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The Chairperson (Mr P Maskey): 

Today, the Committee will discuss matters that were raised in the Audit Office report ‘The 

Performance of the Health Service in Northern Ireland’.  We are joined by Dr Andrew 

McCormick, the accounting officer in the Department of Health, Social Services and Public 

Safety (DHSSPS).  He is here to respond to the Committee.  Dr McCormick, you and your 

colleagues are very welcome.  Would you like to introduce your team?   
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Dr Andrew McCormick (Department of Health, Social Services and Public Safety): 

I am joined by the Chief Medical Officer, Dr Michael McBride, and by Sean Donaghy, who, as 

the senior finance officer in the Department, is responsible for resources and performance 

management.   

 

The Chairperson: 

Again, you are all very welcome.  The normal procedure is that I will ask some headline 

questions and other members will ask their own questions later.   

 

Paragraph 2.10 of the report states that a man living in a disadvantaged area can expect to live 

approximately four years less than a man living in a more advantaged area, and for a woman, that 

figure is approximately two-and-a-half years less.  Why has progress in closing that gap been so 

slow?   

 

Dr McCormick: 

That is a very important question that sets the scene for the whole tone of the discussion.  We will 

focus on the fundamental reason for having health and social care in Northern Ireland, which is to 

provide for the health and social well-being of our entire population across Government as well 

as we possibly can.  The system is committed to that provision, and it is relevant to every part of 

Government.  Your point goes to the heart of a very difficult issue; tackling health inequalities is 

very challenging.  The good news is that life expectancy for all is improving.  Societal trends and 

improvements in medicine and in a whole range of social conditions mean that people live longer.  

That is good news for all.  There has been an improvement in life expectancy for those living in 

deprived areas. 

 

As you pointed out, and as the report brings out, that gap remains, and it is hard to tackle.  It is 

well known that the factors that determine life expectancy are multifaceted.  Those factors are 

related to many areas; for example, early-years education can affect people right through their 

entire life.  Similarly, issues such as housing conditions and employment prospects all matter.   

 

The only way to begin to tackle this issue is by having a concerted strategy across 

Government.  Going back several years, the Department adopted the Investing for Health 

strategy, which had dealing with health inequalities at its heart.  That matter continues to be at the 
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heart of ‘A Healthier Future:  A Twenty Year Vision for Health and Wellbeing in Northern 

Ireland 2005-2025’.  That strategy relates to the entire population and places a particular 

emphasis on dealing with health inequalities.  The Minister’s reorganisation of health and social 

care services in Northern Ireland, which was completed earlier this year, established the Public 

Health Agency.  A core part of that body’s mission is to ensure that it will do more, take new 

measures, introduce new activities and make new interventions to address health inequalities.  

That is at the core of the agency’s purpose.  The aim of the strategy is to work across sectors.  It 

will work with local government and the voluntary and community sector to find ways to engage 

the population more fully in health issues.   

 

There are many facets to the strategy, and I am sure that the Chief Medical Officer will want 

to add to what I am saying.  Issues such as tackling smoking and disease prevention require 

engagement with communities.  Such matters are not tackled simply through promoting 

information; we have to find ways to work closely with communities and across the sectors.  That 

depends on the education sector, for example, making a major contribution to tackle the 

underlying problems that exist in deprived areas, such as housing conditions.  Society as a whole 

has to tackle such issues.  We promote that strategy of working together concertedly by drawing 

together partner bodies to identify the most effective interventions and how to take them forward. 

 

Dr Michael McBride (Department of Health, Social Services and Public Safety): 

This is the biggest challenge that we face in healthcare, both in the UK and globally.  Health 

inequalities start at birth and continue throughout adult life.  They persist into old age, and we 

know that sometimes they are cross generational.  However, that does not mean that they are 

inevitable, and the Executive were very ambitious in 2002 when they approved the Investing for 

Health strategy, which recognised that addressing the health inequalities that we face and all their 

manifestations required co-ordinated action across Government.   

 

Let us consider a variety of issues.  Whether one considers the potential years of life lost, as 

you mentioned in your introductory comments, or infant mortality rates, teenage births or 

standardised admission rates to our hospitals, cancer incidents or suicide rates, that gap is there.  

As Andrew said, we certainly have improved life expectancy for men and women in Northern 

Ireland.  The estimates of the Government actuary predict that by 2012, life expectancy will have 

increased by 3·9 years for men and 2·9 years for women.  Although we are improving the life 

expectancy for all, including those who live in deprived areas and those who do not, we have not 
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been successful in closing the gap.  As Andrew suggested, we are reviewing our Investing for 

Health strategy.  We have a unique opportunity to learn from international evidence about best 

practice so that we can refocus and redouble our efforts and use the opportunity presented by the 

review of public administration (RPA), with the Public Health Agency working with local and 

central government, to ensure that we address the conditions of housing and education, and 

working with the Department for Social Development (DSD) on neighbourhood renewal.  Those 

are the factors that have an impact on health.  We must be able to deal with them so that we can 

close the gap and address the adverse impact that those societal, cultural and environmental issues 

have on people’s health and well-being.   

 

The Chairperson: 

Do you feel that Departments and other bodies need to work in a more joined-up manner? 

 

Dr McCormick: 

There is certainly room for improvement.  We want to work closely with colleagues from other 

sectors, and structures exist to facilitate that.  The ministerial group on public health was 

established during the previous period of devolution, and its work continues.  Other cross-

departmental groups exist, and the Public Health Agency will establish new and stronger 

partnerships with other sectors.  We need to do more, and we must continue to evaluate activities 

to ensure that our use of resources is effective.  It is a challenge, but there is a strong commitment 

of leadership at political and managerial level to see the work through. 

 

The Chairperson: 

Paragraph 2·29 reports that the suicide rate in Northern Ireland is: 

 

“more than three times higher for men than women; the rate is almost twice as high in deprived areas; and the rate is 

around 20 per cent higher in urban areas compared with rural areas.” 

 

What is the Department doing to develop a proper appreciation of the economic and social factors 

that contribute to people taking their own lives?  I realise that you referred to some of that in a 

previous answer, but I am asking specifically about the suicide rate. 

 

Dr McCormick: 

It is very sad and very disturbing that suicide is such a significant problem in Northern Ireland.  
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During the period of direct rule and, more recently, since devolution was restored, the issue of 

suicide has been high on the agenda of the relevant Ministers.  They have committed to a strategic 

approach in which there will be detailed discussion and engagement with communities.  Many 

relatives of people who have taken their own lives have been active in drawing attention to the 

relevant issues.  We are very grateful for their willingness, especially given their tragic 

circumstances, to work with service leaders to identify the root causes of suicide and to see what 

can be done.   

 

We must examine a range of mental health issues and see what more we can do to promote a 

better sense of well-being.  Work with people who are, tragically, at risk of suicide or self-harm 

requires us to find connections with other aspects of deprivation and symptoms of difficulty.  We 

developed the Protect Life action plan, which was adopted a couple of years ago and is under 

review, and we are looking at a new strategy to promote mental health and well-being.  

Interventions can be made to improve mental health and well-being and to therefore reduce the 

suicide figures, which are distressingly high.   

 

It is important to recognise that there is more reporting of suicide now.  It is a prominent issue 

that attracts much sympathy and attention, and less of a stigma is attached to it in our society.  

That does not take anything away from our responsibility and determination to do everything 

possible to address suicide issues and identify its root causes.  Our work in that regard is linked to 

other aspects of public health, including strategies on mental health, drugs and alcohol.  We must 

ascertain what can be done in deprived areas, and, indeed, we are committed strongly to taking all 

the issues forward.   

 

We welcome the Committee for Health, Social Services and Public Safety’s consideration of 

the subject, and we have looked at all the issues that it highlighted.  The Minister established 

Lifeline, which is a suicide helpline that provides help to people who are in crisis.  We need to 

publicise that well so that people who are in distress know that it is available to them as a means 

of seeking and finding help.  Suicide is an issue that the Department has a clear responsibility to 

address. 

 

The Chairperson: 

Other Committee members may want to go into some more detail on that issue.  Suicide affects 

some constituencies more than others, but it is important to note that it affects all constituencies 
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in some way. 

 

In the face of funding pressures on the Health Service, it seems that prevention can sometimes 

be better than cure.  Indeed, some Health Service initiatives reflect that.  What is the Department 

doing to develop an understanding of the benefits to the taxpayer that effective preventative 

programmes may bring? 

 

Dr McCormick: 

Prevention is fundamental to the Department’s overall strategy.  Indeed, our 20-year strategy, 

which I mentioned earlier, says that the only way that the Health Service can continue in its 

present form is if the Department does better and ensures that people take care of their own health 

and are helped in doing so by the health and social care and other sectors.  That viewpoint is 

entirely consistent with wider analysis across the UK. 

 

Prevention is absolutely better than cure, and a strategy that is based on the greater promotion 

of prevention and early intervention — that is, identifying emerging difficulties and doing 

something about them while they are relatively easy to fix — permeates everything that the 

Department is trying to do.  After all, a stitch in time saves nine, and the Department is trying to 

ensure that primary care is equipped and motivated to identify when things are likely to go wrong 

and then to address those issues. 

 

The need for such preventative strategies was also at the heart of Derek Wanless’s analysis of 

the Health Service across the water.  Indeed, when the Chancellor committed to extra resources to 

the Health Service, that was done alongside a commitment to secure better public engagement on 

prevention.  In his report for the Department of Finance and Personnel (DFP) in 2005, John 

Appleby said the same thing about Northern Ireland.  He suggested that if a viable way forward 

were to be found in the management of health and social care in Northern Ireland, it was essential 

that there be much greater engagement with the public and that a preventative strategy be 

adopted.   

 

In the current financial year, the Department is spending almost £100 million on health 

promotion and disease prevention.  That is nearly double what was spent two years ago and three 

times what was spent four years ago.  That figure is still a relatively small proportion of the 

Department’s overall budget, because most of that budget is needed for treatment.   
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We must recognise where we are and not where we would like to be.  Many of the diseases 

and conditions that the population in Northern Ireland experiences are avoidable.  Good 

prevention will be much better for patients as they will have a better life, and there will be less 

demand on public expenditure.  The Department is very conscious of the demands of the Health 

Service on public expenditure, and it is a massive political issue in this jurisdiction and in every 

other jurisdiction in the Western World.   

 

Therefore, prevention is vital for the Department, and the measures that it has adopted to 

ensure that include the promotion of information, working with communities in the way that I 

spoke about earlier, and screening and vaccination programmes, which are put of the 

Department’s fundamental commitment.  Those types of measures are highly cost-effective and 

good for people.   

 

The Department is absolutely determined to see those activities through, and it is committed to 

protecting and promoting them in the future even if resources become constrained, because they 

matter so much. 

 

The Chairperson: 

Is it possible to quantify the savings that have been made through those preventative measures? 

 

Dr McCormick: 

That is quite difficult.  Some business models can be produced; for example, one can examine the 

improvement in life years that are added as a result of adopting those measures.  However, 

Michael McBride may be better placed to explain how such examinations are carried out across 

the world by the World Health Organisation (WHO). 

 

Dr McBride: 

Again, I do not have the specific figures for that with me.  However, WHO and the World Bank 

have carried out detailed modelling work on the return that investment in preventative health 

measures generates for gross domestic product (GDP), increased productivity, investment in the 

health of the population and constraining Health Service costs.  Therefore, an evidence base 

undoubtedly exists.   
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As Andrew indicated, the difficulty of treating individuals who have an illness already 

remains an issue.  We must continue to provide the population of Northern Ireland with the 

highest quality care that is comparable to that given anywhere else in the UK by investing in new 

technology and by accepting the associated costs.  At the same time, we must shift to the left so 

that we invest upstream to prevent some of the causes of ill health.   

 

Some of the challenges that the Health Service faces include reducing the prevalence of 

smoking in society and the huge health inequalities that are associated with the differential rates 

of smoking between those in deprived and non-deprived areas.  The Health Service has 

introduced some very important programmes this year including the human papillomavirus 

vaccine (HPV) to help protect against cervical cancer, and breast screening for women in 

Northern Ireland has been extended.  We must continue to invest in such upstream interventions 

to prevent ill health, and, at the same time, we must ensure that people are able to access the 

highest quality treatment and care.  We face those challenges in a resource-constrained 

environment, as do all other Departments. 

 

The Chairperson: 

Dr McBride, I appreciate that you do not have those figures with you today, but will you forward 

them to the Committee as soon as possible? 

 

Dr McBride: 

Yes. 

 

The Chairperson: 

Figure 28 points out that there was a dramatic reduction in outpatient waiting times in 2006-07 in 

comparison with those between 2000 and 2006.  That is a marvellous set of figures.  What action 

did the Department take to deliver such impressive results? 

 

Dr McCormick: 

Everyone in the health and social care sector performed impressively.  However, praise is due to 

the clinicians and the managers who worked hard to achieve the reduction in waiting times.  From 

our perspective, it has been a privilege to lead that improvement, because we have seen a 

willingness to re-examine how things are done.  Most of the improvement was achieved by 

looking at the detail of how systems work.  Health and social care is a highly complex area that 
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needs to be and can be managed, and the vast majority of the improvements were made in that 

area.  However, investment in resources to clear backlogs was another important dimension.  

 

We are determined to ensure that we are adopting good practice in the management of 

services.  That involves looking at a range of systems and procedures in hospitals and across the 

entire sector, because everything is interactive.  The ability of the hospital to deal with those 

processes depends on good engagement with primary care and involves examining the best 

possible ways to prepare and organise a patient pathway.   

 

The need to improve waiting times has been a ministerial priority since early 2005, and strong 

leadership was shown at managerial level to address waiting times.  In fact, we set up a special 

unit in the Department to give leadership.  As I said, the credit belongs to the many clinicians and 

managers who found ways to change their method of working and who have undertaken higher 

volumes of work.  People have worked very hard to achieve that.  We recognised that the 

previous standard was not satisfactory and that we needed to provide a better service to the 

public.  We are determined to sustain that in what is a very challenging context.  

 

The Chairperson: 

Thank you.  Looking at those figures again, they are very impressive.  

 

There is a risk that waiting lists will be manipulated:  what checks and balances did you insert 

to ensure that they could not be manipulated? 

 

Dr McCormick: 

We have a clear information system supporting that part of the work; so there is a challenge role 

for the performance management team in the Health and Social Care Board.  Until March 2009, 

that team was within the Department.  Its job is to carry out that first-order check.  We are clear 

that systems and procedures are open to challenge and scrutiny.  The Minister has strengthened 

the patient representative organisation; and the new Patient and Client Council is also in 

operation.  Therefore, if patients or clients are not satisfied, they can go to an organisation that 

will speak to us and to the wider system on their behalf.  Therefore, there are checks and balances 

in place, and our information is scrutinised to ensure that proper procedures are being followed 

and that everything is checked and considered. 
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The Chairperson: 

Has a cost been applied in respect of the doctors and consultants from other countries who are 

used?   

 

Dr McCormick: 

We have made investments to clear backlogs.  For the most part, that has involved the use of 

Northern Ireland services, but, where it has been necessary to draw services from outside, we 

have done so.  Our first obligation is to look after patients’ interests and ensure that they get 

access to care, diagnostic processes and treatments in good time.  That has been the priority, and 

we have invested considerable resources in that regard. 

 

The Chairperson: 

Will you forward the relevant figures to us, please? 

 

Dr McCormick: 

I will. 

 

Mr Hilditch: 

You are welcome.  I have some questions about smoking.  Perhaps the Committee can hear more 

about the upstream investment.  Data recently produced by the Department shows that progress in 

reducing the numbers of smokers has levelled off in 2008-09.  That is surprising, given the recent 

introduction of the smoking ban in public places and the increases in demand for smoking 

cessation services, as reported in paragraph 2.15 of the report.  Why is progress faltering? 

 

Dr McCormick: 

It is important to put that in context.  As the data in figure 5 shows, there has been a sustained 

downward trend.  There is a hint of a levelling off, as you say and as the report brings out; but we 

have seen significant benefit from the introduction of the smoking ban, and we are looking to see 

what further action needs to be taken.  We are seeking to review the 2003 action plan and find 

further and fresh interventions and measures to ensure that progress can be sustained.  You will 

be aware that there are further legislative measures to deal with the issue.  However, it proves to 

be an intractable problem, especially with respect to the correlation with deprivation and the 

challenges that that throws up.  That has led us to look for some innovative measures.  Dr 

McBride will talk about how we intend to try to ensure that we have effective measures in place 
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to continue to keep downward pressures on this important indicator. 

 

Dr McBride: 

The introduction of the smoking ban was a successful piece of public health legislation.  It was 

successful not only because 21,000 people registered their intention to quit smoking in the 

following year, but because it was popular with the public; over 90% supported the introduction 

of the legislation. 

 

The trend this year is not like last year’s, and I think that that has been the experience across 

the other parts of the UK and the Republic of Ireland in which the smoking ban was introduced.  

In 1998-99, smoking prevalence among adults in Northern Ireland was 29%:  that is now down to 

24%.  As I said earlier, we know that there is a difference between deprived and non-deprived 

areas.  For manual workers, the rate has reduced from 35% in 1998-99 to 30% in 2008-09.  The 

percentage of pregnant women who smoked in 2000 was 22%, and it was 18% in 2005.  

Similarly, we have seen reductions in smoking among children and young people. 

 

As Chief Medical Officer, I take no pleasure in recounting those numbers to the Committee, 

because smoking contributes to 2,300 preventable and avoidable deaths each year in Northern 

Ireland.  Society needs to redouble its efforts to achieve what we all aspired to in the ‘A Five 

Year Tobacco Action Plan 2003-2008’ that Andrew mentioned, which was a tobacco-free society.  

As members know, that is why we are proposing the introduction of further legislation to build on 

the smoke-free legislation with respect to point-of-sales display and vending machines.  For 

instance, we know that the British Heart Foundation estimates that approximately 17% of 11- to 

15-year-olds obtain cigarettes from vending machines.  We have carried out a full impact 

assessment in Northern Ireland on the affect that the changes would have for industry.  The 

Department is committed and society is committed, because the real harm that tobacco does is 

recognised. 

 

Returning to health inequalities:  800 people in Northern Ireland die from lung cancer each 

year.  For every person in a more affluent part of Northern Ireland who is diagnosed with lung 

cancer, 2·7 people in more deprived areas are diagnosed.  That is the stark reality and challenge 

that we face, and it is why we need to reduce the number of hardcore smokers and differential 

rates in smoking, particularly among manual workers.  We are making sustained progress, 

although, as I said, this year’s figures are disappointing as there is a slight upward trend.  
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However, we are determined to address the issue. 

 

Mr Hilditch: 

Are we on a par with the UK with respect to vending machines? 

 

Dr McBride: 

Yes.  The work carried out by the British Heart Foundation that I quoted was on a UK-wide basis.  

It estimated that approximately 17% of 11- to 15-year-olds gained access to cigarettes via 

vending machines.  That equates to about 1,500 children in Northern Ireland.  To put that in 

context, we know that the vast majority of people who smoke — 75% — start when they are 

teenagers and that 75% of smokers want to quit.  Smoking is a potentially life-limiting addictive 

habit, and society has a responsibility to minimise risk to the population.  The introduction of the 

legislation in 2007 and the further measures that the Minister proposes to take, subject to 

Executive approval, are important. 

 

Dr McCormick: 

Legislation on vending machines is being made on an England, Wales and Northern Ireland basis.  

There will be a consultation on the details; so, we are in step. 

 

Mr Hilditch: 

It is perceived that adults who quit smoking are merely being replaced by young people who take 

up the habit.  How effective have your strategies been in preventing that from happening? 

 

Dr McBride: 

The figure for children and young people in 2000 was 14·5%:  in 2007 it was 8·8%.  Therefore, 

the concerted actions that have been taken since the original tobacco action plan in 2003, which 

Andrew highlighted, have had an impact.  During the review of the tobacco action plan that 

Andrew also mentioned, which has now been completed, we identified that children and young 

people, vulnerable groups and pregnant women are particular priorities, and will remain so 

because the habit is addictive and is established in teenage years.  It has long-term consequences 

in relation to cancers, heart disease and strokes; three of our biggest killers. 

 

It is estimated that 50% of the health inequalities across the UK are a result of the differential 

rates of smoking in society.  That is why we need to make strong, assertive and continuous efforts 
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to ensure that we prevent people from acquiring the habit in the first place.  The new tobacco 

action plan will try to prevent people from taking up the habit and help others to quit.  Ultimately, 

the aim of the action plan is to have a tobacco-free society. 

 

Mr Hilditch: 

The prevalence of smoking among manual workers, which was referred to earlier and was 

reported in paragraph 2.17, is evidence of a substantial need that is currently unmet.  What steps 

is the Department taking to ensure that interventions are effectively targeted at, and tailored to, 

the needs of that group? 

 

Dr McBride: 

You are absolutely right:  that is a challenge that we face due to health inequalities.  Although 

there has been a significant downward trend in the overall percentage of people who smoke, 

reducing the percentage of manual workers who smoke has been more challenging.  As I said, 

there was a reduction from 35% to 30% between 1998-99 and 2008-09. 

 

We have recognised that reducing smoking among manual workers is a particular challenge.  

For example, in our priorities for action this year, we set a target for the improvement of access to 

smoking cessation services, particularly for manual workers.  Through the previous boards and 

the Public Health Agency, we have engaged with employers so that we provide innovative 

approaches to ensure that people have access to effective smoking cessation services.  A number 

of factories provide a smoking cessation service, and a number of taxi companies provide 

innovative approaches to ensure that employees can access smoking cessation services in the 

workplace.  Those are the sort of innovative approaches that need to be adopted to ensure that we 

make it easier for people to access services that will assist them in addressing this addictive and 

life-limiting habit. 

 

Mr Shannon: 

It is nice to see you, gentlemen.  When we have finished asking our questions, you may not be as 

pleased to see us, but I hope that it will not be as extreme as that. 

 

I want to ask about obesity.  Before I came to the meeting, I was thinking that prevention 

today means better health and less cost tomorrow:  those are the goals that we are trying to 

achieve.  Paragraphs 2.21 and 2.22 of the report refer to talk among Departments about tackling 
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obesity.  The Committee is hoping that more than talking will be done and that you will be able to 

point to actions.  Unfortunately, I do not see many of the actions needed to bring about change 

taking place.  As representatives of the lead Department responsible for tackling obesity, how 

timely and how effective has the joined-up approach been? 

 

Dr McCormick: 

Obesity is a major issue.  We are dealing with a trend in society that goes back a number of 

decades, and to make a significant impact on that kind of societal trend is very challenging.  For 

some time, tackling obesity has been a significant issue and priority for the Department.  It 

featured strongly in the work on Investing for Health and in the early work of the ministerial 

group on public health.  Establishing the Fit Futures task force in 2004 was a result of that work. 

 

In 2006, the task force produced a report identifying a number of approaches and 70 

recommendations for action.  The success of those recommendations is dependent on working 

with other sectors, not only across the different aspects of public service but with industry, 

communities, schools, families and society as a whole.  A cross-sectoral approach is required, 

which is what we are seeking to develop further. 

 

We established a cross-sectoral obesity prevention steering group in February 2008, which is 

led by Professor Ian Young, to oversee and put as much energy and drive as possible into 

implementing the information coming from Fit Futures.  The group has met regularly through the 

past year and has advisory groups dealing with food and nutrition; promoting physical activity; 

prevention, education and public information; and data and research. 

 

The question is very telling:  Mr Shannon asked how effective the joint approach has been.  

We have to raise the profile of these activities across society, which is very challenging.  It is 

wrong to imply that we are securing the right rate of change, because the full effect will take 

many years.  Obesity has built up in society as patterns of life and ways of working change, and 

because of the way that food is marketed:  all those things have affected us.  Therefore, it is 

wrong to promise rapid and fully-effective change.  It is something that society needs to take very 

seriously. 

 

We are very grateful for the contributions that are being made across the education sector, 

which has been very supportive of Fit Futures.  We have worked with the Food Standards Agency 
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and the Food Safety Promotion Board to try to identify ways in which label development can 

help.  The Department of Culture, Arts and Leisure has been very supportive and has worked with 

us on a sports strategy.  We are challenging issues in which we are determined to make a 

difference and see what we can do, but I sense from what you are saying that some concern 

remains.  We share that concern. 

 

Mr Shannon: 

I appreciate your response, but forgive me for not being entirely convinced.  The report that I 

referred to was published in 2004, yet in your response, you referred to a committee that was set 

up in 2008, and stated that you are now going to put all your energies and force into that.  What 

have you been doing for the past four years? 

 

Dr McCormick: 

During that period, the Fit Futures work was undertaken.  Given that that was developed in 

partnership with the other sectors, they, as leaders of those sectors, were aware of the issues that 

they and we were facing.  It was not as though anyone was waiting for some fantastic polished 

report before doing anything; people started to identify the problems and work collaboratively 

from then on.  There has been some intervention and progress from 2004 onwards, and indeed 

before that. 

 

Dr McBride: 

To expand on Andrew’s comments; in the 1980s and 1990s, the Department had the Change of 

Heart programme, which emphasised at that point the importance of food, nutrition and physical 

activity.  As far back as the 1990s, the Department was carrying out ongoing work based on the 

latest available evidence and was investing in those strategies.  The Investing for Health strategy, 

which was published in 2002, identified the growing problem of obesity.  It is a worldwide 

problem, and we have seen the tripling of obesity over the past 20 years or more.  That is an 

important point that I want to put into context; it has taken us a long time to get to this point. 

 

We have accumulated the problem of growing levels of obesity in our society over the past 30 

years, here in the UK and globally, almost to the extent where it has become the norm.  

Underlying that is our biological predisposition to obesity, because the homeostatic mechanisms 

in seeking out food, energy, and so on are very strong drives.  Changes in our environment have 

also compounded the problem.  People are now highly dependent on motorised transportation, 
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and there are issues around our built environment and so on, which are vitally important in the 

matter. 

 

We were working with other Departments prior to the Fit Futures task force.  That work was 

taken forward in 2004 with the establishment of a specific cross-government working group by 

the ministerial group on public health to look at the problem of childhood obesity in particular.  

That work has been ongoing.  I do not want to create the impression that we have not been doing 

anything on this matter except meeting to discuss what we are going to do.  We established the 

evidence base; subgroups have been working; we published the report in 2006 with 70 

recommendations; and we published an action plan in early 2007. 

 

However, what has emerged, certainly since the publication of the Foresight report in 

England, is that reducing obesity levels requires long-term and large-scale population-based 

interventions.  Short-term, small-scale interventions are not likely to be effective.  We looked at 

our Fit Futures strategy, which specifically targets children and young people and the growing 

problem among them, and we have expanded that strategy.  As Dr McCormick said, we have 

established a group, which is chaired by Professor Ian Young, and which I attend as Chief 

Medical Officer.  Ongoing work streams are taking forward work on physical activity and 

exercise, looking at the latest research and data for interventions that work and the measurements 

that should be set for outcomes and objectives. 

 

As regards what has changed, I refer the Committee to evidence suggesting that from at least 

2005-06, and as a result of our efforts, the number of children in primary 1 who are obese is 

levelling out.  The figures for 2003-04 showed that 5·7% of children in primary 1 were obese, 

which is a staggering and stark statistic.  The latest figures, which we receive annually from the 

child health survey, show that the figures for 2007-08 have reduced to 5·1%.  It is too early to say 

whether that trend is continuing.  Nevertheless, it is encouraging first evidence that shows that the 

efforts and the work that we have put in over the past few years is beginning to have an impact.  

However, it is early days, and we are far from being complacent. 

 

Back in 2006 and 2007, as a result of the GMS contract and the quality and outcomes 

framework, we established a locally enhanced service in general practice to identify people who 

were obese and at risk of complications.  We have annual returns of that information — and I 

caveat my comments by saying that the data is incomplete.  However, as part of their contract, 
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doctors are asked to identify individuals with a body mass index (BMI) of over 30.  The past 

three years have shown a gradual decrease in the rate at which people are being added to the 

register.  That is encouraging, but that is all that I will say.  We are far from complacent, and we 

recognise the scale of the challenge.  However, there is some suggestion that the work and the 

investment put in over the past few years is beginning to turn the tide.  Nevertheless, it is early 

days, and the commitment to address the problem, across Departments and across sectors in 

Northern Ireland, exists.  As a result of the ongoing work through the obesity strategic 

framework, which will be published in June 2010, any refinement in our approach to date will be 

based on the international evidence of best practice and what works. 

 

In all of this, we are constrained by the research evidence.  There have been many studies into 

obesity and they have concentrated largely on the causes.  We lack international evidence of 

large-scale, population-based studies that demonstrate effective interventions and the benefits in 

the reduction of obesity in whole populations.  If we extrapolate from that and look at studies, 

research, and the evidence from schools — and Dr McCormick has referred to the schools-based 

programme and the collaborative work with the Department of Education — we know that the 

maximum amount of change that one can bring about in the environment, the greater the likely 

impact that one will have in bringing about a reduction in obesity. 

 

The challenge across Departments is to ensure that we work with our colleagues in DCAL on 

sport and leisure activities and ensure that every opportunity is used to encourage and equip 

young people with the skills they need to take part in recreational sport.  It is our responsibility to 

work with our colleagues in the Department of Education, through the ministerial group on public 

health, on the food and nutrition programmes in schools.  School meals must reach certain 

standards, and meals are inspected.  We have introduced restrictions on the advertising of foods 

that are high in sugar.  Those sorts of co-ordinated approaches are ongoing.  We will build on 

those efforts and there are initial, encouraging signs that they are beginning to make an impact. 

 

Mr Shannon: 

I am encouraged by any decrease in obesity levels.  However in 2004, when you initiated the 

policy, strategy and framework, the first figures you had were for primary 1 children who were, at 

that time, four or five years old.  The figures were large:  for boys, it was 4·5%, and for girls, it 

was almost 7%.  There has been a decrease since then, but that represents four years lost.  That is 

my point. 
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I am reminded of the saying that there are lies, damned lies, and statistics.  I have a vision of a 

room in the Health Department in which some man or woman is surrounded by oodles of 

paperwork containing statistics.  I ask this question because in paragraph 2.23 of the report there 

is a reference to the School Nursing Service collecting BMI measurements from all Year 8 and 

Year 9 pupils.  I want to know what is done with that information:  is it collected purely for 

administrative purposes?  Will it be used to alert overweight children and their parents, who are 

all part of the problem, and provide them with expert advice on what to do?  If you have the 

information, what do you do with it? 

 

Let me give you an example.  A Westminster Committee undertook to look at obesity in the 

United Kingdom as a whole.  It gathered all the information; high piles of paperwork.  Amazon 

rainforests were destroyed just to collect it all.  I just wonder, what has been done with it? 

 

Dr McCormick: 

The member is correct to ask the question.  The information we gather is used to inform and drive 

the right policies.  Some research work is available; more is needed.  That must impact on the 

policy direction set by the Minister and feed through into implementation.  We work across 

sectors and we use such information in a relevant way to find out what is going on in specific 

localities, in specific types of school and so on.  That is the very sort of information that we need. 

 

I assure you that we are bound by professional standards in Government statistics, and those 

standards are not under the Department’s control.  There are clear lines protecting the 

independence and professional use of statistics.  There are statisticians in the Department, but 

they are bound by the standards of Government statistics and use of those has to be proofed 

against high standards.  Policing and management of Government statistics is managed by UK-

wide protocols, designed to protect such information from political or managerial interference.  I 

assure you that there is integrity to the process and effectiveness in the use of such statistics.  The 

statistics allow leaders and managers across the different sectors to be aware of the issues and 

refine and develop our interventions and actions. 

 

Dr McBride: 

The member is absolutely correct.  Measurement for its own sake is pointless:  it is a waste of 

everyone’s time and effort.  I assure you, with respect to both points, that the information is used 
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both in feedback to parents and to measure the effectiveness of the intervention. 

 

The point that I was making about the lack of the evidence base about population-based 

initiatives is that, given the scale of the problem, we do not have time to wait for the research.  

The problem has been 30 years in the making.  It will be decades before we minimise the impact 

that it will have on rates of cancer, heart disease and stroke.  We need to move rapidly to address 

that.   

 

We will have to evaluate new interventions at policy level as we go.  We will need to establish 

the best evidence internationally and nationally about what works, introduce and evaluate it, and 

get outcome measures which demonstrate whether it is having an impact.  If it is not, we will 

need to re-evaluate, change and refine it.  However, we do not have the time to wait until we have 

the established evidence.  At present, unfortunately, the evidence about what works is a constraint 

in getting on with doing the right thing.   

 

Mr Shannon: 

I declare an interest as a member of the all-party group on diabetes.  As a diabetic, I should have 

declared that at the outset, and I do so now because my next question is about diabetes.   

 

My first question is: why are there no PSA targets for diabetes?  Secondly, why has the 

Department not acted on the good practice in Australia that the report draws attention to?  Why 

refer to that example of good practice but not act on it?   

 

Dr McCormick: 

The member’s point is well made.  In addressing priorities, we must have targets in public health 

and in health services which reflect the real, key issues for society and the top-level political 

issues.  In that context, diabetes is of such prevalence and wide significance that it is well worth 

reviewing the issue and putting the member’s point forward for the Minister to consider.   

 

It is for the Minister to set targets for the Department and for the Executive to set PSA targets.  

It is important that those targets are informed by this Committee’s and the Health Committee’s 

consideration of issues and from advice internally and more widely.  That process has to happen, 

and the impact of diabetes is so wide and significant that it is an issue well worth considering, and 

it is being reviewed.  The Department is always seeking to refine the targeting process so that 
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targets focus on prevalent issues.   

 

Dr McBride: 

Four advisory groups are associated with the obesity prevention strategic group and the 

framework document, which will be published for consultation in June.  One group deals with 

data and research.  I have not read the member’s reference in the report; I am just trying to cross-

check it.  It relates to obesity targets and measures and proxy indicators on diet, adequate fruit 

and vegetable consumption et cetera.   

 

The data and outcomes group of the obesity prevention strategic group will be looking 

specifically at setting clear targets and outcome measures against which we can measure 

ourselves with regard to the success or otherwise of the intervention that we are putting in place.  

The group, which is established and meeting, is looking at the international evidence of the 

effectiveness of not only interventions but measures to reassure or otherwise on progress.  That is 

vitally important, because we need to have short-term measures of the effectiveness of our 

interventions.  Again, the evidence base is such that we do not have long-term, population-based 

studies, which would take 20 years or longer in order to provide evidence of what works and 

good outcome measures.  As I said, you will see details of that in the publication.   

 

Dr McCormick: 

It is important to put that point in the context of our strategic emphasis on early intervention and 

chronic condition management, which is central to the ‘A Healthier Future’ 20-year strategy.  

When we looked at the service development resources that were available from the last 

comprehensive spending review, chronic condition management is one theme that we were able 

to adopt and resource.    

 

Diabetes is an area in which effective management is vital to making sure that patients receive 

the best possible care and that acute episodes are minimised, all of which requires engagement by 

primary and secondary care teams.  We are looking at innovative measures with which to do that 

effectively, including the remote telemonitoring initiative, which, by providing better 

information, enables patients’ conditions to be managed better and, therefore, gives them a better 

experience.   Using ICT and making better use of the professional staff time that is available help 

to support that process.  Although there may not be a specific PSA target for that area, a lot of 

attention is being given to it, and there is a lot of innovation and activity to ensure that we do the 
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very best that we can for people.   

 

Dr McBride: 

A number of the factors that are associated with type 2 diabetes, in particular, are not within our 

control, such as family history, ethnic origin and age.  A person’s risk of developing the condition 

increases the heavier they are, the older they get, and if they have a family history of type 2 

diabetes.  Presently, we cannot do anything about familial or genetic disposition, although that 

might change as a result of new technology and medical advances, so obesity is the one aspect 

that is within our gift, and that is why we have set particular targets in that area.  If we were to set 

PSA targets for type 2 diabetes, there is little that government could do to address the fact that, 

due to the effectiveness of public health interventions, the population is ageing, which increases 

the prevalence of diabetes.  In the next number of years, due to a range of factors, we anticipate 

seeing an additional 17,000 people with type 2 diabetes.  It is important that the Government set 

PSA targets and Departments adopt outcome measures for things that they can address and 

control.   

 

Mr Shannon: 

I invite you to consider patient education, which you have not touched on.  What are you doing to 

tell people about how to manage their chronic conditions?  The trusts are educating only 10% to 

15% of people who are diabetic.  By the way, I do not fit into any of the categories that you 

mentioned.  None of my ancestors had type 2 diabetes.  Maybe my condition is down to anxiety 

and stress and to eating the wrong foods.  You are not reaching the core of the population or 

young people.  Indeed, I think that it was Minister McGimpsey who talked about a diabetes time 

bomb, saying that we will be overwhelmed by diabetes within 20 years.  The figures are dramatic.  

Given how many people have been diagnosed with the condition, we must develop an education 

programme not just for adults but for young people.  Furthermore, as I said, parents have a role to 

play when they make decisions about the food that they give to their children.  Are we reaching 

those people?  The figures suggest that we are not.   

 

Dr McCormick: 

It is important that we take on board what you said, which will be reflected in our follow-up to 

this session.  We need to go away and think harder and further about how we might do that.   
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Dr McBride: 

I am happy to pick up on that question, which I hope that I could address.  However, we have 

probably run out of time on that one.   

 

The Chairperson: 

I appreciate your point.  Perhaps some of the other queries that members have can also be put to 

you as questions to be followed up. 

 

Mr McLaughlin: 

I want to discuss the depressing and sensitive area of suicide and mental health.  Figure 8 on page 

15 of the report shows general health questionnaire, GHQ-12, scores.  The footnote states that a 

GHQ-12 score of four or more is high.  How is that score graduated?  Are scores of one, two and 

three of less concern?  How far up the scale do scores go?   

 

Dr McBride: 

The score is a measure of mental resilience, for want of a better word, in a population-based 

survey. 

 

Mr McLaughlin: 

I accept that.  I am trying to determine the graduation.  Does it start at one? 

 

Dr McBride: 

I do not have the exact details of the score with me, but I am happy to provide them for you.  I do 

not want to mislead you. 

 

Mr McLaughlin: 

If four indicates a high score and, presumably, the point at which there will be government 

response — certainly, Health Service, Health Department and health professional response — 

what cohort of our population is in significant difficulty?  I am certain that that is a relevant factor 

in deciding priority and the allocation of resource.  I do not have that information in front of me, 

but I am interested to know the details.  Northern Ireland demonstrates a higher score than 

Scotland and England in comparative surveys; I note that the report states that the figure for 

Wales is not available. 
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Figure 10 of the report shows the comparative suicide rates.  Wales and Scotland have higher 

suicide rates than us.  The report comments on the effects of poverty and conflict over such a long 

period on our community.  What is the explanation for the fact that those regions have higher 

suicide rates?  Again, that will help to draw important conclusions on policy direction and 

resource allocation. 

 

Dr McCormick: 

I am conscious that this is an area in which there are a lot of causal factors and a need for us to 

recognise that, compared with England, Northern Ireland has a deep problem.  The Bamford 

review established a clear evidence base that shows that the prevalence rates for mental health 

problems in Northern Ireland are estimated to be 25% higher than in England.  There is a 

significant differential in male suicide rates, as shown at figure 10.  I know from discussions with 

colleagues in Scotland that they have identified a range of measures to address the problems that 

they face.  There are similarities in socio-economic conditions and in other features of public 

health.  Between 1998 and 2007, Scotland has achieved a small decrease.  There has been a 5% 

decrease in the suicide rate in Scotland and a 10% decrease in Wales.  In that period, however, we 

have had an increase.   

 

It is important that we work with colleagues across the UK and Europe to identify and 

understand better causal factors and to identify what interventions and support will be effective.  

We are making that area a priority; we are putting significant research into it and seeking to find 

innovative means of dealing with it.   

 

Fundamentally, it depends on working with communities and families to ensure that there is a 

willingness to seek help.  There is a tendency, especially among men, not to seek help.  If we 

have a single most important message, it is to seek help.  Rather than hiding and bottling up 

issues and concerns that are turning into mental health issues — 

 

Mr McLaughlin: 

Is that a distinctive characteristic of men in the North of Ireland?   

 

Dr McCormick: 

More widely, I think. 
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Mr McLaughlin: 

I am trying to understand why the GHQ health and well-being survey indicates that the North of 

Ireland has a higher score in that respect, yet suicide rates in Scotland and Wales, for both male 

and females, are higher.  Surely, that cannot be the explanation for the dichotomy.   

 

Dr McBride: 

Having a lower GHQ-12 score is a good thing: we achieved a lower score.  I apologise that I am 

unable to give you the scale.  I will get back to the Committee on that.   

 

In 2005 and 2006, there was a significant increase in the rates of recorded suicides in Northern 

Ireland.  At that time, we were doing a lot of work on de-stigmatising the whole issue of suicide.  

A hidden problem — one that no one talks about — cannot be addressed.  Suicide prevention was 

identified as a key aim and objective in our ‘Promoting Mental Health, Strategy and Action Plan 

2003-2008’.  Despite that, we saw a very significant rise in 2005 and 2006.  I suspect that some of 

that was due to improved recording.  Unfortunately, we saw a further increase in 2008.  

Comparative figures between 1998 and 2007 show a 15% decrease across the UK but a 

significant increase of 61% in Northern Ireland.  Behind every one of the statistics — there were 

282 deaths from suicide in 2008 — lies a personal tragedy that has had a real impact on a family 

and community.   

 

In response to the problem, in 2006, the Minister established a group to develop the ‘Protect 

Life – A Shared Vision, Strategy and Action Plan 2006-2011’.  We have made significant 

investment in that — in the region of £3·2 million.  Of that, £2 million annually has gone into 

community-based initiatives and working with local communities.  As Andrew said, we have had 

very significant involvement from families that have been bereaved as a result of suicide to put in 

place interventions that address some of the societal problems involved.  Some of the issues in 

communities that we know to be associated with high suicide rates are being addressed.  We 

know the challenges we face in areas of economic deprivation, particularly in relation to young 

men.  That strategy is being reviewed, and we are also simultaneously reviewing our improving 

mental health promotion strategy.  Again, we are gathering evidence about what works.   

 

I was asked earlier about measures of outcome.  At present, our measure of the effectiveness, 

or otherwise, of our interventions, into which we have invested significant money, resource and 

energy, is based on rates of suicide.  We do not, at present, have good longitudinal studies of the 
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effectiveness of interventions.  For instance, 18 months ago, the Minister established Lifeline, 

which is a crisis-response phone service to allow people who are in distress or crisis to reach out 

and be signposted in to services before they reach a point of no return.   

 

Mr McLaughlin: 

We will come to that later.  The fact that you cannot discuss, or you do not have the information 

available, on the scoring structure leaves me wondering how we measure the effectiveness of 

suicide prevention.  I do not know how we can have an effective approach when it appears, at 

least on the basis of what we have heard this afternoon, that there is no cross reference to 

experience in other regions to demonstrate that the reasons for a high incidence here are those that 

do not occur elsewhere: for instance, community conflict.  Obviously, the deprivation factor is 

common.  However, I argue that again the statistics demonstrate that we have, in some instances, 

particular experience of deprivation that does not apply elsewhere.  I caveat that in relation to 

Wales because we do not have those details.  I recognise that parts of Wales may well experience 

the same levels of deprivation.   

 

Those explanations may stand up to some kind of rigorous analysis.  The conclusion that we 

have successfully, or at least to an extent, de-stigmatised the issue of suicide so that there is better 

reporting may have an element of truth in it.  However, it should not lead to a conclusion that 

somehow we are having an impact on the levels of suicide; we just hear more about it.  The 

suicide of older people is under-reported.  We notice when young people commit suicide.  We 

have a significant problem in this community in relation to older people and unreported suicides 

because people, particularly families, do not want to address it in that way.  I question whether we 

are giving it sufficient priority.  I want to come back to the point that you were just about to move 

on to about interventions from GP practices and so on.   

 

I am not convinced that the strategy is working or, from looking at the data that is available 

and being concerned about the data that is not available, that it is well enough founded.  I am 

somewhat surprised that that data is not available to people as senior in the structure as you — the 

very people whom I expect to operate on that information day to day.  The question of whether 

the strategy is working cannot be concluded at this hearing.  I would have liked to have reached 

the point at which the Committee could agree with you about whether the strategy is working and 

then respond accordingly.   
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The point was made about general practice being the first point of contact for the majority of 

those who seek help for mental health problems.  Paragraph 2.30 of the report refers to the 

arrangements for ensuring that all GP practices have a professional who is trained in depression 

and suicide awareness.  Are those professionals in the practices in some other capacity already or 

do they have a discrete and specific function and are posted to the practices to deal with those 

issues? 

 

Dr McCormick: 

In a practice with several GPs, at least one of the existing GPs would be trained in and focus on 

that issue; that is the effective way in which to work.  The issue has received considerable 

attention in recent times. 

 

To come back to some of the points that you made earlier, we are sufficiently clear on the 

issues that are highlighting the problem of suicide in Northern Ireland to be giving it a well-

researched priority.  The programme of interventions arising from the ‘Protect Life’ strategy was 

based on a lot of detailed work about what would be effective.  There are genuine difficulties in 

looking at cause and effect in the area of suicide.  Part of the problem is that people do not 

disclose what is going on in their lives and in their minds; that does not become apparent until it 

is too late.  That is a very hard subject to research.   

 

Mr McLaughlin: 

I have dealt with families who have been affected by suicide, which came as a complete bolt from 

the blue and was an awful and traumatic shock.  There were no previous indications that would 

have allowed them to seek professional help, so I appreciate the difficulty that that poses to all the 

professionals who are involved. 

 

Dr McCormick: 

That puts all the more onus on us to develop, go upstream and get into prevention.  That means 

looking at mental health and well-being in the widest sense.  The problem of suicide is 

multifaceted and addressing it requires a concerted effort across government and a wide range of 

sectors.  As the Bamford review highlighted, suicide has been shamefully neglected in our society 

in the past number of years.  That is why it is so important that we are able to address the problem 

with continued and sustained support from other parts of the public sector and in partnership with 

the private, voluntary and community sectors.  That is vital for our society, because mental health 
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issues, in general, and suicide, in particular, are deeply worrying.   

 

Mr McLaughlin: 

I will finish by exploring the health and well-being aspect of mental health from a different 

perspective. 

 

Care in the community sometimes results in the return of people with depression or mental 

health problems, even those who have self-harmed, to their family circles.  I understand the 

benefits of those people being in an environment in which they are surrounded by people whom 

they love and trust.  A number of the community-based groups that work in the field have 

consistently told me that, on average, two family members develop depression problems in such 

circumstances.  Obviously, the health and well-being of all the individuals involved is paramount, 

so I do not want to sound crass.  However, is there not a value-for-money difficulty due to the 

added pressure that such cases put on the Health Department? 

 

Is the balance wrong?  Returning people who suffer from the type of mental health difficulties 

that result in self-harm to their families could have a beneficial effect if the arrangements for 

returning them to care in rest homes or clinics were applied more rigorously.  However, the 

collateral consequences of the problem being foisted on the community and the immediate family 

of a patient are not being considered.  In each case, we are talking about one patient creating two 

or three others.  Is that problem being studied, and will that be part of the review of the current 

prevention strategy? 

 

Dr McCormick: 

It is part of what we are trying to do in looking at the implementation of the Bamford — 

 

Mr McLaughlin: 

Do you recognise the problem?  I see that you are nodding. 

 

Dr McCormick: 

We do not want community care to be regarded as a panacea or a soft option.  Instead, we want 

high-quality community care.  It is still right that we seek to provide more mental health services 

in the community context than in the institutional context.  We support good practice across the 

UK and the wider world in that regard.  That was a major message from the Bamford review.   
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It would be wrong to press ahead with low-quality and inadequate community care.  The 

alternative situation is very challenging, because it requires providing support to families as well 

as to individuals and having well-trained and highly motivated staff in the community and a 

balance of organisational skills.  It is challenging, but it is right to try to ensure that people can 

live in a community context with the proper support to themselves and their families.  That is the 

right way to go. 

 

Mr McLaughlin: 

Are you satisfied that we are capturing the information necessary to allow us to draw evidence-

based conclusions? 

 

Dr McCormick: 

I am sure that there is room for improvement. 

 

Dr McBride: 

Suicide, and the years of life lost because it, is one of the greatest public health challenges that we 

face.   

We have seen very significant increases in the suicide rate since 2005 and 2006.   

 

You touched on areas that relate to conflict and to a society that is coming out of conflict.  

Good evidence from research that was carried out in Northern Ireland seems to suggest that the 

25% greater mental health needs that we have are —  

 

Mr McLaughlin: 

Post-conflict.   

 

Dr McBride: 

Yes.  Many factors have been researched, and the research on those has been published.  As you 

suggested, there is a need for greater understanding.  We have the measures of the success of the 

strategy.  The measure of the success or otherwise of the strategy is vital, given the level of 

investment.   

 

We are looking at various proxy measures and some longitudinal studies.  For instance, we 
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have some international evidence that shows that clusters of self-harm in communities may be a 

forerunner to or predictor of individuals whose actions may result in further harm and perhaps 

them taking their own lives.  We are engaged actively in that research evidence and are feeding it 

in to the review of our Protect Life strategy so that we can not only evaluate its effectiveness, but 

ensure that we are using that information to intervene earlier.  As Andrew said, the point is to 

make progress.   

 

There is a crisis response for people who are in crisis, and crisis response teams in the Health 

Service support individuals and families in that situation.  However, the main point is to build the 

resilience of our young people through our school-based programmes to equip them with life 

skills so that they know that there is a support structure that they can tap into no matter what lies 

ahead, be that future employment prospects or economic downturn.  That is all part of the review 

of promoting better mental health, and it is also part of our review of the Protect Life strategy.  

You are correct to say that we need better indicators and better measures of the effectiveness of 

that strategy.   

 

Mr McGlone: 

Thank you.  I listened to your answer very intently, and I thank Mitchel for raising some of those 

issues.  I agree entirely.  If a strategy is in place, it is certainly not delivering.   

 

I come from an area where, sadly, we had a number of deaths by suicide over the summer 

holidays.  The people who were involved did not know where to go.  They did not know about 

Lifeline numbers or support organisations.  There was no intervention until one girl in particular 

took it upon herself to start organising things, and then a few of us came together to try to 

organise responses.  The support was not available, and I do not know why.   

 

Families were at a loss.  We were going to people’s homes and to wake houses, where people 

did not know what to do to come to terms with the situation.  In many instances, the suicide was a 

bolt out of the blue to them.  However, if support was available, it was not kicking in, and it did 

not seem to be of any strategic value.  If it had not been for that particular girl starting to gel 

things together, we would not have seen anything start to happen.   

 

I note Dr McCormick’s comment that the arrangements in GP practices to ensure that a 

professional was trained in depression awareness received considerable attention.  Given that the 
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report was published a year ago, perhaps we could hear a bit more detail about the considerable 

attention that was paid to GP practices.  Again, that measure appears to be community driven.  I 

am attending a community event on Saturday to get training on these matters myself, but I would 

like to know whether the Department is driving any  strategy and whether that is panning out and 

how, because again, I am not aware of any such scheme.   

 

I concur entirely that the suicide rate is higher predominantly, but not exclusively, among 

young males and that it is difficult to engage with them.  If young males go to the doctor for other 

issues, and the doctor or the practice nurse is being trained in depression awareness, I would like 

to know about that.  I am not aware of the roll-out, the extent, the detail, where it is happening, 

how it is happening, or anything like that.  We would like to know more about that, because it 

would be a good thing if one person could be saved through that intervention.  However, I am not 

convinced that that is happening.   

 

The Chairperson: 

Can you be succinct in your response, please? 

 

Dr McCormick: 

Some of the initiatives that have been mentioned are pilot schemes that have not yet been run in 

all the GP surgeries in the region.  We limited those schemes so that we could evaluate the 

effectiveness of the initiatives before we invested the wider level of resources that are required to 

run them on an all-island basis.    

 

Fifty per cent of GPs in Northern Ireland have had the depression awareness training, and that 

means that at least one GP in 80% of all practices has done that training.  We are committed to 

working with GPs to pursue that further.   

 

We are going to audit GP training to identify remaining gaps in mental health awareness and 

suicide prevention training across wider sectors.  I am concerned about the fact that you said that 

there are areas in which that training is not getting through.  We need to address that by talking to 

the providers concerned to ascertain what can be done.  I know that all the organisations involved, 

not least mental health services, face a range of challenging issues at this time.  However, we 

must find the right balance between meeting the demands of prevention and ensuring that we can 

develop strategies and review Departments.   
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We can publicise the Lifeline telephone number — 

 

Mr McGlone: 

Is that happening now? 

 

Dr McCormick: 

Yes. 

 

Mr McGlone: 

Developing such strategies is not happening through statutory interventions or initiative; rather, it 

is happening because a group of people got together and took action.  It did not happen 

automatically or because of any trust or agency’s statutory intervention or initiative.  

 

Dr McCormick: 

The health and social care system has been given some resources to deal with the matter.  

Funding has been ring-fenced to enable work to be done through the new structures in a local 

context.  Strategies have not been comprehensive, and I accept entirely that they have been 

patchier than we would have wanted.  They need be more comprehensive so that there is more 

support for people who face the kinds of tragic circumstances that you described.   

 

The Minister has said clearly that this is a leadership issue, so we need to ensure that the 

leadership teams take it forward.  From talking to chief executives and directors of mental health 

services across the trusts, I know that they are committed to seeing that role through.  However, I 

accept that strategies to deal with suicide are not as widespread as we would have hoped. 

 

Ms Purvis: 

I am conscious of time, so I will ask only one follow-up question to Patsy’s questions.  If you 

cannot answer this now, I would appreciate it if you would respond to the Chair in writing.  You 

said that 20% of GP practices are not trained in suicide awareness, mental health and depression.  

Will you find out whether that is the case for smaller practices, particularly smaller rural GP 

practices, and whether it is as a result of GPs not having enough time to do the training? 
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Dr McCormick: 

It is important to point out that all doctors are trained to deal with mental health issues.  However, 

there is a specific programme of additional training that is supplementary to the basic training.  I 

will get back to the Committee about your question about the distribution of training. 

 

Ms Purvis: 

Oral health is dealt with on pages 19 to 22 of the report.  The oral health strategy that was 

introduced in 2006 included a new remuneration structure for dentists that is aimed at improving 

access and helping prevention.  Given that the British Dental Association in Northern Ireland said 

that more than two thirds of dentists are not able to spend sufficient time with patients to allow 

them to focus on preventative care, what evidence is there that the strategy has brought the 

intended benefits? 

 

Dr McCormick: 

We need to develop that area.  The contract with dentists is under negotiation.  As part of the new 

arrangements that will need to come in, we can negotiate that issue locally to ensure that we have 

the right balance between prevention and service provision.   

 

In recent years, there has been a difficulty in ensuring sufficient access to Health Service 

dental services across Northern Ireland.  Ensuring such access has required us to take and work 

on serious measures and initiatives.  I recognise that a consequence has been that insufficient time 

and attention have been given to preventative measures.  The most important point to make about 

prevention and oral health is that fluoride toothpaste should be used more widely.  Ensuring more 

use of that type of toothpaste would make a very significant difference.  The Department and 

health and social care bodies have initiated a range of initiatives to find ways to promote the use 

of fluoride toothpaste in the most deprived areas.   

 

I recognise that dental services and dental practitioners face difficulties.  We must look into 

that and ensure that it is addressed more systematically and fully in the new contract.  We must 

find ways to improve the take-up of fluoride.   

 

Ms Purvis: 

Given that fluoride in water has been proven to be the most cost-effective and equitable way of 

improving dental health, the strategy recommends that the Department work with other 
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stakeholders to examine the feasibility of fluoridation.  What is your thinking on that? 

 

Dr McCormick: 

Evidence shows that fluoridation is cost-effective and equitable, as you say.  That is argued 

internationally.  It then becomes a matter of judgement and political decision as to whether it is 

acceptable to the community.  The role of the experts in this context is to draw out advice and 

information.  However, there has also been some concern about the matter, and, given that, it 

becomes a matter of political judgement. 

 

Ms Purvis: 

What other stakeholders have you worked with to test the feasibility of fluoridation? 

 

Dr McCormick: 

Unless we receive the political steer that we should examine the matter substantively, we are not 

at liberty to commit resources to that kind of investigation.  The acceptability of fluoridation is 

for the community and its political representatives to decide on.  However, the scientific evidence 

for it exists. 

 

Ms Purvis: 

Forgive me, but if the strategy recommends that the Department work with other stakeholders to 

examine the feasibility of fluoridation, does that mean that you should not do that work because 

you are waiting for political direction from the Minister? 

 

Dr McCormick: 

It is a matter for the Minister, because it is a policy issue, rather than a matter of official 

discretion. 

 

Ms Purvis: 

Does that mean that that recommendation of the oral health strategy is redundant? 

 

Dr McBride: 

Let me comment on the evidence base.  The member is correct to say that the overwhelming 

international evidence is that fluoridation is effective, cost-effective and safe.  We carried out 

studies recently in collaboration with colleagues in the Republic of Ireland, in which we looked at 
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16-year-olds living in the Western Health and Social Care Trust area and compared and 

contrasted their oral health with that of children in the North Western Health Board area.  We 

found that there is a stark contrast in the levels of dental decay because the water in that part of 

the Republic of Ireland is fluoridated.  We have some of the worst rates of dental decay in the 

UK.  In 2005 there were 55,000 extractions from children under 12 years of age.   

 

Indeed, part of my role as Chief Medical Officer is, as you suggested, to independently 

champion population-based interventions that will address that problem.  I raised the issue of 

fluoridation of water in my 2006 annual report.  It is fair to say that the public response indicated 

that concerns were raised about potential adverse consequences, suggesting that people were not 

supportive of or had an appreciation and awareness of the benefits of fluoridation  

 

Therefore, it is not that we have not been seeking to raise and maintain the profile of that 

issue, but there must be popular and cross-party support for it.  The previous time that we raised 

the issue of introducing the fluoridation of water, people in Northern Ireland did not support the 

idea. 

 

Ms Purvis: 

Government’s responsibility is not to suit popular opinion, but to try to address inequalities.   

 

Paragraph 2.42 states: 

 

“The Department has provided funds to Trusts to implement an evidence-based dental caries reduction programme 

targeted at children up to five years of age in the most socially deprived areas”. 

 

We know that children in the 20% most deprived wards are twice as likely as children from the 

20% most affluent wards to have tooth decay.  Andrew spoke about fluoride toothpaste, and the 

report talks about providing fluoride toothpaste to children under five.  It is, in the most generous 

terms, naive to give fluoride toothpaste to children under five.  

 

I understand what you mean about providing those children with toothbrushes and toothpaste 

and helping them with cleaning their teeth et cetera.  However, I visited a project in East Belfast 

recently that had one such programme, and a three-year-old was going to the Royal Belfast 

Hospital for Sick Children to have every tooth in their head removed because of decay.  At best, 

that is neglect, and at worst, it is child abuse.  Although the programmes are well intentioned, 
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parental intervention is the issue.  Giving a child a toothbrush and toothpaste and showing them at 

a nursery school or a playgroup how to clean their teeth has no impact if they go home and the 

same procedure is not followed there or being instilled by the parents.  What measurement shows 

whether those schemes and the funds that went to trusts are targeted at the parents of those under 

fives to improve their dental health? 

 

Dr McCormick: 

We need to do more of that work and find further ways to ensure that that message gets down to 

community level.  

 

Mr Donaghy: 

Clearly, children aged five and under cannot be expected to maintain good oral health without 

involving their parents, and any interventions will involve parental education.  I cannot say how 

much money has been spent, but the Department’s target was to: 

 

“reduce the difference in decay levels in 5 year old children in the fifth most deprived wards in each Community Trust 

area and the NI average by 20 per cent.” 

 

The aim of that measure is to target inequalities specifically.  I am pleased to report that that 

target was achieved.  Over that period, therefore, there was a 20% reduction in the gap in the 

decay suffered by children in the one fifth most deprived areas in Northern Ireland against the 

average.  It is also the case that the measure of decayed, missing and filled teeth for the 

population as a whole has reduced by approximately 50% to 60%.  Therefore, progress has been 

made in improving the population’s dental health, and significant progress has been made in 

improving the dental health of children aged five years and under living in the one fifth of the 

most deprived areas in Northern Ireland. 

 

Of course, that involves working with parents.  It is clear that more could be done, but we are 

pleased to say that the targets have been met, and the issue now is to set further targets and to 

bring our energies to bear on them, and as the member said, to promote the debate on fluoridation 

of water further.  

 

Mr Donaldson: 

Reading paragraph 3.14, I was struck by the gender differences in cancer survival rates, which are 
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significantly better for women than for men.  The report states that 51% of women survive, as 

opposed to 39% of men.  That tells me that current cancer-prevention programmes are less 

successful for men than they are for women.  Is the Department putting gender-specific cancer-

improvement targets in place to take account of those gender differences?   

 

Dr McBride: 

You are right to highlight that matter.  It would be an extrapolation to suggest that the cancer-

prevention strategies for men and women are different in their effectiveness.  The statistics 

demonstrate that men have a higher proportion of smoking and alcohol-related cancers.  Various 

cancers are differently amenable to effective intervention.  Some cancers are related to alcohol 

consumption, and there are differentials in rates of alcohol consumption in society that have an 

impact.   

 

You made a valid point about the willingness of men in particular to engage in and respond to 

health-promoting behaviour.  Our interventions seek to encourage men to engage in health-

seeking behaviours.  We do not have specific targets for that, but whenever specific programmes 

are developed, for instance by the former Health Promotion Agency, which is now part of the 

Public Health Agency, we research extensively the approach that we will adopt in campaigns to 

promote better health and screening programmes.  We want to ensure that those programmes 

address gender-specific differences in responses and behaviours.  A lot of research goes into 

developing campaigns to address the issue, although, as you pointed out, no specific targets have 

been set.   

 

Mr Donaldson: 

Given the starkness of the differential, might you consider setting some targets in the future?    

 

Dr McBride: 

It is incumbent on us to take away comments and suggestions such as this continually.  As we get 

better at understanding some of the causal factors of cancers, and as we continue to improve 

treatments and prevention strategies, including vaccines, our target population will be refined.  

That means that we can adopt a refined population-based approach to target those who are 

particularly at risk or hard to reach.  I will certainly give further thought to your comments. 
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Mr Donaldson: 

Figures 22 and 23 at paragraphs 3.15 and 3.16 set out starkly the impact that different cancers 

have on people.  What improvements have there been in the five-year survival rate statistics since 

the report was published, and how do they compare with data in other UK regions?   

 

Dr McCormick: 

The data show that the target for improvement in the five-year survival rate was achieved in the 

majority of cases.  That applies across the main cancer sites; there have been significant 

improvements in breast, prostate and female colorectal cancers.   

 

To go back to your first question, the difficulty with some of the male cancers, as Michael 

said, is that males are more difficult to reach.  That is an area where we are seeking a 

comprehensive range of interventions through prevention and effective services.  That is a central 

priority; the performance target on that is one of the highest that we have.  We are confident that 

the service is stepping up the mark in dealing with that.   

 

Dr McBride: 

In the past five years in all the main cancer sites, there have certainly been improvements in the 

survival rate for men and women.  It is important that the confidence intervals on that information 

be taken into account, but the figures suggest that there has been an improvement in the relative 

survival rate.  The most significant improvements have been primarily in breast, prostate and 

colorectal cancer. 

 

Mr Donaldson: 

How do the figures for Northern Ireland compare with those of other UK regions? 

 

Dr McBride: 

I do not have the details with me, but I am happy to provide that information to the Committee.  

Our rates for improvement in cancer survival have improved significantly.  You will remember 

the publication, many years ago, of the Campbell report.  At that time, cancer outcomes in 

Northern Ireland were significantly behind those in the rest of the UK.   

 

I am pleased to say that, since the publication of my predecessor’s report and, as a result of the 

concerted action of the Department and of health and social care services across Northern Ireland, 
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cancer survival rates have improved significantly.  They compare favourably with the data in rest 

of the UK, and, more widely, the UK compares favourably with the rest of Europe.  There has 

been a significant improvement in cancer survival rates in Northern Ireland in the past decade. 

 

Mr Donaldson: 

It would be useful to have written statistics on the improvement in survival rates over the past 

five years in Northern Ireland and a comparison between the Northern Ireland figures and those 

of other UK regions. 

 

Your latest statistical release for September 2009 reveals that 88% of cancer patients began 

treatment within 62 days of referral, against a target of 95%.  What implications does the failure 

to meet the target have on survival rates, and what actions are you taking to improve and sustain 

the speed of patient pathways through the system?  In other words, what impact is the delay 

having on survival rates? 

 

Dr McCormick: 

I am not sure that it is possible to give a detailed analysis of that, because it is not always the case 

that not meeting the 62-day target will have a direct impact on the progress of the disease.  It is a 

standard that we are seeking to hold to, and I know that the trusts have applied a lot of energy and 

attention to improving on that.  We are in line with performance in England on that measure; the 

English achievement was 88·7%, compared with 88·3% in Northern Ireland.  Therefore, the 

figures are very close.  Scotland and Wales have done rather better, and we aspire to improve.   

 

A continuous review of services is required to ensure that the right people are in the right 

place at the right time.  The need to extend radiotherapy through initiatives such as that at 

Altnagelvin Area Hospital is part of what is needed.  Service developments are planned and will 

come into place in the next few years to ensure that the range of services is better.  In recent 

years, a lot of investment has been made through, for example, the cancer centre at Belfast City 

Hospital.  It is important that we see that through.   

 

Michael will correct me if I am wrong, but I think that the experts would say that the degree of 

urgency in applying treatment varies from case to case.  It is too simplistic to say that missing the 

95% target by 7% relates to survival.  It is important for a patient’s confidence that they feel that 

they are being dealt with urgently, even if it does not make a difference to the progress of the 
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disease.  In some cases, the need for treatment is urgent, and we rely on clinicians to make 

individual judgements, case by case, and to apply priority and urgency as need be.  I am confident 

that the experts do that correctly on a case-by-case basis.   

 

Our commitment is to consider the investment and the management of services, and the 

priority that that receives in developing services to provide the best possible service to the public.  

 

Mr Donaldson: 

I take it that you are looking at the situation in Scotland and Wales to see how they are managing 

to improve their referral times and to ascertain what lessons can be drawn from experiences in 

those places. 

 

Dr McCormick: 

Yes. 

 

Mr McGlone: 

My first two questions require only a “yes” or “no” answer, which should expedite things a little.  

However, that does not make my questions any less important. 

 

Paragraph 4.10 on ambulance response times states that: 

 

“The PSA target to respond to 75 per cent of Category A calls within eight minutes is in line with national targets”. 

 

The average response times here do not meet that target and are far from satisfactory.  Did the 

response times in the Northern Trust area drag down the overall average? 

 

My second question is about ambulance coverage levels.  From paragraph 3.4, I note that we 

have the second highest rate of women dying from coronary heart disease, with Scotland having 

the highest rate.  Does withdrawal of cardiac ambulance cover help that situation?  I ask that with 

specific reference to the Mid-Ulster Hospital. 

 

Dr McCormick: 

At the time of the report, there was an issue with response times in the Northern Trust area.  

However, the times have since improved significantly.  Therefore, the answer is yes then, but no 
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now.  The Ambulance Service has invested a lot of attention in its response times.  Times have 

improved significantly since the report was prepared, and the Northern Ireland average is now on 

target.  The response times in the Northern Trust area are still behind the rest; which is due to 

geography and is the reason for the 75% target.  We have to find the right balance between 

resource deployment and community needs.  Everyone is doing their best to ensure that the 

service across the region is consistent and equitable.  The issue is difficult and challenging. 

 

The answer to your second question is no, because we are confident that the range of measures 

being implemented by the Northern Trust and the Ambulance Service are appropriate for the 

needs of the community.  I am well aware of the geography of the area that you mentioned, and I 

am confident that the Northern Trust is addressing community needs effectively. 

 

Dr McBride and Mr Donaghy may have additional points to make on those broad areas, but it 

is important to provide assurance that our first responsibility is to meet the needs of the 

community and manage resources effectively. 

 

Dr McBride: 

I will also try to give a short answer.  Rapid-response vehicles are used to get skilled and trained 

paramedics with life-saving equipment as quickly as possible to someone who has collapsed in 

order to provide life-saving treatment.  The Ambulance Service is adopting that approach, and it 

is also the approach that is being adopted in the Northern Trust area and other trust areas in 

Northern Ireland. 

 

Mr McGlone: 

Are response times still a problem? 

 

Dr McCormick: 

They are improving significantly, and it is important to give credit to the Ambulance Service for 

that. 

 

Mr McGlone: 

It might be useful for the Committee to have some detail if the overall average is affected. 
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Mr Donaghy: 

I can provide some of those details.  The response times in the Northern Trust area are lower than 

those in the other trust areas of Northern Ireland.  As Dr McCormick said, overall response times 

are improving, but the Northern Trust area is still proving to be the greatest challenge in that 

regard.  Consequently, there has been significant additional investment in the Northern Trust area 

over and above investment in other parts of Northern Ireland, and we expect to see an impact 

from that. 

 

Mr McGlone: 

I appreciate that there has been a notional investment, but are you aware that that has not 

materialised at ground level yet? 

 

Mr Donaghy: 

Additional ambulances were put in place very recently.  It will depend on when the stocktake is 

carried out. 

 

Mr McGlone: 

With no disrespect to you; that must have happened since last Friday. 

 

 

Dr Donaghy: 

We can check the precise start date. 

 

Dr McCormick: 

There are further steps to be taken:  we accept that. 

 

Mr McGlone: 

Take it from me:  that is the truth. 

 

I return to my other point.  According to paragraph 2.47, surveys in 2006 and 2007 show that 

patients were generally unimpressed with ward cleanliness.  I expect that things have changed in 

the past two years in response to the clostridium difficile and MRSA problems.  Has the expected 

improvement been confirmed through subsequent surveys? 
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Dr McCormick: 

It is clear that the service is giving considerable attention to that.  In the Northern Trust area, in 

particular, there has been a significant improvement in hygiene standards.  They are improving 

and we have evidence to that effect which will be reflected in forthcoming information.  There 

has been great concern about this and the community is acutely conscious of it.  We wish to 

ensure that there are fair and proper standards and that they are policed and enforced.  

Management teams, operational managers and clinicians are aware of the importance of this and 

they are supported to do what is necessary on the issue to maximise prevention and improve 

public confidence.  It is a most significant area for us. 

 

Mr McGlone: 

Have further surveys been conducted? 

 

Dr McBride: 

May I build on what Dr McCormick has said?  There has been a concerted effort made.  The 

latest position is as follows:  MRSA rates decreased by 22%, across the board, by April and June, 

as compared to January to March of this year.  That is a very considerable improvement and it 

demonstrates the success of the concerted efforts made. 

 

As to clostridium difficile, I advise the member that we saw a 26% reduction among patients 

in hospital.  If we look at the reports on people who acquired the infection in the community 

before the patient entered hospital, we see in the same period, April to June, a 35% reduction.  

Therefore, we are seeing very significant reductions as a result of the concerted efforts and 

investment that have been made to reduce incidence of those infections. 

 

Mr McGlone: 

Do you mind if I interrupt?  The reduction was over what period of time?   

 

Dr McBride: 

It took place in the last quarter, from April to June 2009.  You quite rightly pointed out that the 

clostridium difficile outbreak that took place in the Northern Trust area presented very significant 

challenges in achieving the target we had set ourselves.  It took a significant period of time to turn 

the tide.  In the last quarter, from April to June 2009, we have seen a 26% reduction.  Incidence of 

infection is down to 51 episodes. 
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Mr McGlone: 

How does that compare to the same time last year? 

 

Dr McBride: 

It is a very significant reduction.  I do not have the figures with me. 

 

Mr McGlone: 

If you do not have the figures with you, perhaps you could provide us with them. 

 

Dr McBride: 

We can certainly provide those figures.  The downturn is very significant compared with the 

previous quarter.  I am happy to supply the statistics. 

 

Mr Dallat: 

I am an old codger on this Committee.  I have sat on it for 11 years, and it was discussing chronic 

heart disease 11 years ago.  At that time, plans were being rolled out to co-ordinate the various 

Departments in tackling the problem.  

 

However, before I ask a question, I pay tribute to the medical teams in the Royal Victoria 

Hospital, which must be the best in the world.  I saw that through personal experience a few 

months ago, and I do not think that people generally appreciate their commitment and dedication.  

If it is relevant, please convey the feelings of this Committee towards those people who have 

saved so many lives. 

 

Let us stay positive.  The number of people who die from chronic heart disease has been 

falling significantly, which is a very healthy trend.  However, we are not there yet.  We are very 

far from our goal still.  Looking at the statistics; 250 deaths from chronic heart disease per 

100,000 people may not mean anything until one looks at the figure for Japan, which is 54 per 

100,000.  The figure for our neighbours France is 82 per 100,000.  In 2006, almost 76,000 people 

in the North of Ireland were registered as suffering from chronic heart disease.  That scares the 

wits out of me, and I am sure that it scares the wits out of everybody else in this Chamber.  What 

can you do, that you are not doing, to address that issue? 

 



44 

Another section of the report highlights that people who live in areas of social deprivation pay 

the price for chronic heart disease.  They are the casualties right at the top.  What can you tell me, 

11 years on, that is different from what you said in 1998? 

 

Dr McCormick: 

Your points are of as great a concern to all of us as they are to you in relation to seeking to do the 

best for the community.  That is what we are trying to achieve.  We need to continue to reduce 

smoking and obesity by getting to the root causes in the community.  We talked earlier about the 

actions that are being taken in that regard.  More people are living longer, and it is true to say that 

that can be associated with some of them manifesting symptoms and diseases.  There has been a 

better downward trend in Northern Ireland than in many other regions.  It is important to 

highlight that we have a very good downward trend. 

 

Dr McBride: 

The member is correct:  we face a significant challenge in relation to all of the issues that we 

discussed earlier such as smoking, obesity, diabetes, and so on, and the importance of the 

Investing for Health strategy and addressing health inequalities. 

 

From 2000 to 2006, there was a 28% reduction in deaths from circulatory disease, including 

coronary heart disease.  The standardised death ratio was 158 per 100,000.  That has now fallen to 

98·5 per 100,000, so we have seen a very significant difference.  We are different from people 

who live in Japan.  Lifestyles, diets and levels of physical activity here are different, and all of 

those factors conspire against us making further progress in relation to the downward trend. 

 

June saw the launch of the first of our service frameworks, the cardiovascular health and well-

being service framework, which sought to ensure that we continue to improve the excellent 

services that are provided by the expert team in the Belfast Trust and across all services in 

Northern Ireland in relation to treatment and care, and interventions to treat people with coronary 

heart disease.  It also sought to encourage smoking cessation and the prevention of heart disease 

through a better diet.  That cardiovascular service framework was published in June.  There was 

significant investment — over £12 million — to improve treatment care and to try to drive down 

further the very significant 28% reduction that we have seen over the past six years. 
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Mr Dallat: 

I have one more question.  It is about organ donation.  I have a particular interest in that matter 

because one of my proudest moments was attending the laying of the foundation stone and then 

the official opening of the Causeway Hospital in Coleraine.  We had great expectations for the 

future, including the provision of dialysis, and so on.  Why has an increase in the kidney 

transplant rate not been established as a departmental priority?  More people are depending on 

dialysis for survival.  Why has the Department not highlighted this to a greater level? 

 

Dr McBride: 

The first kidney transplant in Northern Ireland was performed in Belfast City Hospital in 1968, 

and since then there has been a significant increase in the number of kidney donations as well as 

other donations.  Since 1968, more than 1,300 people in the Belfast Trust area have received 

kidney transplants. 

 

Our rates of cadaver kidney donations are comparable to those in the rest of the UK.  We need 

to make progress and close the gap in living donor donations, the number of which does not 

compare favourably with that in the rest of the UK.  The Belfast Trust is working to ensure that 

we have the adequate skills and dedicated theatre sessions to improve that situation. 

 

The availability of donor organs is, however, a wider issue.  Comparable figures across the 

UK show that, for example, 32% of the population of Scotland is registered as organ donors, but 

only one in four people in Northern Ireland carry organ donor cards.  We have a lot to do to 

increase that number.  Three people die every day in the UK while waiting for an organ donation:  

that is a statistic that we can do something about. 

 

Mr Dallat: 

I am sure that the Committee will be delighted if officials go away today with a commitment to 

do whatever is humanly possible to raise the profile of the donor registration campaign.  I 

mentioned the Causeway Hospital; we are hearing all sorts of stories about centralising urology 

services, and horror stories about people who live in Cushendun who will have to travel to 

Altnagelvin Area Hospital in future for attention.  I hope that that is not true. 

 

The Chairperson: 

Perhaps the officials could pass that information to Mr Dallat. 
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Mr Beggs: 

I congratulate you on the significant reduction in waiting times that has occurred, which is 

highlighted at paragraph 4.3 of the report.  To what extent did that depend on the procurement of 

additional services that were bought in by the Health Service? 

 

Dr McCormick: 

The strategy has been to use the independent sector primarily to deal with backlogs in order to get 

to a steady state — in other words, a balance of supply and demand.  The way in which we work 

with the Health and Social Care Board and the trusts means that resources have been released to 

provide for recurrent investment in capacity so that we can get to a steady state.  It is right to use 

the independent sector to achieve some of the reductions in the numbers of people who have been 

waiting for a long time; it was the right thing to do for them as patients to meet their needs. 

 

To have tried to invest in capacity to have that scale of activity would not have been the right 

use of resources.  It is a difficult thing to get right; and we are not there yet.  We are working 

closely on that to try to get the right balance.  There has been significant expenditure on 

procedures in the independent sector; that was important, because we had such a large backlog of 

people who were waiting for too long.  There are variances between specialties:  in some, we are 

getting close to having the right balance between supply and demand; in others, it has been 

problematic because of difficulties in staff recruitment and retention, and there are some highly-

specialised areas in which it is difficult to secure the appropriate services.  It is a major 

management challenge, and we are seeking to secure a stable and satisfactory outcome. 

 

The challenge remains, because demand is increasing.  There is a pattern of increase in the 

number of referrals:  there was a 9% increase this year compared with last year, and there was a 

significant increase last year compared with the year before.  Reaching a steady state is difficult 

and will require more active demand management.  We are working with the Health and Social 

Care Board to see how we can make progress in that regard.  We will need to take a more detailed 

look at the balance between supply and demand in some sectors.  That is the direction in which 

we are trying to go. 

 

Mr Beggs: 

What was the cost over the last three years, for example?  Did the threat of taking money from 
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trusts to pay for private sector operations force trust management to address internal problems? 

 

Dr McCormick: 

Yes; in many cases, the alternative offer policy ensured that more emphasis was placed on the 

need for internal reorganisation.  Staff were motivated to meet waiting times and avoid the work 

being taken elsewhere.  The policy has been genuinely beneficial in promoting organisational 

improvement, but that effect has not been universal by any means.  There were some cases in 

which the policy had to be applied in some important sectors in which we have not been able to 

create the right balance. 

 

For example, we are investing on cardiac surgery and plan to secure more local activity in that 

field.  In the meantime, it is essential that we secure services from elsewhere and pay for people 

to get the treatment that they need when they need it.  Locally, procedures have increased from 

920 in 2007-08 to a projected 1,100 this year.  Activity needs to increase further, and that will 

require more investment.  It has been vital and appropriate to use the independent sector to close 

the gap in the meantime. 

 

Taking account of both inpatient and outpatient elective care, about £55 million has been spent 

in the independent sector in the last financial year.  That money has been spent primarily to 

ensure that we get as close as possible to the elective-care standards set by the Minister and 

endorsed by the Executive.  That has been the best option available to secure what people need. 

 

Mr Beggs: 

Will you provide us with information on the range of moneys that have been spent over a number 

of years so that we can see trends and, hopefully, that you are creating a better balance? 

 

Dr McCormick: 

Yes. 

 

Mr Beggs: 

The report sets out the individual waiting times and the associated targets for outpatients and 

inpatients.  Rather than having two separate targets, would it not be more appropriate to have a 

cumulative target that reflects patient waiting times in their totality?  I understand that an 

integrated target has been applied in other parts of the United Kingdom.  Are you thinking of 
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introducing something similar here? 

 

Dr McCormick: 

We have examined that option in the past, and it remains an issue for serious consideration.  The 

approach adopted in England was to establish a target of 18 weeks for the total journey time, 

which is the relevant jargon phrase.  That means that the period between a GP referring a patient 

to specialist services and that patient receiving treatment should be no more than 18 weeks.  The 

best we can say at the moment is that our nine-week target for outpatient treatment, nine-week 

target for diagnostic treatment and 13-week target for inpatient treatment amount to around 

double the English targets. 

 

We recognise that there may be a gap between the clock stopping on outpatient treatment and 

the clock starting on inpatient treatment.  It is a matter for the Minister to decide priorities, which 

must be judged carefully in relation to available resources.  We do not have anything like the 

resources needed to implement an 18-week target.  Significant further investment will be required 

to reduce waiting times and clear the backlog. 

  

Many people in Northern Ireland are waiting longer than that, and it is a matter for political 

consideration as to whether that is of sufficient priority in order for investment in health and 

social care to be made.  There is a clear and cogent case for it as regards patient care and 

consistency of standards across the UK, but it is a political judgement as to whether it is possible. 

 

It is difficult for the Department to work towards the PSA target of a total journey time of 25 

weeks by March 2011.  Indeed, it is not realistic for the Department to consider that to be 

achievable at the moment because of the resource constraints it is facing.  The Department does 

not have large amounts of additional resources to use in an attempt to address the problem, which 

means that people are waiting in pain and distress longer than they should.  The Department 

would love to be able to do that as it would be a significant improvement in services.  However, 

those are really matters of resource allocation judgement for Ministers and the Executive. 

 

Mr Beggs: 

It is apparent that there have been pressures on the Health Service in recent times.  For example, 

swine flu has led the Department to stop funding private sector operations, because of insufficient 

funding, and those operations have been brought in-house.  To what extent have those pressures 
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in the Health Service affected waiting lists, and are waiting lists actually growing? 

 

Some of the Department’s documentation states that it monitors progress on waiting times on 

a weekly basis — 

 

Dr McCormick: 

It does. 

 

Mr Beggs: 

What is happening with waiting times? 

 

Dr McCormick: 

There are some concerns, which I attribute to the pattern of increasing demand the Department is 

facing.  Health and social care is, fundamentally, demand-led, and sometimes the only variable 

that can be controlled is waiting time.  The Department has a commitment to meet need, and the 

service framework policy shows how that need should be met and by what patient pathway. 

 

Swine flu has meant that until mid-October 2009, when the Executive made the decision on 

resource allocation, there was significant uncertainty about resources.  Indeed, the Department 

feared that it might have to fund the entire cost of swine flu.  That meant that some resources had 

to be kept in reserve, placing a larger degree of difficulty on the trusts than the Department would 

have hoped. 

 

There has been some progress since then, and the pause that you mentioned on the use of the 

independent sector by some trusts was part of that process.  The Department has been able to 

write to all trusts to let them know that, because swine flu is being funded in a certain way, not as 

many resources need to be kept in reserve and that the Department is able to release resources 

back to the trusts.  That has allowed the use of the independent sector for operations to begin 

again. 

 

The Department has also told the trusts that they will be obligated to follow the Minister’s 

requirement to deliver standards of care that we have spoken about.  Everyone in the Health 

Service is working extremely hard to do everything possible to meet those standards, and there 

has been an amazing effort by clinicians and managers to make that work.  I want to pay tribute to 
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the organisations for the successes that have been achieved. 

 

However, in fairness I must also emphasise that we face quite significant challenges to 

maintain those standards this year because of resource constraint and rising demand.  It is a 

societal dilemma. 

 

Mr Beggs: 

On the issue of primary care appointments, paragraph 4.8 of the report concludes that in 2005-06 

98% of GP practices reported meeting the target of all appointments occurring within a 48 hour 

period.  However, the results of the GP Patient Experience Survey, referred to in paragraph 4.9 of 

the report, contradicts that with only 84% of patients reporting that they were seen within two 

days.  In light of that, what quality control procedures are in place to verify that the officially 

reported statistics on primary care appointments are accurate? 

 

Mr Donaghy: 

I shall briefly set that question in context.  As the term “independent contractor” implies, there is 

a contract between health and social care trusts and general practitioners, who are not salaried or 

employed directly by the Health Service.  The general medical services contract, which was 

introduced in 2007, governs the relationship between the two parties, and I am sure that members 

are familiar with it.  The contract brought a huge focus on better chronic disease management; a 

requirement to register patients and to provide them with a suite of services that are designed to 

improve their experience and to have a direct impact on chronic diseases, such as circulatory 

disease, heart failure, diabetes and a range of others.  The contract is the linchpin of better care 

for patients with those conditions.   

 

The access to care element of the contract required GPs to conduct patient surveys and to 

report the results in order to provide evidence that they were meeting the required standards.  The 

first set of data to which you referred consisted of self-reported surveys that were conducted by 

general practitioners.  Over time, and following national negotiations that were led by the Health 

Department in London, it was clear, and GPs were only too happy to accept, that there should be 

a more robust survey tool that would be administered independently from GPs and applied 

consistently across the UK.  That independent survey tool, surveying many thousands of patients, 

makes it clear that the latter figure for access that you quoted — 84% — is the current, more 

accurate one.  That has a direct bearing on the contractual relationship with general practice and 
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is part of the way in which the contract seeks to incentivise better access.  The accurate figure is 

the latter one, which is a direct result of the national decision to move to using an independent 

survey tool.   

 

Mr Beggs: 

You spoke about how the Investing for Health strategy is helping to tackle health inequalities.  I 

attended a meeting of the Northern Investing for Health Partnership, at which the Chief Medical 

Officer for Scotland, Harry Burns, was present.  A few days earlier, he had given a presentation 

to the Scottish Executive, and he gave a similar presentation to us about investing in the very 

early stages of young people’s lives.  As a member of Horizon Sure Start, I declare an interest at 

this point.  Early years is the responsibility of the Department of Education, so, to a degree, we 

are reliant on a different Department to deliver health outcomes, because tackling areas in which 

there are health inequalities involves additional parental support at those critical early stages to 

give good messages that will be picked up.  Are you over-reliant on a different Department and, 

since the end of the children’s fund, is there a danger that the issue will disappear down the gap 

between departmental silos?   

 

Dr McCormick: 

That danger exists, which is why it is all the more important that we continue to work closely 

with the Department of Education.  We have good links with it, involving regular meetings at all 

levels.  I regularly meet my counterpart from the Department of Education to review the progress 

in those areas.  Investing for Health was always a cross-cutting strategy.  It is not possible for 

DHSSPS or the health and social care system to do everything that is necessary.  We have to take 

responsibility for giving a lead, maintaining communication and challenging our colleagues and 

peers on those issues.  We accept that responsibility, and we undertake to do the very best that we 

can in that regard.   

 

However, with respect to actual interventions, there is a host of evidence that health measures 

to provide a better standard of care in early years are absolutely vital for life expectancy, mental 

health and a host of conditions.  If there is one thing that we can do to make a difference, it is to 

ensure that families have the support to do the right things for their children in their early years, 

and that is to be targeted in areas of highest deprivation.  We will not see the benefits of such a 

long-term investment immediately; it is the sort of thing that requires patience and a long-term 

commitment, but it is something on which the research is very clear, and we want to continue to 
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work with our colleagues on it.   

 

We will take responsibility for promoting the issues and giving a lead.  The Minister is very 

concerned to ensure that ministerial colleagues work together through the Executive processes, 

the ministerial subcommittee on children and young people, official-level working groups and so 

on.  I am glad to say that there has been a consistent commitment and understanding of the issues 

on the part of the Department of Education.   

 

Mr Craig: 

The witnesses will be glad to hear that I am the last member to ask questions.  I have absolutely 

no desire to hold us all back from our tea.   

 

One thing that I must ask about is the statistics on outpatients from August 2009.  I thought it 

interesting that about 500,000 appointments are still being cancelled — that is roughly one in 

four.  No doubt that is a colossal waste of resources.  It is frightening that 220,000 of those 

appointments are cancelled by the hospitals, and, in approximately one third of those cases, that is 

due to issues relating to consultants.  Are any actions planned or targets set to try to reduce that 

problem in the outpatients’ departments? 

 

Dr McCormick: 

As we assured the Committee in the memorandum reply to the report on this issue some time ago, 

we have required trusts to set targets to deal with this issue.  At that time, we discussed the range 

of issues that we have in relation to avoiding cancellation by hospitals.  It is important that we 

continue to pursue those targets.   

 

Mr Sean Donaghy has some further details on the progress that is being made.  There are some 

encouraging trends, but we are not complacent about it.  It is an area that requires attention and 

proper management.  The incidence here is not all that different from that in other parts of the 

UK.  I mention that only to put it in perspective, not to hold back from stressing the need for a 

continued effort to manage this well and to ensure that there is good practice in the management 

of leave, study leave and so on, which we spoke about when we last gave evidence to the 

Committee on this topic. 
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Mr Donaghy: 

The level of clinics cancelled by hospitals sits at about 10%, and we have seen that figure come 

down by small points of percentage over the past couple of years.  It is broadly comparable with 

the picture in England, for example.   

 

One should not necessarily assume that cancellation by hospitals equates to wasted resource.  

The key issue for us is that patients are able to access an appointment in a timely fashion and 

access the healthcare that they need.  That is best judged by the length of time that they wait for 

an outpatient appointment.  The cancelled clinics and did-not-attends contribute to a patient’s 

experience of the service.  For that reason, it is vitally important that we stay focused on them and 

make sure that there is not a sense of stop-start in appointments.  We are confident that that is the 

case.   

 

We now have a partial booking system in place.  I will explain quickly what that means.  The 

fact that you require an outpatient appointment is registered; it is agreed that you require one and 

that it will take place within a predefined period; and you are re-contacted personally to confirm 

that appointment much closer to the time.  That has helped us greatly with, for example, the one 

third of patients who do not turn up because we told them six months previously when we would 

like to see them in hospital.  It is entirely understandable that that might affect their capacity to 

attend.   

 

I caution against an assumption that cancellation by a hospital is a wasted resource.  We do 

not consider that it represents a wasted resource, but we are concerned to improve the patient 

experience.  We are doing that through giving patients appointments much closer to the time and 

trying to use ways that are familiar to them to remind them of those appointments.  Where 

possible, a telephone call is made the day before the appointment to ask whether the patient has 

remembered and will be coming to it.  That practice is not universal, but it is done where 

possible.   

 

Mr Craig: 

I tend to agree.  I have experienced that myself lately; the reminder was a wonderful device and it 

certainly helped. 

 

I do not want to hold you back, but I have a question about accident and emergency services.  
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The figures of 13 October make it clear that the year-on-year use of A&E seems to be increasing.  

There is an almost insatiable demand.  Is there any way of preventing the inappropriate use of 

accident and emergency services?  That is a bugbear of mine. 

 

My wife is a paramedic, and sometimes the ambulance is referred to as the big, white taxi.  

People with all sorts of issues use the service.  In a lot cases, they should have made their own 

way to the accident and emergency department or, quite frankly, to their doctor.  Unfortunately, 

the system seems to trail them all down to the accident and emergency department, which then 

becomes overloaded.  Is there any way of reducing inappropriate use?   

 

Dr McCormick: 

This is challenging and difficult.  It is a balance between getting the message out to the public 

that services are available — publicising how out-of-hours clinics work and the availability of 

minor injuries units — and ensuring that accident and emergency services are available for those 

who really need them.  Staff at accident and emergency units will always do their very best to 

attend to the demand that is there.   

 

I pay tribute to the very significant change in performance over the past few years.  We have 

seen a lot of commitment to secure change and effort to reduce the problems that had arisen from 

managing demand in that context.  That has required the whole system to improve and has been 

very successful over the past few years.  The higher level of attendance may be partly because 

people know that they will not have to wait so long; a much larger proportion of people are being 

dealt with within the four-hour target.  The target of dealing with 95% of people presenting at 

accident and emergency units within four hours has had a significant impact.  This is an area that 

we are paying attention to in order to ensure that there is a balance of response.   

 

Mr Donaghy: 

One person’s inappropriate attendance is another person’s access to rapid, convenient and 

effective treatment.  For the most part, we would not wish to tell people that they should not have 

come to an accident and emergency department and that they should go somewhere else for their 

treatment.   

 

It is very important that people access the right place for their treatment.  That is one of the 

reasons why accurate and timely data help us and the primary care community to ensure that there 
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is effective and rapid access to primary care services; that is very important.  Mr Beggs’s question 

regarding the accuracy of data on GP appointments is a pertinent point.  We need to ensure that 

there is timely, effective access to all primary care services; we see that as the vehicle that will 

encourage people to go there as their first port of call rather than to turn elsewhere.   

 

We are very encouraged by the positive feedback about GP out-of-hours services.  That is 

going very well.  There are some exceptions, but, generally speaking, people are finding that a 

very effective service.  We think that that is the reason why we have seen an increase of 11% in 

accident and emergency attendance over the past two years, compared to a 40% to 45% increase 

in England and Wales.  There is a trend upward to use A&E, and one can understand why on a 

Friday night — perhaps not on a Friday night, depending on one’s condition — it seems an 

attractive way to access rapid service, particularly if it is close by.  We have seen a much lower 

rate of increase, and we attribute that to better access to primary care.   

 

Mr Craig: 

So the new out-of-hours doctor system has kept us at a lower rate of increase in accident and 

emergency attendance than on the mainland?   

 

Mr Donaghy: 

Yes; it would seem that access to primary care right across the board has done that.  However, 

that is an inference; I could not point you to a single factor that confirms that that is definitive 

evidence.  In our looking for reasons why we have not seen the quantum increases that colleagues 

in England have seen, one of the explanations would appear to be relative satisfaction with access 

to GP services, including out-of-hours services.  We continue to work at that to seek to improve 

it.   

 

The Chairperson: 

You will be glad to hear that there are no more questions.  Thank you all very much for 

answering our questions very well and in great detail.  The Committee appreciates that.  We will 

be putting our report together, and we may write to you to seek further information.   

 


