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HEALTH
THE WIDER DIMENSIONS
(A CONSULTATIVE STATEMENT ON HEALTH POLICY)

FOREWORD
This document represents the first step in developing a statement of health policy designed to address the needs
of the population to the turn of the century. While there is a long tradition of reviews and planning frameworks
for particular health services or client groups, this is the first attempt to view health policy as an integrated
whole and in a broader perspective than simply health services.
This is a consultative document and it is aimed at a wide audience - the community at large. For these reasons
it is not prescriptive or technical in its approach but rather, suggests the broad direction and pre-requisites for
effective measures to control and combat contemporary health problems. It is intended to generate discussion,
not just among those immediately concerned with health policy or health services but among the community
generally most of whom also have reason to be concerned about health, either as patients or as tax-payers. In
the light of this discussion it is hoped that a broad consensus will emerge on the future direction and content of
health policy.
In general terms, the message conveyed is that our future approach to health should rely to a greater extent on
prevention in its broad sense. In the document particular emphasis is placed on health promotion as a potent
tool in achieving good health. The document outlines the broad aspects of such a policy and should be read in
conjunction with the Report on Health Promotion, shortly to be published by the Health Education Bureau,
which provides a detailed discussion of the issues involved. Inevitably, this will have wide implications for
virtually all aspects of economic and social life.
It is envisaged that detailed consultations will take place between the Department of Health and the sectoral
interests most directly involved and also with the various professional interests in the health sector.

Following a period of about three months, during which those interested will have an opportunity to reflect
and comment on the document, the various views received will be considered and a more definitive statement
will then be prepared. It is intended to stage a national conference on health policy which will take place in
mid-1987.
While this debate about health has relevance for the whole community, given the future orientation of the
proposals put forward, it has a particular relevance to young people. Ireland's unusual demographic structure
with a relatively young population offers considerable potential, in regard to health, relative to other developed
countries. However, if we are to realise this potential in the future we need to make the effort now. For this
reason a particular effort will be made to involve young people in the process of consultation and debate.
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1. INTRODUCTION
Background
For a number of reasons it is now opportune to review public thinking and policy in relation to health.
Particular factors include:
the lapse of time since the last overall review;
the need to take more explicit account of the nature of contemporary health problems in framing
policy;
the mismatch between prospective demand for health services and available resources, should current
service utilisation trends continue; and
the need to absorb recent international developments into our national policy on health.
1.2

It is now some twenty years since the last overall review document on health services- a White Paper
entitled "The Health Services and their Further Development" was published. The 1966 White Paper
heralded the considerable development and expansion of services during the 1970's, widening of eligibility
for services and the establishment of a separate regional administration for health services in the form of
the health boards. Many developments have taken place in relation to health and health care since then
and, while much of this new thinking has been absorbed into reviews on particular aspects of health
policy, it is now considered opportune to review nationally our whole approach to health and, to the
extent necessary, to modify health policy to suit it to the needs of the 1990's and beyond.

I .3

Health policy over the last two decades has tended to emphasise the role of curing and caring, involving a
rapid development of the acute general hospital system and a significant reliance on high technology
medicine. Even outside of the hospital system, policy has been tied very closely to the medicine centred
model of health care. The direction being taken by the current health care system is more consistent with
one which sees as its objective the provision of an efficient repairing service for damaged health rather
than one which promotes positive health.
The irony is, as discussed in Chapter Two, that many contemporary health problems are related to
life-style in a broad sense and therefore amenable to preventive solutions. There is a compelling logic
therefore, in focusing the health debate on the development of a more positive attitude to health and the
re-shaping of health services to bring about a more appropriate balance between prevention, cure and
care.

1.4

Quite apart from the obvious attraction of this approach the resource constraint within which the health
care system will have to operate for the foreseeable future dictates the need for a new and more rational
method of reconciling supply and demand in the market for health services. By combining utilisation
patterns for the main health services with demographic projections it is possible to forecast the likely
future demand for services, should present trends in usage continue. Even assuming no real increase in the
price of inputs, the cost of providing health services on the scale likely to be demanded would simply be
prohibitive and would certainly require funding additional to that which could be provided from current
sources i.e. mainly central taxation.

1.5

Reference is made earlier to international developments in thinking about health care. One of the more
significant developments is the 'Health for All by the Year 2000' Programme developed under the aegis of
the World Health Organisation (WHO), of which Ireland is a member. It is precisely the same
considerations in regard to the nature of many modern health problems and over-reliance on high
technology acute medicine as a solution that motivated the WHO to develop its Programme.
Basic tenets of the Health for All Programme include:the removal of inequalities in health;
an emphasis on health promotion and prevention of disease;
active community participation in developing and implementing strategie for health ;
the need for multi-sectoral co-operation in ensuring the pre-requisites for health;
an emphasis on primary health care; and
the need for international co-operation in tackling health problems which transcend national
boundaries.
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In a number of areas, initiatives have already been taken which are broadly in line with the thrust of the
WHO Programme. Examples include the introduction of the measles vaccination programme and the
movement of psychiatric services away from large institutions.
Within the European Region of the WHO, agreement has been reached on the adoption of 38 Health
Targets to be achieved by the Year 2000 (Appendix I). Ireland is a party to this agreement and the targets
provide a framework within which it will be possible to develop a national health plan. This plan, when
agreed, should facilitate the health care system in moving towards a model which focuses on health
outcomes as the basis for policy measures rather than the service based approach to policy making which
currently obtains. Thus, the aim will be to develop policies which combine health promotion and health
service planning in pursuit of identified health goals and, through a formalised planning system, to ensure
that day-to-day decision-making in the health services is consistent with the long-term strategy adopted
at national level.

1.6 What is Good Health?
In developing a policy which emphasises positive health, a problem of definition arises, since in the public
mind and implicitly in current health policy, health is more often defined as a degree of absence of illness
or disease. Good health is a highly subjective concept but it is possible to set down some broad dimensions
to a positive health policy.
The WHO Programme suggests four such dimensions:
To ensure equity in health, by removing the present gaps in health status between different groups;
To add life to years, by ensuring the full development and use of peoples' integral or residual physical
and mental capacity to derive full benefit from and to cope with life in a healthy way;
To add heaith to life, by reducing disease and disability; and
To add yc.o'S to life, by reducing premature deaths and thereby increasing life expectancy.
These dimensions do not attempt to define positive health, per se, but they are an acceptable basis from
which to develop a health policy which promotes positive health.
I.7

Framework of the Document
The discussion in this document begins in Chapter Two with an analysis of demographic and
epidemiological trends, the purpose of which is to highlight the areas of greatest concern in the national
pattern of illness and disease. Some of the principal factors associated with particular conditions are also
identified from which it can be concluded that there is potential to reduce current levels of morbidity and
premature mortality.
Chapter Three puts forward some of the issues and principles in terms of equity, efficiency, redistribution
and so on, agreement on which is fundamental to a meaningful discussion on the objectives and broad
direction of health policy.
Chapter Four considers the measures which are likely to benefit health in the areas of personal lifestyle
and promotion of a healthy living and work environment. The multi-sectoral nature of the measures
called for, is clearly identified in this chapter.
In Chapter Five, the changes required in the present mix of health services are discussed and the principal
policy issues in relation to each type of care are highlighted.
Chapters Six and Seven set out the main structural changes and management responses which would be
necessary to give effect to the new direction in health policy being advocated.
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2. THE DEMOGRAPIDC AND EPIDEMIOLOGICAL BACKGROUND
2.1 Population Size
The population of Ireland has been increasing over the last two decades and is still increasing but rather
more slowly. This has been due to a high birth rate with a natural increase of births over deaths together
with a change in the traditional patterns of emigration. This has led to an increase in the population from
under 3 million in 1971 to over 3.5 million in 1986.
However, there has been a change over the past six years due to a considerable decrease in the birth rate
(Fig. 2.1) and a return of significant net emigration. While the likelihood is that the population will
continue to increase at a slower rate, if present trends in fertility and migration continue we may again
witness stable or declining population numbers before the end of the century.
2.2

Age Structure
An increasing birth rate over the past decades has resulted in an unusual population pattern with a high
child population (0-14 years), and more than 50% of the population under 30 years.
In this respect Ireland differs from most Western European countries. The social implications of this
population structure present a considerable opportunity and a challenge in the health sphere as in other
areas of public policy. While in an optimistic economic scenario, a young well educated population is
considered a significant asset, under more pessimistic assumptions about economic growth, in an era
which favours the replacement of human labour by technology, it would be unrealistic to ignore the
potential problems posed by the unfulfilled ambitions of a significant proportion of this young
population. The broad spectrum of the challenge to the health care system thus posed, may run from the
health problems associated with unemployment to social violence and substance abuse with their
implications for morbidity and even mortality.
At the other end of the age scale, the number of people aged 65 and over continues to increase and more
significantly, the number of people living to ages of 75 and over is also increasing. The increase in the
number of elderly people is significant since as a group they are relatively heavy users of health and
personal social services. For example, persons aged over 65 account for approximately forty per cent of
admissions to acute hospitals though they represent only eleven per cent of the total population.
However, the number of people aged 65 and over is increasing quite slowly and population projections
indicate that the total number in these age groups will have increased from 379,000 in 1986 to 397,000 in

2006.
2.3

Life Expectancy
Irish life expectancy at birth of 70.1 years for men and 75.6 years for women compares reasonably well
with other developed countries (Fig. 2.2). These figures reflect a considerable improvement over the last
sixty years. In 1926 a man born in this country could expect to live only 57 years and a woman 58 years.
However, most of this improvement in life expectancy occurred in the earlier part of the period, resulting
from the eradication or control of infectious diseases, considerable improvements in maternity and child
services, combined with improved housing, educational and environmental services. The improvement in
life expectancy during the last twenty years has been much more modest.
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When life expectancy is analysed in more depth it emerges that, for example, Irish life expectancy at age
50 compares poorly with the experience in other EEC countries (Fig. 2.3). This is consistent with Ireland's
relatively high incidence of cardiovascular disease and certain cancers as major causes of mortality from
middle age onwards. It is ironic that while rising living standards have been associated with a decline in
the mortality and morbidity from diseases and conditions which afflicted earlier generations, the lifestyle
practices associated with the new affluence have brought new health problems in their wake.
2.4

Communicable Diseases
Although not nearly the enormous public health problem they were in the early part of this century,
communicable diseases are still a significant cause of morbidity and to a lesser extent, mortality. While
diphtheria and poliomyelitis have been eradicated and a vaccination programme aimed at the eradication
of measles commenced in 1985, there is still a significant incidence of tuberculosis, with 900-1,000 cases
notified each year. While a proportion of cases can be identified as those who will not comply with
treatment, there is still a need to investigate further this comparatively high incidence. There is also some
concern about the rising incidence of whooping cough which is probably related to reluctance in the
uptake of vaccination. The emergence of AIDS, for which there is currently no medical cure, poses an
even greater challenge to health education in its efforts to influence human behaviour and attitudes.
Analysis of the incidence of communicable diseases emphasises the need for multisectoral action in
implementing the disease prevention aspect of health promotion. For example, cases of brucellosis in
humans continue to arise although effective intersectoral action could have eradicated this disease many
years ago.

2.5

Infant, Neonatal and Perinatal Mortality
Ireland has had a strong tradition in obstetric and neo-natal care, going back in time to the Rotunda
Hospital which was one of the first maternity hospitals in Europe. There has been a marked decrease in
infant, perinatal and neonatal mortality rates as illustrated in Fig 2.4, and comparison with other
countries (Fig 2.5) shows Ireland in a reasonably favourable position. It is relevant in this context that
therapeutic abortion is an acceptable procedure in other countries, a fact which would tend to reduce
their measured mortality rate.
However, the national statistics mask variations between different groups in the population. Using
occupation of the father as an indicator of socio-economic group, there is evidence that higher mortality
is associated with a lower socio-economic group. Education about the value of ante-natal services and
measures to improve the motivation of expectant (and potential) mothers to avail of services may
contribute significantly to a solution to this problem.
The trends indicated by the data are consistent with the international experience of higher morbidity in
the lower socio-economic groups and an analysis of the underlying causes for this, with a view to
developing appropriate policy responses is an obvious area for further research.
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FIGURE2.6
MORTALITY BY PRINCIPAL CAUSES, IRELAND 1985
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2.6

Mortality- Principal Causes
Approximately 33,000 deaths occur each year in Ireland. Figure 2.6 illustrates the breakdown of this total
by cause of death.
Heart Disease
Cardiovascular disease in its various forms is the main cause of mortaility. In 1985 more than 30% of all
deaths in males and more than 20% of deaths in females between the ages of 45-65 years were from
ischaemic heart disease. Irish women have more than twice the risk of death from this disease as
compared to women in other EEC countries (Fig 2. 7). Irish men, while having much the same risk of
death from this disease as men in England and Wales, have 1.5 times the average risk to men in other EEC
countries. Ireland also ranks high amongst EEC countries for premature deaths (i.e. deaths under 65
years) from hypertension and stroke (Fig 2.8). The high mortality from these diseases is occurring
notwithstanding the availability of high technology diagnostic and curative services.

This suggests a need for the further development of health education influencing individual life-style and
the urgent development of health promotion involving multi-sectoral action.
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Cancer
The second major cause of death in Ireland is cancer, which currently accounts for approximately one
fifth of all deaths. Deaths from cancer of the lung and colorectal cancer respectively are the two highest
contributors to cancer deaths. Lung cancer deaths have increased from 13% of all cancer deaths in 1961 to
23% of all such deaths in 1985. This increase is particularly noticeable in the case of women for whom
lung cancer accounted for 5% of cancer deaths in 1961 and 14% of cancer deaths in 1985. In 1985 there
were 1,546 deaths from lung cancer, over one third of them to those under 65 years. The Irish experience
of lung cancer mortality also compares unfavourably with other developed countries, (Fig 2.9). Lung
cancer is a major avoidable type of cancer. Over 90% of those who die from it are smokers and risk
decreases on stopping smoking.
Colorectal cancer (Cancer of the Bowel and Rectum) is another major type of cancer leading to
premature death. Ireland has the highest death rate in the 25-64 year age group from cancer of the colon
and the fourth highest death rate from cancer of the rectum in EEC countries (Fig 2.10). The death rate
from cancer of the colon has been increasing over the period 1950 to 1985 for males but not for females.
Current evidence suggest that lifestyle factors play a role in the development of colorectal cancer. Diet is
recognised as an important factor in the disease. To date most of the evidence points to low fibre
(roughage) and high dietary fat and cholesterol as the most likely dietary factors involved.
All Smoking-Related Illness
Diseases of the heart and circulation and lung cancer already referred to are major smoking-related
diseases. When to these are added other smoking-related illnesses, statistics show that in 1985 there were
17,321 deaths from smoking-related illnesses. Approximately 5,000 of these deaths are estimated to be
directly attributable to smoking. This underlines the very significant role of tobacco smoking in causing
premature mortality and justifies the continuation of strong anti-smoking measures.
Accidental Deaths
Injuries and accidental poisoning account for over half of all deaths to those aged 5-34 years. In 1985
1,000 people under 65 years died from these causes, accounting for about 12% of all deaths in this age
group.
Road traffic accidents account for nearly one third of all deaths to persons under 30 years in Ireland. Over
half of the 410 deaths in road traffic accidents in Ireland in 1985 were to those under 35 years.
Although the rate of road accident deaths in Ireland is below the average for EEC countries, over 8,000
persons were reported injured in road traffic accidents in 1984. It is estimated that almost 1,000 ofthese
will have suffered permanent disability. Approximately two thirds of those reported injured are under 35
years.
The introduction oflegislation making the wearing of seat belts compulsory for drivers of motor vehicles
continues to improve these figures. This and the recent introduction of more stringent requirements in
relation to physical and mental fitness in driver licensing standards provide concrete examples of health
promotion at work.
2. 7

Acute Hospital Admissions
The main thrust of health service pi anning to date has been centered on the provision of curative services
in high technology hospitctls. Tilis is reflected in the rapid growth in adnlissions to acute hospitals over the
past two decades. (Fig 2. 11 ). The Irish hospital adnlission rate is high by European standards despite a
young population structure.
While the admission rate now seems to be moderating, it is not clear whether this is simply a response to
the resource constraints which have applied since 1981 or whether a real change in attitudes and practice
is taking place. The reliance on acute hospital medicine as the preferred solution to our ills has had some
undesirable ide effects. Patients, and that includes most people at some stage in their lives, become
accustomed to expect a paternalistic type of health service which will take care of them without unduly
burdening them with any real involvement in the process. There is now a need to move away from this
approach to one in which each individual accepts primary responsibility for maintaining his/ her own
health.
Health professionals - those delivering the services - have also become accustomed to a hospital
centred system and equally profound changes in attitude and practice are now called for on their part.
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2.8

Psychiatric Illness
The pattern of psychiatric illness in Ireland, as reflected in the conditions for which people are admitted to
psychiatric hospitals and units, is illustrated in Figure 2.12.
The significant number of conditions associated with lifestyle, particularly substance abuse, is apparent
from the data. A simplistic reaction to these data would be to question the role of the health services in
dealing with the consequences of personal choices related to lifestyle. However, as discussed later, the
factors underlying the choices made by individuals in this respect are the product of a lifetime's experience
and many of them may not be within the direct control of the individual concerned. It is therefore
necessary to distinguish between voluntary and involuntary lifestyle choices in this context.
Just as in general medicine, the psychiatric services have tended to be centred on large institutions, many
of them dating back to the last century. There is a major effort now underway to develop a psychiatric
service which is largely based in the community close to where people live and work, leading ultimately to
the phasing out of the large institution for psychiatric care. This change in policy is reflected in a reduced
number of admissions to psychiatric hospitals and a growth in the number of out-patient attendances.
It is noteworthy that analysis of admissions to psychiatric hospitals by socio-economic group suggests a
higher incidence of psychiatric illness in the lower socio-economic groups.

2.9 Main Issues
This brief demographic and epidemiological profile points up a number of key issues to be addressed in
determining future policy on health:
the declining number of births will relieve pressure on maternity and infant services. However, the
increasing number of people aged 65 and over will exert additional pressure for services for the
elderly;
Ireland's young population, relative to most other western countries, provides a particular
opportunity and challenge in enhancing the health status of future generations. If this enormous
potential is to be realised, the seeds must be sown now;
Much of the premature mortality and morbidity now experienced is associated with lifestyle and
general living environment and therefore preventable. However, prevention will require new
attitudes on the part of individuals and particularly, health professionals;
Some of the changes indicated clearly require the development of co-ordinated multi-sectoral
responses, implying again, a new attitude to health across the community;
Inequalities in health indicated in some of the data presented suggest a need for more specific and
better targeted interventions, requiring a much stronger input of research and applied epidemiology
in health policy development;
As discussed in Chapter 6 the Health Research Board will be expected to play an important role in
developing an appropriate research policy.
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3. SOME FUNDAMENTAL ISSUES IN HEALTH POLICY
3.1

Following the analysis of the national health problem, in the previous chapter, some questions arise as to
the appropriateness of our present approach to health, particularly in relation to:
the narrow focus of current health policy;
the balance between individual and collective or public responsibility in relation to health;
an equitable distribution of health services;
equality in health;
efficiency considerations;
the public-private mix in health care;
organisational issues, including the balance between centralisation and community participation in
health planning and decision making; and
the make-up of health care as currently provided.

3.2 Focus of Health Policy
It is now acknowledged that health is multi-faceted, and is linked, to a greater or lesser degree, to all
aspects of life. In the organisation of Government and in public administration we have tended to
compartmentalise various areas of public policy, entrusting each to a particular Minister and
Department, all of whom are responsible to the Oireachtas. A possible drawback in this approach is that
individual Departments tend to focus very much on their individual objectives, without reference and in
many cases to the exclusion of any other considerations. Thus, the Department of Health and its agencies
are perceived as having sole responsibility for the formulation and implementation of health policy. A
further assumption underpinning the present system is that through formal and informal contacts
between Departments, effective co-ordination of public policy generally can be achieved.
Given the nature of contemporary health problems a more broadly based approach to health policy is
needed. The Department of Health and its agencies continue to have a major role but any serious attempt
to tackle our health problem dictates a new emphasis on prevention in its broadest sense. The concept of
health policy adopted now will have to extend well beyond the traditional bounds of health services.
There are implications in this broader definition of health policy for virtually every sector in society and
particularly for the orientation and activity of the health sector.
In the first instance the change that is now required is attitudinal. In considering particular health
problems and the response to them there is a need to look beyond the treatment of immediate symptoms
to a position of alleviating the underlying causes of ill-health and, by using our knowledge of the various
factors involved, to a position where individual members of the community have the capacity and
knowledge to make choices about the extent to which they wish to be exposed to particular health risks.
This position will not be arrived at if present policies and practices are not altered. It can only be achieved
if there is first a consensus in the community that it is worth pursuing and if positive measures in support
of good health are co-ordinated on a broad front. This will require positive and concerted action by
policy makers, service providers and the formulators of public opinion generally. Such an approach can
be broadly labelled as Health Promotion.
A genuine commitment to health promotion will have to be shared across the entire community - it will
not be sufficient to simply state that health promotion is now a part of health policy. To illustrate the
nature and magnitude of the change involved it may be useful to outline some of the key components in
health promotion. It would involve:
an acceptance by individuals of personal responsibility for their own health;
an acceptance by public authorities, private corporations, individual entrepreneurs and others whose
decisions a nd actions impinge on the health of the community that they have a responsibility not to
eau e damage to other people's health;
development of a health service which adopts a lead role in the promotion of positive health and
provides a mix of health care which is compatible with this new approach;
to the extent necessary and deemed acceptable by the community, intervention by the state to provide
the pre-requisites for good health, e.g. in terms of education, income level, employment etc., and by
encouraging or enforcing greater health consciousness on the part of key decision makers in the
community.
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The all-embracing nature of health promotion is clear from this brief outline. A more complete
discussion of what it entails will be set out in a forthcoming Report on Health Promotion, to be published
by the Health Education Bureau. A commitment to health promotion in this broad sense represents a
radical new departure in the Irish context, although numerous developed countries have already made
considerable progress in this direction. The direction being advocated in this policy statement involves a
combination of health promotion and more conventional health service planning in pursuit of identified
health goals. It represents a genuine attempt to institute a formal health planning system which ultimately
will ensure optimum return, in terms of good health, from the considerable investment of resources by the
community in health promotion and health services.
In Order to start movement in this direction, we need to agree:

firstly, the health goals to be pursued and the time-frame for their achievement;
secondly, the precise means to be adopted in so doing;
thirdly, the level of resources and effort the community wishes to expend in pursuit of the positive
health goals adopted; and
fourthly, the respective roles of the various actors likely to be involved.
Obviously, the health sector will have a vital role to play, initially in stimulating interest and debate on
these issues and later, in leading the implementation of whatever strategy is ultimately agreed upon.
However, it is and will continue to be well beyond the capacity of the health sector acting on its own to put
health promotion into practice.
A national commitment to health promotion will represent a significant departure from the traditional
view of health relative to other aspects of public policy and societal priorities generally. Social planning,
including health, has historically been seen as following in the wake of economic planning and
development, rather than as an end in itself. Even in recent national planning exercises health as an issue,
apart from incremental changes to the existing health services, has remained somewhat peripheral in
perceived public priorities as reflected in the spectrum of issues high on the political agenda.
Given this background it would be at best naive to expect that pressure could be exerted by the health
sector sufficient to give rise to the profound changes in social organisation advocated, for example, in the
W.H.O. Health for All Programme. However, within the confines of our present system of public
administration the health sector must be looked to, to provide the lead and advise on what needs to be
done. This role of the health sector and the acceptance by other sectors of that role must, if it is to achieve
positive results, be given the appropriate statutory basis.

3.3 Individual and Collective Responsibilities
Responsibility for health arises at a number of levels i.e. the individual level, the wider community level
and the state. The balance between these levels is determined by the overall political philosophy adopted
by a particular society.
In the Irish context, given the primacy of the individual in our political philosophy, it is reasonable that
the individual should be regarded as having primary responsibility for his j her own health to the extent
that he/ she has discretion in controlling relevant influencing factors. At a broader level, this individual
responsibility should influence the collective decisions of the community at successively higher levels of
aggregation. Ultimately, the state also has a role to play in organising the response to health problems
which are beyond the control of the individual or the capacity of the wider community to control. At the
very least, the activities of the organs of the state should demonstrably not contribute to health problems.
The current dominant role of the state in health care derives from the view that health is a pre-requisite to
human well-being and that it has various characteristics which render it inappropriate for allocation
through the normal market mechanism. While a health promotion policy might be expected to expand
the state's role, despite the current public mood in developed countries for less rather than more
intervention by Government in people's lives, a greater involvement by the state in controlling health
damaging practices and promoting positive health through broad inter-sectoral policy initiatives could be
coupled with a diminished state responsibility for health at the individual level. The existing system can be
criticised for having nurtured a paternalistic style of health care in which the individual was not required
to carry any real responsibility for maintaining his/ her own health. There is a need now to move from this
to a position where responsibilities are clarified, i.e. those of the individual in regard to his/ her own and
other people's health and those of the state, and the responses of the health care system are tailored
accordingly.
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It would be mistaken, even allowing for different motivation levels for different age groups, to expect that
good health will or should be equally sought after by everyone. Even the term 'good health' is a relative
and highly subjective concept. What is important is that each individual should realise that he/ she has a
choice, which involves certain trade-offs between health and other aspects of lifestyle and welfare, and
they should have the knowledge and capacity to exercise their freedom of choice, so as to pursue a
lifestyle and to live and work in an environment conducive to good health, if they wish.

3.4 Equity
Equity in this context is taken to relate to the distribution of available health services over the population
on the basis of need and an equitable sharing of the cost of providing such services. Since the bulk of
public health expenditure (85%) is now supported by general taxation, the issue of how fairly the funding
burden is shared is a reflection of the fairness or otherwise of the taxation system generally.
The Irish public health care system can be said to have addressed the equity objective to the extent that
access to needed health services is guaranteed to the whole community, with individuals being asked to
pay for services on the basis of their financial means. Thus, under the existing eligibility code, the 38% of
the population in the lowest income groups are entitled to free access to all services, the middle income
groups are asked to pay for services other than the cost of treatment in public hospitals and the 17% of the
population in the highest income groups must pay, in addition, the cost of consultant's fees in respect of
hospital treatment. Thus, the existing system clearly discriminates in favour of those in the lower
socio-economic groups. However, the operation of the existing eligibility system, for example, in regard
to different measures of income between categories of eligibility and the treatment of two-income
households, does give rise to anomalies which add to the case for its review.

3.5 Equality in Health
Equality in health is a step beyond guaranteeing an equitable distribution of available health services,
however. It implies that each individual is offered the same opportunity to enjoy good health. Given that
health is multi-faceted, i.e. it may be as dependent on the aggregate effect of income level, living
environment, working environment, employment status etc., as on health care, ensuring equality in
health would be a considerable policy challenge.
Given the morbidity trends outlined in Chapter Two, there are clear inequalities at present, both between
particular age/ sex groups and apparently between different socio-economic groups. One response to
these inequalities would be to accept that they are an inevitable consequence of history, culture etc. and
should not be a cause for concern or policy change. However, in a caring society this would not be judged
an acceptable response and a basic objective should be to frame policy responses on a broad front, based
on a full analysis of these differences, which promote equality in health. Obviously, the health sector
cannot assume total responsibility in this regard. Rather its role will be:

frrstly, to investigate the underlying causes of differential morbidity;
secondly, for those factors which are within the control of the health sector, to develop and
implement policies which seek to redress the imbalances now apparent; and
thirdly, for other factors, to draw attention to their implications for health and to press for
appropriate policy responses from other sectors.
The first step, however, is to recognise that a problem of inequality exists and to agree that its resolution
should receive a high priority. Otherwise, the gaps are likely to widen. This is because disadvantaged
groups are typically not only more exposed to environmental hazards but also to the pressures that
encourage th~ adopti?n of health damaging practices. Higher socio-economic groups are generally more
protected agamst envtronmental threats but are also more likely to benefit from health promotion.
Two types of policy response are required:
at a national level, social and economic policies that address in a genuine way some of the
fundame~tal aspe~ts ?f h~man we~are and social justice, in terms of guaranteed minimum income, a
more equ1table d1stnbut10n of pa1d employment, access to education and active outreach social
services specifically targeted at groups in need; and
at a local level, based on an analysis of key health indicators, flexible multi-sectoral responses to
particular health problems in different areas.
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In neither case is a health sector response in isolation likely to be effective. In the former, a genuine
response would have to be shared across the entire community and could only stem from a national
awakening of conscience about the plight of the many marginalised groups in society. While the health
sector has a role to play in stimulating debate from the perspective of health inequalities, obviously the
broader issues involved are a matter of political priority and are appropriate to some broader forum. In
relation to the latter, the health sector will have a very clear responsibility in terms of drawing attention to
the problem, leading the debate on possible solutions and ultimately co-ordinating an inter-sectoral
response to particular health problems.

3.6 Efficiency
An implicit objective of the health care system is to operate efficiently. This efficiency objective is not
unrelated to the equity consideration discussed earlier, since inefficiency pre-empts resources which
would otherwise be available for distribution elsewhere. Traditionally, efficiency has been interpreted
narrowly as a drive to 'squeeze the fat out of the system' i.e. without considering changes in the basic
design of the system. The debate needs to be broadened, however, to a fundamental analysis of the value
for money obtained from the health services and in turn, how that can be improved through adjustments
to the economic incentives which operate in the system. Essentially this boils down to:ensuring that each unit of service is produced at least cost having regard to its impact on health; and
that payment systems (both by consumers and to providers) encourage an efficient use of the
necessarily limited resources available.
Given the key role of the eligibility code in the distribution of resources over the population, it should be
so designed as to promote an efficient use of those resources. Where particular policy directions are
agreed, it is reasonable that the incentive structure under the eligibility system should encourage
consumption of health care compatible with the policy direction adopted. There is an inherent bias
towards hospital care in the existing eligibility code, particularly in its interaction with Voluntary Health
Insurance. At present V.H.I. provides for full recoupment of hospital in-patient expenses but only limited
cover for general practitioner and other out-patient expenses. The out-patient cover applies only after a
threshold of £105 for a single person and £170 for a family has been reached. There is now a need to
review the existing incentive structure with a view to aligning it more closely with the different orientation
and service mix now indicated.
In particular, there may now be a case for extending eligibility for primary health care (general
practitioner, home nursing etc.) to a greater proportion of (or the entire) population and transferring a
greater share of the cost of hospital care from public to private sources, by making patients responsible
for a greater proportion of their hospital costs. Also, within the voluntary health insurance schemes it
may now be desirable to re-structure them to include a greater element of eo-payment in respect of
in-patient hosptial services.
A study of voluntary insurance schemes in other countries to assess their suitability for Irish requirements
is currently in progress. The hope is that this study will point the way to the introduction by the VHI of a
comprehensive general practitioner and out-patient scheme.
Obviously, any policy change in this area could not be considered in isolation from payment systems for
general practitioners. It would be difficult to contemplate a comprehensive general practitioner service
operating on the basis of a fee-per-item of service, given the experience to date with the cost of the
General Medical Service 'Choice-of-Doctor' scheme.

3.7 Public Private Mix
The health care system in Ireland encompasses a mix of public and private care. Both types of care may
be provided in the same institution, for example in public hospitals, or by the same people, for example,
the consulants employed in public hospitals or general practitioners. Equally, there is a degree of
interaction in funding arrangements in which it is possible to 'top up' public entitlements with private
health insurance, the cost of which is also publicly subsidised through income tax relief on insurance
premia. The present system has evolved over a long period of time and , just as the whole orientation of
health policy is now being opened up to debate, so should the relationship between the public and private
sectors in health care.
The two extremes in terms of health care financing and delivery are the 'nationalised' model, typified by
the National Health Service in the United Kingdom, and the 'market' model which has been adopted in
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the United States. The existing arrangements in Ireland are closer to the former, reflected in the fact that
85% of non-capital expenditure is financed from central taxation. No good reason has emerged for
changing the dominant role adopted by the state in relation to health care in Ireland. However, a number
of issues do need to be considered, partly arising from the current pressure on public resources generally
and partly from the new orientation in health care now being suggested.
Firstly, it is sometimes argued that one way to relieve pressure on stretched public resources is to allow a
greater involvement by the private health sector, for example, through the referral of public patients to
private hospitals, set up as commercial enterprises. The basis on which this would be judged to lead to
greater efficiency is that through market competition, only the most efficient hospitals would survive. The
conditions under which the private hospital sector could be involved would have to be carefully
considered, particularly the implications for the organisation and development of the over-all hospital
system. The existing position, where, except in the case of psychiatric and maternity hospitals, there are
no statutory constraints on the establishment and operation of private hospitals quite clearly cannot be
sustained. As a minimum, a form of registration of such hospitals must be introduced and proposals in
relation to this are currently being considered by Government as part of the submission on the
re-organisation of the health services. Furthermore, the involvement of private hospitals could only be
contemplated where there were agreed and accurate measures of output and where there was a much
greater concern for the measurement and monitoring of quality of care than is currently evident.
A second issue which arises is the extent of cross-subsidisation of private care through the use of publicly
funded facilities in the treatment of private patients. Under the terms of the Common Contract under
which consultants are employed by public hospitals, they are allowed the right to private practice in their
employing hospital. A private patient in the care of a particular consultant is regarded as having
entitlement to the use of diagnostic and treatment facilities in a public hospital, being liable only for the
professional fees of the consultant(s) involved and an accommodation charge if admitted to a private or
semi-private ward. Notwithstanding the statutory rights of patients in this regard, the access to public
hospital facilities extended to consultants under the common contract is seen to be inequitable and must
be reviewed.
Private care is also subsidised from public funds through the relief from income tax allowed in respect of
voluntary health insurance premia. The significant growth in membership of the VHI schemes is evidence
of the perceived attraction of private health care. The perceived advantages associated with private care in
the public mind include:
faster access to care;
the personal attention of the medical consultant; and
more attractive surroundings in hospital.
If this perception is valid there are clear implications both in relation to equity and efficiency which add
further to the case for a review of the existing arrangements for guaranteeing equitable access to services
and the subsidisation of private care.
While income tax relief on VHI premia was defensible at the time it was introduced in 1957, on the basis
that VHI cover was then mainly taken out by people who had no entitlement to public hospital services,
the justification for such relief now is questionable.
The case against such tax relief is re-enforced by the fact that it operates in favour of those in the highest
inco~e groups. Give the pressure on public finances and the continuing constraint under which the
pubhc health care system must operate, there is now a strong argument for abolishing or modifying
income tax relief on VHI premia and deploying the additional revenue to the development of primary
health care and health promotion.
3.8

Organisational Issues - Centralisation and Community Participation
It i~ ~ithout doubt t~at h_eal_th promoti?n will not be successful without active community participation.
Tht 1 one of the baste pnnctples on which the WH 0 Health for All Programme is founded.
The e xisti~g organi~ati~n of the health services emanated from the Health Act, 1970 and was a response
to the national realisatiOn that the health services were then relatively under-developed and that the
necessary resources for development could be provided from the fruits of the economic growth then
being experienced. Those circumstances have since changed dramatically and it is necessary now to plan
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within a framework which, at best, sustains present resource levels in real terms. A further significant
change which has occurred since 1970 is the transfer to central taxation of almost the entire burden of
funding the health services, leading to a questioning of the balance of power between the central
(Government) and local (Health Board) levels. There has also been a questioning of the need for eight
separate administrations for health services in a country oflreland's size and population.
Following a detailed review of management requirements it is now proposed to undertake a
re-organisation which gives formal recognition to the overall management role of the central
administration (Department of Health) and also envisages a much stronger commitment to planning
throughout the system, and particularly in the health boards.
On the face of it, this approach could be interpreted as being in direct conflict with an objective of
ensuring greater community participation in the planning and delivery of services. However, a distinction
must be made between the level at which responsibility is taken for policy development and planning,
including the organisation of services, and the level at which service planning and decision-making for
particular areas is undertaken. The former is a matter for the Department of Health and the latter for the
health boards.
The re-organisation proposed envisages a much more active planning function at Community Care Area
(roughly county) level. It is also proposed that health service management at local level should move from
a programme to a geographic basis to encourage a more integrated and coherent approach to local
planning and decision-making. In the new arrangements there will also be appropriate mechanisms for
active consumer feedback and input into the planning system from the community. The arrangements
proposed in this regard are discussed in more detail in Chapter Six.
The Non-Statutory Sector
The considerable involvement of the non-statutory sector in the Irish health system is a very concrete
expression of community participation. The non-statutory sector includes a large number of
organisations, including a number of religious orders, providing a wide variety of services to many groups
in the community. The role of the non-statutory sector has evolved over a long period and these agencies
are now involved not just in the delivery of services on an agency basis but also participate in the process
of policy development through their pioneering work with various care groups. Apart from this formal
involvement care is provided through the informal and often unrecognised voluntary sector in the form
of family carers.
This non-statutory input is an important element in the health system which should be preserved.
However, problems of integration between the statutory and non-statutory sectors have arisen in the past
and a further objective of the re-organisation now proposed is to introduce arrangements which will lead
to greater cohesion between both sectors. The extent to which the non-statutory sector is dependent on
exchequer funding lends further emphasis to the need for such cohesion.
3.9

Make up ofthe Present Health System
Reference has already been made to the predominance of cure and care in the present system. The
analysis of non-capital spending by care programme for 1986 (Fig VI, Appendix 2) illustrates this quite
clearly, with a very small proportion of resources devoted specifically to illness prevention and health
education, for example. Within the curing and caring areas, approximately 70% of resources are
absorbed in institutional services. It is current policy to redress this imbalance and although progress is
already being made in this direction, it is possible to accelerate the pace of change.
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3.10 Main Issues
The focus of health policy needs to be widened to take into account the many factors apart from
health services which impact on health.
The promotion of health within this framework necessitates the clarification of responsibilities - of
the individual, key decision makers in the community and the state - in relation to health.
The health sector will have the lead role in health promotion.
The promotion of equality in health, given the many factors which determine health status, goes
beyond ensuring an equitable distribution of publicly funded health services. While the health sector
has a role to play in highlighting the association between poor health and socio-economic and other
factors, the question of remedial action is a matter of political priority.
In the interests of efficiency (and equity) there is a need to review the eligibility code governing access
to health services, including its interaction with voluntary health insurance plans.
The considerable subsidy to private health care embodied in existing arrangements requires review.
The proposed re-organisation of health administration is designed to strengthen health planning, to
maintain a significant role for the non-statutory sector, and its integration with the statutory
agencies, and to ensure a mechanism for community participation.
A major task in re-orienting the health care system to its new role will be to effect a significant
distribution of resources from institutional to community services and to make more resources
available for prevention and the development of health promotion.
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4. PROMOTING POSITIVE HEALTH
4.1

Introduction
In Chapter Three the need to adopt a wide focus in health policy has been identified and the way forward
suggested is to develop mechanisms for the promotion of positive health as an adjunct to conventional
health service planning.
The all embracing nature of a policy of health promotion has already been adverted to. Given the
imminent publication by the Health Education Bureau of a detailed report on the topic, only the broad
outline of the relevant issues is presented here. It is convenient to consider health promotion policy under
the broad headings of lifestyle and environmental health.

4.2

Promoting Healthy Lifestyles
Lifestyles are intimately linked to the values, priorities and practical opportunities or constraints inherent
in an individual's cultural, social and economic situation. They are influenced by experience and
environmental factors and are not simply a set of personal decisions to consciously avoid some or accept
other health risks.
There are many reasons for a lifestyle which includes health damaging behaviour. Harmful practices,
such as smoking or excessive alcohol consumption, are sometimes ascribed to personal stress but they
often become routine habits used to cope with life and ease social contact. They may mark a particular
stage in life such as growing up. Whatever the reasons, it is clear that cultural patterns of social behaviour
are learnt in childhood and re-inforced throughout life.
Lifestyle practices are increasingly influenced by public and corporate policies that control the
production of goods, often promoting products which are harmful to health. Opportunities and
incentives to select healthy lifestyles thus depend heavily on those public policies that shape the economic
and social conditions under which people live.
Recognising that to be effective, health programmes concerned with lifestyles must deal with structural
influences on behaviour as well as its specific components, the following would seem to be key policy
elements:
making the physical, social, cultural and economic environment conducive to healthy lifestyles;
strengthening the individual's basic capacity to make choices and to cope with stressful situations
without recourse to types of behaviour that may damage health;
improving individual knowledge on lifestyles and health issues;
strengthening the social support system (families, self-help groups, etc.) that assist individuals and
vulnerable groups to cope;
drawing up specially designed programmes to deal with certain aspects of behaviour that affect
health.

4.3

Healthy Public Policy
Given the many factors that impinge on health and the considerable influence of public policies in many
of these areas e.g. income levels, employment, housing, environmental protection, industrial
development etc. public policy in a broad sense, if informed by a health perspective, could become a very
effective instrument in the promotion of healthy lifestyles. Given the costs arising from preventable
ill-health, in terms of health services, lost production etc., there is a good economic reason for giving more
emphasis to health considerations in public policy generally. At the very least, public policy should
demonstrably not contribute to health problems. Acceptance of this principle would represent a
significant improvement on the current position.
To this end, there is a need for strategic health planning to consider, inter alia:
broad inter-sectoral issues that affect lifestyle and health;
the periodic assessment of existing policies in their relationship to health; and
the establishment of effective machinery for wide involvement in health policy planning and
development.
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Some ways in which public policy could favour health promotion include consideration of:
the influence of particular policies on health choices e.g. the effects of tax policies on the consumption
of harmful substances and healthy I unhealthy food products;
effect of social and economic policies on health inequalities;
consumer protection through rigorously enforced safety standards, restrictions on the advertising
and promotion of harmful products and clear labelling practices; and
the role of physical planning in health promotion.
This list is not exhaustive but is illustrative of the considerable potential of public policies to exert a
positive influence on health. Given the breadth of issues involved the need for co-ordination at an
effective level is self-evident.

4.4 Healthy Choices
There are a number of ways in which individuals can be assisted in making healthy choices. Routine
habits of daily living are part of a life-long learning process which begins in childhood. Once established,
set patterns of behaviour can be difficult to change. This underlines the importance of imparting the
health message to children from the earliest opportunity, a task that for the most part can be and is
effectively carried out by a child's parents. In specific cases there may be a need for support in this task
that might best be given by health professionals already in contact with the particular family or
community e.g. the social worker or community worker.
Once children reach school-going age they come under the influence of formal educators in addition to
their parents. The classroom offers a powerful medium in which to re-inforce positive health values. This
potential is already being exploited through the successful collaboration between the Health Education
Bureau, the health boards and the education system in the incorporation of health education in the school
curriculum. Of particular note is the extensive teacher training programme run by the HEB under which
1700 post-primary teachers have been trained. School health education does not concentrate only on
particular life-style habits and practices. It is also concerned with coping and decision-making skills
which can provide a constructive framework within which to make healthy choices, not just in childhood
but throughout adult life also.
Health education also has a role in adult life, the need for which has been acknowledged and addressed by
the HEB in its various programmes linked to specific health problems and life-style practices. These have
included areas such as maternal and child health, alcohol and drug abuse and smoking, among others.
The emergence of AIDS as a major public health problem and the persistence of other sexually
transmitted diseases, suggests the need to attach greater priority to health education related to sexual
behaviour. A specific programme related to AIDS will be undertaken early in 1987.
Health education will continue to play a vital role in equipping people with the knowledge to make
healthy choices. As in other aspects of health policy, more specific targeting may be needed, with a
particular emphasis on lower socio-economic groups.

4.5

Promoting Healthy Behaviour
Apart from health education whi-::h comprises just one element of health promotion, there are a number
of ways in which healthier behaviour can be promoted. Research indicates that practices such as eating a
balanced diet, taking regular physical exercise, ensuring rest and relaxation and engaging in rewarding
social relationships help to increase an individual sense of well-being and act as a buffer against illness.
Even within this short list of measures, however, there are varying degrees to which an individual can
exercise discretion. In the case offood, for example, while the deficiencies in the Irish diet in terms oflow
fibre and high fat content have been well documented, the consumer is very much in the hands of food
producers whose primary concern is more likely to be commercial than health related. Similarly, given
the sedentary nature of contemporary life, the taking of physical exercise demands a conscious choice on
the part of the individual. However, that choice could be made easier by more health conscious physical
planning, transport policy, employment practices and so forth, and by providing wide access to low cost
recreational facilities. In short, public policy and the private business sector across a broad front have
potential to promote healthy behaviour.
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4.6

Discouraging Health Damaging Behaviour
Smoking
Smoking is the major cause of premature mortality and preventable morbidity in Ireland. By way of
illustration, it is estimated that 5,000 deaths each year are attributable to it. The aim of health policy in
relation to tobacco is unambiguous- it is to make non-smoking the norm and ultimately elimate the
smoking habit.
The controls on the tobacco industry, first introduced in 1979, have been recently strengthened. These
include:
the restriction of advertisements for tobacco products to the printed media and to material display
inside shops;
the removal of all advertising of tobacco products from outside shops by the lst December 1987;
strict controls on the content of permitted advertisements for tobacco products;
the display of three of four health warnings on packages and advertisements of cigarettes, the three
warnings to be rotated equally. In addition, packages of cigarettes must carry the warning 'Smoking
is a Health Hazard' on the front;
limits on expenditure by tobacco companies on advertising and sponsorship and restrictions on the
events which may be sponsored;
controls on advertising associated with sponsored events; and
a prohibition on the use of coupons, gifts and cut price offers to promote the sale of tobacco products.
Additionally, in December 1985, the Minister for Health banned the sale of a new kind of tobacco
product in this country. Ireland was the first country in the world to prohibit the sale offmely cut tobacco
in sachets, for use in the mouth, the most popular brand of which is known as 'Skoal Bandits'.
A new Bill will be presented shortly which will restrict smoking in certain public places and tighten
controls on the sale of tobacco to children.
In addition to the range of controls already in place and the prospective ban on smoking in certain public
places, additional measures which should now be considered, include:
fiscal measures to alter the economics of smoking. Changes in this regard could be justified on the
basis that smokers should make a greater contribution to the costs they impose on the non-smokers
in society;
economic incentives to the tobacco industry to diversify into other areas of industry;
differentiation in certain aspects of health policy between smokers and non-smokers. For example,
there could be a weighting for smokers on premia for voluntary health insurance and preference
could be given to non-smokers in the distribution of certain services in which smoking affects the
prognosis.

Alcohol Abuse
Alcohol abuse is a significant social, economic and health problem in Ireland. Its consequences include
not only the high number of admissions to hospital for alcoholism or related diseases but also, the
untreated alcohol related disabilities, stress to families, loss of work time and alcohol related accidents.
Yet, alcohol like tobacco poses a dilemma in public policy, its sale yielding considerable benefits in terms
of employment and public revenue but also imposing considerable costs, not only on health services, but
through lost production and the intangible cost of human suffering and misery.
Alcohol abuse is one aspect of Irish life about which there is a particular ambivalence. While the problem
is recognised there remains deeply rooted in the Irish culture an unusual tolerance and acceptance of
alcohol as a central part of day-to-day life. Any new policy will have to respect this cultural attitude but
adjustments could be made, for example, to:
advertising practices;
the alcohol content of drinks;
the range of non-alcoholic d rinks; and
differential pricing, by the industry or through fiscal measures, of alcoholic and non-alcoholic drinks.
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Drug Abuse
In Ireland the problem of drug abuse provides a good example of intersectoral collaboration working
successfully in practice. Following on the report of a Task Force on Drug Abuse, in 1983 a range of
measures have been taken in the educational, health and justice areas which, as a package are considered
to be tackling, with reasonable success, the drugs problem. Arising from the Task Force Report a broadly
based National Co-ordination Committee on Drug Abuse was established in January 1985 to provide
advice to the Government on the prevention and treatment of drug abuse and monitor the effectiveness
and efficiency of measures already in force.
Dangerous Driving
Abuse of alcohol and other mood-altering drugs not only has direct health effects but is also heavily
related to the death and disability that result from dangerous driving and violent social behaviour. In
traffic accidents, driving behaviour is responsible for extensive death and disability, especially among
young males.
Many factors are involved in road traffic accidents, but not using seat belts, careless driving (especially
under the influence of alcohol) and speeding are very significant factors.
While there is evidence of considerable progress in terms of policy development, for example,
compulsory wearing of seat belts and crash helmets, reduced limits of alcohol, more stringent standards
for licensing and general speed limits, the statistics on road traffic accidents, notwithstanding the reduced
toll of death and serious injury in the more recent statistics, indicate that there is still a major problem
with considerable potential for preventive solutions. Specific additional measures which might be taken
include:
more educational campaigns on road safety, e.g. as an integral part of the school curriculum;
better policing of the road traffic laws; and
improved road and vehicle maintenance.

Violence
Violent social behaviour is perhaps the area where the interaction of health-damaging forms of
behaviour and their complex relationship with life's situations is most obvious. Child abuse, wife-beating
and rape are examples of violent social behaviour that are currently subjects of growing concern.
Violence is often associated with high levels of situation stress and / or inability to resolve conflict. Sexual
abuse is a form of violence against children that has been associated with many serious problems, and
there are recent indications that it may be more frequent than was believed to be the case.
The nature of and underlying factors associated with violence underline the need to strengthen services
concerned with problem solving and conflict resolution in families and other social groups. Further
measures which could be taken include:
information dissemination aimed at vulnerable groups, e.g. children and old people, which focuses
on ways of recognising and exposing abuse and obtaining help; and
arrangements to provide vulnerable people with a safe environment when necessary.
While there have been some notable policy developments in this regard in recent years e.g. the
establishement of the Sexual Assault Treatment Unit at the Rotunda Hospital, establishment of hostels
for battered wives and strengthening of services for child care, there is a need to consolidate the range of
services now provided and a mechanism should be available by which the health services and other
sectors can adopt a more flexible approach in resolving this type of social problem. The increasing
concern of the health services in this area reflects their broadened remit which embraces a range of general
welfare as well as more narrowly defmed health services.

4.7 A Healthy Environment
Ireland, like many other developed countries suffers the consequences of its development, through the
growth of various forms of environmental pollution e.g. air, water and noise pollution, the hazards
associated with urban life and the risk posed by industrialisation either in the work-place or more
generally, for example, through the transport and storage of dangerous substances. Apart from direct
exposure there i the additional risk of damaging substances entering the food chain through the careless
or indiscriminate use of pesticides, fertilisers or animal residues. Additional risk is also posed by
transfrontier pollution, forcefully brought to public attention following the recent accident at Chernobyl
and the recent major pollution in the Rhine.
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Measurers to combat such problems involve many aspects of government, at central and local levels, as
well as private individuals and corporations, and require well integrated, multisectoral planning and
management.
While there is already evidence of considerable concern for environmental protection in Ireland, as
reflected in the range of controls already in place and wide public interest in this issue, there remain many
influences which are harmful to health. Environmental policy in this context has not traditionally been
regarded as coming within the remit of the health sector, nor is it proposed that the health sector would
assume responsibility for direct action in the future. However, there is some ambiguity about where the
primary responsibility for environmental health does lie. The health sector does have a valid role in
drawing attention to the health implications of environmental factors and in adjudicating on the
adequacy of measures taken to protect health in this context but the responsibilities of other sectors
require clarification.
While the Department of the Environment has overall responsibility for environmental policy, it is clear
that many other public agencies also have a role to play.
The control of air and water pollution and noise is primarily a matter for the Department of the
Environment and local authorities. These agencies are also responsible for physical planning, which
determines the environment of human settlements, and for disposal of wastes generally. Occupational
health, concerned with safety, health and welfare in the work-place, is the responsibility of the
Department of Labour. Radiation monitoring and control is the preserve of the Nuclear Energy Board
which reports to the Department of Energy. The use of pesticides, anti-biotics and hormones in food
production is a matter for the Department of Agriculture.
Each of the activities mentioned above has health implications. The Department of Health and health
boards, which have the overall responsibility for health matters, have not had sufficient opportunity to
ensure that policies pursued in each of these areas are consistent with the general objectives of health
policy.
Responsibility for environmental health is ambiguous at present. Bearing in mind that environmental
policy is intimately linked to (and has as its ultimate justification) a concern for human health, there is a
need to co-ordinate the activities of the various public authorities involved and to establish an
environmental health framework within which policy in the respective areas can be developed.
There is already in existence an Inter-Departmental Committee on the Environment but it has not fully
addressed the environmental health issue and a more appropriate and influential forum should be
established.
4.8

Co-ordination of Public Policy
The lack of co-ordination in public policy is nowhere more apparent than in relation to health matters, as
evidenced by the various examples discussed earlier. There is now a clear need for some formal
mechanism through which co-ordination at an effective level can be achieved. Past experience of
inter-Departmental co-ordination would suggest that the most appropriate mechanism would be a
Cabinet Sub-Committee on Health Policy, which would be chaired by the Minister for Health and would
make recommendations to the Cabinet.
The first task of the Cabinet Sub-Committee would be to examine the existing situation in regard to the
impact of various public policies on health and to recommend appropriate legislative and administrative
reforms. The Sub-Committee would also have a watching brief in relation to new developments with a
potential impact on health.
At a local level, it will also be necessary to establish a formal mechanism for co-ordinating the activities of
the various regional bodies and local authorities, insofar as they impact on human health. The precise
form this would take will require further consideration but it would be logical that the health boards
would have a lead role.
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4.9

Main Issues
To be effective, health programmes concerned with lifestyle must deal with structural influences on
behaviour as well as its specific components.
There is a continuing need for an active health education programme, within which activities will
need to be targeted specifically at young people and high risk groups. Collaboration with the
education system should be further strengthened.
There are various other ways in which healthy behaviour can be promoted, for example, in the areas
of nutrition, stress and physical activity.
The discouragement of health damaging practices, such as smoking, alcohol and other substance
abuse, dangerous driving and violent social behaviour can significantly contribute to a reduction in
avoidable illness and premature death.
Responsibility for environmental health is ambiguous and needs to be clarified.
While the lead responsibility for most aspects of control of environmental pollution rests with the
Department of the Environment very many public and private interests and bodies are also involved
and their efforts should be co-ordinated.
The links between occupational health and the general health system should be strengthened.
A Cabinet Sub-Committee on Health Policy should be established to address the clear need for
effective co-ordination of public policies which impact on human health. An appropriate mechanism
for co-ordination at local level, in which the health boards would have a lead role, should also be
established.
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5. APPROPRIATE CARE
5.1

Introduction
It can be claimed that Ireland has quite a well developed health care system which addresses the main
health problems of the population. For example, some of the main features of the existing system
include:
A general practitioner service which is available free to almost 38% of the population - over 1.3
million people.
Emergency and Casualty services in hospitals on a 24-hour basis.
High quality diagnostic and treatment services at hospital level across a wide range of specialties
including, for example, organ transplants, open-heart surgery and haemodialysis.
A high level of psychiatric care services which are currently being re-organised with the objective of
re-orienting them to a commmunity basis.
A comprehensive range of services for the mentally handicapped and for the deprived and
disadvantaged groups in society.
Questions can, however, be raised about the relationship between the different types of care provided, the
emphasis which is placed on each, particularly in the allocation of resources, and whether the
organisation of the system is such as to ensure for the population the most appropriate care in the most
appropriate setting. It is a matter of concern that despite the increasing level of national resources devoted
to health services over the past two decades, the level of health in the population did not show any marked
improvement.
Historically, hospitals have been seen as the focus of health care. Down through the years, the position of
the hospital has become increasingly dominant with other types of care playing a secondary or
supporting role. The spectacular development of medical technology over the last three decades has
re-inforced the perception of the hospital as the preferred setting for health care. This perception runs
through society from the patient to the health professional to the community at large. The allocation of
resources has followed, with over 50% of all non-capital expenditure on health care being devoted to the
general hospital service.
The last number of years has been a major policy change to redress this situation and place an
emphasis on the organisation of health care resources according to need, with special attention being paid
to providing services to people in their own communities, to the greatest possible extent.

5.2

Primary Health Care
Health care is provided at different levels of complexity and over varying periods of time, depending on
the nature of the particular health problem and the general characteristics of the patient or client. Thus,
some problems can be dealt with by self-care, others require a visit(s) to or by a general practitioner or
community health nurse, while others necessitate admission to an acute hospital and some patients
will require continuing care in a long-stay institution.
Management of the health system should ensure that each health problem is matched with the most
appropriate care setting.
As a general principle all health problems should be dealt with at the lowest possible level of complexity.
Thus, only the small proportion of health problems which require specialist attention should be treated in
acute hospitals. Similarly, only that proportion of the elderly population, or those with psychiatric illness
or a mental or physical handicap whose state of dependence is such that they could not have a viable
existence in a community setting, should be admitted to long stay institutions. The implication of this is
that care at the lowest level of complexity, termed Primary Health Care, hould have the capacity to cope
with the great bulk of health problems.
For the future, Primary Health Care will be regarded as the central component of the health care system
supported by well organised and efficient secondary and continuing care ectors. It will be neces ary to
develop a clear concept of the objectives, functions and required structure for a primary health care
system, as well as the manpower requirements and reporting and working relationships. There may be
variations in its organisation between, for example, urban and rural areas.
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There are a number of fundamental principles which must underpin a primary health care system. It must
incorporate a comprehensive, integrated, multidisciplinary provision of care for individuals, families and
communities. It is not confined to medical care and curing but also encompasses prevention, health
promotion, rehabilitation and a range of personal social services. While primary health care will be
provided by a wide range of health professionals -general practitioners, community physicians, public
health nurses, dentists, pharmacists, social workers, physio-therapists, occupational therapists,
environmental health officers - working in co-operation, and within agreed structures, a range of
support services must also be made available to encourage individuals and families to independence. In
particular, there should be an additional emphasis on self-care and on public education in the
appropriate use of professional health services.
The full development of primary health care will also necessitate a multi-sectoral dimension. There will
have to be a concern at local level about the health impact of the many areas outside the conventional
health remit which impinge on health, e.g. lifestyle and environmental factors and a capacity at local level
to take action in combatting these factors.
Clearly, the implementation of such a policy will have to be carefully organised. There must in the first
instance be a commitment to the provision of the necessary structures and personnel. This requires, in the
economic climate of the present a redeployment of existing resources. In addition, it will require the
education ofthe community and, health professionals in particular, in recognising primary health care as
an acceptable and viable alternative to the traditional hospital centred organisation of health care. It will
require new approaches in the training of health professionals, aimed at enhancing the prestige of
primary health care, among other objectives.
Many of the required basic elements are already incorporated into the existing Community Care
Programme, embracing as it does a mix of preventive, curative and caring, health and personal social
services (unlike many other countries) and delivered through multi-disciplinary community care teams to
particular catchment populations.
However, there are definite weaknesses in the existing range of services which need to be remedied, if they
are to progress to achieving their full potential. In particular, Community Health Nursing, a pivotal
service in this context, needs strengthening and a review of this service has recently commenced.
Similarily, paramedical skills such as, physio, occupational and speech therapy though established are all
very much under strength in community care. Likewise dental, ophthalmic and aural services. Many of
the social support services, such as, home helps and meals-on-wheels, which are vital to maintaining the
independence of particularly vulnerable groups, such as, the elderly and the handicapped, are very much
underfunded and must in the future be seen as priority areas for development.
A key development in the organisation of primary health care will be the shift from programme
management to management by geographic area now contemplated. Arising from this integrated
management approach, it will be necessary to establish the primary health care structures in the context
of a total health care system with clear relationships between the various levels of care and within the
primary health care system itself.
5.3

General Practitioner Service
The general practitioner service must play a key role in the provision of primary health care and its further
development will be a determining factor in realising the full potential of the concept. However, a number
of issues must be addressed before the necessary re-orientation of the general practitioner service can be
brought about.
The position of G.P.s as independent contractors, largely isolated from the other community services,
poses a problem in terms of service integration and, allied to weaknesses in some of these other services,
probably leads to the 'medicalisation' of some problems, the real roots of which are social in nature. Poor
communication links between G.P.s and hospitals and between hospitals and other community services
exacerbate this process.
There are also wider issues to be confronted regarding the role of general practice in primary health care.
The recent review* of the general practitioner service recommended a shift in the orientation of general
practice from treatment to prevention. Among the measures recommended were improved training for
general practice, incentives to group practice, improved premises and record keeping, the employment of
practice nurses and closer liaison with community health nurses and other community care personnel.
This review also recognised the link between the relative under-development of general practitioner care
(*Report of the Working Party on the General Medical Service 1984).
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and the unnecessary referral of cases to secondary level care. These and other barriers to the development
of general practice must be resolved if the potential of primary health care is to be realised.
One way in which progress might be made on the integration of general practitioner and other
community based services is through demonstration projects in a number of areas which would seek to
harness the complementary skills of both in tackling particular health problems and might also point to
desirable organisational changes in community health services.
5.4

Personal Social Services
While various references are made elsewhere to particular services under this heading it is necessary to
highlight the expanding role of the health services in dealing with many social problems which are not
strictly health related. Personal social services now provided include:
the range of welfare services provided for the elderly, e.g. home-help, meals-on-wheels;
child care services e.g. social workers, services for children in care, adoption services;
services for travellers; and
services to cope with particular social problems e.g. child abuse and battered wives.
This list is not exhaustive but provides a good indication of the breadth of issues now regarded as coming
within the remit of the health services. Current social trends would suggest that the demand for such
services is likely to grow in future years. In particular the new Children Bill imposes special
responsibilities on health boards to supervise, and if necessary, to provide pre-school services.
Furthermore the number of single parent families (unmarried mothers, deserted wives and husbands) is
increasing steadily and great pressures are being imposed on the existing limited social worker services.
The available special hostels for battered wives and their children are constantly under pressure and there
is evidence of an increasing problem in relation to child sexual abuse and homelessness among children.
The approach to health care now being advocated also implies a greater concern for the influences, social
and otherwise, which impact on health behaviour and will demand some strengthening of social support
systems generally.
This wider role of the health services should now be given formal recognition. As a ftrst step, the
Department of Health and health boards should be re-named to reflect the actuality of their roles and
personal social services should be given a stonger identity at national and local levels.

5.5

Psychiatric and Other Special Care Groups
The commitment to the concept of primary health care is ftrmly reflected in the existing approach in a
number of areas. For instance, the achievement of a more appropriate balance between primary health
care and other sectors is being specifically addressed in the psychiatric services programme. Up to the
present, psychiatric care has been provided predominantly in large institutions, many of them dating
back to the last century. Following a policy review* concluded in December 1984 a new planning
framework for the development of a comprehensive community oriented psychiatric service has been
adopted and is currently being implemented. Key elements in this framework include:
the location of services close to where people live and work and a strong emphasis on out-patient and
day-care;
services to be planned on a sectoral basis with a comprehensive service being provided for a
population of known size within defined geographical boundaries and a multi-disciplinary
psychiatric team to be based in each sector;
in-patient treatment ideally to be provided in psychiatric units in general hospitals, incorporating
ftrm admission policies, with the role of the psychiatric hospitals gradually diminishing as alternative
community based services are developed;
high support hostels for the small number of people who will continue to need long term in-patient
care;
provision of appropriate housing in the commmunity; and
incorporation in planning of the needs of special groups, for example, the elderly, children and
adolescents, and persons with alcohol or drug related problems.
(•The Psychiatric Services: Planning for the Future, 1984).
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Facilities will, therefore, be provided close to where people live and work. Obviously the expansion of
community services has implications for the largely institutional services now in existence which were
planned at a time when more modern treatment methods were not available. The contraction of hospital
services is a prerequisite to the expansion of community services.
The significant resources at present spent on institutional care in the psychiatric area will have to be freed
to develop new services in the community. It has been assessed that there are some 3,000 people in
psychiatric hospitals who could be discharged to community residences. In the light of such statistics,
there clearly is an urgent need to switch resources as quickly as possible to ensure that patients are given
services in the most appropriate location. The implementation of the recommendations set out in the
review is underway and considerable progress has already been made.
Similarly, policy in refation to other special care groups, for example, the elderly and the handicapped,
also favours care at community level, to the extent that it is a viable option on medical, social and
economic grounds. However, there will continue to be a need for a certain level oflong-stay institutional
care for these groups. The balance between the appropriate level of long-stay care and other types of care
at community level will have to be determined.
It is now some time since a major review of services for the elderly was undertaken and practices adopted
in different parts of the country have varied, depending on local circumstances and opportunities. The
position is now being reviewed nationally and a new set of policy guidelines will be published in 1987.
Likewise, a review of services for the mentally handicapped is now underway with a view to determining
the appropriate levels and types of care. It is expected that the findings of this study will be published in
mid 1987.
A Green Paper on Services for Disabled People was published in 1984 and set out policy in many areas of
particular concern for disabled people. The purpose of the document was to stimulate public debate on
the issues raised. This debate has been on-going and a number of initiatives have been taken to implement
the proposals set out in the Green Paper.

5.6 Acute Hospital Services
While the main policy emphasis will be on the development of primary health care, this policy will be in
the context of an integrated health delivery system consisting of primary, secondary (acute hospital) and
continuing health care. The objective will be to ensure an appropriate balance between the different levels
of care thereby making available a system which responds best to the health needs of the population.
Hospital Planning
There will be a continuing need for an acute hospital service which is organised on a rational basis and is
capable of meeting the needs of the population efficiently and effectively and at the highest standards.
The last decade has seen a major review of the organisation of the acute hospitals. The plans which
emerged from this review had as their main elements, the rationalisation of the multiplicity of small
hospitals, where such was necessary, the development of hospitals to meet clear short-falls in services
taking account of demographic changes, and the establishment in hospitals of standards of expertise and
technology appropriate to their agreed services.
Considerable progress has been made in the implementation of these plans to the extent that the major
components of the developed hospital system are now either in place, under construction or about to
commence construction. While the objectives underlying the plans remain valid, with the passage of a
decade there is now a need in the light of the medical, demographic and economic changes to review
certain of the assumptions on which hospital planning is currently based.
The main considerations which must again be addressed are:the continuing validity of the basis on which overall bed complements were agreed;
the appropriateness now of certain services being provided on an in-patient basis;
the relationships between the managements of hospitals not administered by health boards and the
providers of resource;
the adequacy of the management structures of hospitals; and
the precise definition of the role of individual hospitals, the range of services they are expected to
provide and the population they ru:e designed to serve.
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The bed complements agreed for the general hospitals are based on planning ratios which were developed
in the mid-1970's and reflect the assumptions and usage patterns then current. On the assumption that a
developed general practitioner service could cope with a significantly greater proportion of acute illness,
and the development of other community health and welfare services would facilitate the independence
of various groups, for example, the elderly, it should be possible to deflect some of the current workload
from acute hospitals. This underlines the need for a review of the existing planning ratios.
The distribution of workload away from traditional in-patient care to other delivery modes within the
hospital, such as out-patient and day care and through the operation of special units, like day-wards,
five-day wards and programmed investigation units is a major objective of hospital policy. These
concepts are increasingly being embodied in the approach to hospital planning. However, the full
potential of such redistribution is still far from being realised and will require further impetus. This, in
turn, will require a re-assessment of the level of need for in-patient care.

Voluntary Hospitals
Traditionally, the voluntary hospitals have played a prominent role in the provision of services.
Statutorily, these hospitals provide services on behalf of health boards. In practice most voluntary
hospitals see themselves as independent providers of service with health boards having little say in their
operation. Up to now, both the Department of Health and the health boards have acquiesced in this. It is
clear that such a situation can no longer be allowed to continue and the appropriate relationships
between these hospitals and those responsible for the delivery of the services must now be frrmly
established. This is one of the questions addressed in the re-organisation proposals submitted to
Government.
Hospital Management
Given the budgets and complexity of the service provided by even the average hospital, they are
comparable to sizeable commercial undertakings in their own right. However, over the years because of
the emphasis on the developments of services, the essential management structures and expertise in
hospitals have, by and large, been neglected. This is an area which must be rectified as a matter of urgency.
Also, for historical reasons, the role of most general hospitals has been rather nebulous. Specialities have
developed because of special interest within hospitals rather than related to community need and
organised in a rational manner. Likewise, catchment areas of hospitals have been for the most part been
ill-defined and if defined, not rigorously complied with. It will be necessary in respect of each hospital to
determine its role, its range of services, the population it is expected to serve and its relationships with
other hospitals and community services. In turn this process should lead to the establishment of a fmn
admission policy in each hospital as the basis on which it distributes services over patients who present for
treatment. In the interests of orderly development and efficiency, it would also be desirable to place limits
on the absolute choice of hospital which now prevails.

5.7 Health Technology
A major policy issue in health care internationally is that of technology absorption. Health technology
continues to develop at a fast rate, bringing more conditions within the scope of diagnosis and treatment
or improving existing methods and has undoubtedly yielded considerable benefits to patient care.
Typically, the new technologies give rise to increasing costs, often requiring the establishment of new
skills and the purchase of expensive equipment and their very availability induces a demand for them.
The pace of change and the mystique often associated with health technology coupled with an era of
development in health care resulted in widespread and often unquestioning acceptance of the claimed net
benefits associated with particular technologies.
Recent years, however, have seen the emergence of a new caution and fresh doubts about over-reliance
on health technology. The assumption that new technologies unequivocally represent progress and that
such progress is a desirable goal in itself has been replaced by a more thoughtful weighing of risks, costs
and benefits. This more questioning attitude has in part developed in response to the era of resource
constraint in which the health services must now operate and the realisation that the community cannot
afford every available advance in health technology.
Some of the new health technologies go right to the heart of values and priorities in a society, requiring the
establishment of new limits not just in relation to clinical matters but extending to the political or judicial
arena. Examples are embryo research, psycho-surgery, contraception, prenatal diagnosis and abortion,
and resuscitation techniques.

33

Ireland has been slow to become involved formally in health technology assessment, feeling that as a
small country with limited resources the best strategy lay in adopting a 'wait and see' approach, certainly
in relation to new technologies. However, the need to consider technology in a much broader sense is now
recognised as is the need to establish a technology assessment function in the health services. It is intended
initially to establish a mechanism for tapping into the flow of information internationally in this area, for
sifting through this to establish relevance in the Irish context and for disseminating information as a basis
for local technology assessment programmes.

5.8

Main Issues
Primary Health Care will be regarded as the central component of the health care system supported
by well organised and efficient secondary and continuing care sectors.
Primary Health Care will be provided on a comprehensive, integrated, multidisciplinary basis
encompassing self-care, prevention, health promotion, curing and caring, rehabilitation and
personal social services.
The general practitioner will play a pivotal role in the delivery of primary health care. The
development of this role will depend on the removal of various barriers.
Other community care services will require strengthening, to be financed through a re-deployment of
resources from the institutional sector.
There will be a growing demand for personal social services within the framework of the health
services.
The acute general hospitals will be seen as supporting primary health care through the provision of
specialised services.
There will be a review of the basis on which the overall level of acute general hospital services is
determined, the relationships between hospital managements and the providers of resources, the
precise roles of individual hospitais and the necessary management structures of hospitals.
There will continue to be a requirement for long-stay care for certain groups, such as, the elderly and
the handicapped and the appropriate balance between that level of care and other levels will have to
be determined.
There is a need for a more questioning attitude towards health technology.
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6. MANAGEMENT AND PLANNING
6.1

Organisation
The existing organisation of the health care system is outlined at Appendix 2. A number of problems
have been identified in the existing structure, including:the considerable autonomy enjoyed by health boards in regard to spending with little responsibility
for raising revenue;
the poor integration of services provided by statutory and non-statutory agencies, leading to
duplication and inefficiency; and
due to the programme structure, little incentive within health board areas for integrated planning of
services across care programmes, based on measured health needs.
Given the size of the country and the population, the need for eight separate administrations, each with
statutory responsibility for providing the whole range of health and personal social services, has also been
questioned.
Foil owing a detailed review, proposals have now been put to Government to remedy these organisational
deficiencies. Among the measures proposed are:a formal responsibility for health promotion for the Department of Health at national level and the
health boards at local level;
a more representative membership of health boards, including representation of the non-statutory
sector, on each board;
a contractual relationship between health boards and non-statutory agencies providing services on
their behalf;
a management system in the health boards based on personal accountability and a more explicit
reporting relationship between the boards and the Minister for Health;
a change to geographical area rather than care programmes as the unit of management;
the establishment of Community Health Committees to provide a formal input for the local
community to local decision-making about health matters.
A prime objective of the proposed re-organisation is to facilitate a planned approach to health, both
nationally and locally.

6.2

Health Planning
In moving towards a more planned approach, apart from the structural arrangements referred to above,
it will be necessary to adopt a planning system which includes the following elements:
measurement of health needs in the local population;
identification of health goals, in terms of improved health in the population rather than improved
health services;
appraisal of options, combining a mix of health promotion and health services and selection of best
options within available resource limits;
a formal planning cycle incorporating annual programmes and five-year strategic plans at health
board level and a long range (corporate) health plan at national level; and
a regular review of plans against previously identified indicators.
This will require a fundamental change in the orientation of local and central management in the health
services i.e. a change in role from administration to management for many individuals.
Reference has already been made (Para. 3.8) to the distinction between the strategic management role of
the Department of Health at national level and the more detailed planning role of the health boards at
local level. Within the planning system the Department of Health must accept an overall co-ordinating
role. At all levels, the planning function will need to be considerably strengthened and given a clearer and
more influential identity. The requirements in terms of skills will include policy analysis, epidemiology,
sociology, health economics and management accounting, as well as an upgrading of general
management skills. The need to develop a health research policy relevant to the perceived needs of the
population is discussed in more detail in para 6.3.
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This approach to health planning will call for changes in attitude, for example, in breaking down the
prejudices and conceptual barriers which exist in many quarters, such as, the choice between hospital and
community care. It will also pose role conflicts for many professionals who will have to become much
more involved in the planning and management of services, accepting the responsibility as well as the
additional influence which that will entail.

6.3

Health Research
The foundation for successful health planning will be the objective measurement of health needs in the
community and the matching of policy actions with those needs. The formal measurement of health
problems on a wide scale in this way will be an innovation in the Irish health care system. It will call for
new skills in collecting, analysing and interpreting health data and in devising policy measures to address
particular health problems.
This approach calls for a strong input of applied epidemiology at both local and central level and an
appropriately influential position for the epidemiologist in the local management structure.
Apart from measurement of health needs the new direction now being proposed will call for considerable
research support across the whole range of health research. In particular, however, it will demand a
considerable strengthening of health services research with a view to developing better ways to organise,
plan, manage and deliver health services.
The World Health Organisation has devised a research programme in support of its Health For All
Programme which sets out a wide and varied research agenda for the European Region. The health
research community in Ireland will be asked to consider the contribution it can make in the context of the
general review of health research to be undertaken by the newly appointed Health Research Board.

6.4 Quality of Care
There is increasing emphasis in health policy internationally on ensuring that the quality of health care is
maintained at an acceptable standard. In the absence of a universally accepted definition of what
constitutes absolute quality in health care it is possible to assess quality in regard to various parameters of
the health care system. These include:
access to services
relevance to need, for the whole community
effectiveness for individual patients
equity
social acceptability
efficiency and economy; and
staff relations.
Also, quality can be assessed in regard to inputs to care, the process of care and, to some extent the
outcome of care. At a time when resources are under strain, the inherent conflict between quantity and
quality comes more sharply into focus but the routine statistical data on health services tend to be
concerned with quantity only. Measures to assess quality and ensure acceptable standards will be an
essential part of the planning system referred to in Para. 6.2.

6.5 Information Systems Development
Obviously, the approach to managing the health system advocated here will be heavily dependent on a
major enhancement of existing information systems throughout the health services. Work on the design
of computerised management information systems is already well advanced. To date, progress has been
made on:
development of patient administration and financial systems for general hospitals;
development of a Community Care Information System;
development of systems for specialist agencies and smaller hospitals.
Further development of these systems is required which will be followed by their installation in all
appropriate sites throughout the country. Further development work will need to be undertaken in
relation to systems for epidemiological surveillance including disease registers, screening programmes
etc., and the integration of the various systems now being developed.
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The full development of modem management information systems is a basic pre-requisite to accountable
management and the planned approach to health now being advocated. It will require a sustained
investment of fmancial and manpower resources which will need to be explicitly provided for in the years
ahead.
6.6

Manpower Planning
Health care is a highly labour intensive activity, reflected in the high proportion of pay (67%) in total
health service expenditure. It involves a wide range of skills and specialists employed in a whole variety of
different settings. The health services currently employ some 62,000 personnel and employment criteria
and conditions are not standardised throughout the system.
There is evidence already of an imbalance between the supply of skilled manpower and the employment
opportunities available in the health services, particularly in the medical and nursing areas. Given the
change in orientation of the health system advocated earlier, involving a new emphasis on health
promotion and primary health care, there will be an obvious need to adopt a more planned approach in
relation to manpower also. Requirements in terms of the mix of skills and the numbers of people trained
to work in different settings may change radically. A more selective approach to high technology
medicine could alter the requirement for particular types of specialist. The potential for substitution, for
example, between the domains of medical, nursing and para-medical grades should be explored. The
pool of management expertise in the health system will also need to be strengthened.
This suggests the need for a powerful manpower planning function, involving the Departments of Health
and Education as well as the various professional interests. Given the nature of health care and training
programmes for health professionals, allied to the scale of the changes now being advocated, this is a
matter of some priority.
A pre-requisite to progress along the path outlined in this document is a more flexible attitude on the part
of the various professions principally involved in the health care system, as well as the various academic
interests involved. While these groups must be given the opportunity to participate fully in the debate
about change in relation to health and the health services, it is the prerogative of the community at large
to make the ultimate decisions in this regard.

6.7 Main Issues
The re-organisation proposals already submitted to Government are designed to bring about greater
accountability on the part of health boards, closer integration between the statutory and
non-statutory sectors, a commitment to planning throughout the system and the assignment of
statutory responsibility for health promotion to the Department of Health and health boards.
There is a need to strengthen considerably the planning function at all levels in the health system.
A structured planning cycle will facilitate health planning; it will incorporate, inter alia, the
monitoring of quality of care.
The content of the health research programme will be reviewed and better aligned with policy
development.
A pre-requisite to accountable management in the health services is the continued development of
modem information systems which will call for a sustained investment programme.
There is an urgent need to strengthen the manpower planning capacity in the health services.
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7. RESOURCES FOR HEALTH
7.1

The Economics of Health Promotion
The basic thrust of the approach outlined in this document is that by making health conscious choices in
all aspects of life we can reduce morbidity and premature mortality, leading to healthier people generally
and more people living into healthy old age. It is argued that in the longer term this will relieve to some
extent the burden of funding the volume of curing and caring health services which would be required if
present trends were simply allowed to continue.
On the other hand, since it could be anticipated that the large number of people who would survive into
older age would ultimately require a wide range of support services in terms of housing, income,
transport, etc. as well as health and welfare, successful health promotion might ultimately add to the cost
of public services in general. Health promotion could be expected to impose other economic costs also.
For example, improved environmental controls may be at the cost of, for example, more expensive
heating, motoring and electricity generation. Changes in the way that food is grown and processed may
mean higher food prices, and so on.
However, the contention here is that the voice of the informed consumer has not been sufficiently taken
into account in arriving at the present balance between health and other aspects of human welfare. There
is no evidence to suggest that health considerations, apart from very extreme cases, play any significant
role in the mix of factors which underly commercial decision making, for example. Yet, commercial
decisions may collectively have the most profound impact on the health of the community.
The essence of the argument put forward now is that some new balance should be struck between health
and other attributes of human welfare (including wealth). Good health in itself has an intrinsic value.
There is a choice. It is possible to opt for more or less health but, in choosing, individuals should be
conscious of the trade-offs involved.

7.2

The Health Budget
Overall expenditure on non-capital health services has risen from some £143 million in 1973 / 1974 to
about £1.3 billion or over 7.5% of G.N.P. in the current year. This latter figure represents almost 20% of
total Government expenditure on current services.
The trend in net non-capital spending in real terms over the period 1976-86 is illustrated in Fig. V, A pp. 2.
Following the rapid growth during the 1970's (to some extent due to significant real increases in pay
levels), the resources devoted to the health services since 1981 have levelled off in real terms. Within this
level of spending, it has been necessary to absorb additional pressure on resources arising from
population growth, technology absorption and the commissioning of new facilities over this period.
In addition to this considerable investment in the running costs of the health services, there has been a
consistent annual capital investment in new buildings and equipment and improvements to existing
facilities. In 1986 capital investment in the health services will total £58 million. In the five year period
since 1981 the capital investment will have totalled some £274 million.
Given the imbalance in the public finances and the declared intention to contain the current expenditure
deficit, as well as the many competing demands for public funds, it would not be realistic to anticipate any
real increase in exchequer support for health services in the period ahead. Neither is it likely that other
significant sources of revenue will open up. For example, any increase in health contributions or hospital
charges or the introduction of any form of local revenue generation is likely to be interpreted as
additional taxation by another name. Thus, any policy changes contemplated now will have to be
accommodated within existing resource levels. This underlines the need to develop a policy framework
within which priorities can be rationally chosen in the light of available resources.

7.3

Distributing the Health Budget Geographically
Reference has been made earlier to the need for greater equity and efficiency in the Irish health care
system and the need to review the eligibility code in that context. The eligibility code is the basis on which
resources are distributed over individual members of the community. While entitlements appear
open-ended, in fact they are limited, nationally by the size of the entire health budget and locally by the
amount of the total budget allocated to that particular area and how it is distributed within that area. This
underlines the importance of a resource allocation system which is fair and efficient.
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The current system for allocating resources on a geographic basis owes more to history than to any
scientific methodology. There is a need to move from this to a system which relates resource allocation to
health needs in particular catchment populations. This assumes that needs are objectively assessed, linked
to the approach to health planning outlined in Para 6.2.

·7.4

Distributing the Health Budget by Care Programme
The existing distribution of the health non-capital budget by care programme is illustrated in Figure VI,
App. 2. Clearly, the General Hospitals Programme continues to absorb the major share of available
resources. In fact, its share has declined from a peak of 53.4% in 1981 to the present level of 50.3%,
reflecting the policy to concentrate economies in acute hospitals over the past number of years.
The relative under-emphasis of primary health care in the existing distribution of resources is also clear
from Figure VI. The data mask the true position to some extent, in that there are considerable elements
of primary and continuing care included in the Psychiatric and Handicap Programmes, but equally the
Community Health and Community Welfare Programmes include a significant element of continuing
care. The Hospitals Programme also includes a sizeable continuing care element (services for the elderly)
and a small element of primary health care, provided in accident and emergency departments. However
a genuine commitment to primary health care would result in a significant transfer of resources within
each care programme and would also be expected to result in some transfers between programmes.
Given the policy agenda identified in relation to each care programme in Chapter 5 there should be a
planned transfer of resources towards primary health care to coincide with particular service
developments in each care programme and this should be explicitly incorporated in the planning system
referred to at Para. 6.2. This type of approach is currently being adopted by health boards in relation to
the Psychiatric Programme.

7.5

Distribution of Resources within the Hospitals Programme
Within the Hospitals Programme, wide variation has been identified in providing the same item of service
in different hospitals e.g. a particular medical or surgical procedure. While some of the variation can be
explained there remains a substantial unexplained element. This suggests that some hospitals are more
efficient than others in their use of resources. A budgeting system which is based on the principle of
meeting costs incurred will tend to perpetuate these efficiency differentials.
It is not unreasonable that hospitals providing particular services be expected to do so at a standard cost.
This would require knowledge of each hospital's case mix and the costs associated with each type of case.
Work on the development of such a system, (based on Diagnosis Related Groups), is currently underway
and it is anticipated that, when fully developed, this system will provide a basis for efficient resource
allocation, initially between hospitals.

In the short term, as part of the re-organisation proposals put to Government, it is proposed to change
the direct funding relationship between the Department of Health and non-statutory agencies and to
allow health boards the latitude to 'shop around' in choosing suppliers of services which they do not
provide direct. The competitiveness this would entail would inevitably lead to greater efficiency. As a
corollary, it would be necessary to defme more precisely the catchment populations for particular
hospitals and to place some limits on the absolute choice of hospital which currently obtains.

7.6

Main Issues
Health Promotion is not a panacea for all ills. Although it will confer considerable benefits in terms
of positive health it does imply some trade-offs.
Resources for health services are likely, at best, to be maintained in real terms at the existing level,
emphasising the need for a policy framework within which rational allocation decisions can be made.
The geographical distribution of the health services budget should be adjusted to better reflect
measured health needs.
The implication of the policy direction proposed here is that there will be a significant transfer of
resources between care programmes, favouring in particular primary health care.
The budget for hospital services should be adjusted to better reflect outputs and to encourage greater
efficiency in the use of resources. This may entail some diminution in choice of hospital.
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POST -SCRIPT
The directions for health which this consultative document proposes, require a considerable re-orientation in
the traditional perception of health and health services. The major emphasis on the development of health
promotion and the encouragement of healthy life styles will be seen - and rightly so - as requiring significant
changes in society generally. The cynical and fatalistic will possibly dismiss such an approach as a grand design
incapable of being achieved. However, the proposals in the document are put forward on the assumption that
the majority of the population will view them as a positive development and as capable of realisation, in part at
least.
The main purpose of this consultative document is to generate discussion, to ask individuals and organisations
to consider their aspirations for health in the context of the totality of living. Hopefully, that will lead to a
consensus on the country's future health care system. To achieve that, it is vital that there should be no
conceptual barriers erected to the consideration of the issues outlined.
While some of the suggestions in the document for developments in health could be carried through without
much delay, others, particularly those which clearly require not only organisational re-structuring but
attitudinal changes, will obviously be of a longer term nature. The document points to the fact on a number of
occasions that this country has an especially high proportion of young people. It also adverts to the
implications and responsibilities arising from this demographic proflle. Perhaps the most important
responsibility is to ensure that the present young generation does not inherit only the current conventional
attitudes and responses to health. Rather it is encumbent on all generations to fully assess the health needs of
the country now and into the future and seek to build a health system which meets those needs. This document
sets out to stimulate this process.
The document is being widely circulated, both within and without the health sector. It is essential for a proper
evaluation of the approaches proposed, to gain an equally wide response so that, as quickly as possible, the
proposals can be firmed up and the detailed development of specific aspects of health policy can commence.
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APPENDIX!
WORLD HEALTH ORGANISATION- TARGETS FOR HEALTH FOR ALL
Brief Summary of Targets
in Support of the European Regional
Strategy for Health for All by the Year 2000
Reducing the Differences. By the year 2000, the actual differences in health status between countries and
between groups within countries should be reduced by at least 25%, by improving the level of health of
disadvantaged nations and groups.
2.

Adding Life to Years. By the year 2000, people should have the basic opportunity to develop and use their
health potential to live socially and economically fulfilling lives.

3.

Better Opportunities for the Disabled. By the year 2000, disabled persons should have the physical, social
and economic opportunities that allow at least for a socially and economically fulfilling and mentally
creative life.

4.

Reducing Disease and Disability. By the year 2000, the average number of years that people live free from
major disease and disability should be increased by at least I0%.

5.

Elimination of Specific Diseases. By the year 2000, there should be no indigenous measles, polio-myelitis,
neonatal tetanus, congenital rubella, diphtheria, congenital syphilis or indigenous malaria in the Region.

6.

Life Expectancy at Birth. By the year 2000, life expectancy at birth in the Region should be at last 75
years.

7.

Infant Mortality. By the year 2000, infant mortality in the Region should be less than 20 per 1000 live
births.

8.

Maternal Mortality. By the year 2000, maternal mortality in the Region should be less than 15 per
100,000 live births.

9. Diseases of the Circulation. By the year 2000, mortality in the Region from diseases of the circulatory
system in people under 65 should be reduced by at least 15%.
10.

Cancer. By the year 2000, mortality in the Region from cancer in people under 65 should be reduced by at
least 15%.

11.

Accidents. By the year 2000, deaths from accidents in the Region should be reduced by at least 25%
through an intensified effort to reduce traffic, home and occupational accidents . .

12.

Suicide. By the year 2000, the current rising trends in suicides and attempted suicides in the Region
should be reversed.

13.

Healthy Public Policy. By 1990, national policies in all Member States should ensure that legislative,
administrative and economic mechanisms provide broad intersectoral support and resources for the
promotion of healthy lifestyles and ensure effective participation of the people at all levels of such
policy-making.

14.

Social Support Systems. By 1990, all Member States should have specific programmes which enhance
the major roles of the family and other social groups in developing and supporting healthy lifestyles.

15.

Knowledge and Motivation for Health Behaviour. By 1990, educational programmes in all Member
States should enhance the knowledge, motivation and skills of people to acquire and maintain health.

16.

Positive Health Behaviour. By 1995, in all Member States, there should be significant increases in
positive health behaviour, such as balanced nutrition, non-smoking, appropriate physical activity and
good stress management.
Health-Damaging Behaviour. By 1995, in all Member States, there should be significant decreases in
health-damaging behaviour, such as overuse of alcohol and pharmaceutical products; and dangerous
driving and violent social behaviour.
Multisectoral Policies. By 1990, Member States should have multi ectoral policies that effectively protect
the environment from health hazards, en ure community awareness and involvement, and support
international efforts to curb such hazards affecting more than one country.

17.

18.

19.

Monitoring and Control Mechanisms. By 1990, all Member States hould have adequate machinery for
the monitoring, assessment and control of environmental hazards which pose a threat to human health,
including potentially toxic chemicals, radiation, harmful consumer goods and biological agents.

20.

Control of Water Pollution. By 1990, all people of the Region should have adequate supplies of safe
drinking-water, and by the year 1995 pollution of rivers, lakes and seas should no longer pose a threat to
human health.
21. Control of Air Pollution. By 1995, all people in the Region should be effectively protected against
recognised health risks from air pollution.
22. Food Safety. By 1990, all Member States should have significantly reduced health risks from food
contamination and implemented measures to protect consumers from harmful additives.
23.
24.

Control of Hazardous Wastes. By 1995, all Member States, should have eliminated major known health
risks associated with the disposal of hazardous wastes.
Human Settlements and Housing. By the year 2000, all people of the Region should have a better
opportunity of living in houses and settlements which provide a healthy and safe environment.

25.

Working Environment. By 1995, people of the Region should be effectively protected against workrelated health risks.

26.

A System Based on Primary Health Care. By 1990, all Member States, through effective commmunity
representation, should have developed health care systems that are based on primary health care and
supported by secondary and tertiary care as outlined at the Alma-Ata Conference.
National Preferential Distribution of Resources. By 1990, in all Member States, the infrastructures of the
delivery systems should be organised so that resources are distributed according to need, and that services
ensure physical and economic accessibility to the population.
Content of Primary Health Care. By 1990, the primary health care system of all Member States should
provide a wide range of health-promotive, curative, rehabilitative and supportive services to meet the
basic health needs of the population and give special attention to high-risk, vulnerable and underserved
individuals and groups.

27.

28

29.

Providers of Primary Health Care. By 1990, in all Member States, primary health care systems should be
based on co-operation and teamwork between health care personnel, individuals, families and
community groups.

30.

Co-ordination of Community Resources. By 1990, all Member States should have mechanisms by which
the services provided by all sectors relating to health are co-ordinated at the community level in a primary
health care system.

31.

Ensuring Quality of Care. By 1990, all Member States should have built effective mechanisms for
ensuring quality of patient care within their health care systems.

32.

Research Strategies. Before 1990, all Member States should have formulated research strategies to
stimulate investigations which improve the application and expansion of knowledge needed to support
their health for all developments.

33. Policies for Health for All. Before 1990, all Member States should ensure that their health policies and
strategies are in line with health for all principles and that their legislation and regulations make their
implementation effective in all sectors of society.
34. Planning and Resource AUocation. Before 1990, Member States should have managerial processes for
health development geared to the attainment of health for all, actively involving communities and all
sectors relevant to health and, accordingly, ensuring preferential allocation of resources to health
development priorities.
35. Health Information Systems. Before 1990, Member States should have health information systems
capable of supporting their national strategies for health for all.
36. Pl~!ling, Education and Use of Health Personnel. Before 1990, in all Member States, the planning,
tramt~g and use of health personnel should be in accordance with health for all policies, with emphasis on
the pnmary health care approach.
37.

Education_of Personnel in Other Sectors. Before 1990, in all Member States, education should provide
personnel m sectors related to health with adequate information on the country's health for all policies
and programmes and their practical application in their own sectors.

38.

Appropriate Health Technology. Before 1990 all Member States should have established a formal
mech~nism for th~ systematic assessment of the appropriate use of health technologies and of their
effecttve_ness, e~fictency, safety and acceptability, as well as reflecting national health policies and
econorruc restramts.
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APPENDIX2
STRUCTURE OF THE HEALTH CARE SYSTEM IN IRELAND
The purpose of this paper is to briefly sketch the structure of the health care system in Ireland.
(Figure I) Overall Structure
The executive power of the State is exercised by the Government which is responsible to the Oireachtas. Under
the Ministers and Secretaries Act of 1924, each Department is assigned to and administered by a Minister. In
this way, the whole business of Government is assigned on a functional basis to Ministers who are individually
and collectively responsible for its execution except where provided by law.
The Department of Health was established as a separate Department in 1947. The functions of the Department
were defined as including the preparation, effective carrying out and co-ordination of measures conducive to
the health of the people. At present, the functions of the Department of Health could be summarised as:supporting the Minister for Health in the discharge of his Ministerial and parliamentary functions;
the formation of policy;
the determination of programmes for the implementation of agreed policy;
the co-ordination, appraisal and review of the effectiveness of policies and the overall organisational
arrangements for the delivery of health services;
the co-ordination of the international activities of the service.
The permanent head of the Department of Health is the Secretary. The Department is divided into line
divisions and staff units. Under the Secretary, an Assistant Secretary heads each of the line areas, which are
concerned respectively with hospital services, community health services and community welfare services.
There are four staff units dealing with Finance, Personnel, Planning and Organisation.
Outside of the Department of Health, there are a number of bodies established on a permanent basis such as
the National Drugs Advisory Board, the National Council for the Aged, the National Rehabilitation Board,
which together with other functions provide advice on their relevant areas of activity. In addition, as required,
special broadly based working parties and committees are established from time to time to advise on specific
aspects of the services such as care of the mentally ill, the mentally handicapped, the aged, etc.
The statutory responsibility for the regulation of the number and type of appointments of consultant medical
staff and senior registrars in hospitals is vested in Comhairle na nOspideal. In addition, the Comhairle has
functions to advise the Minister for Health on matters relating to the organisation and operation of hospital
services and to prepare and publish reports relating to those services.
The statutory responsibility for administering the services provided for in health legislation and by Ministerial
initiative is vested in eight health boards.
Notwithstanding the statutory responsibility of health boards, non-statutory organisations feature
prominently in the provision of hospital and institutional services, community based health and welfare
services and a range of advisory, counselling, and health educational services. At present, the Department's
relationship with these bodies varies by refence to the services which they provide. Broadly speaking, tho e
providing institutional services e.g. acute hospital care or institutional care for the mentally handicapped, are
recouped the cost of services provided on a budget basis. Statutorily, the hospitals and institutions involved,
many of which are owned and run by religious bodies, provide services on behalf of health boards. Yet in most
cases health boards have little say in their actual operation. This is an anomaly which is being reviewed . Even
the use of the term 'voluntary' is a misnomer as for the most part, these voluntary bodies are dependent for
virtually all their funding on exchequer sources.
In respect of executive work in relation to the health ervice which i regarded as not suited to local
administration, a number of executive agencie have been establi hed. These include the Health Research
Board , the Hospitals Joint Services Board , the Health Education Bureau and a number of boards for the
administration oflarge ho pital in the Dublin area.
Finally, to complete the overall structure of the health care y tern, in each of the eight health board areas, there
are a number of local ad vi ory committees. There is generally one committee for each county. The function of
these committees are purely advisory and do not have any deci ion making powers.
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(Figure ll) Health Boards
·
Prior to 1970, the responsibilities for the provision of health services were vested in the local government
system. This meant that each county council and county borough was responsible for the health services within
its functional area. Thirty-two such authorities existed and between them served a total population of little
over three million people. By the mid-1960's it was clear that a modern health service required a more rational
system of administration.
Under the provisions of the Health Act, 1970, a new system of administration was introduced involving the
establishment of eight health boards which are responsible for the services within their areas. The population
covered by each health board varies from about 200,000 in the case of the smallest board (the Midland Health
Board) to about one million in the case of the largest (the Eastern Health Board which includes Dublin City
and County). The population densities of the health board areas also vary considerably from a density of 257
people per square kilometre in the Eastern Health Board area to a density of25-26 people per square kilometre
in the areas on the western sea-board.
Clearly for a small country there is a sizeable imbalance in the distribution of population between health board
areas. The original decision to have eight health boards was based on various considerations but ultimately was
a compromise between the possible options.
The membership of health boards -which is set down in leglislation - is made up of public representatives
i.e. members of county councils in the boards' functional areas and form a majority of the membership. The
balance is made up of elected representatives of the main health professions and a small number of members
appointed by the Minister.
(Figure Ill) Structure of Health Boards
Each health board is required under the 1970 Act to have a Chief Executive Officer. Certain functions relating
to personnel of the board, and decisions on eligibility of individuals for services are reserved to the Chief
Executive Officer. All other matters can, under the Act, be exercised by the board. However, the boards have
recognised the need to delegate day-to-day management of the services on a considerable scale to their Chief
Executive Officers, while retaining control of such matters as the approval of revenue budgets, the
authorisation of capital schemes, the borrowing of money, the acquisition and disposal of land, and decisions
on programmes for development or review of services.
The work of each health board is divided into three broad programmes, covering respectively community care
services, general hospital services and special hospital services i.e. those providing services for the mentally ill
and the mentally handicapped. Each of these programmes is managed by a programme manager, who res ports
to the Chief Executive Officer.
In the larger boards, there is a separate programme manager for each of three programmes while in the three
smaller boards there are only two programme managers, one of whom covers the two hospital programmes. In
addition, there are functional officers in charge of Finance, Personnel and Planning. (Recently, two boards
have substituted management services officers for planning officers.) This group of officers, under the Chief
Executive Officer, forms the management team for the health board.
(Figure IV) Community Care Structure
The organization adopted within the community care programme is given as an example of how programmes
are structur~d ..This programme covers both community health and community welfare. It should be pointed
out that a significant level of personal social services are included under the heading of community welfare.
Each board is divided up into a number of communities, each community serving a population of 40,000 to
I 00,000 people. The services in the community are co-ordinated by the director of community care, who is also
the medical officer of health for the area.
He is responsi.ble ~o the programme manager for the operation of the range of services. Figure IV illustrates the
ty~e of org~mzatwn :Uthough, und~r some boards, the range of functions covered by the programme is now
quite extensive as vanous para-medical and welfare support services have developed.
The o~ganisati?n of ~his pr.ogramme ~s cu~rently under review. The review is particularly concerned w.ith
resolvmg th~ difficulties wh1ch have ansen m the relation to the leadership of the team and the weight which
should be given to the welfare services within the programme. It will also be concerned with the role of the
general practitioner in the services and the stimulation of primary health care.
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Under the 1970 Health Act, Health Boards may act jointly in providing services, including, if necessary the
establishment of a joint body. The first use of this provision for joint action of health boards arose in the
administration of a central bureau for paying doctors and pharmacists providing services under the General
Medical Services Scheme. This bureau is known as the General Medical Services (Payments) Board. It is the
function of the Board to perform on behalf of the health boards the following functions in relation to the
provision of services by general medical practitioners and pharmacists:
the calculation of payments to be made for such services;
the making of such payments;
the verification of the accuracy and reasonableness of claims in relation to such services; and
the compilation of statistics and other information in relation to such services.
(Figure V) Trends in Health Expenditure
Like all other European countries, the trend in health expenditure in Ireland for many years was an everincreasing one. Figure V shows this trend over the last 10 years. As can be seen, the growth in real terms at 1976
prices indicates a dramatic rise in the late 1970's reaching a peak in 1980. Expenditure as a percentage of Gross
National Product shows a similar trend reaching a peak in 1980. Since then expenditure has, more or less,
levelled out.
(Figure VI) Health Expenditure Levels
Total expenditure on public health services will amount to an estimated £1,358 million in 1986, made up of £58
million for capital expenditure and £1,300 million for current expenditure. In addition, there is considerable
privately financed health care through general practitioner and consultant services. An indication of the extent
of this can be gained from the fact that some £100 million is paid by way of subscriptions to the Voluntary
Health Insurance Scheme each year for additional health care.
Figure VI shows the percentage breakdown between care programmes of total estimated non-capital health
expenditure for 1986.
The general hospital sector takes by far the greatest proportion of expenditure at approximately 50%
However, this percentage reflects a decline in the proportion of expenditure in that area, while the expenditure
on community based services has increased.
(Figure VII) Eligibility Structure
Entitlement to Health Services other than inpatient care depends on the eligibility for these services. There are
three categories of eligibility for health services and the category to which a person belongs determines what
services he should pay for and what services he is entitled to free of charge. The categories are as follows:
Category 1: Persons who are unable without undue hardship to arrange general practitioner services for
themselves and their dependants. Such persons and their dependants have full eligibility for all health services
without charge. This includes in particular: free general practitioner and pharmaceutical services; free
maintenance and treatment in public wards of hospitals; free specialist out-patient services at public clinics;
free dental, ophthalmic and aural services. Fully eligible persons are issued with 'medical cards' by the health
boards, after a decision by the Chief Executive Officer. About 38% of the population are in this category.
Category 11: Persons, together with their dependants, whose annual income is below a specified limit. These
persons are entitled to free maintenance and treatment in public wards of hospitals; free specialist out-patient
services at public clinics; assistance towards the cost of prescribed drugs; maternity and infant care services, free
drugs for certain long-term illnesses. Persons with limited eligibility are obliged to pay a health contribution.
Somewhat less that 45% of the population are in this category.
Category Ill: Persons, together with their dependants, whose income is above the specified limit. They are
entitled to free maintenance in public wards of hospitals (excluding consultants' fees) ; free specialist
out-patient services at public clinics (excluding consultants' fees); assistance towards the cost of prescribed
medicines and free drugs for certain long-term illnesses. About 17% of the population are in this category.
Persons who wish to supplement their entitlement to health services can make private arrangements, in
particular with the Voluntary Health Insurance Board. This Board is, in the main, concerned with hospital
costs. It is non-profit making and the subscriptions to it are income tax deductible. Approximately I million
persons are covered by schemes operated by the Board.
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