


The McKinsey Report 

THE Health Act, 1970, will be difficult to implement. 
It is much more difficult to alter an ancient ad- 
ministrative system than to introduce a scheme de 
nova. I t  was a good decision to seek the aid of 
Management Consultants and the McKinsey recom- 
mendations are a testimony to the value of an 
analysis made by a team sufficiently remote to be 
objective. The report is succinct and beautifully 
set out and it is essential that it bc widely read 
and criticized. 

?, 
The Report highlights the fact that it is all too , often forgotten that the object of change is to pro- 

/ duce an improvement in Health Services. If this 
i could only be blazoned in every office! A distinct 

impression emerges that McKinsey and Company 
were unimpressed with many of the provisions of 
the Health Act and if their recommendations on the 
Health Boards are accepted they will prevent Re- 
gional Hospital Boards having an effective role. If 
the Regional Hospital Boards are ditched then it 
must follow that the balkanization of our hospital 
system is to continue albeit with larger units. The 

' make-up of the Health Board areas of catchment 
; for hospitals is such that it will become obvious 

, , 
that some are ill designed for this purpose. 

McKinsey and Company are explicit in their 
recommendations that doctors should be given a 
larger role in the management of the Health Ser- 
vices. This is in line with the spirit of the Health 
A n  which allows a good representation to the pro- 

, fession on the various Boards created by the Act. 
It was a great pity that no medical man was ap- 
pointed a C.E.O. to a Health Board. I t  is known 
that some M.O.H.'s of proven ability were appli- 
cants for these posts. The uneasy feeling exists that 
they were unsuccessful because they were doctors. 
In order to induce a proportion of doctors with 
admmistrative talents into Health Service Manage- 
ment it is vital that this suspicion be allayed and 
that the McKinsey philosophy be adopted. 

Every doctor knows the danger of the diagnostic 
label whereby similarities obscure all too real dif- 

,ferences. The fact that the country is divided into 
eight Health Boards should not lead to the con- ' clusion that each Health Board should have the 

/ same administrative structure. The great majority 
' of practitioners in Dublin at both general prac- 

titioner and consultant level are not employed by 
Health Boards and one would like to see an ad- 
ministrative structure which is geared more towards 

encouraging positive effort by independent agencies 
rather than one which lays such emphasis on man- 
agement. The danger is that Programme Managers 
will take their titles literally. 

It is reasonable that the work of a Health Board 
should be subdivided. McKinsey divides the work 
into Community Care, Special Hospital Care and 
General Hospital care. Special Hospitals are mental 
hospitals, mentally handicapped institutions and 
ge~iatric hospitals. This may give a fairly even work 
load, but it will tend to perpetuate the present un- 
fortunate divisions between psychiatric and somatic 
medicine and between acute and long stay hospitals. 
There are services such as obstetrics, care of the 
mentally handicapped, ophthalmology, welfare 
homes for the aged, which offer much more 
natural planes of cleavage in the larger areas, al- 
though preferably institutional services should not 
be subdivided. The reasons given for not doing 
this are unconvincing and if the actual work-load 
in terms of Health Board institutions were more 
closely studied for each area this assertion could 
be substantiated. 

One of the great virtues of the Health Act, 1970 I 
is that it will create a career structure for health I 

service administrators. McKinsey and Company are 
obviously concerned at the need to appoint person- 
nel to operate the senrice. Many of these will re- 
quire in-senrice maining. There is an obvious need 
for a well designed training scheme and the Urf,iver- 
sities should he called upon to provide sultsble 
courses. 

McKisey and Company's terms of reference did 
not include the relationship between Ceritral 
Government and local administration. Great em- 
phasis is laid on the need to delegate decision taking 
so that administration can be effective leaving top 
management to set objectives and measure results. 
The whole machinery grinds to a halt if all decisions ? 
are resewed to the Department of Health and if : 

within the Department they are all channelled 
towards one exit. The present system is highly ' ' 

centtalized and the amount of frustration engendered 
is enormous. If the result of the changes pro~osed 
is merely to increase the -number of intermediaries ; 
between the site of action and the site of decision I 

making and to swell the contents of files then it i 
will take more than Management Consultants to 
tidy up. 
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Erskine Childers,  Esq. , T. D. 
TQnaiste and Minister for  Health 
The Department of Health 
Custom House 
Dublin, 1 

Dear ~ S n a i s t e ,  

87 Jermyn Street, London, S.W. I 

01-839 8040 

November 25,  1970 

In Julv. vou asked us to advise vou on severa l  ma t t e r s  relating to the - ,. , - 
eight new Health Boards. With this le t ter  we submit our repor t  - Towards 
Better Health Care: Management in  the Health Boards - which te l ls  you what 
we recommend and why. 

This le t ter  summarizes ,  for your convenience, our t e r m s  of reference 
and approach, our view of the Health Boards'  task,  ou r  recommendations and 
suggested steps for implementation. 

Te rms  of Reference 

The Health Boards were se t  up by the Health Act, 1970, which was passed 
before our assignment was discussed. Our t e r m s  of reference,  therefore ,  
limited our study to the organization of the Health Boards themselves,  and we 
were  not asked to advise on the overall  administrative organization established 
by the Act - i. e. , on the organization of the  local commit tees ,  the th ree  
Regional Hospital Boards,  and the Comhairle na nospidkal, a s  well a s  the  
Health Boards. We did t r y ,  however, to understand f r o m  thelegislation, the 
supporting memoranda and f r o m  discussion how these statutory authorit ies 
were intended to interrelate .  (See Appendix B of the report .  ) But we did so  
only to understand the role that the eight Health Boards would fill and to  le t  our  
r eade r s  know what ou r  assumptions were. If you should decide, on fur ther  
investigation, to allocate different functions to ,  for  example, the Regional 
Hospital Boards,  our recommendations may  need some adjustment. 



In our assignment, therefore, we were not concerned with the overall 
organization but with ways of organizing the Health Boards to carry  out their 
responsibilities. Specifically, we were asked to answer four questions 
(explained in more detail in Appendix A). 

1. How should the Health Boards themselves conduct 
their affairs ? 

2. What guidelines should be given concerning the 
executive structure under the Boards? 

\ 3 .  What local offices would be needed? 

i 4. What further steps would be required after our 
recommendations were made and before the Boards 
took over responsibility for the publicly administered 
health services on April 1 ,  1971 ? 

You asked us to answer each of these questions by November 1970, so 
that you could consider our answers when preparing your guidelines for the 
Health Boards. 

Approach 

Appendix A explains how we set  about answering these questions i n  the 
limited time available. All we need say here i s  that we have concentrated on: 

1. Gaining a clear understanding of the particular 
opportunities and problems that the Health Boards 
face in setting out to improve health care  

2. Studying the functions and procedures of existing 
health authorities and proposals for change made 
by commissions and individuals 

3 .  Assessing the appropriateness and feasibility of our 
recommendations as  we developed them. 

For this purpose we have, a s  you know, discussed these recommendations 
extensively before writing the present report, particularly with senior members 
of the Department, the CEOs, senior officers of the health authorities and 
representatives of al l  the health professions. 



iii 

View of the 
Health Boards' Task 

Underlying the recommendations we make is  our view of the Health . 
Boardst task - a view that is  explained in Chapter 1. Most people would agree n 

that the Health Boardst objective i s  to ensure that a high level of comprehensive 
health care is  provided for the population of their area. For this purpose, on 
April 1, 1971, they will take over responsibility for running the publicly 
administered health and welfare services. But their role will not be static. \ 
Instead, they will set out to improve health care  with the resources available. 1 

They a re ,  of course, only one link in a chain that stretches from the 
individual patient, through the clinician, back to the national determination of 
needs, priorities and available resources. Their unique importance i s  that 
they can 

1. Plan how to translate into effect at  the local level 
a national priority - e. g. , better care  of the aged - 
determining how the full range of health and welfare 
services can best be deployed to this end 

2. Ensure that the plan i s  implemented a s  far  a s  the 
publicly controlled services a r e  concerned, influencing 
implementation through many voluntary agencies 

3 .  Explain to the Department (when submitting budgets) 
the relationship between funding and levels of service 
(including the implementation of planned improvements), 
thus making a strong case for resources and then 
allocating them to achieve defined purposes 

4. Monitor from the patient's viewpoint the effectiveness 
with which the full range of services i s  delivered. 

We believe that the Health Boards must have an organization and 
supporting management processes which enable them to perform these four 
tasks well. Our recommendations a r e  summarized in the next section. 

! / Recommendations 

"'"k '1 In the report we set out our recommendations in three chapters 

I 9 Organize to Achieve Objectives 

I i 9 Delegate to Manage Services 
I 
/ 1 7 Act to Implement Recommendations. 

Here. we discuss each in turn. 
I 



Organize to 
Achieve Objectives 

We recommend that the Boards should 

1. Divide services into manageable units for patient care. If the 1 
organization is  to be effective, i ts  members must be able to ask questions 
like: 'What are we trying to achieve with this service - i. e . ,  what i s  our 
objective? 'Is this the right level of expenditure in terms of i t s  priori ty? ' 
'How important is  this service in terms of total health ca re? '  'Are we pro- 
viding the right services to achieve the objective?'. To meet this requirement 
we have grouped services into three main programmes*: Community Care, - 
Special Hospital Care (the acute and long- stay hospital services for the old, - 
t m t a l l y  ill and the mentally handicapped), and General Hospital Care (the 
hospital services directed primarily towards cure of isolated episodes of 
physical illness). 

1 
2. Delegate responsibility. The Boards should delegate consider- 

able responsibility - within guidelines - to the CEO and he, in turn, should 
delegate clearly defined responsibilities to his senior officers. In carrying out 
their responsibilities the officers would be required to report back to the CEO 
and the CEO to the Boards. This process should ensure that the Boards receive 
clear briefing on the plans for each group of services, the effect these plans 
should have and the resources needed to car ry  them out. This belief in the 
vital importance of delegation underlies our recommendations. Specifically, 
we recommend that the Boards appoint programme managers to take charge 
of the three groups of services we defined, and functional officers to take 
charge of staff departments. In addition, we recommend that local offices 
retain many of their present responsibilities for community care.  

7, 3 .  Integrate professional and administrative staff. As far a s  1 

, possible, people from the different parts  of the service should operate a s  a 
single team. Management should not be seen a s  the prerogative of the 
administrative staff, but rather as  an essential concern of all health service 

1 personnel. Thus, professionals should not be restricted to an advisory role 
1 in management, and the senior management teams of the Boards should draw 
I upon the ablest managers in the service, whatever their backgrounds. I 

! * - The te rm 'programme' occurs often in the report and refers  to a group of 
services with a coherent objective. Each programme consists of sub- 
programmes (e. g . ,  Community Care comprises personal, preventive and 
environmental health services, and welfare services). Programmes could 
be differently arranged but the groupings chosen a re  considered the most 
useful at the present time. A definition of some other terms used in this 
report appears in the glossary after  Chapter 3 .  



4. Account for  expenditure. The Boards should account for ' i  

expenditure in such a way that the financial information provided aligns with 
the grouping of serv ices  (i. e. , the programmes) .  This information should 
also enable the Boards to see the relationships between resources  used ,  
targets aimed a t  and resul ts  achieved. 

5 .  Set performance measures .  If they a r e  to se t  ta rge ts  and r 

evaluate resul ts  in an  objective and quantified way, the Boards must  se t  p e r -  
formance measures .  W e  do not deny the value of intuition, but we emphasize 
the need to use available yardsticks intelligently. " M14.6&' 

6. P r e p a r e  action plans. If the Boards a r e  to achieve the i r  objec- \ I  
t ives they should prepare  action plans that break down what they wish to  achieve 
into specific tasks,  with individual responsibilities assigned and ta rge t  dates  
set .  

Delegate to  
Manage Services  

We have already established that both the Boards and the CEOs will need 
to delegate i f  the organization i s  to be effective. In this  section we recommend 
the following roles for the Boards and the i r  officers:  

1. Boards maintain overal l  control but delegate execution. j 
To do s o  they should 

- Reserve  to themselves such functions a s  will 
enable them to exerc ise  r e a l  control while 
giving the i r  officers the  freedom required for 
speedy and consistent action. Specifically, 
this  means  that the Boards  should ----- s e h b j e c -  

- Delegate al l  executive functions to  the  CEO. 



2. CEOs delegate certain executive responsibilities. They 
delegate to 

- Officers in the manasement team by .-- _1--- 

. Assigning to programme managers the 
responsibilities for planning, imple- 
menting and monitoring agreed health 
care  improvements in defined groups 
of services 

Assigning to functional officers the 
responsibilities for finance, personnel, 
and planning and evaluation 

. Using programme managers a n d d s :  
tional officers a s  a management team 

/ Giving to one of the programme 
!;i ' 

managers the additional responsibility 

/ of acting as  Deputy Chief Executive 
)ii Officer when required. 

- Officers below management team level by 

. Carrying out an investigation of the 
staffing required below the management 
team level and setting up the approp- 
riate organization, with revised areas 
of responsibility. 

. Establishing hospital executive com- 
mittees in large complex institutions 
to involve the public, and the medical, 
nursing and administrative staff in 
management decisions. 

% .- 

- Community care teams by 
_I___ ,. 

IC . Making localoffic'es the basefor 
i I $1 a 
/\I 
LI 

. Appointing one person, responsible to 
the Programme Manager, Community 
Care, to administer the community 
care services provided by each local 
office and sub-office; in most cases 
the community physician wo-1 
t 5 Z s s ; b v  - 
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3 .  The Boards set up a small number of committees to 
perform additional tasks. 

- Visiting committees of the Board should visit 
and report on the state of hospitals and 
ensure that approved recommendations are 
implemented. 

- Ad hoc committees should advise the Board 
on the development of particular services 
o r  on such other matters a s  the Board deems 
necessary. These ad hoc committees should 
be temporary and should disband when the 
particular tasks for which they were estab- 
lished have been completed. 

The Boards have the key responsibility for planning, implementing and 
monitoring health care improvements using the available resources. Our aim 
has been to equip them for this task. 

Act to Implement 
Recommendations 

We bklieve that if the Health Boards a r e  to start  successfully on 
April 1, the Department, the Boards and the CEOs will need to coordinate 
their efforts to implement our recommendations. They will need to 

1. Set up the organization of the Health Boards by 

- Taking urgent steps to select and appoint manage- 
ment teams and to determine the number and 
grades of staff required below management team 
level 

- Training the officers, starting with the CEOs, 
to prepare them for the tasks ahead 

- Implementing the recommendations on local 
offices on an office-by-office basis 

2. Install management processes by 

- Developing the budgeting and management infor- 
mation systems required by the Boards and their 
management teams. 

Answering the questions that you posed has proved a fascinating assign- 
ment. We believe that you have been extremely far  sighted in allocating 
responsibility for comprehensive health care  to Boards that a r e  not remote 
from the people whom they serve. We a re  delighted to be associated with you 
in this unique development. 
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During our work we have received much help and cooperation f r o m  a l l  
those with whom we have been involved, both outside and inside the Department.  
We should like to take this  opportunity to  thank you and a l l  those who have 
helped us, for the understanding and courtesy that has  been extended to us  
during our study. 

Also, we shal l  be pleased to  explain and d iscuss  the repor t  whenever you 
and the Health Boards  consider this  would be helpful. 

Respectfully submitted, 

McRinsey & Company. k c .  



TOWARDS BETTER HEALTH CARE: 

MANAGEMENT IN THE HEALTH BOARDS 

THE DEPARTMENT OF HEALTH 

VOLUME I 

TABLE OF CONTENTS 

INTRODUCTION 

ORGANIZE TO ACHIEVE OBJECTIVES 

Organization Structure 
Division of Services  Into Manageable Units for 

Patient C a r e  
Delegation of Responsibility 
Integration of Professional  and Administrative 

Staff 
Management P r o c e s s e s  

Accounting for Expenditure 
Setting Per formance  Measures  
Preparing Action Plans 

DELEGATE TO MANAGE SERVICES 

Boards Maintain Overall  Control but Delegate Execution 
CEOs Delegate Cer ta in  Executive Responsibilities 

Officers in the Management Team 
Officers Below Management Team Level 
Hospital Executive Committees 
Community Care  Teams 

A Small  Number of Committees Advise Each Board 
Advisory Committees 
Visiting Committees 

ACT TO IMPLEMENT RECOMMENDATIONS 

Setting Up the Organization in the Health Boards 
Select Officers 
Tra in  Officers 
Specify Tasks  

Installing Management P r o c e s s e s  

GLOSSARY 



TABLEOFCONTENTS 
(Continued) 

Tables 

Facing 
Page 

1 - Grouping of Services Into Programmes 1 - 3 

2 - Organization in a Larger  Health Board Area Following Page 
1 - 3 

3 - Organization in a Smaller Health Board Area  Following Page 
1 - 3  

4 - Programme Budget - Dublin Health Authority 1 - 6 

5 - Examples of Indicators 1 - 6 

6 - Action Plan for Improving Care  of Geriatr ic  
Patients in 'X '  Health Board 1 - 7  

7 - The Management Team in a Larger  Health Board 2 - 3  

8 -. Hypothetical Organization for a Relatively Large 
Health Board 2 - 7  

9 - Implementation Timetable of Next Steps - Select 
Officers 3 - 1  

10 - Implementation Timetable of Next Steps - Train  
Officers 3 - 2  

11 - Implementation Timetable, of Next Steps - Specify 
Tasks 3 - 4  

12 - Implementation Timetable of Next Steps - Install 
Management P rocesses  3 - 5  

13 - Action Plan for Improving Care  of Adult Psychiatric 
Patients 3 - 6 

14 - Implementation Timetable of Next Steps - Key Following Page 
Implementation Checkpoints 3 - 6  



TOWARDS BETTER HEALTH CARE: 

MANAGEMENT IN THE HEALTH BOARDS 

THE DEPARTMENT OF HEALTH 

INTRODUCTION 

The Health Act of 1970 created eight Health Boards.  In August we were 
asked to a s s i s t  the Department of Health in studying how these Boards should 
conduct their  affairs,  what guidelines should be given concerning the functions 
of the officers of the Boards and what local offices would be needed. A 
summary of our t e r m s  of reference and the approach we used appears  in  
Appendix A. 

Throughout this study we have recognized that the major  responsibil i ty 
of the Health Boards i s  to t ranslate  into effective action, a t  a r e a  level, the  
main objectives of the health service.  These objectives* a r e  

1. To provide and improve comprehensive patient c a r e  I 

for example by 

- Upgrading specific health serv ices ,  particu- 
la r ly  c a r e  of the aged, c a r e  of the mentally 
ill and mentally handicapped and child health 
serv ices  

- Maintaining. a strong p r imary  medical serv ice  
in  the r u r a l  a r e a s  

- Upgrading and developing the welfare serv ices  
related to medical care .  

2. To ensure  that patient c a r e  i s  provided a s  effectively 
and economically a s  possible for example by 

- Encouraging general  hospital se rv ices  to  
develop and utilize the i r  r e sources  in  such 
a way that they meet  the p r imary  needs of 
the i r  patients 

* - In this report  we use the t e r m  'objective' to mean ' the resul t  that a serv ice  
i s  trying to achieve' - e. g . ,  ' to diagnose, t r ea t  and rehabili tate a l l  patients 
and r e tu rn  them to the community in  the most  effective manner  and i n  the 
shortest  t ime' .  A definition of the t e r m s  used in  this r epor t  appears  in  the 
Glossary after Chapter 3. 



- Comparing the cos ts  of alternative ways of 
providing s imilar  c a r e  and implementing 
the most  economic. 

The Health Boards must adopt a management system that ensures  that 
these objectives a r e  achieved. They need a sys tem that encourages members  
to question objectives and evaluate alternative plans for achieving these objec- 
tives. In addition, the management system must  provide the Board members  
with procedures for allocating scarce  resources ,  monitoring the implementa- 
tion of their  plans and ensuring appropriate correct ive action i s  taken when 
required. 

In this report  we 

Y Recommend the type of management system that will 
meet  the Boards'  needs most  effectively (Chapter 1) 

Y Define the ro les  of the ~ o a r d s  and their  senior 
officers (Chapter 2) 

Y And suggest how the management system should be 
implemented to be functioning by Apri l  1, 197 1 
(Chapter 3) .  

In conducting this study i t  has  been necessary  to examine in  some detail  
the ways in  which the new Health Boards would both interrelate  with and 
impinge on other statutory authorit ies concerned with health care .  We were  
not asked to define the ro l e s  of these other authorit ies,  i. e . ,  the Department,  
the Comhairle na  nOspidbal, Regional Hospital Boards and the local commit- 
tees .  However, because of the obvious interdependencies, we could not make 
pract ical  recommendations for the management of the Health Boards without 
understanding the proposed ro le  that these other  authorit ies would have. 
Appendix B summarizes  our understanding of the relationship among these 
authorities. 





1 - ORGANIZE TO ACHIEVE OBJECTIVES 

The Health Boards could adopt one of three kinds of organization: t ~ ~ & c s i % 9 2 ~ & ? " .  by &$g$,g:~$~;,h.ks*&f:~~ 0 r by k~:S)g.P$mz3e,:L. What we had ! 
to decide was which kind would enable the Boards to achieve Health Service 
objectives most  effectively. 

We recognized that a functional organization - arranged by categories 
like finance, establishment, personnel o r  supplies - might run economically, 
and that the Health Boards could not do without some functional off icers .  
IHowever, an organization based solely on function would give no one below the 
Chief Executive Officer (CEO) an overall  view of the problems and opportunities 
of a particular service o r  institution. In such an organization i t  would also be  
difficult to assign, achieve and measure  specific ta rge ts  related to the serv ices  1 
provided because they would be spread throughout the functional organization. j 

A geographic form of organization was no better.  Although many com- 
munity c a r e  serv ices  should be provided on a geographic basis ,  a grouping that 1 

! 
i s  arranged by a r e a  alone would leave the management of serv ices  a s  fragmen- 
ted a s  i t  was before the passing of the Health Act, 1970. It would have, i 

I - 
therefore,  none of the advantages of overal l  planning that the  grouping of 
counties into eight a reas  should provide. 

Thus neither of these kinds of organization f o r m s  the best  framework 
fo r  meeting both the Health Service 's  objectives - to provide comprehensive 
patient care  provide it a s  efficiently a s  possible. The other possible 
organizatio< i s  by programmes - i. e . ,  by bringing together into p rogrammes  
a coherent group of serv ices  provided for  the patient. 

Organization by programme allows the Health Boards to establ ish and 
question objectives that a r e  related directly to the serv ices  provided for the 

\ 
patient, to monitor the level of performance in  providing serv ices ,  and to 
determine the allocation of resources  to meet  needs. It a lso allows the Board 
through the CEO to  entrust  senior  officers with the management of a coherent , 
programme of health serv ices  and the responsibility for drawing upon the 
advice and support of the many people involved. 

;:< - A programme consists of a coherent group of serv ices  available for patient 
care .  A general hospital c a r e  programme includes the full range.of 
services  - including out-patient serv ices  - provided by general,  d i s t r ic t  
and county hospitals, and the specialist  se rv ices  provided by maternity and 
infectious d iseases  hospitals. 

MclUnsey & Company, Inc. 



This chapter desc r ibes  in some detail the organization s t ruc tu re  and the 
management processes  involved. 

ORGANIZATION 
STRUCTURE 

In this section we descr ibe the features  of the organization that will p ro-  
vide the Boards with a sound bas i s  for achieving the f i r s t  of the Health Service 
objectives - to provide comprehensive patient ca re .  The f ea tu re s  a r e :  

ll Division of se rv ices  into manageable units for patient 
care  

7 Delegation of responsibility 

Y Integration of professional and administrative staff. 

Division of Serv ices  
Into Manageable Units 
Fo r  Patient C a r e  

Some division of se rv ices  will have to take place i f  they a r e  to be man- 
ageable. One of the concepts o_f_erogramme m a n a ~ e m e n t  i s  that  the s e rv i ces  1 -.- --- -. 
should be grouged .. ~ in-the ~.-.~~ c a r e  they a r e  providin-g,-rathsr . -. than i n  
tk;ms o f  ~-.~--- the peopleprovi&dig - the_,se_r_r-g., th~e-y should be grouped ~.. .~ a s  

rsonal  health ca re  se rv ices  r a the r  tha: a s  general  pract i t ioner  se rv ices .  ?.e .-___._-._ .- .. - _ . _ - -  
Such a grouping allows expenditure and performance to be evaluated 2-ms 1 
of the patient, who i s ,  a f t e r  al l ,  the object of a l l  the  se rv ices .  A second con- 
cept of programme management i s  that the s e rv i ces  should be grouped \ 
according to  their  objectives - i. e . ,  the s e rv i ces  within the group should be 
pursuing one single, c l ea r  objective for  providing patient c a r e .  

The basic  objective of a Health Board could be stated a s :  ' to  enable a l l  ' members  of i t s  community to l ive in  a healthy environment, to  adminis ter  
1 1 health c a r e  servic-es-(other than those adminis tered by voluntary organizations) . i  

and to pay for the c a r e  of those who cannot themselves afford to do so' .  This 
objective would then b e  broken down into a s e r i e s  of m o r e  specific objectives 
for the groups of activit ies (programmes)  within each Health Board and for each 
serv ice  within the group. However, p rog ramme management concepts do not of 
themselves determine how to a r r ange  the programmes .  In making our pro- 
posals fo r  p rogrammes  we have taken into account the problems that now face  
the new Health Boards and the need to align where  possible with exist ing 
administrative groupings. 

The p rog rammes  could be a r ranged  in  one of two ways: (i) by  specific 
patient type (e. g. ,  the aged o r  the  ~ o u n g ) ,  (ii) by type of patient c a r e  (e .  g.. 
community ca re ,  gene ra l  hospital  ca re ) .  



Although arrangement  by specific patient type might be bet ter  for  
analytic purposes, fo r  management purposes it had the crippling disadvantage 
that each senior officer would have to deal  with all major  institutions and 
services  to get ideas accepted and plans implemented. 

We prefer  to relate  p rogrammes  to the main groups of serv ices ,  namely: 
Community Care,  Special Hospital Care  and General Hospital Care .  Table 1 
on the facing page i l lustrates  the kinds of service that would be grouped within 
each programme. We believe that i t  i s  desirable  to establish separate  pro- - 
grammes for special  hospital c a r e  and general hospital c a r e  because they 
serve  distinct patient groups with different  needs and problems. Fur thermore ,  
i t  i s  generally recognized that much needs to be done to improve geriatr ic  and 
psychiatric care .  Establishing a separate programme to satisfy these needs 
will serve to focus attention and resources  upon problems in th is  a rea .  Finally, 

fi' if both special and general hospital ca re  were grouped into one programme,  that 
i p rogramme would at present  incur over 70 p e r  cent of a typical Health Board il budget. If possible, i t  i s  preferable  to divide serv ices  m o r e  evenly for  analytic 

and management purposes.  

Delegation of 

Systematic delegation of responsibility for detail and for routine decisions 
f r e e s  senior management to take action on crucial  issues that cannot be dele- 
gated to others .  This  i s  one of the main principles underlying the  Health Act, 
1970. Successful implementation of the principle by the Department of Health 
and by the Health Boards and the i r  officers will enable the Boards and senior 
officers to  concentrate on determining policy, setting overal l  objectives and 
reviewing performance. 

It follows that the  Health Boards will delegate a la rge  proportion of their  
executive functions t o  the CEO - once guidelines a r e  set ,  t a rge t s  agreed and 
achievements reviewed. The CEO will then delegate duties to h i s  officers,  who 
will delegate specific functions in the i r  turn. Successful delegation would 
demand that the CEOs: 

1. Appoint programme managers .  In l a r g e r  Boards,  managers  I 
a r e  needed to run  each  of the th ree  programmes a s  shown in  Table 2* and to 
be accountable for the serv ices  provided within those programmes.  However, 
in smaller  Boards the  two hospital  p rogrammes  might be combined (Table 3 % ~ ) .  
In some forms of programme management the manager i s  responsible for the 
programme without having any d i r ec t  authority over the people and institutions 
involved in the programmes.  This arrangement  makes h is  t a sk  very  difficult 
and may reduce the chance of h is  achieving i t  successfully. We have t r ied ,  
therefore,  in  our organizational ~ecommenda t ions ,  to make the programme 
managers  the actual adminis trators  of programmes a s  well. 

* - Tables 2 and 3 a r e  shown overleaf 



In some cases - notably in the institutional programmes - this 
form of organization has not been practicable since some institutions c ross  
programme boundaries. However, the programmes have been developed to 
get as  close as possible - within the constraints of the institutional realities - 
to a situation where a programme manager i s  directly responsible for the 
services in his programme and has the power to control them. 

2. Appoint functional officers. If the CEO i s  to decide how to 
allocate limited resources among programmes and if  the CEO and programme 
managers are to assess  the feasibility and cost of alternatives and of final 
plans, they need the support of functional officers with the requisite specialist 
knowledge and skills. For example, a finance officer i s  essential. Similarly, 
in services so dependent on people (roughly 70 per cent of total cost i s  salaries 
and wages) a high-calibre personnel officer i s  needed. In addition, the CEO 
and programme managers of larger Boards will need a planning and evaluation 
officer to help them to analyse and resolve problems affecting several pro- 
grammes. In smaller Boards the finance and planning and evaluation functions 
could be combined. 

\ 
3 .  Appoint teams to o r ~ a n i z e  community care services. Many r 

health care services are  provided at the county level and through other local 
offices. Groups of health personnel work in the county offices, and some 
other offices serve a s  bases for superintendent assistance officers and some 
assistant county medical officers. This contact with local communities must 
not be lost in the new organization or local fears that the service will become 
impersonal and remote will seem to be confirmed. Health and welfare services 
should, instead, be forged into a single, powerful force at the local level. 

y Therefore there should continue to be local offices and the health 
i 

I 
service personnel in each office should form a single community care  team, 

1 with the senior physician in the team taking on the role of community physician. 
i For coordination, the total team should be led by one nominated person, who 

i might be the community physician or another professional or administrative 
i member of the team. 
i 

This team would receive responsibilities from its  CEO for 
certain community care  services. A typical team run from the local office 
would include ACMOs, dentists, public health nurses, health inspectors, 
assistance officers and social workers. 

Integration of 
Professional and 
Administrative Staff 

Effective development and delivery of health services require that pro- 
fessional and administrative staffs are  integrated closely to make the best use 
of their skills. The programme manager and his administrative staff will be 



concerned with obtaining the best possible medical advice in developing 
programmes of health care. This advice will generally come from the medical 
staff who will provide this health care in the hospitals and in the community. 

This style of working and decision making means that top-level advisory 
officers should not be appointed in professional areas such a s  medicine or  
nursing. No one person is,  in our view, competent to act a s  adviser to the 
programme manager or the CEO for the full range of professional problems, 
nor would he be able to carry  his profession with him where decisions involved 
several specialties. Although such appointments give a high degree of power, 
they give little accountability since the individual i s  required only to give 
advice;" the onus of decision making res t s  with the programme manager, CEO 
or Board. Moreover, integration of the professional and advisory strands offers 
the professional interested in the management of health services, and suited to 
this role, a career path to CEO post. Finally, if one profession has an adviser 
at top level, all will one day require it. 

i If delegation i s  to be effective it will be necessary to integrate the county 
medical officers and their staffs at  lower levels, so that they a re  responsible 
to the Programme Manager, Community Care. @t present, the CMO, while a 

, very influential adviser to the county manager, has an ill-defined management 
I responsibility for the health services provided by the county. We believe that 

the concept of the community physician, which underlies much recent thinking 
I about the role of doctors in preventive and environmental health, requires that 1 the physician be fully responsible for the management of resources and achieve 

ment of tasks. The CMO should prepare for an increasing management and 
leadership responsibility for the community care services in his area,  and 1 should be accountable to the Programme Manager, Community Care, for the ,A overall performance of these services. 3 

* - We do, however, recognize that many of those who have acted as  profes- 
sional advisers have felt a strong personal responsibility for the results 
of decisions based on their advice. 
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MANAGEMENT 
PROCESSES 

Unless the Boards control the allocation of Health Service resources, 
they will be  unable to provide patient care both effectively and efficiently. 

They will, therefore, need to compare, and choose among, different 
ways of allocating Health Service resources. This activity i s  essential and 
can take place only after some of the preliminary processes have been devel- 
oped, specifically: '1 

9 Accounting for expenditure 

B Setting performance measures 

9 Preparing action plans. 

Accounting 
For Expenditure 

In the organization structure discussed earlier in this chapter, the 
services provided by the Board were grouped into programmes that were 
divided into sub-programmes. A necessary management process is  accounting 
for expenditure in these sub-programmes. Much of the necessary information 
exists at present and can be coordinated to provide programme and sub- 
programme costs. Table 4 on the facing page provides an example of pro- 
gramme costs in the Dublin Health Authority and illustrates a breakdown of 
costs for the welfare sub-programme within the Community Care Programme. 

Setting 
Performance Measures 

Building a programme structure on objectives (as in Table 1) and account- 
ing for expenditure will still not be sufficient to answer the key questions on how 
to allocate resources. The structure does not tell  you how effective the services 
are, what i s  the level of need in the community, o r  how to plan to meet that 
need. To answer these questions the Department must identify, and agree with 
the Boards, a common set of indicators for the whole service. 

These indicators can act a s  direct measures of the quantity of services 
provided - for example the number of child health clinics actually in operation 
a s  against the planned number. Or they can suggest how effective the service 
has been - by reporting, for example, the aveiage age of detection of selected 
defects in young children, and enable the Board to allocate resources objec- 
tively. Table 5 on the facing page gives some examples of such indicators. 



ACTION P L A N  FOR IMPROVING 

CARE OF GERIATRIC PAT IENTS 

IN 'Y '  H E A L T H  BOARD 

TARGETS 

1. To reduce number of geriatric long-stoy patients i n  Heolth Board hospitals ond 
homes from 1,400 to 600 by September 1975 

2. To provide welfare accommodation for 700 geriatric potients by September 1975 

Action Required 

1. Prepare plan defining number, 
location, size of geriatric assess- 
ment units and welfare homes, 
staffing 

2. Review and approve against area, 
regional and national plans, 
e.g., need for social workers i n  
Community Care Progromme 

3. Recruit staff in  accordance with 
schedule 

4 Modify part of a general hospital 
to accommodate 

- 150 assessment beds 

- 210 longstay patients 

- Day hospital for 25 pafients 

5. Modify 0 county hospital to 
accommodate 34 assesbment beds 
and 12 long-stay beds 

6. Modify district and other hospitals 
to otcommodate 375 geriatric 
long-stay patients 

7. Acquire suitable buildings/ 
modifications of  existing Health 
Board hospitals and homes to 
accommodate 780 geriatric welfare 
patients 

Programme Manager, Special 
Hospital Care 

Health Board 
Regional Hospital Board 
Department of Health 

Programme Manager, Special 
Hospital Care 
Personnel Officer 
Local Appointments Cammission 

Progromme Manager, Special 
Hospital Care 
Programme Manager, General 
Hospital Care 
Administrator of the general 
hospital 

Programme Manager, Special 
Hospital Care 
Administrator of small genera 
hospitals 

Programme Manager, Special 
Haip i ta l  Core 
Administrator of small genera 
hospitals 

Programme Manager, Special 
Hospital Care 
Administrator of small genem 
hospitals 

Dates 1 
Start 

ieptember 1971 

January 1971 

,eptember 1971 

bepiember 197' 

Ianuary 1971 

January 1971 

Januory 1971 

Complete 

January 1971 1 
April 1971 1 

September 19721 

September 1973 

September 1975 

September 1975 



Only when adequate indicators have been established for a programme 
can the Boards plan the types and levels of se rv ice  appropriately.  In the 
absence of such indicators,  planning would have to re ly  more  than i s  necessary  
on intuition and the subjective evaluations of the planner. 

Preparing 
Action Plans 

The action plan represents  the application of programme analysis to 
one of the objectives of a Health Board. The c r i t i ca l  features  of the action 
plan a r e  that it takes  an agreed ta rge t  that is measurable ,  analyses  the steps 
that a r e  necessary  to  achieve this  target ,  and assigns responsibility to  
individuals for  car ry ing  out these s teps  by a specific date. Objectives, t a rge t s  
and responsibil i t ies a r e  combined in  a n  action plan in Table 6 on the facing 

The development of a plan also requi res  that the resources  needed to  
fulfil the plan a r e  estimated and allocated to  it. The method by which th i s  can 
be done is discussed in  grea te r  detai l  in Chapter 3 .  

In th i s  chapter  we have explained what programme management is and 
why it suits the needs of the Health Service.  In Chapter 2 we define the ro les  
of the Health Boards  and the i r  officers.  





2 - DELEGATE TO MANAGE SERVICES 

If programme management is  to be implemented successfully, the 
Boards and their officers must know exactly what role they have to play in the 
new organization structure. We therefore recommend that 

9 Boards maintain overall control but delegate execution 1 

9 CEOs delegate certain executive responsibilities 

9 A small number of committees advise each Board. i 
In this chapter we discuss each of these requirements in turn. 

BOARDS MAINTAII OVERALL 
CONTROLBUTDELEGATEEXECUTION 

The Health Boards must neither abdicate their responsibilities 
nor a t t e m p  to manage the health services in their day-to-day affairs. People , 
who remember the local authority service before the Management Acts recog- / 
nize the important advance,that was made by those Acts, which gave officers i executive responsibility and enabled them to get on with their jobs. On the 
other hand, the grave danger exists (apparent in some local authorities a t  
present) that Health Board meetings could become a formality, and that members 
would not have effective control. For example, in recent years,  since the 
central government has assumed responsibility for  most of the annual increase 
in cost of the health services, the boards of some authorities have left annual 
budget submissions for health virtually unchallenged. 

To enable the Health Boards to exercise r ea l  control, while giving their 
officers the freedom required for speedy and consistent action, we recommend 
that they reserve to themselves responsibility for 

1. Setting local objectives for improved services and 
reviewing the plans by which those objectives will 
be reached - thus, they should consider the 
Department's guidelines on, say, the treatment of 
mental illness, determine what guidance to give the 
CEO, and review plans prepared by him and other 
officers 

2. Determining the allocation of the revenue budget, in 
accordance with their priorities and plans for 
improving services 



3 .  Selecting capital projects fo r  proposal to the Regional 
1 

Hospital Boards in the case  of hospitals, and to the 
Department in the case of other major schemes 

4. Monitoring the implementation of plans, the investi- 
gation of level of serv ices ,  and expenditure against 
budget. This review must take into account patient 
satisfaction and management effectiveness - whrthrr  
m a n a g ~ m r n t  gets t h e  righl things done - and manage- 
ment efficiency - wk ther  i t  does so economically. 

The Boards should normally delegate to the CEO and his officers all other 
functions - including day-to-day decisions such a s  the placing of contracts 
within Board guidelines on procedures.  

More specifically, the Health Act, 1970 re se rves  only two functions to 
the CEO - determination of eligibility and al l  ma t t e r s  relating to the appoint- 
ment and remuneration of staff. However, the Minister and the Boards can 
delegate further functions to the CEO, and the Minister intends to recommend , 
that the Boards do so. In defining the CEO's  functions we have balanced the 
need for c lear-cut  executive responsibility to r e s t  with the CEO and his off icers  ' 

and the need for  the Board to c a r r y  out i t s  own tasks.  

We recommend that the CEO perform five key functions: 

1. Advise the Board on pr ior i t ies  and ensure i t  receives 
good information on which to  base i t s  decisions con- 
cerning objectives, ta rge ts  and budgets 

2. Ensure  the development of health service programme 
plans that a im to  meet  the objectives, ta rge ts  and 
budget level determined b y  the ~ e ~ , a r t m +  ,of Health, 
the Regional Hospital Board and tlie Health Board 

% * .  .. ,', I /  ' ' , 

3 .  Execute these plans af ter  the Board an&'Department ' . . 
of Health have approved the i r  main objectives, budget 
allocations, and t ime schedules 

4. Develop and maintain a high level of efficiency 
throughout the a r e a  health serv ices  

5. Discharge t a sks  specified in  the Health Act, 1970, 
and other tasks  specified by the Minister o r  the 
Board (including the placing of contracts  within 
Board guidelines on procedures) .  
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In fulfilling his role, the CEO should be freely available to discuss 
problems and ideas with members of the public and health service staffs. He 
should make it clear that any action necessary will be taken by the appropriate 
member of the management team (see Table 7 on facing page). 

Appendix C outlines the role that the Board and the CEO should play in 
reaching a series of sample decisions, and the CEO's job description in 
Appendix D describes in detail his responsibilities. 

CEOs DELEGATE CERTAIN 
EXECUTIVE RESPONSIBILITIES 

If the officers concerned in the day-to-day running of the health services 
a r e  to perform their tasks effectively they must have sufficient authority. We 
recommend that the CEOs delegate executive responsibilities to 

9 Officers in the management team 

Y Officers below management team level 

Y Hospital executive committees 

9 Community care teams. 

This section examines in detail the responsibilities of each group. 

Officers in the 
Management T eam 

If the CEO i s  to develop, execute and control the comprehensive pro- 
gramme of health care ,  he has to make a ser ies  of decisions that may well 
affect a number of programme elements in a complex way. For example, the 
decision to discharge geriatric patients from custodial care may have reper-  
cussions for welfare homes, social workers o r  other community services. 
The programme managers can advise the CEO upon the medical and administrative 
aspects of their programmes, and functional officers can advise from their 
specialist viewpoints. The CEO will want to balance and test their advice before 
making a final decision. 

Accordingly, we recommend that the CEO meets regularly with his 
programme managers and top functional officers as  a management team. The I 
team should consider and advise the CEO on major decisions and recommenda- 
tions to the Board - e. g. ,  those that a r e  concerned with levels of service 
provided, the allocation of resources among programmes, and staffing levels. 
Responsibility for implementing decisions should be delegated to the appropriate 
member of the management team. 



The role of the CEO in the new Health Boards indicates that his load of 
managerial duties i s  considerable and could be divided between himself and a 
Deputy Chief Executive Officer (DCEO). In Dublin and Cork Health Authorities, 
indeed, officers have served effectively a s  DCEO. We have considered a 
number of ways in which responsibilities might be divided. In our view, the 
best solution - in which the CEO's responsibilities remain clear, the programme 
managers' status i s  preserved and the DCEO helps the CEO and the management 
team effectively - is  where one of the programme managers i s  nominated to 
serve as  DCEO from time to time, as  required. Any of the three could be 
nominated depending upon his skills, experience and personal qualities. 

We therefore recommend that the CEO nominate a programme manager 
to serve as DCEO, with additional duties determined by the CEO, and that he 
be paid an additional responsibility allowance. 

1. Programme managers. Chapter 1 explained the reasoning that 
led us to group Health Board activities into three programmes for management 
purposes - i. e . ,  Community Care, Special Hospital Care and General Hospital 
Care. We also recommended that certain senior officers, known as  programme 
managers, be given responsibility for these programmes. Programme mana- 
gers wi l l  have six principal responsibilities: 1 

- To determine the needs and propose targets for 
the services in their programmes 

- To prepare plans and estimate resources required 
for the services provided 

- To ensure that the plans a r e  implemented 

- To initiate changes in these plans a s  required 

- To develop a high level of efficiency in the services 
provided 

- To ensure that services provided have the maximum 
possible impact. 

These responsibilities a r e  defined in detail in job descriptions for each pro- 
,, gramme manager in Appendix D. 

,x 

After the CEO, these a r e  the most important management positions 
in the Health Boards, requiring high-calibre people. Moreover. people 
with - professional - training, for example, doctors, including county medical -- 

.~...A .... \-.- 
managem- e v e r y Y a r Z F o S a 7 1 e = t  one doctor. We therefore * __?__ _ ........ _.- .... - --.-%=: =:er-- ......... 



: recommend . - a high basic salary level for the position of programme manager, 
. - . ~.~~ . .. . ... . . . . . . . . . . . . . ., 

G t h  an additional allowance.for anybne having exceptional skills, additional 
.- .. ...,,. . . -. 

responsibility or professional qualifications. 
.J 

2. Functional officers. Although programme managers and the 
CEO are  responsible for developing and executing plans for the Health Boards, 
to discharge this responsibility effectively they wi l l  need the support of the 
three functional officers that we recommended in Chapter 1 or two officers in 
the case of smaller Boards. 

Functional officers will support the programme managers and the 
CEO in deciding how to allocate resources among programmes and in controlling 
costs and service levels within budget by 

- Developing and implementing systems to enable 
the CEO and programme managers to measure 
health care needs and the impact on needs of 
existing or new health care  services 

- Advising on the feasibility, cost and other 
implications (e. g. , personnel requirements) of 
alternative schemes for providing services, and 
their probable impact 

- Preparing and obtaining approval for budget 
estimates, and highlighting major variances 
from budget, suggesting appropriate corrective 
action 

- Implementing training programmes to improve 
the performance of all Health Board staff. 

Detailed job descriptions for each of the three functional officers a r e  included 
in Appendix D. 

Officers Below 
Management Team Level 

In the limited time available we have been able to make recommendations 
and gain general agreement upon the composition of the management team - 
the summit of the pyramid. Equally important problems exist, however, below 
these levels and we make tentative recommendations concerning them. We 
anticipate that further changes will be required a s  the Boards gain experience 
and as  studies of the administrative structure a r e  undertaken. 



Our recommendations a r e  concerned with 

1. Officers immediately below the management t e a m  level. 
Immediately below the management t eam we see  the need for  one other 
functional officer - who might be a qualified engineer, probably with a 
mechanical or  e lectr ical  background - to ensure  that plant i s  well maintained 
and that heating, water ,  sanitation and t ranspor t  services  a r e  efficiently 
and economically provided. * However, the  Health Boards should use  
private professional f i rms  for many types of professional advice - e. g., 
architecture and civil  engineering - because the Boards' ro le  in  capital  
projects i s  limited. This officer might repor t  direct  to the C E O ,  o r ,  in those 
Boards that have only one programme manager  for hospital ca re ,  he might 
report  to that programme manager 

Other staff requirements  vary in  relation to the s i ze  of the Boards,  
and to features  such a s  the number of institutions and the backgrounds of those 
who f i l l  the management team posts. Therefore,  Board by Board analysis and 
study of the relative grading of posts will be needed. However, the kinds of 
posts required a re :  

- Hospital adminis trators .  Each major  hospital 
should have a competent, and in due course  an 
appropriately trained, resident  hospital 
administrator.  Smaller  hospitals in the same 
programme o r  sub-programme should be  grouped 
under a s imi lar  adminis trator ,  probably based 
a t  the Health Board. The grading of these officers 
i s  likely to be  above the  existing staff officers. 

Administrative officers in  local  offices. We a r e  I 
recommending ( see  Page 2 - 9)  the establishment 
of integrated health c a r e  teams based on local  
offices. Normally the community physician will 
be responsible to  the Programme Manager, 
Community Care ,  for  the overall  administration 
of the health t e a m  and local office. However, 
administrative officers at the staff officer o r  
ass i s tan t  staff officer level  will continue to play 
a vi ta l  par t  i n  the local offices. If an administrative 
officer i s  given overal l  responsibility for the 
office and s o  r epor t s  d i rec t  t o  the Programme 
Manager, Community Care ,  this will have to be 
recognized in  his grading. 

* - It i s  arguable that this officer should be a member of the management team,  
and further study could be undertaken. 



Sub-programme officers or assistants to 
programme managers. The programme managers 
will need the support of officers capable of helping 
them to develop targets and objectives, to implement 
plans and measure results.  The number, respon- 
sibility and grading of these officers depends 
essentially on 

. The size of Board 

. The extent of evolution of community health 
teams (since a s  they gain strength the 

1 Programme Manager, Community Care, 
i 
! 

will draw more programme management 

i 
support from them) 

/ . The complexity of the programme 
I concerned - e. g., psychiatry and geriatrics 
/ 

*.L, will require distinctly different work a t  
I 

the sub-programme level. 

- Section heads reporting to  functional officers. 
Skills required and responsibilities will vary 
but the type of jobs concerned are  relatively 
obvious (e. g., heads of Ledger, Cost Accounts, 
Purchasing or  0 and M sections under the Finance 
Officer) and represent no major change f rom 
past practice. 

Table 8 shows the hypothetical organization for a relatively large 
Board. Also, we have done some further specific analyses in Dublin and Cork 
that can be made available. However, there a r e  at present substantial differen- 
ces between Dublin and elsewhere in the number of supervisory posts in health 
grades and appointments. Indeed the ratio of these grades to junior grades i s  
about three times higher in Dublin. Since resources of money and people a r e  
limited, it would not be appropriate to repeat Dublin patterns elsewhere. We 
believe that quick action must be taken to integrate staff officers and above 
into the new organizations, while a comprehensive study of administrative 
staffing (mentioned below) i s  in progress. 

2. Other officers and staff. We a re  convinced that a comprehensive 
study of administrative and clerical staffing grades, responsibilities and 
requirements must be undertaken urgently since 

- Some 1, 100 officers and staff are  now performing 
a variety of health functions in the local authorities. 
The Health Boards must formulate an equitable 
personnel structure and career  plan for those who 
a re  transferred to them, and for new entrants to the 
service. 

McRinsey & Company, Inc. 



- Over 85 per cent of administrative personnel now 
engaged on health tasks are  employed in the two 
grades of clerk typist and clerical officer. This 
leads to substantial variation of responsibility 
within grades, and lack of a career path for many 
officers. There is  also substantial variation of 
responsibilities at  staff officer and assistant staff 
officer levels. 

- Management and staff representatives a r e  over- 
whelmingly in agreement about the urgency of this 
problem. 

As already indicated, staff must be integrated from the joint health 
authorities and - where appropriate - from the local authorities. In some 
cases this integration will  cause anomalies in the new organization. Moreover 
some staff will have to be transferred in approximately their current positions 
until such time as  the comprehensive staffing study is  complete. The making 
of these arrangements will require care  and patience from all  concerned. 

Hospital 
Executive Committees* 

The management of individual hospitals always poses difficult problems 
in all but the smallest, o r  most exceptional, institutions. In a small institu- 
tion, one man or woman (a doctor, nurse, o r  administrator) may be able to 
make decisions for the whole hospital. In larger,  more complex institutions**, 
one person would have difficulties developing sound recommendations and 
gaining the commitment of professional staff to the implementation of decisions. 
The Health Boards, although comprehensive in outlook, a r e  not organized to 
tackle the day-to-day problems of the large individual hospitals. Their task is  
much wider than the management of individual institutions, and their composi- 
tion was decided with that broader task in mind. 

L 

* - This section refers only to Health Board hospitals, since we have not 
studied the voluntaries and they formed no part of our brief. The com- 
mittees recommended would be part  of the executive organization. 

** - 'Large, complex institutions' comprise those regional and general 
hospitals with large consultant staffs - e. g . ,  St. Finnbarr 's (Cork), 
Galway Regional, Limerick Regional and Ardkeen (Waterford). 

McHtnsey & Company, Inc. 



We believe that, in principle, executive committees with carefully 
defined powers relating to the running of the institution should be established 
in the larger and more complex hospitals. * These delegated powers would 
exclude functions specifically reserved to the CEO by the Health Act, 1970, or  
by regulations of the Minister, or by the Board's decision. The chairman of - 
such a committee should have responsibility for ensuring that it does not take 
a purely institutional view of problems. We recommend that he be a Health 
Board member, not on the staff of the institution concerned, and have the 
power to refer executive committee decisions to the Health Board when he 
considers it necessary. We also recommend that the programme manager for 
the appropriate group of hospital services be a member of the executive com- 
mittee. 

/ Community Care Teams r We have discussed in Chapter 1 the need for local offices to be kept open 
1 for the present and for community care  teams to run certain local services 
I 

I from them. Each office should have one integrated community care 
team, close to the community served. This team will also be responsible for 

I services provided by sub-offices. Specifically we recommend that the CEOs 
appoint officers to run community care  teams. The CEOs will need to appoint 

\ for each team a community physician a s  the senior physician of the team. 
Moreover, they should make one person responsible for overall administration 
of the team and its office and sub-offices. Normally, but not always, this would 

j/ be the community physician. 

ui We also recommend that the CEOs assign responsibilities to these teams. 
I Community care teams should retain responsibility for those services that a r e  

primarily community based, where local knowledge and insight is  of great 
assistance to their efficient administration and where constant communication 
and contact with the local population i s  essential - e. g., responsibility for 

9 Arranging for the provision of personal and preven- 
tive health services, including health education 

9 Providing services for environmental health 

Y Providing both financial and personal support 
services for the handicapped, the aged and the needy 
in the local community 

Acting as  an information centre and dealing with 
local problems and complaints. 

* - See Appendix E for proposed terms of reference for hospital executive 
committees. 



A SMALL NUMBER 
OF COMMITTEES 
ADVISE EACH BOARD 

Although the officers and staff of the Boards will provide them with most 
of the information they will need to make decisions, the Boards may well find 
they need additional information. They should therefore establish committees 
to provide these supplementary data, namely: 

9 Advisory committees 

9 Visiting committees. 

Advisory Committees 

If the Boards need information on specific policy issues, we recommend 
that they set up ad hoc advisory groups - e. g . ,  to advise them on priorities 
for action in the mental health area. Meetings of such advisory committees 
should be attended by the CEO or another senior officer. However, Boards 
must take care that these committees are  not allowed to usurp any of their own 
vital tasks - i. e . ,  setting objectives, determining priorities and reviewing 
plans. They should also make sure that these committees are disbanded when 
the particular purpose for which they were formed has been served. Provided 
their function is  to enable a number of Board members to study a problem in 
depth and then to report back to the whole Board, advisory committees can 
serve a very useful purpose. 

We also recommend that the Boards refrain from establishing standing 
functional committees. We believe that such committees have two grave 
disadvantages. First ,  the functional view of a problem tends to be too narrow 
at Board level, where it is  important to relate the total resources required - 
people - and finance - to achieve a particular end, such as  an improvement in 
the Child Health Service. Second, functional committees are  inclined in prac- 
tice to take over responsibilities that should be delegated to the finance, 
supplies and personnel staff. Therefore, although it i s  common in the United 
Kingdom for hospital boards to appoint such committees, we do not recommend 
that they be appointed for thei&h k7 & , LSD,  

Visiting Committees 

To keep informed of the situation in and condition of their institutions, 
the Boards should appoint committees to visit these institutions. 

The visiting committees would have three main functions: 

T Keep Board members in close touch with conditions 
and problems in the major institutions 

in 
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9 Demonstrate to patients and staff the concern of 
members for standards of service and conditions of 
work in institutions for which they are  responsible 

9 Ensure that recommendations are  made to the Boards 
on changes in quality and quantity of service, includ- 
ing action to improve physical facilities, and follow- 
up on implementation and results. 

These visiting committees should be composed entirely of Board mem- 
bers, and their size should be related to the size of institutions to be visited 
and the proposed frequency of visits. We envisage that a visiting committee 
should, for visiting purposes, divide its members into a number of visiting 
groups - each group consisting of two to four members - and that all institu- 
tions, including county homes and district hospitals, should be visited at least 
once a year, and the largest institutions once a month. Each visiting group 
would visit institutions of al l  types, to t ry  to ensure that the same cri teria 
were used for judging standards. For  example, to ensure that a visiting group 
would not automatically accept existing standards of physical facilities in some 
mental hospitals. A more detailed description of the role of the committee 
appears in Appendix F - Organizing the Visiting Committees. 

In this chapter we have defined the roles of the Boards, their members 
and their officers. 

In Chapter 3 we present our r e ~ ~ m m e n d a t i o n s  for establishing a new 
organization for the Health Boards and for developing their management 
processes. 

McKinsey & Company, Inc 





I M P L E M E N T A T I O N  

TIMETABLE O F  NEXT STEPS 

S E L E C T  O F F I C E R S  

Main Tasks 

1. Gain agreement to management team posts, 
including salaries.etc. 

- Health Boards 

- Professional associations and unions 

2. Consider which officers i n  ia int  health authorities 
should be transferred into new management team 
posts, and where other JHA officers should f i t  into 
new organizations pending comprehensive study 
of staffing requirements 

3. Prepare scheme for selection of officers 

- Draft scheme 

- Gain Minister's agreement 

- Gain union etc.,ogreement 

- Set up committees 

4. Determine which officers and staff w i l l  be 
transferred from locol authorities 

5. Advertise new posts not f i l led  by transfer, select 
and appoint staff 

Responsibility 

CEOs 

Department 

C E O d  
Department 

Department 

County 
Managers/ 
Department/ 
CEOs 

Department/ 
CEOs 

* - Numbers indicate estimates o f  available 
working days where appropriate 



3 - ACT TO IMPLEMENT RECOMMENDATIONS 

In Chapter 2 we described the role  of the members  and off icers  of the 
Health Boards, and made a s e r i e s  of recommendations affecting the Boards, 
their  oi l icers ,  their  committees and the local offices. If these recommenda- 
tions a r e  accepted, the Boards and the Department will need to take several  
immediate steps and develop detailed t imetables fo r  implementation. These 
t imetables will be extremely tight but if they a r e  not met the Health Boards 
will be in a much weaker position to provide and develop health serv ices  from 
April 1,  1971. Our proposals for implementation, with suggested t imetables,  
a r e  explained in the following sections: 

9 Setting up the organization in  the Health Boards 

9 Installing management processes .  

SETTING U P  THE ORGANIZATION 
IN THE HEALTH BOARDS 

If the Department i s  to se t  up an organization that provides health care,  it 
must  ensure that the Boards 

9 Select officers 

9 Train  officers 

7 Specify t a sks  in m o r e  detail. 

Select Officers (See Table 9) 

Immediate action must  be taken in  the personnel a r e a  since staff now 
dealing with health ma t t e r s  in  the present  authorit ies a r e  anxious about the 
prospective changes. If the CEOs a r e  to have a working organizatimn by mid- 
1971, they mus t  s t a r t  building their  management teams a t  once. Eo+ the 
Department must ,  f i r s t ,  gain the agreement  of the  Health Boards, the profes- -- ---. -- - --I- -- --- 
s w 6 = i a t ' 1 - -  unions to  the recommended management team 
0=-~Ii&hn'- h o f f ~ c ~ i n c l u d e d  . 
i ; ~ ~ ~ e n d i x   mill h a p  the 
--\--__- .. 

Officers  must  then be selected t o  f i l l  the new posts in  the organization 
r structure.  If new posts involve duties s imi lar  to those ca r r i ed  out by officers 

in existing posts,  the Department and CEOs may  decide to t ransfer  these 
I off icers  to the new posts.  



IMPLEMENTATION 

T I M E T A B L E  O F  NEXT STEPS 

TRAIN  OFFICERS 

Main Tasks 

1. Arrange CEO visits** 

2. Prepare CEO course 

3. Hold CEO course 

4. Prepare monagement team course 

5. Hold f i rst  management team course 

6. Prepare programme budgeting/management 
information seminars 

7. Hold progrsmme budgeting/manogement 
in4n.mntinn c.minn.c 

-- 

Responsibility 

Department 

Department 

CEOs 

Department/ 
CEOs 

ov.>ec. Jan. Feb. Mar. 

26 -- 
20 - 

5 - 
20 - 

5 - 
20 -- 

j .' . . . . ' .  * - Numbers indicateestimates o f  available 
working days where appsopriote i .  , " : ( I  . z I 3 -  .: t 

, . **- Actval v is i ts (eg., to U.K.)  moy.rake ploce'later; , . .  

dote shown is  date when arqngemenh s h w l d  be made : : .  , ,. , , , .  . 



. , 
'! / i Many new oflicers will certainly need to  be recruited and a draf t  scheme 

for recruiting and appointing to the new posts must  be prepared. According to 

. . the IIralth Act, 1970, the Minister must  determine the procedures fo r  selection. 
The procedures should be objective - i. e . ,  they must be seen to be fair  and 
unbiased, and they should waste no t ime since the new Boards'  management 
teams must he chosen quickly. Because most  of the new posts differ in impor- 
tant respects  from those that have existed in Ireland in the past, we believe 

. ' that those handling the selection should have a c lear  idea of what each job 

. . entails. . Provided .... _ ... _ objectivity -~ -. . -. .- i s  . . maintained, we thexeto.r_e_c~.nsid_er ..~.. it highly 
desirable ~ . ~~ t ha t each  CEO should participate in selecting h is  own-m-an_age_me_G / \ .. - . .- -- _._ ._ _ .- . . . - ~  ~I 

, team. Advertisement and selection for  the new posts not filled by t r a n s f e r  
-. 

: must proceed a s  early a s  possible in the New Year. 
- I 

. . 
\ .  

' ,. The programme manager posts need men  who a r e  capable of getting 
things done and who have skill  and experience in leading multi-disciplinary 

; teams,  in analysing service needs and in  planning, developing and delivering 
+:.j services,  particularly in the public sector .  Functional officers should have 

had substantial professional training and experience. For  example, Finance 
Officers  should have experience of finance and budgeting systems in la rge  
organizations. It i s  important that both programme managers  and functional 
officers have a strong interest  in and some knowledge of health serv ices .  

' 1  

In addition to the selection of these senior  officers,  the Department,  with 
the courlty managers and the CEOs, must determine which officers and s taff  
will be t ransfer red  f r o m  the local authorities, and how they (and the remaining 
of f icers  and staff of the joint health authorit ies) will be integrated into the new 
organization$, pending the comprehensive study of administrative staffing 
requirements mentioned below. 

Train Officers  
4 

The management t eams  will need an imaginative training programme i f  
they a r e  to c a r r y  out their  roles  effectively. Even though of f icers  may  have 
duties s imilar  to those they performed in the past ,  the new organization is 
bound to have important implications for the i r  general  approach to the i r  jobs. 
A goo4 training programme would help officers to contribute t o  developing the 
systems - e.  g., budgeting and information - required by the management 
teams.  Outline systems could be tested in the training situation before they 
were developed in detail, By working together in a training situation, officers 
will feel that they a r e  pa r t  of a team and they will become increasingly aware 
of what each person can contribute. Appendix G d iscusses  i n  detai l  the kind of 
training needed in the new organization and descr ibes  courses  that will meet  
those needs. Table 10 outlines the major  s teps  required to t r a in  officers and 
their  timing. 



GROUPING OF SERVICES INTO PROGRAMMES 

COMMUNITY CARE 

( 0  To  enable a l l  members of the 
community to enjoy a high fevel 
Of Personal health i n  a healthy 
environment 

( i i )  To  pay f w  those health and 

I welfare serwcer that are 
required for (I) far those who 
Cannot them~slves afford them 

SPECIAL HOSPITAL CARE 

OBJECTIVE.: T O  provide the diagnosis, 
Care and treatment that w i l l  enable the 
mentally ill. the mentallv hsndlcaDoed 
aw l he~o ld  t o  enjoy a &onable 'life 
and, where possible. return t o  the 
Community 

GENERAL HOSPITAL CARE 

OBJECTIVE: To diagnose, treat, and 
rehabilitate a l l  general care patients' and 
return them to the community in  the most 
effective manner and in the shonest 
feasible time 

A l l  ho9pitd potients other than those included in the rpociol horpitd core pmgmmme 

McXLnmey 8. Company hc. 



The steps that we recommend in  launching such a programme a r e  
explained below. We deal separately with programmes for the CEOs and for 
the r e s t  of the management t eams .  These steps a r e  summarized in Table 10.  

I .  Training for the CEOs. The Health Act, 1970, empowers the ! 
Minister to arrange the training for those selected to f i l l  the CEO posts.  Such 
training should not be theoretical but, ra ther ,  should include vis i ts  to existing 
bodies managing health c a r e  systems,  and a short  resident case-study type 
course.  As regards vis i ts ,  CEOs have themselves been arranging to vis i t  and 
study the  Dublin and Cork Health Authorities. In addition, they should be 
invited to visit a smal l  number of health care  authorities overseas  - e. g . ,  
Scottish or  small  English Regional Hospital Boards like Oxford, o r  s imi lar  
bodies in  Scandinavia. 

In the residential  course the CEOs would t r y  to apply the i r  training 
using case studies, covering rea l i s t ic  health problems and opportunities, and 
would thus t e s t  i ts  value for  themselves and contribute to  i t s  development. The  
course should l a s t  for about 1 week, and should be held in  January away f r o m  
the CEOs' places of work. 

2. Training for  the management team. Since appointments usually I 
take a long time, the - full management teams a r e  unlikely to be assembled 
before April 1, 1971. We suggest that the  Department hold a course in 
February  for the management t e a m s  of any Boards that have assembled some 
three  o r  four managers  besides the CEO. The CEO concerned would help to 
run  the course,  which would use the case-study approach. The managers  of 
several  Boards could participate i n  one course,  a s  long a s  the total  numbers  
did not exceed about 20. The course  would be repeated la te r  for  those manage- 
mbbt tealns that did not have the necessary  nucleus of managers  appointed 
when the f i r s t  course was held. 

The functional officers will require  additional training in their  own field. , 
To meet  this  need, the  Department should hold a s e r i e s  of 1- to 2-day courses  i 
t o  help them implement the new rnanaiement p rocesses  and to  dea l  with any 
p r ~ b l e m s  that may a r i se .  These courbes will be  pr imar i ly  for off icers  in a 
single functional unit, but the CEO and other functional officers may attend a s  
necessary  so  that the training is m o r e  rea l i s t ic  and practical.  

Specify Tasks 

Tasks of personnel a t  a l l  levels  need to be clear ly specified so  the 
Bowds  should 

1. Arrange a comprehensive study of administrative staffing 
requirements below management t e a m  level. Judging by the number of p e r -  
sonnel now working on health m a t t e r s  in  the health authorit ies and counties, 
we estimate that a total staff of over  1, 000 will be required, who will all have 



T A B L E  I 1  
, 

IMPLEMENTATION 

T I M E T A B L E  O F  N E X T  STEPS 

Moin Tasks 

Grading Study 

1. Develop method for comprehensive groding study 
and goin staff agreement 

- Study method 

- Frame terms of  reference ond composition o f  
working porty 

- Decide composition of project teoms 

2. Carry out groding study 

Review of Locol Offices 

3. Discuss communiv physician/local office concept 
with Society o f  Medical Officers o f  Heolth and othe 
interested groups and individuals 

4. Develop and issue guidelines for review of  local 
offices 

5. Study each local community situation (within 
Department guidelines) ond make specific ormnge. 
ments for each office and sub-office,including 

- Functions 

- Any change i n  locotion 

- In i t ia l  staffing 

- Reporting arrangements to PM, Community Core 

6. Monitor review of local offices 

Development o f  Job Descriptions 

7. Ensure officers draft own iob descriptions .her 
oppointrnent 

- CEOs 

- Other officers 0s appointed 

* - Numbers indicate estimates o f  ovoiloble 
working days where appropriate 

Deportment 

Working party 
Project teams 

G m >  
-/ - 

Department 

CEOs 

)epartme'rit 

)epartment 

:EOs 

an. Feb.M.1 

60 

1 

40 



to be fitted into an equitable overall  personnel s t ructure .  Moreover,  i n  the 
prflsent grading s t ructure  severa l  weaknesses a r e  apparent that affect  those 
personnel now working on health ma t t e r s .  Therefore  a comprehensive study 
o i  these staffing requirements  should be ca r r i ed  out. We recommend that a 
working party, including s ta l f  representat ives ,  should undertake this  task ,  and 
that project teams should be used to collect data for the working party.  In due 
course  the working party would make recommendations to the Department,  
based on i t s  findings. 

2 .  Review the role of local offices. In Chapters 1 and 2 we 
recomrnended that community c a r e  t e a m s  be established and we suggested 
responsibilities fo r  these t eams .  We recognized that the t eams  needed the 
leadership of both community physicians and adminis t ra tors  and stated that  
in each t eam these positions could, but need not be, filled by the same person. 
Furthermore,  although we recommended that  existing local offices should be 
kept open for the present,  we f e l t  that, i n  the longer te rm,  their  functions and 
location might be subject to  examination and possible change. Although the 
present  county offices a r e  located i n  the community, the local health t e a m s  
could therefore be moved subsequently to  convenient health centres  o r  clinics 
i n  the neighbourhood - to  provide a more  convenient base for  their  activit ies.  

These recommendations r ep resen t  guidelines that will need t o  be 
worked out and applied i n  more  detail .  Thus, fur ther  consultations must  take 
place with the CEOs, the professional associations,  the unions and the indivi- 
duals pr imari ly  affected. Community physicians must  be nominated, i n  most  
cases  to cover one county but possibly combining smal le r  counties, Carlow, 
Leitrim, Longford, a s  vacancies occur  in these and neighbouring a r e a s .  A 
detailed study should be c a r r i e d  out t o  determine the number of community 
physicians required in Dublin and Cork. 

At the same time, CEOs must  review the  role  of each office and 
sub-office to  determine i t s  functions within these  guidelines, and to  decide on 
the moves that can be taken t o  bring health personnel under one roof.  They 
must  a l so  determine with the county managers  and the Department what peo-de 
will be t ransfer red  f r o m  the local authority t o  these  offices, bearing i n  m.A the 
proposed comprehensive study of administrative staffing requirements .  'They 
should also decide whether, in specific cases ,  the community physician will 
answer for the total health team to the P r o g r a m m e  Manager, Community Care,  
o r  whether alternative arrangements  should be made. Table 11 l i s t s  the s teps  
required to specify tasks .  

The Department should monitor th i s  review of local offices on a 
national basis,  and should coordinate closely with the comprehensive grading 
study. t 

:t 
, ,.% .,". 3 .  Ensure that o f f i ce r s  of  the Boards write the i r  own job descr ip-  

ob descriptions fo r  the CEO, programme managers  and functional 
ppendix D a r e  intended a s  guidelines for  these  officers.  Individual 
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I M P L E M E N T A T I O N  I 
TIMETABLE O F  NEXT STEPS I 

i. Review progress by project teams I Department 

. Agree next steps 4 
- ,  

I I I 
4 

Numbers ihdicote estimates o f  ovoiloble 
working days where oppropriote 

', 

. 
. . :  

:. .,. , . . . 

, , ! . . '  
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I N S T A L L  MANAGEMENT PROCESSES 

Main Tasks 

1. Agree Health Board oreas in which to develop 
systems on o pilot basis 

2 Nominate departmental members of team 

3. Prepare outline plan for work to be done 

4. Develop management processes 

- Programme structure, indicators Project team/ 
CEO 

Responsibility 

Department/ 
CEO 

Department 

Department 

- Sample action plans Project team/ 
CEO 

- Accounting systems Project team/ 

CEO 

1970 

Nav. 

1971 

Dec. 

15  - 
15 - 
20 

Jan. Feb.Mar. Apr. M . ~  



officers should agree and write their  own job descriptions in  coordination with 
their  superior and subordinate off icers  ( see  introduction to Appendix D) .  In 
this way they can develop a c l ea r  understanding of their  duties and responsi-  
b i l i t i e s  their  major t a sks  for  the  year  ahead and the measu res  by which their  
periormance will be a s se s sed .  

The key tasks  involved in  these  t h ree  s teps  a r e  summarized in  Table 11.  

INSTALLING 
MANAGEMENT PROCESSES 

The new Boards and the i r  management t e a m s  will requi re  management 
processes  that will enable them t o  plan p rog ramme changes, al locate r e sou rces  
in  line with their  plans, and evaluate r e su l t s .  Moreover, these p roces ses  
should be reasonably consistent i n  all Boards  so  that  rational decisions can be 
made on a national bas i s .  Clear ly  the p roces ses  will not be perfected by 
April  1971. A considerable task  l i e s  ahead in, f o r  example, improving medical  
s ta t is t ics  and i n  developing accounting information on a p rog ramme b a s i s .  
Such a task will take y e a r s  not months;  nevertheless,  the bas ic  design of the  
new management processes  should be completed by Apri l  1971, and application 
and testing should be under way. We recommend that  this design and develop- 
ment t a sk  should be undertaken by  a project  t e a m  working i n  two groups,  one 
based on the South and West, and one on the E a s t  and South East .  Each group 
should include a departmental  representat ive of about the rank of principal and 
should work very closely with the CEOs of the a r e a s  concerned. The s teps  that 
need to be taken to develop the new management processes  ( s ee  Table 1 2 )  a r e :  

1. Develop a uniform programme s t ruc tu re  that includes 
each element  of health and welfare  se rv ices  ( s ee  Table 1 
for  an i l lus t ra t ive exarnple a t  the sub-programme level 
and Table  4 to show how the sub-programme breaks down 
into e lements )  

2. Select initial indicators to measu re  needs for  these s e r -  r 

vices,  and the quantity, quality, and effectiveness of these 
se rv ices  (an i l lus t ra t ive example i s  shown in Table 5) 

3 .  Work out with the finance s taff ,  in the Department and I 

locally, what accounting changes a r e  needed to fit in with 
the p rog ramme s t ruc tu re  ( some modification to  the pro- 
g ramme s t ruc tu re  may,  of cou r se ,  be made in the light 
of accounting problems)  
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ACTION P L A N  FOR IMPROVING 

CARE O F  A D U L T  PSYCHIATRIC PATIENTS 

(1966 P l a n  in recommended act ion plan format) 

TARGETS 

1. To reduce number of long-stay ~a t i en t s  i n  three large mental hospitals from 
1,260 (1966) to 470 by 1976 

2. To establish seven area mental health services ossociated with psychiatric and 
voluntary general hospitals 

2. Review against total Health 
Service programmes, 
e.g., development of welfare 
homes, GP services, day centres 
and hostels 

Action Required 

. Propose location, size, staffing 
for each area Mental Health 
Service 

3. Review agoinst regional and 
national plans 

BY 

Programme Manager, Special 
Hospital Care 
Administrators of special 
hospitals 

4. Recruit staff i n  occodance with 
schedule 

5. ~uild/acquire/open premises/ 
provide equipment 

Planning Officer 
Community Care and 
General Hospital Care , 

Managers and CEO 
. , 

Regional .Hospital Board/ 
Department.of Health 

Personnel Officer/Local 
Appointments Commission 

Programme Manager, Special 
Hospital Core 
Health Board . , I / I 1 6. Appoint staff I CEO/Programme Manager, 
Special Hospital Care I 

kpti1 1966 

October 1967 September 1969 1_1 

October 1966 

Dctober 1%6 

April 1967 

October 1967 

April 1967 

May 1968 

October 1970 



4 .  Identify some gaps i n  the present  provision of services ,  
analyse the best ways of filling these gaps, and 
prepare plans to do so - i .  e. ,  undertake programme 
management on a real-l ife bas is  with the CEOs 
concerned (see Table 13 for an  example of the kind 
of plan that might be developed) 

5 .  Determine how and when resu l t s  of programme changes 
will be evaluated 

6 .  Agree on the fur ther  steps that must  be taken by the  
management teams concerned, the other four manage- 
ment t e a m s  and the Department i f  the information and 
budgeting sys tem i s  to continue to  improve. 

Table 12 shows some check points i n  taking these steps,  but in  completing 
them it will be necessary  to add many additional detailed tasks not specified 
here .  

We believe that the concepts underlying the report  and the recommenda- 
tions contained in it a r e  gaining support. However, the implementation of 
these recommendations is a formidable task  that will require  the united and 
coordinated effort of the Department, the Boards,  the CEOs and health service 
personnel. The Department in par t icular  will wish to consider how i t  may 
direct  the implementation of these recommendations to ensure rapid and effec- 
tive change. The direction t a sk  must  include replanning the implementation in 
the light of progress  made, since inevitably events will not occur precisely on 
schedule. 

Table 14 indicates the key checkpoints that have to be passed if Health 
Boards a r e  to be set  up successfully on Apri l  1. 
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TABLE 1 s  

I M P L E M E N T A T I O N  

TIMETABLE O F  NEXT STEPS 

KEY IMPLEMENTATION CHECKPOINTS 

Moin Tosks 

Select Off icers 

- Have posts, salon/ levels for management team been 

agreed and any transfers into these posts decided? 

- Has selection procedure been agreed, and w i l l  
selection committees convene i n  February? 

Trnin Officers 

- W i l l  CEO course be held i n  Jonuory? 

- W i l l  f i rs t  management team course be held i n  

February? 

Specify Tasks 

- Cvn comprehensive study start i n  January 
(or sooner)? 

- W i l l  grading study be complete i n  Morch? 

- Have guidelines for review of local offices been 
issued by Department? 

- Has local offices review been completed by CEOs? 

3 
A Shows week o f  month during which 

check should take ploce 





GLOSSARY 

In this report ,  we have used a number of 'management' t e r m s ,  which 
may be unfamiliar to readers  in the health serv ices  and in government. This 
i s  not from any wish to use jargon, but because these t e r m s  have relatively 
precise meanings. We have t r ied  to explain them, particularly when they a r e  
f i r s t  used in the report .  However, we have also included the main t e r m s  that 
may cause difficulty in this glossary. 

Objective(s) 

A statement, in general t e r m s ,  of what the organization, o r  any par t  of 
the organization, wants to achieve. For  example, the objective for  a Health 
Board might be stated as:  

'To enable al l  members  of i t s  community to live in a 
healthy environment, to administer health ca re  serv ices  
(other than those administered by voluntary organizations), 
and to pay for the c a r e  of those who cannot themselves 
afford to do so ' .  

,ach organizational level below the Health Board, t he re  a r e  a s e r i e  S - 
of interdependent objectives. These a r e  logically derived and together form 
a hierarchy of objectives for the organization a s  a whole. A s  one gets fur ther  
down the hierarchy, so the objective becomes nar rower  and m o r e  part icular i -  
zed. For  the local community c a r e  team, i t  might be 

'Within neighbourhood ' Y', to prevent i l lness whenever 
possible, and to minimize i t s  effect on the individual and 
i t s  cost  by ear ly  diagnosis and direction towards the 
most  appropriate form of t reatment ' .  

Strategy 

The means whereby p rogress  can be made towards an objective. A 
strategy fo r  expanding and improving community c a r e  serv ices  might include 
some combination of 

T Increasing home helps, mea l s  on wheels and other 
serv ices  in the home 

9 Launching a health education campaign 

9 Building shel tered accommodation. 



Usually, an objective can be pursued by m o r e  than one s t ra tegy .  Thus,  
the Board and i t s  o f f icers  mus t  evaluate alternative s t ra tegies ,  before adopt- 
ing one for implementation. The evaluation mus t  take account of whether the 
resources  (people, money) required to implement i t  can be made available,  
bearing other needs in  mind. 

Target  

A measurable  point on the path toward the  objective, which i s  achievable 
by the chosen strategy. A ta rge t  for the community c a r e  t e a m  might be to  
receive 100 long-stay ger ia t r ic  patients f r o m  hospital  and insta l l  t h e m  in 
sheltered accommodation by a s e t  date. 

It i s  essen t ia l  that t a rge ts  be stated quantitatively so that  t h e r e  i s  a s  
little confusion a s  possible over  whether they have been achieved. 

Performance Measures  
O r  Performance Indicators 

Indicators,  usually s ta t is t ical ,  that  a r e  appropria te  f o r  sett ing ta rge ts  
and evaluating resul ts .  Different indicators  wil l  usually be required f o r  
assess ing  need for  c a r e ,  and the quantity, quality and impact  of the s e r v i c e s  
delivered to mee t  this need. Per formance  m e a s u r e s  o r  indicators  can a l so  
be se t  for  individuals to es tabl ish by what yards t icks  t he i r  work  wi l l  b e  
assessed .  

Action Plans  

A s ta tement  of how a chosen s t ra tegy  is to  be implemented.  The plan 
should include (a )  the  ta rge t ( s )  t o  be achieved, (b) the specific s teps  requi red  
and the dates  for  these ,  and ( c )  the  individual responsibil i t ies for  taking these  
s teps .  P l ans  mus t  be agreed  with those responsible  for  implementing them. 

P rog rammes ,  Sub-Programmes  
And P r o g r a m m e  Elements  

Groupings of s e rv i ces  for  purposes  of management,  i. e . ,  setting objec- 
t ives,  choosing s t ra teg ies ,  allocating r e sou rces ,  developing and implementing 
action plans and evaluating resu l t s .  Serv ices  i n  each grouping should have the 
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same or  related objectives. The three  t e r m s  (programme,  sub-programme,  
programme element) merely represent  different levels of grouping, for 
example: 

Programme Communitv Care  

Sub- Programme 

Programme 
Elements 

- - 

Environmental and 
Personal  Health Preventive Health Welfare 

Medical c a r e  f rom Public health control Payments  and 
GPs of grants  based 

Dental c a r e  - Housing on 
Nursing c a r e  f r o m  - Sanitation - Income 

PHNs - Water need 
Etc.  - Food processing - Handicap 

and handling - Etc. 
Health education Social  work 
Immunization and 
innoculation 
Etc. 

As stated under Objective(s),  objectives can b e  ranked in a hierarchy and 
those for  each programme element should f i t  coherently and completely into 
that for a sub-programme. Similar ly,  those fo r  sub-programmes should f i t  
into the programme objective. 

Programme Budgeting 

The process by which r e sources ,  especially money, a r e  allocated to 
programmes,  sub-programmes,  and programme elements,  af ter  taking 
account of their  relative pr ior i ty  and of plans fo r  change. The budget breakdown 
and the programme s t ruc ture  m u s t  paral le l  one another,  so  that the resources  
put into a programme a r e  known. Moreover ,  targets  and plans for  change 
become essential  companions to the budget, s ince the ta rge ts  cannot be  
achieved without cer tain resources ;  a l so ,  changes in r e source  allocation 
should not be made without a c l ea r  idea of what they a r e  intended to achieve. 
By comparison with traditional budgeting, programme budgeting i s  much m o r e  
closely linked to analysis and planning. The ini t ia ls ,  P P B ,  a r e  commonly 
used fo r  planning-programme-budgeting, to descr ibe  the total p rocess .  The 
concept i s  excellent, so  long as it is seen a s  a tool which m u s t  b e  kept  s imple 
enough to be used effectively. 



Responsibility 

The charge assigned to  an  individual o r  group of individuals. 

Authority 

The power, direct  o r  indirect,  to influence other individuals o r  groups 
to take action. 

Delegation 

The assignment of a specific responsibility to another individual o r  
group of individuals. The assigner  remains personally responsible fo r  ensur  - 
ing that the assignment i s  properly discharged. The person to whom the 
responsibility i s  assigned must  c lear ly understand and accept the assignment,  
and must  answer for i t s  performance to the assigner .  

Effectiveness 

The degree to  which an action or  serv ice  achieves i t s  objective. 

Efficiency 

The degree to which an action o r  serv ice  i s  ca r r i ed  out economically. 


