBe (SHB) 

HIS 
 
 

Hospital information system 
Total costs €360m over 10 
years 
 

Proposal with 
DoH&C 

HeBe (SEHB) 

eProcurement 
 
  
 

System for national  
procurement designed to 
generates significant 
efficiencies and better prices 

At planning stage 
 

 

Laboratory 
 

Joint procurement of a 
laboratory system for all   
hospitals – expected to  
become the Laboratory 
element of National HIS 

Procurement 
ongoing  

HeBe (NEHB) 

Central Client 
Index System 
(CCIS)  
 

GMS project to develop a 
central client eligibility 
Index for all health service 
clients – uses PPSN where 
available 

Ongoing GMS 

GMS 
Payments 
(incorporating 
CCIS) 

GMS payments systems to 
contractors (GPs, 
pharmacists etc) 

Ongoing GMS 

GRO Civil Registration Database 
(Births, Marriage, Deaths, 
Divorce, Civil Nullity) and 
Events Notification 

Electronic certificate 
issue in parts of 7 
HB areas – all major 
offices;  Births and 
death registrations 
live in SHB; national 
rollout for all event  
planned for late 2004 
 

GRO/ D-SFA 
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EU Health 
Insurance 
Card 

Development of a card 
which will, in the 1st 
instance, replace the E111 

Ongoing – Target  
1/6/ 2004 

HeBE 

Childcare 
database 

Childcare social work 
database  

Development slowed HeBe (MWHB) 

Clinical 
Indemnity 

National systems for dealing 
with Claims / Accidents.  
Operated by State Claims 
Agency / NTMA 

Development 
nearing completion 

NTMA / State 
Claims Agency 

CIDR National Disease 
Surveillance Centre system 

Development 
ongoing 

NDSC 

Health Portal Development of a national 
health portal as a gateway to 
all electronic services; will 
interact with the Public 
Service Broker 

Specification of 
requirements 
ongoing 

HeBe (SHB) 

VPN Government Virtual Private 
Network to include health 
service requirements 

Development is slow CMOD. 
D/Finance 
(HeBE project 
considering 
health  service 
response) 

eGovernment 
Projects 

Various  HeBE 

 
Breast Screening 
Colposcopy 

Other projects 

Dental 
Primary Care ICT development 
 
Primary Care 
Strategy 

ICT for Primary Care 
Centres 
 

Requirements 
definition exercise 
Planned – no work 
undertaken  to date 

PC Task Force  
 
 
 
 

GPIT (under 
aegis of ICGP) 

Coordination of GPIT 
systems, including training 
and linkages to hospitals 
*(see Healthlink above) 

Ongoing GPIT  

GP Messaging Development of a GP 
messaging standards for 
access to lab results and 
other messages 

Standard for lab 
messaging under 
development and 
being implemented  

HeBE 

Healthlink 
 

Hospital to GP Messaging– 
using XML / HL7 

Development and 
rollout ongoing 

Healthlink 
Project  
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8.2  Appendix Two:  Skill mix and leverage available to new organisations. 
 
 

 ICT Action Project     

Functions Functional description Skill Mix Leverage 
HIQA       
Specification In conjunction with DoH&C and HSE the 

specification of relevant systems identified 
in the National ICT Action Plan. 
Specification at a strategic level for all 
developments in information and 
information systems including the ICT 
infrastructure underpinning them as 
identified in the NHIP 

Systems analysis, 
health service 
expertise, business 
analysis,coding 
structures expertise, 
statisticians, ICT 
technical architects, 
security analysts, 
communications 
expertise, medical 
expertise. 

Within the sector 
considerable skills 
already exist in this area, 
scope also exists for 
external assistance for 
particular skills deficit. 
HIQA will specify at a 
high level only.  

Functions Functional description Skill Mix Leverage 

Commissioning/ 
Approval 

Commissioning specific ICT initiatives in 
support of the National Health Information 
Plan. This will be based on the requirement 
that HIQA in conjunction with DoH&C and 
key stakeholders approve all ICT 
developments for agencies. This role will 
ensure coordination of all ICT initiatives 
across the sector and support the goals of 
providing quality information for effective 
service planning, developing the Health 
Portal, EHR and the Unique Identifier 
Ensuring that quality assurance of 
information systems applies to the ICT 
infrastructure supporting them. Auditing of 
initiatives under the National ICT Action 
Plan. Ensuring that the National ICT Action 
Plan delivers on the wider objectives of 
supporting quality information within the 
sector within budget and on time. 

ICT , health care 
industry, legal, 
contracting, information 
analysis, project 
planning and 
design.Monitoring and 
management of 
external consultants.  

This is not a new 
function in the system. 
Skills exist  broadly 
within the current 
system. Improvements in 
integration will make the 
system less complicated 
and therefore leveraging 
from experience. HIQA 
will take up the role 
assigned to HEBE at 
present. 

Quality 
Assurance and 
Monitoring 

Ensuring that the quality assurance of data 
and information systems also applies to the 
ICT infrastructure supporting them. Auditing 
and evaluation of initiatives under the 
National ICT Action Plan. Ensuring that the 
National ICT Action Plan delivers on the 
wider objectives of supporting quality 
information within the sector. Accreditation 
of systems. 

Information analysis, 
evaluation and 
performance skills, 
project appraisal and 
management, business 
analysis. 

Considerable resources 
particularly in the data 
area already exist. It 
would require extending 
this analysis to ICT 
systems. External 
resources may be 
required initially. HIQA 
will have specific remit to 
recommend changes to 
implementation 
strategies where they 
perceive benefits are not 
being attained. 

Terminology 
assumed 
National Health 
Information Strategy 
(NHIS) leads to 
National Health 
Information Plan 
(NHIP) and leading 
to National ICT 
Action Plan  



 

 196

Standards (ICT) Adoption of agreed standards, development 
and application of national standards in 
relation to ICT developments. This remit will 
also incorporate the development of data 
standards underpinning ICT developments. 
Ensure compliance with standards. 

Familiarity with ISO, 
national  and 
international standards, 
regulatory 
environments, 
egovernment, 
standrads such as HL7 
and DICOM, business 
knowledge.  

Initially this task would 
require very clear 
analysis as to the detail 
of the remit. Adoption of 
standrads, development 
and maintenance of 
standards will be done in 
line with international 
developments. Ad hoc 
work is being done at 
various levels already 
but will need some 
coordination. HIQA will 
have enforcement 
powers with regard to 
standards where 
necessary. 

Research (ICT) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Research in the area of new technology 
applicable in a health care environment in 
particular the alignment of ICT (voice and 
data) and health technology (medical 
physics, bio-engineering, telemedicine)  
Aligning of ICT and health technology to 
ensure optimum transformation and change 
potential of 'new' technologies. 

 

HTA skills, ICT, 
research and 
development , 
communication skills.  

Initially considerable 
external resources may 
be required. Project 
teams with assistance 
from third level 
institutions or external 
international panels 
could give considerable 
impetus to developing 
this area. 

Emphasis must be on 
adopting and using agreed 
international standards 
where ever possible.  
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DOH&C       

Strategy Coordinating and overseeing the 
development of ICT strategy in conjunction 
with key stakeholders, (HSE, HIQA, Dept. 
of  Finance, other Government 
departments, EU, WHO) in line with 
Government Policy. 

International agency 
knowledge, policy 
making, networking, 
ICT / healthcare 
experience, business 
analysis, option 
appraisal. 

This function would be 
delivered in conjunction 
with key stakeholders. 
Resources already in 
place. External 
resources can be 
accessed where required 
and the considerable 
resources that exist 
within the system at 
present can be used.  

Policy In consultation with key stakeholders the 
development of ICT policy at a national 
level in ensuring that the operational 
environment for ICT in areas such as 
security, procurement, governance, 
standards, national licensing etc. etc. 
Agreeing audit and evaluation agenda with 
HIQA.  

as above As above. Department 
will have ultimate 
authority in  ensuring 
national policy is 
adhered to. 

Planning and 
Prioritisation 

Ensuring that ICT planning is an integral 
part of the service plans developed with 
HSE. Prioritisation of ICT projects to deliver 
best return and integrating ICT into process 
driven transformation and change.  

Business planning, 
policy analysis, 
networking,health 
technology 
assessment, project 
analysis management. 

as above 

HR Ensuring that adequate skills exist in 
conjunction with HR to ensure ICT 
developments are adequately supported. 
Integrating ICT with change management 
agenda.  

Policy analysis, skills 
analysis, HR skills, 
integrating with 
partnership process. 

Joint approach between 
IT HR and business 
Units 

Funding Oversee funding provision in consultation 
with Dept of Finance and HSE. Prioritising 
ICT investment to ensure best VFM. 
Exploration of alternative funding models 
such as PPP. 

ICT business and 
health care skills, 
negotiating skills.  

Can build on existing 
analysis and knowledge. 
Needs on-going 
monitoring. No serious 
additional requirements. 
Department will have 
final input into 
determining where 
funding is applied 

Legislation and 
Regulation 

Drafting of Health Information and other 
possible Bill's and ensuring that the 
appropriate regulatory environment exists to 
support the best use of ICT and information 
in new health structures. In conjunction with 
relevant authorities ensuring that 
appropriate data protection and Freedom of 
Information environment exists to support 
the health environment. Oversee the setting 
up of users group re health info. 

Understanding of the  
ICT and the legislative 
environment in which 
health/ ICT data 
management  
environment should 
exist. Knowledge of 
international 
developments. 

This area needs further 
development particularly 
with regard to analysis of 
the comparative position 
with EU and 
internationally in the 
context of the data 
requirements that will 
arise. Liaison with Dept 
of Finance, medico legal 
bodies. 
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HSE (NHO 
Shared Services 
and PCCC) 

      

Contracting HSE will contract for the delivery and will 
develop methodologies for various delivery 
models for of all major ICT developments 
within the various pillars. Service level 
agreements for both internal and external 
customers to be developed.   

Business skills ICT 
skills, contract 
negotiations, 
specification, 
procurement, project 
management and 
appraisal, developing 
and management of 
SLA's, contract 
management, 
evaluation, legal and 
financial. 

Business, legal and 
procurement skills are 
widespread through the 
present system. Will 
require some 
coordination to leverage 
considerable benefits 
from adopting a more 
integrated approach and 
bringing together the 
disparate streams. HSE 
will have ultimate 
responsibility for delivery 
on service contractual 
obligations 

Implementation All ICT implementation will be delivered 
through the shared services model using 
the most appropriate delivery mechanism in 
the context of individual service provision. 

Systems 
implementation skills, 
technical skills, 
network, security, 
application 
development, 
methodologies, 
environments, project 
management, appraisal 
and rollout, team 
working and consultant 
management. 
Experience of 
managed services 
coordination. 

Again benefits will be 
considerable from 
adopting an integrated 
approach. Substantial 
skills already exist within 
the various pillars. 
Importance of national 
approach with local 
ownership. Models 
already exist within 
current arrangements. 
HSE will be responsibility 
for implementation on 
ICT projects 

Support &  
Maintenance 

All ICT support and maintenance will be 
delivered through the HSE shared services 
model again using the most advantageous 
delivery mechanism appropriate for the 
required service. 

Logistical and technical 
support skills, 
contracting, business 
planning, technical and 
infrastructural skills in 
the context of ICT. 

Another area where an 
integrated approach will 
leverage benefits. 
Delivery within a shared 
services model allows for 
a variety of delivery 
mechanism from local to 
national. 

Infrastructure - 
operations,     
network, 
procurement, 
helpdesk. 

The provision of adequate infrastructure for 
the support of the ICT function, ehealth and 
egovernment initiatives.                                   
* Operational support for ICT in terms of 
standard procedures and processes.              
* Provision of national networks for all 3 
pillars                                                              
* An effective procurement service 
incorporating e-procurement and best VFM    
* Single point of contact for Help Desk 
related services 

Service delivery, 
customer service and 
management, 
operational 
management, 
technical, network and 
communications in the 
context of ICT. 
Procurement and 
contracting. 

Shared services 
approach offers a variety 
of delivery models. 
Considerable scope 
exists on the business 
side to delivery 
efficiencies while a 
national approach can 
free local staff from 
many other  tasks to 
deliver these services. 
Examples already exists 
within the system.HSE 
will have full 
responsibility for all 
infrastructure across the 
various pillars. 
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Training In conjunction with HR business function 
ensure appropriate ICT skills base exists 
with the SS function for the wide ranging 
ICT function to be delivered to all sectors. 

ICT training 
requirement analysis 
and development, 
service delivery, e-
learning, planning. 

Again this is not a new 
function, skills already 
exist within the current 
system and benefits will 
flow from a common 
approach. 

     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    

Structure DoH&C 
CT needs to be adequately integrated into the DoH&C policy making structures if the HSE and HIQA are to 
deliver on the requirement for the health services to have good quality information in support of patient focussed 
care. ICT must be strategically positioned along with other major business functions to ensure that it is 
prominent  in service delivery plans within the various pillars. This will require the existence of well resourced 
ICT closely integrated into the business and service planning functions in order to ensure the potential benefits 
from ICT are being delivered upon.  

HIQA Structure : 
ICT within HIQA will focus on the availability of high quality information emanating from the ICT infrastructures 
that will be delivered following the sign off of the ICT action plan. The focus will be on quality, standardisation 
and effective and efficient delivery on the ICT investment. Emphasis will also be on integrating ICT technologies 
within the wider deployment of health technology. An ICT awareness at the highest level of HIQA will be 
required. HIQA will need to be established immediately in shadow form if necessary in order that the required 
groundwork is carried out prior to the development of any action plans. 

HSE Structure : 
 
The ICT remit within the HSE will be focused within the Shared Services function particularly with 
regard to the operational delivery of ICT services. The ICT business function must also have a 
strategic focus within HSE to ensure that business planning has a well defined ICT element. Within 
the pillars implementation and business knowledge specific to the pillar will also be required in order 
that the delivery of ICT business solutions is successful. Such internal resources would be flexible 
and would be part of the HSE ICT corporate function and not specific to the pillar. NHO and PCCC 
will contract resources for ICT project implementations as required.  This must be structured to allow 
for flexibility and also local ownership of individual ICT projects.  The ICT function must be 
represented at the highest level within HSE in order to ensure the strategic focus is maintained.

Resourcing: In the context of the overall reform programme it is not envisaged that increased 
numbers of staff will be required and that significant benefits will accrue form taking a more 
integrated approach particularly in the context of a shared service delivery model.  
Innovation:To ensure that the Irish Health System benefits fully and effectively from on-going 
emerging ICT technologies, it is essential local ICT initiatives are actively encouraged and new ICT 
solutions be proactively sponsored and piloted at the point of service delivery and patient care.  
Integration: It is important that the ICT infrastructure development is included in all relevant 
initiatives, from the beginning, to ensure effective use of new facilities and maximum integration with 
related technologies. In particular, ICT infrastructure should form an integral part of Capital 
development/building programmes, Service Plans and Medical Devices/Equipping procurement. 

 Existing national ICT projects listed at Appendix A will be 
migrated to the new structures over time. New arrangements 
for aspects of the managment and development of these 
projects will be required. Pending the resolution of these 
governance issues, the Department of Health and Children will 
set out and oversee the interim arrangements for the smooth 
trasition of the projects.
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Abbreviations 
 
ABC - Activity Based Costing 
 
APPM - Action Plan for People Management 
 
APEQ – Assistant Principals and Equivalents (AP Forum) 
 
C&AG – Comptroller and Auditor General 
 
CEO - Chief Executive Officer 
 
DoHC – Department of Health and Children 
 
DRG – Diagnosis Related Groups 
 
ERHA – Eastern Regional Health Authority  
 
ERP - Enterprise Resource Project 
 
FISP - Financial Information Systems Project 
 
GMS - General Medical Services 
 
HIQA - Health Information and Quality Authority 
 
HR - Human Resources 
 
HR- Human Resource Management 
 
HSE - Health Service Executive 
 
ICT - Information and Communications Technology 
 
IHSAB - Irish Health Services Accreditation Board 
 
JIT - Just In Time  
 
LHO – Local Health Office 
 
MAC- Management Advisory Committee 
 
MDC – Major Diagnostic Category 
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NHS – National Health Service 
 
NCHD - Non-Consultant Hospital Doctors 
 
NCR - National Cancer Registry 
 
NDSC - National Disease Surveillance Centre 
 
NHO - National Hospitals office 
 
NSSO – National Shared Services Organisation 
 
OECD – Organisation for Economic Co-operation and Development  
 
PCCCD – Primary Community and Continuing Care Directorate 
 
PCN – Primary Care Network 
 
PCT – Primary Care Team 
 
PHECC - Pre Hospital Emergency Care Council  
 
PPARS - Personnel Payroll and Related System 
 
PMP – Performance Management Programme 
 
PSMA – Public Service Management Act 
 
 RHO – Regional Health Office 
 
SARS – Severe Acute Respiratory Syndrome 
 
SLA - Service Level Agreement 
 
SMN – Senior Management Network 
 
VFM – Value For Money 
 
 
 
 
 
 


