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Infroduction

New Decade, New Approach (NDNA),
a new Health Minister for Northern
Ireland (the UUP’s Robin Swann), a
renewed commitment to addressing
the plethora of problems within the
health and social care system in
Northern Ireland coupled with the
outworkings and implications of the
global pandemic in COVID-19 has
meant that this report on health policy
and its associated recommendations
could not be timelier. The issues facing
us do not need rehearsing again. We
know the challenges facing health and
social care. And as the Department

of Health has said, the solutions are
also challenging because ‘they require
sustained investment to address
backlogs and build our workforce, as
well as the radical reshaping of services’.
The funding provided in NDNA does not
appear to be enough already.

Itis of course important to note that many of the
problems we face predated the collapse of the
power sharing institutions early 2017. They were
not simply caused by three years of a political
vacuum, albeit they were exacerbated by it. In

the absence of a Health Minister, questions were
asked about who was actually setting health policy
in Northern Ireland’. But there have been plenty
of health policy recommendations over the years,
so in many ways health policy had already been
set. As Birrell and Heenan point out in chapter

1, Northern Ireland has a long history of health
reviews and recommendations buf implementation
has been problematic. The policy direction in
these reviews has been consistent, to shift service
provision away from hospitals and towards care in
the community, as close to home as possible.

We have taken this one sfep further. Drawing on
extensive experfise in the health and social care
system from across Ulster University, our report
Health, Equality and the Economy sets out what
we believe health policy in Northern Ireland
needs to focus on, beyond reducing waiting lists,
building a workforce and reshaping services away
from hospitals towards the community. From our
UU Economic Policy Centre perspective, Richard
Johnston points out in chapter 2, much of the focus
to date has been on healthcare spending, that

is, how much more do we need, on what do we
need to spend it specifically and over what term@

Professor Cathy Gormley-Heenan, Deputy

Vice-Chancellor (Research & External Affairs)

He rightly questions whether more funding will
solve the problems and argues that what we must
do as a society is to support the hard decisions that
increase efficiency, reduce waste and duplication
and encourage our citizens to become more
responsible users of healthcare services.

The issue of responsible citizenship in healthcare
is something that Marie Murphy picks up on

in chapter 7. While poinfing out that physical
inactivity is the fourth leading cause of death
worldwide, she notes that Northern Ireland has
not had a standalone Physical Activity strategy
since the expiration of the Be Active Be Healthy

~ The Northern Ireland Physical Activity Strategy
1996-2002. She argues that Northern Ireland
needs a policy now, one where physical activity
can and should be integrated into the environment
where people live, work, are educated and play
through a cohesive government-led policy with
joined up actions created and owned by multiple
stakeholders, including the public themselves.

‘We know the challenges
facing healthcare.

The solutions are also
challenging because they
require sustained investment
to address backlogs and
build our workforce, as well
as the radical reshaping

of services’.
Department of Health

Of course, greater efficiencies are made infinitely
easier through the mainstreaming of healthcare
innovations. As Jim Mclaughlin notes in chapter
11, it is now obvious that we are entering into the
age of Healthcare 4.0 with challenges that need
to be urgently met. Key to these challenges is the
upskilling and training of our workforce in the use
of digital healthcare technologies. Efficiencies can
also be accelerated through a more personalised
approach to medicine. Tony Bjourson’s chapter
12 emphasises the need to incorporate genomic
education as a core component in all clinical
education pathways to drive more evidence-
based diagnoses, freatments and medicines
optimisation.

And these are just a few examples.

Our contributors could have said much, much
more, but we've kept it brief for now. Policy briefs
should be briefl We look forward to our continued
engagement with you and, of course, with our
partners QUB and Pivotal on this. The contact
details for all of our contributors are included in
chapter 15. Do get in touch.

This report was written prior to the arrival of

the COVID-19 pandemic. The pandemic has
implications for all areas of health policy in
Northern Ireland. We have updated the report

to include a COVID-19 chapter, where our
contributors have set out the COVID-19 context fo
the issues which they have tackled within the report.

We at Ulster University have asked ourselves the
important questions that need to be answered in
terms of health policy for Northern Ireland and
have presented them here as a series of question-
based chapters, reflecting the key issues, key
research undertaken and key recommendations
for consideration. We’ve brought these various
recommendations together at the end of this report
as our contribution to the current policy debate
on the future of health and social care policy in
Northern Ireland.

! BBC NI (2017) ‘Health Policy in Northern Ireland - who is Setting It2, Available from: https://www.bbc.com/news/uk-northern-ireland-40371223
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- The COVID-19 Context

Our Health, Equality and the Economy
report was written prior to the arrival of
the COVID-19 pandemic. Since then our
health and social care system has faced
unparalleled challenges. The pandemic
has impacted each of our lives and has
implications for all areas of health policy
in Northern Ireland. In this section,

our report contributors have set out the
COVID-19 context to the issues which
they have tackled within the report.

Health policy in the context of
COVID-19

Deirdre Heenan, Derek Birrell

The arrival of COVID-19 in early 2020 delivered
a massive shock to an already stressed health
and social care system in Northern Ireland.
Whilst it is too early to know the full impact of

the pandemic, it is clear that there will be long
term impacts on the design and delivery of care.
Against a backdrop of relatively few ICU beds,
crippling staff shortages and low employee
morale, meeting the needs of Coronavirus patients
has stretched this system to ifs limifs. The rapid
reconfiguration of services and resources not
only offected patients with Coronavirus but had
significant knock-on effects on the care provided
to the wider population. In order to free up
capacity for patients with the virus, all non-urgent
planned surgeries were cancelled or postponed.

In addition to these delays in treatment, demand
was substantially suppressed as many patients
decided against seeking treatment in order to
avoid visiting a hospital. This has resulted in a
considerable and growing backlog of health
issues, adding fo the already dire waiting lists. Prior
to the virus, the health and social care system was
in an all too familiar state of turmail, struggling to
cope with record demand, soaring costs and the
worst ever performance figures including missed
targets for A&E care, operations and cancer
treatment. Whilst the trajectory for the recovery
of the health and social care system is likely to
be informed by its position prior to the pandemic,
there are opportunities to learn from the responses
to this global emergency. It has demonstrated
that the health and care system can be agile

and responsive, and collaboration can address
silos and fragmented service delivery. Decisions
were taken at pace and entire hospitals were
re-configured. Undoubtedly, there are lessons to
be learned and innovations, such as increased
use of virtual clinics and telephone triages should
be embedded into primary and secondary

care going forward. Increased cross-border
working has moved up the political agenda and
given impetus to the development of mutually
beneficial all-island approaches. Significantly,
this global healthcare emergency witnessed an
unprecedented outpouring of public support and
goodwill towards our health and social care
services and staff. It is crucial to ensure that this
momentum is converted into the political will

and strategic vision fo make the required, long-
overdue changes.

Health inequalities in the context of COVID-19
Goretti Horgan

While the coronavirus was called a great

equaliser, evidence quickly emerged that socio-

economic inequalities in health profoundly impacted deaths
and morbidity from the virus. People in deprived areas living on
lower incomes are more at risk of serious illness if they contract
the virus but also more likely to live in crowded accommodation
and work in low paid jobs which cannot be done from home'.
There is, of course, nothing new about poor and disadvantaged
people being disproportionately impacted in a pandemic.

In Northern Ireland, the maijority of deaths among over 75's
are in the least deprived parts of the region. While this might
seem counterintuitive, it is because there are fewer who live to
be over 75 in the most deprived areas. By contrast, the rafio

of deaths among under-65s in the most deprived areas is

2.5 times that of deaths in the least deprived areas. The two
areas of health inequality discussed in chapter 3, (the impact
of air pollution and unequal access to reproductive healthcare)
have both featured prominently during the pandemic. Studies
have suggested that long-term exposure to air pollution before

the pandemic is linked with more severe symptoms from
COVID-19 and a greater risk of death? 3.

In Northern Ireland Early Medical Abortion (EMA) was
provided legally for the first time, ensuring hundreds of women
did not have fo travel to England during the pandemic. Every
other part of these islands permitted EMA to be provided via
telemedicine but not Northern Ireland*.

Severe mental illness in the context of COVID-19
Gerard Lleavey

The COVID-19 pandemic and its economic consequences
has rendered many of us vulnerable in ways that were once
unimaginable. The lock-down and social distancing has
undermined much that we take for granted, with damage
across every aspect of life, work and relationships. Most of us
will have become aware of our own mental fragility due to the
loss of social connections, and the sometimes mundane but
important structures and activities that provide meaning and
purpose to daily life.

Recent evidence indicates that quarantine can produce
vulnerability to low mood, irritability, sleep disturbance and
aggression. Frontline staff and individuals who have recovered
physically may be susceptible to long-term psychological
problems. For others, job loss and financial stress combined
with employing coping mechanisms such as alcohol misuse is a
toxic mix.

In addition to this new wave of distress, people with severe
mental illness, who are already among the most socially
excluded in our community, will have found quarantine
parficularly challenging. The characteristics of severe

mental illness (e.g. delusions, disorganisation and cognitive
problems) coupled with living in shared accommodation and

poor physical health leave such people at significant risk of
COVID-19.

Historically, mental health services have always been se-
verely underfunded, compared to those for physical health, a
substantial inequality that remains unchanged despite years
of campaigning. But this must change. Community based
psychiatric services have been severely reduced and the
voluntary sector organisations will face severe cuts to services
unless government moves quickly to provide some financial
scaffolding. Compassion and social justice must be central to
the much heralded 'new normal’

Mental health in the context of COVID-19
Siobhan O’Neill, Edel Ennis, Margaret McLafferty

The lockdown measures resulting from the COVID-19 pan-
demic brought increases in anxiety. Most people adjusted
well fo the stress of the restrictions. However, for a minority
the stress of the pandemic resulted in crisis, stress that was
overwhelming, or frauma.

Existing health inequalities were amplified. Those who suf-

fered abuse or lived in poverty were more affected. These
individuals were those already at risk of mental illness, and
their vulnerability may have been exacerbated. The groups
most affected by the virus included people with adversities
such as poor physical health, anxiety and depression, and
those with lower socioeconomic status.

Experiences of the virus brought physical illness with possible
neurological consequences,

but also uncertainty, stigma and isolation from social sup-
ports. Restriction of health care interventions may have wors-
ened conditions for many who had mental illnesses. The ritu-
als of grief and bereavement were disrupted. Children and
young people were denied opportunities to aftend school,
play and meet friends at crifical stages of their development.
Those in deprived areas were worst affected, through factors
such as limited access to digital technology and Wi-Fi, and
poor outdoor play spaces in high density housing areas.
Healthcare staff faced heightened trauma.

We must urgently identify those most affected and provide
timely mental health interventions. Protecting people from
the economic implications of the pandemic and allow-
ing children and young people to return to the stability of
school, with support in place for those who are most at
risk, are key elements of the mental health response.

! Public Health England (2020) Disparities in the risk and outcomes from COVID19,
PHE Publications, London.

2Wu, X., Nethery, R. C., Sabath, M. B., Braun, D. and Dominici, F. (2020) Air pollution
and COVID-19 mortality in the United States: Strengths and limitations of an ecological
regression analysis. Science Advances, 6, p.eabd4049.

3 Cole, Matthew A et al. (2020) “Air Pollution Exposure and Covid-19 in Dutch

Municipalities.” Environmental & resource economics, 1-30. 4 Aug. 2020, doi:10.1007 /
$10640-020-00491-4

“Bateson DJ, Lohr PA, Norman WYV, et al (2020) The impact of COVID-19 on
contraception and abortion care policy and practice: experiences from selected countries,
BMJ Sexual & Reproductive Health 2020;46:241-243
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Physical activity in the context of COVID-19
Marie Murphy

COVID-19 has had dramatic global effects on almost every
aspect of life including physical activity. lockdown and social
distancing have brought significant challenges and opportuni-
ties for physical activity and has placed it firmly on the public
health agenda.

During lockdown, public health guidance and legislation
discouraged people from leaving their home. Notably in the
UK, Ireland and elsewhere government messaging promoted
physical activity with messages indicating that one of the few
reasons people were permitted to leave home was ‘one form
of exercise a day - for example a run, walk, or cycle’ (Boris
Johnson, 23 March 2020) or "o take brief individual physical
exercise within 2km of your home' (leo Varadkar, 27 March

2020)

Emerging evidence suggests that for many, walking and cycling
increased during lockdown. Additional free time (from not
working or working from home with no commute), a reduction
in ofher leisure fime options [sporf, gyms, swimming pools) and
the promotion of exercise as a justifiable reason for leaving the
house (permission to be active) are likely to have contributed to
these changes. However, working remotely from home is also
to have decreased incidental daily acfivity including commute
and activity during the work day.

For those who get their physical activity from playing sport or
through using leisure faciliies (gyms, sports clubs, swimming
pools), the closures are likely to have decreased physical
activity. Likewise school-aged children who gain significant
proportions of their daily physical activity at school (curricular
PE and extra-curricular sport, break time activity) and in their
recreational pursuits (sports clubs, gymnastics class, swimming
lessons efc) are likely to have faced greater challenge in
achieving or maintaining physical activity. For those considered
vulnerable and shielding at home, including adults over 70
years old, the lockdown period is also likely to have decreased
physical activity.

As it became clear that obesity and other health conditions
were associated with poorer prognosis from COVID-19, there
was an increased public health focus on the need to get or
keep people active. What also became evident was the mental
health effects of lockdown. Given the proven benefits of regular
physical acfivity to good mental health and its capacity to
reduce anxiety and depression there has never been a more
pressing need fo promote physical activity.

Health inequalities in physical activity may have increased
during lockdown with the socially disadvantaged less likely to
have access to gardens or green space for being active. In this
regard, the imporfance of keeping parks and public spaces
open during times of restricted opportunities for physical activity
is vital. As the pandemic continues and the possibility of a
‘'second wave' are considered it is now, more than ever, vital
that we ensure people have the knowledge, skills and resources
to maintain physical activity during future lockdowns

The pandemic has underscored the need for a joined-up
approach for the promotion of physical activity through a
bespoke Physical Activity Strategy for Northern Ireland called
for in chapter 7.

Social care in the context of COVID-19
Anne-Marie Gray

Social care, and care homes in particular, have certainly
been in the spotlight as a result of the COVID-19 pandemic.
The deficiencies of the social care systems across the UK
during the pandemic have been well documented. These
include delays in ensuring adequate PPE provision, the health
care of residents in care homes, the discharge of COVID-19
positive patients from hospitals to care homes and the pay
and working conditions

of staff.

However, as dicussed in the social care chapter in this
report, the pandemic has simply brought into sharp focus the
consequences of the neglect of adult social care over many
decades. A recent Health Foundation report referred to adult
social care as one of the biggest public policy failures of a
generation. But this could be a watershed moment for social
care. During COVID-19, there has been huge outpouring of
support for social care workers from a public that became
more informed about what they do and the pressures they
encounter on a daily basis.

We also know that previous research, as defailed in chapter
9, shows that the public are in favour of reform of adult
social care, including a more universal approach. Ultimately,
fundamental and comprehensive reform is needed, including
to how social care is funded. The degree of change required
cannot be achieved within the current models of health

care operating anywhere on these islands. But two areas in
particular discussed in this report need urgent attention — the
privatisation and fragmentation of the care home sector and
the social care workforce.

Care Homes in the context of COVID-19
Assumpta Ryan

Based on data from the Northern Ireland Statistics and
Research Agency (NISRA), it is estimated that deaths of care
home residents account for approximately half of all COV-
ID-19 related deaths in Northern Ireland. A similar picture
has emerged elsewhere. In June 2020, The London School
of Hygiene and Tropical Medicine reported that care home
residents accounted for over 40% of known COVID-19
deaths in England. Although no assumptions can be made in
relation to where or when the disease was confracted, there
is no doubt that the pandemic has had a devastating impact
on people living in care homes and on the families and staff
who support them.

Care homes are people's homes and the transmission of
COVID-19 between some of the frailest members of society,
many of whom are living with dementia, is especially difficult
fo prevent. While accepting the vulnerability of care home
residents, the impact of COVID-19 underlines the need for
care home staff to be given timely and appropriate support to
safely and effectively care for residents, particularly those at
the end of their lives.

The COVID-19 experience of care homes indicates the need
for more accessible financial support, better partnership
working between NHS and social care as well as support
with staff shortages and in the provision of psychological
support fo residents, relatives and staff. A well-resourced
supply chain of PPE; joined up, timely, and coherent guid-
ance that is feasible to implement in long-term care settings;
access to regular and efficient testing for staff and residents
and accurate clinical information on hospital discharges are
all key to a whole system response that will be required fo
prevent future avoidable deaths in the event of furtherwaves
of the pandemic.

Health Technology in the context of COVID-19
Jim McLaughlin

The COVID-19 pandemic has infroduced both challenges and
opportunities within the digital health technology envronment in
Northern Ireland. Of note, innovations included the introduction of
remote clinical e-working, virtual clinics, specialist implementation
via expert panels (o infroduce systems like Track and Trace and
Symptom Checking,/ Stop Covid-19 App), diagnostic solutions;
and modelling including lockdown /relaxation predictions, health
and economy implications, and emergency need.

All this has required teams across the academic, business

and clinical areas to work collaboratively, show new forms

of leadership and embrace the Healthcare 4.0 reforms as
highlighted in the Closing the Digital Gap 2019 and NI E-Health
20106 Strategy reports. The importance of robust ‘UX designed
smart systems’ and the utilisation of Artificial Intelligence has
received much attention, particularly within validation and trial
phases of devices and software fo allow high-quality

uptake that delivers high-quality decision-making with low false
positives/negatives.

COVID-19 has fully tested e-health to the limit, demonstrated
the importance of the Electronic Record Systems, shown the
need for more and better systems and highlighted the need to
improve our standards in relation to logistics, presentation datq,
robust decision making to help with patient flow and also allow
commercial opportunities to develop within the pandemic Living
Lab environment.

Our more generic e-health challenges in Northern Ireland have
been strongly highlighted in relation to broadband /4G /5G
infrastructure, the need for e-prescriptions implementation and the
importance of data access to aid emergency pandemic decision
as well as develop rapid innovation.
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What is the context for health
policy in Northern Ireland?

Deirdre Heenan, Derek Birrell

This chapter identifies the key influences which have
contributed to current health policy in Northern
Ireland and provides a brief overview of the major
issues. A series of commissioned reports which have
diagnosed problems and made recommendations
for change have had a significant impact on the
direction of travel. The formulation of health policy
in the Programme for Government through the
adoption of a performance methodology, Outcomes
Based Accountability (OBA) is also summarised.

The broader context of the funding arrangements
for health care is briefly outlined and a comparison
is drawn with finance and performance in the

rest of the UK. Perennial issues such as waiting

lists, workforce planning and modernisation are
considered. An important contextual background is
the structural integration of health and social care
in Northern Ireland, resulting in the terminology
the HSC in Northern Ireland, as compared to NHS
England, NHS Scotland and NHS Wales.

10

BACKGROUND

The Health and Social Care (HSC) system in Norther Ireland
serves a population of 1.8 million. People live in urban, semi-rural
or rural communities. Responsibility for population health and
wellbeing, and the provision of health and social care, is devolved
to the Northern Ireland Assembly from the United Kingdom
government in Westminster. As in other parts of the United Kingdom,
the Northern Ireland health service operates based on the founding
principles of the National Health Service - the provision of care
according fo need, free at the point of access and beyond, funded
from taxation. However, since the advent of devolved government,
England, Scotland, Wales and Northern Ireland have adopted
their own sirategies for: promoting and protecting health; preventing
disease; reducing health inequalities; and, planning and providing
health and social care services. The countries have developed
different structures and functions within their systems to meet these
responsibilities. Thus, they vary in features such as: arrangements

for planning and contracting of care; levels of invesiment in public
health, primary and community care versus hospital provision;
funding models; incentives; use of the independent sector,
managerial structures; and, the role of the headquarters function'.

Northern Ireland requires 9%
more expenditure than England
to meet health needs.

THE COMISSIONED REPORTS

Independent Review of Health and Social Care
in Northern Ireland - Appleby Report (2005)?

This review considered funding, use of resources

and performance management systems and made
recommendations for the separation of commissioning,/
purchasing from the provision of services. It was adopting a
model from England to sharpen incentives, drive performance
and reduce cosfs and was implemented through the
commissioning role of the Health and Social Care Board and
the provider role of the five Health and Social Care Trusts.

Rapid Review of the Northern Ireland HSC funding
needs and the productivity challenge 2011/12 -
2014/15 - Appleby Report (2011)?

A further review of finance and efficiency identified
continuing low productivity and raised doubts if purchaser-
provider split was working. A calculation was made that
Northern Ireland required 9% more expenditure than
England to meet health needs.

Transforming Your Care (2011)*

This major review of Health and Social Care was crifical of
how needs were being met and made 99 recommendations
for improvements. The major recommendation proposed a
shiff in provision and resources from the acute care sector to
primary, community and social care sectors.

It suggested 10 acute hospitals could be reduced to between
5 to 7 maijor hospital networks. It sirongly recommended
enhancing the integration of health and social services.

Right Time, Right Place: Donaldson Report (2014)°

This inquiry had an original focus on governance and serious
adverse incidents investigations, however, it broadened into
a short but wider analysis of problems with Northern Ireland
HSC. Donaldson criticised a failure to implement the TYC
recommendations, particularly finding that the commissioning
system was not working and should be replaced. Another

recommendation was the need to strengthen the patient voice.

It also made the interesting observation that Northern Ireland
had no established think tank for health and social care.

The Government responded with a commitment to abolish
the Health and Social Care Board and its commissioning role,
but this has not yet been implemented.

Systems, not Structures — Changing Health
and Social Care: Bengoa Report (2016)°

This was a very influential report on the configuration of

HSC services sefting out principles and aims for a future
configuration. Bengoa suggested that the benefits of
integration had not been fully explored and recommended
reinforcing the combined activities of health and social care
with @ more in-depth infegration. The triple aim of better health,
quality and value is now well-accepted throughout the UK,
however in Northern Ireland Bengoa went one step further.

He advocated the quadruple aim by adding improving the
work life for those who deliver care. Aftention was drawn

to the need to support fransformation and promote the
infegration between health and social care with the infention
to reduce emergency care and hospital admissions. The
actual model that was recommended was an accountable
care system (ACQO). Such systems were experimented with in
England, but proved controversial and were withdrawn.

Health and Wellbeing 2026 - Delivering Together’

This strategy document was a speedy response to Bengoa
but had to operate in the context that Bengoa was notf a
specific blueprint suggesting structural reorganisation.

Delivering Together was focused on four
guiding principles:

building capacity in the community
and prevention;

a public health focus;

disciplinary teams in GP practice;

reforming community and hospital services
with initiatives such as acute care at home.

_
providing more support in primary care
with practice-based pharmacy and multi-

There was no specific recommendation on the configuration
of acute hospitals and advocated better management
structures including more emphasis on the voice of the patient.
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THE INFLUENCE OF OUTCOME BASED
ACCOUNTABILITY METHODOLOGY

The Programme for Government prepared by the Executive
in 2016 was based on a performance management
methodology, Outcome Based Accountability (OBA) which
differed from other outcomes-based approaches. OBA
required setting desired or imagined outcomes and working
backwards to sef out a small number of statistical indicators.
The draft Programme for Government in 2016 set out 14
outcomes which were very general in nature, each with 5/6
indicators and this was presented as a policy programme.
The health outcome was described as “we enjoy long healthy,
active lives” with another social outcome “we care for others
and we help those in need”.

Five indicators were linked to the health outcomes:

healthy life expectancy at birth;

preventable mortality;

percentage population with GHQ 12 scores
>4, signifying possible mental health
problems;

satisfaction with health and social care;

gap between highest and lowest deprivation
quintile in healthy life expectancy at confidence
of population aged 60 years or older

1

2
3
4
S

OBA has been criticised for using vey general or vague
projected outcomes and treafing indicators as causes.
Following the collapse of the Executive, Departments
produced a delivery plan based on the outcomes and
indicators to be used by a returning Executive. In practice
the acfion plan for health had a focus on health inequalities
and improving mental health and patient feedback, but did
not produce any policies related to waiting lists, infegration,
hospital configuration, elective care or emergency care. As
well as OBA influencing limited policy development, major
resources have been devoted to training the staff of public
bodies in the use of the methodology. An assessment of

the Outcomes Delivery Plan® acknowledged that while the
design and delivery of health services is a crucial component
in ensuring good outcomes, population health is largely
defermined by economic, social and environmental factors.

THE TRANSFORMATION OF HSC

The Programme of Transformation has operated through a
Transformation Implementation Group (TIG) and although
intended to be led by the HSCB is mainly led by the
Department of Health. The Programme has operated in two
contexts, the lack of adequate funding and the absence of
a Minister.

The main components of the transformation programme are:

* Hospital reconfiguration- This is carried out through a
networking of services on a specialist location basis
rather than any decision on status of hospitals;

* Service configuration reviews have been or are being
conducted in areas of: stroke care; cancer care;
neurology services; pathology services; urgent and
emergency care.

Alongside this, seventeen Integrated Care Partnerships (ICPs)
have been established in geographic areas of each of the
five trusts. These are non-statutory and consist of representative
infer-professional committees to develop projects in the five
fields of diabetes, stroke, respiratory illness, the frail elderly
and palliative care. Most projects are short ferm and with
approved Trust funding®. Projects have evolved to date with a
strong community development focus in areas such as social
prescribing.

WAITING LISTS

Waiting lists have been a perennial issue for all four countries
of the UK over the past decade, with all struggling to meet
targets and maintain any previous improvements. Waiting
lists in Northern Ireland are by far the worst in the UK.
Despite relatively similar approaches fo waiting fimes, large
differences have emerged.

Statistics published by the Department of Health'® reveal

a continuing deterioration of both outpatient and inpatient
waiting times. All Northern Ireland waiting time targets

are currently being breached. Waiting ist sizes have also
increased and patients are waiting a very long fime for
treatment. There is increasing concern that this escalating
problem is causing significant risk to patients and may result in
increased disease and preventable deaths.

The Department of Health figures show that as of 30 June
2019, a total of 299,436 patients were waiting for a first
consultant-led outpatient appointment. This is 3.7% (10,682)
more than at 31 March 2019 (288,754) and 8.5% (23,552)
more than at 30 June 2018 (275,884).

299,436 patients
waiting for a first
consultant-led

outpatient appointment.

35.2% waiting more
than a year for a first
consultant-led appointment.

Over a third of patients — 35.2% (105,450) — were

waiting more than a year for a first consultant-led outpatient
appointment, an increase of 5.3% on the same quarter last
year (when there were 88,598 patients). The number of
people (105,486) waiting over a year for a consultant-led
outpatient appointment in Northern Ireland, represented 100
times more than in England, with a population 30 times greater.

WHAT ARE THE CAUSES?

In recent years a number of studies and reviews have identified
the key causes escalating waiting lists in Northern Ireland:

* Rising demand due to an ageing population;

»  Growing demand in emergency care has meant elective
care beds are increasingly being used to care for
emergency patients;

* The weaknesses of the commissioning systfem have also
contributed to higher waits;

*  Alack of beds has created a growing planned
admissions cancellation rate which over the last 12 months
on average exceeded 30% (as high as 50%) with many
urgent admissions cancelled;

e Workforce issues such as insufficient numbers of doctors,
nurses and other health professionals, along with
recruitment issues and the historical reliance on expensive
agency staff, are widely acknowledged as the key causes
of delays in accessing elective care in some specidlties;

¢ The reduction in use of the independent sector, as a
consequence of reduced funding for waiting list initiafives
over the last 18 months, has had a major impact on
waiting times. Historically, the Health and Social Care
Board (HSCB) has provided non-recurrent funding for
waiting fime initiafives through a variety of private care
providers, fo reduce the numbers of patients waiting
for treatment. In 2010/11, the HSC spent around
£23m on independent sector treatment. By 2013/14,
this had risen to £72m.

* InJuly 2014, a moratorium was placed in the use of the
independent sector due to financial pressures. While the
moratorium was lifted and funding released in 2015, it
has not been possible to identify the number of patients
freated in the sector. This change has nevertheless
negatively impacted on waiting times;

*  The failure to implement reforms, sef out in a series of
reviews, has led to a piecemeal approach to service
improvement rather than a programme of transformation;

*  The political vacuum since January 2017 offers little
prospect of immediate relief for anxious patients. The
additional funds agreed by Wesiminster in the DUP/
Conservative confidence and supply agreement which
were fo be targeted at waiting time pressures and support
for the implementation of the reform agenda have yet to
materialise. With no agreed budget for health, no minister
and waiting times deteriorating over every quarter in
the last year, HSC Trusts have fought to maintain exisfing
services, with smaller budgets, while being required to
make efficiencies;

*  Austerity and short-term financial planning.

In his latest report on waiting lists across the four UK nations,
Appleby" noted that demand for secondary care in Northern
Ireland is not significantly higher than in the remainder of the
UK that it would explain the huge disparity in waiting times.
The setting of a farget on its own is insufficient fo tackle long
waiting lists and indeed the setfing of targets depends largely
on the system’s ability to meet to them. This is dependent on
basic factors such as money, management, commitment to
organisational sfrategies and the ability of the system fo utilise
its budget effectively. It is the variation in these factors that
explain the overall worsening performance and the persistent
differences between them.

Number of people
waiting over a year for a

consultant-led outpatient
appointment 100 times
more than in England.




HEALTH, EQUALITY AND THE ECONOMY

STRATEGIES TO ADDRESS WAITING LISTS

Extensive research on tackling waiting lists has concluded

that policies and sirategies have had limited success and
generally improvements have proved difficult fo sustain'. It
has been contended that policies based on the erroneous
assumption that waiting lists were simply a backlog which
could be addressed through a series of short-term ad-hoc
inferventions and inifiatives were doomed to failure. Long-term
sustainable reductions in waiting times should be based on @
number of key factors. They must meet a level of demand that
rises in response fo technical change, demography, rising user
expeciations, and changes in clinical behaviour.

In research for the King's Fund®, Appleby aimed to ascertain
what policies and sfrategies might prove successful in sustaining
reductions in waiting fimes. This work, based on in-depth
inferviews with clinicians and managers in nine hospitals,
identified a range of factors associated with successful
outcomes. The research found that this was a complex issue
with no one size fits all solution. However, several factors
emerged as significant when achieving and sustaining
reductions in waiting fimes. These were:

* asustained focus on the task, organisationally and through
management and clinical effort;

* an understanding of the nature of waiting lists and how
they form part of a whole system of care;

¢ the importance of defailed information, analysis,
forecasting, monitoring and planning;

¢ the development of appropriate capacity.

Addressing the waiting list in a sustainable way involved
rigorous scrufiny of the logistics processes. This involved looking
at patients’ pathways, attempting to streamline and simplify,
identifying botlenecks and pinch-points for individual patients,
and then using the whole-hospital system perspective to work
out, for example, the best way of handling the inferaction
between elective and emergency flows. These large scale
strategic inferventions were supported by a number of
smaller measures fo improve efficiency, including the careful
management of beds, maximising day-case activity, ensuring
the full use of theatres, and effective discharge planning,
including investment in convalescent step-down facilities to
free up beds for elective cases™.

WORKFORCE PLANNING

An ongoing issue in Northem Ireland has been poor workforce
planning resulting in shortages of key staff groups, a costly
reliance on temporary staff, and a misfit between the workers
available and those that would be needed if the service were
fo meet its aspirations to change. The Northern Ireland Audit
Office (NIAO) recently counted annual locum doctor spend
as £83 million in 2017-18. In November 2019 there were
7000 vacancies across the system which included 3,000
nurses and midwives (Belfast Telegraph, 25th November).
This accounted for more than 10% of all spending on doctfors
in every area of Northem Ireland. They noted that increasing
amounts being spent on employing locum doctors to
maintain healthcare services was placing significant strain on
already stretched Trust budgets. Despite the urgent need for

more strategic, innovative and forward-thinking initiatives o
reduce reliance on locum doctors, the NIAO found that the
Department and Trusts have made no fangible progress in
implementing effective solutions to reduce

the heavy reliance on locums®.

Around 7,000 vacancies
including 3,000 nurses
and midwives.

In 2018, the Department of Health published a long-awaited
workforce strategy'®. It is a far-reaching and aspirational
document, with an impressive level of ambition around bringing
new types of staff into the workforce and expanding people’s
skills. However, it contains litlle discussion of the exact numbers
of key staff groups needed and the exact mechanisms by which
these will be secured. A process to come up with indicators is
mentioned, but it is unclear how this will be achieved.

FINANCE

Health and social care funding is the single largest area of
public expenditure in Northern Ireland. In 2016-17, the totall
budget, was £4.9 billion, accounting for 46% of the Executive's
overall budget. Some £3.6 billion of this (73%) was allocated
to the Health and Social Care Board (HSC Board) and Public
Health Agency (PHA) to commission services from the HSC
Trusts (the Trusts) and other bodies (NIA, 2018)".

Funding for the HSC comes mainly through the Barnett Formula
which is calculated substantially on expenditure in England
and a population basis. The Northern Ireland Office (NIO)
has discretion fo allocate Barnett funding to meet locally
defermined priorifies. Currently Northern Ireland expenditure
per capita on health is not so different from other countries

of the UK and is lower than in Scotland. The Department has
expressed the view that health and social care trusts face a
£20 million deficit and cannot afford to do more things with

the fixed budget®

Some additional resources for health have been made
available through the DUP Confidence and Supply
Agreement. It would also be possible to invest more in health
through either efficiency gains, reducing expenditure elsewhere
or increasing revenue from the regional rate or new taxes.

Expenditure per capita 2017 /18"

England  Scotland ~ Wales N lreland

HSC funding single
largest area of
public expenditure
in Northern Ireland.

DECISION MAKING, MANAGEMENT
AND GOVERNANCE

A key question in terms of health and social care in

Northern Ireland is, are the existing structures fit for purpose?
Following the devolution setilement, health and social care
became a single relatively large Department, overseen by
one government Minister. This is markedly different from the
administration in Scotland and Wales. Additionally, in England
the permanent secrefary is not the head of the NHS. Given the
challenges associated with this portfolio, it may perhaps be
timely to consider allernafive arrangements.

In his study comparing the NHS across the four nations of the
UK, Greer? suggested that the management style in Northern
Ireland was top-down and centralised. He referred to the
system in Northern Ireland as a permissive management style
which was markedly different from the markets approach in
England, localism in Wales and professional elite system of
Scotland. Within Northem Ireland delivery and decision-
making in healthcare rests extensively with quangos with a
substantial number of non-executive nominated members
whose role is unclear. It is also difficult to ascertain if and
how these nominated members represent user groups.

In his 2014 review of the Northem Ireland Health Service,

Sir Liom Donaldson memorably observed that the people he
inferviewed had no consistent answer as to who was in charge
of, or ran, the health system. He suggested that abolishing the
commissioning body, the Health and Social Board, would
reduce complexity and cut administration costs. In 2016, the
then Health Minister announced plans to abolish the body with
associated savings of approximately £30 million per annum.
To-date though this body still exists and future plans for it are
unclear. However, in their review Heenan and Dayan?' found
a markedly different picture with a broad consensus that health
and social care was run by the Depariment of Health with

an almost vice like grip. Both reviews commented on the very
traditional and quite bureaucratic management model. This
emphasis on centralised control can greatly dissmpower those
working af the local level and was thought to impede change.
The alternative is a style of shared leadership based on
inspiration, motivation and frusting those working in the system
fo make good judgments and innovate as appropriafe.

POLICIES AND MODERNISATION DEBATE

Northern Ireland has been relatively slow to adopt a number
of GB policies and strategies around the modernisation and
transformation of the health and social care policy arena.
Key policies and agendas include:

*  Personalisation - fo date in NI there has been relafively
limited use of direct payments or individual budgets;

¢ Co-production - this remains underdeveloped in terms of
participation in the decision-making process, compared
with NHS Foundation Trusts' governance arrangements;

*  Hospital reconfiguration - proceeding with
recommendations fo reduce numbers of acute hospitals.

CONCLUSION

Northern Ireland has a long history of grand reviews with the
reality falling well short of expectations. The policy direction
in these reviews has been consistent, to shift service provision
away from hospitals and towards care in the community, as
close to home as possible. The challenges facing health and
social care are well documented. The last government agreed
with the need for radical change, as envisioned by various
experts, yet progress has been slow and uneven. There is a
need to transform services in a way that builds on the
integrated system of health and social care and joins the
dots to the wider healthcare system. The most recent political
vacuum has created a huge hiatus in health, but many of

the problems in the system are enduring and pre-date the
collapse of the devolved structures. Waiting lists in Northern
Ireland are substantially worse than in the rest of the UK, this

is not simply a backlog in the numbers of people waiting for
care but reflective of systemic failings in health and social
care. Northern Ireland’s performance figures are dire with
few if any strategies designed to address these issues.

In these times of heated debate about the future of health
and social care in Northern Ireland and the doomsday
stories that abound about its imminent collapse, it is crucial
to understand how the system performs as a whole and
how it can be improved. Having a clear framework for
characterizing what is, and isn't, evidence -based health
policy is a prerequisite for a rational approach to
making policy choices, and it will help to focus the debate
on the most promising approaches.
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What is the cost of healthcare

in Northern Ireland?

Richard Johnston

The healthcare system in Northern Ireland
has reached a critical point. An increasing
population, longer life expectancy, more
complex and interrelated healthcare
requirements are placing more demands
on the health service than ever before.

Waiting lists far exceed those in other parts of the UK and
Ireland, and nurses took industrial action for the first time in
103 years. Unfilled vacancies present a serious challenge
and the reliance on temporary sfaff to fill permanent posts is
an inadequate long-term strategy. In terms of remedies, much
of the focus so far is on healthcare spending - how much
more, on what and over what term? But will more funding
solve the problems?

What we must remember in these debates is that each pound
spent is either a pound of taxpayer's money or a pound
borrowed by the UK Government, which represents a cost for
future generations. Someone will pay for the public services
that we demand as a society, either now or lafer.

There are always more demands on public services than
available resources and it is an unenviable task for those
aftempting to satisfy as many of those demands as possible
within the budget granted to them. The question that we must ask
ourselves is whether taxpayer's pounds are being spent in ways
that deliver the best value?

Nurses take industrial action
in Northern Ireland for the
first time in 103 years.

COSTING PUBLIC SERVICES IN NI

In 2018,/19, public services in NI cost £29.1bn to deliver! As a
society, we paid £18.5bn in taxation, resulting in a fiscal deficit

of £10.6bn in NI. On a per capita basis, NI has the highest level
of public spending per capita - close to £15,500 per person
annually. We should pause to think about the challenge that figure
presents. All of the road, rail and technological infrastructure,
education, policing, justice, healthcare demands and much more -
must be delivered within this budget envelope. This is a significant
challenge in itself for public servants and politicians.

18 ! Source - Department of Finance. Figures include the accounting adjustment of £3.2bn (such as funding Government borrowing) and NI's contribution to UK non-identifiable expenditure
of £2.9bn (these include defence etc which are shared out across the UK regions on a per capita basis).

Health spending per head (£)

Public services in Northern Ireland
cost over £29 billion to deliver.

THE HEALTHCARE BUDGET -
A RAPID GROWTH PRIORITY

The NI Executive has devolved control of £12.3bn of the
budget, which is referred to as Departmental Expenditure
Limits (or DEL). The remainder of expenditure is on matters
that are reserved for Westminster and include items such
as pensions and benefits. These are referred to as Annually
Managed Expenditure (or AME) of £10.1bn plus the
accounting adjustment and non-identifiable expenditure
noted above.

The Department of Health was allocated £6.1bn in 2019-
20, which is half of the available DEL budget. The rate of
increase in spending is rapid; 6.8% per annum, or £1.1bn
more being spent annually than three years ago. It is the
largest and fastest growing area of expenditure that is within
the control of the NI Executive, demonstrating the priority that
is given to healthcare. Other Departments have increased
spending af more modest rates and two (Communities

and Economy) have reduced expenditure, which will have
helped to fund the increase in healthcare spending.

SPENDING MORE THAN THE UK AVERAGE

NI spent £2,306 per person in 2017-18 on healthcare,
which is less than Scotland, similar to Wales and more than
the UK and English averages. On that basis, it would be
reasonable fo expect similar outcomes to Wales, but this is
not the case in ferms of waiting lists, mental health spending
or unfilled vacancies. This would sug