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PART ONE 

Overview of A Health Strategy for the 
People of the North-East
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A Health Strategy for the People of the North-East
sets out the strategic framework to guide our
decision-making and assist us in prioritising our use
of resources.  It makes us accountable for the
health services we deliver and focuses our
attention on the health and well-being needs of the
people of the region.  Particular emphasis is placed
on targeting those in greatest need.

Our vision for future services places ‘you, your
family and your community’ at the centre of our
decision-making.  We are challenged to work
together to develop people-centred, responsive
services to meet identified needs.

In progressing our goal, ‘Better Health for
Everyone’, we aim to focus our attention on
adopting a health promoting and preventative
approach across the whole region.  This means we
must place significant emphasis on partnerships
with other agencies and developing further our
relationships with communities. 

This Strategy will shape our response to the
challenges and opportunities outlined in the Health
Service Reform Programme (2003).  We are well
positioned to provide strategic leadership to
embrace change and at the same time display a
constancy of purpose and steadiness that will build
confidence in the new system.  We will provide
strong, visible leadership to drive the cultural
changes that are required to improve what we do
and assist us to move into a wider health system.
We must however remain focused on our core
purpose "To promote and contribute to improving
the health and well-being of the people of the
north-east."

This Strategy sets out a clear strategic direction and
provides guidance on how to achieve it.  It
provides us with the opportunity to shape our
future and provide quality services to those we
serve.  It builds upon our ethos of public service
and challenges us to behave and work differently.
It is also flexible enough to be able to cope with the
changing and emerging circumstances both
regionally and nationally.  

The implementation of the Strategy will commence
immediately.  The service planning process
supported by development work will be the means
by which we will deliver the change and
improvement signalled by the eight Strategic
Objectives outlined in this Strategy.  These
objectives will also be the benchmark against which
we will measure our collective performance.

Finally, we have undertaken the analysis and
agreed what we need to do.  We have developed
the plan, we must now commit ourselves fully and
implement it across the region.

Paul Robinson
Chief Executive Officer
October 2003
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Tugann an Straitéis Sláinte do Phobal an Oirthuaiscirt
leagan amach an chreatlaigh Straitéisigh chun treoir a
thabhairt le cinnidh a dhéanamh agus chun cuidiú
linn a shocrú conas tosaíocht a thabhairt d’úsáid ár n-
acmhainní.  Ciallaíonn sin go bhfuilimid freagrach as
na seirbhísí sláinte a chuirimid ar fáil agus díríonn sé
ár n-aird ar chúrsaí sláinte agus ar riachtanais leasa
phobal an réigiúin.  Cuirtear béim ar leith ar
riachtanais na ndaoine sin is mó atá i ngannchuid. 

Cuireann an fhís atá againn do sheirbhísí sa tochaí
‘tusa, do theaghlach agus do phobal’ ag croílár na
cinnteoireachta a dheinimid.  Tá dúshlán againn
comhoibriú lena chéile chun seirbhísí daoine-
lárnacha, freagrúla a fhorbairt a dhéanfaidh freastal ar
riachtanais aitheanta.

Chun ár gcuspóir, ‘Sláinte Níos Fearr do Chách’, a
bhaint amach tá sé i gceist againn ár n-aird a dhíriú ar
chur chun cinn na sláinte agus ar mhodh oibre
coisctheach ar fud an réigiúin ar fad.  Ciallaíonn sin
nach mór dúinn béim ar leith a chur ar
chomhpháirtíocht le gníomhaireachtaí eile agus
tuilleadh forbartha a dhéanamh ar an gceangal atá
againn leis na pobail. 

Is í an Straitéis seo a chuirfidh cruth ar an mbealach
a ndéileáilfimid leis na dúshláin agus leis na
deiseanna atá léirithe sa Chlár um Athchóiriú na
Seirbhíse Sláínte (2003).

Táimid ullmhaithe go maith chun ceannasaíocht
Straitéiseach a chur ar fáil, glacadh le hathruithe agus
ag an am céanna a léiriú go bhfuilimid daingean inár
gcuspóir agus inár seasmhacht chun muinín a neartú
sa chóras nua.

Cuirfimid ceannasaíocht láidir fhollasach ar fáil chun
dlús a chur leis na hathruithe cultúir a bhfuil gá leo
chun na nithe a dhéanaimid a fheabhsú agus chun
cuidiú linn dul isteach i gcóras sláinte níos fairsingí.

Ní mór dúinn, áfach, fanacht go dlúth lenár
bpríomhchuspóir, "Feabhsúchán ar shláinte agus ar
leas an phobail san oirthuaisceart a chur chun cinn
agus tacú leis." 

Leagann an Straitéis seo stiúir shoiléir Straitéiseach
amach agus tugann sé treoir faoin dóigh chun é sin a
bhaint amach.  Tugann sé deis dúinn an saol atá
romhainn a leagan amach agus seirbhísí ar
ardchaighdeán a chur ar fáil do na daoine sin a
bhfuilimid ag freastal orthu.  Tá sé bunaithe ar an
spiorad seirbhíse poiblí atá againn agus tugann sé
dúshlán dúinn feidhmiú agus oibriú ar bhealaí nua.
Ina theannta sin, tá sé sách solúbtha chun gur féidir
leis déileáil le hathruithe agus le cúinsí nua ar bhonn
réigiúnch agus ar bhonn náisiúnta.

Tosófar láithreach ag cur na Straitéise seo i bhfeidhm.
Is é an próiseas pleanála seirbhíse, agus obair
fhorbartha ag tacú leis, an bealach a bheidh againn
chun fáil a chur ar an athrú agus ar an bhfeabhsúchán
atá léirithe ag na hocht gCuspóir Straitéiseacha atá
luaite sa Straitéis seo.  Ina theannta sin beidh na
cuspóirí sin ina dtagarmharc lena dtomhasfar an dul
chun cinn a bheidh á dhéanamh againn le chéile.

Mar phointe deiridh, tá an analaís déanta againn agus
tá socrú againn faoin méid atá le déanamh againn. Tá
an plean forbartha, anois caithfimid díriú go hiomlán
air agus é a chur i bhfeidhm ar fud an réigiúin.

Paul Robinson
Príomhfheidhmeannach
Deireadh Fómhair 2003
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A Health Strategy for the People of the North-East
provides a clear strategic direction to help us to
respond to the challenge of developing people-
centred services. This Strategy aims to connect and
link all the strands of the organisation into a unified
framework that will guide future planning, service
delivery and our use of resources.

• The Strategy provides a clear direction for
moving forward

• It places people at the centre of planning and
delivery

• It aims for whole system change within the
wider context of our communities

• It envisages a system where communities and
staff have their say

• It places strong focus on quality outcomes and
performance measurement

• It describes the actions that will make change
happen

The Strategy provides us with a framework to
enable us to meet the challenges and
opportunities of Quality and Fairness: A Health
System for You (2001), Primary Care: A New
Direction (2001) and The Health Service Reform
Programme (2003).  The fact that we have a
Strategy is a considerable strength as it provides
us with a framework to move forward and plan in
a unified way. 

What Strategic Change will Mean 
for Us

The challenges and opportunities of the new future
will require us to embark upon constant re-
assessment and critical self-appraisal of our
potential and our progress.   We must also reach
beyond our organisational boundaries and harness
the ideas and resources of our communities and
other agencies.  Change can only be brought about
with the willing and active participation of all those
involved.  During times of significant change it is
natural for us to experience resistance to the
change at all levels of the organisation.  Resistance
is part of organisational life.  It is important that we
understand resistance, accept it as feedback and
manage it appropriately.  We must aim to create a
balance between stability and change, and work in
partnership to achieve our common purpose.

Making a real difference to the lives of the people
we serve is at the core of what motivates most of us
who work in the public service.  This ‘public service
ethos’ is a key instrument of change. We need to
build upon the distinct commitment and capacity of
those who work in the health services by
developing new ways of integrated working, new
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ways of working with people and new ways of
learning.  The commitment and dedication of staff
must be valued and acknowledged, those
providing services must themselves be supported
and cared for.  Through building confidence and
developing a sense of real pride in our work we can
improve our performance and work together to
provide more responsive, people-centred services.
Local people through local implementation will
make the changes happen.   

The impact of the way services are organised on
the quality of care people receive must be
recognised. The quality of care also depends on
systems and facilities as well as on individual staff
working within the system.

The Goals and Strategic Objectives outlined in this
Strategy can be translated into service priorities at
all levels of the organisation.  They are the core
elements to which we will constantly refer as we
remain focused on service delivery and share
responsibility for transition to the new system.

Caitríona Heslin
Director of Organisation Development
October 2003
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Our purpose is to promote and contribute to improving the health
and well-being of the people of the north-east.

We will do this by treating you with respect and:

• Providing services that are fair, there when you need them and that you can trust

• Listening to you when planning co-ordinated services to achieve the best
possible outcome

• Enabling you to achieve your full health potential, by building on your strengths
and those of your community

• Working together with the wider community, agencies and groups to put health
and well-being for the people of the north-east at the centre of public policy and
decision-making

9
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The Principles of the National Health Strategy, 
Quality and Fairness (2001), have guided
this Strategy.

People-Centredness

A cornerstone of this Strategy is placing the needs
of the people of the north-east at the centre of all
our planning and developing and delivering
services to meet those needs.  A people-centred
health system:

Identifies and responds to the needs of
individuals

Is planned and delivered in a co-ordinated way

Helps individuals to participate in decision-
making to improve their health and well-being

Placing people at the centre of our decision-making
processes will promote openness and greater
accountability.  People are entitled to be treated
with dignity, respect and honesty and to be
involved in decisions about their health and well-
being.  We will be challenged to deal with diversity
and differences in meeting the needs of
individuals.  The Strategy will require all of us to
become more flexible, adaptable and innovative in
our approach.

Quality

Quality services as defined by the service user must
be integral to all healthcare activity and we must:

Focus our attention on the needs of the people
who use our services

Set evidence-based standards in partnership
with service users 

Promote a culture of continuous quality
improvement, evaluation, accountability and
performance measurement

Assure quality by ensuring that services meet
standards set.  This will include a process of
both continuous quality improvement and the
use of external validation 

Delivering quality is part of everyone’s work.  We
must ensure that it is embedded in the health
system and ‘owned’ by everyone.  This Strategy
promotes a culture of quality and continuous
improvement for staff and service users.

10
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Figure 1: Principles underpinning A Health Strategy for the People of the North-East



Equity and Fairness

The Equity and Fairness Principle recognises that
social, environmental and economic factors,
including education, housing, income, nutrition,
geographic location can affect a person’s health
status and their ability to access services.  We must
commit to reducing the health inequalities that
arise on account of people’s circumstances.   

Fairness means that we respond equally well to
everyone, according to their need, without
discrimination or differences in how people are
treated.

Equity and Fairness means therefore that:

Health inequalities are targeted

People are treated fairly according to need

We involve people in planning and decision-
making

Governance and Accountability

Governance includes oversight, regulation, and
accountability of all those involved in the wider
system, not only those working in the health services.
The key elements of good governance include
transparency, accountability and participation. The
key tasks of good governance are:    

Providing vision and strategic direction to the
health system as a whole 

Exerting influence through setting,
implementing and monitoring the rules which
govern a system i.e. regulation

Collecting and using intelligence and
information to inform planning and evaluation

Ensuring a balance of power between users of
health services and service providers i.e.
through the provision of information to guide
their decision- making 

We must be accountable for our planning and
decision-making; we must be able to show that our
resources are used to the best benefit of the people
in the region and provide value for money.  In line
with that duty of accountability, we must monitor
our performance continuously to ensure that we
are meeting our Strategic Objectives and building
confidence in the health system.
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High Level Goals

The High Level Goals outlined in this Strategy are
outcome focused and are in line with Quality and
Fairness (2001). They will guide our development
over the next number of years and remain constant
as we re-shape our system in line with The Health
Service Reform Programme (2003).

The five High Level Goals underpinning this
Strategy are as follows:  

Responsive and Appropriate Health 
and Personal Social Services

Public Accountability and High
Performance

Better Health for Everyone

Fair Access

Partnerships and Valuing
Communities

Responsive and Appropriate Health
and Personal Social Services

This Goal aims to guide the health system to respond
well to the needs of individuals, families and
communities.  The key elements of this Goal are:

Respecting the rights and dignity of each person

Providing clear communication and maintaining
confidentiality

Putting people at the centre of planning and
service delivery 

Developing our capacity to assess need and to
respond in a timely and effective way

Providing an appropriate service response in an
appropriate setting

Public Accountability and High
Performance

This Goal relates to the quality of care, planning
and decision-making; it is concerned with the
efficiency and effectiveness of the system; it
involves our commitment to continuous
improvement and full accountability.  

In following this Goal, we adopt an ethical
approach by being transparent and accountable to
the public for our performance as a public service
organisation. Through open and inclusive public
and service user engagement, we aim to meet the
needs of our communities and maintain high levels
of confidence with the public.

The key elements of this Goal are:

Making best use of available resources 
to achieve the best possible outcomes 
for people

Good governance and accountability

Using evidence and best practice to guide our
planning, decision-making and service delivery

Promoting a culture of review and assessment at
all levels

Building leadership capacity to enable and
support change and development 

Strengthening the capacity of staff to meet
organisational objectives

13
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Better Health for Everyone

Better Health for Everyone is concerned with
promoting and improving everyone’s health and
reducing health inequalities.  It is based on the
concept of population health i.e. promoting the
health of groups, families and communities as well
as addressing individual health problems.

Our challenge is to gain a better understanding of
the factors that make a difference to the health of
the population.  Many social, economic and
environmental factors influence and determine
health, whether at an individual or population level.
At individual level factors such as age, sex,
hereditary factors and lifestyle choices are
important.

In the north-east we have prioritised the following
key elements of Better Health for Everyone:

Putting the health of the population at the
centre of policy and planning

Fostering and promoting a culture of
responsibility for health and well-being at
individual, family and community level

Providing health and personal social services to
help people to achieve health and well-being

Targeting health inequalities and vulnerable
groups

Targeting particular quality of life issues that
impact on health and well-being

Fair Access

Fair Access is concerned with making sure that
equal access for equal need is a core value for the
delivery of publicly funded services.  Access in
terms of timing, geographic location and physical
access are also embraced in this Goal.  Efforts
should be directed particularly towards overcoming
factors that impede access to health care. The key
elements of this Goal are as follows:

Providing equitable access to health and
personal social services based on need

Allocating resources to address health
inequalities

Promoting access to high quality services within
a reasonable period of time 

Defining and communicating eligibility for
health and personal social services 

Improving people’s access to health information

Quality and Fairness



Partnerships and Valuing
Communities

There are many factors that impact on people’s
health, over which health agencies have little or no
formal authority.  We cannot influence such factors
by acting alone.  We must develop meaningful
ways of working together with the public,
community and voluntary groups and statutory
agencies.  New partnerships and alliances are vital
to achieving better health and well-being for the
people of the north-east. 

We will take a lead role in placing health and well-
being at the centre of the broader regional
development agenda.  Partnership with staff is also
a key principle underpinning our Strategy.  The key
to successful partnerships will be the creation of
sustainable relationships based on mutual trust,
respect, openness and a shared purpose.  This
involves sharing information, responsibility, skills,
decision-making and accountability. 

The key elements of this Goal are:

Working with service users and carers to ensure
relevant and responsive services

Working in partnership with the statutory and
voluntary sector and community groups to
influence improvements in health and well-being

Working together with and involving staff in the
planning, delivery and evaluation of services

Promoting integration and connections both
within and outside the organisation to achieve
better outcomes

Working with relevant national health and social
care agencies in the development of policies to
promote health and well-being

15
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Translating Goals into Strategic
Objectives

Our High Level Goals and in particular Better
Health for Everyone raise many challenges for us,
especially when resources are limited and the costs
of and demand for health care are increasing all the
time.  No health system can meet every need.  

We have translated our High Level Goals into key
Strategic Objectives.  This challenges us to set
priorities and understand the choices and
mechanisms involved in this process.  We need to
balance the needs of individuals, specific target
groups and the wider needs of our communities
and take a balanced approach to selecting our
priorities.  Universal interventions that should
protect the health of the population in general must
be balanced with targeted actions to meet
particular needs.  It is also important to recognise
that some priorities are enforced through national
policy, regulation or legislation and significantly
impact upon the availability and use of resources.

Cost Effectiveness and Value for
Money

We must analyse choices for spending public funds
and emphasise those interventions that are
effective, meet identified need and give the best
value for money.  Resources should be used for
interventions that are known to be effective, in
accordance with national or regional priorities.  We
need to consider the factors that will help us to
make sure that the right services reach the right
people at the right time.

By choosing cost effective actions, we are likely to
achieve the best overall health but we may not
reduce health inequalities.  This generally requires

prioritising the spending of public funds in favour
of those in greatest need. Resource allocation
decisions must take into account best outcomes
having regard to social concerns, the well-being of
those most in need and the importance of
promoting the well-being of future generations.

The Strategic Objectives identified in this Strategy
resulted from an in-depth process of organisational
analysis and consultation.  They will form the basis
of our decision-making and prioritisation processes
over the coming years in line with Quality and
Fairness  (2001), Primary Care Strategy (2001) and
The Health Service Reform Programme (2003).

High Level Goals, Strategic Objectives and High
Level Actions form the basis of our Strategic
Framework. This Framework is supported by key
areas for change and development (Figure 2 and
pages 17-21).

Goals Translated into Strategic Objectives



High Level Goals

Responsive and Public Accountability Better Health for Fair Access Partnerships and

Appropriate Health and High Performance Everyone Valuing Communities

and Personal Social 

Services

Strategic Objectives

We will show We will be We will prioritise a We will focus our We will engage with

respect for people accountable for our health promoting resources equitably service users, agencies

planning, decision-making and preventative towards people and the wider

We will re-focus our and use of resources approach most in need of community to achieve

services to provide and our services better health and

appropriate care in the We will promote we will foster people’s well-being

appropriate setting high performing responsibility for their

leadership own health and

We will ensure a well-being

connected service 

from first point of 

contact

Figure 2: Strategic Framework: Goals and Strategic Objectives

A Health Strategy for the People of the North-East
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GOAL STRATEGIC OBJECTIVE HIGH LEVEL ACTIONS

Responsive and Appropriate We will show respect 1.1 We will implement a charter for
Health and Personal for people people-centredness
Social Services

1.2 We will implement the Joint   
Development Plan for Partnership

1.3  We will implement a communication 
and information sharing policy

1.4 We will take positive action to  
promote an inclusive approach
which respects difference 

We will re-focus our 2.1 We will re-shape and modernise  
services to provide our services
appropriate care in 
the appropriate 2.2 We will develop an appropriate  
setting continuum of services to meet   

the needs of the people of the region

2.3 We will implement the primary  
care model of service delivery by
further enhancing links between 
community, continuing and 
acute hospital services and by 
providing appropriate supports

2.4 We will develop self-sufficiency 
in acute services on a regional 
basis in consultation with the 
National Hospitals Office

We will ensure a 3.1 We will establish integrated
connected service from service delivery and reduce 
first point of contact fragmentation from first point 

of contact

3.2 We will endorse team working as 
the preferred way of delivering 
services and direct resources 
accordingly

3.3 We will lead the development of 
clinical care pathways and care 
group processes 

Strategic Framework



19

Public Accountability and We will be accountable for 4.1 We will implement a governance
High Performance our planning, decision- and accountability framework 

making and use of 
resources 4.2 We will adopt a more co-

ordinated, integrated and
evidence-based approach to
strategic planning

4.3 We will lead the ongoing
development of service planning
as the core plan against which our 
annual performance is measured

4.4 We will develop policy, procedures
and protocols to guide decision-
making and service delivery

4.5 We will develop a clear framework 
that promotes evidence-based 
decision-making

4.6 We will prioritise according to 
assessed need, based on robust 
information gathering and analysis 

4.7 We will implement an organisation-
wide quality assurance framework 
that is outcome focused

4.8 We will develop performance 
measurement at individual, 
service and organisational level

We will promote high 5.1 We will strengthen and expand 
performing leadership leadership potential and talent 

through personal development 
planning, ongoing development 
and learning and enhanced 
selection methods

5.2 We will provide opportunities to 
promote life-long learning and 
support the advancement of 
personal development planning 
for all staff

GOAL STRATEGIC OBJECTIVE HIGH LEVEL ACTIONS
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Better Health for Everyone We will prioritise a health 6.1 We will prioritise the development
promoting & preventative of a Population Health focus 
approach to meet our Goal of Better Health
and for Everyone 
we will foster people’s 
responsibility for their 6.2 We will ensure that health
own health and promoting approaches are 
well-being integrated into existing activities 

both within and outside the 
organisation

6.3 We will target resources towards   
prevention and early intervention

Fair Access We will focus our 7.1 We improve access to services
resources equitably based on assessed need
towards people
most in need of 7.2 We will give preference to 
our services improving the health and well-

being of those in greatest need 

Partnerships & We will engage with 8.1 We will strengthen linkages and
Valuing Communities service users, agencies partnerships with key statutory, 

and  the wider community voluntary and community 
to achieve better agencies to deliver better health
health and well-being outcomes for the people of the 

north-east

8.2 We will lead the ongoing 
development of models of service 
user and community involvement

8.3 We will develop our relationship 
with the media to share 
information with the public in an 
open and transparent way

8.4 We will foster the ongoing 
development of partnership 
activity, based on our experiences

GOAL STRATEGIC OBJECTIVE HIGH LEVEL ACTIONS
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Enabling People

Empowering People

Information, Communication 
Technology Systems

Enabling Change and Development

We will implement the Human Resources Plan to support this
Strategy and The Health Service Reform Programme (2003)

We will encourage a communication culture that empowers
people at all levels and we will prioritise the development of
communication systems and processes to enable better
performance

We will prioritise the development of Information
Communication Technology (ICT) through significant investment
in systems and people, in line with the national plans for shared
services and regional requirements
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PART TWO 

Strategic Objectives and Actions
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Strategic Objective One



Respecting People

People are at the core of our work; the people of the north-east, our communities, service users, carers and
staff.  We aim to create a culture of trust and shared responsibility between the health system and the
public at large.  We will provide health and personal social services in a manner that is respectful of the
people we serve. 

Action 1.1: We will implement a charter for people-centredness.

Action 1.2: We will implement the Joint Development Plan for Partnership.

Action 1.3: We will implement a communication and information sharing policy.

Action 1.4: We will take positive action to promote an inclusive approach which respects difference.

26

Goal
Responsive and Appropriate Health and Personal Social Services

Strategic Objective One 

We will show respect for people



Action 1.1: 
We will implement a Charter for
People-Centredness.

Implementing People-Centredness
Our Charter for People-Centredness is the means
we will use to translate the commitment to
people-centredness into practical action.  In
particular, the Charter will help to ensure that
respecting the dignity of the individual is a core
value in all our work.    

Charter for People-Centredness 
We will place dignity and respect for individuals
at the core of service provision

We are committed to supporting participation
and involvement between service users, carers
and service providers, across all sectors and at
all levels within the system

We are committed to encouraging, creating and
supporting an atmosphere of trust between
service users, carers and service providers. This
will be facilitated by engaging in honest, open
communication with regard to the implications
of healthcare decisions

We will recognise the context in which we work
and the importance of process (how things are
done) as well as quality of outcome (the end
result)

We will advocate an ethos of fairness and
accountability across all services

Action 1.2:
We will implement the Joint
Development Plan for Partnership.

Promoting Staff Participation and
Involvement
We are committed to active involvement,
participation and partnership with our staff in the
planning, delivery and evaluation of services.  We
will demonstrate respect for staff at all times.  We
will support them appropriately at times of crisis or
in difficult circumstances.  We have described our
vision for partnership:

Providing better quality health and social services
for the people of the north-east by being an
organisation of excellence where staff are valued
and consultation and involvement are the norm.
Joint Development Plan for Partnership in the
North Eastern Health Board, 2001

The Joint Development Plan for Partnership in the
North Eastern Health Board has been agreed by the
NEHB Regional Partnership Committee and endorsed
by the senior management team.  This Plan will be
the means through which we will implement the
commitment to partnership with staff.

Action 1.3: 
We will implement a communication
and information sharing policy.

Strengthening Communication 
We propose to create a communication style that is
based upon openness and trust.  We will make it
easy for people to get the information they need
and reduce reliance on formal procedures for
accessing information.
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Our communication and information sharing policy
will shape our communication style and influence
our communication systems both within and
outside the organisation.  It will be underpinned by
a set of core Principles:  

Communication Model Guiding Principles 

Effective communication is the responsibility of
every staff member and is a priority 

We will actively encourage and promote two-
way communication with employees, service
users, carers, other organisations, the public 
and the media.

Feedback is an essential part of communication
and therefore will be actively sought and acted
upon appropriately.

Respect, relevance, openness, honesty and
consistency are vital; all communication should
be shared and expressed in a manner which
meets the needs of the individual.

Plain language should always be used. It should
be jargon free and without abbreviations to
ensure understanding. 

A range of different communication methods
should be used to include those for whom
English is not their preferred language of
communication and people with written or
verbal communication difficulties.

Communication must be prepared and sensitively
delivered in a professional manner, which instils
confidence particularly at times of crisis.

Methods and channels of communication
should be reviewed regularly to ascertain
effectiveness and to ensure that a correct
message has been conveyed and is understood
by those who receive it.

Appropriate training should be made available
for staff to promote an open, empowering style
of communication.

Action 1.4: 
We will take positive action to
promote an inclusive approach that
respects difference.

Respecting Difference
We are committed to valuing difference and
promoting inclusiveness.  We will respect diversity
by promoting an inclusive approach irrespective of
gender, marital status, family status, sexual
orientation, religion, age, disability, ethnicity or
race.  We will:

• Equality proof our policies, procedures and
delivery systems in accordance with relevant
legislation.

• Develop programmes to strengthen awareness
and understanding of diversity.

• Ensure that our all our communication methods
promote respect for diversity.

• Ensure that our facilities and services promote
ease of access.
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Providing Appropriate Care in Appropriate Settings

Each individual is different, so our systems in health care delivery must be responsive and flexible enough
to address individual needs.   

Providing appropriate care also means caring for the needs of the whole person and their family
(Figure 3).  Our services cannot work in isolation from each other.  By taking this whole system approach
we begin to see how the parts of the organisation interact with each other and can take a more holistic
approach.  We can identify and manage the potential for greater co-operation and synergy.  

Action 2.1: We will re-shape and modernise our services.

Action 2.2: We will develop an appropriate continuum of services to meet the needs of the people of the
region.

Action 2.3: We will implement the primary care model of service delivery by further enhancing links
between community, continuing and acute hospital services and by providing appropriate supports.  

Action 2.4: We will develop self-sufficiency in acute services on a regional basis in consultation with the
National Hospitals Office.
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Goal
Responsive and Appropriate Health and Personal Social Services

Strategic Objective Two

We will re-focus our services to provide appropriate
care in the appropriate setting



Action 2.1: 
We will re-shape and modernise our
services.

In order to re-focus our services to provide
appropriate care in appropriate settings, we must
begin a programme of re-shaping and modernising
our services.  We will build that modernisation
programme on these key Principles:  

Principles for modernising and developing
services

Putting people at the centre

Taking a whole system perspective

Organising our services around outcomes from
the perspective of service users

Involving our service users

Information captured at one source

Effective use of resources across the whole
system

Integrating and co-ordinating our activities
appropriately

Devolved decision-making and accountability 

Evidence-based decision-making

Appropriate business processes that build
connections and linkages e.g. service planning,
finance, technology, communication and
information sharing

Evaluation and assurances linked to our service
planning processes
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Figure 3: The Person at the 
Centre of Care Delivery
Source: Draft National Information Communications Technology Strategy



Action 2.2:
We will develop an appropriate
continuum of services to meet the
needs of the people of the region.

Developing a Continuum of Services
We must provide the full continuum of care for
people and ensure that there are strong linkages
between the different parts e.g. home and
community supports, primary care, community
care, continuing care and acute service provision.

The focus for service delivery in the future will be
on primary and community care, reducing reliance
on the acute hospital setting where appropriate.
The care we provide must offer choice, privacy,
and independence, with close linkages with family
and friends. 

Services will be integrated to provide more
seamless care for individuals, families and groups
and to ensure that all parts of the service operate
together as a whole rather than as separate entities.

To develop a continuum of care for people
living in our region we will:

• Work with local communities and agencies to
enable people to receive care and support in
their home or community environment.

• Value relationships with individuals and families
and build these over their whole life cycle.

• Adopt a holistic family and community
perspective.

• Integrate health promoting and preventative
activities into all services.

• Prioritise early diagnosis and intervention.

• Develop better primary care services in local
communities.

• Improve access to assessment, diagnosis and
treatment for acute care interventions and
timely discharge to the most appropriate
setting.

• Ensure that people who are unable to be
maintained independently or safely in their
own homes have access to high quality
continuing care.

• Improve community and home-based
rehabilitation services in a range of settings.

• Ensure integrated physical infrastructure. 

Action 2.3:
We will implement the primary care
model of service delivery by further
enhancing links between community,
continuing and acute hospital services
and by providing appropriate supports.

Developing Primary Care
Primary Care: A New Direction 2001 sets out a plan
for development of primary care teams over a ten
year period and proposes:

A strengthened primary care system, which
would play a more central role as the first and
ongoing point of contact for people within the
health care system.

An integrated, multi-disciplinary, user friendly
service for the public.
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Enhanced capacity for primary care in the areas
of disease prevention, rehabilitation and
personal social services to compliment the
existing diagnosis and treatment focus and to
facilitate earlier hospital discharge.

We will implement the Primary Care: A New
Direction (2001) in our region by taking the
following actions:

• Ensure appropriate strategic alignment,
including structures, resources and
responsibilities to enable the implementation of
the primary care model at a local level.

• Develop a plan and map the implementation of
the primary, community and continuing care
model for the region.

• Undertake a population health assessment at
macro and micro levels to determine those
people and associated conditions most in need
of management in the primary/community 
care setting.

• Address the organisational and human resource
implications of the introduction of primary care
teams e.g. the Virginia Pilot Project Model and
build upon this pilot as an opportunity for
shared learning.

• Develop a networked team approach with
appropriate disciplines and linkages with other
services.

• Ensure resources for information and
communication technology will be focused
towards supporting the development of primary,
community and continuing care services.

Action 2.4:
We will develop self-sufficiency in
acute services on a regional basis in
consultation with the National
Hospitals Office.

Strengthening Acute Hospital Services
The Health Service Reform Programme (2003) has
recommended the establishment of a National
Hospitals Office.  The development of the acute
hospital services in this region will now be defined
and agreed with reference to this office.

The overall policy objective for the reform of acute
hospitals nationally is improving access for public
patients, increasing capacity through further
investment, strengthening efficiency and quality of
services and working in closer partnership with the
private sector.  This will have significant
implications for the future direction of acute
hospital services in this region.

We will implement an action plan to optimise
regional self-sufficiency within the overall national
policy framework and we will:

• Pursue the development of specialist services
that are a priority for the region e.g. urology,
ear, nose and throat, ophthalmology and others
based on need and in line with the national
policy framework.

• Strengthen the links between the acute hospital
sector and primary, community and continuing
care to ensure a people-centred integrated
service.

• Develop clinical care pathways, referral and
discharge processes and models of shared
care/managed clinical networks to ensure
appropriate care is provided in the
appropriate setting.

• Work with the border region to develop
services that are beneficial for the people in
both regions.
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Goal
Responsive and Appropriate Health and Personal Social Services

Strategic Objective Three

We will ensure a connected service from first
point of contact

Integrating Services and Building Connections

The Health Service Reform Programme (2003) has prioritised ‘interface work’ between all sectors of the
health service, as well as strengthening the separate elements of the system.

The extent of fragmentation and duplication in the current structures and functions has impacted on our
performance.  Integration does not determine the system, but it can greatly improve outcomes for people
as well as overall organisational performance.

We must now adapt services to meet service user needs in the most co-ordinated way possible from first
point of contact.  This challenges us to work more closely with people receiving our services, to develop
pathways of care for individuals, to co-ordinate information across services, to connect and integrate our
services and to focus on outcomes from the perspective of the person using our services.

We are already working towards these objectives e.g. we have established care group structures and
processes within Children and Family Services, Disability Services, Mental Health Services and Services for
Older People.   The emerging clinical business units within the acute hospital services have also focused on
patient needs in a co-ordinated team-based approach.   The increased emphasis on formal commissioning of
services and partnership arrangements with other organisations will challenge us to co-ordinate services
across organisational boundaries to deliver seamless and appropriate services for the people of the region.

Integration is challenging, it requires compromise and the sharing of information, resources and power.  Many
of the elements that support connected working across boundaries are linked to our culture, management
style, working relationships and processes such as service planning as well as infrastructure. Addressing these
elements will make organisational structures largely invisible or irrelevant to the service user.  

Leadership and shared responsibility is needed across the organisation, to ensure that integration activity is
valued and to promote a culture in which co-ordinated approaches are adopted.  A culture that is focused on
outcomes and that encourages continuous learning and reflection will contribute to a more integrated people-
centred organisation.

Action 3.1: We will establish integrated service delivery and reduce fragmentation from first point of
contact.

Action 3.2: We will endorse team working as the preferred way of delivering services and direct resources
accordingly.

Action 3.3: We will lead the development of clinical care pathways and care group processes.



Action 3.1:
We will establish integrated service
delivery and reduce fragmentation
from first point of contact.

Our commitment to service integration is
influenced by our strategy and policy and by our
structures and processes. 

Our Strategy and Policy
We will:
• Ensure that the resources of the organisation as

a whole are devoted to achieving clearly
defined regional goals and integration
objectives.

• Develop flexible, sustainable ways of resource
allocation including budgets to support and
facilitate integrated cross department/service
activities.

• Put in place mechanisms for early identification
and resolution of problems and obstacles that
impede integration.

Changing Structures and Processes
We will:
• Review our existing structures to assess scope

and possibilities for integration, building upon
the analysis that has already taken place in the
region, and taking account of The Health
Service Reform Programme (2003).

• Implement a model to guide the integration
aspects of decision-making.  (See Figure 4). 

• Assess the impact of The Health Service Reform
Programme (2003) on devolved accountability
and decision-making, roles and responsibilities
and the balance between central control and
local autonomy.

• Ensure that service planning promotes and
supports further integration of existing services
and leads to an integrated response to the
establishment of new services.

• Create more inclusive processes for identifying
areas for integrated team working activity both
regionally and at a local level and for
considering ways to overcome some of the
challenges integrated working presents.

• Promote a responsive approach from first point
of contact including the provision of appropriate
and timely information.

• Work together to develop flexible working
arrangements and scheduling to facilitate
integration and cross service working.
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Figure 4: Integration Model
Source: adapted from Wiring it Up: Whitehall’s
Management of Cross-cutting Policies and Services:
Cabinet Office, 2000



Action 3.2: 
We will endorse team working as the
preferred way of delivering services
and direct resources accordingly.

Strengthening Team Working
This Strategy endorses team working as the
preferred way of delivering people-centred
connected services. Effective team working
requires organisational leadership, commitment
and resourcing.  It also requires particular skills 
and competencies.

Team Working Model
Some of the challenges associated with multi-
disciplinary team working relate to clarity of
purpose, clear roles and lines of accountability,
dealing with dual/multiple reporting relationships,
clarity with regard to how the team works and
inter-personal relationships as outlined in Figure 5 .
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PURPOSE
Shared Values
Performance 

Objectives

ROLES
Clarity regarding roles 

& responsibilities
Clear reporting relationships

Clarity regarding allocation of work

PROCESSES
How we work

How we communicate
How we make decisions

How we resolve conflicts/problems
How we work as a team/how we manage group dynamics

Clarity regarding policies & procedures

RELATIONSHIPS
Interpersonal Relationships

Individual Styles

Figure 5: Team Working Model 
(Team Working in the NEHB - Draft
Discussion Paper 2003)



In order to strengthen team working we will:
• Provide support for multi-disciplinary team

working and cross-service, cross-site working.

• Increase the capacity and skills of staff to
engage in team and partnership working across
boundaries and services, and to manage
complex reporting lines.

• Invest in the development of team leaders and
promote a model of shared leadership.

• Develop our inter-personal communication style
and improve our information sharing processes
to support effective team working.

• Support existing teams to evaluate how they
work to ensure that maximum benefit to clients
comes from multi-disciplinary team working.
The learning from such evaluation will be
disseminated and will inform future planning.

• Build capacity to establish temporary teams,
drawing from different services, to address
particular needs and circumstances.

• Pay particular attention to team working when
responding to clients with complex needs.

Action 3.3:
We will lead the development of
clinical care pathways and care 
group processes.

Strengthening Clinical Care Pathways and
Care Group Processes 
Care delivery processes refer to how teams are
organised and how they work.  Examples of such
processes include clinical/evidence-based
guidelines, individual care plans, protocols for the
patient/client journey, clinical care pathways,
referral and discharge processes and use of
common patient/client identifier.  We will:

• Gather feedback from service users regarding
our services and improve our processes in
response to that feedback.

• Continue to develop common referral policies,
joint practice models and share the learning from
both existing and new multi-disciplinary teams.

• Promote multiple referral pathways to services
and measure the impact of this change in terms
of ease of access for service users.

• Develop and improve case management
including individual care plans, taking into
account the need for relevant expertise and
integration between services delivered by
different services or agencies.
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Goal
Public Accountability and High Performance

Strategic Objective Four

We will be accountable for our planning,
decision-making and use of resources

Being Accountable for Performance

We must be accountable for our planning and decision-making. We must be able to show that our
systems are safe and our resources are used to the best benefit of the people in the region and provide
value for money.  In line with that duty of accountability, we must monitor our performance continuously.

The elements of accountability include good governance, based on appropriate forms of regulation, high
quality strategic and service planning, evaluation, internal controls and external appraisal.

Stewardship is a concept that broadens the conventional notion of regulation and governance.  It
focuses on the state’s role in taking responsibility for the health and well-being of the population and it
embeds the health system in the wider system.

Stewardship includes oversight, regulation, and accountability of all those involved in the wider system,
not only those working in the health services.  It follows that we have a duty to influence the behaviour of
a wide range of people and agencies i.e. those involved in providing health and related services, the
public and key agencies whose actions affect the health and well-being of our population.

The key tasks of stewardship are:    
• Providing vision and strategic direction to the health system as a whole 

• Exerting influence through setting, implementing and monitoring the rules which govern a system i.e.
regulation

• Collecting and using intelligence and information to inform planning and evaluation

• Ensuring a balance of power between users of health services and service providers i.e. through the
provision of information to guide their decision- making 

This Strategy mirrors the concepts of stewardship and addresses these key tasks of stewardship.

Action 4.1:  We will implement a governance and accountability framework.

Action 4.2:  We will adopt a more co-ordinated, integrated and evidence-based approach to strategic
planning.

Action 4.3:  We will lead the ongoing development of service planning as the core plan against which our
annual performance is measured.   
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Action 4.4:  We will develop policy, procedures and protocols to guide decision-making and service
delivery.  

Action 4.5:  We will develop a clear framework that promotes evidence-based decision-making.

Action 4.6:  We will prioritise according to assessed need, based on robust information gathering and
analysis.

Action 4.7:  We will implement an organisation-wide quality assurance framework that is outcome
focused.

Action 4.8:  We will develop performance measurement at individual, service and organisational level
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Action 4.1:
We will implement a governance and
accountability framework.

Implementing a Governance Framework
A core theme of The Health Service Reform
Programme (2003) is the need for consistent national
standards for services.  The intention is to strengthen
local services within a national framework.  This
marks a fundamental change to governance
processes; it calls for increased inter-dependence
between central and local decision-making.

Devolving responsibility for budgets to the people
actively in charge of delivering care locally within a
framework of objectives, performance
management, accountability and governance will
be central to this reform.

The challenge will be to balance the need for broad
policy oversight and governance at a central level

with the flexibility that managers need in order to
innovate and adapt policies to local needs and
contexts in a dynamic way.  

Responsibility for governance must be evident at a
number of different levels.  Within a regional and
local context managers are responsible for
ensuring that our systems, policies and people are
focused on meeting our Strategic Objectives,
protecting public interest and driving the delivery
of service priorities.

In line with the concept of stewardship, our
governance framework includes: 

Our processes for strategic planning

Our decision-making strategies and skills

Our framework, methods and tools for
regulation of financial, organisational and clinical
responsibility



Our assurance mechanisms for review and
evaluation and the transparency of those
mechanisms

In order to deliver on these governance
responsibilities, we will implement a governance
framework and we will: 
• Build upon our existing governance framework

and standards in line with The Health Service
Reform Programme (2003) to ensure that it
provides clarity regarding roles, responsibilities
and accountability and supports the smooth
functioning of the organisation.

• Assess the impact of The Health Service Reform
Programme (2003) on our existing structures,
functions and roles, building upon the analysis
of structures that has already taken place
within the region and ensuring a fit between
our Goals, Strategic Objectives and our
organisational structure.

• Cultivate a sense of shared responsibility and
collective decision-making and promote a
governing style that is supportive of staff
within the parameters of good governance 
and accountability.

• Develop a framework for applying evidence-
based practice in relation to the development
and evaluation of service level agreements
including clear definitions of roles of public and
voluntary sectors in financing, provision and
governance functions.

• Advance the Clinical Governance agenda in line
with The Health Service Reform Programme
(2003).

Action 4.2:
We will adopt a more co-ordinated,
integrated and evidence-based
approach to strategic planning. 

Strengthening Strategic Planning
This Strategy provides clear strategic direction to
shape our response to the challenges and
opportunities of Quality and Fairness (2001) and
The Health Service Reform Programme (2003); it
ensures that we are fit for our purpose.  It provides
guidance for prioritising our expenditure based on
realistic resource and needs assessment; it outlines
arrangements for monitoring our performance and
the effects of change.

Strengthening strategic planning on a system-wide
basis will be key to moving forward.  We will:

• Ensure that this Strategy is the key strategic
driver for all future planning and against which
all planning and decision-making activities will
be proofed. 

• Promote a whole system response to strategic
planning across the region; we will make linkages
with key players in other statutory and relevant
agencies to ensure a population health focus.

• Ensure that single focus activities and stand
alone groups are appropriately aligned and
integrated in our strategic planning at a regional
level to promote an inclusive approach.

• Use economic, financial, demographic, social,
technological and regulatory information to
underpin all our strategic and policy analysis
and activity.
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• Adopt a more cohesive approach to capital
project initiation and planning, taking into
account both capital and revenue funding
implications and the evidence-based needs of
our population.

• Ensure that our management information
systems are supportive of our strategic planning
processes e.g. databases, information systems,
financial information systems, etc.

• Strengthen our capacity for strategic planning
and build upon the experiences that this
Strategy development process created for staff.

Action 4.3:
We will lead the ongoing
development of service planning as
the core plan against which our
annual performance is measured.   

Consolidating Service Planning and
Evaluation
The Service Plan is the mechanism through which
this Strategy will be implemented at a regional and
local level.  The type of service planning that is
required for the future will be far more developed
and multi-dimensional than that is currently the
place.  Evaluation and monitoring will be an integral
part of the service planning process.  There is a need
to broaden our focus of measurement and
evaluation to include outcomes relating to standards
and quality, equity, meeting service user needs and
value for money.  We will build upon the findings of
the NEHB Service Planning Evaluation, 2002 and
strengthen the core and central role of the service
planning process throughout the region.

We will:
• Ensure that this Strategy sets the strategic

direction and priorities for service planning.

• Strengthen service user involvement and
promote and support a people-centred
approach based on needs assessment.

• Consolidate the service planning process,
aligned to a quality assurance framework with
an in-built monitoring and evaluation
mechanism that includes self-assessment.

• Engage in a team-based approach to service
planning and direct resources to strengthen team
capacity to develop integrated, participative,
evidence-based planning and evaluation.

• Ensure that the service planning process and
supporting communication and information
systems are an effective means to implement
change and improvement.

• Ensure that financial management systems
support comprehensive service planning
processes.

Action 4.4:
We will develop policy, procedures
and protocols to guide decision-
making and service delivery. 

Developing Policy
National, regional and local policies guide the work of
staff at all levels of the organisation.  Our policy
development must reflect good practice and support
consistency and implementation.  The Strategy and
Policy Advisory Forum (SPAF) within the NEHB has a
key role to play in connecting and aligning policy
formulation and implementation.
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We will:
• Maximise the effectiveness of policy making

through the development of SPAF. 

• Develop our capacity to ensure that policy
making is based on good analysis and evidence.

• Strengthen the capacity for policy development,
implementation, monitoring and review
throughout the system.

Action 4.5:
We will develop a clear framework
that promotes evidence-based
decision-making.

Promoting Evidence-Based Decision-
Making for Improved Performance
Evidence-based decision-making can only happen
if evidence is available through:

Needs assessment

Research and analysis

Sound information systems

Quality standard setting, measurement and
evaluation are inextricably linked with information
collation and its analysis.  Developing information
gathering and analysis in the system is vital to both
of these processes.  We will:

• Ensure that roles, responsibilities and clear lines
of accountability for decision-making are clearly
defined and documented and that such
responsibility is reflected in follow-up and
review processes.

• Develop tools (guidelines, supports, materials)
for making the factors influencing decision-
making explicit.

• Develop the capacity of staff including
leadership, to lead the process of decision-
making particularly through teams.

• Develop models for active participation of
service users and staff in decision-making
processes.

• Continue to support and develop models of
devolved and team based decision-making 
e.g. Care Group Management and Clinical
Business Units.

Action 4.6:
We will prioritise according to
assessed need, based on robust
information gathering and analysis.

Information Gathering and Analysis
It is essential that those involved in the planning of
our services have access to reliable up-to-date
information.  For effective decision-making and
performance measurement, information should be
accurate, timely and comprehensive.  Research and
analysis to expand knowledge and to assist us in
applying what we know are crucial to support
better planning and decision-making.  We need to
respond for example to the significant changes in
demography across the region and to plan our
services to meet these needs.  We will:

• Ensure we have access to reliable up-to-date
information and we will use the analytical tools
available to us to strengthen our capacity to
assess need.
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• Build our capacity for applied research and
analysis to support policy development, needs
assessment, planning and decision-making
through collaboration and networking both
within the organisation and with relevant
agencies.  We will also ensure organisational
relevance of research activity.

• Develop our capacity to prioritise services based
on appropriate information and evidence.

Action 4.7:
We will implement an organisation-
wide quality assurance framework
that is outcome focused.

Implementing a Quality Assurance
Framework
As part of our approach to good governance, we
must be able to show that assurance frameworks are
in place that monitor quality and ensure standards are
met (Figure 6).  Our assurance framework must also
provide information about the totality of risks not just
financial. Conclusions reached should be based on all
the evidence available.  Risk management places a
specific emphasis on the need to reduce errors and
their costs, to identify and assess potential hazards
and risks, including both clinical and financial risks
associated with the delivery of health care.  The
supply of data through risk management, clinical
audit, accreditation, inspection processes, claims
management and other approaches supports quality
initiatives and contributes to the evaluation of
organisational performance.

We must however strike a good balance between
external checking/inspection, internal control
systems and continuous quality improvement
approaches which deliver effective and sustained
results to meet our Strategic Objectives.  We aim to

exceed the minimum regulatory framework in which
we operate and to strive to understand and respond
to the needs of the people of the north-east.

In our Quality Assurance Framework we will: 

• Promote the standardisation of services across
the region and support evaluation and quality
assurance as an integral part of the service
planning process.

• Improve skills in evaluation, outcome
measurement and service review and ensure
that this is an integral part of service
development and delivery.

• Promote self-assessment methodologies and
ongoing review, reflection and evaluation to
support continuous learning.

• Put in place mechanisms for sharing knowledge
and awareness about developments, service
delivery, new initiatives and feedback from
service users.

• Improve the quality of data collection and
analysis to support outcome measurement and
develop information systems to support the
process of measurement and analysis.

• Continue to develop our systems of internal
control including risk management, financial and
regulatory controls.
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Figure 6: Assurance Model
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Action 4.8:
We will develop performance
measurement at individual, service
and organisational level.

Developing Performance Measurement
Performance measurement facilitates the alignment
of the goals of all individuals, teams, departments
and processes with our Strategic Objectives.  It is a
process that gives us continuous feedback about
how well we are progressing against key measures
of performance.  These key measures of
performance must reflect the requirements of our
service users and must be in line with our Strategic
Objectives.  These measures become part of a
systematic process of continuous quality
improvement.  In developing performance
measurement we will:

• Develop our capacity to understand and
measure the overall performance of the
organisation from a range of perspectives
including outcome measurement, resource
utilisation and responsiveness.

• Develop a more co-ordinated approach to
performance measures by bringing together all
existing and future work on design, usability
and accessibility of performance measures 
and targets.

• Continue to develop our capacity to measure
team performance.  This will require a more
sophisticated response and will require
developmental work across the organisation.

• Align personal development planning,
continuous professional development and
performance management with department,
service/team and organisational requirements.

• Continue to develop appropriate management
and financial information systems to assist in
measuring our performance and value for money.

• Designate integration activities and cross
boundary work as a key measure of
performance and recognise the achievement of
regional integration goals and objectives.
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Goal
Public Accountability and High Performance

Strategic Objective Five

We will promote high performing leadership

Promoting High Performing Leadership

The quality of leadership shapes the quality of our performance as an organisation. Leaders establish
direction, unity of purpose and the internal environment of their organisation.  They influence the external
environment to achieve organisational objectives.

Leaders challenge the status quo, seeing things from a number of different perspectives and thinking
outside traditional boundaries. Organisations function best when their leaders accept responsibility for the
collective good of the organisation and its services and support staff in appropriate decision-making.

The culture of the organisation is the key to change and to improving performance.  That culture should
promote leadership, encourage management styles that optimise organisational performance and support
organisational learning. 

Action 5.1: We will strengthen and expand leadership potential and talent through personal development
planning, ongoing development and learning and enhanced selection methods.

Action 5.2:  We will provide opportunities to promote life-long learning and support the advancement of
personal development planning for all staff.



Action 5.1: 
We will strengthen and expand
leadership potential and talent through
personal development planning,
ongoing development and learning
and enhanced selection methods.

Strengthening Leadership
Leadership will be key to the transition outlined in
Quality and Fairness (2001) and The Health Service
Reform Programme (2003), supporting our staff
through the change while maintaining focus on the
development of people-centred services.  In order
to strengthen our leadership we will:

• Ensure that leaders have clear roles and
responsibilities and are accountable for
performance at organisational, team and
individual levels.

• Develop an environment where our preferred
leadership style and leadership potential are
identified, developed, supported and realised.

• We will identify the issues critical to leadership
career pathways and ensure that the
organisation actively encourages progression to
leadership roles.

• Encourage and value the development of
informal leadership across the organisation.

• Ensure that our selection mechanisms are
underpinned by leadership competencies.

• Develop leadership competencies to support
the ongoing development of team-based
services throughout the organisation.

• Strengthen our capacity to lead and manage
significant change.

The preferred leadership style we wish to promote
is outlined in Figure 7:
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Figure 7: Style of Leadership
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Action 5.2:
We will provide opportunities to
promote life-long learning and
support the advancement of personal
development planning for all staff.

Supporting Life-Long Learning and
Personal Development
Making a real difference to the lives of the people
we serve is at the core of what motivates most of us
who work in the public service.  We need to build
upon the distinct commitment of those who work
in the health services.

Promoting and valuing a culture of life-long
learning that focuses on performance and facilitates
the transfer of knowledge and information will
increase our scope for creativity and encourage
tolerance for innovation.  We need to build upon
the real experiences of people who work in the
system and the experiences of people who use our
services.  This means putting in place development
opportunities for staff to increase participation and
dialogue, creating freedom to think and to engage
in reflective practice.

Identifying and understanding the competencies
needed both now and in the future is crucial to the
success of this Strategy.  We must link personal
development planning with individual, team and
organisational performance.  The role of the line
manager in managing and supporting performance
is critical through supervision, coaching, mentoring
and personal/professional development planning.
In order to provide opportunities to promote life-
long learning and support the advancement of
personal development planning we will:

• Promote an ethos of personal responsibility for
development.

• Expand the personal development planning
process to facilitate stronger role clarity,
performance planning and communication
between managers and staff.

• Ensure that personal development plans are
linked to organisational objectives.

• Assist staff in accessing different learning
opportunities on an individual basis and in
groups including mentoring, action learning,
peer support and supervision.

• Demonstrate our commitment to education,
development and learning by dedicating
specific budgets to staff development.

• Promote opportunities to assist staff to progress
on their preferred career path.

• Encourage processes of reflective learning at
local and organisational level.

The collective wisdom of the organisation is
untapped potential which should be nurtured and
developed and which will assist us in generating
and implementing ideas for improvement and in
moving forward.
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Strategic Objective Six
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Prioritising Health Promotion and Prevention

This Strategy supports the shift towards promoting health and preventing illness.  This will mean that
promoting health must become part of everyone’s job in the health sector.  We must strike a balance
between providing services that cure illness and developing services that promote and protect health; the
focus on health promotion and prevention should increase people’s physical and mental well-being,
reduce morbidity and improve life expectancy.  

Agencies within and outside of the health system must work together to achieve and sustain a healthy
population; part of our Strategy is to lead by building good linkages with those agencies.

We must also build the capacity of individuals, families and communities to take responsibility for their
own health.

Sustainable health promoting initiatives need resources and ongoing financial support for professional
training, peer-led interventions, dissemination of information and evaluation.

Prioritising a Population Health Approach

Population health strategies improve the health of an entire population through broad based preventive
approaches that address all the factors that shape the health of the population (and particular sub-groups
within the population). These include housing, education, the environment, living and working conditions,
social and community networks. Health Impact Assessment is the tool by which the potential effects of a
policy on the health of a population and on sub-groups within the population may be judged. 

Action 6.1:  We will prioritise the development of a Population Health focus to meet our Goal of Better
Health for Everyone.

Action 6.2:  We will ensure that health promoting approaches are integrated into existing activities both
within and outside the organisation.

Action 6.3:  We will target resources towards prevention and early intervention.
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Goal
Better Health for Everyone

Strategic Objective Six

We will prioritise a health promoting and
preventative approach and
we will foster people’s responsibility for their 
own health and well-being.



Action 6.1:
We will prioritise the development of
a Population Health focus to meet our
Goal of Better Health for Everyone.

Population Health
In order to prioritise the development of a
population health focus we will:

• Promote a long term sustained investment and
commitment with other agencies whose polices
impact upon the health of the people of the
north-east region.

• Promote a region wide approach to integrated
population health planning across all relevant
agencies using evidence to identify priorities
and interventions regarding risk conditions.

• Foster community support and participation in
the development and evaluation of programmes
and policies.

• Develop Health Impact Assessment systems by
tracking the outcomes of health improvement
efforts for individuals and the community at
large over time.

Action 6.2:
We will ensure that health promoting
approaches are integrated into
existing activities both within and
outside the organisation.

Integration of Health Promoting Approaches
By prioritising and integrating health promoting
approaches we will adopt the following principles:

Re-orientate services to achieve a better balance
between health promoting and curative services.

Build community development approaches into
health promotion work so that communities are
empowered to take control and improve their
health collectively.  

Help to develop people’s personal skills by
supporting them to identify their needs and by
involving them in planning and evaluating
health promoting approaches.

Aim to reduce inequalities in health by focusing
on the impact of socio-economic, cultural and
environmental conditions on people’s health.

In order to ensure that health promoting
approaches are integrated into existing activities
both within and outside the organisation we will:

• Ensure that service time and resources are
targeted to health promoting and preventative
activities in all areas and monitored through the
service planning process.

• Ensure that our strategies and policies undergo
a comprehensive process of ‘health proofing’ so
that their impact on the physical, mental and
social well-being of the population is positive.

• Establish health alliances with those agencies
whose work impacts on people’s health so that
they can contribute to and become involved in
health promoting activities.

• Use evidence-based practice and policies when
we are developing health promoting activities.

• Build our capacity to gather and analyse data
on the major determinants of health such as
social, economic and environmental factors,
mental health and lifestyle behaviour of
population groups to inform the future
direction of services.
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Action 6.3:
We will target resources towards
prevention and early intervention.

Developing a continuum of prevention,
early identification and early intervention 
We must now focus our resources to areas where
an early response will prevent further problems.
By developing universal prevention services, we
will help to maintain the health of the ‘presently
well’ population. We must also act to minimise
the risk factors linked with particular conditions
or problems (primary prevention); and intervene
to prevent problems and illnesses recurring or
progressing (secondary prevention).  These 
steps make up a continuum of prevention, early
identification and early intervention as outlined 
in Figure 8.  

As part of our commitment to targeting resources
to prevention and early intervention, we will: 

• Pay particular attention to developing
preventative and early intervention approaches
in all settings.

• Target resources to known risk situations or
conditions and/or individuals and groups based
on evidence.

• Undertake research which strengthens the
capacity of services for early identification and
effective intervention and continue to evaluate the
effectiveness of early intervention approaches.

• Develop appropriate services/infrastructures in
the region based on identified gaps to support
early intervention and appropriate supports e.g.
child health surveillance, outreach and home
based services.

• Prioritise the development of specialist skills
needed in the areas of prevention and early
intervention.
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Strategic Objective Seven
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Goal
Fair Access

Strategic Objective Seven

We will focus our resources equitably towards
people most in need of our services

Targeting Inequality

The health system must work to reduce inequalities by giving preference to improving the health of those
in greatest need.  Social, environmental and economic factors including poverty, deprivation, education,
housing and nutrition affect a person’s health status and his or her ability to access services.  

We must make a major effort at a regional level to reduce unfair gaps in health and health care, regardless
of people’s ability to pay, geographical location, sex, age, ethnicity and other variables.  

Promoting Fair Access to Services

Fair Access is about making sure that people have equal access for equal need.  This is a core principle for
the delivery of publicly funded services.  The system must respond to people’s health and personal social
care needs rather than have access dependent on geographic location or ability to pay.

Efforts should be directed particularly towards overcoming factors that impede people’s access to health
care including information, communication, service delivery arrangements and an accessible physical
infrastructure.

Access to quality public services has a major role to play in building a fair and inclusive society.  This
commitment to move towards a more formal expression of entitlements across a range of services is
reflected in the National Anti-Poverty Strategy: Sharing in Progress (1997).

It is also reflected in the social partnership agreement: "Building a fair and inclusive society and ensuring
that people have the resources and opportunities to live life with dignity and have access to the quality
public services that underpin life chances and experiences is a core objective in sustaining progress"
Sustaining Progress, Social Partnership Agreement, 2003-2005:56.

Action 7.1:  We will improve access to services based on assessed need.

Action 7.2: We will give preference to improving the health and well-being of those in greatest need.



Action 7.1:
We will improve access to services
based on assessed need.

Access Based on Need
Improved access to care improves health, reduces
inequalities and enhances responsiveness.  We will:

• Ensure that the allocation of our resources is
based on comprehensive needs assessment 
and analysis.

• Improve waiting list management through
improved analysis, consideration of alternative
approaches and improved linkages with other
services.

• Improve people’s access to health information
and health and personal social services
information using a range of methods.  In
particular we will ensure that information is
available in appropriate formats to meet the
particular needs of people.

• Ensure that people have access to information
regarding eligibility for health and personal
social services.

• Continue to develop the North-East Doctor on
Call service and explore the potential for
development of services on an out-of-hours basis.

• Sustaining Progress, Social Partnership
Agreement, 2003-2005 makes a commitment to
modernisation of the public service including
increased flexibility in the way services are
delivered.  There is a need in certain areas for
change to the standard working day in order to
provide services outside the traditional "9 to 5"
pattern.  This will be progressed in discussion
with the appropriate partners at a national and
local level.

Action 7.2: 
We will give preference to improving
the health and well-being of those in
greatest need.

Addressing Health Inequalities 
Our response to targeting vulnerable and at-risk
groups needs greater co-ordination and
integration.  The health services must take a lead
role in promoting health enhancing policies
through alliances that cross agency and sectoral
boundaries. Community development has an
important role to play in strategies to address
poverty and social inclusion, leading to
improvements in health and well-being and
reductions in health inequalities.  We will:

• Examine our current service provision and
structures to ensure that our response to
addressing vulnerable and at-risk groups is
co-ordinated and targeted based on evidence.

• Focus resources to target health inequalities
based on increased understanding and
evidence and pay particular attention to early
intervention.

• Actively involve people and groups most in
need of our services and support their
advocates, in order to develop appropriate and
effective responses.

• Work with other agencies to address the long-
term changes needed to encourage social
regeneration and combat social exclusion and
poverty.

• Support innovation, networking and initiatives
that build healthy community programmes and
increase our understanding of and evidence on
the links between poverty, community
development and health.
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Goal
Partnerships and Valuing Communities

Strategic Objective Eight

We will engage with service users, agencies and the wider
community to achieve better health and well-being.

Strengthening Multi-Sectoral Action and Partnerships

Partnerships and alliances with communities and with other sectors are vital to achieving better health and
well-being.

The population health focus underpinning the Goal, Better Health for Everyone challenges us to advocate
for health related activities in other sectors, as well as working with families, carers and communities.  We
must work with the community, voluntary and statutory sector to provide appropriate community supports
to enhance health and well-being.  Placing health at the centre of the broader development agenda is a
key aspect of our role in moving forward.  The challenge is to influence health enhancing policy and action
in other sectors.

Action 8.1:  We will strengthen linkages and partnerships with key statutory, voluntary and community
agencies to deliver better health outcomes for the people of the north-east.

Action 8.2:  We will lead the ongoing development of models of service user and community
involvement.

Action 8.3:  We will develop our relationship with the media to share information with the public in an
open and transparent way.

Action 8.4: We will foster the ongoing development of partnership activity, based on our experiences.



Action 8.1:
We will strengthen linkages and
partnerships with key statutory,
voluntary and community agencies to
deliver better health outcomes for the
people of the north-east.

Strengthening Linkages and Partnerships
The community and voluntary sector plays a pivotal
role in enabling people to contribute to the society
in which they live.  True participation seeks to
include all and to treat all as equal citizens.
Ensuring true partnership and participation means
that we must provide proper support, consultative
and monitoring systems to ensure that the most
marginalised are included in a real way.  

The purposes of our partnership arrangements
include:

Enhancing community and voluntary
participation in planning and decision-making
regarding health and personal social care issues.

Developing self-reliance amongst individuals
and communities.

Placing health enhancing policy at the centre of
the broader development agenda.

Building trust and confidence with the public
and the political system.

Developing formal partnerships including
commissioning, planning and evaluation
processes.

Building upon our partnership with staff to
improve our overall performance.

We will take active steps to achieve partnership and

• Take a lead role to promote health enhancing
policies.

• Ensure that within the region our approach to
multi-sectoral working is co-ordinated and has a
clear purpose.

• Undertake a review of the profile of current
alliances, including linkages with community
and voluntary organisations; clearly define the
nature of these relationships and identify
opportunities for more integrated approaches.

• Continue to contribute to the Co-operation and
Working Together (CAWT) partnership to
support cross-border working and improve the
health and social well-being of families and
communities in the border region.

• Recognise the value and contribution of
volunteerism and ensure that our systems and
processes facilitate volunteer activity.

• Support the concept of building healthy
communities, ensuring that poverty and social
inclusion are at the centre of health policy and
practice.

• Increase our involvement with local communities
to define their needs and support and strengthen
their capacity to become a resource to individuals
and families at a local level.

• Develop enhanced working relationships with
local authorities and other statutory agencies in
the region in order to facilitate integrated and
improved public services.
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Action 8.2:
We will lead the ongoing
development of models of service
user and community involvement.

Building Models of Involvement and
Consultation
We are committed to listening to service users,
families, carers, communities and staff; acting upon
what we hear, and making a commitment to
ongoing participation and involvement.

Improving communication and consultation
systems are at the core of shifting the balance of
power between health service users and providers.
The cultural change we are signalling is one of
empowerment and participation so that staff,
service users, carers and the public have a
significant voice in how our health service is
planned and delivered.

We must develop models of consultation and
advocacy suited to particular service user or
community groups.  We will:

• Develop our capacity to involve the public in the
planning and development of services.

• Continue to develop our models of consultation
and engagement for service users and
communities, building upon the Health Boards
Executive (HeBE) Community Participation
Guidelines.

• Strengthen our formal planning and
consultation structures e.g.Co-ordinating
Committee Physical Disability and Sensory
Impairment and the Child Care Advisory
Committee.

Principles to support and inform public and service
user partnership initiatives include:

• A rights-based approach to public and patient
partnership

• A commitment to creating an atmosphere where
building trust is supported and encouraged

• A flexible and accessible communication
process that is honest and open about the
implications of healthcare decisions

• Motivation and commitment to partnership on
the part of both service users and service
providers

• Flexibility and willingness to adapt to changing
circumstances

• An ethos of fairness and accountability which
includes in-built monitoring and evaluation
systems

• Mutual co-operation and support in times of
difficulty

• A concern for process as well as outcome –
respecting how things are done as well as the
end result

• A commitment to share power across all parties
in a partnership

• A commitment to embedding partnership within
the structure of the health system and across all
sectors at all levels within the system.

• A commitment to financial support

Adapted from Office for Health Management –
Public and Patient Participation in Healthcare
(2002: 41)
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Action 8.3:
We will develop our relationship 
with the media to share information
with the public in an open and
transparent way.

Linking with the External Environment
We must help people to understand how the health
system works. We must work directly with
communities to help people to take responsibility
for their own health and well-being. 

The media can have a very positive impact in
assisting us to reach out to communities and
develop mutual trust and confidence.  The
proactive involvement of the media is important to
help us to share information about health and well-
being and health service related topics.  The media
can also assist us to deal with difficult issues in a
manner that provides balanced and credible
information to the public.

We will also work with the political system to
develop a more open, transparent, accountable and
democratic culture.

Action 8.4: 
We will foster the ongoing
development of partnership activity,
based on our experiences.

Building upon our Experiences of
Partnership Working
This Strategy uniquely emphasises the value of
partnerships and alliances.  Our experience of
working with service users in the planning and
delivery of services and working across
organisational boundaries with colleagues or other

agencies has highlighted the richness and
complexity of partnership activity.  

We are committed to nurturing and supporting a
style of partnership working, and integrating this
into our everyday work. We will:

• Develop our understanding of what is needed
for effective partnership working.

• Develop the skills and capacities for partnership
working, and integrate these as a core style of
working.
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PART THREE 

Enabling Change and Development
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Enabling Change and Development

Achieving the Goals and Strategic Objectives set out in this Strategy will require changes in the way we plan
and manage the delivery of services across the organisation.  Our Strategic Objectives are challenging and
ambitious and will require a significant level of collaboration across the whole system.  This Strategy places a
strong emphasis on "People Serving People", recognising that it is people at local service delivery level
supported by central services who will bring about the real changes required.  Successful implementation
will also depend upon engaging and supporting individuals, families, communities and local agencies. The
achievement of this Strategy is dependent therefore upon our own people working together and building
upon our internal expertise, resources and experiences. Managing the interdependencies between different
parts of the system will be a critical success factor in the delivery of people-centred services.

This Strategy therefore prioritises the need to enable people within the organisation to achieve their full
potential in order to support our overall purpose.  We have developed a detailed Human Resources Plan
which will support staff within the organisation and enable them to deliver quality health and personal
social services.

Empowering people through encouraging a culture of open and transparent communication is also prioritised in
this Strategy.  Information, communication and technology systems can assist us to develop connections and
linkages between different parts of the system.  Strengthening information systems is essential to support
continuous quality improvement throughout the organisation.

Our capacity therefore to face the challenges that lie ahead will be greatly enabled through our support
structures including human resources, communications and information technology (Figure 9).

Enabling People: We will implement the Human Resources Plan to support this Strategy and The
Health Service Reform Programme (2003).   

Empowering People: We will encourage a communication culture that empowers people at all levels
and we will prioritise the development of communication systems and processes to enable better
performance.

Information, Communication Technology Systems: We will prioritise the development of
Information Communication Technology (ICT) through significant investment in systems and people, in
line with the national plans for shared services and regional requirements. 



Enabling People:  

We will implement the Human
Resources Plan to support this
Strategy and The Health Service
Reform Programme (2003).   

Enabling People
Re-orientating the organisation to be part of a
larger Regional Authority will require major mindset
change and re-organisation.  Delivering some
services on a shared national basis will also redefine
traditional ways of working.  The challenge for the
human resource function is to position and equip
itself to lead this change. The new future will 

include more devolved decision-making and
greater flexibility and accountability at local level.

The human resource function will take a more
strategic role in setting out overall direction and
governance in relation to human resource
services.  It is an intrinsic part of the strategic
leadership required to enable the system to adapt
to changed circumstances.

We will need a fully integrated system of workforce
planning, which involves redesigning roles,
functions and lines of accountability.  We must
support new levels of participation by staff and
service users and build new kinds of linkages and
inter-dependencies at all levels of the system.  All
of these developments will present a significant
human resource challenge. 
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Human Resource Plan
The Human Resource Plan has been developed in line with the Action Plan for People Management in the

Health Service, 2002 and the following key elements have been identified. 

Vision: A way of working where people come first and make a real difference in achieving excellence

Mission: To enable all staff achieve their full potential so that working together we can deliver a quality

health and personal social services
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Key Focus Areas for Human Resources

Key Focus Area Actions

Effective Workforce Planning To ensure the recruitment and selection of staff best suited to meeting the 
strategic and operational needs of the organisation.

Effective People Management To build and enhance management capacity in order to deliver the change 
management programme required by national and organisational strategies.

Improve the Quality of To contribute to the quality of clients/service users’ experience of health services
Working Life within the north-east region by ensuring that appropriate attention is paid to 

managing the quality of employees’ working life.

Best Practice Employment Ensuring that all employees have access to best practice policies and procedures.
Policies and Procedures To ensure that managers have the right formal supports to manage people fairly 

and effectively.

Working Together in To further develop partnership working within the organisation to help manage 
Partnership change and implement local, organisational and national objectives.

Training, Development To ensure that all staff have the knowledge, skills and attitudes required to 
and Education deliver a quality health and personal social services.

Change Management and To provide support for the individuals who will lead and deliver service
Team Building developments and changes outlined in the National Health Strategy and Health 

Service Reform Programme.

Improved Employee/Industrial To promote good relations between employees and managers and to 
Relations contribute to maximising quality of service.

Performance Management To help Units and Teams to improve performance through the introduction of a 
system of Performance Measurement and Feedback.

Enabling Structures/ To develop the appropriate staffing, structures and systems necessary to ensure
Technology/Systems that the human resource management function supports the objectives of the 

organisation.



Empowering People: 

We will encourage a communication
culture that empowers people at all
levels and we will prioritise the
development of communication
systems and processes to enable
better performance.

Empowering People
How we communicate with service users, families,
carers, the general public, our own staff and other
organisations will be crucial to our programme of
change.  This Strategy is based on the principle that
staff, service users, families, carers and the public
must have a significant voice in how our health
service is delivered.  We need to foster a culture of
openness and transparency.  

As responsibility is devolved to frontline staff within
our organisation there will be a fundamental need
to build trust and confidence through effective
communication.

In line with the development of this Strategy, the
following key objectives have been agreed:

• To ensure our communication supports our
vision, strategy, policy and service plans.

• To develop effective internal communication
systems to ensure that all members of staff are
fully aware of our Goals, Strategic Objectives
and their roles in support of these.

• To actively seek feedback from our staff, service
users, families, carers and communities, and
utilise this feedback in planning and developing
our services.

• To ensure staff are aware in a timely and
appropriate way of any key decisions or
changes at a corporate level, the reasons behind
them and how they affect individual staff
members and their work.

• To increase awareness of services available and
work with communities and relevant agencies to
improve our shared understanding in order to
build confidence and trust in the health system.

• To develop positive working relationships with
the media by providing timely and accurate
information about our services and exploring
ways to promote the health and well-being of
our communities.

Information, Communication
Technology Systems: 

We will prioritise the development of
Information Communication
Technology (ICT) through significant
investment in systems and people in
line with the national plans for shared
services and regional requirements

Information Communication Technology
Systems
Information Communication Technology (ICT) is a
major enabler that will help to deliver people-centred,
quality, integrated services.  ICT Systems will provide
management with the information they need to
support decision-making, planning, governance and
the measurement and evaluation of performance.

Effective ICT systems rely on accurate, timely, and
comprehensive information, linked to the needs of
service users.  Developing information systems
around the needs of service users is a central
theme for future system development.

The development of ICT infrastructure is being
agreed nationally and will form an integral part of
National Shared Services.  It will also be
underpinned by the National ICT Strategy that is
currently being finalised.  A single integrated
national ICT response will bring great benefits by
providing comparable data across regions. 
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Setting Direction
A Health Strategy for the People of the North-East
is the platform upon which all of our existing and
future strategies and plans will be aligned.  It is the
framework that will shape and guide our decision-
making, prioritisation and service planning
processes.  Our individual and team performance
will be measured against our success at translating
the eight Strategic Objectives into Service Plan
actions.  This Strategy will be implemented through
the service planning process supported by
development work at an organisational, team and
individual level (Figure 10).

Through leadership and improved performance at
all levels, the Strategy will be implemented and
supported by personal development planning,
team building, management and leadership
development. Our focus must remain constant and
focused on our core purpose "to promote and
contribute to improving the health and well-being
of the people of the north-east".

Taking Action
This Strategy provides an overarching framework for
action by all parts of the organisation working
together and with our wider communities in a
planned, whole system approach.  Each part of the
organisation must now identify what we can do to
contribute to the success of the Strategy.  This means
translating the Strategic Objectives into meaningful
actions at a regional and local level through the
service planning process.  Each individual
department, team and service across the region must
contribute to the implementation process.  The
actions outlined in this Strategy are inter-related and
inter-dependent.  They are all part of a jigsaw, each
needs the other to complete the overall picture of
developing people-centred services.  The
fundamental changes outlined in this Strategy relate
to the way in which we work, our culture, attitudes
and behaviour.  Many of the actions can be achieved
by doing things differently within existing resources.

Monitoring Implementation
A critical success factor will be effective and regular
monitoring and evaluation of the Strategy.  The
monitoring mechanisms that will be used will include
the performance measurement systems aligned to
the service planning process.  Reporting on the
implementation of the Strategy will also be linked to
Quality and Fairness (2001), thereby providing direct
feedback to the Department of Health and Children.
In accordance with our commitment to
modernisation of the public service, we will also
report on our progress in line with Sustaining
Progress, Social Partnership Agreement, 2003-
2005.  This Strategy has committed us to strengthen
and develop our service planning and evaluation
processes and our capacity to measure performance
at individual, service and organisational levels.
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Linking Strategy to Action

Figure 10: Linking Strategy to Action
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Figure 11: NEHB Region and Population 

The North Eastern Health Board covers the counties of Cavan, Louth, Meath and Monaghan as outlined in Figure
11. The size and the structure of the population in the north-east have a significant impact on the prevalence of
disease and disability in the region and on service provision. Figure 12 outlines the increase in the NEHB
population since the health boards were set up. The population in the region has risen from just less than
250,000 in 1971 to 344,965 in 2002.  The rise in the population in the NEHB (12.7%) from 1996-2002 was higher
than in any other board region and far higher than the 8% rise seen in the overall population in the country.
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Population Trends by County 

Figure 13 outlines the population growth in the constituent counties in the region from 1971-2002.  Whilst
the populations in Cavan and Monaghan have been relatively stable, there have been marked increases in
the populations of Louth and Meath, with a significant acceleration of growth in Meath between 1996 and
2002. Since 1996 Meath has had the biggest growth in population in the country with an increase in
population of 24,204 or 22.1%.  Louth has grown from 92,166 in 1996 to 101,802, an increase of 10.5%;
Cavan has increased from 52,944 to 56,416, a growth of 6.6% and Monaghan has grown from 51,313 to
52,772 a growth of 2.8%, the smallest growth for any county in the country.

Within counties, the population growth has varied since 1996. Within Meath, the Dunshaughlin Rural and
the Navan Rural areas have seen increases of 7,000 each in their population. The area south of Drogheda
(Laytown, Bettystown, Duleek, Ardcath etc.) has seen an increase of some 5,000, with Trim Rural increasing
by 4,000 and Kells Rural by 1,000. Within Louth, most of the increase in population has occurred in the
south of the county (61%). Drogheda Urban area, grew by 15.7%, and is now the biggest centre of
population in the region at 28,308 followed by Dundalk Urban at 27,399, which grew by 6.4%. Within
Cavan, the growth has been well distributed throughout, whilst in Monaghan 44.6% of the growth is in
Carrickmacross Rural area.
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Age Structure

The age distribution within a population has a major impact on service demand and service delivery.  The
changes in the size, age profile, distribution and diversity of the population have posed new and
increasing challenges in recent years and will continue to do so in the years to come.

Figure 14 outlines the growth in the various population age-groups in the region since 1971. The most
dramatic increase is seen in the 25-44 age-group with a doubling of their numbers between 1971 and
2002. There has also been a large increase in those aged 45-64 during the 1990s. The proportion of
persons aged 65 years and over has remained relatively stable in recent years at 11%.

Population of the NEHB by County and Age Group

Figure 15 outlines the population numbers by age-group in each of the counties in the region. Whilst
there are more people living in Meath and Louth across all age-groups, it is particularly noticeable in the
younger age groups.  From a regional perspective, Meath, with a total population of 133,936 is the most
heavily populated county across all ages, although the gap narrows between counties from age 60
onwards.  Of note in Meath is the fact that the three largest single groups are those between 30 to 34
years of age, those between 35 to 39 years of age, and those aged 0 to 4.  The population breakdown in
County Louth (101,802) is very similar to that of County Meath.  Those aged 30 to 34 year olds, along
with 0 to 4 year olds are also the two single largest groups in Louth.  The large number of people under 30
years of age in Meath and Louth and the continued movement of people coming to live in these counties
from Dublin in particular, are likely to lead to further significant increases in the populations of Meath and
Louth in the coming years. 

78

Figure 14: NEHB Population by age group 1971-2002



In contrast, the population of Cavan (56,416) and Monaghan (52,772) are much smaller than those of
Meath and Louth, and show a more even distribution across the various age groups.  Significantly smaller
proportions of 0-4 year olds live in Cavan and Monaghan.  In addition, unlike Meath and Louth, Cavan
and Monaghan show relatively stable numbers of people aged between 20 and 50 years. (See Figure 15).

Population and Age Profile Informing Planning

This Strategy emphasises the importance of planning services based on the unique needs of the people of
the north-east.  It also identifies the need to plan based on accurate, up-to-date information supported by
appropriate research and analysis.  The impact of the significant population increase in the region and our
population profile challenges us to plan and deliver our services based on assessed needs, to identify
those in greatest need and to provide responsive and appropriate services.
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Figure 15: NEHB Population by County and age group 1971-2002
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Development of the Strategy 

Quality and Fairness: A Health System for You and the
Primary Care: A New Direction were launched in
November 2001.  The CEO and Management Team of
the North Eastern Health Board prioritised the
development of an organisation-wide Strategy that
focused on the unique needs of the people of the
north-east region in line with these national strategies.
The process of developing the Strategy commenced
with the establishment of a Steering Group comprising
all members of the Management Team and Leaders of
the Working Groups.  The process of consultation and
dialogue commenced in July 2002 with a group of
senior managers across the region identifying the core
components of the Strategy and outlining five key
areas for focused developmental work as follows:

Communications and Public Relations 
Human Resources 
Organisation Development and Integration 
Quality, Evaluation and Performance Measurement 
Service Modernisation and Development 

Sponsors and Leaders were appointed to address
each of these five areas.  Groups were formed with
membership drawn from across the organisation
representing the depth of experience and knowledge
across the system.  The working groups commenced
their work in October 2002 and through a variety of
methodologies completed their work in April 2003.

The Strategy and Policy Advisory Forum (SPAF) was
consulted at all stages in the development process. The
Regional Partnership Committee (RPC) was fully briefed
at regular intervals.  The RPC was consulted particularly
in relation to the communication and consultation
process and levels of staff participation. Representatives
from the Regional Partnership Committee were actively
involved in the Communications and Public Relations
and Human Resources Working Groups.  Members of
the Board were also fully briefed and consulted
regarding the Strategy Proposal and provided with an
opportunity to shape the Strategy framework.    

In the earlier stages of the development of the Strategy,
a Strategy Management and Support Group provided
guidance to the process.  In the latter stages the CEO
established an Organisation and Strategy Reference
Group.  This group provided the leadership, guidance
and analysis to support the final stages in the Strategy
development process and bring the Strategy to
successful completion.

During the development of the Strategy, a
Communication and Consultation Plan was developed
to ensure that staff across the whole organisation were
kept up-to-date with the development process.  The
journey of developing the Strategy was reflected in
Special Editions of Health Matters (staff magazine).  In
February 2003, staff were requested to contribute to
the Strategy development process by sharing their
views on how the organisation needed to change to
best meet the needs of our communities.  

Formal submissions were also requested by the
Organisation and Strategy Reference Group from all
service and functional support areas.  Based on these
submissions, the reports from the five working
groups, a review of existing NEHB strategies and plans
and a wide range of national and international
material, a Strategy Proposal was developed.  This
involved in-depth analysis and consideration by the
Organisation and Strategy Reference Group.  The
Steering Group and the Organisation and Strategy
Reference Group proposed eight Strategic Objectives
which would act as the main framework for the
Strategy. 

The Strategy proposal was presented to the:

• Steering Group on 30th June 2003 
• Regional Partnership Committee on 14th July 2003
• Strategy and Policy Advisory Forum (SPAF) on 29th

September 2003
• Board for formal endorsement on 28th October

2003

Opportunities were also provided for feedback from
staff and other key groups through briefing sessions
and circulation of the Strategy from July to September
2003.

A Health Strategy for the People of the North-East has
now been endorsed by the CEO, the Management
Team, the Regional Partnership Committee and the
Board.  It will form the main framework to guide our
decision-making processes and in particular our
strategic and service planning processes for the
future.

Details of membership of the groups involved in the
development of A Health Strategy for the People of
the North-East are outlined on pages 83-85.           
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Glossary of Terms
Note: This Glossary of Terms has been developed within the context of how terms relate to this Strategy document.

Accreditation: self-assessment and external peer review process used by health care organisations to accurately assess their level of
performance in relation to established standards and to implement ways to continuously improve the healthcare system.

Action Learning: an approach to management development that is based on managers addressing real management issues or
concerns in the company of a group, usually of about eight of their peers.  It is designed to encourage resolution of on-the-job difficulties
or and is based on learning from experience – your own experience and that of the other members of the group. 

Acute hospital: a hospital providing medical and surgical treatment of relatively short duration. All, except district hospitals, are
consultant-staffed. District hospitals are classified as acute where the average length of stay is less than 30 days.

Assurance framework: provides organisations with a comprehensive method for the effective and focused management of the
principal risks to meeting their objectives.

Capital project: project involving assets such as buildings or equipment.

Care Group Management: the overall planning, co-ordination, delivery and evaluation of services for a particular care group e.g.
children and families, older persons, disability services, mental health and so on.   

Case management: system of referral, assessment, planning, treatment and follow-up intended to ensure the provision of
comprehensive and continuous service. 

CAWT: Co-operation and Working Together (CAWT) is a partnership of the four border Health Boards (i.e. North Eastern Health Board
and the North Western Health Board in the Republic and the Southern Health and Social Services Board and the Western Health and
Social Services Board in Northern Ireland), committed to continuous improvement in service standards.  A primary objective for CAWT is
to improve the health and social well-being of its resident population. 

Clinical Business Unit (CBU): a decentralised model of acute health service delivery, designed both to modernise acute services and
to facilitate implementing the "Clinicians in Management" initiative.  The CBU is a decentralised management unit that provides specific
clinical services, typically organised around one specialty or a group of linked specialties.  The unit brings together both executive
management and multi-disciplinary clinical expertise.    

The CBU is similar to other international management models such Clinical Practice/Service Units (Canada), Clinical Directorates (UK)
and Service Line Business Units (US).

Clinical care pathways: a method used in health care to organise, evaluate and standardise patient care based on the unique needs
of the individual.  This method integrates the components of the care plan into one which addresses the needs and services provided to
the whole person.

Clinical governance: a framework through which organisations are accountable for continually improving the quality of their services
and safeguarding high standards of care by creating an environment in which excellence in clinical care will flourish.

Competencies: the set of behaviour patterns that one needs to bring to a position in order to perform its tasks and functions with
competence.

Continuing care: the provision of care on an ongoing basis for people who require long-term and continuous support or care.
Continuing care may apply to residential or long-term facilities.

Continuum of services: refers to the range of services provided on a continuum that may range from the least complex levels of care
in the home/community environment to more intensive care in a variety of settings.  Continuum also suggests an integrated, connected
approach that facilitates a smooth pathway of care for an individual/family.  

Cross-cutting approach: refers to any policy or service which requires joint working between departments, agencies, services or teams.
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Devolved management: having management structures at a local level in order to facilitate flexibility, accountability and control with
regard to the implementation of changes and service developments. 

Diversity: understanding that there are differences among people/individuals and that these differences are valued. 

Early Intervention: this is the next stage after prevention.  It may relate to the early detection and treatment of illness and disease.
Through early and periodic screening processes the detection of diseases may be identified, diagnosed and treatments applied.  Early
intervention is also associated with services for children, intervening as early as possible once a need has been identified or when risk
factors would suggest an early approach would benefit the child/family.   

Epidemiological data: information about variabilities in human situations which may have an influence on the occurrence of disease
within populations.

Equality proof: involves placing equality at the centre of decision-making and facilitates the establishment of an equality dimension to
all objectives.  It includes: assessing the impact of plans on groups experiencing inequality; resourcing participation of those affected by
inequality and focussing attention on equality outcomes. 

Ethnicity: denoting origin by birth or descent rather than nationality.

Evidence-based practice: practice which incorporates the use of best available and appropriate evidence arising from research and
other sources.

Fragmentation: separation into different parts, or preventing their integration or detaching one or more components of a service.

Goals of the Organisation: the broad, general statements of what the organisation hopes to achieve.  The goals sets the priorities for
the organisation.

Governance: the exercise of authority, within defined accountability structures, in order to fulfil the objectives or mission of an
organisation.  Governance provides a framework through which an organisation is accountable for continually improving the quality of
services, and safeguarding high standards of service delivery by creating an environment in which excellence in management and clinical
care is promoted.  It is about transparency in the way the organisation acts, communicates and takes decisions. 

Health and personal social services: health and personal social services provided by public, private and voluntary agencies that are
aimed directly at improving health status and well-being.

Health Impact Assessment (HIA): is a combination of procedures, methods and tools by which a policy, programme or project may
be judged as to its potential effects on the health of a population and the distribution of those effects within the population.

Health proofing: the procedure whereby policies, strategies and legislation in health and non-health sectors are ‘proofed’ so that their
impact on the health and social well-being of the population is positive.

HeBE: (Health Boards Executive) established in February 2002 to enable the health boards, the Eastern Regional Health Authority and
non-statutory provider agencies to work together on an agenda to develop and modernise the health delivery system.

Informal leadership: people within teams/services may take on an informal leadership role.  This informal role is often based on personal
relationships and competencies rather than on defined roles or responsibilities.  Members of the team/service may appoint their own informal
leader who executes authority by the consent of members themselves.  The informal leader may be chosen as the person who reflects the
attitudes and values of the members, helps to resolve conflict, leads the group in satisfying its goals, or liases with management or other
people outside the group.  The informal leader may often change according to the particular situation facing the group.

Integrated physical infrastructure: the provision of buildings that will have the ability to meet the needs of patients, clients and
staff, and facilitate the delivery of a range of care options in single or multiple settings.  There will be a seamless transition from one care
process to the other as a variety of services may be delivered from the same building.

Interface work: work between two or more units or sections that need to work co-operatively to deliver a complete, whole or
connected service.
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Internal control: the whole system of controls, financial and otherwise, established by management in order to provide reasonable
assurance of effective and efficient operations, internal financial control and compliance with laws and regulation.  The internal control
system includes the policies, processes, tasks, behaviours and other aspects of an organisation that, taken together, enable it to respond
to risks and help ensure the quality of internal and external reporting and compliance with applicable laws and regulations.  The system of
internal control should form part of the organisations culture, be capable of responding quickly to emerging risks and include procedures
for reporting any significant control failures and weaknesses.

Joint practice models: models of working together between different disciplines to share best practice, promote skill mix and meet
the needs of service users.

Leadership career pathway: the process through which people with leadership potential or people in leadership positions move
through a career journey that enables them to reach their full potential and bring added benefit to an organisation.

Life-long learning: promotion of learning and development over a person’s whole life.

Macro level: national or organisational level of analysis depending on context in which it is used; referring to the "bigger picture".

Mentoring: off-line help by one person to another in making significant transitions in knowledge, work or thinking. 

Micro level: usually refers to levels of analysis at individual or group level within an organisation.

Mission: general expression of the overall purpose of the organisation, which ideally is in line with the values and expectations of major
stakeholders.  Development of mission statements should take into account the factors and forces in the external environment which will
or may impact on the organisation.  Statements of mission are often summarised by the question ‘why do we exist?’

Modernisation: public health services are undergoing a process of modernisation in response to significant pressures such as rising
consumer demands, expectations and increasing cost containment pressures.  Health systems are modernising with the objective of
becoming more responsive, effective and efficient in the provision of high quality health care services.  Modernisation is the process of
continuously updating systems and processes based on best evidence and practice in line with future trends and forecasts.
Morbidity: incidence and prevalence of disease in a population usually expressed as a rate: the number of cases of disease per 1,000
persons at risk of a particular disease.

Morbidity: incidence and prevalence of disease in a population usually expressed as a rate: the number of cases of disease per 1,000
persons at risk of a particular disease.

Multi-disciplinary: involving a combination of several disciplines and methods. It refers to a team or collaborative process where
members of different disciplines assess or treat patients/clients independently and then share the information with each other.

Multiple referral pathways: referral processes that may originate from different sources; the pathway concept suggests a process of
co-ordinating these referrals to avoid duplication and improve communication.

National Hospitals Office: under the Health Service Reform Programme, 2003 the National Hospitals Office will be responsible for the
management of the acute hospital sector nationally.  This will provide a strong single centralised approach to the delivery of hospital functions. 

National Shared Service Centre: has a remit for provision of shared services across the wider health system and will provide the
opportunity for considerable economies of scale and the promotion of a "single" standard of health service delivery.

Needs assessment: a key component of planning and decision-making processes.  Setting priorities realistically requires a great deal of
information, including epidemiological data, evidence to support best practice and outcome measures.  A health care organisation’s
capacity to collect and combine data on risk factors, health conditions and interventions with a specific focus on the health status of the
people of the region reflecting local needs is a key component of needs assessment.

Outcome measurement: appropriate person/patient based health outcome measurement is central to effective evidence-based
practice.  It involves a standardised approach to observe/assess the impact of a particular intervention or treatment.  Outcome
measurement may also be used to influence decision making by clinicians, service users and policy makers.   There are a range of
internationally validated health outcome instruments which may be used for this purpose.  In exploring the success of any intervention,
measures need to match the desired outcomes of service users.  
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Patient/client identifier: a single, unique identification system used for individual patients/clients e.g. based on Personal Social
Service Numbers.

Pathways of care: the process of care as experienced by the patient/client.

Peer-led interventions: activities/interventions led and supported by colleagues within a discipline or multi-disciplinary team.

People-centred: a people-centred health system identifies and responds to the needs of individuals; is planned and delivered in a co-
ordinated way; and helps individuals to participate in decision-making to improve their health and well-being.

Personal development planning: a planned and structured process that allows employees to identify, discuss and agree training and
development needs that support the individual and the organisation.

Primary care services: responsible for the delivery of a range of services including: general practitioner, community, pharmacy,
dental and ophthalmic services.  These services provide first-level contact that is fully accessible by self-referral in the local community.

Primary prevention: involves the avoidance and/or minimisation of risk factors associated with particular diseases, conditions and ill
health.  Primary prevention involves the targeting and prevention of a particular condition/disease before its onset.  

Principles: guide our work and create as sense for members that the organisation ‘stands for something’ and answers the question ‘how
do we want to work?’

Protocol: a written plan that specifies procedures to be followed in defined situations. In the health arena a protocol represents a
standard of care that describes an intervention or set of interventions.

Quality standard-setting: setting performance/service delivery standards and ensuring that these are met and if possible, exceeded.
It is essentially about good practice. 

Regional Partnership Committee: the NEHB Regional Partnership Committee was established in 2001 and exists to guide, lead and
enable working together in partnership throughout the Board.  The committee is jointly chaired and comprises nine union representatives
and nine management representatives. The Partnership Facilitator also attends committee meetings. The Committee agreed a Joint
Development Plan, which sets out a joint agenda to develop working together as the preferred means of delivering improvement in
service effectiveness while also improving the quality of the workplace for staff.

Research and analysis: the conduct of research and the analysis of research data provides essential knowledge and information for an
organisation.  Applied research findings should influence organisational decisions and planning, form the basis for organisational policies
and influence service delivery.  

Risk management: the culture, processes and structures that are directed towards the effective management of potential
opportunities and adverse effects.

Seamless care: the experience by service users/patients/clients of smooth and easy movement from one aspect of health care to
another, with the notable absence of ‘red tape’ and obstacles.

Secondary prevention: comprises interventions to prevent the progression and/or recurrence of disease/conditions in those who
already are symptomatic i.e. have already been diagnosed with a particular disease.  Secondary prevention addresses factors such as
lifestyle changes, modification of risk factors and the use in some cases of drug therapies.

Service Planning: the process of allocating resources in the most effective and efficient manner possible in order to achieve agreed
goals and targets.  The primary purpose of a service plan is to clearly indicate the core activities of the organisation for the year ahead.
Service planning also allows us to plan better services for our clients and to ensure we have the internal capacity both in terms of staff
numbers and competencies to deliver the best quality service, in the most co-ordinated and integrated manner possible.  The service
planning process in the Irish health services is a legislative requirement under the Health Amendment (No. 3) Act 1996.

Shared leadership: model of leadership where team/unit performance is the collective responsibility of all the members, not just
the designated leader.  Leaders move away from command and control and team members take greater responsibility and initiative,
changing responsibility for the unit’s success.  This includes holding the leaders accountable for his/her behaviour, just as the leader
holds them accountable.
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Social exclusion: refers to a process whereby certain groups experience an accumulation of poverty and disadvantage, which thereby
excludes them from participation in common aspects of everyday life.

Sound information systems: it is essential that those involved in the planning of health services have access to reliable up-to-date
information which should be accurate, timely and comprehensive.

Specialist services: care delivered by specialist health care professionals in a variety of settings.

Strategic Objective: high level statement of general aims, challenges or outcomes in line with the mission of the organisation; what
the Board as an organisation and the supporting care groups/functions intend to achieve over the coming years.

Strategy and Policy Advisory Forum (SPAF): a committee set up by the North Eastern Health Board in August 2001.  The purpose of
SPAF is to formalise and standardise the approach to the development and ratification of strategies and policies throughout the Board. 

Strategic planning: is the process of clarifying what an organisation is about, deciding what is and is not a priority for the use of
resources and setting out a clear direction and concrete goals for the future.   Strategic planning means looking at the organisation as a
complete entity and is concerned with its long-term development.

Supervision: process in which a worker is given responsibility to work with (an) other worker(s) in order to meet certain organisational,
professional and personal objectives.  These objectives are competent, accountable performance, continuing professional development
and personal support.

Synergy: results from different individuals, departments, or services working together and stimulating new ideas that result in greater
productivity/performance.

Team: small number of people with complementary skills who are committed to a common purpose, set of performance goals and
approach for which they hold themselves mutually accountable.

Temporary Teams: teams formed to meet the specific needs of a service user/family; members of the teams may come from different
disciplines, existing teams, services or other organisations working together. 

Terms of reference: pre-determined guidelines which set out the remit and scope of a committee or working group.

Whole-systems perspective: this relates to viewing organisations as systems.  A system can range in size from an individual team or
department, to a hospital, a health board or the total health system.  A systems approach refers not only to the formal system of
strategies, structures, authority, roles and procedures but also the informal systems of relationships, networks, culture, history and
attitudes.  It refers to all these elements individually and also considers how they interact with one another and affect each other.  In
taking a whole-system perspective it is important to recognise the complexity of how different parts of a system interact with other parts,
to examine the inter-connected and inter-dependent elements and to recognise that a change in any one part can have a knock on effect
in other elements whether intended or unintended.

Value for money (VFM): establishes whether resources have been acquired, used or disposed of economically and efficiently.
Examinations can also investigate whether public bodies have appropriate systems, practices and procedures for evaluating the economic
effectiveness of their activities.

Virginia Pilot Project Model: the Primary Care Team in Virginia is one of ten pilot implementation projects in the country and is
situated in the North Eastern Health Board region.  These Primary Care Teams have been established in accordance with
recommendations in the Primary Care: A New Direction (2001). The Primary Care Team in Virginia is a multi-disciplinary team consisting
of  General Practitioners, a GP Registrar, Nurses, a Physiotherapist, an Occupational Therapist, a Social Worker, Home Care Assistants,
Home Helps as well as Administrative and Managerial staff. 

Vision: a relatively short description of the desired/better future state of the organisation.

Volunteerism: the carrying out of work by persons who do not expect to be remunerated in any way for their efforts.
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NEHB Documents
During the process of developing A Health Strategy for the People of the North-East all relevant NEHB Strategies, Policies, Service Plans,
Annual Reports and other relevant documents were reviewed to support the analysis and development process.  A full list of the
documents consulted is available from the Organisation Development Unit, NEHB Head Office, Navan Road, Kells, Co. Meath
(046-9280533).

A Health Strategy for the People of the North-East: Supporting Documentation
In addition to the final Strategy document, a number of other Strategy related documents were produced as part of the development
process.

Communications and Public Relations Working Group Submission
Human Resources Working Group Submission
Organisation Development and Integration Working Group Submission
Quality, Evaluation and Performance Measurement Working Group Submission 
Service Modernisation and Development Working Group Submission

Discussion papers on the following areas were also produced: People-Centredness, Integration and Team Working.  All these
reports/papers are available from the Organisation Development Unit, NEHB Head Office, Navan Road, Kells, Co. Meath (046-9280533).
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Organisation Development (OD) Unit in the NEHB.  This work required a very high level of commitment and dedication both to the
process and the task.  There was a strong emphasis throughout on maintaining high standards and developing a participative, inclusive
approach.  The members of the OD Unit included Caitríona Heslin, Noreen Kearns, Sharon Murtagh, Fiona O’Reilly, Tara O’Rourke,
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