


TELEPHONE 01-839 8040 

TELEX 261831 

July 1 ,  1971 

Erskine Childers, Esq. , T. D. 
TLnaiste and Minister for  Health 
Custom House 
Dublin 1 

Dear Tgnaiste: 

The accompanying report Towards Better Health Care: Planning in Health 
Boards is  intended to guide management teams in Health Boards in the develop- 
ment of plans to meet priority health care needs over the next few years. 

Better planning is  the major administrative need in the Irish Health 
Servlce. The increasing pressure on resources as  needs increase, for  example, 
with the rising proportion of aged in the population, a s  demands increase,  for 
example, with the population raising i ts  minimum acceptable standard of health 
care ,  and as  costs inflate, ensures that money and staff required will always 
outstrip what is  available. 

Therefore, those in the health service must ensure that (1) health care  gets 
the maximum proportion possible of the national budget and, ( 2 )  resources that 
a r e  made available a r e  spent where and how they can do most good. Competent 
planning serves both these ends. By evaluating the current satisfied and unsatis- 
fied needs in health care  and by demonstrating how resources can be used with 
high impact, planning enables the Minister and his  Department to make a strong 
case (in political and economic terms)  when competing for  available funds. By 
identifying and allocating the f u ~ d s  only to the highest priority projects and by ' 

checking that existing expenditure continues to  serve a high priority need, 
planning ensures that resources consumed by health care have the greatest 
possible impact. 

The technique of planning that we recommend i s  programme planning. The i 
report outlines how a management team should assess  the situation it faces and ! y 

5 
develop a comprehensive plan for the Health Board's area. After formal review 
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and approval by the Health Board and the Department of Health, the plan 
becomes the management t e a m ' s  main tool for monitoring its own progress  and 
for providing the framework fo r  future plans. The report  i s  in four sections: 

1. Subprogrammes fo r  planning. The th ree  programmes - com- 
munity c a r e ,  special hospital c a r e  and general hospital c a r e  - a r e  too broad 
in scope f o r  detailed planning. Therefore ,  in Chapter 1 ,  we descr ibe the sub- 
programmes that should be used f o r  planning. Dividing each programme into 
subprogrammes enables management to focus attention in planning on the needs 
of manageable target  groups. 

2. Setting objectives. It may sound t r i t e  to say that the f i r s t  s tep I 

in planning should be to  se t  objectives - i. e. , to state what i s  to be achieved 
fo r  identifiable patient or  population groups. Nevertheless,  in our experience, 
t ime spent on this f i r s t  step in planning i s  t ime well spent because objectives, 
once se t ,  tend to influence strongly the commitment of resources  in the future. 
For  example, a decision to  provide for  in-hospital delivery for a l l  mothers- to-  
be who want it ( a s  opposed t o  providing for a significant proportion of domiciliary 
confinements) would be a major determinant of future maternity costs.  

Therefore,  the f i r s t  section of the  report  descr ibes  how to  identify 
the target groups of people needing health c a r e  and how to  set  objectives for 
meeting their  needs. 

3 .  Determining pr ior i t ies .  The scarci ty  of resources  ensures  that 
a l l  objectives cannot be pursued with equal dispatch. Therefore,  the report  
describes how to quantify and analyse ca re  needs to give management the 
perspective required to  judge i t s  pr ior i t ies  for  action and for  the allocation of 
resources  - i. e. , to decide which needs should be satisfied and which needs 
should remain unsatisfied. 

Unless pr ior i t ies  a r e  consciously determined, resources  and t ime 
tend to be allocated on the bas is  of 'more  of the  same' .  In other words,  
existing services  continue largely unchanged and additional r e sources  a r e  
allocated in proportion to previous y e a r s '  spending. As a resu l t ,  it becomes 
ve ry  difficult to allocate o r  reallocate resources  to where they can do most  
good. 

4. Producing plans. The final section of the  repor t  descr ibes  how \ 
t o  decide on and map out a plan of action within a Health Board to  sat isfy pr ior i ty  
health ca re  needs within pre-determined total spending l imits  fo r  capital  and 
revenue over the next 5 years .  

Developing plans in the degree of detail we envisage will take a 
number of years  a s  the sys tems and experience a r e  built up. Nevertheless,  
even going through the planning process  the f i r s t  t ime ,  it should be possible t o  
pick out and attack the major opportunities facing each Health Board. 



You will see that we have made use of examples in  the report .  They a r e  
purely illustrative and a r e  not intended to be taken a s  recommendations. F o r  
example, in Chapter 3 we have used specific standards of provision in describ- 
ing the use of programme definition statements. In fact,  the development of 
standards of provision i s  a major task  needing extensive further  work by your 
Department, the Health Boards and Regional Hospital Boards. 

Finally, any planning system needs to  be reviewed and updated in light of 
experience. The magnitude of the changes currently taking place in the Ir ish 
Health Service makes it particularly important to  monitor the progress  of the 
new systems and to incorporate the resul ts  of experience into them. 
(Appendix C in the repor t  summarizes a suggested timetable for phasing in 
planning and control). 

We a r e  grateful f o r ,  and have enjoyed, the opportunity of this  further 
work for  the Ir ish Health Service. We look forward to seeing the resul t s  of 
the hard work of the many who have worked with u s  culminating in better health 
care.  

Respectfully submitted, 
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TOWARDS BETTER HEALTH CARE: 

PLANNING IN HEALTH BOARDS 

THEDEPARTMENTOFHEALTH 

INTRODUCTION 
,!!?SCCI/L~'-. 

zcuP. 
Management i s  a continuous process  consisting o f t  elements:  

deciding what to do (planning), doing i t  (action), and seeing whether the action 
taken has  produced the des i red  resul ts  (control). The output f r o m  each element  
i s  the input to the next. Moreover, the process  i s  repetitive in that the control 
information provides new data f r o m  which to  base further planning, a s  i l lustrated 
below. 
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I Measurement + ~ ~ t ~ ~ t ~ * g ~ i n a t  Plan 

This report  i s  directed to  describing the planning aspect  of management. 



The purpose of planning health services is  to maximize the improvement 
of health care. Improving health care  implies change, so new planning pro- 
cedures must emphasize change and the actions necessary to achieve it. 

As health services grow more complex and the demands on limited --- ~- ~ ...- ~. . -.---------. --7 

resources become heavier, deciding on the right changes becomes both more 
/ - 

difficult and more important. New planning procedures must therefore also 
provide a systematic and disciplined approach to change, to ensure that scarce 
resources are  deployed in the best possible manner. 

This report describes a systematic planning process, programme plan- 
ning, that 

Y Focuses on target patient groups and their needs 

9 Determines what changes will best meet those needs 

9 Allocates resources to make those changes 

9 Spells out the responsibility and deadlines for taking 
action. 

The report indicates initial steps that must be taken to get a new planning 
procedure under way. It then describes the comprehensive planning cycle by 
which the Health Board managers should plan the full range of a Health Board's 
activities for the following year and, in broader terms,  for a further 4 years. 
In particular, it emphasizes the steps that programme managers must take to 
prepare plans for their individual programmes, since these plans form the 
basis for the final Health Board plan. 

The planning process described in this report will be still more effective 
in improving health care  if it generates, and then builds on, additional fringe 
benefits; for example: 

Y An improved decision-making process at  al l  levels 
through more effective delegation 

Y Improved communications throughout the health service 

Y The coordinated effort, activity and development of all 
Health Board programmes. 



The report presents illustrations of the planning process drawn from 
'real life' situations based on field work in the Health Boards. Appendix A 
shows the entire process schematically. The report discusses it in detail in  
four chapters: 

Y Subprogrammes for planning in Health Boards 

Y Setting programme objectives 

Y Determining priorities 

Y Producing Health Board plans. 
i 





1 - SUBPROGRAMMES FOR PLANNING IN HEALTH BOARDS 

Planning in Health Boards requi res  management to be able to focus I - . 

attention on manageable groups of needs for the population a s  a whole o r  fo r  
t a rge t  groups of people. The  t h r ee  programmes  - community c a r e ,  specia l  
hospital c a r e  and general  hospital  c a r e  - a r e  useful  a s  a basis  for the  organiza-  
tion and for overal l  planning, but a r e  too broad in scope for detailed planning. 
Thus,  we have recommended that each programme be divided into a number  of 
subprogrammes specifically for planning purposes.  To avoid possible confusion 
l a t e r ,  it i s  worth emphasizing that subprogrammes  a r e  p r imar i ly  fo r  planning 
and a r e  not intended to provide a basis  for the organization of Health Boards  
below the management t eam,  par tcular ly  in community c a r e  (although i n  the  
hospital  programmes there  would in fact  be  a l a r g e  degree of correspondence 
between the organization and subprogrammes  i f  a l l  our  recommendations a r e  
implemented). Moreover,  a s  explained l a t e r  in this chapter ,  i t  i s  v i ta l  to 
recognize homogeneous se rv ices  l ike G P s ,  dent is ts ,  X-ray,  pathology, e t c . ,  
and make additional plans for  each of these  groups to support  the p rog ramme  
plans. 

Thus,  in this chapter we descr ibe  the subprogrammes  that  we now 
recommend,  af ter  s eve ra l  discussions with CEOs and the  Department.  

RECOMMENDED SUBPROGRAMMES FOR HEALTH BOARDS 

Community Cam 

Preventive health and community 
protection 

Mother and infant 

Children 

The Aged 
The handicapped 

General community care (not 
included in other subprograrnmes) 

Overheads and administrative 
support services 

' Spacial Hospital Care 

Mental health 

Mental handicap 

Geriatrics 

Overheads and administrative 
support services 

General Hospital Can 

~ - ~ -  

General medicine 

General surgery 

Obstetrics and gynaecology 

Paediatrics 

Orthopaedics 

Ophthalmology and ENT 

Infectious diseases 

Other regional specialties* 

Overheads and administrative 
support services 

- Other regional specialties may involve more than one subprogremme 



TEACH A N  CHUSTAIM 
(Custom llouse). 

BALE ~ T H A  CLIATH i 
71"Y [Dublin I.) 

I notice that  i n  Volume 4 of the McKinsey reports it i s  visualised 
tha t  the Director, Mental Handicap Service, should vork irith voluntary 
organisations Tor the devslopment. oP pl.xns and u i l l  agree revenue and 
c a p i t d  grants i n  regard $0 services fo? the mentally handicapped. 

Health boards a l e ,  of course, concerned v i th  mental handicap a s  
many OF the  mentally handicapped are  maintained i n  mental hospitals 
and the vast  majority of those i n  volunkary homes are paid for  by 
Health Boards. It is not, hovever, visuulised that  for  the present 
Health Boards should deal  with the general question of tho developnent 
of services,  or :rith t h s  f i m n c i a l  aspects of t he  voluntary bodiss. I n  
June of last year representations :<ere made on behalf of a mmber of 
t h e  voluntary bodies tha t  there  lvould not be suf f ic ien t  representation 
f o r  mental ilandicap in t e r e s t s  on the Health Boards. The Ministor 
intimoted that  it :as not intended to  make any change, f o r  some years 
a t  a m  rate ,  i n  the administration of these services a r i s i m  out of 

.- 
Boards and the Regional Hospital Boards- urould have n; functions i n  my 
of these matters other than such functions a s  were previously exorcised 
by Health kuchorities. 

A s  indicated i n  D r .  Henseyls c i rcu la r  l e t t e r  of 30 September it is 
intended tha t  there dl1 be a discussion on the McKinsey r e p o ~ t  but I 
thoupht it x e l l  to l e t  you know, i n  advance of t h a t  discussion, of the  
Minister 's  declsior. i n  reyard to mental had icap .  

Yours sincerely, 

Chief Zxeautive Offices, 

Er/s ~ M N '  Health Board. 



SUBPROGRAMMES IN 
GENERAL HOSPITAL CARE 

The subprogrammes in general  hospital  c a r e  should mainly r e f l ec t  the 
different and definable needs to be found in each specialty in general  hospitals.  
Thus ,  the subprogrammes should include 

D General  medicine 

II General  surgery  

li Obstetr ics  and gynaecology 

9 Paediatr ics  

D Orthopaedics 

9 Ophthalmology and ENT 

Si Infectious diseases  

D Other regional special t ies ,  for  example,  neurology" 

D Overheads and administrative support  se rv ices  not 
at tr ibutable to specific subprogrammes.  

Specialty Subprogrammes 

The specialty subprogrammes largely follow the ' f i rms '  that a l ready exist  
in general  hospitals. However, a subprogramme should apply to the need for  
se rv ices  Board wide and should not be thought of i n  the context of individual 
hospitals. Thus,  for each subprogramme,  the total  need in the Board for beds,  
staff  and support  se rv ices  (for example,  X-ray,  pathology) should be identified 
and compared with the existing resources  for  each subprogramme. Plans 
should then be drawn up, in light of needs and pr ior i t i es ,  to provide se rv i ces  
for the subprogramme in the bes t  way. In par t icu la r ,  the contribution by each  
hospital should be decided in light of i ts  ability to provide the required level  
and quality of se rv ices  and recognizing demands by other subprogrammes on it. 
Similar ly ,  the demands of the subprogramme for  support  s e rv i ces ,  l ike  
pathology, should be accumulated with the agreed  levels  of s e rv i ce  for  other 
subprogrammes to determine the provision of these  support  s e rv i ces .  

't - There  may be a need to have separa te  subprogrammes for  some of the 'other 
regional specialt ies1 ra ther  than including them a l l  in a single subprogramme.  



Overheads and 
Administrative Support 
Services Subprogramme 

Therc will he a number of se rv ices  and associated costs  in the general  
hospital ca re  programme that, unlike say X-ray  and pathology, cannot be 
attributed to individual subprogrammes.  In other words, decisions taken in  
light o f  specialty subprogramme needs do not have a quantifiable effect  on this 
general overhead subprogramme.  The exact boundary between attributable and 
non-atrributable se rv ices  remains  to be drawn in  light of consultation on this 
report  and experience in  developing programme plans for  Health. 

The alternative to a general  overheads subprogramme i s  to t r y  to 
determine the need for these se rv ices  and costs  by allocating them on a fa i r ly  
a rb i t ra ry  basis ( for  example, total beds o r  total wages) to  specialty subpro- 
grammes .  This has  the disadvantages that the allocation in  no way a s s i s t s  
decision making fo r  specialty subprogrammes and would tend to de t r ac t  f r o m  
the control of overheads in  total. 

SUBPROGRAMMES I N  
SPECIAL HOSPITAL CARE 

The special  hospital  c a r e  p rog ramme was defined separately  (and orga-  
nized separately in l a rge r  Boards)  because of the special  attention that  needs to 
be focused on these patients now. Moreover,  they represen t  a se r ious  problem 
in t e r m s  of economics a s  well a s  humanity because,  once institutionalized, 
special  hospital ca re  patients have tended to remain  a s  inpatients with low and 
undifferentiated t reatment .  But the  t rea tment  needs of the ger ia t r ic ,  mentally 
i l l  and mentally handicapped patients can be quite different. Therefore ,  we 
recommend a subprogramme for  each. 

Mental Health 
Subprogramme 

The mental  health subprogramme should encompass planning for  a l l  t r e a t -  
ment of the mentally i l l  in mental  hospitals,  acute psychiatric wards  of genera l  
hospitals and in  the community including adults and children.  The combination 
of community c a r e  and hospital  c a r e  in th i s  subprogramme i s  unique i n  ou r  
recommendations,  but is justified by the need t o  move patients into hospital  fo r  
shor t  periods followed by t rea tment  in the community o r  a day centre .  Thus,  
with frequent discharge and readmission of individual patients,  we do not 
recommend the provision of a separa te  community c a r e  mental  health subpro- 
gramme a t  this stage, par t icular ly  since the ski l ls  required f o r  community 
mental  health c a r e  a r e  current ly  only available in the special  hospital  c a r e  
programme m a n a g e r ' s  organization. 



Therefore,  the activit ies in the mental  health subprogramme would 
include, fo r  example, a s ses smen t  of existing patients in mental  hospitals and 
of potential new admissions,  acute t reatment  of patients in mental  and general  
hospitals, provision of long-stay and shel tered accommodation, and rehabili ta- 
tion and continuing t rea tment  in the community a s  appropriate.  

Mental Handicap 
Subprogramme 

The provision of se rv ices  for mentally handicapped children depends 
largely on the voluntary organizations. Moreover,  many of the mildly handi- 
capped can be supported in the community with no need for institutional c a r e .  
Therefore ,  this  subprogramme ca te r s  pr imar i ly  for the institutionalized 
mentally handicapped adult (over 16 yea r s  old). 

Activities would be,  for example, assessment ,  vocational training and 
sheltered work, and provision of long-stay and shel tered accommodation. 
However, this subprogramme should also include the financial resources  for 
payments to voluntary organizations providing inpatient ca re .  

Geriatr ic  Subprogramme 

Geriatric:: patients tend to  be scat tered throughout a l l  hospitals i n  a 
Health Board. Thus, old people needing essentially welfare c a r e  can be found 
in acute hospital beds and o thers  needing intensive nursing can be found in 
mental  hospitals. Some of these patients a r e  not receiving the  c a r e  they need; 
others a r e  blocking expensive acute beds, preventing o thers  with g r e a t e r  need 
f rom occupying them. 

Therefore,  the purpose of the ger ia t r ic  subprogramme is t o  plan corn- 
prehensively for all  ger ia t r ic  patients in institutions to  ensure  that they receive 
intensive c a r e  and rehabilitation when needed but do not block expensive acute 
beds when, for example, lower levels of nursing a r e  appropriate.  (There 
should also be a separa te  ger ia t r ic  c a r e  subprogramme in the community c a r e  
programme.  ) 

There i s  no accepted, prec ise  definition for the ger ia t r ic  patient. The 
65 years  of age c r i te r ion  i s  being questioned on the grounds tha t  the t rends  
for 75-year olds and over  a r e  m o r e  relevant to the future needs for c a r e  of 
the aged. The 'old people without acute symptoms'  definition i s  not corn- 
pletely satisfactory because many old people a r e  likely to enter  the hospital 
system a s  acute cases  although, af ter  initial t reatment ,  they may  stay in 
hospital but be classi f ied a s  ger ia t r ic  cases .  Thus, in planning and 
managing the ger ia t r ic  subprogramme there  i s  a need for flexibility between 
the special  and genera l  hospital c a r e  programmes .  



The activities in  the special  hospital  ca re  ger ia t r ic  subprogramme should 
include assessment ,  rehabilitation, long-stay and welfare c a r e .  All  the Boa rd ' s  
hospitals a r e  likely to be involved initially. 

Overheads and 
Administrative Support 
Services Subprogramme 

As in the general  hospital  c a r e  p rog ramme,  we recommend a genera l  
overheads subprogramme for special  hospital  c a r e  to cover planning for cos t s  
that cannot be reasonably attr ibuted to the patient ca re  subprogrammes ,  Once 
patients in mental  hospitals have been grouped and ger ia t r ic  patients in genera l  
hospitals cared for in  a s se s smen t  units o r  appropriate accommodation, i t  
should be possible to make reasonable allocations of most  costs  to the subpro-  
g rammes .  However, t h e r e  will s t i l l  be genera l  overheads that a r e  m o r e  
appropriately considered separately,  f o r  example, the programme manager  
and some of his  support staff. 

SUBPROGRAMMES 
IN COMMUNITY CARE 

The subprogrammes for  planning in  community c a r e  a r e  l e s s  obvious 
than for the hospital p rog rammes  for  two r easons ,  F i r s t ,  the complexity and 
number of activit ies involved in  community c a r e  mean  it i s  somet imes  difficult 
to  group activit ies in o rde r  to keep the number  of subprogrammes down to  
manageable proportions.  Second, the subprogrammes i n  community c a r e  will  
not m i r r o r  the organization, a s  tends to be the ca se  in the hospital p rog rammes .  
Therefore ,  we have t r ied  to keep in  mind the need to  use subprogrammes to  
plan se rv ices  for  specific patient groups (for example, the aged) o r  act ivi t ies  
with a common objective (for example,  preventive health) and we recognize that  
one group of people (for example, doctors  and n u r s e s )  will i n  fact  be providing 
se rv i ces  to  a number of dif ferent  subprogrammes  every day. This  d i lemma is 
discussed further a t  the end of this chapter .  

In light of the above, and af ter  a number  of discussions inside and outside 
the Department of Health, the following subprogrammes s e e m  t o  be needed for  
community care .  

9 Preventive health and community protection 

9 Care  of mother  and infant (up to  6 weeks old) 

9 C a r e  of children (f rom 6 weeks to  16 yea r s  old) 

II Care  of the  aged 

9 C a r e  of the  handicapped 



Y General community c a r e  (not included in other 
subprogrammes)  

9 Overheads and administrative support se rv ices  

Preventive Health and 
Community Protection 

The purpose of this  subprogramme i s  to prevent i l l  health through activi- 
t ies  directed a t  the individual, for  example,  health education and controlling 
the spread of epidemics. In addition, there  would be activit ies concerned m o r e  
with the control of the environment like food hygiene and fluoridation of water  
supplies. Because of local govern t ' s  involvement in public health control,  
par t  of this subprogramme i s  like1 to be planned in concert  with local govern- 
ment ' s  needs. r? 

', 

Care  of Mother and 
Infant Subprogramme 

The purpose of this subprogramme i s  to support the mother  and he r  child 
f rom ear ly  pregnancy until the infant i s  6 weeks old. Thus, activit ies included 
s h o h d  be antenatal and postnatal c a r e  and education, domicil iary del ivery 
where i t  exists,  screening, general  medical  se rv ices  and home help o r  nursing, 
dental c a r e  for the expectant mother ,  welfare serv ices  such a s  f r e e  mi lk  and 
payment of the maternity cash grants., 

/ 
Care  of Children / 
Subprogramme 

7, 

i' 

The purpose of this  subprogramme is to  c a r e  for children in the commu- 
/ 

nity roughly between the agesp f  6 weeks and 16 years .  It will include the 
school health service,  &Eimuni~%, general  medical  se rv ices ,  including - 
identification of emotional disturbance, dental ,  ophthalmic and o r a l  s e rv i ces ,  
c a r e  of 'problem' children and c a r e  of handicapped children in  the community. 

Ca re  of the Aged 
Subprogramme 

The purpose of this subprogramme i s  to support the aged in  the commu- 
nity and to minimize any unnecessary burden on the hospital p rogrammes .  
Thus, it would include medical and welfare serv ices ,  day cen t r e s  and t ranspor t ,  
finance and assis tance in  kind such a s  provision of appliances and home 
conversion. 



Care of the Handicapped 
Subprogramme 

This subprogramme provides support, training and employment mainly 
for  the adult, mildly mentally handicapped, not in need of institutional c a r e .  
It also provides support for the adult physically handicapped in the community. 
Such groups would include the deaf and blind and those with missing l imbs.  
Support for  the physically handicapped i s  likely to be mainly in the form of 
appliances and finance. 

General  Community 
Care  Subprogramme 

The purpose of this somewhat general  subprogramme i s  to  provide the 
remaining community c a r e  serv ices  in  addition to  a l l  the se rv i ces  planned fo r  
the specific target  groups descr ibed above. In addition to the medical,  dental, 

ophthalmic, . . , -, ..- ora l  and welfare serv ices ,  activit ies might include, for  example,  
m a s s  radiography2 
.- ~ ~~..~.- 

Overheads and 
Administrative Support 
Services Subprogramme 

As in the hospital p rogrammes ,  we recommend the general  overheads 
subprogramme to eliminate the need for  a rb i t r a ry  allocation of planned expen- 
diture to patient c a r e  subprogrammes.  

PLANNING FOR 
DISCRETE SERVICES 

Discrete  services  - like general  practi t ioners,  dentists,  X-ray  depart-  
ments,  pathology departments,  etc. - need to  be planned as a whole. They 
obviously cannot be expected to develop miraculously along the right l ines  
mere ly  a s  a result  of programme plans. This i s  not to say that one has  the 
choice of planning for subprogrammes - o r  for these d iscre te  se rv ices .  P lans  
must  be developed for both. 

The need for these serv ices  i s  derived f rom the subprogramme plans in  
much the same  way a s  patient needs a r e  determined in subprogrammes.  Thus, 

lthe total need in a Health Board for, say, dentists should be determined by 
I 
accumulating the various requirements  for dentists in each of the subpro- 

I 
grammes.  The services  should then be planned a s  an entity to meet  this total 

[need. 

In practice,  of course,  the development of a se rv ice ' s  plan would 
probably involve a cer ta in  amount of to-ing and fro-ing between subprogramme 
plans and the service plan to  ensure  that the serv ices  incorporated in each of 
the subprogramme plans match the total  planned availability. 

I 



ILLUSTRATIONS OF PLANNING FOR 
SUBPROGRAMMES AND FOR SERVICES 

COMMUNITY CARE 





1 - 8  - 

Thus,  s e r v i c e s  need to  b e  planned ini t ial ly by s u b p r o g r a m m e  to e n s u r e  I! 
i I that the B o a r d ' s  r e s o u r c e s  a r e  a l located  f i r s t  of a l l  on the  b a s i s  of t h e i r  con t r i -  J t 

bution to achieving object ives  f o r  t a r g e t  pat ient  groups.  However,  in  p r a c t i c a l  1 

t e r m s ,  the  requ i red  l eve l  of each  s e r v i c e  c a n  only be  planned i n  de ta i l  and  
s e r v i c e s  developed efficiently, if each  of t h e s e  s e r v i c e s ,  and s i m i l a r l y  each 
hospital ,  is a l s o  viewed a s  a whole. The m a t r i c e s  on the  facing page i l l u s t r a t e  
the two-cut approach to  planning that  is needed.  





2 - SETTING PROGRAMME OBJECTIVES 

Before even considering what changes should be planned for the future,  
Health Board managers need to determine their  objectives. An objective 

I 
i 

identifies the target groups to be served (for example, eligible adults,  - a l l  1 
I 

children), specifies the appropriate level of service to be aimed for and thereby 
indicates the direction of change. It should be a statement of purpose covering 
a period of a t  least  5 y e a r s ,  since it is concerned with establishing direction 1 3 
and, therefore,  requires  a long-term perspective. It should be specific and so 1 / 
framed that progress  towards i t  can be measured. If possible, it should be 
quantified so  that the numbers  involved will c lear ly spell  out the measure  of 

, success in meeting it. Clearly,  therefore,  objectives should be agreed  a s  the 
] f i r s t  step in planning. 

In Chapter 1 we descr ibe how programmes should be s t ructured specifi- 
cally to facilitate the attainment of objectives. That i s ,  activities sharing 
common a ims a r e  grouped into related programmes and subprogrammes. 

~-l 
1 Resources will subsequently be allocated around these programmes and 

subprogrammes. Therefore,  when setting objectives, programme managers  
1 need to follow this programme structure,  setting objectives for each level of 

the programme. F o r  example, the objectives at different levels,  using the 
general hospital ca re  programme a s  an illustration, might be: 

1 HEALTH SERVICE OBJECTIVE 1 / 

To satisfy all the community's needs for health care by preventing ill-health. by treating 
and keeping patients in the community and by providing affective hospital treatment for 
those who require institutional care; to pmvide these sewices free for all who are unable 
to pay for them, and at manageable cost for those who can afford it 

I PROGRAMME OBJECTIVE: GENERAL HOSPITAL CARE I 
To pmvide effective hospital treatment for acutely ill patients and to return them to the 
community as qui&ly as possible I + 

SUBPROGRAMME OBJECTIVE: OBSTETRICS A N D  GYNAECOLOGY 

To provide all mothersto-be who are at  rirk with the opporiunity for confinement in a 
consultant unit, while increasing the number of gynaecological beds by X per cent I I 





For purposes of national planning and comparative information, it i s  f 
important that programme structures be uniform throughout all Health Boards; i 
although structures would be reviewed periodically to ensure continued relevance 
and usefulness, any revision by the Department should apply nationally. 

To set realistic objectives, programme managers will need to compile 
information on the resources available and their present utilization. Using this 
information, they will then meet with other programme managers, and with 
senior medical officers, to discuss and agree objectives. The Department of 1 

Health and the Regional Hospital Boards will be active in helping Health Boards ; 
to set objectives at  programme and subprogramme levels; but programme 
managers themselves must take the initiative in this matter. The res t  of this 
chapter, then, describes what programme managers must do to 

\ 9 Compile resource information 

I 

9 Discuss and agree objectives. 
. / .- 

' COMPILING 
RESOURCE INFORMATION I 

Before setting objectives, programme managers will need to gain a 
comprehensive picture of the services being provided in their programmes. 
To do so, they must : 

1 

I 
II Ascertain resources available within the programme 

T Measure the productivity of the resources being used 

II Assess the effectiveness of the services being provided. 
@/dQ kL%"&, 

Ascertain 
Resources Available \ 

Programme managers should take stock of all physical resources avail- 
able to their programmes - buildings, personnel, materials and equipment - 
both within the Health Board organization and also outside, such a s  the voluntary 
hospitals and the voluntary organizations in the community. They should list 



resources hy subprogramme, in order  to put together a comprehensive picture. 
For  example: the following diagram shows the available bed resources* for 
each of the general hospital care  subprogrammes in the Southern Health Board. 

t - Grand mral for Mercy includes 16 beds not designated 
m rubpmgrammes 

* - The inclusion of voluntary hospitals in the available bed resources  does not 
suggest any change in their relationship with the Health Board. Their 
inclusion is necessary  because ~ a t i e n t s  a r e  treated in both Health Board 
and voluntary hospitals and all  resources  available to meet  needs in the 
a r e a s  should be determined. 

& 

I 



DEFINITION OF TERMS USED 
IN  THE TABLE ON PAGE 2 . 4  

TERM 

Average occupancy rate 

Non-urgent admissions rate 

Urgent admissions rate 

Peak occupancy rate 

Average duration of stay 

Short stay (investigation) 

Short stay (emergency) 

Long stay 

Discharge to other institutions 

New over-65 admisslons 

I Social stay 

DEFINITION 1 
Patient days as a percentage of available bed days I 
Admissions from a wait l i s t  as a percentage of all 
admissions I 
Urgent admissions as a percentage of all admissions I 
Peak number of patients in hospital during a period 
as a percentage of the hospital's normal bed 
complement 

Total patlent days divided by number of discharges I 
Patients who were in hospital for purposes of 
investigation only and left within 48 hours, as a 
percentage of a l l  patients 

Patients who were admitted as emergencies but 
left within 48 hours, as a percentage of ail patients I 
Patlents who were in hospital for 28 days or more. 
as a percentah of all patients I 
Patlents sent t o  other institutions tor convalexence 
or more specialized treatment.as a percentage of all 
patients 

Percentage of all admissions who were aged 65 or 
over - 
Percentage of total patlent days represented by  
days between a patlent being certified f i t  for 
dlxharge and actual dlxharge 



In assembling this programme information, programme managers should 
measure the programme resources against the area population (e. g.,  beds, 
doctors, per 1, OOO), and should compare their area with accepted norms. 
These comparisons will s tart  to indicate possible improvement opportunities. 
And, because of the focus on subprogrammes, they will permit much closer 
and more specific conclusions to be drawn than has previously been possible. 
Initially, programme managers may have difficulty in making these compari- 
sons. For  this reason it is  important for the Department to ensure that all 
Health Boards move towards a common information system; it also points 
towards the need for developing national standards of provision. 

Finally, programme managers should be alert for any significant trends 
in resource availability. If, say, radiologists a r e  increasingly in short supply, 
programme managers should become aware of this a s  soon a s  possible, for 
example, by comparing notes on the time it takes to find suitably qualified 
candidates for vacancies. 

Measure the Productivity 
Of Resources Used 

Efficiency in health care can be measured by output achieved with the 
physical resources available - the services rendered, the number of patients 
treated, the cost per patient - in short, resource utilization. The sample 
format for general hospital care concentrates on three major items, and 
supports them with more specific, qualifying indicators. 

GENERAL HOSPITAL CARE PERFORMANCE INDICATORS 1 



Some measures of resource utilization already exist, but programme 
managers may need to develop these measures in terms of subprogrammes. 
For example, hospital costs per day have been established, but not down to 

I 
departmental level. Initially, programme managers should keep these indicators 
simple, emphasizing only major measures. The Department should work out a 
comprehensive list of indicators for general use in Health Boards. 

To derive most benefit from these indicators, programme managers 
should compare their resource utilization with that of similar units in other 
areas. The Department should develop a set of common productivity measures 
and costing systems. The Inpatient Survey now being conducted by the Medico 
Social Research Board will also in time provide valuable 'case1 information. 

In such areas a s  radiology and pathology, the programme manager may 
need to do further work to develop and introduce the pointage systems for work 
measurement. Programme managers will also need to conduct a continuing 
series of special surveys and uncover problem areas  of . pro- 
ductivity. - 

At the same time, programme managers need to understand where and 
how their financial resources a r e  being used, again in terms of particular 
subprogrammes. Some costs will have been divided among different subpro- 
grammes; for example, general practioner service costs would have to be 
divided among a number of community care subprogrammes; similarly, 
radiology and pathology services contribute to all hospital subprogrammes. 
Formal accounting by subprogrammes will take at  least another 2 years1 
preparation. In the meantime, programme managers must t ry  to establish, 
even if only approximately, how the funds a r e  being used. For  example, in 
general hospital care: 

SAMPLE REGIONAL HOSPITAL INPATIENT COSTS 

-f per month 

Nurses I DmOrs 

Gemnl General OMetricr and 
Medicins S u r g s ~  Gynsewiogl Ete. 

Pmfessional support 

Medical slpplieo 

Subtotal medical 

Hotel wpport 
Administration 

Attributable Overheads 

Subtotal non-medical 

TOTAL 

3,459 
3.504 

16,663 

6,436 
2,203 
4.21 1 

12,850 

29.513 

4.045 

4.789 

19,196 

5,056 
1.711 
4.211 

10,978 

30,174 

1,141 

1,427 

8,249 

2,307 
757 

2.105 

5.169 

13,418 



Assess the Effectiveness 
Of Services Provided 

Service effectiveness is  more difficult to measure than the efficiency of 
resource utilization. The quality of care  is not necessarily apparent in 
efficiency measures, nor do efficiency measures indicate the success of the 
services in meeting the real  needs of the community. For considering the 
effectiveness of services, attention must be focused on such questions as: 
Are waiting lists too long? Are too many patients being readmitted to hospital? 
Are the services provided reaching all the community in need? To answer 
these questions, performance indicators for each subprogramme (by unit) will 
need to be developed to show total performance for the area. The Department 
should take the initiative in developing, defining and calibrating the indicators 
that would be used on doing this. For example: 

I General 
Indicator Medieim 

Readmisions rate 

Scheduled readmissions rate 

Unoheduled readmissions rate 

WAITING LIST 

Waiting list rate 

Urgent waiting list rate 

Non-urgent waiting list rate 

Urgem waiting> 4 weeks 

Total waiting> 12 weeks 

General 
Surgery 

These indicators will enable inter-area and inter-unit comparisons to 
be made on a subprogramme basis to show whether, for  example, low costs in 1 
one area  result from a low level of service or high standards of efficiency. 
Programme managers should also try to identify trends: Is the waiting l is t  
for places in mental health day institutions growing? Is the demand for 
gynaecological services increasing? 

Obsxetrics and 
G Y M ~ O ~ O ~ Y  

Performance indicators will require substantial development and refine- 
ment, a s  experience shows which a r e  the key areas  for monitoring, a s  a 
consensus i s  reached on a common information system, and a s  the Department 

1 
involves itself in guiding and coordinating the information flow and providing - - 
national standards. Compiling this initial information base i s  a vital part of - -- 
preparing the ground for planning, and should be the new programme manager's , -- 
prioritv task. 

I 

Paediatrier Orthopaed 

I 



.. 

DISCUSSING AND 
AGREEING OBJECTIVES 

Having compiled this resource information, programme managers will be 
able to start  formulating possible objectives for their programmes and subpro- 
grarnmes. To help them in this task, they will hold further discussions with 
senior medical personnel in the area ,  to gather their suggestions and recom- 
mendations. They can then identify the range of alternative objectives for each 
subprogramme and subject them to critical analysis. 

The sort of problems involved in setting objectives can be illustrated in 
the obstetrics and gynaecology subprogramme. Programme managers will 
have to consider a range of possibilities, both in identifying the appropriate 
target group to be served, and in specifying the appropriate level of service. 
Some possible targets and service levels for obstetrics might be: 

- All maternities 
- All demanding services 

Possible Target Group - High risk only 
- First birth only 
- Emergency only 

I - Full consultant care (includins ante- and oostnatall 

I 
- 

- In-hospital delivery, hospital recuperation 
Porribls Level of Service - In-hospital delivery, home recuperation 

[ - Domiciliary delivery 

Choosing among possible objectives for  this subprogramme would clearly 
have a major impact on costs. Fo r  example, moving to a service level of 
in-hospital delivery, home recuperation might reduce present in-hospital 
patient-days (maternity) by 40 per cent. 

Programme managers should summarize their findings and recommend 
the best alternatives for discussion with the management team - fhe other pro- 
gramme managers, the functional officers and the Chief Executive Officer. The 
CEO, in his participation in this discussion, must ensure that the objectives a r e  

B Consistent with any Departmental guidelines and 
directives 

9 Consistent with the objectives of other programmes 
and subprogrammes 

9 Able to meet questions from the Health Board. 



When the management team is in agreement, o r  when the CEO has taken 
his decision, all programme and subprogramme objectives will then be referred 
to the Health Board for review and decision. This review i s  a vital part  of the 1 
Health Board's contribu-ealth services, since clearly i t s  

health care. 

i decisions a t  this point will determine subsequent emphasis and direction of al l  1 

Objectives set for a 5-year period will not be substantially adjusted in the 
annual planning programme. However, programme managers should expect to 
review objectives in light of new developments, to make sure that they remain 
appropriate to the situation. In future years,  a s  in the past, the Department of 
Health will develop guidelines and directives that should have a major influence 
on area objectives. 





3 - DETERMINING AREA 

AND PROGRAMME PRIORITIES 

Determining area  priorities for the allocation of funds is  the Health 
Board's most difficult, yet most critical responsibility. Expansion of medical 
techniques and social expectation has led to dramatic increases in health 
expenditure; moreover, international experience indicates that this trend will 
continue in the future. Therefore, demands for service will always exceed - 
resources available. 

Traditionally, health authorities have responded to new demands by 
examining proposed projects on a piecemeal basis, and then referring them to 
the Department for approval or rejection. Often they considered more projects 
than the new Health Boards could possibly afford. In the new organization, 
however, responsibility for pulling together the priorities in al l  three pro- 

4 ;  
I 

gramme areas ,  reviewing and ranking these priorities against agreed cri teria,  1 
and incorporating them into plans will be at  the Health Board level. In this 
part of the planning cycle, programme managers 

1 
9 Incorporate Departmental guidelines and directives 

9 Produce programme definition statements* I 

9 Agree a rea  priorities. 

INCORPORATING 
DEPARTMENTAL GUIDELINES 

While reorganization into eight Health Boards should decentralize the / ' 
decision-making process, the Minister and/or the Regional Hospital Boards ' ' 

will continue to direct the provision of health services by laying down guidelines 
for the Health Boards and by issuing directives under the Health Acts. Depart- 
mental guidelines will outline new priority policies in health care ,  and will also 

1 
advise Health Boards on the financial allocations - capital and revenue - that 
will subsequently support Health Board plans. The guidelines will thus help to 
coordinate the development of services among the eight Health Boards, and will 
be reflected in the development of programme plans. 

* - The programme definition statement (PDS)  i s  described in detail in this 
chapter. It is essentially a device for systematically determining need and 
comparing it with resources available to identify the extent of unsatisfied 
need. 



Policy Guidelines 
And Directives 

The Department will suggest new ways in which health services should be 
improved. Policy guidelines will cover the whole health care field, and will 
include changes in 

1. Emphasis among programmes and subprogrammes. Fo r  example, 
guidelines or directives might relate to the establishment of geriatric assess -  
ment units in all major hospitals under the control of a geriatrician, to ensure 
that 

- Aged patients a r e  promptly and effectively assessed 
and treated 

- Community services encourage the speedy return 
of patients to the community. 

2. Treatment. For  example, the introduction of day surgery for 
' 1 minor operations might be considered. 

3. Standards. For  example, waiting-list times in orthopaedics I might be reduced to a maximum of 3 months. 

4. Administrative practice. Fo r  example, medical social workers 
J might be employed in al l  acute hospitals. 

'1 The management team will discuss priorities contained in these guidelines, 
in order to assess  implications for the current provision of service. As a f i rs t  

7 -  

response to the Department's guidelines, the team might agree on preliminary 
'standards of service - for example, the target number of assessment beds that I 

.iwould adequately meet the priority for geriatric care. If the Department spells 
out specific standards in the guidelines, programme managers should incorpo- 
rate them directly into their plans. In the hospital programmes they should, of 
'course, take account of facilities available in voluntary hospitals. 

I Financial Guidelines 
-1 

The Department will also tell each Health Board what figure for  spending 
f t  should use in developing its plans. Until better information is  available 

_pn the costs and performance of separate programme areas ,  this advice will 1 
probably be limited to one revenue sum and one capital s u m a l t h  Board; \ - 
later the ~ e s r t m e n t  will specify down to programme level. Provided Health 
boards remain within these limits, they should be f ree  to plan the allocation of . . 
funds to subprogrammes a s  individual needs and priorities dictate. 

I - At the same time, the Department should indicate the level of capital and [ 
revenue spending likely for the subsequent 4 years. This will give Health 
aoards greater continuity in developing their long-range plans. 

L 1 





PRODUCING PROGRAMME 
DEFINITION STATEMENTS 

Having considered Departmental guidelines, the programme managers  
should next produce their  programme definition statements (PDS). These basic 
working documents help programme managers  to identify needs and opportunities, 
and provide the basic information for action plans. They allow programme 
managers to gain the agreement of the management t eam and the Health Board 
on what needs to be done, even if resources  a r e  not immediately available. 

Programme definition statements r e c ~ r d  the need for serv ices  based on 
I 

- 
agreed target standards of service,  and compare the need with the cur rent  pro-  ,' 
vision of service.  The difference between need and cur rent  provision establishes 
the (underprovision or  overprovision in services) .  To complete programme 
definition statements,  programme managers  must  take s ix steps: (1) determine 
relevant service i tems,  (2 )  identify target  patient group for each item, ( 3 )  agree  
standards of provision, (4) deduce a r e a  needs, (5)  review cur ren t  provision, and 
(6) calculate gaps. 

PROGRAMME DEFINITION STATEMENT 

Subprogramme: General Medicine 

Determine Relevant 
Items of Service 

Each subprogramme contains maj_or i tems of service,  and the programme - 
manager will indicate these  on the PDS, using h is  discretion in  d e t e r m i n i n ~  

.- ,- , Item of 
(, Service - 
Beds 

- - 
which to highlight. F o r  example, i tems that need to be highlighted in a 
particular subprogramme might include: 

Target 
Group 

480,000 
area population 

General Hospital Care 

Beds 

Doctors 

N U ~ S  

Standard 
of Provision 

0.8 beds per 1,000 

Paramedical 

Equipment 

Drugs 

OPD 

Spgial Hospital Care 

Beds 

Psychiatrists 

Geriatricians 

Need 

384 

Community Care 

General practitioners 

Public Health Medical Officers 

Dentists 

Physiotherapists 

Occupational therapists 

Clinics 

Day centres 

Public Health Inspectors 

Public Health Nu- 

Meal~on-wheels 

Fluoridation 

Current 
Provision 

370 

Gap 

14 



Identify Target Patient 
Group for Each Item 

For each item of service, programme managers must identify a target 
population - i. e. ,  the particular section of the population for which the service 
is intended. In general hospital care,  the target group for general surgery 
would be the total area population. For obstetrics the target group would be 
the women in the area expected to give birth in each year. For  'regional' 
specialties - e. g . ,  neurosurgery, plastic surgery, neurology, renal dialysis - 
the target group would reach beyond the Health Board area. 

Programme managers may have difficulty in establishing clientele 
statistics. In community care, special surveys have been used to identify the 
clientele for whom some of these services a r e  intended. 

Subprogramme: Care of the Aged in the Community 

Programme managers should also be concerned with the changes 
occurring in the clientele, and they should adjust their PDSs accordingly. 

Item of Service 

Home help 

Mealron-wheels 

Agree Standards 
Of Provision 

Standards of provision a r e  the levels of service that the Health Board 
considers appropriate to  meet the needs of the target group. Some standards 
a r e  imposed by statute - for example, for food hygiene. Departmental and 
RHB guidelines will indicate other standards - for example, one consultant per 
35 beds in general medicine or surgery. And the Health Board's own analysis 
and review will develop still other standards. 

Target Group 

290 aged 

300 aged 

Standard of Pmvirion 



In considering the standards appropriate to the item of service, the 
programme manager will need to focus  on the item's main features, in order 
to avoid overloading the PDS and thereby obscuring the priority issues. For 
example, existing hospital beds may result in an unsatisfied need for a variety 
of reasons. 

Subprogramme: General Medicine 

I 

Numbers available 

Size of unit 

Age of building 

Spacing between beds 

Support amenities 

Nursing convenience 

Therapeutic requirements 

Privacy 

Comfort 

Target Groue Standard of Pmvision (hypotheticall 

0.8 per 1.000 clientele 

35 minimum per unit 

Less than 80 years 

3' 6 minimum 

Bed light, locker-table. WCs per bed 

Height, weight, mobility 

Back-raiw 'ripple', traction 

Screen, curtain, partition 

Springs, mattress, pillows 

The primary standard should be the number of beds available, whether 
too few or too many, and should be shown in the PDS; the secondary features, 
for which standards should be established, would be shown only on an exception 
basis. 

Initially, developing appropriate standards of provision will be a difficult 
job. For  some subprograrnmes, such a s  ca re  of the aged, no one is  yet certain 
of the correct standard for  items of service such a s  doctors, nurses or beds. 
Until standards are  developed, programme managers should estimate them in 
these cases. For al l  items, programme managers must regularly review 
service standards, and their review should be both systematic and exhaustive. 



Deduce Area 
Service Needs 

To deduce a rea  needs,  programme managers  will multiply the numbers  of 
the target clientele with the agreed standard of provision - a matter  of simple 
arithmetic. For  example, the need fo r  beds i s  the number of population 
(480, 000) multiplied by the standard of provision (0. 8 per  1, OOO), which i s  
384 beds. 

Review 
Current Provision 

The PDS now forces  the programme manager  to examine the existing 
level of serv ice  in his a r e a  in  detail. As with the setting of serv ice  s tandards,  
the programme manager needs to  conduct a systematic and exhaustive review 
of programme performance. 

In the example below, the need for  beds fo r  the general medicine sub- 
programme.(384) i s  contrasted with the number currently provided. The PDS 
then points out the ways in which those beds fail to  meet  the required standards.  

Need for Services 

384 beds 

1 t consultants 

Item of Service 

Beds, 

Consaltants 

Subprogramme: General Medicine 

Target Group 

480,000 

384 beds 

Standard of Provision 

0.8 beds per 1.000 

1 mnsultant per 35 beds 

Current Provision 

370 

- W beds in buildings surveyed 
and found unsatisfactory 

- 30 beds located in hospitals 
who68 catchment area is too 
ma l l  

item 
of % ~ k a  

Beds 

T a m  Gmup 

480,000 total 
population 

Standard 
of Pmvirion 

0.8 per 1.WO in 
hospitals 
constructed and 
operated in 
accordsnce with 
DOH circulars 

Nand for 
S e ~ i c ~ r  

384 



Calculate Gaps 

In the final section of the PDS, the programme manager calculates gaps 
(underprovision or overprovision) in service level. 

The PDS thus gives a complete gaps summary that can be reviewed by the 
management team, and, where desired, by the Health Board. The PDS gaps 
become the basis for al l  subsequent debate in determining Health Board 
priorities* and, on the national level, those of the Department. 

Subprogramme: General Medicine 

AGREEING AREA PRIORITIES 

Item Standard N d  for 
of S s ~ i c e  Target Group of Pmvirion Sewices 

Beds 480,000 total 0.8 beds per 1,000 384 

The new or updated PDSs will enable the management team to conduct a 
comprehensive review of the gaps existing in the current provision of service. 
F rom this review, the team will then select the most important gaps of each 1 

programme and rank them in order of importance. The management team 
should also propose tentative financial allocations to meet these priorities, and 
then submit both the ranked priorities and the allocations to the Health Board 

I 
for approval. By gaining agreement on priorities and allocations, the rnanage- 
ment team will ensure that subsequent plans concentrate on those priorities. 

Rank Priorities 

- 

Current Provision 

370 

The PDS presents a complete picture of existing services, in order to 
permit informed judgement and to ensure that a l l  gaps a r e  considered when 
the management team selects priorities. But the PDS does not pre-empt the -- 
need for va-n. NJmechanical t e c e f o r  
evaluating gaps in one a rea  against another exists,  and even a method such as  - 
asses sin-efit, which can help the m a n a ~ e c i s i o n s  
in reasonably specific ~ ~ a t i o n s ,  involves broad value judgements. 

Gap 

14 plus 90  beds 
in hospitals need 
ing development 

* - Three illustrative PDSs a r e  shown in Appendix B. 



The management team must consider each gap in terms of its importance 
in meeting national o r  local objectives, the size of the gap to be filled ( i s  it a 
10 per cent or 90 per cent gap?),  the approximate cost of closing it ,  or closing 
part of it, the feasibility of closing it (e. g., a r e  there enough geriatricians, 
therapists, etc. , available ? )  and the time it would take to get results. 

By considering these factors, the management team will discover those 
gaps for which further analysis is  required, and those gaps for which corrective 
action appears to be of secondary importance. The team can then rank the 
remaining priorities, and annotate them, for review with the Health Board. 

PRIORITY NEEDS 

The priority needs should be accompanied by a commentary in which the 
management team summarizes its assessment of the needs gaps by ranking 
and grouping needs in logical order. Using mental handicap a s  an example: 

Sub~rosramme 

Mental Health 

9 Mental handicap resources a r e  inadequate 

- 100 children a r e  awaiting places in day treatment 
centres 

Nurres 

Item of Service 

inpatient acute 
treatment 
centre beds 

- 75 beds in children's residential homes a re  blocked 
by adolescent patients 

- Mental hospitals a r e  short of staff. Specifically,. . . 

Current 
Provision 
of Sewice 

160 

9 Adult mentally handicapped patients a r e  mixed with other 
patient categories in mental hospitals. 

Gap Again4 Revenue C m  
Standard of Per Annum Capital Con 

Provision To Close Gap To Close Gap 

60 

This commentary will provide a focus for the discussion with the Health 
Board, and enable the Health Board to contribute more effectively to the 
development of a rea  priorities. 



Propose Allocations 

Before submitting a list of ranked priorities to the Health Board, the 
management team will also propose preliminary financial allocations for pro- 
grammes and subprogrammes, reflecting proposed priorities. The Finance 
Officer will prepare both a summary of past annual expenditure by subpro- / 
gramme, and a forecast of the expenditure needed to continue present service 1 
levels for the coming year. Using these summaries, the management team 
must make a preliminary allocation to each subprogramme in support of the 
stated planning priorities. 

The scope for redeployment of resources will naturally be limited, 
certainly in the short term,  and a subprogramme's share of health expenditure 
would be unlikely to expand by more than 5 per cent (in real  terms) in any onc 
year. However, only through the budgetary allocation will programme managers 
realize a rea  planning priorities. 

ALLOCATION PROPOSAL 

I I I Rwanua Capit*, 

Submit for 
Health Board Review 

Prognmma 

General hospital care 

- Ganaral mdiine 

- General surgery 

The management team now formally submits its list  of priorities and pro- 
posed financial allocations to the Health Board for review and decision. Having 
also been involved in the setting of programme objectives, and being aware of 
national developments and Departmental guidelines, the Health Board's 
responsibility now is  to focus on the proposals. It must ensure that 

B Standards are updated and relevant 

/ 

g Ranking of priorities i s  consistent with Health Board 
objectives 

1972 

£OW 

5.000 

1.130 

1.400 

% 

50.0 

11.3 

14.0 

1973 
No Chanw 

£000 

6,000 

1,360 

1,680 

% 

50.0 

11.3 

14.0 

1973 
p~~ 

£ 000 

5,700 

1,300 

1.600 

% 

48.0 

10.5 

13.3 

1973 
Commimd 

EOW 

200 

- 
- 

1973 
Pmposd 

% 

40.0 

- 
- 

fOW 

150 

- 

- 

% 

30.0 

- 
- 



Si Financial  implications a r e  adequately spelled out for 
each of the gaps l isted 

Si Allocations to subprogramines,  fo r  both reven3..i and 
capital expenditure, proper ly  ref lect  the planning 
pr ior i t ies .  

The Health Board's decision on pr ior i t i es  and allocations i s  the c rux  of 
the planning process .  The extent to  which the Health Board r ev i se s  pr ior i t i es  
a t  this review will depend on the way in which the CEO and the management 
t eam liaise with the Health Board. 



PROPOSED ORGANIZATION FOR COMMUNITY CARE 
IN HEALTH BOARDS 

/-I p CARE 

Coordination & - - - -  
I and limison 

':.""'I1 OFFICERS 

SUPPORT STAFF TO 
THE PROGRAMME 

MANAGER 

RViCE 

ADMINISTRATIVE 
STAFF TO THE r-l DIRECTOR 

HEALTH 
INSPECTORS J ASSISTANCE SOCIAL ~ I OFFICERS ( 1 WORKERS 

Note: Positions on this chart & not neccssorily 
indictlm mlmtive rtmtus 





4 - PRODUCINGHEALTH BOARD PLANS 

The Health Board Plan describes the specific changes to be made in 
providing health care for the coming year, and indicates the resources - in 
both money and ppople - that will be allocated to make these changes. The plan 
is  consolidated from draft programme plans, the Financial Plan and the Man- 
power Plan; once approved, it establishes budgetary limits within which 
programme managers a r e  committed to carrying out the changes in the 
individual programmes. 

The management team produces the Health Board plan in three steps: 

1. Produce draft programme plans 

2. Consolidate into draft Health Board plan and submit 
for review 

3. Produce final action plans. 

PRODUCING DRAFT 
PROGRAMME PLANS 

The draft programme plan spells out proposed use of programme 
resources and describes changes in terms of specific projects. Programme 
managers produce their draft programme plans by examining each subpro- 
gramme in the light of priorities confirmed by the Health Board. In particular, 
they should 

Y Identify cost reduction opportunities 

Y Decide on projects that will best achieve priorities 

9 Document their proposals. 

In appropriate circumstances, the special skills of individual Board 
members may be made available to programme managers, for example, through 
a special committee. 

Identifying Cost 
Reduction Opportunities 

In facing the perpetual dilemma of unlimited demands on limited resources, 
and in confronting the current escalation of prices and wages, the programme 
managers must clearly appreciate that a more effective service depends largely 
on greater efficiency. Reducing costs therefore becomes a major responsibility, 1 
and requires more systematic attention than it may have received in the past. 



Cost reduction calls for detailed analysis and creative imagination; it demands 
a strong sense of the practical; it requires managerial skill in implementation 
and follow-up; but the results can be substantial. For  example: 

Y In the general medicine and general surgery subpro- 
gramme s ,  improving radiology and pathology support 
in one hospital would cost 6 50,000 capital, 6 24,000 
revenue; it would reduce patient-days by 15 per cent - 
equivalent to £80,000 per annum - thereby saving 
f 56,000 a year, and paying back the capital cost in 
under a year. (Of course, the hospital would in fact 
be used more intensively rather than a saving actually 
achieved. ) 

To identify possible cost reductions, programme managers should con- 
centrate on the facilities and resources at  their disposal in each subprogramme. 
They should examine which of the facilities can be reduced or redeployed, while 
still maintaining current levels of service; they should explore ways in which 
the service could be delivered faster; they should compare costs with other 
units inside or outside the Health Board area,  to discern possible anomalies 
and specific improvement opportunities; here the Department has a significant 
role to play. If an opportunity for significant cost reduction involves extra- 
ordinary capital allocation, they should put the case forward in the programme 
draft plan for the management team's consideration. 

Incorporating Priori t ies 

Even though they may have identified cost reduction opportunities, pro- 
gramme managers' improvements will be limited by the subprogramme planning 
allocations already approved by the Health Board. Therefore, programme 
managers will have to decide how far  the priorities they have been given can be 
incorporated into their draft plans. The proposal on priorities, which will have 
been submitted earl ier  by the management team to the Health Board, will have 
included a range of potential projects and indicated the sort  of specific action 
steps required to meet those priorities. Programme managers should review 
those projects in the light of the planning priorities and allocations received 
and decide which projects to include in their plans and which to exclude. In this 
review, they should assess  projects in terms of three criteria: cost, feasibility 
and impact. 

1. Cost. Both the capital and revenue implications of all potential 
projects must be weighed. Projects that offer cost reduction potential, even 
though requiring substantial capital outlay - for example, improving pathology 
to reduce average duration of stay - should always receive close consideration, 
since they will be relatively hard to find. On the other hand, projects that 



involve smal l  capital  outlay but will  impose a heavy revenue burden in future 
y e a r s  - for  example,  establishing new staff-intensive se rv ices  such a s  art if icial  
kidney units - requi re  considerable 'scrutiny and justification before being 
accepted. 

2. Feasibility. P r o g r a m m e  managers  should enalyse pro jec t s  and I 

prove that the proposed pro jec t s  a r e  feasible. They should be able to ca l l  upon 
the Department for  information and guidance, e i ther  in securing ex te rna l  
corroboration for the pro jec t s  o r  in car ry ing  out pilot t e s t s  locally. They mus t  
be able to satisfy themselves  on i tems  such a s  the availability and reliabil i ty of 
specific resources  and ensure  than any major  obstacles can be sat isfactor i ly  
overcome. P r o g r a m m e  managers  mus t ,  in shor t ,  be able to face  subsequent 
challenge f r o m  the management t e a m  when the programme plans a r e  brought 
together. 

3. Impact. Although the Health Board will  a l ready  have determined h 
the pr ior i t ies  for improving health ca re ,  p rog ramme managers  s t i l l  face  the 
difficulty of deciding which par t icu la r  projects  will  have the grea tes t  impact  and 
can be met  f r o m  the l imited funds available. F o r  example,  a p rog ramme 
manager  may have to  choose among four projects  serving high p r io r i t i e s  in 
separate  subprogra-es. His choice m u s t  be largely determined by h i s  a s s e s s -  
ment  of the impact of each project  in  relation to  i t s  cost. 

Obstetrics and 
Gvnaecolooy 

General Medicine 

PROGRAMME: GENERAL HOSPITAL CARE 

Priority 

Reduce ovec 
crowding by 5 0  
beds 

Improve intensive 
care 

Impact 

Adds 50 beds 

Equivalent 20 
beds 

Intensive care 
for all at risk 

Faster reaction 
to crises 

Project 

1. Build new wing 

2. Improve outpatients 
depzrtment 

1. Build new unit 

2. Buy four monitors 

Revenue 
lf000) 

100 

18 

12 

4 

Capital 
lf000l 

200 

5 0  

40 

8 



Documenting Proposals I 

After incorporating new priorities, programme managers must now 
assemble the draft programme plans, including the supporting budgets, for 
review with the management team. Programme managers should present their 
plans in two sections: programme projects and programme budgets. 

i 
1. Programme projects. The programme manager lists the pro- 

posed projects, provides the supporting facts and figures to justify each one of 
them and comments on feasibility and each project's impact on health care. The 
revenue and capital implications a r e  stated for the 5-year period. ! 

PROJECTSPLANNED TO START I N  1973 

1. ~ e n t a i ~ e a k h '  

- Establish inpatient 
treatment cmWe in 

. Mental hosphal 

- Accommodation 
- N u n s  

- Pwchiatris~ 

74 1975 1976 1877 Feasibility Impm 

~P‘JC~ Reduces 
wailable in overcrowding 
hospital in patient 
gmunds trsatmsm 

centre 

NUWS Provides more 
.O - - - wenable: Bord effectbe 

Altranais is treatment for 
Pleparsd to patients with 
nrqnize a high rate of 
unit readmission 

I 

New revenue, in the above illustration, refers to the change made by the 
project to the level of revenue expenditures in the year that the change occurs - 
i. e. ,  the projection is  not cumulative. The cumulative revenue impact of, say, 
accommodation would be f 16, 500 by 1975, and the total capital cost f 150,000. 



2. Programme budgets. These summarize the impact of the 
proposed projects on the revenue and capital expenditures of each subprogramme. 
In the example below, the increased revenue effect of proposed projects f o r  the 
mental health subprogramme will be fully apparent by 1975. The total revenue 
planned - i. e. , committed to specific projects - is  compared with the amount 
provisionally allocated to the programme over the next 5 years. The resulting 
difference constitutes the reserve for financing additional projects starting in 
future years. 

REVENUE BUDGET FOR 1973 
SPECIAL HOSPITAL CARE PROGRAMME 

P2000) 

Mental Health 

Geriatrics 

Mental Handicap. 

1 TOTAL 

Provisional allocation 

Unallocsted amount 

- - - - - -- - - 
Planned 

Estimated 
1972 1973 1 1974 I 1975 I 1976 1977 

The capital budget also spans the 5-year period and indicates for each 
subprogramme: (1) the capital allocation approved in previous plans, (2)  the 
planned allocation for projects starting in the coming year, and (3)  the total 
capital commitment in all plans proposed to date. 

At the draft plan stage, preliminary budgets for the major organization 
units, for example, larger hospitals, should also be prepared. These budgets 
should reflect the financial implications resulting from the proposed projects, 
a s  well a s  the many other smaller changes that might be planned within an  
organization, but might not find their way into a specific project, for example, 
minor changes in staffing levels, small cost reduction projects. Final budgets 
for  - all organization units should be prepared after the Department's review of 
draft plans. These budgets will sometimes cut across  the programme budgets 
used for planning because the larger hospitals, for  example, might be serving 
a number of subprogrammes in both general and special hospital care. Thus, 
the programme budgets provide the planning tool focusing on patient needs and 
priorities; the organization unit budgets (for hospitals, communities, etc. ) 

5 reflect the way in which resources a r e  actually managed day to  day. 



SUBMITTING DRAFT HEALTH 
BOARD PLANS FOR REVIEW 

Programme managers must now bring their draft programme plans 
together so that the management team can review and consolidate them into a 
draft Health Board plan. Both the Health Board and the Department of Health - 
and, where appropriate, the Regional Hospital Board - will then review the draft 
plan. For planning purposes, all reviews must be completed before stipulated 
deadlines - but they should nevertheless involve dynamic discuss ions of ideas 
and projects. Specifically, they should not be conducted a s  summary 1 -day 
hearings. Thus, the f i r s t  step is  consolidation of programme plans into a 
Health Board plan by the management team, followed by review by Boards and 
the Department. 

Management 
Team Consolidation 

The programme managers submit their programme plans to the manage- 
ment team, who will review them in order to consolidate them into a 
comprehensive draft Health Board plan. In this review the management team 
appraises the validity of the proposed projects and budgets, and considers the 
projects held back because of inadequate funds. The management team will 
consider the draft programme plans in terms of the following questions: 

Do proposed projects reflect the priorities for better 
health care?  

Have the projects been realistically assessed in terms 
of cost, feasibility and impact? 

Are there excluded projects in one subprogramme that 
a r e  more important than projects included in the same 
or other subprogrammes ? 

The Chief Executive Officer i s  responsible for consolidating the draft 
Health Board plan. The plan summarizes the individual programme projects 
and relates the projects to  the original priorities that the Health Board ear l ier  
confirmed. For  example: 

Y Improve care of the geriatric patient in the community, 
in hospitals and in welfare homes. 

1. Develop district geriatric services further - 
Project No. M 

- Appoint two directors, district geriatric 
service 

- Develop 40-bed assessment and rehabilitation 
unit. 

McKinse~ & Comoanv. Inc 



2. Provide grants to  expand the community social 
services for the aged - Project No. X 

- Increase grants for meals-on-wheels, 
home help services to Sx, etc. 

The commentary of the draft Health Board plan pulls together the key 
elements from the programme plans and provides a coherent summary that the 
Health Board, and subsequently the Regional Hospital Board and the Department 
of Health, can readily assimilate and constructively criticize. 

The project proposals should be accompanied by the consolidated revenue 
and capital budgets, in which the Finance Officer brings together the three 
programme budgets and shows the total financial picture over the 5-year period. 

At the same time, the Personnel Officer draws up a Health Board man- 
power plan in which he compares current manpower resources with future needs 
and thereby identifies the recruitment or training required. 

MANPOWER REQUIREMENTS 1973-1978 
GENERAL HOSPITAL CARE PROGRAMME 

Estirnatnd 
Staff staff W-e 

inPost - 
Grade 1.4.1972 7213 7314 7 4 6  7516 ? 

RMS 1 - - -  1 

Medial Staff 

- Conruitants 36 - 2 1  2 

- Registrars 18 3 3 2 4  

Paramedical Staff 
- Occupational 

therapists 6 1 2 1 2  

staff N d d  
for New Pam 

1213 7314 7415 7516 7617 T I R  

Staff Nsedsd To Fill 
Naw Porn and 

Account for Wastaw 

The management team then presents the complete draft plan to the Health // 
Board, and thereafter to the Department of Health. 



Producing the draft Health Board plan serves two major purposes - not 
only does it force the management team to document its proposals properly and 
thereby ensure that it has thought through the consequences of what it is  
proposing; but it also provides the specific material to which the Health Board, 
and later the Regional Hospital Board and the Department of Health, can react 
positively and constructively. 

Health Board Review 

Before finally endorsing the Health Board plan, the Health Board should 
fully challenge its proposals, to ensure that the management team has -4 

Y Built into the draft plan the priorities that the Health 
Board confirmed before 

9 Proposed and properly documented projects that a r e  
soundly based 

Y Included cost reduction plans in each programme 

9 Proposed budgets that a r e  consistent with the Depart- 
ment' s financial guideline s and directive s and the Health 
Board's planning allocations 

Y Projected future impact of proposals on revenue and 
capital requirements realistically 

Y Planned interprogramme coordination fully 

Y Taken into account al l  facilities and services, both 
inside and outside the Health Board organization. 

The review of plans by the Health Board i s  potentially a very valuable 
part of the planning process. Members with considerable experience in health 
care or management, coming to the problems comparatively fresh, could build 
on the management team's work. However, the value of the Board's contribu- 
tion will be largely determined by the material quality of the draft plan itself. 
If the plan i s  poorly documented - proposals inadequately described or 
supported, statements restricted to generalizations instead of numbers, con- 
sequences of proposed actions poorly thought through and/or documented - the 
Board cannot react positively. The Board must therefore insist that the CEO 
produces the highest standards in the documentation and presentation of the 
draft plan. 



Department Review 

The Department of Health contributes in various ways a s  the plans a r e  f 
produced. In particular, programme managers incorporate Departmental < 

C 
guidelines when they a r e  determining a rea  priorities; and the Department should 

r 
IT 

receive information and give advice a s  programme managers develop and 
discuss project proposals and allocations. Thus, when the management team 
actually completes the draft plan, and the Board submits it for review by the 
Department and Regional Hospital Board, the Department will have three major 
tasks to complete (as  opposed to starting from scratch): (1) to check the detail 
of the plan, (2)  to challenge proposed projects, and (3) to review implications 1? 
of the proposals. 

1. Check the detail of the plan. To do this, the Department should 
consider the following questions: 

- Is the plan within the financial guidelines ? 

- Are priorities in line with national guidelines? 

- Are the projects adequately documented? 

- Are the numbers realistic and consistent? 

2. Challenge the proposed projects. The Department should con- 
structively challenge al l  projects and the basis on which they a r e  made, using 
the following questions: 

- Is the evidence justifying them - cost, feasibility, 
impact - explicit and self sustaining? 

- Is the ranking of projects logical and acceptable? 

- Have alternatives been considered? Are the grounds 
for  their rejection acceptable ? 

- Are the projects in line with national guidelines ? 

3. Review the implications of the proposals. The Department should 
ensure that the full implications of the proposals have been adequately thought 
through by the Health Board management teams. 

- Are the plans consistent and coordinated? Have 
interprogramme implications been incorporated? 

- Do plans allow for critical shortages of staff? 

. ' - Has the future financial burden of new services 
been fully considered? 

- Do the plans allow for future uncertainties? What 
flexibility is  there in the event of a breakthrough? 
(as for example, when the marked reduction of TB 
made some sanatoria redundant). 

McEinsey & Company. Inc. 



At the same time, the Department should review the implications of the 
proposals on national policy and future guidelines. Thus, the Department's 
review should be a 2-way process. The Department passes on its experience 
to the Health Boards and, at the same time, finds out what is going on in the 
Health Boards in time to modify national policy and priorities. 

PRODUCING FINAL I 
ACTION PLANS 

The draft Health Board plan spells out the major developments for  the 
health services. Once the draft proposals have been approved, the management 
team prepares the final plan, which translates the draft plan into detailed action 
plans. 

i 
i 

Confirming Draft Plan 
Proposals and Budgets 

The Department should communicate its suggestions for revisions to the 
CEO and should discuss them with him and the management team. The CEO, 
in turn, should communicate these revisions and final allocations to the pro- 
gramme managers, enabling them to finalize subprogramme plans and budgets. 

Preparing Plans for 
Each Or~anization Unit 

Programme managers should then draw up for each organization unit - 
for example, each hospital, clinic, community, district - budgets and specific 
action plans, with responsibilities and timing clearly spelled out. Programme 
managers should try to gain the agreement of these units' management to the 
plans and to the budgets that result from them. The plans, when decided, thus 
become the working documents by which programme managers will measure 
subsequent performance. 

In the matter of costs particularly. programme managers should discuss 
the budgetary implications for each organization unit, indicating the ways in 
which the unit will have to respond to the inevitable financial pressures. Pro-  
gramme managers must be quite explicit about expected improvements, such 
a s  reduced average duration of stay in general hospitals, or increased 
community treatment for geriatrics. And programme managers should 
communicate to all relevant personnel any specific items with cost reduction 
potential that have been incorporated into final plans - for example, accelerating 
or expanding radiology services. 



SAMPLE ACTION PLAN 

Project No: V 

Programme: Special Hospital Care 

Subpro~ramrne: Mental Health 

I 1. Complete pilot anesnnenn in four I Directors, Oistrict Mental Health I August 1,1972 I December 1, 1972 
wards Service I 

- 
Responsibility: Programme Manager 

Start: May. 1972 

Complete: October 1, 1974 

Objective: Complete aaenrnent of all patients in the mental hospitals 

2. Revise anenment pmceu 

Action Step 

Directors, District Mental Health December 1. 1972 January 1, 1973 
Service 

3. Undertake aaesnnent throughout Consultant Psychiatrists 

Rerp~nsibility 

Incorporating 
Performance Measures 

Date 

Start 1 C0rnplnts 

To ensure that plans a r e  properly implemented, the programme manager 
should build in specific measures of performance. These measures, or targets, 
should be monitored on an agreed basis, and substandard performance promptly 
identified. Without control, some projects would inevitably fall behind schedule. 

In certain cases, the performance measures may simply be reports on the 
completion of particular stages in the action plan; for example, a plan to effect 
comprehensive assessment of al l  mentally ill inpatients might require reports 
to be submitted when 2 5  per cent, 50 per cent and 100 per cent of the target has 
been achieved, and might then require a continuing month-end report on the 
numbers awaiting assessment. Other cases may require more complex 
measures; for example, a plan to increase social services for the aged might 
require performance measures not only about the services provided but also 
about the effectiveness of those services in keeping the aged in the community. 

Mcli insey  & Company, Inc 



The performance measure, then, is designed to ensure that the project's 1 

end result i s  indeed realized and, which may be just a s  important, that the 
result continues in the future. Thus the performance measure i s  the control 
function that closes the management loop - plan, act, control. 

If Health Board plans a r e  to succeed, the Health Board and the manage- 
ment team must monitor action plans and budgets regularly and thoroughly. 
The Health Board must therefore ask hospital executive committees, consultants 
and other senior medical personnel in hospitals and in the community to accept 

I 

responsibility for achieving planned targets, and for making necessary adjust- 
ments when these targets a r e  not met. 

The Health Board itself must be prepared to take corrective action if the 
implementation of plans falls behind schedule. Health Board members can 
investigate such situations either by committee visits or in Board hearings. 
These follow-up responsibilities and procedures a r e  essential, because without 
effective implementation, Health Board plans will be worthless. 

Appendix C suggests a timetable for phasing in the planning and control 
processes over the next 3 years. 















I t e m s  of Se rv ice  
Requ i red  for  

Subprogramme 

)evelopmental  
'ediatric Cl inics  

jchool Health 
Zxarninations 

Standard of 
P rov i s ion  for  

T a r g e t  Group  T a r g e t  Group 

1925 ch i ld ren  (age All newly-horn 
0 - 2 i n  towns with chi ldren to  b e  exam- 
population over  ined a t  c l in ic  
5, 000) All ch i ld ren  i n  group 

to  b e  examined a t  6 
months .  12 months 
and 2 y e a r s  (i. e . .  
a v e r a g e  of l$ vis i ts  
p e r  infant p e r  y e a r )  

3,450 National school Each y e a r  a l l  new 
en t rance  en t ran t s  should h e  

examined 

32, 793 National 1 ,000  - 1, 500 cha i r -  
school chi ldren s ide  hours  p e r  dentist  

p e r  y e a r  

Each school  child to  
receive  a t  l e a s t  I hou 
of c h a i r s i d e  t reatment  
p e r  y e a r  

.* 
Comments/ 

I;iiportant Questions 

rhe  f igures  m colum 
i are  t h e  r e su l t  of 
lxtrapolations f r o m  
monthly attendance 
' igures a t  c lmics .  I 
should b e  noted that 
h i s  s e r v i c e  has  only 
x e n  provided s ince 
December 1970. 

r h e  gap i n  examina- 
:ions i s  equivalent t c  
S2 p e r  cent not hein( 
examined. Initial 
Departmental objec- 
rives w e r e  that 25 pq 
cent of th is  group hr  
examined and thus a 
gap of 75 p e r  cent 
would h e  to lerable .  

This i s  equivalent tc 
a gap of 35 p e r  cent 
infants not being 
examined. 

The s tandard of 1 
hour's cha i r s ide  
t r ea tmen t  p e r  child 
p e r  y e a r  i s  l ikely to 
be  cut  a t  l eas t  in  ha 
once fluoridation tal 
effect. 
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7.3. 
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OTHER REGIONAL SPECIALTIES : GENERA 
. . 

3 ' ~  : , , 
SOUTHERN HEALTH BOA$ 

o t h e r  Regional Specialties Objective: T o  develop new specialties and teams f 

Cork Regional (CRH), while reviewing 
might be provided outside the CRH 

' Items of Service 
7 ' ~ q u i r e d  for  
Subprogramme 

BEns I 

I 

Identifiable 
Clientele 

100, 000 regional 
mpulation 

CONSULTANTS 147 beds (cur ren t )  

118 (anticipated) 

Standard of 
Provision for 

dentifiable Clientele 

1. 58 per  '000 

p e r  2 5  

per  25 

Need for Services 

- 
ret i rement)  

Comments/ 
Important h e s t i o n s  

Review St. Finbarr  
development pr ior  
to  CRH 

- Beds from 
existing 
departments? 

- Equipment costs?  

In pipeline 

Develop plans for 
building specialty 
teams in preparation 
tor CRH 






