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THE DEPARTMENT OF HEALTH AND CHILDREN

Members of MAC including:
- Michael Kelly

- Dermot Smyth

- Frank Ahern

- Paul Barron

- Donal Devitt

- Tony Enright

- Dr Jim Kiely

- Tom Mooney

- Frances Spillane

Others

- Chris Costello

- Tadhg Delaney

- Frances Fletcher
- Charlie Hardy

- Paul Howard

- Hugh Magee

- Dermot Magan

HEALTH BOARDS

The Eastern Regional Health Authority (ERHA) and each of the area health boards:

- The East Coast Area Health Board
- The Northern Area Heath Board
- The South-Western Area Health Board

The Midlands Health Board

The Mid-Western Health Board
The North-Eastern Heath Board
The North-Western Health Board
The South-Eastern Health Board
The Southern Health Board

The Western Heath Board

THE ACUTE SECTOR

Beaumont Hospital
Cork University Hospital
St James Hospital

The Adelaide and Meath Hospital Incorporating the National Children’s Hospital at Tallaght

The Mater Misericordiae Hospital

Tullamore General Hospital
St Vincent's University Hospital
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REPRESENTATIVE ORGANISATIONS

Comhairle nanOispideal

The College of General Practitioners

The Health Services Employment Agency

The Independent Hospitals Association of Ireland
The Irish Dental Association

The Irish Hospitals Consultants Association (IHCA)
The Irish Nurses Organisation

The Irish Medical Organisation

The Irish Patients Association

The Royal College of Surgeons

OTHER

BUPA Ireland

The GM S Payments Board
The VHI

St Michael’s House
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1. AUSTRALIA

Australia: Financing of Health Care, 1999
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Background

Australia has a Federal system of government. A unique feature of its system is that the responsibility for
both funding and delivery of healthcare is split between the State and Federal government. The States are
responsible for Public hospitals and the Commonwealth is responsible for general practitioner services and
prescribing. Revenue is raised through general taxation. However, there has always been alarge private
insurance market and out of pocket contributions.

Table Al: Australian Finance Statistics for 1997

Total Expenditureon Public Expenditureas | Out of Pocket as % of Per Capita
Health as % of GDP % of Total Total Expenditureon Expenditure at
Expenditure Health Exchange Rate $US
7.8 72.0 16.6 1730

Table A2:  Australian WHO Rankings

Health Overall Health Health Level Fairnessin Responsiveness
Expenditure per System Financial
capita Performance Contribution
17 32 2 26-29 12-13
Reforms

In 1984 Australia became the first country to dismantle universal health insurance and then re-implement it.
Since then there has been incremental reform; however, the structure of the healthcare system has remained
the same since that time.

Current Situation

The Federal government has introduced a range of incentives to increase private health insurance such as:
Life-time community rating and penalties for those without private insurance. However, increasesin uptake
have been slow.

Thereis ashortage of GPsin rurals area and oversupply in the city. The government has implemented a
range of incentives to encourage more Genera Practitioners. There have also been moves to improve the
quality of general practice, including:

. establishment of groups of General Practitioners known as ‘ divisions of general practice’;
. accreditation of general practice;
. strategies to increase information systems.

The use of contracting out to private hospitals for the provision of services is encouraged. A range of
payment methods have been experimented with in the various states from case mix funding to per diem rates.

Value for Money
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Co-ordination of careis an important agendaitem. For the last few years there have been co-ordinated care
trials whereby GPs, Specialists and hospitals pool budgets for the treatment of patients.

Initiatives include:

. early discharge schemes and improved communication;
. faxing of patient records on discharge;
. promotion of schemes such as 24-hour general practice to decrease the pressure on accident and

emergency departments.
References

Communication with S Cameron, New South Wales Health, Australia.

Hindle D (1999). Out with old, in with the young. Lifetime community rating. Australian Health Review
22.1 156-160.

Report of the NSW Health Council (2000). A better health system for NSW.

Department of Health and Aged Care website: http://www.health.gov.au
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Background

Since 1945, Belgium has had a compulsory national insurance package covering major risks such as

hospitalisation for all the population and minor risks for 88% of the population. The self-employed are
excluded. The administration of these insurance packages is the responsibility of sickness funds, which are
non-governmental, non-profit making organisations. Local sickness funds are grouped into 6 national
associations. However, three of these associations have a 90% market share. Therole of the government is
limited to regulation and partial funding.

Table A3: Belgian Finance Statistics for 1997
Total Expenditureon Public Expenditureas | Out of Pocket as % of Per Capita
Health as% of GDP % of Total Total Expenditureon Expenditure at
Expenditure Health Exchange Rate $US
8.0 83.2 14.7 1918
Table A4: Belgian WHO Rankings
Health Overall Health Health Level Fairnessin Responsiveness
Expenditure per System Financial
capita Performance Contribution
15 28 16 35 16-17
Reforms

In the early 1990s there was growing recognition of the lack of competition in the sickness funds market.
Sickness funds had little incentive to contain costs or stimulate efficiency, the reason being alack of
competition between the sickness fund providers who offered similar packages of care and price
combinations. However, in contrast, the voluntary insurance sector for the self-employed had a completely
free market for insurance premiums. As aresult there devel oped a situation of adverse selection whereby
those perceived to be alow risk, such as the young, were offered cheaper health insurance. Thisresultedin a
migration of the young and healthy to the voluntary sector hence worsening the risk pool of the sickness
funds and inflating premium costs.

The Belgian government decided to intervene introducing an incremental reform process. The emphasis of
these reforms has been on the notion of efficiency gains derived from making all parties more financially
accountable. By changing the remuneration systems of healthcare providers and raising the degree of cost
sharing for patients, the reforms are primarily driven by reinforcing the traditional role of the sickness funds
as purchasers of healthcare.

Value for Money
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Current Situation

Since 1995, the composition of sickness funds budgets that they receive from the government has gradually
been altered from the original purely retrospective basis to increasingly greater prospective payments based
on arisk adjusted capitation formula.

One of the potential advantages of the Belgian implementation of a capitation formulais that sickness funds
face both individual and collective responsibility. The reason for thisisthat each sickness fund not only

gains from any surpluses between budgeted and actual expenses, but also through other sickness funds.

Possible future measures for reducing healthcare expenditure include:

. further devel oping the general medical file concept whereby each person has a medical file;

. increasing the importance of group practices (in primary care);

. the introduction of an organised peer review system for doctors;

. more attention to preventive care and health promotion;

. the rationalisation of hospital service provision (so that certain specialised services would only be
available in afew hospitals);

. changes in hospital budgeting so that differences in Case-mix are better taken into account and
strong links with historical costs are avoided,;

. further devolution of healthcare financing, which some observers feel could address regional

differences in healthcare expenditure and financing;

In the future hospitals may be financed not by bed number but according to the programmes (coherent
interventions for well-defined patient groups) and functions (sets of hospital services) which they provide.

References

Cranich and Closon (1999) Cost containment and healthcare reform in Belgium. Healthcare and cost
containment in the European Union.

European Observatory Health Care Systems (2000) Belgium.
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3. CANADA
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Background

Canada had a predominantly publicly financed, privately delivered healthcare system. At the federal level
there are a set of national principles on healthcare delivery. However, the provision of healthcare is under
the jurisdiction of the local provinces and territories. The development of anational health insurance scheme
began over 50 years ago initially with hospital insurance and followed by medical care insurance.

Table A5: Canadian Finance Statistics for 1997
Total Expenditureon Public Expenditureas | Out of Pocket as % of Per Capita
Health as% of GDP % of Total Total Expenditureon Expenditure at
Expenditure Health Exchange Rate $US
8.6 72.0 17.0 1783
Table A6: Canadian WHO Rankings
Health Overall Health Health Level Fairnessin Responsiveness
Expenditure per System Financial
capita Performance Contribution
10 35 16 35 7-8
Reforms

During the 1980s and early 1990s nearly all the provinces implemented reforms for the delivery of
healthcare. There have been several common themes of reform across the provinces.

. Shifting the current system emphasis on the institutional based medical model to health promation,
prevention and alternative non-institutional delivery models.

. Regional governance and management structures;
. Funding health systems at sustainable levels;

. Comprehensive management of regional resources,
. Needs and evidence-based decision-making;

. Adoption of a determinants of health framework;

. Enhanced accountability.

Value for Money
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Current Situation

In arecent poll 8 out of 10 Canadians believed that their healthcare system was in crisis (February 2000).
There have been complaints of overcrowding in emergency rooms, shortages of doctors and nurses and
reports of doctors being overworked.

The Federal Government has announced plans to help the healthcare system by paying half the cost of a
national home care programme. This aims to increase the amount of care at home as opposed to nursing
homes.

Some Provincial Governments have been proposing plans for greater private provision to take the load off
the public sector. This has been rejected by the Federal Government because of fears of creating a two-tier

system. It conflicts with the national principles on the delivery of healthcare.

References
Presentation by Donaldson C (2000) WOH Canada.

Armstrong P and Armstrong H (1999). Decentralised Health Care in Canada. BMJ 318:1201-1204.
Spurgeon D (2000) Canada’ s government tries to save health care system. BMJ 320:402.

Health Canada website: http://www.hc-sc-gc-ca.
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4. FRANCE
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Background

The French healthcare system is based on a national universal compulsory insurance system linked to
employment and financed by both employers and employees (roughly a 65-35 ratio). Funds cover pensions,

family benefits and medical care (assurance maladie). Thereisno competition between the sickness funds as
they are organised strictly along occupational lines.

Table A7: French Finance Statisticsfor 1997

Total Expenditureon Public Expenditureas | Out of Pocket as % of Per Capita
Health as% of GDP % of Total Total Expenditureon Expenditure at
Expenditure Health Exchange Rate $US
9.8 76.9 20.4 2639
Table A8: French WHO Rankings
Health Overall Health Health Level Fairnessin Responsiveness
Expenditure per System Financial
capita Performance Contribution
4 1 3 26-29 16-17
Reforms

Reforms were first introduced by the right wing minister Alain Juppé in 1995 and have been continued by
the socialist Jospin after he came to power in 1998.

The aim of these reforms has been to resolve the problem of rising health expenditure and a levelling off in
health sector income. Changes in regulation sought to strengthen quality whilst improving professional
practice. In addition, the reforms aimed to encourage greater interaction both between professionals and
between different parts of the system.

Cash limited budgets have been brought in at both national and regiona levels along with various
management and organisational changes, including market contracting, co-operation, grouped activities and
care networks.

There are plans to finance an increasing proportion of collective health expenditure from a direct tax based
largely on household incomes.
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Current Situation

French Case Study (Source: Dr J de Kervasdoué, Professeur Titualire au Conservatoire National Des
Artset Metiers).

General Practice

In France there is not a strong concept of general practice. Patients are free to choose between seeing a
generalist doctor or aternatively going directly to a specialist and it is not necessary to have areferral. Both
specialists and generalists tend to be independent private practitioners and there isrelatively little
government intervention into the provision of these services. Recently the government has tried to employ a
system to encourage patients to go primarily to a general practitioner, however this measure has had
relatively little success.

On going to the doctor the patient makes an out of pocket payment (ticket moderateur) and the government
reimburses the rest of the fee. Thisinvolves a bureaucratic reimbursement process for each item.

Elective surgery

In France there are very few waiting lists for elective surgery. The main reason identified for thisis the extra
capacity in the system. A patient needing surgery islikely to get treated relatively quickly. The hospitals
have global budgets and are there are regional hospital associations who allocate these budgets. Surgeons
and Consultants are paid on afee for service basis and this provides an incentive for them to keep waiting
times to a minimum.

Integration of elderly care

The structure of elderly care provision in France is complex and the financing of the services by both
national and local government as well as social health insurance provides a barrier for integrating services.

Thereis currently inequity between the elderly who areill and those who are simply poor in terms of the
amount of funding that they receive.

References
Jacobs and Goddard (2000) Social Insurance Systems in European Countries
Kervasdoue (2000) Le Carnet de Sante de la France en 2000.

Skanavi (1999) The development of the healthcare system; Eurohealth 5:1:47-49
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5. GERMANY
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Background

The Lander (regional governments) have the main responsibility for health policy. Health services are
financed mainly by social insurance with mixed public and private providers. The healthcare system in

Germany encompasses all institutions and people contributing to the health of the public.

Table A9: German Finance Statistics for 1997

Total Expenditureon Public Expenditureas | Out of Pocket as % of Per Capita

Health as% of GDP % of Total Total Expenditureon Expenditure at

Expenditure Health Exchange Rate $US
10.5 775 11.3 2713

Table A10: German WHO Rankings

Health Overall Health Health Level Fairnessin Responsiveness

Expenditure System Financial

per capita Performance Contribution

3 25 22 6-7 5

Reforms

There have been a series of reform Acts in Germany throughout the 1990s including: The Health Care
Structure Act (1992), Health Insurance Contribution Rate and Exoneration Act (1996) the First and Second
Statutory Health Insurance Restructuring Act (1997) the Act to Strengthen Social Solidarity in Statutory
Health Insurance (1998).

The Health Care Structure Act of 1992:

. legally fixed budgets or spending caps for mgjor sectors of healthcare;

. partially introduced prospective payments in the hospital sector;

. loosened strict separation of the ambulatory and hospital sector;

. introduction of positive list for pharmaceuticals;

. gave the freedom to choose a sickness fund for most of the insured population.

The Health Insurance Contribution Rate and Exoneration Act (1996) and the First and Second Statutory
Health Insurance Restructuring Act (1997) represent a shift from cost containment strategies towards an
expansion of private payments. Co-payments were viewed as away to put new money into the system.
There have been increased co-payments for inpatient care, rehabilitative care, pharmaceuticals, medical aids,
transportation (to hospital) and changes within dentistry.

Value for Money
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The Act to Strengthen Solidarity in Statutory Health Insurance (1999) reversed almost all these changes.
The new government perceived that a statutory health insurance system should share contributions between
employers and employees, dependent on income alone and not on risk or service utilisation.

Current Situation

The Reform Act of Statutory Health Insurance 2000 does not have one central theme but rather tries to
address arange of perceived weaknesses by:

» Strengthening primary care;

*  Opening opportunities for overcoming strict separation between the ambulatory and inpatient care
sectors;

* Introducing new requirements for health technology and quality assurance;
e Support for patient's rights;
»  Changing the hospital payment system.

References

European Observatory of Health Care Systems (2000) Germany.
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NETHERLANDS
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Background

The healthcare system in the Netherlands is financed by a mixture of risk-based private insurance and
income-based social insurance.

Table A11: Dutch Finance Statistics for 1997

Total Expenditureon Public Expenditureas | Out of Pocket as % of Per Capita
Health as % of GDP % of Total Total Expenditureon Expenditure at
Expenditure Health Exchange Rate $US
8.8 70.7 16.8 2041
Table A12: Dutch WHO Rankings
Health Overall Health Health Level Fairnessin Responsiveness
Expenditure per System Financial
capita Performance Contribution
9 17 13 20-22 9
Reforms

In 1987, “Managed Competition” was proposed by the Dekker Commission and endorsed by the
government.

The proposal included the following features:

. A compulsory comprehensive national insurance scheme;

. Free universal accessto 'basic' services,

. Regulated competition among health insurers and among providers;

. Incentives for insurers and providers to improve efficiency and delivery.

The reforms were not realised but the following steps towards this model were made:

The Sickness Fund Act was revised allowing sickness funds to contract with healthcare professionals and
compete for subscribers. Sickness funds moved from retrospective reimbursement to prospective risk,
adjusted per capitafor each patient.

Value for Money
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In 1995, the idea of a comprehensive basic health insurance scheme was abandoned. Instead there was a
focus on reforming the insurance scheme. The plan aimed for a complete convergence of sickness funds and
private health insurers, although it did not state how this should be achieved. Although provider fees for
private health insurance and the mandatory health insurance scheme were equalised, the legal separation
remained. The share of prospective payments has increased from 0% in 1992 to 35% in 1999. The
capitation formula takes into account age, gender, geographic region, employment/social security systems.

Current Situation

Waiting lists have appeared in some areas and are generally regarded as the major drawback of the system.
European legislation and the tightening of Dutch competition policy require a reconsideration of the
regulations.

Holland Case Study (Source: Erik Schut)
General Practice and Elective Surgery

Sixty percent of the population in Holland have social insurance and their healthcare is provided by a
sickness fund (there is one sickness fund in each area). However, if a person earns more than a certain
amount then it is compulsory to have private insurance.

Regardless of whether they have social or private insurance, if a patient needs a cataract operation he or she
will go first to their General Practitioner (GP). For socially insured patients the GPs have contracts with the
sickness funds, which pay ayearly flat capitation fee (the full tariff for the first 1,600 publicly insured
patients on the list and a lower tariff for those exceeding this number). GPs are paid under a mixed payment
scheme and in addition they receive payment from the sickness fund in the form of other elements such as:
net income, pension contributions and practice costs. The Tariffs are officially negotiated between the LHV
(General Practitioners Association) and the sickness funds (VNZ). However, the tariff set isalso subject to
regulation from the Ministry of Health.

If the patient is privately insured then he or she will pay the GP a fee-for-service, which will be reimbursed
by their insurance company if GP services have been chosen in the package, after possible deductibles are
taken into account. The proportions of publicly and privately insured patients on the list differ per GP,
dependent on the level of prosperity of the practice area. However, there is no evidence that there is
discrimination by GPs when treating privately and socially insured patients. Thisis mainly because private
insurance schemes are strongly regulated by the government as too are the tariffs that they can pay GPs.

Value for Money
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Elective Surgery

When the GP refers the patient for an operation it is likely he or she is faced with awaiting list. The length
of the list will depend on where the patient lives. However, he or she can choose to be referred to any
hospital in the country although he or she must pay their own travel expenses. Over the last five years there
have been increasing problems with waiting lists in Dutch hospitals. There are anumber of reasons for these
problems:

There have been government measures to increase regulation and enforce cost containment on the system.
This hasresulted in afall in Dutch healthcare spending as a proportion of GDP from 8.9% to 8.3%. The cost
containment policies have not only affected the price, but also restrictions have been placed on the capacity
of the system. For example, the Government restricts the number of specialist training places and only
registers a certain number of specialistsin each geographical area.

Prior to 1999, specialists were paid as independent contractors on afee for service basis. However, hospitals
now pay specialists a salary based on a contract between themselves and the hospital, to perform a certain
number of operations per year.

Integration of Care- Elderly care

Thereis a catastrophic illness scheme for the whole population, the so-called General Act on Exceptional
Medical Expenses (AWBZ). This acompulsory scheme paid for through general taxation. The AWBZ isfor
psychiatric hospital care, outpatient mental care, community nursing and nursing home care. It was
introduced as part of the healthcare reforms of 1996.

The provision of servicesfor the elderly in Holland has traditionally been very institutionally based, in
hospitals and nursing homes. In recent years, avariety of policies have been used to increase the use of care
at home. In Holland there are problems with the elderly being treated in inappropriate locations as thereis a
shortage of places. For example, there are long waiting lists in the home healthcare sector, leading to delay
in the discharge of elderly patients acute hospital.

Emergency care

Emergency care is provided either in the hospital accident and emergency department or at the hospital. The
utilisation of accident and emergency departmentsis not perceived as a problem and as there are no co-
payments at the family practitioner, thereis little incentive for patients to access emergency departments as
opposed to the GP.
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1. SWEDEN
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Background

The Swedish healthcare system is mainly financed through genera taxation. The system is comprehensive
and al citizens and health services are covered. The system is a public one with respect not only to
financing but also production and ownership of health facilities. In Sweden, locally elected councils have the
responsibility for both financing and procurement of healthcare.

Table A13: Swedish Finance Statistics for 1997

Total Expenditureon Public Expenditureas | Out of Pocket as % of Per Capita
Health as% of GDP % of Total Total Expenditureon Expenditure at
Expenditure Health Exchange Rate $US
9.2 78.0 22.0 2456
Table A14: Swedish WHO Rankings
Health Overall Health Health Level Fairnessin Responsiveness
Expenditure per System Financial
capita Performance Contribution
7 23 4 12-15 10
Reforms

At the beginning of the 1990s Sweden introduced a purchaser-provider split. This followed a long-term
policy movement from the early 1950s towards decentralisation, management by objectives and need-
orientation.

In addition to the purchaser-provider split a number of other reforms have been introduced.
* In 1989, patients were given the freedom to choose a doctor at the primary or secondary care level.

e In 1991, maximum waiting times were introduced for certain operations. The scheme has devel oped,
making it more general and guaranteeing patients with chronic diseases a standard quality of care.

e In 1990, the elderly care system was reformed whereby local councils took over the responsibility for
nursing homes, which were formally the responsibility of county councils. These local municipalities
also have responsibility for bed blockers.
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Current Situation

. There has been a move away from the purchaser provider split towards long-term stability. Contracts
tend to be longer and contestability remains instead of competition.

. Planning has been revised and has regained its popularity. However, this time the focus is on needs,
priorities and strategic issues.

. There is a wariness of professionals towards changes in the organisation. Instead the focus is on
improving the process through patient orientation, improving flows and enhancing collaboration
between different parts of the system to use the resources in the best way.

References

Bergman (1998) Swedish models of healthcare reform: a review and assessment. International Journal of
Health Planning and Management. 13:91-106.
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8. UNITED KINGDOM
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Background
Healthcare in Britain is mainly financed through general taxation. Britain has a strong tradition of publicly
financed healthcare provided through a national health service. There are dlight differences between the four

countries that form the United Kingdom and the focus in this section will remain on England and Wales.

Table A15: British Finance Statistics for 1997

Total Expenditure Public Expenditure | Out of Pocket as % Per Capita Expenditure at
on Health as % of as % of Total of Total Expenditure Exchange Rate $US
GDP Expenditure on Health

5.8 96.9 3.1 1303

Table A16: British WHO Rankings

Health Overall Health Health Level Fairnessin Responsiveness
Expenditure per System Financial
capita Performance Contribution

26 18 14 8-11 26-27

Reforms in the United Kingdom

In the early 1990s there was significant reform to the structure of the National Health Service. A purchaser-
provider split and internal market was introduced. There was a separation of responsibilities for the
purchasing of care by the health authority (and in part General Practitioners) and provision by Acute and
Community Health Trusts. In addition in primary care, General Practitioners were given the opportunity to
become fund-holders, whereby groups of GPs with atotal population of 11,000 or more on their lists could
join together and hold a group budget for prescribing and hospital services. Throughout the 1990s there has
been a development of the General Practitioners role with many experimental schemes such as Total
Purchasing Pilots and Commissioning Groups.

Current Situation

In the last five years there has been little change in the financing of healthcare. However, there have been
changes to the organisation of healthcare services.

In 1997, the Labour party was elected and replaced the Conservative Government who had been in power
since 1979. Prior to 1997 there had been a quasi market-orientated approach to the healthcare system with
significant reformin 1990. An internal market had been introduced into the NHS with a purchaser/provider
split between Health Authorities and Community and Acute Trusts. In addition, fundholding had been
introduced for General Practitioners which gave riseto a global budget for some items such as prescription
drugs and, in addition, allowed GPs to take some responsibility for purchasing decisions (e.g. non-urgent
treatment in hospital).
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In 1997 the internal market was officially abolished and so was the concept of fund-holding. Instead there
has now been an emphasis on primary care and the establishment of Primary Care Groups (PCGS).
Fundholding was voluntary but PCG membership is compulsory for GPs. Gradually PCGs areto join
together as they are being encouraged to form Primary Care Trusts (PCTs). PCTswill have greater power
than PCGs and will beinvolved not only in the delivery of primary care but also have a greater
commissioning role for secondary care services.

In terms of health policy the issues currently very much on the agenda are as follows:

. Evidence based medicine. In 1998 the National Institute of Clinical Excellence was set up to monitor
the cost effectiveness and clinical effectiveness of both new and current interventions.

. Clinical Governance ensuring accountability.

. Equity in healthcare is becoming a more important health policy issue.
. Demand management issues.
. National Service Frameworks have been set up to try and tackle issues such as mental health, coronary

heart disease and to increase quality of care and evidence base for interventions.

. How to fund the healthcare system into the future with increasing cost and the increase in availability
of new drugs.

. The opposition party is considering a plan to allow more private financing of healthcare.

References
Harrison and Dixon (2000) The NHS: Facing the Future.

National health service website http://www.nhs.uk
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Background

The United States differs from other countries being considered in that it is based mainly on private health
insurance. However, thereis some provision of healthcare for the elderly and poorer citizens through the
Medicare and Medicaid schemes.

Table A17: American Finance Statistics for 1997

Total Expenditure on Public Expenditureas | Out of Pocket as % of Per Capita
Health as % of GDP % of Total Total Expenditureon Expenditure at
Expenditure Health Exchange Rate $US
13.7 44.1 16.6 4187
Table A18: American WHO Rankings
Health Overall Health Health Fairnessin Responsiveness
Expenditure per System Level Financial
capita Performance Contribution
1 37 24 54-55 1
Reforms

In the United States there has been a move since the 1980s to control healthcare costs. The perception was
that costs were being inflated because doctors were being paid on a fee-for-service basis and there was an
incentive for excessive treatment of patients. This led to rising insurance premiums as rising costs were not
managed by insurance companies but passed on to the public.

In the United States, managed care has been seen as a partial solution to increasing healthcare costs. People
pay an annual fee to a managed care organisation to provide a package of healthcare. The managed care
organisation has a capped budget to provide care for its client population. This has proved unpopular with
the American public for a number of reasons: choice of healthcare has been restricted for patients; doctors
have financial incentives to undertreat; managed care organisations can exclude those patients with a high
risk of healthcare costs or charge them higher premiums.

The structure of the United States system of healthcare has remained much the same throughout the 1990s.
In 1994, there were proposals to move towards a Universal System of health insurance with the Clinton
reforms. However, these reforms failed to be implemented due to opposition from key stakehol ders.

Current Situation

In 1998, 44 million people in America were uninsured (16% of the population). Of these, 11 million were
children (Robert Wood Foundation, 1999). They have neither private insurance nor the right to access
Medicaid or Medicare. Although these uninsured have access to some healthcare thisis mainly provided by
charitable organisations. The Robert Wood Foundation comment that the uninsured experience major delays
and receive inadequate care.
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References
Folland, Goodman and Stano (2000) The Economics of Health and Health Care (3" Edition).

Rabert Wood Johnson Foundation (1999) Americans without health insurance: myths and realities.

Value for Money
Deloitte & Touche 28



Volume I11:  Appendices

10. NEW ZEALAND

—> Central Ministry of
Government > Health

General T

Taxation Accident compensation)
corporation (ACC)

Levies/Premiums

Population and co-payments contracts/
Enterprises > < subsidies**
€ -} --~-~=1 Pharmacists*
——————>
[~ fees
Pati 4. capitation
atients .o : Independent budgets anc(l:e
A A )1 Practitioners | € subsidies*|
! Associations
! e,
] @,g
1
Non IPA
) Health
n .
_ __1\_ ______ QPs and other <——| Funding
»| independent fee for servick  Authorit
Broad riEk practitioners [subsidies/ | y
related premiuns budget-holding/

capitation*

—_
[}
1]
(72}

Hospital and contracts
Health Services | €

]
Reimbursement
nT :(- --- (HHSs)
]
\ 4 :
. ]
|npsrs:z:,ie : Voluntary and contracts
€1 Private <
: Providers
:
]
- - -+ Community
> financial flows 1 Trusts < contracts
«€--- sericeflows |
1
€--- J Private

contracts

Hospitals <

*and other providers such as laboratories and radiology clinics
**relating to contracts with the Health Funding Authority

Viuue i avivnioy

Deloitte & Touche 29



Volume I11: Appendices

Background
The New Zealand healthcare system is mainly financed through general taxation. However, since the early
1980s there has been a programme to reduce the size of the public sector and there have been increasesin the

amount of user charges and private sector spending.

Table A19: New Zealand Finance Statistics for 1997

Total Expenditureon Public Expenditureas | Out of Pocket as % of Per Capita
Health as % of GDP % of Total Expenditure | Total Expenditureon Expenditure at
Health Exchange Rate $US
8.2 71.1 22.0 1357

Table A20: New Zealand WHO rankings for 1997
Health Overall Health Health Level Fairnessin Responsiveness
Expenditure per System Financial
capita Performance Contribution

20 41 31 23-25 22-23
Reforms

In New Zealand the public sector in general has undergone alarge amount of deregulation and reform since
the early 1980s. One element of this has been within the healthcare sector. New Zealand introduced a
purchaser-provider split in 1993 in an attempt to introduce market forces. The purchasers of services are
Health Funding Authorities at the regional level and some of the hospitals have been transformed into
autonomous non-governmental organisations. One of the problems of this system in a country like New
Zedland isthe population density. Asaresult there tends to only be one supplier of health servicesin an area
leading to little actual competition.

At the time of introduction of the purchaser provider split there was also a proposal to introduce ear marked
taxes for healthcare. But this was extremely unpopular with the general public who perceived the ear-
marked tax to be an additional tax and in the end was never implemented.

Current Situation

The 1998 Commonwealth Fund Survey found that almost one third of patients said that their system wasin
need of complete rebuilding. There have been a variety of cost containment measures imposed in New
Zedland and these have lead to growing concerns about the quality of care that is being provided (Donelan,
1999). New Zealand relies on substantial private heath insurance to relieve pressure on public hospitals. A
waiting list booking system has been introduced which uses explicit criteria for prioritising cases. This
system has been developed in conjunction with the medical profession.

In New Zealand general practice, there has been a movement similar to the UK whereby groups of General
Practitioners assume responsibility for a budget. In New Zealand the system is called “budget holding” and
groups of General Practitioners assume the financial risk for providing an array of services.
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Currently aleft-wing government isin power. The internal market has been abolished and thereis no longer
a purchaser-provider split. There are now 21 district health boards and there have been changes to the
organisational structure. Current concernsin the health policy arena are as follows:

. No-fault accident insurance has been long established in New Zealand. However, there are concerns
about the cost of thisto employers.

. New Zealand is facing increasing healthcare costs with the rise in the elderly population.
References
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Discussion with N Devlin, University of Ottago 2000.

Value for Money
Deloitte & Touche 31



Volume I11: Appendices

11 SWITZERLAND

Federal Councii Cantonal Governments Swiss Conference of the Municipahities
Federal Department of Home Alfairs Cantonal Ministnes of Public Health Cantanal M’_'EZ:S:S ot Pubhc
Federal Office Federal Office Intercantonal Union for Swiss Red Cross
for Social for Pubhc | _the Control of Medicines _
Insurance Health

Intercantonal Office for
the Control of Medicines

Assocraton of
Swiss Heailth Healith Cantonal or Regional Association of
Insurance Insurance Health Insurance Companies
Companies Companies
[ 1
H+ The Swiss Swiss Cantonal Cantonal Cantonal
Swiss Assoaaton Medical Medical Association Hospital
Hospritals of Private Assoclaton Association of Pnvate Assoclaton
Hospitals Hospitals

[ Pnvate practitioners ]

Nursing and

domicihary
care
Pnvate hosputals

Public
hospitails/
pubhcly-
subsidized
hospitals

Source: European Observatory on Health Care Systems (2000) Switzerland.

Value for Money
Deloitte & Touche

32



Volume I11: Appendices

Background

Switzerland’s healthcare system is largely financed through compulsory health insurance premiums. All
permanent residents in Switzerland are legally obliged to purchase compulsory health insurance policies. In
1999, there were 109 insurance companies that offered compulsory health insurance policies in Switzerland
(this compares to 207 companies offering statutory health insurance in 1993). Individuals or their legal
representatives purchase insurance policies for which the premiums are community rated (i.e. the same for
each person taking out insurance with a particular company within a canton (region) or sub-region of a
canton regardless of individual risk rating).

Table A21: Switzerland Finance Statistics for 1997

Total Expenditureon Public Expenditureas | Out of Pocket as % of Per Capita
Health as % of GDP % of Total Expenditure | Total Expenditureon Expenditure at
Health Exchange Rate $US
10.1 69.3 29.7 3564
Table A22: Switzerland WHO rankings for 1997
Health Overall Health Health Level Fairnessin Responsiveness
Expenditure per System Financial
capita Performance Contribution
2 20 8 38-40 2
Reform

The main reason Swiss healthcare reform was initiated was the significant increase in expenditure. The other
problem in the healthcare system was that solidarity was being undermined by the possibility that insurance
companies could discriminate based on risk. This problem became more and more important given
constantly rising costs. In 1996, a new health insurance law was introduced. Instead of allowing insurance
companies to set charges according to risk, community rating was introduced.

Current Situation
The Federal Council has proposed to Parliament a partial revision of the health insurance law in two stages.

Introduction of a global budget also applicable to outpatient care, would promote generic dispensing and
would increase the federal subsidies for compulsory health insurance premiums for the years 2000 to 2003.
This attempt to introduce a global budget for outpatient care has been met with enormous resistance from
many political parties.

The current health insurance law requires the cantons (regional government) to pay at least half the costs of
operating general wards in public and publicly subsidised hospitals, their capital expendituresin full and the
costs of teaching and research. However, the hospitals do not receive any subsidies for areas covered by
supplementary insurance. The provisions of the law covering fees aso apply only to hospitalisation in
general wards. The revision would extend the cantons’ responsibility to include subsidising private hospitals
on the cantonal hospital list. This would mean considerable extra expense for the cantons.
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The proposals before Parliament are numerous and varied. These include:

. promoting competition in pharmaceuticals and in particular promoting generic drugs; transferring
cover for nursing care from compulsory health insurance to a separate insurance scheme;

. national planning of hospital structures and planning of high-technology medicine and centres of
medical excellence at the federal level;

. removing responsibility for hospital financing from the cantons;

. instituting an official price freeze on healthcare services and health insurance premiums,

. reducing the benefits package covered by compulsory health insurance;

. revising the risk adjustment formula used to balance payments between different insurance funds;

. allowing health insurance companies to make a profit on compulsory health insurance as well as

setting insurance premiums according to the income and assets of subscribers.

References
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International Comparisons of Health Care Staffing Levels

Table 1 General Practitioners-density per 1000 population

1990 1991 1992 1993 1994 1995 1996 1997
Australia 15 13 13 14 14 14
Belgium 15 15 15 15 15 15
Canada 1 1 1 1 1 1 0.9 0.9
France 14 14 14 14 14 15 15 15
Germany 12 11 11 11 11 11 11 1
Ireland 0.5 0.5 0.5 05 05 05 05 04
Netherlands 04 0.4 0.4 04 04 04 04 0.5
New Zealand 0.7 0.7 0.8 0.8 0.8 0.8 0.8 0.8
Sweden 04 0.5 05 05 05 0.6
United Kingdom 0.6 0.6 0.6 0.6 0.6 0.6 0.6
United States 0.7 0.7 0.7 0.8
OECD Health Data 1999
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Table2: Practising specialists-density per 1000 population

1990 1991 1992 1993 1994 1995 1996 1997
Australia 0.8 0.9 09 0.8 0.9 09
Belgium 14 14 15 15 15 16
Canada 0.9 09 09 0.9 09 0.9 0.9 0.9
France 13 13 13 14 14 14 15 15
Germany 17 1.8 1.8 19 19 2 21 2.2
Ireland 0.3 0.3 0.3 0.3 0.3 0.3 0.3
Netherlands 0.8 09 09 0.9 09 0.9 1
New Zealand 0.6 0.6 0.6 0.6 0.6 0.6 0.6 0.7
Sweden 18 2 2 2.1 2.2 2.2
United Kingdom
United States 1.3 1.3 1.4 15
OECD Health Data 1999
Table 3: Practising physicians-density per 1000 population

1990 1991 1992 1993 1994 1995 1996 1997
Australia 22 24 24 25 25 25
Belgium 32 3.2 33 33 34 34
Canada 2.1 2.2 2.2 2.2 2.2 2.1 2.1 2.1
France 2.6 2.7 2.7 2.8 2.8 29 29 3
Ger many 31 31 31 3.2 3.3 34 34 34
Ireland 16 1.7 2 2 2 2.1 2.1 2.1
Netherlands 25 2.6
New Zealand 19 19 2 2 2 2.1 2.1 2.2
Sweden 29 29 29 3 3 31 31
United Kingdom 15 15 15 15 16 16 1.7
United States 2.4 2.5 2.5 2.5 2.6 2.6 2.6 2.7
OECD Health Data 1999
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Table4: Practising dentists-density per 1000 population

1990 1991 1992 1993 1994 1995 1996 1997
Australia 04 04 0.4 04
Belgium 0.7 0.7 0.7 0.7 0.7 0.7 0.7 0.7
Canada 0.5 0.5 0.5 0.5 0.5 0.5 0.5 0.5
France 0.7 0.7 0.7 0.7 0.7 0.7 0.7 0.7
Ger many 0.7 0.7 0.7 0.7 0.7 0.7 0.7 0.8
Ireland 04 0.4 0.4 04 0.4 04 04 0.5
Netherlands 0.5 05 05 0.5 05 0.5 0.5
New Zealand 04 04 0.4 04 0.4 04 0.4 0.4
Sweden 1 1 1 11 1 1 0.9
United Kingdom 0.4 04 04 04 04 04 04
United States 0.6 0.6 0.6 0.6 0.6 0.6 0.6
OECD Health Data 1999
Tableb: Practising registered nurses-density per 1000 population

1990 1991 1992 1993 1994 1995 1996 1997
Australia 85 94 9.8 9.6 9.5
Belgium
Canada 111 11.2 111 8.1 8 79 7.6 7.6
France 54 54 55 5.7 5.8 59 59 5.9
Germany 89 8.7 9 9.5 95
Ireland 11.3 12.1 124 131 13.7 14.2 14.8 153
Netherlands
New Zealand 9.3 9.5 9 9.6 9.8 9.8 9.8 9
Sweden 9.2 9.4 9.6 9.9 10.1 10.2
United Kingdom 52 52 52 51 5 5 4.5
United States 7.2 7.3 7.5 7.7 7.8 8 8.1 8.3
OECD Health Data 1999
Table6: Practising pharmacists- density per 1000 population

1990 1991 1992 1993 1994 1995 1996 1997
Australia 0.6 0.6 0.6 0.6
Belgium 12 12 13 13 14 14
Canada 0.6 0.6 05 0.6 0.6 0.6 0.6 0.6
France 0.9 0.9 0.9 1 1 1 1 1
Ger many 0.6 05 05 0.5 05 0.5 0.6 0.6
Ireland 0.6 0.6 0.6 0.6 0.7 0.7 0.7 0.7
Netherlands 0.2 0.2 0.2 0.2 0.2 0.2 0.2
New Zealand 0.7 0.7 0.6 0.7 0.6 0.6 0.6
Sweden 0.6 0.6 0.6 0.6 0.7 0.7 0.7
United Kingdom 0.6 0.6 0.6 0.6
United States 0.7 0.7 0.7 0.7 0.7 0.7 0.7

OECD Health Data 1999
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CANCER SERVICESIN |RELAND: A NATIONAL STRATEGY
Overview

In Shaping a Healthier Future, cancer was highlighted as an area which placed a great burden on the
health services.

»  There are on average 1,800 new cases of cancer per year

e In 1995, there were 49,000 hospital episodes as aresult of cancer

e Mortality rates are higher in Ireland than across the EU

Against the background of the above, a target was set to reduce the death rate in the under 65 year age

group by 15%.

The Cancer Strategy commented that in general treatment for cancer was reasonable across Ireland,

however:

. The organisation and delivery needed a clearer focus so that the finite resources could be better
deployed

. The services should be re-organised to ensure greater co-ordination and  effective

communication
. Access and equality of access to services needs improving
. Palliative care services need improving

Strategy Objectives

The strategy aims to “reorganise cancer services so asto” :

*  Identify best uses of resources available

*  Maximise the benefit that can be gained from existing resources
*  Channel additional resourcesto the best use

The objectives of the strategy, published in 1996 are:

. To reduce morbidity and mortality from cancer in line with targets set in Shaping a Healthier
Future

. For those who develop cancer to receive the most effective care and treatment and that the
quality of their lifeis enhanced

Therefore, the strategy isaimed at ensuring thereis:

. Effective prevention and screening services

. Good diagnostic practice

. Effective primary care

. Well developed treatment regimes

. Responsive counselling and follow up of patients

. Clear communication between medical staff and patients

Elements of the Strategy

There are many individual elementsto the strategy, including

*  Prevention

* Information for patients and the professionals

»  Early detection through providing screening which is of proven value

*  All patients having equitable access to effective services which are of uniformly high quality
* Improving and prolonging the quality of life

»  Délivering appropriate treatment to high standards

*  Improved co-ordination across primary care, hospital care, rehabilitation and palliative care
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»  Ensuring service delivered are cost effective
*  Proving more and focused research and development

Health promotion

The risk factors for cancer are identified as:

*  Smoking
*  Alcohol
 Diet

o Lifestyles

In respect of health promotion activities, these need co-ordinating and targeting towards increased

effectiveness, and therefore this requires:

. Improved co-ordination of activities at Health Boards, for example through the Health Board
Health Promotion Units

. The development of national databases, to allow ongoing monitoring and evaluation

. Smoking restrictions and, for example, fiscal policies aimed at the reduction of smoking

. Policiesin respect of alcohol consumption

. A nutrition policy

. Health promotion activities targeted at skin cancer

Screening and Early Detection

Two cancers, which are targeted, are breast cancer and cervical cancer.

. In respect of breast cancer, the policy objectives are to develop a strategy of routinely screening
women between 50-64 years of age, following the evaluation of a pilot scheme by the Mater
Foundation, this will be implemented on a phased basis.

. In respect of cervical cancer, at present there is opportunistic screening, which should move to
population screening, which should be free under GMS. Implementation should beginin 1999 at
the latest.

Hospital Services

The strategy noted that there are large variations in the usage of hospital services across Ireland, and

whilst there are increases in the use of Day case facilities, this too is variable. Therefore, treatment

needs to be:

. More co-ordinated and patient focused

. Of amore consistent quality, based on best practice

. Targeted such that resources are focused on effective and efficient services, which are capable
of change

There are many challenges in respect of hospital treatment as it is delivered currently:

. Services are not always well co-ordinated between and within primary care and secondary care:
there needs to be an increased focus on efficiency

. There needs to be a greater emphasis on evidence based treatment

. There is a lack of specialist medical oncology, except in the Health Boards in the Eastern
Region, which may lead to inconvenience for patients due to long waiting times

. There are variations in the utilisation of cancer services
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Requirementsfor an Integrated Service

The strategy identified the following:
. Co-ordination for identifying and implementing best practice including:
- Protocols for diagnosis and treatment
- Agreement across clinicians as to which cancers should be treated where
- Agreement in respect of minimum and maximum casel oads
- Increased emphasis on cancer in the training of professionals
. Well organised treatment services

. Closer links between GPs and all levels of care

. More rapid communication in respect of the status and progress of each patient: it is
recommended that one clinician has overall and continuing responsibility for each patient

. Improved and clear information for patients and families

. A revised structure for cancer treatment services

. Provision for the evaluation of the effectiveness of services

A Four Level Structure

The strategy recommends the introduction of afour level structure, which comprises:

. Primary care

. Regional care, at designated hospitals for specific cancers with agreed protocols working to best
practice guidelines

. Supra regional care, providing care for the full range of cancers and the provision of
specialised therapies

. A national co-ordinating function

The Department of Health and Children’s Services together with the Health Boards are the bodies,
which should take the lead role in setting up the above structures.

Primary Care

The following initiatives needs to be implemented:

. GPs and hospital specialists should agree on and implement a set of guidelinesin respect of the
referral, management and discharge of patients across primary and secondary care, such that
careis more fully integrated

. Specialists, in conjunction with GPs, should develop guidelines for individual cancersincluding
symptom control

. Hospitals should have clear procedures for the speedy referral by GPs of patients to the most
appropriate place of treatment or care

. Communication between GPs and between GPs and Hospitals must be improved in respect of
individual patients

. Patients should receive better information about outreach services

. There needs to be improved liaison between members of the primary health care teams, for
example public health nurses, GPs and others

Regional Hospital Services

The following initiatives require to be implemented:
. Services should be organised in aregion such that one hospital has the lead role
. Each region needs aregional director, which will be a part-time post for three years: thiswill be
a consultant who will also have support staff such that they will
- prepare a cancer plan for each region
- promote the use of protocolslocally
- be involved in CME (continuous medical education)
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- develop the role of, and liaise with, the specialist cancer nurses
. Each lead hospital will allow the bringing together of cancer servicesinto a single entity
Supra-regional Services
Thislevel comprises the more specialist services. The expectation is that:
. Supra regional centres will be set up each of which provide the full range of diagnostic

techniques and therapies for the majority of cancers:
. Radiotherapy islikely to be provided in two locations

. Rare cancer services will bein onelocation

. Services will be organised around teaching hospitals

. It is not considered necessary to have a single specialist cancer hospital, instead there will be a
co-ordinated network of several hospitals, except for paediatric cancers where there will  be
one centre

. There will be three catchment areas comprising Cork, Galway and Dublin, each with a Director

National co-ordination

The role of a national co-ordinating body will be to ensure developments in best practice, such that
they will be adopted on a national basis. It is proposed that there be a national forum or group, to
which the Regional and Supra-regional directors contribute, which meets on athree monthly basis.

Rehabilitation and Palliative Care

The development of these services are at an early stage, and different models are being developed,
such as hospice care, domiciliary care, and links between hospitals and these locations of care. There
are four inpatient hospices across Ireland. Under the GP Development Fund, improvements to
palliative care have been funded, together with training of GPs. To date, evaluation has been positive,
although the Health Boards have been asked to review this more formally.

[ BUILDING HEALTHIER HEARTS
Background

Cardio vascular disease (CVD) is responsible for the deaths of more than 40% of the population in
Ireland, and within this group of diseases, coronary heart disease (CHD) accounts for most of this
mortality. Although CHD as a cause of death is declining, and have fallen by 30% in the past 20 years,
the death rates remain high when compared to other EU countries. There are also geographic
variations, with age standardised death rates highest in the North Eastern and the Southern Health
Boards and lowest in the North Western Health Boards.

Much cardiovascular mortality and morbidity is avoidable. The known risk factors include: smoking,
high blood pressure, high cholesteral levels, physical inactivity and obesity, and evidence indicates
that modification of behaviour to reduce the risk factors reduces mortality and morbidity. Thus,
strategies aimed at reducing CHD should focus on impacting on the risk factors as well as reducing
related conditions, which are associated with CHD such as strokes and other circulatory disorders,
diabetes and cancers. More advanced interventions and therapies are also available to treat CHD after
onset, and these also are able to contribute to a reduction in morbidity and mortality.
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The Cardiovascular Disease Strategy

The cardiovascular disease strategy, Building Healthier Hearts, was issued in March 1999, and was
produced by the Cardiovascular Health Strategy Group (CHSG) established in March 1998 by the
Minister for Health and Children. The strategy was explicitly underpinned by the basic principles of

SHF namely:

. Focus on health and social gain

. Equity of access

. Services be of high quality

. Services are effective and efficient

. Accountability for the delivery of services which are audited and evaluated

The CHSG focused on the prevention and management of CHD, and the strategy identified four key
areas for action, which were:
. The standardisation of care in pre-hospital and hospital settings across Health Boards

. The establishment of protocols for primary care
. The establishment of an effective surveillance system
. The establishment of new, or the expansion of existing health promotion programmes

Standardisation of Care
The strategy focused on the lack of consistent standards between and within Health Boards.
Pre-hospital Care

The CHSG reported that there had been variable progress in implementing the findings of the Review

Group on Ambulance Services, for example in respect of:

. Ambulance equipment and defibrillators

. Audits and evaluation to reduce delays from the onset of chest pains to the administration of
thrombolysis

. Audits and evaluation of access to automatic debrillators and the administration of thrombolysis
in remote areas by GPs

Hospital Care

Although thereis strong evidence around treatment protocols and management, protocols for treatment
and secondary prevention for cardiac patients have not yet been agreed. In addition, facilities for
cardiac care, investigations and interventions as well as cardiac rehabilitation, vary considerably, such
there are inequities of access.

The CHSG recommended that:

. Guidelines for evidence based treatments in cardiology and shared care of patients between GPs
and hospital services should be implemented

. Extra consultants, support staff and facilities be funded

. Cardiac rehabilitation across centres be established or extended, with funding

Protocolsfor Primary Care
The CHSG recommended that primary care teams should provide pro-active primary prevention and

the long term follow up for those with risk factors. The key people are GPs, public health or practice
nurses, and local health promotion and occupational health teams.
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Establishment of Surveillance System

The CHSG identified weaknesses in the existing systems, in that:
. there is no system for identifying deaths in a cohort of patients
. there are few dedicated morbidity records

. information should be accessible from the Public Health Information System
. better information should be available, for example building on the Irish Cardiac Surgeons

Register, and the development of a national angiography and angioplasty register
Extension and Establishment of Health Promotion Programmes

The CHSG recommended that:

. there be tighter fiscal policiesin respect of tobacco

. the recommendations from the Food and Nutrition Policy of 1995 be implemented

. the National Alcohol Policy implementation timetable be reviewed and hastened

. there be settings-based interventions in schools, workplaces, primary care, hospita and
communities

Primary Care, Secondary Care and Evaluation

There are three areas within the strategy that are worthy of focus. These are:

. evaluation and audit
. the role of primary care and GPs
. the role of secondary care

These are discussed in more detail below.
Evaluation and Audit

The CHSG recommended that:

. funding to the Health Promotion Unit (HPU) in the Department of Heath and Children's
Services be earmarked for monitoring and evaluation

. aset of indicators to measure achievement of targets be established

. standards be agreed with practitioners such that process evaluation and practice audit be set up

. the HPU publish guidelines of evidence based best practice

. there be frequent audits of health behaviours

TheRoleof Primary Care

In the document entitled “ The Future of the GPin Ireland”, the ICGP acknowledged and supported the
need for protocols in GP practices and between GPs and hospitals in respect of patient care and formal
liaison across sectors of the healthcare continuum. However in 1996, as reported in the National GP
Survey, there were still problems.

The CHSG identified a range of issues with respect to primary care, which militate against the
successful implementation of the Building Healthier Hearts Strategy:

. Under the GM S scheme, GPs are not paid for preventive work, except for some vaccination and
immunisation in children, therefore any care provided under this umbrella is informa and
through good will

. There are many perverse incentives in the system:

- GPs cannot prescribe nicotine replacement therapy, yet will treat the patient when ill with
smoking related diseases. the UK has recently allowed the prescribing of nicotine patches
under NHS funds, and will fund GPs to run anti-smoking clinics
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- GPs do not have practice lists, and therefore cannot be pro-active in developing
preventive care

- the cost of attending a GP practice acts as a disincentive if the patient is only attending for
primary prevention, whilst they are likely to pay if they areill

- GP training may not give due importance to primary prevention

the employment of practice nurses assists in the systematic assessment of risk amongst patients,

although thisis currently opportunistic: practice nurses could and should run clinics

there needs to be structural and organisational changes to the GM'S scheme and a refocusing or

increased funding to realise the potential of primary prevention

the role of the public health nurse should be devel oped and extended to include a preventiverole

there needs to be a systematic approach to the identification of those who are more likely to fall

into the high risk categories, to include the role of:

- practice registers

- practice nurses

- practice based targets and timetables

- agreed methods of patient recruitment into practices

- agreed methods of risk assessment

The Role of Secondary Care and Secondary Prevention

Secondary Carein a Primary Care Setting

The CHSG recommended that:

More secondary care be provided in aprimary care setting, which will require:

- The appropriate financial and administrative arrangements

- Patients not in GMS schemes should be in follow up schemes with commensurate
financial reimbursement for the GP

- Financial incentives for GPs to implement computerised information systems to manage
follow up schemes

- National protocolsimplemented at alocal level

Their proposals in respect of smoking related initiatives be implemented, such as nicotine

replacement patches in primary care

Pre Hospital Care

The CHSG expressed their concern that many of the recommendations of the Review Group on
Ambulance Services, plus the concerns and recommendations of the C& AG Review had not yet been
implemented. These recommendations included:

The usage of nationally agreed pre-hospital care protocols to enable the usage of structured
clinical audit

The need to strengthen the role of the National Ambulance Advisory Council (NAAC), setupin
1994, and which, by definition, is only advisory

An improvement in response times for emergency calls, although call response times were not
routinely recorded across health boards and/or they were unreliable.

Standards are required for call to needle’ response times against which actual times can be
audited: such guidelines exist in the UK and Europe

There should be standardised staff in respect of early CPR and use of defibrillators

There should be improvements in the development of first line EMTS, but not necessarily in
MCCUSs, the evidence for which does not demonstrate their usefulnessin the Irish context
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Secondary Care

The CHSG raised several concernsin respect of the delivery of secondary care:

There are waiting lists for cardiology which delay the access to outpatient consultations, due to
a combination of:

- capacity in respect of beds

- alack of spacefor investigations

- lack of equipment, technicians and back up facilities

- lack of day case facilities

the centres which perform angioplasties and similar investigations should have critical
numbers and specialist back up facilities

there is variability in access and provisions: therefore it is necessary to ensure:

- there are formal referral arrangements

- protocols for referrals

Ireland has the lowest number of cardiologists for the population in the EU: the mean is 49 per
million population, Ireland has 5 per million. In addition there is also a shortage of cardiac
technicians

Rehabilitation has patchy provision, with low numbers of patients in Ireland, 10% are
considered for rehabilitation, whilst the figure is 50% for Finland, 60% for Netherlands and
95% for Austria

Audit should be carried out more systematically, for example in respect of patient satisfaction,
service effectiveness, efficiency and outcomes

I nformation and Audit

The CHSG made recommendations in respect of information needed to improve service delivery.:

To implement good surveillance systems there needs to be improved and systematic collection

of:

- Mortality and morbidity data

- HIPE data which lacks data from private hospitals, and does not enable the follow up of
individual patients, and is not routinely published to enable comparisons to be made

- Prescription data

- Prevalence data

To set up population based registers, to cover coronary care, for example and investigations and

interventions

To undertake more health surveys

To undertake improved and systematic audit, which requires improved co-ordination at a local

and national level

To improve the level of research and development, the total funding for which is low, although

there are individual examples of auditsin the field of CHD

11 THE NATIONAL HEALTH PROMOTION STRATEGY

I ntroduction

The NHPS was published in 2000, the first Health Promotion Strategy was published in 1995

The purpose of the new NHPS is to “set out a broad policy framework within which action can be
carried out at an appropriate level to advance the strategic aims and objectives’. The strategy aims to
promote a holistic approach by focusing on:

The link between health promotion and the determinants of health
Inter-sectoral and multi-disciplinary planning
Evaluation of initiatives
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. The national and international context

. The rationale for further development of health promotion activities

. Utilisation of awide range of information

. Identifying the pre-requisites to support and sustain health promotion at national and local
levels.

The NHSP draws on and is linked to previous strategies such as Building Healthier Hearts, the strategy
for Women’s Health and the National Alcohol Policy. It also points to the need for ‘health proofing’
policies from other Government departments.

1995 Health Promotion Strategy

“Shaping Healthier Future” paved the way for the 1995 Strategy which identified priority issues,
topics, settings and population groups and it identified goals and targets for national and local levels.
Since 1995, there have been some devel opments, for example in respect of policy formulation, service
delivery, research, professional training and multi-sectoral action.

The Determinants and L evels of Health

A number of factors impact on the physical, mental and social well-being of the population. These
social, economic and environmental factors include poverty, unemployment and low income,
education, access to health services and environmental factors.

Asfar as access to health services is concerned, although availability and access have improved, some
population groups are still disadvantaged, for example those who live in rural areas and in physical
isolation, those with poor literacy skills, and degrees of discrimination.

The NHPS asserts that there is a need for greater inter-sectoral and multi-disciplinary approaches: the
National Alcohol Strategy is an example of a strategy which does this.

Individual behaviour also impacts on health, and the main findings from the SLAN and HBSC reports
relate to smoking, food and nutrition, alcohol consumption, exercise, accidents, dental care, drug use
and sexual behaviour. This data also highlighted social variations between the higher and lower socio-
economic groups:. the challenge for the strategy is to narrow the gap. Life expectancy for both Irish
men and women has improved in recent years due to better health and social provision, however many
health indicators still compare badly, for example, heart diseases and cancer, which are the focus of
the major health strategies.

Strategic Aims and Objectives

Health promotion is generally carried out within the strategic framework of three approaches:

. population groups the groups being children, young people, women, men, older people and then
other groups (31 objectives)

. settings, which include schools and colleges, the youth sector, the community, the workplace
and the health services (22 objectives)

. topics, which include positive mental health, being smoke free, eating well, good oral health,
sensible drinking, avoiding drug misuse, being more active, safety and injury prevention and
sexua health (38 objectives)

For each of the identified groups, settings and topics above, a strategic aim and a number of objectives
are set. In total, there are twenty strategic aims and 91 separate objectives. The emphasis is on
working in partnership to support the implementation of the strategic aims and objectives and on the
role that research and evaluation can play in determining the effectiveness of health promotion
initiatives, aswell as being in an inter-sectoral and multi-disciplinary approach.
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The Infrastructure

The strategy has identified a number of pre-requisites to ensure that it is successful. These are:
. developing a health proofing policy

. strengthening partnerships

. establishing a National Health Promotion Forum

. re-orienting the health services

. securing resources

. supporting research, monitoring and evaluation
. strengthening health promotion structures

. consulting with the consumer.

Two of the above pre-requisites discussed in more detail below are re-orienting the health services and
strengthening health promotion structures.

The strategy asserts that:

. within the health services there needsto be abetter balance between curative services and those
services which promote and protect health

. it will be the responsibility of the Health Promotion Departments within the Health Boards to
plan, implement and evaluate at a regional level, all 91 objectives. in order to achieve this,
existing regional health promotion structures will need to be devel oped and strengthened.

IV ORAL HEALTH
The Department of Health and Children issued a four-year Dental Health Action Plan in 1994.
“Shaping Healthier Future” states there should be “an integrated dental development plan,” and that
there should be phased increasing eligibility for children aged less than 16 years of age

The aims of primary dental health services are:

. to reduce the level of dental disease in children
. increase the level of oral health in the population
. ensure there is adequate treatment services for children and all card holders, prior to this, it was

confined to those in pre-school and primary school age groups.

A dental strategy will include:

. increasing the efficiency of water fluoridation

. increasing the use of fluoride by the population, e.g. fluoride rinsing and toothpaste

. oral health education programmes

. increased eligibility

. an improvement in primary and secondary orthodontic care for children

. an expansion of hospital oral surgery services for those who require specialised treatments

. the introduction of the provision of dental care to eligible adults

. the improvement of school dental services leading to the systematic screening of children

. the establishment of a standardised database for each HB for monitoring changesin oral health

Goals were established for the year 2000, which included :

. first teeth having no dental caries for 85% of five year olds in optimally fluoridated areas
(OFAs) and in 60% from less than optimally fluoridated areas(L OFAS)

. no more than 1 DMF tooth in 12 year oldsin OFAs and 2 DMF teeth in LOFAS

. on average, 27.7 natural teeth in 16-24 year olds (from 27.2) again of 1 tooth per 2 people

. less than 2% of 35-44 year olds with no teeth and less than 42% of the over 65s
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The Dental Treatment Services Scheme managed by the Health Boards was set up in 1994, with the
objectives of :

. improving oral health of the adult medical card holders

. reduce the equity gap of this population and the population as awhole

. increasing the amount of high quality dental services

. NB the scheme excludes the 35-64 year olds

In March 1997, there was a proposal for an expenditure review which was part of the SMI financial
management system reforms. The initial objective was to determine the value of the programme. Both
The Dental and the DTSS schemes have been reviewed: the dental scheme is administered by the
health boards and are delivered by the private dental sector.

V THE NATIONAL ALCOHOL PoLicy
I ntroduction

The alcohol policy, whilst published by the Department of Health in September 1996 and coming out
of the SHF plus the subsequent Health Promotion Strategy, is a multi-sectoral policy. Much of the
policy is directed at either government departments other than the Department of Health, such as the
Department of Education, or outside government altogether, such as towards the Drinks Industry.

The summary below of this policy will focus on the implications for health and health services, whilst
making reference to other aspects of the policy as necessary.

The main objective of the policy isto:
“promote moderation in alcohol consumption, for those who wish to drink, and reduce the prevalence
of alcohol related problems in Ireland, thereby promoting the health of the community”

Alcohol usein Ireland

“The drinking of alcohol is an integral part of Irish social life and is accepted as such by most
people” .

Ireland was ranked as 11" across EU for quantity of alcohol consumed per head of population, but if
thisrateis adjusted for age, Ireland ranks as 8™ although Ireland has a high rate of under age drinkers.

The adverse affects of alcohol consumption impact on physical, mental and social health and well
being. Excessive drinking can damage the drinkers own health such as cancer, stroke and cirrhosis of
the liver, other peoples’ health such as through car crashes or violence, and can impact on whole
families through debt, homelessness and disruption of family life.

On the other hand, the acohol industry makes a significant contribution to the Irish economy:

»  Employment in the production of alcohol and the retail industry

»  Contribution to government revenues through taxation, yielding some 4% of government receipts
»  Positive impact on the balance of payments through the export of acohol related products

Key Strategies

There are four overall strategies, which contribute to the policy:

. Individual oriented strategies, such as awareness of alcohol usage.

. Health promotion interventions, including health education campaigns for schools, family
initiatives, community initiatives for example for training for those who work in local
community groups, workplace initiatives such as employee assistance programmes, and the
preparation and training of professionals such as those in hedth care, the judiciary and
education.
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. Provision of treatment services, including focus on the role of the GP, and treatment services
within mental health services both on an inpatient and outpatient basis and for the family as
well astheindividual.

. Environmental strategies, including economic strategies and fiscal policies, licensing codes,
restriction of alcohol to teenagers, implementation of road traffic acts, and adoption of codes
and conduct in respect of advertising and sponsorship.

Plan of Action

Only the plan of action as it impacts on the Health Services are discussed below, athough the plan of
action itself is multi-sectoral and expects a degree of intersectoral working, for example between
Health Boards and local communities.

Alcohol awareness

The Department of Health and Children is required to implement initiatives to:

. Increase understanding of the health effects of alcohol
. Increase awareness amongst GPs of sensible drinking guidelines
. Increase awareness of the early signs of dependency across the population

. Contribute to a decrease in the proportion of those who exceed moderate alcohol consumption
Professional Training

Whilst the greatest responsibility is placed on other agencies, the Health Boards will be encouraged to

ensure:

. An adequate network of professionally trained staff to provide resources, co-ordination and
support to local and voluntary initiatives aimed at the prevention of drug and acohol misuse

Targeting at Risk Groups
The Department of Health and Children is expected to:

. Work with the Department of Education in developing health education programmes and
resources for teachers, youth workers, parents and young people

. Encourage pregnant women and women planning to become pregnant to avoid alcohol
consumption at critical times during the pregnancy

. Support initiatives for at risk youths, children of substance abusers and other vulnerable groups
in society

. Support the role of primary health care professionalsin relation to early detection of drinking

Treatment Services

The policy acknowledges that treatment services are only one part of the multi-faceted approach, and

that treatment programmes will be more effective if supported by other policies directed at helping

people avoid the health damaging behaviour. However, in respect of provision of treatment, Health

Boards will be required to:

. Establish at least one acohol or drug resource centre in each community or catchment area to be
managed by the appropriate psychiatric services, and with a designated consultant psychiatrist
who has responsibility for this service

. Provide comprehensive therapy and aftercare services for the client and family

. Ensure that services are provided as far as possible on an outpatient and domiciliary basis by a
multi-disciplinary team working with primary care

. Establish alcohol treatment programmes for travellers, in prisons, and for the homeless
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VI

. Develop the quality control mechanisms to monitor programmes provided by voluntary
organisations through subsidies and funding

The Department of Health will recommend to health insurance companies that they provide cover for
the treatment of alcohol dependence, which would cover outpatient treatment policies

Resear ch and Monitoring

The Department of Health and Children is required to:

. Establish a national surveillance function to monitor and co-ordinate the Policy

. Undertake comprehensive lifestyle surveys

. Request other government departments and agencies to monitor the impact of the policy in
various settings such as schools and workplaces

. Investigate the availability and accessibility of treatment services on aregional basis through the
Health Boards, plus the effectiveness of different treatment regimes

. Commence investigation of the economic, social and psychological causes and effects of
alcohol consumption

. Investigate the possibility of introducing a surveillance reporting system to examine the role of

alcohol in all types of accidents
A PLAN FOR WOMEN’'SHEALTH
Background

The policy builds on the Shaping a Healthier Future and the Report of the Second Commission on the
Status of Women. The plan was preceded by a discussion document entitled Developing a Policy for
Women’s Health issued in June 1995.

The discussion document focused on overall health indicators in respect of Irish women compared to
both Irish men and EU women. It showed that, for example:

. At the age of forty, Irish women have the lowest life expectancy in the EU
. Mortality from ischaemic heart disease in Irish women is 70% above the EU average

. Female mortality from malignant neoplasms are amongst the highest in the EU, only exceeded
by the ratesin Denmark and Scotland

. Are more likely to be adversely affected by inequalities in the provision of health care, and
unegual access rates, for example through confusion as to entitlement under GMS.

Amongst the measures proposed within the document, the priorities suggested for improving the
health of Irish women were:

. A reduction in smoking
. The introduction of national screening programmes for breast and cervical cancer

. Improvements in maternity services

. Better servicesfor victims of domestic violence and rape
. Better access for traveller women to health services

. Increased representation of women in the health services
. Increased research on may aspects of women'’s health

In April 1997, the policy document, A Plan for Women's Health was published.
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An Overview of the Plan

The aim of the plan is to provide a coherent framework for the improvement of women’s health and
health services. Its success will be measured by improvements in women’s health and a reduction in
the gap against other EU countries, plus an improvement in the health services.

The plan has four main objectives:

. To maximise the health and social gain of Irish women

. To create awoman-friendly health service

. To increase consultation and representation of women in the health services

. To enhance the contribution of the health services to promoting women's hedth in the

developing world
Choosing a Healthier Lifestyle

Initiatives flowing from the health promotion strategy, issued in 1995 will enable women to choose a
healthier lifestyle. Health promotion teams and units at health board level will be encouraged to work
with women'’s organisations and other groups to develop and enhance health promoting activities
focused on women’s health and that of their families.

Diseases Affecting Women

The principal causes of avoidable mortality for women are cancer and ischaemic heart disease. These
issues are in part recognised in the two health strategies: Building Healthier Hearts and the Cancer

strategy.
Coronary Heart Disease

If the targets in Building Healthier Hearts in respect of avoidable mortality were achieved, they would
have a dramatic impact on women’s health. The strategy also acknowledged that whilst women appear
to be more conscious of the risks impacting on health than do men, the risks associated with smoking
do not appear to be fully appreciated. In particular emphasis must be placed on the need for women,
especialy pregnant women, to stop, or not start, smoking. Increased awareness of nutrition is also
important, especially as women can impact on the nutritional standards of the whole family.

Cancer

20% of all avoidable deaths in women are from cancer, and the potential for reducing mortality is the
greatest in respect of cancers of the breast, cervix and lung. Thus, amost al deaths from lung cancer
would be prevented if women did not smoke. Between 20-30% of deaths from breast cancer and 60%
of deaths from cervical cancer could be prevented with the introduction of national screening
programmes. Initiatives will flow from the Strategy on Cancer, published in November 1996.

The successful evaluation of the pilot for the breast screening programme has led to the programme
being expanded. The first phase was targeted in the Eastern, North Eastern and Midlands Health
Boards. The programme will be accompanied by the appropriate planning and management structures
such as accurate population registers, agreed screening and referral protocols and the implementation
of quality assurance mechanisms.

A national screening programme has been developed for cervical cancer. Cervical cytology
laboratories will be given the appropriate support to cope with the increased work-load.
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Pregnancy and Childbirth

A working group examined infant and maternity care, and made a number of recommendations, which
were accepted by the Minister. In particular, pilot schemes will be established to evaluated home
against hospital births. Following the recommendations for other improvements in maternity services,
Health Boards will be required to:

. Encourage women to attend antenatal services: particular attention will be paid to high-risk
mothers such as travellers, women living in remote areas, teenagers and women from ethnic
backgrounds. In addition, the availability of antenatal classes will be improved and increased

. Provide appointment systems for antenatal clinics

. Provide more domestic type accommodation for delivery of babies, and allowing women to
have the partner of choice of afriend to accompany them during labour and birth

. Make available awider range of pain relief, plusinformation about the options
. Making hospital environments more baby friendly, and encouraging breast feeding

. Improving consultation with women such that the planning and delivery of services is more
responsive to local voices

. Improving links between the hospital services, midwives and the primary care teams, in
particular the public health nurse.

. Providing information and supporting women in times of difficulty such as those with post natal
stress, or with difficult home environments

In addition the Department of Health is working with the independent hospitals so that they offer more
comprehensive services to women.

Family Planning

Surveys conducted by several Health Boards have indicated that women find the level of availability
of family planning services poor, and the general level of satisfaction with the servicesislow. The
same surveys also found that 44% of women between 18-45 years of age did not use any form of
contraception, and another survey found a general low level of understanding about issues around
reproduction and fertility.

The Women's Hedth Plan however argues that family planning services are not just about
contraception but are also about enabling women to make informed choices. Such initiatives should
contribute to a reduction the number of unwanted pregnancies, and hence the number of teenage
pregnancies and women who have abortions (outside Ireland, where this procedure is not legal).

The Department of Health will be undertaking a review of the Guidelines on Family Planning, issued
in 1995, to ensure an improvement in family planning services and also to ensure that they contribute
more to the overall health and well being of women. Health Boards are also encouraged to look at
other services in respect of reproductive health, such as assisted fertilisation, and services for women
with the menopause, and for women with problems of incontinence.

Women with Particular Needs

There are a number of health related areas where health boards are being encouraged to improve their
services, and work across a number of agencies.
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Mental Health Services

Whilst the move towards community based services are more conducive for the treatment of women,
women's groups themselves are critical of health care agencies in that they focus on treatment to the
detriment of prevention. Women are particularly susceptible to depression, the roots of which may be
in the stress experienced by women due to their lifestyle, for example poverty, lack of control over her
fertility and low self-esteem. Health services as currently organised are not able to offer support to
women who are suffering from crisesin their lives, rather than illnesses.

Thus, a number of measures are recommended with respect to mental health and mental health
services for women, including:

. The Department of Health will commission research on factors associated with mental health in
women
. The Health Promotion Strategy will incorporate issues around promoting women'’s health

. Health board will provide appropriate mental health services for women
Women with Special Needs

Health services need targeting in a different and client focused way to, for example, prostitutes, drug
abusers and travelling women, such that these women feel the services are relevant for them and
access them.

Women with disabilities and older women must not feel discriminated against, and younger women
also must have relevant services provided for them. The Department of Health states a commitment to
all these groups, and much of the service planning for these groups is explored in particular strategies
such as those for travellers and for older women. Women who have Hepatitis C, are being focused
through the whol e strategy following the problems with blood related products

I nvolvement with Health services

There will be a continued partnership between Health Boards and the Women’s Council following the
consultation over the earlier document. Each health board was required to complete a document which
responded to criticisms in respect of the their services, and many health boards have made permanent
the advisory committees set up during the consultation phase. At a national level, a Women’'s Health
Council will develop a centre for expertise on women’s health and foster research and good practice.

The consultation document also highlighted the lack of representation by women in positions of
responsibility in the health services. Whilst most senior positions in nursing are held by women, most
consultant and senior management posts are held by men, which may lead to alack of women’s focus
in the delivery of health services.

In response, the Department of Health is establishing an Equal Opportunities Policy for the health
services, together with a programme for action.

Finally, each Health Board is required to prepare aregional plan for women'’s health to implement the
commitments of the National Plan and issues identified during the consultation process. Health Boards
are also required to review their training and staff development programmes to ensure that staff are
more sensitive to women' sissues amongst staff and the clients and users of services.
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VIl  THE ELDERLY

The National Council on Ageing and Older People (previously the National Council for the Aged) is
the principal advisory body to the Minister for Health on all aspects of the health and socia welfare of
older people. Since 1988, it has prepared two mgjor policy documents for the Government both of
which examine the issues associated with the care of the elderly and outline recommendations to
realise improvements in service provision.

The first report “The Years Ahead...A Policy For The Elderly” was published in 1988. It outlined a
framework to guide service development and provision centred upon four underlying principles.

To maintain older people in dignity and independence at home in accordance with the wishes of
older people as expressed in many research studies.

To restore to independence at home those older people who becomeiill or dependent.

To encourage and support the care of older people in their own community by family,
neighbours and voluntary bodies in very way possible.

To provide a high quality of hospital and residential care for older people when they can no
longer be maintained in dignity and independence at home.

The report made recommendations along ten key areas:

(1)

(2)

©)

The Provision of a Co-ordinated and Comprehensive Service.

The Council proposed that services should be organised and delivered in adistrict setting which
would be the ultimate responsibility of adistrict liaison nurse. District teams would be formed
and each hedth board would appoint a Co-ordinator of Services for the Elderly— ideally a
community physician and an Advisory Committee. Improved co-ordination of activities and
policies between the Department of Health, the Department of the Environment and the
Department of Social Welfare was also advocated.

Health Promotion

This focused on the development of a health education policy for the elderly and the promotion
of more positive attitudes towards caring for the elderly and towards ageing in general. It was
also recommended that professorial chairs of geriatric medicine be established in all medical
schools.

Housing

The fourteen recommendations that fell under housing addressed the role of the Department of
the Environment / local authorities and the Department of Health / Health Boards in ensuring
that adequate and suitable housing provision is provided for the elderly. In particular, it was
considered important that the elderly should have the means to make a choice between adopting
their own homes to their requirements or moving to accommodation suited to their needs.
Where it was not feasible to maintain people at home, sheltered housing should be considered as
thefirst choice.

The role of the voluntary sector was also highlighted in meeting housing needs and it was
suggested that its role should be expanded primarily through the provision of assistance from
the Department of the Environment.
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(4)

()

(6)

(7)

(8)

(9)

(10)

Care at Home

Twenty individual but inter-related recommendations were made under this area, the thrust of
which focused on the adequate provision of paramedic and support services to the elderly and
their families. Particular emphasis was placed on the role of the GP and district liaison nursesin
managing medical and socia risk. Public health nurses were also seen as playing a pivotal role
in terms of anticipatory care and health promotion. The expansion of the home-help scheme
was advocated in terms of resources and the servicesit provides.

Care in the Community
The key areas focused on by the Council were the provision of a suitable transport service and
the expansion of day care facilities.

Carein General Hospitals

A review of the admission and discharge procedures and policies in general hospitals was
proposed. Processes to improve communication between hospitals and GPs / district nurses
were outlined in relation to patient discharges from wards and A&E. The report also
recommended that additional geriatric departments be established in addition to the allocation of
beds for assessment and rehabilitation purposes and the provision of day hospital facilities.

Community Hospitals

It was proposed that all existing geriatric hospitals / homes, long-stay district hospitals and
welfare homes be developed as community hospitals which would provide assessment and
rehabilitation services, convalescent care, respite care services, facilities for nursing high
dependent patients and general information and advice for persons at home. As part of this, it
was recommended that physicians in geriatric medicine should be appointed to community
hospitals. GPs were also envisaged as playing akey role.

Standards of nursing homes operated by voluntary bodies as well as the subvention of care by
the health boards to nursing homes was reviewed in light of the rapid expansion of this area.

Care of the Elderly Mentally 11l and Infirm

Responsibility for screening elderly people at risk from dementia was allocated to GPs and
public health nurses. The Council highlighted that an adequate supply of appropriate
accommodation and day care facilities be provided. At community level, it was recommended
that a consultant psychiatrist with special responsibility for the elderly be appointed.

Partnership Between Carers, Volunteers and Statutory Agencies
The Council recognised the role played by carers and the voluntary sector in the provision of
servicesto the elderly and how these roles could be better co-ordinated and supported.

Implementation
It was recommended that a legidlative framework be put in place for the development and co-
ordination of services, which broadly envisaged:

. Health Boards and local authorities promoting the well-being of older people within their
areas of responsibility.

. An obligation on Health Boards to provide services to support dependant elderly people
and their carers at home. The health boards would also be obliged to appoint Co-
ordinators of Servicesfor the Elderly and Advisory Committees on the Elderly.

. Local authorities providing for the automatic repair and adoption of dwellings for older
people.

. Distinguishing between elderly people subvented in anursing home by a health board and
an elderly person placed in a private home by a health board. The framework sought to
empower Health Boards to make boarding out arrangements.
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In 1997, the Department initiated a review of the Years Ahead Report by the National Council on
Ageing and Older People and to examine the extent to which its recommendations were implemented
and remained valid. The report of the Council established that:

The Years Ahead Report was no longer an adequate blueprint for the development of services
for older people.

- It had been superseded by national and regional policy developmentsin many areas.

- It paid inadequate attention to the role of older people and their carers in the decision-
making process which forms an inherent component of the principles of Shaping a
Healthier Future.

- It underestimated the growth in size of the older population which in turn had
implications for the service levels originally recommended.

- The considerable growth in the private nursing home sector that has taken place since
1988 was not envisaged.

- A number of the recommendations made were unsuitable and needed to be revised,
particularly in relation to the emphasis placed on on-going care versus therapeutic
treatment services.

Many of the recommendations contained in the Years Ahead Report have either not been
implemented or have been implemented but not in the manner defined by the report. In turn,
regional variations exist in service provision. The Council suggests that these issues are
attributable to the fact that the legidlative framework has not been put in place and also because
the regional Health Board structure does not support common service delivery models.

The cutbacks that occurred during the 1980s had a significant impact on the implementation of
the strategy.

In light of the above, the Council proposed that a new strategy should be developed which would:

be underpinned by the principles of Shaping a Healthier Future;

provide guidance to the Health Boards on the principles governing co-ordination at different
levels rather then the detail of particular posts or structures;

outline a planning and funding model;
provide guidelines the on-going measurement of health and social gain.

The strategy produced has been formally adopted by the Department of Health and Children and
resources are actively being channelled into addressing the actions outlined. A significant increase in
both capital and revenue funding for services for the elderly has occurred particularly over the last two
years, and equally important additional increases in funding have been committed for the future.

The new strategy has identified the following as requiring priority development in the future. The core
objectiveisto have over 90% of people over 75 years of age residing in the community.

The home-help service

Respite services for carers

Sheltered housing

Day care centres with adequate transport provision
Paramedical services at home and in the community
A social work service dedicated to older people
Services for older people with mental disorders
The development of community hospital services.
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Many of the core recommendations contained in the Y ears Ahead Report to support the above have
been re-advocated albeit re-developed and tailored to address the current shortcoming in the present
service including:

. Reviewing the establishment of district teams.

. Improving the level of co-ordination between Health Boards and local authorities.

. Therole of the GP and district nursesin preventive care and managing arisk register.
. Improved geographic spread of public health nurses.

. The adequate provision of services and resources in the acute sector including day hospitals,
assessment and rehabilitation beds and consultant geriatrics.

. The development of a strategy for mental health services to older people.
. Improved recognition of the role of carers and the voluntary sector.

. Health promotion.

. Review of spend in private nursing homes.

The new strategy continues to support the development of a legislative framework to govern the
provision of essential services. Among the services which have been prescribed as essential and
which should therefore be provided as an automatic entitlement are; meals on wheels; day care, respite
care both inside and outside of the home, paramedical services and sheltered housing. It is aso
proposed that the legidative framework should incorporate the development of national guidelines on
eligibility criteria and charges for health and socia care services, the quality of care provided by the
voluntary sector and the rights of carers.

In addition to the work undertaken by the National Council on Ageing and Older People, it is also
certainly worth noting that considerable emphasis was also placed on the provision of services to the
elderly in the Programme for Government — “An Action Programme for the Millennium”, the
Programme for Prosperity and Fairness and in the Department of Health & Children’s strategy
“Shaping a Healthier Future”.

Funding

Within the context of discussing national policy, it is aso important to comment on funding
allocations and commitments to support that policy. As highlighted previously, over the last two years
we have seen a considerable increase in the level of funding allocated to the elderly. Thistrend looks
set to continue into the future as the recommendations of the new strategy are rolled out.

The changes in revenue funding since 1997 are set out in the table below. In line with the strategy, the
key focus of this spend has been on respite services, day care services and community nursing.

Revenue Spend
1997 1998 1999 2000 2001
£3m £7m £12m £28.5m £40m (est)

Capital investment has also increased significantly:

Capital Spend
1997 1998 1999 2000-2006
£6.75m £14m £17m £200m plus
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The additional funding for 2000 and 2001 is being all ocated to the following areas:

Additional Funding 2000, 2001

2000 2001
Support for carers £1lm £2m
Nursing home subvention £5m £14.3m
Improvement of pay to home-help service £10.4 £11m
Extension of home-help services £800,000 £2m
Alzheimer Society — to support elderly with dementia £1lm £0.6m
Two units for the elderly mentally infirm £500,000
Staff recruitment to geriatric units £1lm
Medical card extension policy £4 £11m
Improvement of community support structures £5m
Contribution to voluntary groups £0.23
Improvement of staff ratios in extended care facilities £3.65m
Contracting beds in private nursing homes £10m
Enhancement of existing services £15.7m

VIIl PSYCHIATRIC SERVICES
Policy Background

The thrust of national policy for psychiatric services centres on the provision of a comprehensive and
community-oriented service that upholds the rights of the patients.

Planning for the Future, 1984

The 1984 report marked a key milestone in the development of mental health services insofar as it
endeavoured to advance from an institutional to a community-focused model of service delivery. The
rationale for this centred on the premise that the majority of patients did not in fact need to be in
hospital or were in fact inappropriately placed. Although, the report preceded the timeframe of this
review, it has been adopted by successive governments during the 1990s and as such has been to the
fore of policy development.

The main findings of the report are summarised below:

e All individuals as required should have access to a comprehensive psychiatric service. The
components of this service should include:
- Prevention and early identification
- Assessment, diagnostic and treatment services
- In-patient care
- Day care
- Out-patient care
- Community-based residences
- Rehabilitation and training

The report also recommended that services should be available locally in a co-ordinated manner.
Psychiatric teams were envisaged as having the lead role in forming effective working
relationships between key professionals. The make-up of such teams should comprise a
consultant psychiatrist and would have at its disposal the services of psychiatric nurses as well
as clinical psychologists, social workers, occupational therapists and a health administrator.
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. The provision of a community-based service would require increased emphasis on out-patient
treatment and day care to allow patients live in their own homes. It would also necessitate the
provision of a range of community residential facilities such as houses, hostels and boarding
out. The need for professional services to support families and carers was advised in terms of
assistance from the psychiatric team, respite services and support during times of crisis.

. The development of alocal based service would ideally require the provision of a serviceto a
defined population within geographic boundaries - “sectorisation”. The principle advantage
associated with this approach was the potential to break down barriers between hospital and
community services. A population size of 25,000 to 30,000 was proposed around which
multidisciplinary psychiatric teams would be organised. It was acknowledged that in some
areas, it maybe more appropriate to develop larger sectors in line with population density. This
has by and large taken place.

. Close communication and liaison would be required between the members of the psychiatric
team and GPs given that GPs undertook the majority of medical treatment for diagnosed mental
illness, a practice that was likely to continue for the foreseeable future.

. In-patient facilities (across both psychiatric and general hospitals) would in the short-term
provide services to a sector. However, the growing availability of community services would
result in the majority of patients being discharged within a reasonable period of time. In
particular, the provision of additional day places was recognised as an important step forward in
reducing the number of in-patient admissions. Accordingly, it was recommended that the types
of services provided by day facilities should be in line with the needs of the sector it served.

. In-patient treatments for all admissions should ideally be provided in psychiatric unitsin general
hospitals. Thiswas defined as along-term goal.

. The provision of more appropriate facilities for long-stay patients should be considered by
health boards, including geriatric patients. For a small group of new long-stay patients, the
provision of high support hostels was considered as an alternative to hospital treatment.

. The intellectually disabled housed in psychiatric hospitals should be segregated from the
mentally ill and tailored programmes of care should be provided for their needs.

. Psychiatric hospitals and psychiatric units in general hospitals should all have proper screening
procedures to prevent inappropriate admissions. Psychiatric teams in each sector should hold
out-patient clinics incorporating an assessment and diagnostic service.

. Psychiatric hospital patients, where possible, should be provided with housing in the community
or be provided with the support to alow them return to their own homes. This in turn would
require an assessment off patients needs, the provision of patient training / rehabilitation and
the acquisition of several types of accommodation.

. Provision would have to continue to facilitate the adequate maintenance of psychiatric hospitals
and to resource therapy and rehabilitation services until such time as more community services
werein place.

. The needs of special groups such as the elderly, children and adolescents and persons with

alcohol and drug related problems should be appropriately provided for. Among the
recommendations made was a review of policy for the elderly. The primary care sector was
seen as playing a lead role in prevention and diagnosis across all groups. A comprehensive
psychological services for primary schools was proposed in addition to the referral of children
with autism to specialised assessment centres.
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. Staff should be consulted at every level in the move to the new service model. In turn, staff
would be required to spend more of their time in community services thus requiring further
training. Each Health Board should establish catchment area management committees with
responsibility for the planning and devel opment of servicesin each area.

" Each Health Board should draw up a plan for psychiatric services, including an outline of
targets to be reached over a 10 to 15 year time-frame. The planing process should incorporate a
continuous review of the plan and its implementation. Evaluation was defined as an essential
part of this. The report proposed that the process of evaluation should include the definition of
performance indicators (a number of which were outlined including quality of care) which
would facilitate comparisons regionally and nationally. To further the evaluation process,
greater effort would be required to collate more data including budgetary and accounting
information.

The total capital requirements to implement the recommendations of the report were estimated at
£50m over a 10 to 15 year period. It was not expected that additional revenue expenditure would be
required above that already provided for in 1984 i.e. £145m. Very little progress was made in
implementing the report during the 1980s because of cutbacks in expenditure. In many ways, it is now
seen as necessary to revisit the recommendations of the report and review and update them in line with
current and future requirements.

The Green Paper on Mental Health, 1992

The Green Paper on Mental Health built on the recommendations of “Planning for the Future”. The
key policy objectives advocated by the Green Paper on Mental Health were as follows:

. To provide a comprehensive and community-oriented psychiatric service.

. To integrate psychiatric services with general hospital, general practitioners, community care
and voluntary services.

. To improve the standard of care in psychiatric hospitals pending the transfer of services to
alternative locations in general hospitals and in the community.

. To improve services to meet the special needs of particular target groups, such as the elderly
mentally ill, persons with a mental handicap in psychiatric hospitals and children and
adolescents with psychiatric problems.

Shaping a Healthier Future, 1994

Shaping a Healthier Future upheld the objectives of the Green Paper through the broader principles of
equity, quality and accountability. The key actions underpinned by the strategy were to:

. Promote mental health in co-operation with the voluntary mental health bodies.

. Provide departments of psychiatry in general hospitals.

. Integrate mental health and primary health services and in particular to strengthen the role of
general practitionersin the care of the mentally ill.
. Provide comprehensive specialist assessment and community support services in each health

board for people suffering from dementia, including Alzheimer disease and their carers.

. Provide appropriate facilities for the care of the mentally ill whose behaviour is a risk to
themselves or to others.

. Introduce a new Mental Health Act to give greater protection to the civil rights of the small
number of people with a mental illness who have to be detained for treatment and to bring our
legidation into conformity with the European Convention on Human Rights.
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White Paper, A New Mental Health Act, 1995

The White Paper was produced in response to a need to further define the legislative procedures and
standards of care for detained patients.

. Section 208 of the Mental Treatment Act 1945 specified the procedures to transfer patients from
local psychiatric servicesto the Central Mental Hospital in Dundrum. However, the Act did not
make any obligation to detail the purpose of the transfer and concerns were raised that transfers
were in fact being made for reasons of convenience. In turn, there were fearsthat local services
were reluctant to accept patients back from the Central Mental Hospital.

In afurther effort to address the |legislative gaps, the Inspectorate of Mental Health Hospitals set
down guidelines to be followed including informing the Inspectorate when the transfers took
place. However, despite this it was widely believed that the procedures were not always
adhered to.

. The Green Paper on Mental Health (1992) had also put forward general proposals for new
criteriafor involuntary detention in addition to safeguards against improper detention to
stimulate discussion and debate on the subject area. Over one-hundred submissions were
received in response to these proposals.

The submissions received in response to the Green Paper on Mental Health formed the core input to

the White Paper on anew mental health act, which addressed:

. The European Convention on Human Rights and changes required to Irish Law to bring it in
line with EU legidation.

. Criteriafor detaining a person with amental health disorder without consent.

. Procedures to be followed.

. The length of time an order should last for the detention of a person and whether such orders
should be for the purpose of assessment or treatment.

. How decisions to retain would be reviewed by an independent body and how the detention of a
person for longer than one year would be assessed.

. Safeguards in relation to patients unable or unwilling to give consent to certain forms of
treatment.
. Proposals for improved relations between the courts, prisons and mental health services for

defendants and offenders.
. Proposals for adult care orders.
. The rights of detained persons to information, representation and legal aid.

In December 1999, the Mental Health Bill was published incorporating the above areas. The Bill also
provided for the establishment of a Mental Health Commission. The Commission would be an
independent agency primarily responsible for raising standards and practices in the delivery of services
and for ensuring that the rights of the detained persons were upheld across all hospitals and in-patient
facilities providing psychiatric care and treatment.

Through the mechanism of mental health tribunals, the Bill provides that the Commission can
automatically organise for the review of decisions made to detain patients on an involuntary basis.
This is achieved through an independent assessment completed by a consultant psychiatrist and a
lawyer within twenty-eight days of a person being admitted. Based on the output of the assessment,
the Commission is empowered, where it feels appropriate, to release a patient. The person who has
been admitted involuntarily will also has the right to be informed about any hearing and to attend and
put their case to the tribunal in person or through alegal representative.
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A further function of the Commission will be the maintenance of aregister of approved centres for the
detention and treatment of patients. The Commission will also be required to employ an Inspector of
Mental Health Services to publish an annual review of the mental health services. The Inspector of
Mental Health Services will in fact replace the current office of the Inspector of Mental Hospitals.

Other key elements incorporated into the Bill include:

. Where a person is admitted to psychiatric care on an involuntarily basis, the consultant
psychiatrist who makes the decision to admit is obliged to inform the person of his or her legal
rights under the legislation.

. The regulation of procedures in relation to a patient’s consent to certain treatments and the
conditions under which consent may be given in-order to bring Irish law in line with
international standards.

The Bill is expected to be enacted during 2001 with an allocation of £1.98m being made for the
establishment of the Mental Health Commission.

The Interim Report of the National Task Force on Suicide, 1996

The purpose of the report was to define numerically and qualitatively the nature of suicide problemsin
Ireland together with the problems of attempted suicide and parasuicide. An analysis of associated
costing was also completed. Among the findings of the report were that:

. Between 1994 and 1995, the rate of suicide in Ireland rose from 2.38 per 100,000 popul ation to
10.69 per 100,000.

. Suicide was the second most common cause of death among 15 to 24 year old males equal to a
rate of 19.5 per 100,000 population. This compared to 2.1 per 100,000 population for females
in the same age group. A significant increase in suicide was also taking place in elderly males
i.e. over 65 years of age.

. Data on attempted suicides is difficult to collate athough on-going work and progress is being
made particularly by the Suicide Research Foundation.

Report of the National Task Force on Suicide, 1998

The Report of the National Task Force on Suicide built on the work of the 1996 report. Its focus was

to:

. Make recommendations on how services could address the problems of attempted suicide and
parasuicide in the most cost-effective manner.

. Identify the various authorities with jurisdiction in suicide prevention strategies and their
respective responsibilities.

. Formulate a National Suicide Prevention / Reduction Strategy.

The report made over 80 recommendations under the following aress:

. The provision of structures of services relating to suicide and to attempted suicide
. The prevention of suicide and parasuicide

. Intervention

. Aftermath and aftercare

. Research and evaluation

Since the publication of the report, there has been a positive and committed response among both the
statutory and voluntary sectors towards finding ways of tackling the problem of suicide.

. A Suicide Research Group was established by the Health Boards, whose membership includes
expertsin the areas of mental health, public health and research. The main responsibilities of the
Suicide Research Group are to review ongoing trends in suicide and parasuicide, to coordinate
research into suicide and to make appropriate recommendations to the Chief Executive Officers
of Health Boards. The first annual report of the Suicide Review Group was published in 1999.
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. The National Suicide Research Foundation which was founded back in January 1995 and was
initially funded by the Department of Health and Children, the Southern Health Board and the
Mid-Western Health Board, became part of the Health Research Board in 1997. In 1999,
£200,000 was provided to the NSRF to establish a National Parasuicide Register.

. In 2001, £830,000 will go towards suicide prevention programmes in the Health Boards and
towards research aimed at improving understanding of the problem.

Report of Working Group on Child and Adolescent Psychiatry, 2001

The report was commissioned with the objective of making recommendations on the devel opment of
child and adolescent psychiatry. It contains proposals for the development of services for the
management and treatment of attention deficit hyperactivity disorders/ hyperactivity kinetic disorders
for the development of child (6 tol2 year olds) and adolescent (12 to 16 year olds) psychiatric in-
patient units. The report recommends:

. the enhancement and expansion of child and adolescent psychiatric services. As part of this it
recommended that a total of seven inpatient psychiatric units for children ranging from 6-16
years be established;

. that priority should be given to the recruiting suitably qualified individuals to the consultant-led
multi-disciplinary teams.

. closer liaison and interaction with the education system and other areas of the community health
Services.

The total cost associated with implementing the recommendations of the Working Group was circa
£90 million.

Based on the report, additional funding of £3.25m was made available for the establishment of
consultant-led multidisciplinary teams and for the enhancement of existing teams. We understand that
each Health Board has now has in place a minimum of two consultant-led child and adolescent multi-
disciplinary teams. Five new child and adolescent psychiatric inpatient units are also planned under
the National Development Programme (2000-2006) and it is anticipated that a further two will be
provided for within the next decade.

Funding
Funding to psychiatric services has greatly increased since 1996 as highlighted by the table below:

Mental Health Funding 1996 to 1999

1996 1997 1998 1999
Capital Funding £1.145m £1.489m £6.974m £2.5m
Revenue Funding £0.973m £1.392m £4.5m £5.4m

Source: Department of Health and Children

Over the period extending from 2001 to 2006, £150m has been allocated in capital funding to
psychiatric services. The focus on this development will be on:

" Acute psychiatric units attached to general hospitals

. The provision of additional day care facilities and hospitals

. Community residences

" Child and adolescent in-patient units

" Purpose built secure units for the disturbed mentally ill.

A sum of £18.64m is being provided in 2001 for improvements in mental health services. Priority is
being given to the further development of community based mental heath services; the further
expansion of Child and Adolescent Psychiatry and the Psychiatry of Old Age; and the implementation
of the recommendations of the Task Force on Suicide. Alongside developments in service provision,
priority is being given to the introduction of new mental health legidlation. Provision is also being
made for additional funding to voluntary bodies. A further breakdown is provided below:
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Community-Based Services. £8.255m will be allocated towards the further development of
community-based mental health services, primarily for the establishment of additional
multi-disciplinary teams and the recruitment of additional staff to strengthen existing services.

Hospital Services: An additional £1.75m will be provided to enhance the level of psychiatric services
available in hospitals. This includes the establishment of two new-consultant led teams in liaison
psychiatry in the ERHA and Mid-Western Health Board areas.

Child and Adolescent Psychiatry: An additional £3.225m is being allocated to further developmentsin
Child and Adolescent Psychiatry services. This funding will provide for the appointment of additional
consultants in Child and Adolescent Psychiatry, and for the further development of multi-disciplinary.

Old Age Psychiatry: An additional £1.87m is being allocated in 2001 in response to the increase in the
number of people living to advanced old age.

Suicide and Suicide Prevention Programmes: £830,000 is being allocated towards suicide prevention
programmes in the Health Boards and towards research. This includes an additional £100,000 for the
National Suicide Research Foundation to support its work in the development of a Nationa
Parasuicide Register.

The Voluntary Sector: An additional £730,000 will be made available through health boardsin 2001 to
assist voluntary bodies such as the Mental Health Association of Ireland, Schizophrenia Ireland and
Bodywhys.

IX  THEINTELLECTUALLY DISABLED
Palicy Background

The key thrust of policy for people with an intellectual disability has focused on four core areas with a
particular emphasis on alowing people live as full and independent a life as possible in the
community. The four areasinclude:

. Preventive support and health promotion.

. Anticipatory support in terms of monitoring the needs of those most at risk during pregnancy,
assessment of all babies by a Paediatrician prior to discharge from hospital, public health
nurses’ visits to new borns, the role of pre-school and school health services, etc.

. Home and community support in terms of alowing individuals live independently in the
community and providing the appropriate level of support to carers. It also includes expanding
the number of work experience opportunities accessed by individuals.

. Residential / respite support primarily in terms of (&) crisis respite (b) planned respite short-
breaks and (c) long-term residential care.

Since the 1980s and more especially during the 1990s, a considerable amount of work has been
completed in drafting policies and procedures that seek to support the above four areas. The multitude
of issues and areas addressed reflects in many ways the complexities and challenges of delivering an
efficient and effective service to the intellectually disabled.
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Towards A Full Life— Green Paper on Servicesfor Disabled People, 1984

Probably the first fundamental review of services needs and requirements was completed in 1984,
“Towards A Full Life — Green Paper on Services for Disabled People’. The key abjective of the
document was to provide a clear indication of Government policy and to initiate a constructive public
debate on the areas requiring further attention and on the strategy to be adopted in meeting these
objectives. The report which looked at all areas of disability, including intellectual, physical and
sensory addressed and made recommendations along the following key areas:

. The disabled population

. Prevention and health care

. Education

. Vocational training and employment

. Income support services

. Welfare services

. Housing

. Access and mobility

. Residentia care

. “Towards Full Participation and Equality”

Fundamentally, the report made recommendations and stimulated debate and thought aong the

following areas:

. The need to concentrate hospital maternity servicesin hospitals with appropriate specialist staff.
It proposed the extension (as permitted by available resources) of paediatric examination service
and in particular that examinations should be carried out at all recommended ages.

. A proposal to increase the level of grants to finance aids to employment. In conjunction with
this, it proposed the establishment of a working group to advise on the introduction of uniform
training allowances for personsin special training centres.

. It advocated a formal scheme of allowances for persons in long-term residential care who had
no income of their own.

. It upheld the important contribution made by home-help and meals on wheels services and
advocated that both of these should be steadily increased.

. The need to give consideration to the improvement of the public health nurse / population ratio
and also an increase in the resources towards the development of social work services and day
care services.

. Direction was given to the OPW to ensure that all new buildings were fully accessible and that a
programme for the modification of existing buildings was implemented. This effort is on-going.

. The expansion of the role of the National Rehabilitation Board. This has recently taken place
with part of the NRB now incorporated into the NSA.

The 1984 document marked the foundation stone for development of future policy during the 1990s.

Needs & Abilities, 1990

The report made recommendations along the following areas:

. The term “mental handicap” should no longer be used.

. The report distinguished between the range of services required by persons with an intellectual
disability and those who suffered from a learning disability. It highlighted that responsibility
for the provision of services to pupils with alearning difficulty did not in fact rest with service
providers for people with an intellectual disability and that further support was required by the

Department of Education and the Department of Labour in this area.

. With regard to educational and training services for people with an intellectual disability, among
the report’ s recommendations were:
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- The piloting of a number of educational and support programmes

- The establishment of special child development centres as an alternative option for pre-
school for certain groups of children.

- The promotion of links between child education and development centres and special /
ordinary schools.

- Liaison between multi-disciplinary support teams at pre-school level and their
counterparts in the school programme.

- The provision of a small number of alternative homes staffed to meet intensive medical
needs.

- All pupils availing of special educational programmes should have access to pre-
vocational and vocational training.

- The further development of sheltered employment services and the setting up of local
committees to promote employment opportunities.

. The Health Boards pre-school developmental service should be directed to children in districts
with cultural, social, emotional and material disadvantages. The requirement for training for
community personnel including GPs in screening and detection was highlighted in addition to
communication skills for advising and supporting parents. Liaison between maternity and
community services for children and the need for specialist intervention teams also formed part
of these recommendations.

. All people with an intellectual disability over forty years of age should have a multi-disciplinary
assessment.

. With regard to residential provision:
- Large numbers of highly dependent intellectually disabled should be placed in small
clusters of three to four houses at a number of locations.
- Persons seeking to return to aresidential centre for retirement should be allowed do so.

. Health Boards should be responsible for establishing a comprehensive database.

. A multi-disciplinary approach is required to service the needs of this group. Other
recommendations were made in relation to staff training and structures.

. Co-ordination in the planning and development of services should be facilitated through the
regional co-ordinating committees established in 1988 (statutory and non-statutory sectors). As
part of thisit was recommended that the committees should produce a progress report every two
years against the Health Board's plan. It was a so suggested that a national co-ordinating body
be established to set priorities for the overall development of services.

. A programme to transfer persons with an intellectual disability from inappropriate institutional
care should be completed at arate of 250 per annum.

Total costs to implement the reports recommendations were broadly estimated at £22.5m in capital
costs and £27.5m in revenue costs over a four year period extending from 1990 to 1994. Following
the report, an additional £56.8m was provided between 1990 and 1996, enabling the creation of over
1,000 residential / respite places and 2,300 new day care places. Over the same timescale the home
help service was established and a range of other services were devel oped and enhanced.
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The Report of the Special Education Review Committee, 1993

In 1993, the Report of the Special Education Review Committee was published. The report assessed
the educational provision for children with specia needs, the arrangements which should be put in
place in order to provide for the educational requirements of such children, the range of support
services that may be required and the linkages that should exist between Government Departments and
service providers. The Committee’ s recommendations were built around the following framework:

. All children including those with special educational needs have a right to an appropriate
education.

. The needs of the individual child should be the paramount consideration when decisions are
being made concerning the provision of special education for that child.

. The parents of a child with special educational needs are entitled and should be enabled to play
an active part in the decision-making process.

. A continuum of services should be provided for children with special educational needs ranging
from full-time education in ordinary classes, with additional support, as may be necessary, to
full-time education in special schools.

. Except where individual circumstances make this impracticable, appropriate education for all
children with special educational needs should be provided in ordinary schools.

. Only in the most exceptional circumstances should it be necessary for a child to live away from
home in order to avail of an appropriate education.

. The State should provide adequate resources to ensure that children with special educational
needs can have an education appropriate to those needs.

In 1990, it became EU and Government policy that no further special schools would be established for
children with a mild intellectual disability and that these children would be integrated into the
mainstream school system by expanding the number of special primary and post-primary level classes.

Report on Servicesfor Personswith Autism, 1994

Considerable debate took place in the early 1980s focusing on the appropriate mix of care and services

that should be provided to people suffering from autism. The 1984 report assessed the types of

diagnostic facilities and treatments together with the range of support services that were necessary to

support children, adolescents and adults with autism. The report’s main recommendations included:

. The establishment of regional diagnostic clinics that would also provide teaching programmes
for staff across avariety of disciplines.

. The provision of arange of pre-school placement options.
. The further assessment of the needs of adolescents with autism.
. Epidemiological studies on outcome in autism with emphasis on the relationship between

treatment interventions in childhood and resultant adult conditions. Research on life expectancy
was also highlighted as being required.

. The majority of adults with autism can benefit from facilities provided for persons with an
intellectual disability. However, aminority will need specialist units.

. Hedth Boards plans for autism should indicate proposed timescales and costs for
implementation.

. Health boards should be required to prepare written protocols for staff on the management of
children with autism.

. A separate and dedicated database should be established for persons with autism in each health
board region.
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Shaping a Healthier Future, 1994 and revised in 1996

Shaping a Healthier Future defined key principles and recommendations of strategy that stretched
across intellectual, physical and sensory disabilities. The key principles recognised as under-pinning
servicesto the intellectually disabled were as follows:

. Prevention, treatment and care services will be more clearly focused on improvements in health
status and the quality of life, and will place an increased emphasis on the most appropriate care.

. The management and organisational structures will provide for more decision-making and
accountability at regional level, alied to better methods of performance measurement.

. Greater recognition will be given to the key role of those who provide the services and there

will be greater sensitivity to the right of the consumer to a service which responds to his/her
needs in an equitable and quality-driven manner in an appropriate setting (1996).

The Strategy also outlined an action plan for specific services to be implemented over 1994 to 1997
period, which in many instances linked back into the 1984 Green Paper on Services for Disabled
People”. Theseincluded a commitment to:

. Further develop services on the basis of locally assessed need.

. Provide extra facilities for day care, respite care, home care, personal support services and
residential care/independent living.

. Improve the organisation and co-ordination of services.

. Build up information on the service needs of clients.

. Employ additional occupational therapists, speech and language therapists and physiotherapists.

. Improve the counselling and psychological support services for persons with disabilities and
their families.

. Improve vocational training standards and facilities with a view to greater economic integration
of people with adisability in society.

. Improve the availability of technical aids and appliances.

. Continuing the relocation of persons with a learning disability from Psychiatric Hospitals to
more appropriate settings.

. Providing genetic counselling services.

. Developing and implementing services for persons with Autism.

Discussion Document on the Mental Health Needs of Personswith I ntellectual Disability, 1996.

A Strategy for Equality — Report of the Commission on the Status of Peoplewith  Disabilities,
1996

In 1996 “A Strategy for Equality — Report of the Commission on the Status of People with
Disabilities” was published. Once again this focused on all areas of disability. Its terms of reference
were to:

. Advise the Government on practical measures necessary to ensure that people with a disability
could exercise their rights to participate in economic, social and cultura life.

. Examine the current situation of people with a disability and the organisation and adequacy of
existing services, both public and voluntary to meet their needs.

. Make recommendations setting out necessary changes in legislation policies, organisation,
practices and structures and to ensure that the needs of people with disabilities are met in a
cohesive, comprehensive and cost-effective way.

. Establish the costs of the recommendations made.
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The Commission made in excess of 400 recommendations, which they based on three guiding
principles:

. Equality
The Commission recommended that the State should provide for programmes of affirmative
action and positive discrimination to address past inequalities.

. Maximising Participation
The principle implies that people with disabilities have the right to participate in all areas of life
to the fullest extent and conversely the State should have regard to the needs and interests of
people with disabilities.

. Enabling Independence and Choice
Principle implies that persons with disabilities have the right to be able to achieve their full
potential including the right to make their own choice concerning the conditions of their lives
and the right to quality services.

Enhancing the Partner ship, 1997

In 1995, the then Minister for Health established a working group to review the arrangements for a
national framework to ensure the smooth transfer of responsibility for funding of voluntary mental
handicap agencies from the Department of Health to the health boards.

The basis for the change in structure was founded in the view that the direct funding of some voluntary
agencies by the Department impeded the proper co-ordination and development of services at a local
level and the development of links between statutory and voluntary services. The framework initially
applied to those agencies directly funded by the Department, of which there were fourteen. However,
it was extended to all members of the Federation provided they met with certain criteria, under
“Widening the Partnership”.

The key proposals made by the working group were as follows:

. The new partnership between the Health Boards and the individual voluntary mental handicap
agencies should find specific expression in service agreements.

. Service agreements should indicate
- the links with mental handicap services plan for the region
- the linkages with the other services
- the measuresin relation to efficiency and effectiveness

. Mental handicap agencies should be encouraged in service agreements to take initiatives in the
improvement of the quality of their services. It was identified that some mental handicap
services had already developed quality standards around the UN Standard Rules, the Q Mark,
SO 9000, Pass, and the Framework to Accomplishment and NRB SI/95.

. Each agency should continue to have in place systems, procedures and controls which mirror
the best practices of accountability in expending public funds. In this regard agencies should
continue to develop their own appropriate internal audit /service evaluation expertise.

. The Social Services Inspectorate to be established by the Department of Health should work
closely with the Health Boards and voluntary agencies to monitor standards, to identify projects
of excellence and to encourage the replication of good practice throughout the mental health
services.

. Action should be taken to establish a mechanism to accurately cost the broad range of services
required by persons with a mental handicap at a national level. In turn, the Department should
continue to provide management support and direction for the development of service
agreements and of new methodologies for costing services.

. Two separate committees should be established in each health board:

- The Mental Handicap Services Consultative Committee (MHSCC) — to provide for a
broadly based forum for the exchange of information and ideas on all matters pertaining
to mental health in the region. Also to be involved in service quality.
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- The Menta Handicap Services Development Committee (MHSDC) — to look at the
provision and development of services. The headth boards must consult with their
respective committee to agree future plans and priorities against spend allocation.

. Recommendations were also proposed for personnel that would enable the detailed
communication and analysis of staffing in the voluntary sector.

An Assessment of Need Report 1997 to 2001.

The Department of Health published an assessment of need for service provision to persons with
learning disabilities for the 1997 to 2001 period, based on data from the first annual report of the
National Intellectual Disability Database produced in 1996. In the publication the Minister of State of
the Department declared that “ The Government is committed to the devel opment of services to persons
with a mental handicap, within the overall resource parameters and based on the needs identified by
the National Intellectual Disability Database, as set out in Partnership 2000 for Inclusion,
Employment and Competitiveness.

The report marked an important step forward in the planning and devel opment of servicesinsofar asit
was based on accurate regional information that quantified resource needs, unmet needs and future
priorities. As a result of the report, each Headth Board has prepared a five-year plan for the
development of services.

Report of Planning Group on a National Educational Psychological Service, 1998

The then Minister for Education and Science established a planning group to prepare proposals for a
National Educational Psychological Service.

In its report, the Planning Group estimated that 2% of the school population had significant disabilities
excluding those with a milder degree of disability or those on the immediate borderline of adisability.
When the latter was included the percentage rose to 5%.

One of the key findings of the report was that many students particularly those in ordinary classes and
in special classes were not adequately served by a psychologist or had limited access to psychol ogist
services. It aso found that there was a lack of consistency in service provision in so far as children
with the same disability may or may not have access to a service dependent on the school in which
they are enrolled. Part of the difficulty associated with service provision is that historically
responsibility was largely perceived to rest with the heath boards rather than the Department of
Education. While the Health Boards have endeavoured to provide resources to the area it has been
sporadic due to resource constraints.

The Committee recommended that a full and comprehensive National Educational Psychological
Service be developed in the education sector, co-ordinated with psychological services in the health
sector to minimise duplication. As part of this, it recommended that service provision in the
educational and health sectors be co-ordinated through the establishment of a new agency that would
initiate the procedures and systems for liaison and co-ordination firstly at central level and
subsequently at regional level.

The National Educational Psychological Service has been established and it is accepted that it will take
some time before it becomes fully operational. It does, however, mark a huge step forward for health
Services.
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Report on the National Forum for Early Childhood Education, 1998

In accordance with the Childcare Act 1991, the Department of Health & Children has responsibility
for early intervention services for children up to 3 years of age and the Department of Science has
responsibility for education provision to those in 3 to 5 age group. The Forum recommended that a
continuum of service provision in the 0-6 age group should be developed given that there was an
insufficient level of co-ordination in education services for this age group. It also recommended the
establishment of an Early Years Development Unit (EYDU) as a joint enterprise between both
departments.

Early intervention strategies to support the optimal development of children with disabilities are
widely believed to improve quality of life. Finally, the Forum recommended that children with
disabilities should be educated to the maximum degree possible with their non-disabled peers.

Funding
Since 1990, the funding allocated to the intellectually disabled has increased considerably.
Revenue Funding

In 1990, a total revenue allocation of £131.84m was made, which rose to £279m in 1998. Additional
revenue funding in the order of £93.8m was provided over the same time-frame primarily for the
provision of additional residential and day care places. During the 1990 to 1998 period, a
concentrated effort was aso made to develop home-support services. Total revenue funding for 1999
was £18m and £24m for 2000.

Capital Expenditure

For the 1990 to 1998 time-frame, atotal of £31.4m in capital funding was provided during which time
1,600 new residential places and 3,200 new day places were created. Between 1998 and 2001, the
focus of programme expenditure will centre on:

. New residential and day care facilities and upgrading existing facilities.

. The provision of aternative accommodation for people currently housed in inappropriate care
settings, primarily psychiatric hospitals. This also includes the upgrading of existing facilities
that will continue to be used in the medium to long term.

. The provision of facilities for persons with an intellectual disability who require specialist
Services in a secure environment.

2001

In 2001, a total spend of £450m was allocated to the intellectually disabled and autism services,

including an additional spend £83m. The key service developments planned for 2001 include:

. 450 new residential places.

. 110 new respite places.

. 40 specialist respite places.

. 600 new day places

. An increase in health related support services for children with an intellectual disability,
including Autism.

Significant increases in funding have also been allocated to persons with a physical and sensory
disability the focus of which is to alow them to live as independent a life in the community as
possible.
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X CHILDREN

The Department issued the National Children's Strategy in November 2000, "Our Children - Their
Lives'. The strategy is an important milestone focussing on the needs of children on a cross
Departmental basis and to prepare children for adulthood.

The Strategy is grounded in six operational principles:

1. Child centred:
The best interests of the child shal be a primary consideration and children's wishes and
feelings should be given due regard.

2. Family-oriented:
The family generally affords the best environment for raising children and external intervention
should be to support and empower families within the Community.

3. Equitable:
All children should have quality of opportunity in relation to access, participation in derive
benefit from the services delivered and have the necessary levels of quality support to achieve
this. A key priority in promoting a more equitable society for children isto target those most at
risk.

4, Inclusive:
The diversity of children's experiences, cultures and lifestyles must be recognised and given
expression.

5. Action orientated:
Service delivery needs to be clearly focussed on achieving specified results to agreed standards
in atargeted and cost effective manner.

6. Integrated:
M easures should be taken in partnership, within and between relevant players be it the State, the
Voluntary/Community sector, services for children and families. Services should be delivered in
a co-ordinated and coherent and effective manner through integrated needs analysis, policy
planning and service delivery.

The strategy seeks to establish a "Whole Child" perspective at the centre of policy development and
service delivery. The "Whole Child" perspective has been used to shape three National Goals for
children:

(1) Children will have a voice in matters which affect them and their views will be given due
weight in accordance with their age and maturity

(2) Children's lives will be better understood; their lives will benefit from evaluation, research and
information on their needs, rights and the effectiveness of services

(3 Children will receive quality supports and services to promote all aspect of their devel opment
The strategy sets out a new framework to bring the key players and their knowledge and experience

together in ways which will encourage co-operative working and add to a shared understanding of
children'sissues.
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The aim of the National goal "Children will have a voice" is to ensure that the views of children are
given due weight in accordance with their age and maturity. The objectives to achieve this goal are:

1 to put in place new mechanisms in the public sector which achieve participation in matters that
affect children;

2. to promote and support the development of a similar approach in the voluntary and private
sectors;

3. to ensure that children are made aware of their rights and responsibilities;
4, to support children and organisation to make the most of the new opportunities provided;

5. to target additional resources and supports to enable marginalised children to participate
equally;

6. to support research into and evaluation of the new mechanisms to give children avoice;

The aim of the National goal "Children's Lives will be Better Understood” is to achieve a better
understanding of how children grow up in Ireland including their individual and shared needs. The
objectives to be achieved under this goal are:

1 to build up a more coherent understanding of children's development and needs amongst those
working with children;

2. to develop an evidence-based approach to decision making at all levels down to the point of
service delivery

3. to improve the commissioning, production and dissemination of research and information

4, to improve evaluation and monitoring of children's services.

The aim of the National goal "Children will Receive Quality Support and Services' is to focus the
supports and services provided to children so that they address children's basic needs, provide for the
additional needs of some children and support families and communities supporting children. There
are 14 objectives associated with this National goal regarding the need to encourage a comprehensive
response to children's needs, which are grouped under three headings:

1 Group 1: All children have a basic range of needs

. Children's early education and developmental needs will be met through quality childcare
services and family friendly employment measures;

. children will benefit from a range of educational opportunities and experiences which
reflect the diversity of need;

. children will be supported to enjoy the optimum, political, mental and emotional well-
being;

. children will have access to play, sport, recreation and cultural activities to enrich their
experience of childhood,;

. children will have opportunities to explore information and communication technologies
in ways which are safe and developmentally supportive;

. children will be safeguarded to enjoy their childhood free from all forms of abuse and
exploitation;
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2. Group 2: Some children have additional needs

Children will be provided with the financial supports necessary to eliminate child
poverty;

Children will have access to accommodation appropriate to their needs;

Children with behavioural problems coming before the courts, or in trouble with the law,
will be supported in the |east restrictive environment while having their needs addressed;

Children with a disability will be entitled to the services they need to achieve their full
potential;

Children will be educated and supported to value socia and cultural diversities so that all
children, including Travellers, and other marginalised groups achieve their full potential.

3. All children need the support of family and community

Children will have the opportunity to experience the qualities of family life;

Children will benefit from and contribute to vibrant local communities;

Children will benefit from a built and natural environment which supports their physical
and emotional well-being.

The National Children's Strategy provides avision, sets targets and establishes an engine for changeto
improve supports for children and develop children's services over the next ten years. The key
challenge will be in the effective implementation of a complex multifaceted strategy and ensuring the
necessary funding for effective implementation is available on a multi-annual basis.
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APPENDIX V

Programme Analysis of Provisional Outturn
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APPENDIX VI

Regional Information on Health Boards
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1. Eastern Health Board
Activity and Funding:

The Eastern Health Board was the dominant region in terms of funding and activity in the Irish health
system during the 1990s. Based on 1997 to 1999, we estimate the Eastern Health Board accounted for
43% of national non capital expenditure ( including the voluntary sector and GM S Expenditure in the
region). It accounted for between 47.5% and 51.2% of non capital expenditure within the Acute
Hospital Programme during the decade. This compares with a share of the population of
approximately 36% during the period. It also accounted for c.42% of total acute hospital inpatient
beds during the period.

The number of inpatient beds per thousand of population in the region reduced from 4.0 in
1990 to 3.6 in 1999, in excess of the national average of 3.4in 1990 and 3.1in 1999. This
indicates the dominance of the Eastern regional in the provision of acute hospital care. The
rate of inpatient admission per 1,000 in the region of population reduced from 162 in 1990 to
138in 1999, compared to a national average of 147 in 1990 and 142 in 1999. Day cases
increased from 27% of total casesin 1990 to 44% in 1999, (compared to the national average
of 20% and 36% in 1990 and 1999 respectively).

Casualty attendances per one thousand of population reduced from 435 to 387 per annum in the
period, compared to a national position of 319 in 1990 and 327 in 1999. Casualty attendances in the
Eastern region have reduced from 541,818 in 1998 to 478,595 in 2000.

Per sonnel:

The Eastern Health Board Region consistently accounted for ¢.41% of healthcare professionals and
40% of all staff in Boards and voluntary hospitals nationally (excluding mental handicap homes).

The Eastern Region enjoyed an increase in the number of medical/dental personnel per thousand of
population over the ten years, increasing from 1.49 to 1.85 in the period. A corresponding change in
nursing personnel was 7.1 to 6.9 and in paramedics 1.6 to 2.4. In overall terms the numbers engaged
in the health board and voluntary hospitals in Dublin increased from 17.27 to 19.8 per thousand
population in the period. This compares with a national average of 15.4 to 17.6. Again, this pointsto
the high level of resources dedicated to the Eastern Region.

The number of public health nurses per ten thousand of population in the Eastern Region increased
slightly from 3.48 to 3.49 over the ten years. This compares with anational average of 3.87 and 4.1in
1990 and 1999 respectively. The Eastern Region would therefore appear under provided in terms of
public health nurses.
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The relative change in the Eastern Region compared to the national position is shown below under a
range of indicators.

Eastern

Changein Period 1990-1999 Region National

% %
Growth in net non capital expenditure 169 159
Growth in net current expenditure to acute 149 142
Hospital sector
Growth in inpatient beds available -3 -1
Growth in inpatient admissions -8 3
Change in average length of stay - -3
Increase in numbers of day beds 157 148
Increase in number of day cases treated 104 140
Increase in total number of patients 22 30
Increase in Casualty attendances -3 9
Increase in staffing levels:
Medical/dental personnel 35 35
Nursing 5 9
Paramedical 69 69
Management in Admin 62 60
All staff 25 24
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2. Southern Health Board
Activity and Funding:

Based on 1997 to 1999, we estimate the Southern Health Board accounted for 14% of national non
capital expenditure (including the voluntary sector and GMS Expenditure in the region). It accounted
for 14% of non capital expenditure within the Acute Hospital Programme during the decade. This
compares with a share of the population of approximately 15% during the period. It also accounted
for ¢.15% of total acute hospital beds during the period.

The number of inpatient beds per thousand of population in the region has been 3.2 in the period, in
line with the national average of 3.4 in 1990 and 3.1in 1999. The rate of inpatient admission per 1,000
in the region of population reduced from 152 in 1990 to 143 in 1999, compared to a national average
of 147 in 1990 and 142 in 1999. Day casesincreased from 14% of total casesin 1990 to 32% in 1999,
(compared to the national average of 20% and 36% at 1990 and 1999 respectively).

Casualty attendances per one thousand of population reduced from 302 to 274 per annum in
the period, compared to a national position of 319 in 1990 and 327 in 1999. Between 1998,
casualty attendances reduced from 157,252 to 151,686 in the region.

Personnel:

The Southern Health Board Region consistently accounted for ¢.14% of hedthcare professionals
nationally and approximately 13.5% of all personnel engaged in health boards and voluntary hospitals
(excluding mental handicap homes).

The Southern Region enjoyed an increase in the number of medical/dental personnel per
thousand of population over the ten years, increasing from 1.1 to 1.3 in the period. The
corresponding change in nursing personnel was 6.3 to 6.5 and in paramedics 0.8to0 1.3. In
overall terms the numbers engaged in the health board and voluntary hospitalsin the region
increased from 13.7 to 15.88 per thousand population in the period. This compares with a
national average of 15.4to 17.6.

The number of public health nurses per ten thousand of population in the Southern Region increased
from 3.4 to 3.7 over the ten years. This compares with a national average of 3.87 and 4.1 in 1990 and
1999 respectively. The region would therefore appear under provided in terms of public health nurses.
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The relative change in the Southern Region compared to the national position is shown below under a
range of indicators.

Southern

Changein Period 1990-1999 Region National

% %
Growth in net non capital expenditure 148 159
Growth in net current expenditure to acute Hospital 132 142
sector
Growth in inpatient beds available 5 -1
Growth in inpatient admissions 1 3
Change in average length of stay -1 -3
Increase in numbers of day beds 154 148
Increase in number of day cases treated 187 140
Increase in total number of patients 28 30
Increase in Casualty attendances -3 9
Increasein staffing levels:
Medical/dental personnel 31 35
Nursing 12 9
Paramedical 62 69
Management in Admin 51 60
All staff 23 24
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3. Western Health Board
Activity and Funding:

Based on 1997 to 1999, we estimate the Western Health Board accounted for ¢.10% of
national non capital expenditure (including the voluntary sector and GM S Expenditure in the
region). It accounted for 9% of non capital expenditure within the Acute Hospital Programme
during the decade. This compares with a share of the population of approximately 10%
during the period. It also accounted for between 10% and 11% of total acute hospital beds
during the period.

The number of inpatient beds per thousand of population in the region reduced from 3.7 (1990) to 3.5
(1999), above the nationa average of 3.4 in 1990 and 3.1 in 1999. The rate of inpatient admission per
1,000 in the region of population increased from 160 in 1990 to 164 in 1999, compared to a national
average of 147 in 1990 and 142 in 1999. Day cases increased from 8% of total casesin 1990 to 31%
in 1999, (compared to the national average of 20% and 36% at 1990 and 1999 respectively).

Casualty attendances per one thousand of population increased from 240 to 321 per annum in the
period, compared to a national position of 319 in 1990 and 327 in 1999. Between 1998, casualty
attendances increased from 108,371 to 118,715 in the region.

Personnel:

The Western Health Board Region consistently accounted for ¢.11% of healthcare professionals
nationally and approximately 10% of all personnel engaged in health boards and voluntary hospitals
(excluding mental handicap homes).

The Western Region enjoyed an increase in the number of medical/dental personnel per thousand of
population over the ten years, increasing from 1.2 to 1.3 in the period. The corresponding change in
nursing personnel was 7.9 to 7.6 and in paramedics 1.1 to 1.6. In overall terms the numbers engaged
in the health board and voluntary hospitals in the region increased from 18.5 to 18.7 per thousand
population in the period. This compares with a national average of 15.4 t0 17.6.

The number of public health nurses per ten thousand of population in the region reduced from 5.1 to
5.0 over the ten years. This compares with a national average of 3.87 and 4.1 in 1990 and 1999
respectively.
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The relative change in the region compared to the national position is shown below under a range of

indicators.
Western

Changein Period 1990-1999 Region National

% %
Growth in net non capital expenditure 138 159
Growth in net current expenditure to acute Hospital 133 142
sector
Growth in inpatient beds available -1 -1
Growth in inpatient admissions 9 3
Change in average length of stay -6 -3
Increase in numbers of day beds 211 148
Increase in number of day cases treated 435 140
Increase in total number of patients 44 30
Increase in Casualty attendances 42 9
Increasein staffing levels:
M edical/dental personnel 14 35
Nursing 2 9
Paramedical 59 69
Management in Admin 61 60
All staff 8 24
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4, Mid Western Health Board
Activity and Funding:

Based on 1997 to 1999, we estimate the Mid Western Health Board accounted for c8% of national non
capital expenditure (including the voluntary sector and GMS Expenditure in the region). It accounted
for c.6% of non capital expenditure within the Acute Hospital Programme during the decade. This
compares with a share of the population of approximately 9% during the period. It also accounted for
C.6% of total acute hospital beds during the period.

The number of inpatient beds per thousand of population in the region has fallen from 2.5to 2.2 in the
period, below the national average of 3.4 in 1990 and 3.1 in 1999. The rate of inpatient admission per
1,000 in the region of population increased from 117 in 1990 to 124 in 1999, compared to a national
average of 147 in 1990 and 142 in 1999. Day cases increased from 16% of total casesin 1990 to 34%
in 1999, (compared to the national average of 20% and 36% at 1990 and 1999 respectively).

Casualty attendances per one thousand of population increased from 309 to 326 per annum in
the period, compared to a national position of 319 in 1990 and 327 in 1999. Between 1998,
casualty attendances reduced from 112,229 to 110,455 in the region.

Personndl:

The Mid Western Health Board Region consistently accounted for ¢.7% of healthcare professionals
nationally and approximately 7% of all personnel engaged in health boards and voluntary hospitals
(excluding mental handicap homes).

The region enjoyed an increase in the number of medical/dental personnel per thousand of
population over the ten years, increasing from 0.8 to 1.1 in the period. Nursing personnel
were 5.7 per thousand of population in both 1990 and 1999, and paramedics increased from
0.8 to 1.3 per thousand in the period. In overall terms the numbers engaged in the health
board and voluntary hospitalsin the region increased from 12.5 to 14.2 per thousand
population in the period. This compares with a national average of 15.4 to 17.6.

The number of public health nurses per ten thousand of population in the region increased from 3.6 to
3.9 over the ten years. This compares with a national average of 3.87 and 4.1 in 1990 and 1999
respectively.
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The relative change in the region compared to the national position is shown below under a range of

indicators.
Mid

Changein Period 1990-1999 Western National

Region %

%

Growth in net non capital expenditure 159 159
Growth in net current expenditure to acute Hospital 144 142
sector
Growth in inpatient beds available -6 -1
Growth in inpatient admissions 12 3
Change in average length of stay -10 -3
Increase in numbers of day beds 113 148
Increase in number of day cases treated 218 140
Increase in total number of patients 44 30
Increase in Casualty attendances 11 9
Increasein staffing levels:
Medical/dental personnel 42 35
Nursing 5 9
Paramedical 71 69
Management in Admin 50 60
All staff 20 24
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5. South Eastern Health Board
Activity and Funding:

Based on 1997 to 1999, we estimate the South Eastern Health Board accounted for 9% of national non
capital expenditure (including the voluntary sector and GMS Expenditure in the region). It accounted
for 6.2% of non capital expenditure within the Acute Hospital Programme in 1990, and 7.8% in 1999.
This compares with a share of the population of approximately 11% during the period. It aso
accounted for between 9% and 10% of total acute hospital beds during the period.

The number of inpatient beds per thousand of population in the region has been ¢.2.8 in the
period, below the national average of 3.4 in 1990 and 3.1 in 1999. The rate of inpatient
admission per 1,000 in the region of population increased from 134 in 1990 to 150 in 1999,
compared to anational average of 147 in 1990 and 142 in 1999. Day cases increased from
16% of total casesin 1990 to 27% in 1999, (compared to the national average of 20% and
36% at 1990 and 1999 respectively).

Casualty attendances per one thousand of population increased from 208 to 290 per annum in the
period, compared to a national position of 319 in 1990 and 327 in 1999. Between 1998, casualty
attendances increased from 113,087 to 123,626 in the region.

Personndl:

The South Eastern Health Board Region consistently accounted for ¢.9% of healthcare professionals
nationally and approximately 9% of all personnel engaged in health boards and voluntary hospitals
(excluding mental handicap homes).

The region enjoyed an increase in the number of medical/dental personnel per thousand of population
over the ten years, increasing from 0.8 to 1.1 in the period. The corresponding change in nursing
personnel was 5.7 to 6.3 and in paramedics 0.6 to 1.2. In overal terms the numbers engaged in the
health board and voluntary hospitalsin the region increased from 12.2 to 15.2 per thousand popul ation
inthe period. This compares with a national average of 15.4 to 17.6.

The number of public health nurses per ten thousand of population in the region increased from 3.8 to
4.6 over the ten years. This compares with a national average of 3.87 and 4.1 in 1990 and 1999
respectively.
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The relative change in the region compared to the national position is shown below under a range of

indicators.

South
Changein Period 1990-1999 Eastern National

Region %

%

Growth in net non capital expenditure 162 159
Growth in net current expenditure to acute Hospital 203 142
sector
Growth in inpatient beds available 9 -1
Growth in inpatient admissions 18 3
Change in average length of stay -10 -3
Increase in numbers of day beds 70 148
Increase in number of day cases treated 129 140
Increase in total number of patients 36 30
Increase in Casualty attendances 48 9
Increasein staffing levels:
Medical/dental personnel 53 35
Nursing 17 9
Paramedical 117 69
Management in Admin 73 60
All staff 32 24
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6. North Western Health Board
Activity and Funding:

Based on 1997 to 1999, we estimate the North Western Health Board accounted for ¢.6% of national
non capital expenditure (including the voluntary sector and GMS Expenditure in the region). It
accounted for 5% of non capital expenditure within the Acute Hospital Programme during the decade.
This compares with a share of the population of approximately 6% during the period. It aso
accounted for ¢.5% of total acute hospital beds during the period.

The number of inpatient beds per thousand of population in the region increased from 2.8 to 3.2
between 1990 and 1999, compared to the nationa average of 3.4 in 1990 and 3.1 in 1999. The rate of
inpatient admission per 1,000 in the region of population increased from 134 in 1990 to 160 in 1999,
compared to a national average of 147 in 1990 and 142 in 1999. Day cases increased from 21% of
total casesin 1990 to 36% in 1999, (compared to the national average of 20% and 36% at 1990 and
1999 respectively).

Casualty attendances per one thousand of population increased from 215 to 245 per annum in the
period, compared to a national position of 319 in 1990 and 327 in 1999. Between 1998, casualty
attendances increased from 49,703 to 57,243 in the region.

Personndl:

The North Western Health Board region consistently accounted for ¢.6% of healthcare professionals
nationally and approximately 7% of all personnel engaged in health boards and voluntary hospitals
(excluding mental handicap homes).

The region enjoyed an increase in the number of medical/dental personnel per thousand of
population over the ten years, increasing from 0.9 to 1.2 in the period. The corresponding
changein nursing personnel was 7.2 to 7.7 and in paramedics 1.2 to 1.6. In overall termsthe
numbers engaged in the health board and voluntary hospitals in the region increased from
18.5 to 21 per thousand population in the period. This compares with a national average of
15.41t0 17.6.

The number of public health nurses per ten thousand of population in the region increased from 5.1 to
5.4 over the ten years. This compares with a national average of 3.87 and 4.1 in 1990 and 1999
respectively.
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The relative change in the region compared to the national position is shown below under a
range of indicators.

North
Changein Period 1990-1999 Western National

Region %

%

Growth in net non capital expenditure 143 159
Growth in net current expenditure to acute Hospital 89 142
sector
Growth in inpatient beds available 20 -1
Growth in inpatient admissions 25 3
Change in average length of stay -2 -3
Increase in numbers of day beds 233 148
Increase in number of day cases treated 166 140
Increase in total number of patients 55 30
Increase in Casualty attendances 19 9
Increasein staffing levels:
Medical/dental personnel 38 35
Nursing 12 9
Paramedical 38 69
Management in Admin 39 60
All staff 19 24
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7. North Eastern Health Board
Activity and Funding:

Based on 1997 to 1999, we estimate the North Eastern Health Board accounted for 7% of national non
capital expenditure (including the voluntary sector and GMS Expenditure in the region). It accounted
for 6% of non capital expenditure within the Acute Hospital Programme during the decade. This
compares with a share of the population of approximately 8.5% during the period. It also accounted
for ¢.8% of total acute hospital beds during the period.

The number of inpatient beds per thousand of population in the region has reduced from 3.3 to
2.8 inthe period, below with the national average of 3.4in 1990 and 3.1 in 1999. The rate of
inpatient admission per 1,000 in the region of population increased from 134 in 1990 to 136 in
1999, compared to a national average of 147 in 1990 and 142 in 1999. Day cases increased
from 9% of total casesin 1990 to 25% in 1999, (compared to the national average of 20% and
36% at 1990 and 1999 respectively).

Casualty attendances per one thousand of population increased from 302 to 322 per annum in the
period, compared to a national position of 319 in 1990 and 327 in 1999. Between 1998, casualty
attendances reduced from 102,697 to 97,474 in the region.

Personnel:

The North Eastern Health Board region consistently accounted for ¢.7% of healthcare professionals
nationally and approximately 7% of all personnel engaged in health boards and voluntary hospitals
(excluding mental handicap homes).

The region enjoyed an increase in the number of medical/dental personnel per thousand of
population over the ten years, increasing from 0.8 to 1.0 in the period. The corresponding
changein nursing personnel was 5.3 to 6.0 and in paramedics 0.7 to 1.2. In overall termsthe
numbers engaged in the health board and voluntary hospitals in the region increased from
12.7 to 15.1 per thousand population in the period. This compares with a national average of
15.4t0 17.6.

The number of public health nurses per ten thousand of population in the region increased from 4.0 to
4.3 over the ten years. This compares with a national average of 3.87 and 4.1 in 1990 and 1999
respectively.
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The relative change in the region compared to the national position is shown below under a range of

indicators.

North
Changein Period 1990-1999 Eastern National

Region %

%

Growth in net non capital expenditure 217 159
Growth in net current expenditure to acute Hospital 127 142
sector
Growth in inpatient beds available -11 -1
Growth in inpatient admissions 7 3
Change in average length of stay -12 -3
Increase in numbers of day beds N/a 148
Increase in number of day cases treated 254 140
Increase in total number of patients 30 30
Increase in Casualty attendances 13 9
Increasein staffing levels:
Medical/dental personnel 39 35
Nursing 20 9
Paramedical 94 69
Management in Admin 97 60
All staff 25 24
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8. Midland Health Board
Activity and Funding:

Based on 1997 to 1999, we estimate the Midland Health Board accounted for 5% of national non
capital expenditure (including the voluntary sector and GM'S Expenditure in the region). It accounted
for between 3% and 4% of non capital expenditure within the Acute Hospital Programme during the
decade. This compares with a share of the population of approximately 6% during the period. It also
accounted for ¢.4% of total acute hospital beds during the period.

The number of inpatient beds per thousand of population in the region has reduced from 2.5t0 2.2 in
the period, compared to the national average of 3.4 in 1990 and 3.1 in 1999. The rate of inpatient
admission per 1,000 in the region of population increased from 118 in 1990 to 128 in 1999, compared
to anationa average of 147 in 1990 and 142 in 1999. Day cases increased from 20% of total casesin
1990 to 24% in 1999, (compared to the national average of 20% and 36% at 1990 and 1999

respectively).

Casualty attendances per one thousand of population increased from 155 to 270 per annum in the
period, compared to a national position of 319 in 1990 and 327 in 1999. Between 1998, casualty
attendances increased from 57,086 to 63,040 in the region.

Personndl:

The Midland Health Board region consistently accounted for ¢.5% of healthcare professionals
nationally and approximately 5% of all personnel engaged in health boards and voluntary hospitals
(excluding mental handicap homes).

The region enjoyed an increase in the number of medical/dental personnel per thousand of population
over the ten years, increasing from 0.8 to 1.1 in the period. The corresponding change in nursing
personnel was 5.6 to 6.6 and in paramedics 0.9 to 1.4. In overal terms the numbers engaged in the
health board and voluntary hospitalsin the region increased from 14.0 to 16.6 per thousand popul ation
inthe period. This compares with a national average of 15.4 to 17.6.

The number of public health nurses per ten thousand of population in the region increased from 4.6 to
(4.8) over the ten years. This compares with a national average of 3.87 and 4.1 in 1990 and 1999
respectively. The region would therefore appear relatively well provided in terms of public health
nurses.
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The relative change in the region compared to the national position is shown below under a range of

indicators.
Midland

Changein Period 1990-1999 Region National

% %
Growth in net non capital expenditure 149 159
Growth in net current expenditure to acute Hospital 97 142
sector
Growth in inpatient beds available -10 -1
Growth in inpatient admissions 13 3
Change in average length of stay -6 -3
Increase in numbers of day beds 50 148
Increase in number of day cases treated a7 140
Increase in total number of patients 20 30
Increase in Casualty attendances 82 9
Increasein staffing levels:
Medical/dental personnel 48 35
Nursing 23 9
Paramedical 72 69
Management in Admin 54 60
All staff 24 24
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