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IMPROVING HI<:ALTH STATUS IN IRELAND: 
SOM E LESSONS FOR MANAGERS 

INTRODUCTION 

The purpose of this paper is 10 genetaJ:e discussion about improving health status, with 

special reference to Ireland, about the role of managers in this process, and about the 

challenges they face in exercising that role. 

I have some lessons to suggest to you from the Irish experience, but the title of this paper 

is deliberately double-edged, so I would very much like to be able to bring home 'some 

lessons for managers' as a result of our discussion. 

In order to focus the discussion in this presentation, I would like to do three things: 

I. to outline where I believe we in Ireland stand on the health status issue; 

2. to give two examples of health-focussed initiatives from the 

modest, one somewhat broader in scope, and 

3. to offer some lessons for managers from that. 
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1. WHERE WE STAND ON THE HEALTH STATUS ISSUE 
1.1 Towards a -Health" CuHure 

I must confess that I find it difficult to answer this question in as straightforward 

a way as I would like, without raising a good many other questions in the process. 

The notions of health status and health gain remind me of motherhood and apple 

pie. Who would not subscribe to health gain as an admirable objective? Which 

health professional and manager is not working for it? The surgeon performing 

a triple bypass, the nurse looking after a chronically sick person, the Information 

Technology manager providing support services will all assure you that, in their 

various ways, they are working to improve the health of the people they serve, 

even though those people may be very different in terms of age, life chances, life 

expectancy and many other factors. 

Thia publicatiOft is bued on I piper ,inn 11 the annual conre~nce of the European Hea1thc.~ Mana,emenl Auoc;"tioo 
in Sweden in 1992. 
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A. 

It is bard to argue with this view. particularly if you subscribe to the definition of 
health inspired by the World Health Organjsation, which focuses on making the 

most of the physical and mental capacity you are born with. This leads me to the 

notion that working for health gain is not just about providing a particular service, 

- for example an immunization programme - but about the way that that service 

is provided. I believe it is possible to distinguish a "health gain" approach that 

can, and should, inform the activities perfonned at all levels of care, from 

primary through to the most complex tertiary system. It follows. then, that ] 

don't believe that the attainment of health gain is the sole preserve or 

responsibility of the services traditiOnally associated with it, like health promotion, 

disease prevention and education. 

Characteristics of a "Health" Culture 

I believe that there are certain characteristics of a health system that can be 
associated with a "health gain" approach, Le. a specifically "health" culture. 

Within such a culture, I would expect to find the characteristics outlined below: 

An overall approach, at IUIIional, locol and instiJntio1UJllevels, tJuu is 0 'health' 
rather than 0 'sickness' one. 

So, for example, there would be 

• a national health policy giving primacy to health gain; 

• a substantial portion of the health budget allocated to primary h 
services; 

• representation of the Public Health dimension at top management level in 

the Department of Health; 

• infonnation about the effectiveness of "health gain" approaches; 

• widely available annual reports on the health of the public; 

• regional fora where the "health" approach is discussed and championed; 

• strong intersectoral links between the health services and other agencies 
whose policies influence health, e.g. Labour, Industry, Education, Social 

Welfare, Environment etc., and 
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B. 

• legislation reflecting the high priority given to the public's health. 

Services revolving primarily around local circumstances rather than a central 

planning model, wiJh community-based organisations involved as 11Ulch as 

possible. 

In this model, 

• there is a health-centred vision driving regional and local service 
• • prOVISIon; 

• local priorities are detennined within the context of national health policy; 

• 

• 

local performance targets are negotiated to comply with broad national 

guidelines; 

health managers are accountable for delivering on agreed targets; 

• local decision-maJcers have the authority to decide on the most appropriate 

way to achieve targets, and to allocate resources accordingly; 

• the health budget contains an element of local taxation, preferably ear

marked; 

• the needs of the local population are known; 

• communities help to decide on the way services are to be provided, and 

• community organisations are involved in delivering these services. 

C. The prevailing model within the service is the 'health' model, not the 'care and 

repair' one. 

So, I would expect to find that 

• local health authorities have a strategy for health gain; 

• perfonnance measures for the service are related to health outcome; 

• the primary care system deals with the vast bulk of the popUlation's needs; 
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D. 

• there is a Public Health presence at top management level in the health 

authority; 

• there is a strong bias towards care in the community rather than 

institutional care; 

• there are strong links between primary and acute care systems, and 

• the normal model for training. especially for doctors and nurses, is 

community-centred. not institution-centred. 

Within the service, responsibility for ensuring health gain is shared at allleve/s 

O/tM service, not just at primary level. 

This means that 

• health care professionals would be expected to devote a significant 

amount of their time to preventive work; 

• all health care professionals would be capable of incorporating a ~health ~ 

approach into their work:; 

• contribution to health gain would be one of the criteria for Individual 

Performance Review, and 

• there would be a multi-d isciplinary approach to service delivery. 

E. Health service organisatibns operou primarily through networks rather than 
hierorchicaI pyramids. 

In order to network successfully, 

• health workers would be given the opportunity to develop lateral contacts 

across disciplines and also with other sectors. 

F. Customers are seen as CORSU17U!fS of services rather than patients, and 

independence and jreetWm 0/ choice are valued and promoted. 

This means in practice that, 
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• customers have specific rights, for example to courtesy, information, 
privacy, quality care, and are made aware of these rights; 

• the customer's own preferences are taken into account as much as possible 
when deciding on options; 

• the customer (or hislher advocate) is given full, comprehensible 
information about the options available, and has the final say on which 

option to choose; 

• people living in institutions have discretion about their daily routines, and 
are encouraged to be as self-reliant as possible there, and 

• there are customer-friendly ways of giving feedback about the quality of 

care. 

People are encouraged and enabled to take responsibility for their own health. 

So. 

• people know their state of health, and understand the effects of lifestyle 
and behaviour on their health; 

• specific efforts are directed at helping people to change their behaviour 
and lifestyle; 

• consulting the doctor does not automatically result in a prescription for 
drugs; 

• there are no unecessary referrals from primary to more acute levels of 
care, and 

• people can decide for themselves, within limits, when they need to stay 
away from work; 

H. The incentives within the system favour health nulintenance and staying healJhy 

rather than high-.tech 'care and cure'. 

If that is the case, then 
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• people are rewarded for maintaining their health; 

• health care professionals are rewarded for health gain, and 

• there are no perverse incentives for people to be referred to higher-than

appropriate levels of care. 

Analysis or the Irish System 

How does the Irish public health system measure up to these eight characteristics? 

In attempting to address that question, I have to say that I will be relying to some 

extent on anecdotal evidence which I have accumulated from my own experience, 

since hard data are rather thin on the ground. 

Let me preface my analysis by saying that our demographic structure and our 

mortality and morbidity statistics suggest that there is considerable potential for 

a hea1tb gain approach . Half of our population of 3.5 million is aged under 30 

years. Life expectancy for women is 77.0 years, for men 71.0 (1989 figures). 

Lifestyle-related conditions and diseases are our biggest killers. There are 
differences in health status within the country. Some groups, e.g. the residents 

of inner city Dublin. travellers and the less well off, have significantly lower 

health status than the rest of the community. 

Let us examine the lirst criterion about the overall approach. Although we in 

Ireland have subscribed to the 38 WHO targets for Health For All, there is no 
nationally articulated policy or strategy aimed at improving the health status of the 

population. Policy documents relating to the needs of specific target groups (e.g. 

the elderly) have been published, but together they do not fonn a composite 

national strategy for health gain. To judge from where the money goes, the 
overall approach still favours the 'care and repair' approach. The Community 

Care Programme, which includes Community Health, Protection and Welfare 
services, takes up about 25% of the total health budget. Health promotion, 

disease prevention and health education between them account for about 8%. The 
acute hospital sector takes about 50%. These figures have not changed 

significantly over the past five or six years. While there are Public Health doctors 

working at senior levels in the Department of Health, their presence there is not 

being translated into national strategy. There are significant deficiencies in the 
availability of useful information about health needs and the effectiveness of 

services. Annual reports on the hea1th of the public are not published. Without 
this information, decisions have to be made on the basis of existing structures and 
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the constraints of the day. An obvious forum for debating health policy issues is 

at regional health board level. 

To judge from the minutes of board meetings, most of the time is taken up with 

existing aspects of the service, nearly always on the therapeutic side. There are 

no formal links between the health sector and the various other agencies that 

influence health. A few years ago, there was a proposal to establish just such an 

inter-DepartmentaJ committee to collaborate on health issues, but the proposal 

never got off the ground. One of the results is that efforts made by these agencies 

do not integrate within an overaIl 'health gain' framework. Some of our legislation 

does reflect a concern for public health, and there are laws relating to drink

driving, seat belts, smoking etc on the statute books. 

Local Level 

There does not seem to be a health-centred vision at local level (second criterion). 

This may be due in part to a general lack of precise information about health 

needs, and health status profties at local level are not generally available. There 
is no overall systematic approach to community consultation, though there are 

strong links generally between community organisations and the Community Care 
programme. Many voluntary organisations are involved in providing services. 

Decision-making within the system tends to be centralised in the Department of 

Health. which sometimes gets involved in operational matters in the boards. This 
level of involvement, together with an absence of any national framework and 

adequate information on need, makes it difficult for managers to know where to 
prioritise. 

The public health system is financed almost entirely from general taxation. There 

is no system of local taxation. Accountability within the system is not clear. The 
Department of Health holds a very tight rein on finances; the boards' annual 

budgets contain Departmental provisos that severely constrain flexibility. It also 

means that accountability is seen as synonymous with getting the 'bottom line' 
right. 

There are signs of improvement in the structures, however. The Eastern region 
may be about to be re.-organised, with clearer roles for the Department of Health, 

the health boards and other health agencies, and more specific accountability, with 
managers being responsible for performance targets. 
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In relation to the third criterion (the prevailing model of service), most health 

boards do not publish a mission statement outlining their philosophy of health and 

health care. That philosophy is dominated by the medical model, though there are 

hopeful signs of change. At present, performance measures relate more to inputs 

and outputs than to health outcome. However. there are moves afoot to get a 

Public Health presence at top management level in the health boards, and this 

should help to change the balance in favour of measures more related to health 

gain. In addition, more and more people are being cared for in the community, 

especially people with mental illness and mental handicap. who in former times 

would have been placed in institutional care. The introduction of assessment 

profiles in long-stay hospitals has cut down Significantly on the number of 

inappropriate admissions. Most hospitals now have liaison nurses to co-ordinate 
a patient's discharge from hospital to community setvices. 

Most doctors and nurses are trained in the medical model of care, and receive 
most of their training in a hospital setting. Exceptions are Public Health and 
Community Mental Health nurses, whose training is based in the community. In 

the past few years, new health-related faculties have been established in medical 
schools, for example Health Promotion and Community Medicine. 

Health Gain 

The rourth criterion is about who, within the service, is responsible for ensuring 
health gain. The 'health' approach is very much part and parcel of the way sqme 

health workers, especially those based in the community, already operate. One 
needs only to think of Public Health nurses, dentists, social workers etc. Other 
groups, like hospital consultants, are not so involved. No doubt this is due partly 
to personal preference, but it is probably due also to lack of appropriate training 

and also lack of incentives. Health workers are not assessed on the basis of their 
contribution to health care. While there is nothing to prevent clinicians using 
some of their sessions on hospital 'outreach' work - and some do - the expectation 
seems to be that their work is carried out exclUSively in hospitals. Being away 
from the surgery or theatre may also mean less time for private work, a significant 
disincentive! The capitation system for paying GPs means that there are no 
financial incentives for them to do health checks on their patients - though again, 
quite a few do. 

The model for setvice delivery within the Community Care programme is a multi
disciplinary team ODe; in general, it has proved difficult to operate successfully, 

with obvious consequences for the consistency of approach and the overall 
message given to consumers. Within the acute care sector, the clinician is still 
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seen as the person with primary responsibility for the patient, and a multi

disciplinary approach is the exception rather than the rule. 

I would like to turn now to networking (fifth criterion). Despite the fact that we 

are such a small country, people working in the hea1th service have only recently 

begun to appreciate the value of workplace networking. Perhaps our small size 
leads to an element of calculation in how forthcoming and helpful people are, 

because today's contact may be tomorrow's competitor on the jobs front! 

The management development initiatives I am involved with have resulted in a 
very significant increase in the level of contact within the service, and people have 

begun to see the benefits of the lateral network. 

Custome,. Focus 

The sixth criterion is about the customer focus. At present, a customer in the 

Irish health service enjoys no specific rights other than the usual statutory rights 
and the right to natural justice. A Patients' Charter was introduced in the hospital 

services last year and further charters are planned. The Charter approach wi1l 
not, of itself, lead to better service. If it is to succeed, hea1th workers, especially 

doctors, will need to be committed to its principles, and enabled and expected to 

carry them out. 

It is not at all clear to me how well the customer in the health system can 

articulate hislher preferences, and how seriously they are taken. I believe that the 
'Henry Ford' model of service is still very much a feature of life. (In other words, 
you can have any colour you want provided it is black!). 

Many of the health professionals I meet simply do not understand that quality of 
care is anything other than a satisfactory clinical result, or that customers might 

have different, and broader, expectations of the service. The evidence suggests 

that not many hospital patients understand what the doctor says to them, because 

many of them have to ask the nurse to decipher the message afterwards. To judge 

from the number of 'unfinished' prescriptiOns, people attending the GP fare no 

bener. Litigation is also on the increase. The reasons given by about three

quarters of the people suing the doctor or the hospital are discourtesy, lack of 

information, failure to explain when something went wrong, or failure to 

apologise. 

On the positive side. the move from institution to community - based services has 

also triggered a change for people continuing to live in institutions. The emphasis 
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is now on self-detennination, in anything from waking times to menus to the use 

of people's time. It is difficult to be specific about the magnitude of this trend, 

but it seems to be fairly generalised. 

The 'customer service' ethic is slow to evolve, so there are few, if any, ways in 

which a customer can voice an opinion about hislher satisfaction with the service. 
Customer satisfaction surveys come up with the usual rosy picture, and people are 

reluctant to criticise because they feel dependent on the system. Customer service 

departments and initiatives have however been introduced by several health boards 

in recent years . 

Responsibility for Health 

The seventh criterion refers to people baving primary responsibility for their own 

health . I have to admit that this area is ~unknown territory" for me, and I would 

be very interested to hear your views on it. Because of the capitation system of 

payment, there is no immediate financial incentive for GPs to do regular health 

checks on their public patients, to keep them "up to date" on their health. With 

a few exceptions, efforts at infonning people, and helping them to change their 

lifestyles, are un-coordinated and, as far as I am aware, are not fonnally 

evaluated. The exceptions relate to smoking, coronary heart disease and AIDS. 

There have been national drives in these three areas, involving media advertising, 

local events and, in the case of smoking, support groups for people trying to "kick 

the habit". The incidence and level of smoking has decreased in some age groups. 

A national infonnation campaign about AIDS has been under way for some years. 

It relies mostly on street advertising and lectures to schools and community 

groups. Some people object to campaigns which promote condoms or clean 

syringes, but these are available. 

Moving away from the information issue, at individual level people attending the 

doctor still expect to be told exactly what to do, and to be given a prescription. 

Doctors sometimes speak of losing patients because they refuse to prescribe. The 

system of sick leave induces people to visit their GP, although they might be 

perfectly happy to care for themselves . Generally speaking, an absence from 

work of more than two days needs a doctor's certificate. 

According to the National Study of Workload in General Practice (1992), the 

referral rate from the GP to the acute hospital is about 5 %. Again, consultants 

will say that some of this is unnecessary, and is due to the GP's reluctance to 

come to a finn diagnosis, or to the patient's nuisance value in insisting on an 

"expert" opinion. 
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While people may approve of the "health· approach, they still want bigh-tech 

medicine to be available should they or their families require it. Closing hospitals 

is a very difficult and emotive issue in Ireland. Demands for high-tech medicine, 

especially in the diagnostic area, seem to be coming more and more frequently, 

and doctors are afraid of the legal implications of not providing it. 

Incentives tQ Stay Heahhy 

The eight criterion is about the incentives in the system for people to stay 

healthy. There are few financial incentives for people to maintain their own 

health. People who have to pay for their GP - more than 60% of the population

tend to visit less frequently, though this is also related to health status. As a 

general rule, employers do not reward a "clean" sick leave record with bonuses, 

extra holidays, membership fees in sports clubs etc. As far as the providers are 

concerned, there are no perfonnance targets related specifically to health gain, so 

they cannot be rewarded on that basis. While most people have to pay for their 

GP, everybody is entitled to free hospital care. Once patients are in hospital, 

there are no incentives to pass them back into the primary care system as soon as 

possible. The fact that people are being discharged earlier from hospital is a 

reflection of the financial pressures that exist. not a commitment to the lowest 

appropriate level of care. 

I will attempt now to summarise where we stand in relation to the "health" culture 

I defined at the beginning of the paper. Analysis is difficult because there are 

deficiencies in the infonnation available. What is clear is that there is no national 

or regional policy directed at health gain. The health system is very centralised, 

and there is not much flexibility at regional level, though this could be changing 

soon, at least in the Eastern region. Resources continue to be directed mostly at 

the acute hospital sector. The dominant model in the service is the medical one, 

though, again, this is changing, with a more community-based emphasis on both 
care and training. Generally. hospital-based professionals do not spend significant 

amounts of their time on preventive work. Opportunities for networking are 

increasing. The "Henry Ford" model of service is still a feature of life, though 

the Patients' Charter may initiate changes here. It is not clear to me whether 

people either know about their state of health, or what to do to improve it. There 

is still a dependent attitude towards the expert role of the health professional, and 

the financial incentives in the system do not favour a "health" approach. 
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2.1 

SOME HEALTH FOCUSSED INITIATIVES 

There are no specific national targets such as those for example. in the United 

Kingdom's Health of the Nation document. However there are examples of 

beaJtb-focussed initiatives being implemented locally. usually stemming from the 

Community Care programme, but often overlapping with the Hospitals 

Programmes and other sectors like Education, Social Welfare etc . These 

initiatives are usually 'bottom-up' ones, instigated by local health workers and 

managers who see a need and an opportunity to satisfy it. They may be very 

modest in coverage - sometimes a single parish is a target area. Others, on a 

larger scale, may represent the marriage of ideas between top managers distant 

from the action but with considerable clout. and local workers with intimate 

knowledge of the local scene. 

I would like to give two brief examples of such initiatives. They are the 

"Community Mothering" scheme in a deprived area of Dublin, and the work of 

the District Care Team in a similar area in Cork city. 

The Communily Mothers Programme 

The Community Mothers Progranune is a support progranune for first and second
time parents with infants in the 0-1 age span, in areas of social and cultural 

disadvantage within the Eastern Health Board region. 

The main aims of the progranune are: 

• 

• 

to give power to parents developing their latent skills and restoring 
confidence and self-esteem, so that they can tackle their own problems in 

their own way, and 

to reflect the ideals of the World Health Organisation relating to self-help 
in the community and the individual. 

The Community Mothers progranune resulted from the participation of the Eastern 

Health Board, during the early 1980s, in an experimental programme, funded by 

the Van Leer Foundation. This was designed to develop the skills of parents of 

young children and to build their self-esteem. More than one thousand families 
from England, Ireland and Wales participated. In Ireland, nine specially trained 

Family Development Nurses undertook structured monthly visits to the homes of 

parents mainly in disadvantaged areas. 
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Although preliminary results from the programme were very encouraging, the 

workloads of the nurses involved made it impossible for them to continue with the 
programme as it was then structured. Nevertheless, they were very enthusiastic 

about the concept of community and individual empowennent on which the 

programme was based. That enthusiasm was shared by members of the health 

ooard, who were in favour of community-based approaches to health care as 

outlined in the Alma Ata Declaration of 1978. The strategy which they adopted 

was to get the community itself to take over the job of visiting and working 

directly with the parents on the programme. This was done by using women from 

the community who were given the title of Community Mothers. These women 

were known. experienced mothers with common demographic and Jife histories 

who had successfully reared their own children in disadvantaged areas. The role 

of the Family Development Nurse changed from one of direct service provider to 
that of facilitator for the community mothers delivering the service. 

The Community Mothers service is advertised extensively at local level, and 
families who might benefit are encouraged to participate. At present (1992), there 
are ten Family Development Nurses, one hundred and fifty active community 
mothers working with one thousand parents. The community mothers give 
support and encouragement to the parents in the rearing of their children, 
emphasising health care, nutritional improvement and overall development. They 
do this by visiting the parents in their own homes once a month for the first year 
of the infant's life. The relationship between community mother and parents is 
a relationship between equals. The community mother relates to the parent as an 
ordinary mother, not a <mini-professional'. The parents are acknowledged as the 
experts and key agents for change, and are supported in achieving their own goals 
for their children. A behavioural approach is used in which parents are 
encouraged to undertake agreed tasks. 

There have been many positive spinoffs from the programme. Parents are more 
confident about their capabilities and skills. They are more aware of other 

services and support available within the community. They are developing 
networks which serve as social support, and as ways of putting women in touch 
with each other. Other services have been spawned as a result, like Mother and 
Toddler groups, personal development and literacy awareness programmes. The 
community mothers themselves have also benefited. Apart from the training they 
receive when they begin their work, they have gained recognition in the 
community and their experience as mothers is being valued. Some have become 
involved in other community endeavours and adult education. They produce their 

own newsletter and the knowledge generated is passed on, in turn, to the parents 

in the programme. 
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The programme was evaluated in 1989. The objective being evaluated was to 

determine whether non-professionals could deliver an existing child development 
programme effectively. About two hundred and fifty mothers and their newborn 

babies were randomly allocated to an Intervention Group which participated in the 

programme, and a Control Group which did not. A questionnaire was developed 
in order to assess the outcome of the programme, and this was administered on 

the child's first birthday. The following variables were included for analysis: 

• demographic data 

• information on non-accidental injury 

• immunisation status 

• degree of hospitalisation 

• the child's diet 

• the degree of developmental stimulation 

• the mother's diet and her self-esteem 
• the mother's feelings about the year since her child was born. 

The results indicated that demographically the two groups were similar: 

• no children from the intervention group suffered child abuse, while three 
children from the control group suffered child abuse; 

• children in the intervention group were more likely to have completed the 

primary immunisation schedule; 

• there was no significant difference between the groups with respect to 

hospitalisation aT accidents; 

• more children from the intervention group were breast·fed or formula-fed 

for their first six months; 

• about one-fifth of the intervention group, compared with almost half the 
control group, were fed cow's milk before twenty six weeks; 

• on a 24·hour diet recall , mothers and children in the intervention group 

had better diets than the controls; 

• the intervention group scored higher for developmental stimulation, and 

• mothers from the intervention group had a higher self-esteem profile than 
those from the control group_ 

14 



I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
! 
I 

2.2: 

The example of the Community Mothers programme shows that it is possible to 

initiate new ventures from the bottom up. Community workers have been shown 

to be a powerful resource, not becanse of their medical knowledge, but because 

of their life experience and because local people could identify with them. They 

do not act just as "stand-ins" for the health professionals; they are actually bener 

able to get the message across because they are from the community. 

utablishment or a District Care Team 

This second initiative describes the establishment and work of a District Care 

Team in the North West District of Cork City, which was perceived to be an area 

of high deprivation and considerable social problems. 

The impetus for the initiative came from the vision of the health board's Chief 

Executive, and the recommendations of several reports on the health system. 

These emphasised service provision at district and conununity level, and the 

importance of a multi-disciplinary team approach. It was hoped that such an 

approach would deal with the lack of integration sometimes evident within the 

programme-based structure and also with the lack of infonnation to identify needs 

and evaluate performance and qUality. 

The objective behind the team's establishment was to provide a geographically

based, community~riented health service, centering on primary health care. A 

unique combination of fifty people - health board staff from the conununity care 

and psychiatric programmes, as well as representatives of voluntary organisations 

came together to form the District Care Team in late 1989. The team was set up 

initially as a pilot project. Twelve different health disciplines are represented on 

the team, including community workers, nurses, doctors. social workers etc. 

There were difficulties at the initial stages because people did not understand fully 

the implications of working as a team. As a result, continuing emphasis has been 

placed on team-building within the group, and on forging links with all 41 

voluntary organisations working in the area. General practitioners, who are 

independent contractors in the system, are also represented on the team. The team 

has a Co~rdinator. who is a senior general manager. Apart from being a member 

of the team in his own right, the C(H)rdinator's function is to ensure that the team 

continues to work well as a team, that the various strategies, plans and operations 

of the team are integrated to form a coherent whole, and that the network built up 

with the various local agencies is maintained and strengthened. 
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G"idelirus 

At its preliminary meetings, the District Care Team established a set of guidelines 

for its work: that can be summarised as follows: 

• health promotion is to be the cornerstone of the team's approach; 

• active co-ordination and liaison between all service providers, including 

voluntary organisations and informal carers, is vitally important; 

• services are to be available with a minimum of delay and difficulty; 

• the customer is to be provided with a full and appropriate care system; 

• all services will be of an acceptably high standard, and will be evaluated 

to maximise value for money. 

The team and the voluntary organisations have developed a health status profile 

for the district, which is based on demographic, socio-economic and health data, 

and on a survey of households in the district. They have been able to identify in 

some detail the principal health problems in the district, and to decide on priorities 

for action over the five years to 1996. Targets have been set for these priority 

areas that, as far as possible, stimulate change and relate to health promotion 

principles. 

This co-ordinated, multi-disciplinary approach has been in operation since 1991. 

It is much too early to evaluate its effects on the health of the people in the North 

West District, but preliminary indications are encouraging. A key lesson for the 

tearn to date is the importance of the information they have collected at local level. 

Having this level of detail allows them, for example, to devise ways of contacting 

individuals in the community, e.g. mothers with young children, by knowing 

where the likeliest point of contact is. The team is strengthening its links with the 

voluntary organisations in the district, making them part of the team by means of 

workshops, seminars etc. Other community organisations in the district, like the 

credit union, the local police, the schools and the colleges are also asking to be 

knitted into the team. It is also developing community care performance 

indicators to enable appropriate allocations to be made fur the district in the 

future. It is intended to have a systematic evaluation of the district team approach 

in 1995. 
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3. 

The example of the District Care Team indicates that a lot of time and effort is 
needed to get a care team working well as a team. The partnership approach 
between the health services and the community can be effective if sufficient 
thought and resources are put into making the venure a real partnership. "The 
facts are our friends-. Without the health status profile, the team could not have 
been as confident about priorities, about which groups and areas to tackle first, or 
about how best to convince the voluntary organisations. Having more specific and 
reliable information about needs has convinced the team that it can make a better 
case for resources in the future. 

LESSONS FOR MANAGERS 

There are many lessons we could pick from the experience of the past few years; 

I would like to focus briefly on just a few. 

(a) 

(b) 

(c) 

While a national strategy or framework for health gain would be a useful 
source of inspiration and legitimacy for managers, it is not an essential 
pre-requisite for successful regional or local ventures. Both the examples 
I gave are proof of this. Nor is an in-depth knowledge of health needs 
necessary to make a start, as the Community Mothers programme shows. 
The experience of the District Care Team shows that the commitment of 
top management at regional health board level is sufficient to motivate and 
support significant organisational changes. The community mothers 
programme relied mostly on the "bottom-up" initiative of local health 
workers, without any significant input from senior managers. 

Both the examples I gave started off as pilot or experimental schemes. It 
may be easier to introduce new ventures in this way because people are 
reassured that, if they are not successful, they can be abandoned. 

As I mentioned earlier, Irish people approve of health promotion and 
preventive approaches, but they also want high-tech medicine to be 

available should they or their families need it. Managers who want to 
effect change need to be adept at reading their working environment if 
they are to strike a successful balance between the preventive and 'care 
and repair' approaches. 

(d) The people working for health gain have to be prepared to practise what 

they preach. If they believe that the community should be enabled to 
make decisions about its health (and social) circumstances, then the 
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(e) 

(I) 

community needs to be an equal partner in the endeavour. through broadly 

based consultation and close ties with community organisations. The Co

ordinator's experience with the District Care Team is evidence of this. 

It also means that health workers need to be aware of, and value, each 

others' skills and contributions to the job. As the experience of the 

District Care Team shows, this did not come about of itself, and the 

manager needed to concentrate his efforts to ensure that the team worked 

effectively. 

The role of the manager in pursuing health gain cannot be pinned down 

to a pre-<fefined prescription. 

• In some instances, as in the case of the Community Mothers 

approach, managers need to do very little pathbreaking work 

themselves, but rather to provide background support and 

encouragement. 

• 

• 

In other cases, as , for example with the District Care Team, the 

manager neffis to make sure that the Chief Executive's vision is 
understood and that there is an agreed strategy to translate it into 

action. 

Slhe also needs to ensure that the development needs of the 

delivery team are seen as important. and that resources are 

devoted to them. 

Individuals in the community, and community organisations, are interested 

in. and capable of making a significant contribution to their own health. 
The linkages between the health service organisation and its community 

partners need to be maintained and strengthened. The experience of the 
District Care Team is that the Co-ordinator needs to do this job, because 

the other team members do not always have the time to do so. The job 
is very time--consuming, and one that eats into personal time relentlessly. 
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