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THE OFFICE FOR 

Health Gain 

learning from America 
healthcare in renewal 

24th & 25th October, 1995. 

CONFERENCE PAPERS 



The essential purpose for the office is to facilitate joint working by 

Health Boards to achieve measurable health gain. 

THE OFFICE FOR 

Health Gain 

Working 
The title, Office for Health Gain was chosen 

together 
to reflect and emphasise the requirement that 

to achieve 
everything Health Boards do needs to be for the purpose 

measurable 
of securing health gain for the people they serve 

health gain 
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THE OFFICE FOR 

Health Gain 

learning from America 
healthcare in renewal 

The Office for Health Gain organised an important two day conference on 

the theme of "Learning from America - Health Care in Renewal" on the 24th 

& 25th October, 1995. The conference was held in the Cast/etroy Park 

Hotel, Limerick. 

In the course of the two days each of the 120 invited participants took part 

in a workshop with the four principal contributors. 

Because each workshop was limited to 30 participants there was ample 

opportunity to explore aspects of the visitors experience which was of most 

interest to the audience. 

The accounts of these workshops were compiled by the facilitators and 

rapporteurs following the conference. 
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Workshop 1 

Topic 
Practice Re-designing - Issues relating to designing care strategies. 

I. 

Facilitator 
Dr. Edward Wagner. 

Rapporteur 
Mr. Pat McLoughlin. 

. I . 



PROFILE OF FACILITATOR: 

Dr. Edward Wagnar M.D., M.P.H., is a general internist/epidemiologist and director 01 the Centre lor 

Health Studies and the MacColilnstitutelor Healthcare Innovation at the Group Health CO'operative 01 Puget 

Sound. He is also Prolessor 01 Health Services at the University 01 Washington School 01 Public Health and 

Community Medicine. Current research interests included the development and testing 01 population·based 

care models lor diabetes, Irail elderly, and other chronic illnesses; the evaluation 01 the health and cost 

impacts of health promotion/disease prevention interventions; and interventions to prevent disability in 

older adults. In addition to his work in research and innovation, he co·chairs Group Health's diabetes clinical 

improvement effort. 
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WORKSHOP 1: 

. INJRODUCTION 

Practice Re-designing -

Issues relating to designing 

care strategies~ 

Dr. Wagner's presentation and the discussion 

that ensued concentrated on the benefits which 

can accrue from managing care as opposed to 

managing facilities. Its significance in the Irish 

context relates to the national strategy of 

examining services from the concept of health 

gain and social gain. His presentation challenges 

the preoccupation with acute health facilities and 

argues for a strategy whiCh needs a galvanised 

primary care system to deliver. 

PRESENTATION 

The process through which health status and 

satisfaction is maximised and costs minimised is 

by systematically: 

1. Identifying effective interventions and 

assuring their efficient delivery. 

2. Identifying ineffective 'interventions and 

limiting their delivery. 

3. Monitoring services and their outcomes . 

4. Changing practice if outcomes are not 

optimal. 

A number of factors led to the interest in this 

population based management of care such as: 

,. The providers were asking for help. 

2. There were pressures to add speciality 

manpower and technology. 

3. There was evidence of wides~read 

variations in practices and outcomes. 

4. Attempts at micro-management (such as 

second opinion for expensive investigative 

procedures) were infuriating for 

professionals and yet had only a small 

impact on utilisation levels. 

5. The purchasers (including the 

In the presentation, Dr. Wagner outlined that Governement) were demanding outcomes 

managing care delivery was concerned with data, guidelines etc. 

outcomes, the outcomes being consumer health 

status, consumer satisfaction~ provider 

satisfaction and cost and that managing health 

care can improve health status, chronic illness 

care, mental health care and outcomes from 

surgery. 
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The key to making progress was to establish 

baseline health status information to enable 

measurement subsequently of the improvement 

in health status achievement by managing the 

care. The population is broken down into 

clinically important and distinctive sub-groups. 

The relevant outcome measures are defined and 

measured and the effective and ineffective 

services for this sub-group are defined. This is 

carried out by evidence based medicine, which is 

a system of reviewing literature for evidence to 

support the decision. 

All Physicians in the organisation receive 

training in Evidence Based Medicine. Members 

of this sub-group of the population are then 

identified, e.g. diabetic patients, and an effective 

service is planned for them using evidence 

based medicine. Ineffective treatments or 

services are reduced or eliminated. The process 

of continuously monitoring the literature, 

services and outcomes is carried out by a 

Steering Committee. 

Steering Committees are established for all of 

the sub-groups into which the population is 

broken down. These groups comprise 

representatives from the health professions and 

specialities caring for patients in the subgroup. If 

one takes Diabetes, which accounted for 3% of 

the population by 13% of the total costs of care, 

the Steering Committee comprised 

Diabetologists, General Physicians, other 

relevant disciplines and management personnel. 

Consumers are represented on some Steering 

Committees. These Steering Committees remain 
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in force which provides an organisational 

structure to continually evaluate care and 

outcomes. 

The choice which was facing the organisation 

regarding disease management was to decide 

whether to opt for an enhanced primary care 

model or to develop and support sub

specialisation. It has chosen the primary care 

route supported by a systematic process of 

ensuring that what is effective and ineffective is 

evaluated at the macro level of the organisation 

and implemented at doctor/patient level in the 

community. 

DISCUSSION 

The workshops concentrated on examining 

whether this model or aspects of it could be 

introduced in Ireland. The model can be depicted 

as follows: 



Improving Outcomes in Chronic Illness 

HIGH QUALITY POPULATION BASED PRIMARY CARE 

GUIDELINES PRACTICE 

RE-DESIGN 

PATIENT 

EDUCATION 

EXPERT 

SYSTEM 

INFORMATION 

SUPPORT 

The following points were considered relevant: 

STANDARDS OF CARE 

There was a consensus that the model outlined 
had major advantages in determining what is the 
appropriate standard of care. Participants 
believed that this approach could be adopted in 
a country the size of Ireland with undoubtable 
benefits in terms of determining the quality and 
quantity of care that was required in managing 
chronic conditions. 

CLINICAL VISION 

This vision is critical to ensure that there is an 
agreed picture of the basic ways in which care 
can be delivered. It was the view of participants 
that the independence of the Clinician at all 
levels in Ireland was contrary to this clinical 
vision and can lead to variations in clinical 
practice with ultimately variations in outcomes. 

STEERING COMMITTEE 

The Steering Committee model was perceived 
by participants as being the driving force for 
change in ;clinical practice. The modet was seen 
as inclusi~e in nature of the range of interested 
parties in the various illnesses dealt with by the 
different sub-committees. The participants 
believed that if one takes the example of 
Diabetes that there should be little difficulty in 
establishing a Steering Committee which 
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comprised Endocrinologists, Consultant 
Physicians and Ophthalmic Surgeons. General 
Practitioners, Chiropodists, Dietician and 
Diabetic Nurses and patient representations, 
who could decide on the possibilities of self 
management by the patient and the extent to 
which G.Ps. and other members of the primary 
care team could deliver care in the community. 

INTERFACE BETWEEN PRIMARY AND 
SECONDARY CARE 

The strength of the interface between primary 
and secondary care was considered to be crucial 
in ensuring that primary care was utilised to its 
full potential. The manner in which care is 
delivered in Ireland appeared to participants to 
be detrimental to effective integration. G.Ps. 
who sought Consultants' opinions in effect 
transferred the patient to the Consultant who 
maintained contact with the patient through out
patient clinics or transferred the patient to a 
tertiary centre. G.Ps. complained of "losing" the 
patient to the hospital system and when the 
patient was discharged from Consultant care, of 
a lack of adequate and timely information from 
the hospital system. There was a concern by 
participants that any enhanced role for G.Ps. 
would lead to demand for increased income by 
G.Ps. 



,MEDICAL TRAINING 
Concern was expressed at the way medical 
training is developing in Ireland. It was the view 
of participants that we have moved rapidly from 
a generalist model of training to a model which 
combined generalist training with scope for sub
specialty interest to a model now of specialist 
per se. It was considered that medical training 
had developed without sufficient regard to the 
needs of the patient and, in particular, without 
sufficient consideration to the geographic 
distribution of the population in Ireland. The 
continuation of this model would mean a large 
movement of patients to Specialists for the 
management of basic conditions. Participants 
believed that medical training in the future 
would have to consider maximising the scope of 
a generalist as the most appropriate Practitioner 
who could manage a majority of presenting 
diseases and conditions. 

INFORMATION SYSTEMS 
Participants drew attention to the need for 
extensive development of information systems if 
we are to exploit the potential of medical 
information to improve health and social gain. 
There is a need for data to establish baseline 
health status information. There is then a need 
to have information on the defined sub-groups 
of the population. This would then allow for the 
development of Registers for chronic conditions. 
It would then be possible to measure outcomes 
over a period of time in a focused way. It was 
also considered that our system of eligibility 
militated against a reduced role by hospital 
Consultants and an increased role for G.Ps. in 
that persons other than medical card holders 
had free attendance at Consultant out-patient 
clinics and would have to pay G.Ps. for on-going 
monitoring of their condition. 
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EVIDENCE BASED MEDICINE 
Evidence based medicine was perceived by 
participants as a logical and cost effective way of 
determining how care should be delivered. It 
was agreed that it was important to have a 
structure medically to deal with unwarranted 
procedures. Its strength was seen as being 
driven by practising Clinicians with 
epidemiological backing. Given the difficulty of 
tryi,ng to introduce medical audit in Ireland it 
was the view of participants that structures need 
to be put in place to maximise the benefit of 
Evidence Based Medicine. The benefits of 
having adequately resourced Departments of 
Public Health who would work with each other, 
co-ordinated by the Office for Health Gain, was 
seen as crucial to making progress on Evidence 
Based Medicine. The structure of the Steering 
Committees previously mentioned, with the 
Clinicians taking ownership of the issues, 
supported by Directors and Specialists in public 
health in the research area was considered to be 
a model capable of improving the use of E.B.M. 
in Ireland. 

Participants believed the existing level of 
investment in information systems was 
insufficient. It was also considered important 
that a national health identifier number be 
introduced to ensure accuracy and compre
hensiveness of the data which would facilitate 
the planning of health services. 

ROLE OF THE ACUTE HOSPITAL 
Participants were surprised at the extent of the 
movement away from the acute hospital as the 
focus of care. The reductions being achieved in 
lengths of stay appeared radical but it was 
considered more research was warranted in this 
area. The development of care plans with 
objectives for each day of care in the institution 
were seen as actively facilitating reduced 



lengths of stay .. The independence of the G.P. in 
the·lrish context· and an easier access to an acute 
bed were identified as problems in t.rying to 
determine the appropriate sizes of institutions 
and appropriate lengths of stay. Cultural 
expectations and the system of funding were 
also seen as influencing factors. Participants 
believed that much more sharing of information 
could take place in the Irish Health Services 
regarding the efficiency and effectiveness of the 
delivery of care. To change the focus towards 
primary care would mean convincing the public 
of the role which can be played by the General 
Practitioners and by proving to Hospital 
Consultants that their work will improve by 
having care provided at a more appropriate 
level. 

DR. WAGNER'S RESPONSE 

Dr. Wagner responded that the health gain unit 
in his opinion was the proper approach to 
adopt for the future. He believed the challenge 
was·to integrate the health system in Ireland and 
to enhance the linkages between services. He 
stated that all levels. must work together to 
achieve this integration, that there are gaps in 
the organisation of care and that the challenge in 
this regard is the position of the G.P' The·role of 
the G.P. needed to be strengthened to enable 
them to deal with the challenge of transferring 
care from the hospital to the community. 

Dr. Wagner saw the development of the Directors 
of Public Health as a major strength. He 
recommended that their resources should be 
used widely and wisely and that they should not 
be distracted from the health gain.agenda. 

The shifting of resources from acute hospitals 
was the major development in the U.S. in the 
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last decade and the greatest challenge (acing the 
Irish Health .Service was to ensure a 
different role for its hospitals and to transform 
them to meet needs. 

The timing of the health gain approach meant 
that it was a good time to review information 
requirements. He urged a more intensive use of 
existing computer systems, rather than waiting 
for the perfect data set. He viewed access to 
data as a powerful weapon in convincing people 
of the need to change practice. 

Evidence ~ased medicine had the advantage of 
being apolitical and could be used as a weapon 
to advance the agenda afhealth gain. 

He stressed the importance of Physician 
leadership as this was the key to achieving 
change. The experience in other countries was 
that competition was largely destructive. 

There was a consensus that. a co-ordinated 
approach by the Office for Health Gain on 
initiatives dealing with chronic conditions could 
be acted on over a short time scale with 
major benefits accruing in terms of standards 
and quality of care, providing appropriate care in 
the community and thus ensuring measurable 
health and social gain. 



Workshop 2 

Topic 
"The integration of managed care, health planning and the 
aligning of the incentives of stakeholders as a means towards integration". 

Facilitator 
Mr. Paul Zucarelli 

Rapporteur 
Mr. Tony McNamara 
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PROFILE OF FACILITATOR: 

Paul A. Zucarelli became President and Chief Executive Officer of PARTNERS Health Plan of Arizona. Inc. 

(PARTNERS) in April 1990. Prior to that, Mr. Zucarelli served as Executive Director of PARTNERS since its 

inception in January 1981. Mr. Zucarelli has been a member of the PARTNERS Board of Directors since 

1993. 

During his,tenure with PARTNERS, Mr. Zucarelli has led the company's start-up operations, and has been a 

primary influence in strategic planning, as well as in the development of financial policies and operating 

guidelines. As President and Chief Executive, he has redesigned the company to be market responsive and 

customer service focused, while, at the same time. ensuring fiscal responsibility to the shareholders. 

PARTNERS has become the largest health plan in southern Arizona, serving over 120,000 members and was 

the first commercial health plan in Arizona to be awarded NCQA accreditation. From start up, the company 

has grown to an estimated $200 million in annual revenues-for 1995. and provides employment for 

approximately 300 individuals. 
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WORKSHOP 2 

.U'A'4 "The integration of managed 
care, health planning and 
the aligning of the incentives 
of stakeholders as a means 
towards integration". 

INTRODtlCnON 

Current developments in the provision of health 
care in Arizona are characterised by a movement 
towards a community based approach in 
contrast to the hospital based, competitive 
system which has been pre-dominant in the 
past. 

There have been a number of reasons for this 
change in emphasis and principle. Among these 
has been the drive towards limiting costs to the 
insurers through the managed care environment 
and the realisation that a significant element of 
the case mix in hospitals could be provided in an 
ambulatory primary care setting or in a more 
efficient day care/out patient type hospital 
setting. 

The trust towards limiting fees paid to hospitals 
and specifically to physicians has resulted in a 
significant shift in the supply/demand 
equilibrium of specialist staff who were 
traditillnally paid on a fee for service basis. 
Manage~ care companies who purchase care on 
behalf of payors are taking advantage of the over 
supply of hospital beds and specialty physicians 
and consolidating the oversupply by fixing 
reimbursement for services through capitation. 

The Health Panners of Southern Arizona (HPSAI 
is a purchaser and provider of health services for 
the 180,000 insured people for whom it has 
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responsibility. HPSA operates 9 health centres 
with 631 beds and is contracted with 1121 
physicians of whom 754 are specialists. Its 
purpose is to provide a complete and 
comprehensive range of health services as an 
integrated package to its customers. The range 
of health care services is to be delivered in 
convenient locations throughout the community 
in a customer friendly accessible fashion. 

In the attainment of its mission to: 
u •••• work with our communities to maintain and 
improve their health. Through our 
comprehensive and integrated health care 
system we are committed to providing the best 
value to the customers we serve" 

H.P.S.A. has shifted the paradigm from a supply 
driven to a demand driven model in which there 
is greater empowerment of the purchaser of the 
service and through the market. incentives are 
put into the system which encourage cost 
minimisation and a shift away from expensive 
hospital based facilities. They also are shifting 
their resources toward prevention, early 
detection and screening while working with their 
customers to provide self care literature and 
other educational tools to assist in managing 
demand. 

The health system in the United States is 
different from the Irish health system in a 
number of key respects, viz: 



(al E'mployees in the United States health 
system de not as a general rule have security of 
tenure - thii"exception being in the specialist 
Veteran Hospitals. 

(b) Unlike the Irish system there is minimal 
trade union involvement in the health system in 
the United States with as linle as 20% of the staff 
involved in trade unions. In part of the United 
States it is as low as -5%. Employers in the US 
are moving mOre to. managed care as a tool to 
reduce health care costs and shift cost to 
employees. 

(el Political involvement in the United States 
system is confined to the state run public health 
system and in the privately run clinics such 
involvement is non existent. Health services 
provided on a private basis are in a position to 
operate within the parameters of an economic 
free market environment without being obligated. 
to give due regard to societal or political 
considerations. There is moderate, at best 
regulatory oversight. 

(dl The United States business culture is 
characterised by an ability to take decisive action 
in response to market demands and this has a 
high degree of acceptance by Americans in the 
public sector as well as in the private sector. 
Public sector healthcare (e.g. Medicare, 
Medicaid, CHAMPUSI in the US has begun to 
competitively bid its services to managed care 
companies to take advantage of what the private 
sector has achieved. 

In order to support the management process 
there has been a considerable investment in 
information ,technology and the infrastructure to 
provide the information considered essential for 
the management of the service. In the HPSA it is 
considered that over the next few years the cost 
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of management information systems and related 
personnel will account for over 10% of the 
company's administrative costs. This is 
considered essential if the company is to be in a 
position to constantly improve on quality. meet 
accreditation standards, actively manage the 
healthcare costs and report on the performance 
of the company in its market. 

The hospital system in the United States is 
characterised by the following principle features: 

(a) There is a strong bias towards the 
incorporation of incentives and the rewarding of 
staff on. the basis of superior performance 
defined as superior service and efficient use of 
resources. 

(bl Hospital care is characterised by an 
accelerated trend towards the development of 
day care/ambulatory facilities and it is estimated 
that up to 40% of a hospital's workload in 
Southern Arizona can be performed on a day 
case basis. 

(el Health workers do not have security of 
tenure and are consequently more vulnerable to 
the vagaries of the health market. HPSA is in the 
process of a multi-year plan to reduce its 
workforce through continual process 
improvement and re-engineering. Integration of 
the components of the health system has 
identified several areas of duplication of 
resources. 



(d) The United States health system is 
characterised by an over supply of beds and 
staffing, a proliferation of new technologies and 
a very considerable teaching and research 
overhead in respect of teaching hospitals. 

Ie) There is a trend towards a reduction in the 
number of sub-specialists and their 
redeployment into a primary care environment. 
Within the managed care environment there is a 
tendency towards the employment of 
generalists. 

(fl The involvement of medical staff in the 
management of the health service is considered 
essential in order to improve quality, increase 
efficiency and advise on the re-engineering of 
services. Most crucially the involvement of 
medical staff provides a vehicle to persuade 
clinical colleagues of the merits of changing 
clinical protocols and regimes. 

The development of Health Maintenance 
Organisation (HMO) and the empowerment of 
primary care physicians has been the 
mechanism to effect major changes in the 
provision of health services in the U.S. The 
ability to shift resources toward the provision of 
care in the most appropriate setting at the most 
economical cost with the resultant downsizing of 
hospitals has been remarkable in the last five 
years. HPSA has taken advantage of this 
stratepy to downsize its infrastructure while 
building and operating its own HMO to enroll a 
defined population in its market into its 
packaged services. 

The changes have been made possible because 
of the dramatic changes in the supply/demand of 
physicians. As the market changes and requires 
less physicians - particularly specialists - an 
oversupply has resulted. This has enabled 
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purchasers to take advantage of their relatively 
stronger position to force changes in the 
provision of services. What is less clear is the 
reaction in the health market when the position 
stabilises and the supply and demand of 
physicians reaches a new equilibrium. It is likely 
that when this stage is reached - likely to be in 
the short term - the frantic pace of change will 
slow down and a new market arrangement will 
have resulted. 

The implications for teaching hospitals are that 
the teaching and research overhead is not going 
to be sustainable on the same scale as is 
presently the case. HMOs in search of maximum 
service, high standards at minimum cost will not 
be prepared to fund the additional costs 
associated with medical schools. It is likely that 
the number of medical schools will reduce and 
the basis of their funding _viII shift away from 
public grants and insurance companies towards 
an ever greater reliance on industry for survival. 
It is anticipated that medical training and 
teaching will migrate toward an 
ambulatory/community mode and away from 
the hospital. 



LESSONS FOR THE IRISH HEALTH SYSTEM: 

One of the most striking lessons has been the 
extent to which the component parts of the Irish 
Health System - primary care, community 
services, hospital care and the work of voluntary 
organisations - have integrated to playa 
complementary role in the overall provision of 
health care. This is a major strength of the Irish 
health service which at 7.5% of G.D.P. consumes 
a far smaller proportion of G.D.P. than its 
American counterpart. 

However. these observations should not detract 
from the difficult challenges which face the Irish 
health service. In essence the challenge for the 
Irish health service is to re-shape the delivery of 
care in a manner which ensures that health care 

is provided in the most cost and clinically 
effective manner and in the most appropri~te 
setting. The National Health Strategy signalled 
these as core objectives but the market changes 
in the United States have been the catalyst for a 
radical overhaul of the system there. 

What is to be the catalyst for such a radical 
change in this country's health system? Who 
will play the lead role in forcing such changes 
into the Irish health market? 

The Irish hospital system differs from that 
commonly found in the United States in a 
number of important respects, viz: 

(a) Consultants are holders of individual 
contracts of employment which convey upon 

them guarantees of security of tenure, 

entitlement to private practice and assurances 
that changes in the organisation of clinic and 

other service matters will not be undertaken 

without their explicit agreement. 
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(b) The importance of the political environment 
can hardly be overstated in the Irish health 
system since it frequently seems to limit the 
capacity of policy makers to give proper 
weighting to business criteria in favour of social 
considerations. 

(e) Because the Irish health system is by and 
large publicly funded, accountability 
arrangements differ from the United States and 
decisions taken at Health Board level regularly 
result in debate at political level and indeed 
frequently elicit Ministerial response in the Irish 

Parliament. 

(d) The degree to which the Irish centralised 
system limits the capacity of agencies to 
manage their own affairs and serves to enhance 
commonality of approach throughout the 
country. 

(e) The incentive structures for General 
Practitioners and Consultant medical staff are 

not structured in a manner which serves to 
minimise admission to hospital and early 

discharge back to the primary care physician. 

(f) Heretofore. the existence of a virtual 
monopoly situation in relation to the Irish health 
insurance market has served to limit the'extent 
to which best practice is regarded through the 
payment structure for public hospitals. 

(91 It is indeed remarkable, the extent to which 
Physicians are involved as a matter of routine in 

the management structures and systems in the 
United States. Their involvement in the 
management process has been crucial to the 

corporate decision making process at one level 

and to the development of clinical pathways and 
best practice at the depanmental level. 



So what are to be our responses to these 
observations as we seek to reshape our hospital 
system to make it.more responsible to the needs 
of the patient and more integrated into the 
overall health care system? 

At national level we do not have a policy on the 
future of acute hospitals. Can we as a nation 
continue to sustain the very large number of 
general hospitals which we presently have in this 
country in the face of changes in the 
technological, medico-legal, teaching and other 
environments which are serving to increase 
operating costs in excess of inflation? 

It is difficult at this point to ascenain the catalyst 
for major change in the delivery of the Irish 
hospital system. Is it cost pressure, service 
improvement or customer quality demands that 
will drive improvements? How will public 
policy or regulation shape this debate? 

Changes are already taking place in the delivery 
of services on a day care basis and in integrating 
hospitals and community services to a greater 
extent than has been the case in the past. A 
measure of the success of the transition towards 
shorter lengths of stay and greater efficiency in 
the Irish hospital system is the increasing 
number of patients treated since the mid 1980's 
notwithstanding the very significant reduction in 
the number of acute hospital beds in the 
countrv. 

But much more needs to be done to accelerate 
the process of changing the face of our hospital 
system and it seems that General Practitioners 
may fill a crucial role in the future in acting as 
purchasers and arbiters on the quality of service. 
The current General Practitioner contract 
predicated as it is on the principle of capitation 
payment will need to be re-examined and 
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consideration will have to be given to the 
question of incentives for producing quality, cost 
effective results along with improved service 
levels. 

The Consultants contract is already under review 
and presents an opportunity to consider some of 
the issues which have been highlighted in this 
text. 

In order to set the context for these discussions 
a national framework needs to be put in place 
which will serve to clarify the Depanment of 
Health policy on the future organisation of 
hospital services. 

SUMMARY OF LEARNING POINTS FROM 
WORKSHOPS 

There must be incentives in the health 
system in order to move away from a purely 
supply driven model to one that recognizes the 
demand requirement of the community's 
constituencies. 

Clinical involvement by all types of 
physicians in management is essential for the 
development of best clinical practice in hospital 
and improved quality of decision making. 



A fundamental difference exists in the I~gal 
relationship 'between ,Physicians and hospitals in 
the United States and between Consultants and 
health agencies here. The presence of managed 
care organisations in the United States has 
caused providers of health services to,· make 
fundamental changes rapidly. 

The extent to which the Irish health service 
is un ionised differs Quite substantially from the 
United States and determines in some measure 
the capacity and pace to effect change in 
practice. 

The political dimension of the Irish system 
contrasts with the free market characteristics of 
the U.S. system. 

Quality of ' service is central to the delivery 
of health care in the United States and the 
market there is sensitive to the demands of the 
pUblic. Examples include wait times in the 
physician office, appointment availability and 
ease of administration in the process to see 
consultant physicians or receive diagnostic 
services. Additionally, physicians' practice 
patterns and outcomes are being measured 
against standards to review/improve practice 
variation. 

It is not at all clear how the rr~rt.c.~ will react 
when the supply of physicians ... ...fl!als demand in 
the U.S. and this is likely to happen in certain 
mature managed care markets over the next 2~3 

years. 
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The relationship between teaching/research 
and the provision of service in American 
hospitals has changed because of the hesitancy 
of insurers and payors to fund the 
teaching/research overhead in ·the manner in 
which this was done previously. 

Shifts in the manner of providing hospital 
services and in the funding balance between 
primary care and hospital care need to be 
managed carefully in order to be successful. 



Workshop 3 

Topic 
Clinical Guidelines/Intervention Strategies 

Facilitator 
Dr. Jinnet Fowles 

Rapporteur 
Dr. Sheelah Ryan 
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PROFILE OF FACILITATOR: 

Jinnet Fowles Ph.D. is Vice President of Research and Development at Park Nicollet Medical Foundation 
in Minneapolis. Minnesota. Park Nicollet Medical Foundation is an independent health care research and 
education foundation with close ties to a large multi-speciality group practice and a large HMO in the Twin 
Cities. She heads a research unit with an annual budget of over $6 million and a staff of 44. Dr. Fowles 
received her Ph.D from Stanford University in Communication Research. Her undergraduate degree from 
Wellesley College is in An History. 

She conducts applied research in chronic diseases and preventative care. She has directed patient survey 
work in communication. satisfaction, and most recently in health status. She is the principal investigator for 
a cycle of health status and health risk surveys for all ages; infants and toddlers, elementary school age 
children, teenagers, adults and the elderly. Dr. Fowles was the principal investigator for a risk assessment 
project funded by the Physician Payment Review Commission and is currently the principal investigator for 
an intervention study to improve retinal. screening for people with diabetes. She is also working on an 
evaluation of.consumer survey-based repon cards funded by the Health Care Financing Administration. 
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WORKSHOP 3 

Clinical Guidelinesl 
Intervention Strategies 

SUMMARY OF PRESENTATIONS 

Clinical guidelines on standardised approaches 
to health care are being used in the United 
States, primarily to reduce variations in the 
quality of care, but also to achieve the best use 
of resources. They are being introduced across 
,the gambit of continuance of care from primary 
prevention to tertiary care a~d include 
guidelines on referral, ambulatory care, 
decisions to treat and transition care. Parallel to 
guidelines for professionals is a growing interest 
in providing complementary guidelines for 
patients such as self care, .when to access 
service and the appropriate level of service. 
shared decision making. especially for elective 
procedures, through to end of life choices based 
on the patients own value system. 

Physician participation is a key issue in ensuring 
success of implementation of clinical guidelines. 
This is achieved by starting with science-based 
guidelines. adapted for local use by multi
disciplinary teams with performance feedback 
for physician users and a process of ongoing 
review. While employment contracts may 
require physicians to comply with guidelines, 
varied strategies are applied for ensuring 
implementation. These include internal 
strategies where the driving force is an interest 
in quality improvement and monitoring, or 
external strategies which are based on public 
information/feedback and the influence of 
purchasing coalitions. 
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DISCUSSION 

Much of the workshop discussion and learning 
centred around understanding more about 
guidelines, how to engage physicians and 
discussing the strengths and weaknesses of 
implementation in the context of different 
cultures and systems including accountability. It 
was noted that there are no national guidelines 
per se; the National Library of Medicine has a 
data bank where guidelines can be accessed. 
Guidelines with a federal imprimatur come from 
the Agency for Health Care Policy and Research 
IAHCPRj. Topics for guideline development get 
selected by management on the basis of gaps in 
knowledge versus practice, cost savings 
appropriate level of care and care practitioner, 
and focus on patient self help. They are usually 
developed at the federal level or by learned 
societies, modified locally by a multi-disciplinary 
team over a series of meetings and then 
circulated for comment to providers as an 
algorithm which is science and consensus based 
with a measurement component and a patient 
education component. The same team review 
the guidelines annually and as new information 
arises. Simple guidelines work best. It is the 
process for developing gI:Jidelines however, Le. 
local participation and ownership that is the real 
key to successful adopticn. Concerns raised by 
physician providers will be taken on board and 
investigated. However, because outcomes are 
generally evidence based most of the focus is on 
the monitoring of the process. A measurement 
report is generated from the guidelines and sent 
out quarterly as part of the education process of 
physicians. Physicians are trained to understand 
and interpret these. 



The jury is still out on the medico-legal 
implications of compliance with or non 
compliance with guidelines however, most 
malpractice insurers are happier with the 
standardised approach and claim that it gives 
the best provider protection. 

Accountability for the implementation of 
guidelines is achieved firstly through 
employment contracts, whereby new physicians 
must accept and abide by the practices of the 
hospital or provider group. At some clinics they 
are subject to peer review of their cases in the 
first year and patient satisfaction studies 
regarding their interpersonal skills. Non 
compliance is dealt with internally within the 
provider group and while there is no ultimate 
sanction, violation of contract could lead to the 
physician andlor provider group being dropped 
by the purchaser. The weaknesses of physician 
contracts in Ireland were mentioned in this 
context. A further effect of the market-based US 
system and appropriate care guidelines 
development has been the shift towards the 
employment of more generalist physicians to the 
extent that there is now a surplus of specialists 
and sub-specialists. There was a close 
identification with this issue among participants 
of the workshop who felt there is a divergence 
between what is emerging from the specialist 
training programme for consultants in Ireland 
and what is assessed as being the specialist 
needs of an essentially rural population in 
Ireland. 

Much interest centred around the use of nurse 
practitioners to implement appropriate 
guidelines of care under the broader 
accountability of physicians. Part of the 
objective of this is to downskill some of the 
processive care through nurse triage, but in 
other cases it is an upgrading of quality in trying 
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to find the appropriate level and standard of 
care. Development of guidelines for patients 
was probably the least developed in Ireland and 
there was a recognition that some distance has 
still to be travelled in issues such as informed 
consent, shared decision making, development 
of a range of educational materials including 
videos and the setting up of information and 
phone help lines. 

In looking at intervention strategies for the 
implementation of clinical guidelines it was 
noted that system changes can be the most 
efficient intervention strategy, such as increasing 
the price of cigarettes to reduce teenage 
smoking. These arB not always possible 
however, but computerised systems which 
automate things such as patient recall systems 
and standing order policies have been found 
useful. A second level approach is physician 
education where providers are made aware of 
what is good and effective medical care through 
a combination of continuing medical education 
groups that give feedback on performance and 
the use of physician opinion leaders. Despite a 
common belief in education as an intervention 
there is less evidence in Ireland that this 
approach is bein,g pursued by consultants to 
reduce variation in the quality of non primary 
care. In the States patient education strategies 
have been particularly useful in the management 
of chronic illness, particularly using nurse 
facilitators where experience has shown that 
nurses are more readily taught than doctors and 
can effect real change in patient behaviour. 

In looking at public education many questions 
were raised about the cost of information, its 
dissemination and its readership in the U.S., the 
trend has been to reinforce wherever possible 
the information available in self-help manuals 
when calls are made to the help lines. There has 



been a significant reduction in television 
advertising of cigarettes and alcohol because the 
competitive health messages which the media 
were forced to carry were too intimidating. 
While there is a health education programme 'in 
schools, intersectoral co-operation between 
education and the health care system is less of a 
reality in the States than in Ireland. 

Profiling and monitoring of physicians in their 
practices for productivity, costs and quality of 
care has been found to be a powerful tool for 
self-education purposes and physicians have had 
to accept it. The informafion is available only to 
the physician and practice management not the 
purchaser, however, there is often open 
acknowledgement from physicians in general of 
the need for improvement. Not all intervention 
strategies are internal however, and most 
controversy surrounds the external strategies 
such as report cards, consumer surveys and 
performance measures. Report cards 'were 
originally generated by health plans as a 
marketing tool whereby they indicated the 
success of their health plan performance 
according to certain criteria measured against an 
industry standard. The initial information used 
was unaudited and purchasers are now moving 
towards external audited information as the 
importance of this information. is recognised. A 
novel approach is for newspapers in the States 
to carry information on health plans where 
consumers have been surveyed by the state or 
employers as to their satisfaction levels and the 
ratings of what is important to them. The effect 
of this information on people is not yet known. 
However, concern was expressed in discussion 
that performance was being measured by the 
differences between competing health care plans 
rather than against the gold standard of what 
might be desirable for a true health gain 
outcome i.e. the percentage uptake of 
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immunisation. 
" 

" Not all information is used'Just to encourage 
people to do the right thing however, there are 
incentives also for providers such as bonus 
payments systems to achieve,specific quality 
standards, but their effectiveness has not yet 
been evaluated. To bring pressure to bear some 
states release mortality rates by named cardio
vascular surgeons. The effects of such league 
tables has been two-fold. Encoureging the less 
skilled practitioner to retire may be desirable but 
an adverse affect has been the referral out of 
state of the high risk cases in order to improve 
the statistical performance. The severity 
adjustments included in the system may not be 
sufficient to detect such biases. The impact on 
the public of league tables and competitive 
advertising of health plan performance is yet 
uncertain but should be observed in the coming 
months as most Americans review their health 
plan options yearly. 

The final consensus regarding clinical guidelines 
was that the model is readily applicable in 
Ireland. We are not however, in a greenfield 
situation as some progress has been achieved 
particularly in general practitioner care. There is 
a need however, to h~ve a more planned 
approach and make decisions on what the 
priorities should be in the Irish health care scene. 
While health care costs may well decline in 
future there is also a belief that initial investment 
is required to acc_elerate the pace of 
developments particularly in the fields of 
prevention, self help and appropriate care. In 
looking at the most effective intervention 
strategies to implement clinical guidelines the 
feeling is that internal strategies are the most 
powerful and acceptable given that the 
psychological environment in Ireland is different 
from the United States. 



SUMMARY OF LEARNING WORKSHOP 
POINTS 

(al Clinical Guidelines 

Clinical guidelines are applicable as a 
model and there should be a focus in 
Ireland on their development, modification 
and implementation. 

Priorities for development in the Irish 
Health Care System should be in patient 
self care, nurse practitioner care, combined 
physician care and clinical pathways in 

hospital care. 

Guidelines should be applied to all areas of 
work not just to clinical care 

The leadership role of colleges and 
societies in developing and implementing 
guidelines should be developed. 

The process of engaging physicians in local 
adoption of guidelines is crucial. 

For hospitals it is an accreditation issue to 
have clini~al pathway guidelines. 

Guidelines devaloped in the U.S. can be 
purchased and modified for use in Ireland 
to avoid duplication of costs. 

(bl Accountability 

This is a key issue in the public health 
service and there should be a framework 
for achieving accountability, which would 
recognise the key players and who would 
call the shots. 
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Physician contract reviews in Ireland 
should provide opportunities to shih the 
focus more towards health and social gain. 

Contracts should oblige physicians to abide 
by the policies of the health board and lor 
institutions. 

Contracts should provide for regular peer 
reviews of physician work and patient 
satisfaction surveys regarding their 
interpersonal skills. 

(cl Patient Empowerment 

A variety of methods need to be applied to 
empower patients towards self help and 
informed choice. 

Development of self care and health 
maintenance manuals, health information 
phonelines, "walk through" video materials 
for elective surgery, should be usefully 
considered in Ireland. 

Informed consent procedures need review 
with more_ emphasis on shared decision 
making. 

Public opinion on needs, priorities and 
quality issues need to be more actively 
addressed. 



(d) Skill Mix 

International experience is focusing more 
and more on non physician providers 
especially nurse practioners for the delivery 
of appropriate care. 

More emphasis is also being placed on the 
team approach to patient care from 
guideline development and review, to 
appropriate provision of care and 
evaluation of outcomes. 

Employment trends for physicians is 
shifting toward generatists in the U.S.A. 
There is an excess of specialist and sub 
specialists because of the changing needs. 
A dichotomy also exists in Ireland, between 
the product of UK-linked specialist training 
schemes and the perceived specialist needs 
of essentially rural populations. 

(e) Information 

There is a consensus that information is a 
powerful tool for public empowerment. to 
affect physician/provider behaviour, for 
planners and for purchasers of health care. 

Data has power because it has objectivity 
artlund it and can be used as a basis for 
cogent arguement 

The cost of information and its 
administration is not insignificant; careful 
thought needs to be given to information 
and information system requirements. 
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If) Health Status 

The mobility of the U.S. population within 
health plans. i.e. 25% makes it difficult to 
access changes of health status over time. 

i3uideline development and 
implementation has been primarily based 
on a U.S. homogenous population' i.e. the 
insured/employed. Is this a consideration 
for Ireland? 

The focus in gening measures of 
population health status in the U.S. may be 
toward showing no health loss in the face 
of decreased' expenditures rather than 
improving health gain. 

(g) Evaluetion/Outcomes 

Evaluation of effectiveness of health care is 
important; what gets measured usually gets 
done and what gets measured is usually 
important. 

Measurement of outcomes in the U.S. is 
sporadic, most efforts focus on issues 
where the outcomes can be achieved in the 
short term Le. smok:ng and pregnancy, 
rather than smoking and mortality. 



In applying clinical guidelines, the outcome 
is usually scientifically proven and the 
focus tends to be in evaluating the process. 

The issue of outcomes as a sale measure is 
fraught with difficulties, and in the U.S. 
system, can be manipulated by providers 
through choice of patient/practice 
population. This is why risk management 
is now in sharp focus. 

Beware of league tables; without severity 
adjustment for casemix the results can be 
misleading. 

Comparative performance publicity for 
health plans can shift the focus away from 
what is the desired public health outcome 
and real health gain gold standard to be 
achieved. 

(hi IncentivesIPenalties 

Internal strategies geared toward quality 
improvement and monitoring, is perceived 
to be the best model, Le. continuous 
medical education and confidential practice 
profiling of physicians. 

There is no real evidence that financial 
bonus systems for Physicians work; the 
effect of published comparative 
performances/league tables on public 
behaviour and choices is not vet known. 

Theoretically non compliance with or poor 
performance on the application of clinical 
guidelines could lead to breach of contract 
and the dropping of physicians from a 
provider group or the exclusion of a group 
of providers by a purchaser. 

Financial incenti~es have been used 
successfully in gening the compliance of 
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teenagers with returning questionnaires for 
health status determination. 

In conclusion, in comparing the U.S. and the 
Irish system of health care, account must be 
taken of the cultural differences, the approach, 
the homogeneity of the population and in the 
Irish scene the effect of the political system and 
the trade unions. At the end of the day 
questions need to be asked:-

are people healthier? 
are staff more productive 7 
is there a better quality of health care? 

and to answer these we have to look to the 
strengths and weaknesses of each system and 
exploit the opportunities from our understanding 
of each to improve health status, the quality of 
care and best use of resources. 



PANEL FEEDBACK from Dr. Fowles 

Quality of life is very important and is often 
missing in the planned and analytic 
processes. 

There are eight separate health boards in 
Ireland. which provides an opportunity for 
different boards to focus on different 
problems and different methods and this 
should be capitalised on. It is a real 
opportunity to move the agenda forward 
and faster toward health gain. 

Ireland has combined health and social 
services in the same model or service 
provision. This provides an opportunity to 
use all of these forces for health gain. 
which is not available in the U.S.A. Many 
health concerns have social issues as their 
root cause. 

Key Challenges - Dr. Fowles would 
anticipate trouble on the horizon if Ireland 
continues to focus on building hospitals 
and training specialists and sub-specialists. 
In the U.S.A. there is currently an over 
abundance. particularly of specialists and 
sub-specialists. 'Ireland needs to ask what 
are the necessary health services for its 
pnpulation and what are the opportunities 
to do more and more outside o/hospital 
and get the disparate parts of the system 
including general practioners in closer 
alignment. 

There was a lack of discussion over the 
conference two days on the issue of non 
physician providers, i.e. nurses. In the 
U.S.A. the importance on non·physician 
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providers in the delivery of health care is 
gaining increasing momentum. 

It is understood that the nature of contracts, 
particularly for consultants is currently 
under review in the Irish Health Care 
System. An opportunity now exists to 
strengthen the contract towards health and 
social gain Objectives. 

There is a need to continue to focus more 
on multi-disciplinary team approach to 
health care issues and in particular the 
development of guidelines to reduce the 
quality variation in approach to care. 

In conclusion, the greatest strength must be the 
level of interest and eagerness to try new 
approaches among health care professionals 
attending the conference in order to achieve 
health and social gain for the Irish people. 



Workshop 4 

Topic 
"The Oregon Experiment" 

Facilitator 
Mr. Mark Gibson 

Rapporteur 
Mr. Pat Gaughan 
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I!ROFILE OF FACILITATOR: 

Mark Gibson first became involved with health policy issues as an Assistant Fire Chief in charge of 

Emergency Medical Services. During this time he served as an advisor to the Oregon State Health Division 

on issues relating to pre-hospital emergency care, and was elected founding president of a state wide 

emergency medical administrator's association. 

In 1984. he left the fire service to become Chief of Staff to Oregan Senate President John Kitzhaber. M.D. Mr. 

Gibson's activities in health related issues continued through his involvement in the development of the 

state's trauma system, his close involvement in the development and passage of the Oregon Health Plan, 

and through his work on :-eforming the state's small employer health insurance market. 

Mr. Gibs0,n.currently serves as Policy Advisor for Health, Human Resources, and Labour to John Kitzhaber, 

Governor of Oregon. 
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WORKSHOl'4 

."'Q'" " The Oregon Experiment" 

SUMMARY OF PRESENTATION 

The "Oregon Experiment" was born out of 
concern in the State of Oregon that an increasing 
number of its citizens were falling into a gap 
between its Governments financed health 
programmes - (Medicare and Medicaid) - an~ 

private coverage through employment. Those 
citizens, (about 12% of Oregonians) therefore, 
found themselves without any medical cover. 

Medicaid is a programme that provides all 
medically necessary services to certain 
categories of poor people but not to all poor 
people e.g. families with dependent children. the 
blind or disabled. Medicare. on the other hand. 
is a federally administered "entitlement" 
programme for those in the category over the 
age of 65. It is not means tested. Together. 
Medicare and Medicaid provide health coverage 
to approximately 19% of Oregonians while 
private insurance linked to employment provides 
coverage for 69% of Oregonians. There was 
growing consensus 'that universal coverage for 
some level of health care must be a central part 
of the state's plans. However, the emphasis was 
on 'health'. Health care was seen as a means to 
an end, not an end in itself i.e. health care is not 
necessarily synonymous with health. It was also 
clear that medical procedures were not of equal 
value in effectiveness in producing health. 
Universal coverage was accomplished in 1989 
when eligibility for Medicaid was extended to all 
those who had a family income below the 
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federal poverty level. This sorted out "who was 
to be covered. A much more difficult question, 
however, was "what was to be covered". 

To help answer that question a Health Services 
Commission was set up consisting of five 
primary care physicians, a public health nurse, a 
social worker and four consumer representatives. 
They were asked to compile "a list of health 
services ranked by priority, from the most 
important to the least important, representing the 
comparative benefit of each service to the entire 
population". The list was to be based on 
consideration of clinical effectiveness and social 
values. 

To address the clinical effectiveness issue the 
Commission used medical condition I treatment 
pairs. These were taken from two widely 
recognised classifications - diagnosis and 
treatment. The Current Procedural Terminology 
IC.P.T. - four codesl and the International 
Classification of Diseases (I.C.D. - nine codes) 
e.g. appendicectomy for acute appendicitis were 
used). The determination of clinical effectiveness 
was based on the input of panel physicians who 
were asked to provide certain clinical 
information about each condition I treatment 
pair in their areas of practice. 

In parallel to the considerations of clinical 
effectiveness the Commission set up a broad 
based public process to identify and anempt to 
integrate the social values into the priority list. 
To do this they actively solicited the views of a 
wide range of different groups across the State. 
These groups included health care interest 
groups. advocates of the poor. the uninsured 
a·nd various consumser groups in general. The 
Health Services Commission encouraged 
attendance and participation in their meetings 
which were held in public. 



They also solicited testimony from a wide range 
of informed sources. An extensive series of town 
hall meetings were held across the State. In all 
forty seven such meetings were held in Oregon's 
thirty six counties. These meetings were open to 
everybody. The process took eighteen months 
and involved a total 27,000 hours of consultation. 

After the consultation phase the results of 
opinions of the participants were tabulated into a 
report by the Health Services Commission. In 
early 1991 a priority list of 709 conditions) 
treatment pairs, divided into seventeen 
categories was compiled (these were later 
amended somewhat, bringing the total number 
under 700 in thirteen categories). The priority of 
the categories was based on the Commission's 
interpretation of the social values generated by 
the public consultation process. Within each 
category the ranking of the condition I treatment 
pairs, reflects the benefit likely to result from 
each procedure and the duration of the benefit. 
Services in the highest category were those for 
acute fatal conditions where treatment prevents 
death and returns the individual to their previous 
health state. At the bottom of the list were 
categories of services for minor conditions and 
those which had little effect on health status. 

The priaritising process is an on-going one. A 
new priority list is generated each budget cycle, 
taking' into consideration such things as new 
technologies and new information on outcomes. 
A protocol has been developed for new items 
included on the list. Because of the budgetary 
constraints, however, the addition of new items 
to the list generally means the displacement of 
other items at the bottom end of the list. A 
certain stability is maintained in the system 
through advocacy on the part of those 
sponsoring new items and indeed'those 

·28· 

defending the continued retention of existing 
items. 

The final list was given to an independent 
actuarial firm who determined the cost of 
delivering each element on the list through 
capitated managed care. The state legislature is 
statutorily prohibited from altering the order of 
priorities established by the Health Services 
Commission. The legislature is, therefore, 
required to start at the top of the list and 
determine how much could be funded from 
available revenues and what additional revenues 
would be needed to fund an "acceptable 
package" . Because of a constitutional 
requirement in Oregon for a balanced budget, 
any increase in the health care budget must 
come at the expense of programmes in other 
areas (such as education). 

It should be noted that the plan covers the initial 
evaluation and diagnosis for all conditions. 
From the point of view of providers under the 
plan a statutory distinction is made between 
actual medical malpractice and not providing a 
service that society is determined not to fund. 

The original plan was altered somewhat by the 
Commission because of the need to ensure that 
it did not violate the provisions of the Americans 
with Disabilities Act. This process took a 
considerable length of time. However, the plan, 
in its present state, was passed by both houses 
of Oregon Legislature with huge majorities in 
both parties, and has been operational now for 
approximately eighteen months. 



DISCUSSION 

Some discussion took place on how others 
reacted to the introduction of the plan and how 
well it was received in the U.S generally. In 
general terms the experiment has gone well 
within the state of Oregon. It received 
favourable editorial covera"ge within the state 
and in some areas of the;broader American 
media. Although it is relatively early days yet 
there has been little negative feedback from the 
recipients. Outside of Oregon, however, the 
experiment has generated :0 certain amount of 
controversy. However, ma'st states in the U.S. 
are under pressure to prioritise the health 
services. A number of states are considering 
similar exercises e.g Vermont, Florida, Georgia, 
Kansas, New Jersey, California. Some of the 
fears centred around the philosophical or ethical 
issues involved. There was a view that one of 
the reasons why the system would be so 
acceptable to the target population within 
Oregon was that they were approaching the plan 
from a low base of existing provision. In other 
words it is easier to ration the services where 
there are very low expectations and there is a net 
gain for recipients. On the other hand, in an Irish 
context for instance, ·it would be extremely 
difficult to "re~rationn existing services with the 
political, social and cultural climate being quite 
different and the 'expectations much higher. 
Some felt, however that the Oregon System was 
an honest attempt to grapple with an extremely 
difficult ethical issue. There was much merit in 
making the choices explicit and involving the 
community directly in prioritising the services to 
be provided. Some took the view that it would 
make the job of doctors and other front line 
professionals more straight forward. There 
would be a ciear understanding of what was to 
be covered and what was not the be covered. 
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In Oregon they appear to have little difficulty 
"turning people away". There was an implicit 
understanding of what was and was not covered. 
This had helped to depoliticise the system and 
there was less wrangling over particular cases, etc. 

Many participants in the workshops indicated 
considerable interest in the consultation process 
adopted by the Commission. The amount of 
consultation and the speed at which it was 
carried out was particularly praise worthy. 
Oregon has a population of- approximately three 
million people. The exercise, therefore, was 
roughly the equivalent of seeking the direct 
views of the people of Ireland, (interest groups, 
pressure groups), etc. in eighteen months. The 
Commission appears to have adopted a 
disciplined approach in terms of re~examining 
particular points made. If certain issues had 
received sufficient attention they moved the 
debate on thereby reducing the amount of time 
spent visiting old ground. A similiar exercise in 
Ireland would probably take longer and would 
involve considerable more "reworking" of the 
issues. As the approach was one of integrating 
social values with clinical judgement (as 
provided by the physicians) issues about the 
general public making judgements on scientific 
matters did not arise to the same extent that it 
might be the case in Ireland. The Commission 
attempted, however, to ensure that it simply did 
not become a case where 'those who shouted 
loudest got most attention.' They went out of 
their way to meet with groups who might have 
been under represented in the earlier stages of 
the consultation process. 

Quality assurance on this system is carried out 
through the auditing process. It is based on two 
main criteria ~ appropriateness of treatment -
timeliness. There were no waiting lists for any 
services except with dental care. To maintain a 



"no -waiting lists" situation budgets have to be 
clearly defined and agreed. As the State must 
maintain a balanced budget on an annual basis, 
over-runs, "if they occur tiave to be balanced by 
the reduction in the list of treatments provided. 

In deciding who should get treatment, age is not 
a determining factor. The factors taken into 
account are median age at onset of condition, 
most appropriate treatment, outcome with and 
without treatment and duration of benefit. Some 
concern was expressed. however, as to how well 
the system would cope with minority groups. In 
Oregon there are a\number of different priority 
groups and so far negative feedback has been 
minimal. Surprisingly some services, however, 
were under-utilised. For example, prevention 
services for children which are provided through 
the General Practitioners have been under
utilised. Interestingly, in the values' expressed 
during the town hall meetings preventive 
services were rated their No.1 priority. The 
difficulty of representing health promotion or 
health education services on what is essentially 
a clinical procedures list was debated. Some felt 

. that the NO.1 priority of the community was in 
fact adequately represented in the final priority 
listing. On the question of how the system 
affected the public versus private mix it was 
emphasised that so far it would appear to have 
closed the gap somewhat between the public 
and private health care in the State of Oregon. 
However, businesses resisted the requirement to 
provide a similar level of coverage to all 
employees on the grounds that the Medicaid 
level of coverage was too expensive. 

In t"erms of structure, the introduction of the 
system had the effect of increasing by one half 
the population covered by Medicaid. Overall, 
more money had to be put into the budget and 
more administrative staff hired to handle the 
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additional transactions. As the State of Oregon 
does not own any hospitals, etc. it did not have 
to involve itself in adopting structures at that 
level. The introduction of a similar system in 
Ireland, however, would have major implications 
for the structures here. Depending on the 
ultimate priority list agreed in an Irish context. it 
could have major implications for the number 
and grades of staff required but particularly for 
the mix of medical, paramedical and nursing 
specialists. 

Ultimately the catalyst for change in Oregon was 
the fact that their existing system was coming 
apart at the seams. The new system put forward 
some security and certainty with regard to how 
their future health needs were going .to be 
addressed. Change in that context, therefore, 
was much more acceptable. 

SUMMARY OF LEARNING POINTS FROM 
WORKSHOP 

The Oregon experiment underlines the 
importance of public awareness 
particularly awareness about the marginal 
or potential health gain from procedures 
carried out. 

The more direct the consumer involvement, 
the more acceptable the final plan will be. 

At present there is no forum in Ireland 
through which the community can express 
!heir preferences directly and the broadest 
range of views can be debated. 



There is a massive effort required to 
organise such a debate and a lot of lessons 
can be learned from the way in which the 
Oregon Commission went about their 
business. However, unless we are prepared 
to put in such an effort the prospects of 
making real change in the system are 
minimal. 

Such an effort leads to a greater sense of 
ownership on the part of the community for 
the system. Making explicit the values and 
the priorities in the system helps to 
depoliticize'it and reduces emotive "shroud 
waving" approach to health care lobbying. 

The Oregon System provides a clear 
structure for decision making thereby 
reducing the kind of ambiguities that we 
sometimes get in Ireland. 

Rationing on a scientific basis with the 
integration of soCial values makes for 
greater equity in the system. 

However, in a country where health care is 
taken as a 'right' much work would have to 
be done on creating a climate in which the 
notion of 'rationing services' would be 
acceptable. 

Any such change would need to be 
accepted by those involved in providing the 
care and requires leadership at 
professional, political and executive level. 

Involving the public or the consumer 
directly can have a powerful 'levelling 
effect' o.n the vested interests within the 
system. 

The system such as that in Oregon does not 
necessarily reduce the clinical freedom of 

individual practitioners but can reduce 
considerably the frustrations associated 
with vagueness regarding entitlements in 
the present system and frustrations 
surrounding the handling of waiting lists. 

The Oregon system underlines the danger 
of putting too much emphasis on 
greater specialisation. 

Those who provide services, however, can 
be influenced if they can trust the 
processes by which the choices are made. 

There is some danger that the benefit of 
gaining community views can be 
lost in the process of translating them into 
an "action list". 

The emphasis in the system on health and 
health gain ultimately ensures 
that it is bener value for money as 
'unnecessary procedures' are eliminated 
from the system. 

In conclusion replicating the Oregon experiment 
in Ireland would probably not be feasible, 
particularly given the-cultural differences and 
existing expectation on what should be provided 
by "right". However, many lessons can be 
learned from Oregon on how to carry out 
massive change in a relatively short period of 
time, how to go about getting the views of the 
consumer and using them to create a more 
equitable, more cost effective and depoliticised 
system. Such change requires leadership at 
political, executive and professional levels in the 
system. However, such a system would render 
decision making at all levels easier and more 
equitable and would reduce some of the internal 
conflict within the system. 



PANEL FEEDBACK from Mr. Gibson 

The overall impression is that the system in 
Ireland has great potential. 

The structures here are bener than those in the 
U.S. panicularly with regard to accountability. 

The philosophical underpinning of the Irish 
health system is well focused with the growing 
emphasis on lifestyle· and health and not just on 
medical interventions. There are, however, 
some contradictions in the system, some 
barriers to progress. 

These are' political in nature. There appears to 
be a grass-roots sense among the Irish public 
that much of health care is about hospital care. 
The public appear to be someway behind on 
their understanding of health gain factors. 

There is a need for greater leadership in the 
larger political arena to help this movement 
towards health gain. 

There is also need for some guiding lights at the 
executive and professional levels to lead the 
system on to a health gain agenda. 

In conclusion you need to build on the strengths 
of "integrated services" and develop a compact 
system and national agenda to go after health 
gain. 
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