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Executive Summary

Introduction

THIS report, commissioned by the Centre for Cross Border Studies in Armagh,
outlines the past, present and the potential for future co-operation in health
services across the Irish border. It focuses on cross-border initiatives with the
greatest potential for future development and makes recommendations on how
co-operation might be upgraded and made more effective both on a cross-border
and all-island basis.

Over a 12 month period - between March 2000 and March 2001 - relevant policy
documents, evaluation reports and published Irish and European cross-border
literature were reviewed and a series of semi-structured interviews were held
with senior key informants throughout Ireland. In July 2000 the Centre for Cross
Border Studies was commissioned by the most important existing cross-border
initiative, Co-operation and Working Together (CAWT), to conduct a separate but
complementary evaluation of the CAWT organisation. The findings of that five-
month evaluation have been used to inform this research.

In November 2000, senior policy-makers and practitioners came together for a
study day in Armagh organised by the Centre to discuss the preliminary findings
of both this study and the CAWT evaluation.

The report begins by comparing the structure and policy of health services in
both jurisdictions, and looking at the European context. The findings of the study
are then presented under five thematic headings:

< the need for co-operation;

< the economics of co-operation;

e past and current co-operation, much of it in the context of CAWT,

= ways in which co-operation can be enhanced in the future, and

< barriers to co-operation and how to overcome them.

Finally a series of recommendations are outlined to aid the development of co-
operation both at a local cross-border level and at a wider all-island level.

Findings

There are important differences between the two health systems in Ireland in
relation to policy, structures, coverage and funding. These include the existence
of universal coverage and the purchaser-provider split in Northern Ireland.
Despite these differences, the two systems have common core principles, face
common health and service problems, and there are similar

approaches to tackling issues.




Despite recent judgements in the European Court, EU law at present has little
relevance to cross-border health care in Ireland other than in relation to mutual
recognition of health professionals and specialist training.

Interviewees saw considerable advantage to be gained from cross-border co-
operation in health services. We have identified a number of major themes
running through our respondents’ views:

< collaboration will address the relative disadvantage of border areas

« the border region is a ‘natural’ geographic area

< there are benefits from planning health care on an all-Ireland basis

< threats to health do not respect political or other boundaries

« cross-border collaboration will bring a faster response in an emergency
e patient benefits will accrue from exchanging good practice.

In addition, it is suggested that the benefits of enhanced co-operation would
enable the pooling of expertise and the development of critical mass and
economies of scale in areas such as education, manpower planning, and health
technology assessment.

Many of these points have considerable merit. However initial comparative
analyses of mortality and utilisation data conducted for this study failed to
confirm that there are particular problems of unmet need for hospital services in
border areas.

As far as the economics of cross border co-operation are concerned, such
initiatives provide an opportunity to enhance the services provided to
populations either in the vicinity of the border, or more widely, by increasing
‘critical mass’ to justify concentration. Evidence that this will produce benefits
attendant on exploitation of economies of scale in the acute sector is not strong,
and is counterbalanced by good evidence of decay in utilisation of a service as
the distance from it increases. Evidence of a relationship between volume and
outcome is mixed. The argument that services must be centralised in the interests
of quality - given opportunities for more imaginative patterns of service delivery
and the observed distance-decay problem - is not supported. However where
excess capacity is clearly evident on both sides of the border, rationalisation may
improve effectiveness, reduce costs and not necessarily adversely affect access.

North-South co-operation in health care can take a number of forms:

training/professional development

e purchasing or commissioning services from the other jurisdiction
joint service development

research and policy work.



Analyses of hospital episode data in the two jurisdictions have indicated that
cross-border flows for inpatient services currently amount to between 0.1% and
0.3% of overall caseloads.

A number of barriers to cross-border co-operation have been identified:

« Developing services at one site may mean discontinuing/reducing services at
another. This is particularly difficult when two jurisdictions are involved.

e There are legislative differences regarding eligibility for services and licensing
of products.

- Separate bodies are responsible for professional registration.

< There are differences in pay scales, conditions of employment, job descriptions
and tenure of office.

« Medical defence insurance is operated by private providers in the Republic but
by health authorities in Northern Ireland.

+ Undergraduate and postgraduate training is organised and accredited by
different bodies in the two jurisdictions and in many cases reciprocal
recognition does not exist

+ The two jurisdictions have different funding arrangements.

< Transaction costs and currency fluctuations are a problem.

« The two jurisdictions have different clinical/professional standards, protocols,
guidelines and audit procedures.

« Hospitals have tertiary level services provided within their own jurisdictions
making it difficult to refer patients to a hospital across the border.

+ There are differences in the public/private mix and in insurance coverage
outside a patient’s area of domicile.

Recommendations

Both at an overall strategic and an individual project level, greater clarity is
needed about the objectives of improving cross-border co-operation and the
obstacles that stand in the way of achieving that improvement. Clear statements
should be made about existing problems and how they can be ameliorated
through closer cross-border working.

Although the above obstacles are in the main not insurmountable, unless they
are tackled they have the potential greatly to inhibit the scope of cross-border
working. This would suggest that concerted efforts are required to identify and
dismantle such potential barriers, where this is feasible and appropriate.




There should be a thorough assessment of the potential for co-operation in
relation to tertiary referral services including:

« transplantation services (heart/lung and other)
e paediatric cardiac surgery
< collaboration between specialist units in Northern Ireland and the Republic.

There should be an assessment of how co-operation in emergency services close
to the border might be enhanced.

The two Departments should consider commissioning more joint studies in the
five areas identified in the Belfast Agreement.

There should be much greater collaboration on the island in relation to
evaluation and research, particularly on projects comparing the effectiveness of
the two health care systems. Consideration should also be given to developing
formal and reciprocal arrangements for peer review and audit.

Provided barriers can be overcome, there is considerable scope for an expansion
of activities such as staff secondments, exchanges and development, and joint
training programmes.

There should be much greater co-operation in the field of public health,
particularly in joint health promotion campaigns.

There should be greater co-operation in the field of emerging health technology,
and consideration should be given to the establishment of an all-Ireland capacity
in Health Technology Assessment.

Consideration should also be given to:

< including a cross-border element in all service reviews in either jurisdiction

< involving clinicians and hospital/trust managers at an early stage in relevant
studies

e subjecting cross-border proposals to cost-benefit analysis

- economic research, for example on the potential for economies of scale on an
all-Ireland basis.
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Clearer objectives for Co-operation and Working Together (CAWT) are required,
such as:

« to overcome disadvantage in terms of particular documented levels of unmet
need in border areas

< to plan more effectively for ‘natural’ cross-border catchment areas

« to learn about the effectiveness of different responses to common problems.

There is a major opportunity for CAWT to influence the developing all-Ireland
agenda, both by feeding its experience to the two Departments of Health and/or
the North-South Ministerial Council and by undertaking work on behalf of them.

CAWT has the potential to become an exemplar of good practice, for example in
relation to the assessment of health care needs and opportunity costs.

CAWT studies should be commissioned into:

e the effects of population sparsity and remoteness

< morbidity and other population characteristics

e unmet need in rural areas

< distance from facilities

+ the determinants of utilisation in border areas

< the potential for economies of scale locally

- efficiency and equity issues

* baseline levels of provision, any spare capacity and the scope for expansion
< the political/service impact of losing services.

There should be more input from public health professionals to the work of
CAWT, for example in relation to needs assessment or to planning/specifying co-
operation initiatives.

The future success of CAWT might be assessed in part in the light of how well its
work has influenced board purchasing strategies. Trusts should be involved more
extensively and more attention should be paid to communication and
dissemination.

CAWT has been very dependent on EU grant funding. Some projects have lapsed
after such funding expires, irrespective of their outcomes. A limited amount of
funding has been made available from the budgets of the individual boards.
Clarity is needed about the priority boards place on funding cross-border work.
However the wealth of experience of cross-border working that has been
developed within CAWT could be used to drive the implementation of
cross-border services.

11
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Introduction and aims of research

1.1 Introduction

THE research documented in this report is one of a number of studies
commissioned by the Centre for Cross Border Studies in pursuit of its role to
undertake research and develop co-operation across the Irish border in a range of
practical areas including education, health, business, public administration and
communications.

The main aims of the study were as follows:

* to investigate the current state of cross-border relations in the field of health
services;

< to identify any barriers, gaps, opportunities and challenges in relation to
enhanced cross-border co-operation; and

- to formulate detailed proposals for upgrading co-operation and enhancing its
effectiveness.

The project has aimed to cover the full range of health services, including general
medical/primary care, inpatient and out-patient, and community care services. As
well as investigating the current extent of cross-border co-operation, an attempt
was made to identify examples of past co-operation. For these and for current
areas an assessment was made of how successful they have been. The work is
placed in the context of developing relationships in Ireland and also in a wider
European context.

The project also set out to:

< distil available evidence on effectiveness by examining evaluative reports and
other data from informants

< incorporate a preliminary assessment of the economic potential of cross-
border co-operation

« assess the opportunity for further co-operation by analysing hospital episode
data and other statistical material

e examine potential practical, political and professional barriers to co-operation

< consider ways of enhancing co-operation and making it more effective.

There are a number of areas of co-operation that it has not been possible to
cover in any detail in this report. These include Information and Communication
Technology (which we suggest would warrant a full study on its own), nursing,
professional development and training, and public health.

13




1.2 Structure of the report

Chapter Two outlines the approach taken to this review of cross-border co-
operation in health services and the methods used. This is followed in Chapter
Three with a review of the context for cross-border co-operation in order to
identify the benefits and feasibility of co-operation within current policy
frameworks in the two jurisdictions and the broader European context. In
addition, common issues are identified, along with differences that have the
potential to hinder co-operation. In Chapters Four to Seven the findings of the
study are presented under four themes: the need for co-operation, the economics
of co-operation, the current status of co-operation, and ways in which co-
operation can be enhanced in the future. Chapter Eight considers barriers to co-
operation and how they might be overcome and Chapter Nine presents the
overall findings and recommendations of the study.

1.3 Intended readership
We hope this report will be of value to anyone with an interest in the history and

potential for development of cross-border co-operation in health care in Ireland,
whether from a social policy, political science or health management perspective.

14



Methods

2.1 Scope

TRAFFIC across the Irish border in health services can be the result of an
emergency, where the condition concerned arises during a visit to the other
jurisdiction, or on a planned basis with prior authorisation by the authority
normally responsible for the individual’s care. There is also a long-established
practice of residents of the Republic of Ireland accessing care in Northern Ireland
through the use of an “accommodation address”. By its very nature such traffic is
very difficult to quantify, but may be substantiali. Patients paying privately for
care also cross the border in both directions for elective surgery, for example hip
replacements. Although the study covers the full range of publicly-funded
emergency and elective services, the focus has been mainly on planned, pre-
authorised treatment. Although, as indicated above, we have covered co-
operation across the spectrum of health services, we have concentrated our
attention on major strategic initiatives with the greatest potential for further
development.

2.2 Data sources

The study drew upon three main sources. Semi-structured interviews using a
schedule of questions (see Appendix 1) were conducted with a purposively
selected sample of key informants, identified on account either of their position
as stakeholders or of their ability to provide a specific perspective on the issues
being examined (see Appendix 2). The interviews were transcribed in full and
subjected to content analysis using a qualitative computer package.

Policy documents and, where possible, evaluative reports were also identified,
drawing extensively on material identified by key informants (see Appendix 3).
Finally, relevant published literature on topics such as the configuration of health
services or cross-border care in Europe was identified from standard bibliographic
databases.

2.3 Key tasks

One key task of the research was to identify areas of current co-operation and
areas where co-operation has been attempted in the past. This was further
explored by eliciting views and, importantly, any evidence about how useful the
co-operation had been and also what further potential respondents perceived
there to be. Copies of evaluation reports along with data on costs, numbers

of patients treated, results of satisfaction surveys etc were requested,

and a second key task was to examine these to identify any

reliable evidence of effectiveness and cost-effectiveness. Because

of its importance as the most significant existing cross-border

network, there was a particular emphasis on the Co-operation
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and Working Together (CAWT) projects and we have drawn on the report of an
evaluation of CAWT? undertaken by two of the authors of this report (Patricia
Clarke and Jim Jamison) following a commission by the CAWT Management
Board. Representatives of community/watchdog organisations such as the Health
and Social Services Councils in Northern Ireland were also interviewed. In the
course of the interviews the key informants were asked for their views about
gaps in and barriers to co-operation across the range of health services, and how
these might be overcome.

2.4 Hospital care

In relation to hospital services, the potential for cross-border flows exists at two
levels. Over short distances, people living in the vicinity of the border can access
services fairly readily in the other jurisdiction; more distally, those living
throughout the area of one jurisdiction may travel for specialist care in the other
jurisdiction. Statistical data known as ‘hospital episodes’ are routinely collected by
the Department of Health, Social Services and Public Safety (DHSSPS) in Northern
Ireland and the Economic and Social Research Institute (ESRI) in the Republic.
These are computerised records giving demographic, administrative and basic
clinical data in respect of each spell of inpatient treatment. Thus a third key task
was to analyse these in conjunction with routinely available demographic data to
map utilisation on both sides of the border and establish whether there was
evidence of unmet need for such services.

2.5 Other levels of care

The potential for cross-border patient flows for primary and community care may
be greater for those living close to the border. There is also likely to be scope for
cross-border collaboration in relation to activities such as the planning and
management of services, research and training/professional development.
Although it was not possible to undertake a detailed examination of each of
these, we have attempted to document the existing state of co-operation, make a
judgement about how successful it has been, and suggest whether and how it
could be built upon.

2.6 Economic dimension

Ultimately any proposals for changes in how health services are organised and
delivered on the island of Ireland should be subject to economic appraisal. This
would allow an assessment of the implications for costs, cost-effectiveness and/or
access associated with greater co-operation. (It should be noted in this context
that the “costs” concerned may include political and organisational changes as
well as financial.) It must also be recognised in this context that what is

16



considered to be a tolerable cost or an unacceptable level of service will depend
heavily upon the observer’s perspective. Another cost could be reduced local
access to services because of the development of regional specialist centres - so
while the quality of services may be improved, there is a trade-off with local
access. The scope of the study has not permitted such a detailed appraisal, but it
has been possible to incorporate a preliminary economic assessment of potential
for co-operation.

2.7 Other key tasks
These were as follows:

« To examine potential barriers arising from the different legislative bases and
entitlement provisions in the two jurisdictions, including the potential for, and
the barriers to, co-operation across EU boundaries.

« To investigate the strength of apprehensions or concerns on the part of
potential patients.

+ To seek from those involved with pilot initiatives experiences of the strength
of such obstacles, and to identify proven strategies for dealing with them.

< To consider possible ways of upgrading co-operation and making it more
effective.

« To make a broad estimate of potential cost savings attendant on greater co-
operation.

2.8 Study day

A North-South Health Services Study Day was held in November 2000 at which
the preliminary findings of this study and the evaluation of CAWT were
presented to over 50 senior managers and policy-makers from both jurisdictions.
Those present were given the opportunity to discuss and elaborate on issues
which had been identified throughout the interview series.

17
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The context for cross-border co-operation

3.1 A comparative review of health systems and policy in
Northern Ireland and the Republic of Ireland

THE purpose of this chapter is to place cross-border co-operation in health care in
the context of local and national policy and the broader European context. This
helps to set the scene for the following chapters, which explore the views of
respondents involved in the study. It draws on a range of key documents in both
jurisdictions to examine commonalities and differences in the principles
underpinning health service planning and provision and to identify issues of
common concern or references to the need for co-operation.

Health systems

A comprehensive range of health and personal social services in Northern Ireland
are available largely free of charge on the same basis as in Great Britain. The NHS
Reforms of the early 1990s led to the establishment of the public contract model®
and separation of responsibility for planning and purchasing from the provision
of health services. Overall policy, regional planning and resource allocation
functions are exercised by the Department of Health, Social Services and Public
Safety. There are four Health and Social Services Boards (the Eastern, Northern,
Southern, and Western) which are responsible for assessing the needs of their
populations and commissioning integrated health and social care from 19
providers, the Health and Social Services (HSS) Trusts. Many GP practices also have
commissioning powers, although GP fundholding is to cease with effect from
April 2002. There are four Health and Social Services Councils which provide
oversight on behalf of consumers and the general public.

In contrast the Republic of Ireland has a mixed public/private health care system.
About 35% of the population, in the lowest income groups, are eligible for the
full range of services free of charge (Category 1*). The remainder (in Category II)
pay directly for primary care services and have entitlement to a bed in a public
ward of a hospital, subject to a per diem charge. Private insurers must offer
policies on the basis of open enrolment, lifetime cover and community rating.
43% of the population are privately insured with VHI or BUPA to cover for co-
payment expenses in ambulatory and in-patient care and for services provided in
private hospitals. Health insurance premiums are tax deductible at the standard
tax rate.

* Defined as “persons who are unable without due hardship to arrange
general practitioner services for themselves and their dependants”. The
Health Boards fix income guidelines to help in deciding on applications
for medical cards.
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Health care is administered through seven Health Boards, with both purchaser
and provider functions, and the recently established Eastern Regional Health
Authority (ERHA). The EHRA covers the more densely populated eastern region
comprising counties Dublin, Wicklow and Kildare. Its responsibilities include
strategic planning and commissioning and funding of services through service
agreements with its three Area Health Boards, the voluntary hospitals and other
voluntary agencies in the region. The Department of Health and Children is
responsible for policy and overall service planning. The EHRA and the Health
Boards serve populations of between 200,000 and 1.3 million; each has its own
Chief Executive Officer, and their management boards comprise elected local
representatives, a few ministerial nominees, and employee representatives.

Financing of the health system is mainly from public sources (about 80%); around
13% is financed through co-payments for services. The main share of public
funding is raised by general taxation and a specific health contribution of 1.25%
of gross income for all of the population except those in Category I.

There are 2,500 private beds in private hospitals and, of 12,300 acute beds in the
public sector, 2,500 are designated for use by private patients.

Comparisons

Despite the differences in structure and funding mechanisms, the two systems
suffer from similar problems in the form of waiting lists, staff shortages
particularly in nursing, and constant media scrutiny.

Although the Republic does not have a policy favouring concentration of hospital
services, several respondents there were of the view that services were inefficient,
with resources spread thinly across too many hospitals. A number of interviewees
stated that the Irish system was four to six years behind the UK in relation to
clinical audit, performance management, accountability and clinical governance.
In the community, there were seen to be problems in that GPs and public health
nurses did not work very closely together. However there was considerable
optimism about the prospect of substantial additional resources being made
available for health services over the next few years. Respondents in Northern
Ireland also made reference to these plans for greater investment in the Republic,
at times with more than a trace of envy.

Service comparisons
Health and social services in both Northern Ireland and the Republic are

integrated. When provision in the two jurisdictions is compared, Northern Ireland
seems to have greater investment in primary/community care.
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Some recent comparative data (1999) are given in the following table:

Service per 1000 population Northern Ireland Republic of Ireland
Acute beds 3.1 3.1

All discharges 199.0 148.3

Day cases 66.5 64.5

A&E attendances 393.9 329.2

O-p attendances 848.5 531.9
Consultants 0.179 0.315
Total medical & dental staff 15 1.3
Nursing etc 8.7 7.5
Scientific, PAMs etc 2.4 2.0

All direct Health and Community

Health Services care staff 12.5 10.8
Management & support staff 9.2 7.3
Total HCHS staff 21.7 18.1

GPs 0.63 0.45
Population/GP 1597 2202
Nursing home beds age >75 111.2 40.4 (est.)
Residential places age >75 55.3 6.9 (est.)
Total care home places age>75 166.5 47.3 (est.)
Home help recipients age >75 309.8 112.9
Meals recipients age >75 47.6 75.7

Sources: Department of Health and Children and
Department of Health, Social Services and Public Safety

Compared with the Republic, Northern Ireland has (per capita):

* 38% more GPs

e 43% fewer consultants

+ about the same number of acute beds

e over three times as many residential/nursing home beds
< nearly three times as much home help provision

* 63% as much meals on wheels provision.

Review of policy documents

This section presents a review of relevant recent policy documents from
the two jurisdictions. The purpose is to identify similarities and
differences in policy, thinking, values and approaches with a view

to identifying areas where there is potential for co-operation.
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Republic of Ireland

Shaping a healthier future: A strategy for effective healthcare in the 1990s.
Department of Health (1994)

The main theme of the 1994 health strategy document, issued by Mr Brendan
Howlin, Minister for Health in the previous “rainbow coalition” in the Republic,
was to reorientate the system towards improving the effectiveness of health and
personal social services:

e prevention, treatment and care services were to be more clearly focused on
improvements in health status and the quality of life - with increased
emphasis on the appropriateness of care;

< management and organisational structures would provide more decision-
making and accountability at regional level, allied to better performance
measurement;

< there was to be greater sensitivity to the rights of consumers, responsiveness
of services, equity and quality of service - and enabling providers to move in
this direction.

Among the weaknesses identified in the system were the following:

< insufficient attention paid to tackling the causes of premature mortality;

« waiting times for services too long;

+ inadequate linkages between complementary services;

< community-based services not yet well enough developed to substitute for
institutional care;

< management and organisational structures needed to be updated.

The stated underlying principles are equity, accountability and quality of service.
The health and personal social services are directed towards prevention,
treatment and continuing care.

Themes in the new organisational structures include: separating policy from
operational management; improving decision-making, information and
evaluation; enhancing accountability; integrating services; and improving the
effectiveness of representation of the interests of individuals within the structure.
New roles were outlined for the Department and the Health Boards.

The strategy document also states that Regional Public Health Departments
should be established to undertake research and surveillance, provide advice on
preventative programmes, and participate in identifying national targets and
indicators and in monitoring and evaluating the outcomes of health services.
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At the end of the document there is a section on the ‘wider dimension’ covering:
the multi-sectoral dimension; the European Union dimension; the World Health
Organisation dimension; and, ultimately, North/South co-operation. In this final
paragraph it is stated that such co-operation is an important element and there
are significant benefits in the area of joint purchasing and in the provision of
services at a supra-regional level.

“Co-operation is also of obvious value in relation to joint approaches to
health promotion. Important initiatives have been taken in this area in
the fields of immunisation, lifestyle, alcohol programmes and AIDS.
There is a continuing exchange of information on topics such as
smoking, fitness and health, cancer education, cancer screening and
mental health legislation. North/South co-operation was an important
dimension to the celebration of the European Year of Older People.
Apart from the above initiatives, which mainly centre on the
Department of Health in the Republic of Ireland and the Department of
Health and Social Services in Northern Ireland, there is also co-operation
at the level of the individual health board. This is particularly the case
with adjoining boards (the North-Eastern and North-Western Health
Boards in the Republic, and the Southern and Western Health and Social
Service Boards in Northern Ireland). The potential for further co-
operation, both centrally and at board level, will be fully explored.”

(p75)

This statement is placed at the end of the four-year action plan, which was
written in 1994. This suggests there should have been significant work
undertaken on behalf of the Department to explore fully the potential for
further co-operation, and this should have culminated in some sort of report by
the end of 1998. This has not happened at national level although, as our
findings indicate, the two ‘border Boards’ in the Republic of Ireland have been
exploring the potential for co-operation through the medium of the CAWT
initiative and have been involved in various initiatives in partnership with their
Northern Ireland counterparts.

The other observation about this statement is that it is focused clearly on the
potential benefits of co-operation on an all-Ireland basis. It does not refer to the
disadvantage which, it is often maintained, the existence of the border creates
for those living adjacent to it by virtue of their distance from facilities in their
own jurisdiction (see Chapter Four). It also omits to mention any special initiatives
that might be required to ensure that such people enjoy the same benefits from
health services as others in the Republic of Ireland. In addition, no reference is
made to the relationship between North and South in the main body

of the report or of the impact of the border on health services and

health status for those living in border areas. However, it does

highlight issues such as inequalities in health and equity in the

provision of services as key issues for the health strategy.
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The National Health Promotion Strategy (2000-2005)

This strategy outlines “the broad policy framework through which the strategic
objectives aimed at promoting a holistic approach to health promotion can be
advanced”. The strategy document begins by outlining the major determinants of
health and speaks about the development of health promotion internationally
and in Ireland. Cross-border co-operation is included in a section entitled “Irish
Developments”. It is reported that over the preceding five years there had been
“an excellent working relationship” between the Health Promotion Agency of
Northern Ireland, the Health Promotion Unit (Department of Health and
Children) in the Republic, and the regional health promotion departments in all
health boards. This was supported in interviews with key players in the health
promotion area. It is suggested that the explicit inclusion of health as an area for
co-operation in the Good Friday Agreement provides an opportunity to develop a
strategic approach to health promotion and primary care initiatives on an all-
island basis. The strategy notes several joint initiatives that have been identified
in the areas of research, the exchange of information on best practice,
professional training and public information campaigns. The report goes on to
state that:

“strengthening cross-border co-operation will ensure that meaningful
and sustainable health promotion initiatives are developed on an all-
island basis” (p15).

Working for Health and Wellbeing: Strategy Statement 1998-2001. Department
of Health and Children (1998)

This strategy statement outlines the Department’s mission and high level and
divisional objectives within the current environment of the health sector and its
role with its ‘partners’ in planning and delivering health services. Key themes in
the Department’s mission are: partnership and co-operation; protecting,
promoting and restoring health and well-being; and effective planning,
management and delivery of health and personal social services to achieve
measurable health and social gain and provide the optimum return on resources.
These themes are then reflected in the high level objectives, which emphasise
partnership, strategic development, accountability, quality and effectiveness, and
a customer service ethos. The statement also identifies the principal challenges
facing health and personal social services, including:

« growing consumer demands and expectations;

< specific issues arising relating to food safety, environmental health, drug
abuse, and the safety of blood products;

+ the need to reduce waiting times;

< increasing complexity of services and the diversity of skills required to deliver
them;

< meeting the demands of the expenditure review programme;
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« pressures on expenditure from medical technology;

< ethical issues such as reproductive medicine and equity in health outcomes;

< changing demographic profiles;

* pressure to expand the remit of health and personal social services;

< the need for close inter-sectoral co-operation to achieve health and social
gain;

« the need to improve data systems, analysis, evaluation and performance
measurement;

< public concern regarding child protection; and

e continuing pressure to distribute finite resources available in an equitable,
cost-effective and efficient manner.

The strategy statement makes reference to several recent reforms in the health
sector or public service generally that have significantly impacted on the health
sector. Included is the Health (Amendment) (No.3) Act 1996, which it states has
tackled some of the weaknesses of the system such as lack of clarity about the
respective roles of the Department and the health boards, and accountability
arrangements. It is also reported that health boards are working more closely
together on issues of national importance. Two examples given are the
establishment of the Health Services Employers Agency and the strengthening of
arrangements for co-ordinated materials management across the system as a
whole.

Although one of the divisional objectives for the Health Insurance and
International Division is to “promote further North/South co-operation in health
matters”, there is no explicit mention of cross-border co-operation. Nonetheless
this report identifies similar issues to those facing health services in Northern
Ireland, as outlined in the next section.

Northern Ireland

Fit for the Future (1999)

This is a consultation paper, issued by the then Minister, Mr John McFall MP, prior
to the establishment of the devolved Executive. It outlines the options available
to tailor the principles contained in the British Government’s vision for the NHS in
England to take account of the integrated system of Health and Personal Social
Services (HPSS) in Northern Ireland. In doing so, it states that the seven principles
of the HPSS, to be built on, are:

e equity;

« the promotion of health and well being;

« the emphasis not just on treating people who are ill but
improving health overall and reducing inequalities in health
and well being;
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e quality;

< alocal focus;

e partnership;

- efficiency;

e openness and accountability.

In the consultation paper, targets are set to demonstrate the Government’s
commitment to improving the HPSS, relating to:

+ improving access to specialist cancer services;

< reducing hospital waiting lists;

e ensuring that patients and clients benefit from improvements in information
and information technology.

Several specific objectives for change are outlined:

 More co-operation between HPSS organisations.

< Ending unfairness due to the internal market and GP Fundholding.

« Ending fragmentation in the present configuration of services.

« More local commissioning involving all GPs and other primary care providers.
< Ending inefficiency, instability and secrecy and reducing bureaucracy.

There is no specific mention of cross-border working or co-operation in this
document.

Investing for Health: A Consultation Paper (2000)

This document outlines proposals for a “cross-cutting strategic approach to
improving health and reducing health inequalities” for public consultation. The
paper (the strategy) is prefaced by the First Minister and the Deputy First
Minister. The approach adopted was cross-departmental, involving senior officials
from each department working together as the Ministerial Group on Public
Health. The introductory sections highlight that Northern Ireland has some of the
worst health outcomes in Europe in terms of premature mortality and chronic
pain and suffering, and that there is a clear relationship between health and
social and economic inequalities. The report explores the determinants of health,
how health in Northern Ireland compares with that of other countries, and the
main causes of death.

When health comparisons are made with a number of other European countries,
the Republic of Ireland is included as one of these, but in other cases comparisons
are made with England and Scotland only. Nonetheless, the Republic of Ireland
and Northern Ireland exhibit the same top three causes of premature mortality -
cardiovascular disease, cancer and accidents. Suicide is also a particular issue for
both jurisdictions. The report also includes some details of long-standing sickness
and disability in Northern Ireland. Inequalities are explored in terms of
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differences in life expectancy by deprivation category and social class, inequalities
that relate to children, such as differences in accident rates, and oral health and
deprivation. Other areas explored are teenage pregnancy rates, older people
living alone, differences between men and women and in ethnic minorities, and
geographical differences (focusing on those council districts with the highest
death rates).

The consultation paper identifies a set of principles and values to guide action.
The strategy aims to improve health and reduce inequalities. The approach
proposed goes beyond traditional approaches to health protection and health
education and is not confined to the professional disciplines of public health
medicine, health promotion and environmental health. Three values are
identified to be adopted in the strategy:

e health is a fundamental human right;

e policy should actively pursue equity and social inclusion;

< individuals, interest groups and local communities should be involved fully in
decision-making on matters relating to health.

Further on it is stated that the strategy will build on the value of equal rights to
health, to health services and to health information.

The policy context outlined in the paper is interesting and positions the strategy
within international developments (the work of WHO and Health 21), the EU
Public Health Strategy, public health strategies in other countries and policy
changes in Northern Ireland. Included in the section on public health strategies in
other countries is the work going on in Scotland, Wales and England, and the
Irish Government’s National Health Promotion Strategy (2000). In terms of policy
developments in Northern Ireland, the report notes that much of the action
outlined in the five priority areas identified in the Northern Ireland Executive’s
draft Programme for Government will contribute directly to strengthening the
determinants of health. Other key developments in policy identified that will
impact on health are:

 The New Targeting Social Need initiative aimed at tackling poverty and social
inclusion;

+ Promoting Social Inclusion - inter-departmental action on meeting the needs
of ethnic minority groups, teenage pregnancy and parenthood, making public
services more accessible and services for Travellers;

« Equality schemes - required of all departments and most public agencies. The
report states that although these requirements are not aimed directly at
inequalities in health status or the determinants of health, it is
expected that they will complement and reinforce the strategy
process by mainstreaming equality considerations across the
public sector with an indirect impact on inequalities in
health.
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 The Human Rights Act came into force in October 2000, requiring public
authorities to respect the fundamental rights set out in the European

Convention on Human Rights. While these include social, economic and

educational rights, they do not include health as a human right.*

< Key policy areas impacting on health directly and contributing to creating
conditions that make it easier for people to lead healthy lives are identified,
including:

— increasing commitment to tackling the root causes of ill-health through
interagency approaches - such as the Ministerial Group on Public Health;

— special initiatives already underway to break down obstacles - healthy
cities, health action zones, etc;

— new initiatives planned - after school clubs and healthy living centres;

— the forthcoming Regional Development Strategy - the impact of spatial
planning on health and wellbeing and promoting social, economic and
environmental approaches to planning;

— The Department of Environment is to lead the development of a Strategy
for Sustainable Development, in collaboration with other departments,
aimed at ensuring that development meets current needs but does not
compromise the ability of future generations to meet their own needs.

While the paper’s discussion of policy issues acknowledges that similar work is
going on in the Republic of Ireland, it makes no reference to the benefits of co-
operation, or to the needs of people living in the border regions. In addition,
policy appears still to be very much influenced by current thinking and
developments in England, Scotland and Wales.

The penultimate section of the report (section 11) outlines the potential for
North/South, East/West and international joint working. The rationale outlined is
that the societies involved face similar challenges and that it is sensible to share
ideas and experiences, that resources can be pooled and that it is important to
ensure that the services benefit from new discoveries. Views are invited on new
ways to develop North/South, East/West and international partnerships. In the
section on North/South co-operation it is stated that the Belfast Agreement
provides new and special arrangements for co-operation and gives details of the
North/South Ministerial Council (NSMC) and the establishment of the six cross-
border implementation bodies, including the Food Safety Promotion Board.

It also outlines the work of the Institute of Public Health in Ireland in promoting
North/South co-