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MINISTER’S FOREWORD

I am pleased to receive this Report from the Expert 

Health Sector which sets out a comprehensive and 

available to our health services.

of change is the way we allocate resources.  When I 
established the Expert Group last April I asked them to 

These are highly complex areas where there are no simple answers.  As this 

commitment and hard work over the past 14 months.

Mary Harney TD
Minister for Health and Children

Minister’s Foreword  iii
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CHAIRPERSON’S FOREWORD

Health-care systems face rapidly changing contexts and 

increasing demands on health-care systems in all developed 

good health.

While Ireland is a highly developed country by many criteria (growth rates, 

the system. It may also be due to the fact that many aspects of the present resource 

principles/values expressed in current health policies which place the users of 

and which aim to ensure that services are delivered in the most appropriate and 

A fully-integrated, coherent health-care system which brings together primary care, 

by the unique mix of skills among group members, covering economics, health-



One challenge for the Group was the absence of readily accessible data on the 

Consequently, this Report does not describe a perfect health-care system, but rather 
presents proposals that will support immediate and medium-term improvements 

It has been a privilege, as well as a pleasure, for me to chair this Group. I am grateful 
to the Minister for giving us this challenge and for urging us to bring our independent 

and commitment to the project. Their painstaking research provided us with the 

to us. Their impressive output is published as a separate volume, which I believe will 
provide an important resource of independent research for anyone who wants to 

Prof Frances Ruane
Chairperson
July 2010

Foreword  v
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achieved on the ground. They set out how and where decisions need to be made, 

place in order to make sure that the goals are achieved. Financing mechanisms are 
designed to ensure that access to health care is based on need and not on ability 
to pay.

The three key messages in this report are:

(i)  Ireland needs a system of integrated planning for all aspects of health care, 

pathways, capital and current spending, and public and private delivery in the 

(ii)  Our current medical card system could be developed in a manner which 

which resources can be made available. 

1. Like most other developed countries, Ireland is grappling with the challenges of 

show how these challenges are set in a context where

individuals are living longer

- successful ageing means living with and managing a number of chronic illnesses 
that will be the norm

- developments in medicine mean that people with chronic illnesses who previously 

- managing chronic illnesses means that people need to be involved in the 
management of their own health alongside health professionals.



2. The response to these issues across developed countries has been to 

- develop new models of integrated care which match the changed landscape, 

- engender a new era of clinical leadership that understands the importance of 

payment rates for users should lead them to the best care outcomes possible with 
given resources

- ensure that the services are paid for in fair and equitable ways, and that people 

3. Against this background and taking into account the policy documents that have 
issued over the past decade, the Minister asked the Expert Group 

arrangements for health and personal social services1

- to recommend appropriate changes in these arrangements which would support 

programme 

for the Irish health service 

funding for health.2

4. Throughout its analysis the Group combined its own experience with an evidence-

3

over sixty submissions made by interested stakeholders in the health care system.

1

services’.
2 The Group has interpreted this to mean the total quantum of public funds that go to support health care, directly through 

3

ix
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from the combined roles of the Department of Health and Children (DoHC) and the 

is no framework which allows decisions to be taken in an integrated way that links 

aligns resources with goals. For example:

-  the planning of current and capital expenditure is not integrated

provision

6. Furthermore, the Group found that many of the reimbursement systems for 
providers and the payment systems for users of health care currently used by the 

policies. For example:

the community.

- The professionals and competencies required to manage and treat chronic disease 
tend to be concentrated in hospitals rather than in the community, thus making it 

disciplinary teams to deliver care, much of which should be community based, 
yet there is no governance or funding system in place to develop the primary and 
community care systems to meet this important demand.

systems do not reward either, and the absence of resources in the community 

to be developed.

for the total health envelope.



For example:

on a pay-as-you-go basis, which takes no account of their ability to pay.

services faster than those with equivalent health needs but who do not have 
insurance.

- High pay-as-you-go GP charges are known to deter use of care, increasing the risk 

of health care in the longer term. 

- There are widespread anomalies in the current Long Term Illness system; some 
important diseases are covered, but equally serious ones are not.

the current system which would do more to

-  promote equity and fairness

-  support quality of service

-  generate clear accountability

and Community Care (PCCC)) within the HSE as a move which is consistent with 
delivering integrated care. However, the three areas, hospital care, primary care and 

level - the DoHC, HSE corporate and HSE at local level. The Group recognises that 
a major challenge ahead is the development of new governance structures in the 

arising from the Croke Park agreement to reallocate resources in such a way as to 
ensure that care at primary and community level can replace care in the hospital 
sector where this is appropriate. 

xi



xii

delivery level, the Group suggests that the process of decision making must become 

governance, with the DoHC responsible for policy and strategy and HSE responsible 

to meet local needs most appropriately. The Group believes that, at each level, 

4 These principles are as follows: 

a coherent approach to integrated planning of the health care sector in Ireland, 
which would cover both public and private providers, and integrate both capital 

which are set by and supervised by HSE corporate. It is important to note that this 
proposal of a geographically distributed system is NOT a return to the old health 
board system. 

private.

new integrated model of care which promotes greater quality and safety, so that what 
is planned is resourced and resources are not provided without planning, i.e. where 

4



This means that resources must support integrated care so that users can get the 

points to the need for planned development of governance and infrastructure in 

This means that the HSE should develop new contracts which transparently fund 

providers of care. This will require a change in governance, to ensure that the HSE 

per se.

are set out in Chapter 5 of the Report.

necessary on the grounds that it is not equitable and that it does not encourage 
appropriate behaviours. The Group took the view that such reform could take place 
either through a social health insurance system or by the development of the mainly 

- Transparency, i.e. everyone should be able to understand the system and know 

and to seek help when needed (requiring pre-payment5 for at least some services)

community).

5

how much they use. Typical systems of pre-payment are insurance (both private and social) and services funded through 

services (e.g. checking or monitoring blood pressure).

xiii
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13. In its Report, the Group shows the merits of taking a framework approach to 

availability of resources. In essence, the framework shows how the current complex 

term illness cards, etc., could be replaced by a single integrated stepped system 

the medical card threshold would receive graduated subsidies towards the cost of 
both their GP visits and drugs, and the balance of the cost would be met by co-

6

access to care by those on lower incomes (but above current thresholds) and on 

progressive, people would not face a large increase in costs when their incomes rise 
slightly. The framework details are discussed in the Report. In line with its Terms 
of Reference, the Group considers how such a framework might be developed 
within the current quantum of resources going to support the health-care system. It 

resources than the current tax relief on medical expenses and private medical 
insurance.7

6

7

years. All revenues raised by such tax base broadening measures have been absorbed into general government revenues. 



possible.

use of services across the whole health-care system and removes current inequitable 

medical card system or by the development of a social health insurance system. 

sustainable.

to careful analysis and value for money audits so that Ireland’s cost base for health 
care can be brought into line with relevant comparator countries. This should 

pursued to improve safety and quality of care throughout the system, and how 

means moving resources out of hospitals and into the community in the context 
of developing the appropriate infrastructure and governance. This requires good 

xv
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Chapter 1

The Irish health service, in common with those in most advanced countries, is in 
the process of change and reform. The central focus for most of the reforms is 

for a major share of total health-care costs in developed countries.8 Both of these 

ranging from the most basic public health measures like encouraging smoking 

care must disappear

by transparency and accountability.

Ireland has begun the long process of moving to integrated care, recognising 

done.

care that are equitable and sustainable. In many countries, there are debates on 

8
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health insurance. 

To make further progress in terms of integrated health care and sustainable 

need.

Health and Children, Ms Mary Harney, T.D., to establish an Expert Group to examine 

parts of social care that come under the auspices of the Department of Health and 
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to the course of the disease or its rate of onset and development. It is understood that 

surveillance with or without recurrence. Many cancers can be considered under this 

diabetes.

3. A disease with a sub-acute onset, with a slowly progressive course, with periods of 

include hypertension and hypercholesterolemia.

and Financing in the Health Sector’. This document was prepared by researchers at 

the remaining chapters of the Report.

of Professor Frances Ruane, Director, ESRI. The Group was asked to report to the 
Minister for Health and Children and the Minister for Finance by April 2010.

and managerial and economic drivers to reinforce each other, and the danger that if 
not jointly considered, they actually undermine each other.
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The membership of the Group is as follows:

Chair – Professor Frances Ruane, Director, ESRI

Mr. Brendan Broderick, CEO Sisters of Charity of Jesus and Mary, Moore Abbey

Mr. Ian Carter, CEO, St. James’s University Hospital

Dr. Colin Doherty, Consultant Neurologist, St. James’s University Hospital

Professor Arnold Hill, Professor of Surgery at RCSI and Beaumont Hospital

Professor Peter Kearney, Consultant Cardiologist, Cork University Hospital 

Mr. Pat Lyons, CEO, Bons Secours Health System

Professor Charles Normand, Edward Kennedy Professor of Health Policy and 
Management, University of Dublin, Trinity College

Mr. Manus O’Riordan, Head of Research, SIPTU 

Professor Rowena Pecchenino, Head Department of Economics, Finance and 

Finance

Ms. Patricia Sullivan, General Manager, Waterford Regional Hospital

Mr. Dermot Smyth, Assistant Secretary, Department of Health and Children

Unit of the Department of Health and Children.
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7

The Minister asked the Expert Group: 

arrangements for health and personal social services

-  to recommend appropriate changes in these arrangements which would 

reform programme

mechanism for the Irish health service

public funding for health.10

As outlined in its Terms of Reference, the work of the Expert Group has been aligned 
with the goals of the health-care reform programme, which derive in turn from the 

care system is seeking to achieve.11

policy statements.12

.

third is to ensure that the health-care system is responsive to people’s needs and 

involvement of individuals in health decision-making processes). Similar values 
have been adopted at the European level and these include: universal coverage, 

Tallinn Charter.13

10 -

11

vision and principles as providing the broad, overarching, conceptual aims of the sector and act as general signposts for 
how the sector should behave (principles) to achieve what it is striving towards (vision). We interpret the goals as translat-

12

(2010), Chapter 1.
13   See WHO Europe, 2008.
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In Ireland, the key values for the health-care system are outlined in the 
, published by DoHC in 2001. We note that the 

strategy takes a whole-systems approach and clearly sets out that its remit covers 
both health and social well-being, and also encompasses not just public providers, 

a role to play in health care. 

Its overarching vision for the Irish health-care system is:

’

Four guiding principles support this overall vision:

- Equity and fairness

-  People-centredness (responsive to needs of individuals, co-ordinated delivery 

Programme’ set out in 2006.14

15 With regard to the work of the Expert Group, it is 
important to clarify the above principles and goals as they apply in the context of 

14

-

standards and protocols for quality care and evidence-based decision-making. See The Health Service Reform Programme, 
Department of Health and Children. Available at  www.healthreform.ie/background/purpose.html

15
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Equity and Fairness: The principle of equity and the related goals to reduce health 

concept.16

meaning that health-care delivery is based on user need, and paid for in ways that 

payment for health care from decisions governing how health care is delivered and 

done using public or private sources of funding).

Quality of Service:
which is directly linked to it. Central to safe care is the role to be played by clinical 

of delivery of care which will improve health outcomes.

Clear Accountability: Ensuring accountability in the delivery of services means 

deliver complex care in an accountable manner. This means having a framework 
where clinical, managerial and economic drivers reinforce each other.

People-centred system: 

In line with previous documents, the Group treats principles as signposts for how it 

16

-
-

ity to pay, but that further clarity is needed on whether the policy seeks to equalise health-care need, health-care access, 

www.healthreform.ie/background/purpose.html
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June 2010.17

in a range of policy documents published by the DoHC since 2000, and the 
 the issue of resource 

the Appendix.18

more successfully, while maintaining the sustainability of the system.  It set out the 
following basis for its work:

it takes the form of a document published jointly by the ESRI and the Department 

together with detailed analysis of the Irish system on which this Report is based.

in the last decade, with the establishment of the HSE in 2005.  A consequence of 

internal HSE data were not readily comparable across years in certain cases, despite 

17 The Expert Group worked in both plenary session and by way of sub-groups. The sub-groups covered three areas:  Service 
Delivery (co-chaired by Derry Gray and Rowena Pecchenino) covering Acute Hospital Services, Primary, Community and 

-

to keep the Group informed of the changes that were ongoing in the health-care system throughout the period. The Group 

18  This Appendix was prepared for the Group by the DoHC Secretariat.
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11

line with the rest of the public sector, together with agreement on reviewing 

agreement)

create an Integrated Services Directorate (ISD), and create Integrated Services 
Areas (ISAs) to deliver these integrated services at local level under newly-
created Regional Development Directors

: Establishment of HSE Directorate of Quality 
and Clinical Care, and appointment of almost 50 Clinical Directors (in line 

strengthening clinical management within hospital service

: Proposal by Government to introduce a new Risk 

scheme for 2012) to provide funds to recapitalise the main health insurance 
company (

needing long-term nursing care, under a single transparent system covering both 
public and private providers

cent to 20 per cent and the wholesale mark up from over 17 per cent to just 10 
per cent of the ex-factory price of drugs.

These changes added to the challenges faced by the Group but also pointed to the 

the care/treatment that individuals need as quickly as possible, on equity of access, 

were received and the contents were used to inform this report.
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While some of the submissions did not concentrate on the above brief, some 

only core health services should be included in the health budget; current funding 
system a major obstacle to development of individual person-centred approach; 

the Appendix.20

4) It would work in subgroups so that the wide ranging terms of reference could be 
addressed as comprehensively as possible.

Given the cross disciplinary nature of the Expert Group, the subgroups provided 
an opportunity for members of the Group to develop a shared understanding, 

service delivery is now so powerful that it did not make sense to decouple these 
two sectors. These are given separate and joint treatment in the Evidence Report 

Ireland is, to integrate services so that safety and quality can be enhanced and costs 
contained.

Drawing on its own experiences, the Group has included in its report some 

system, together with some examples where changes made have improved health 
care. These are set out in Boxes in both Chapters 2 and 3.

2-5.

literature, set out in more detail in the Evidence Report, ESRI (2010), and on the 

discussion of high-level issues in Chapter 2. The seven guiding principles in Chapter 
2 are then used to evaluate the present system.

20
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a framework are outlined in Chapter 4. This framework is driven by the need to 

the case of both frameworks, the emphasis is on coherence, which should operate 

Chapter 5 uses these two frameworks and the guiding principles from Chapter 2 

coherent system will involve changes for many of those involved in the health-care 
sector.

The Appendix contains a summary and analysis of recent reports and studies 

by the Group.  As noted above, there is a separate Evidence Report.





CHAPTER 2    Improving Resource 
Allocation, Financing and 
Sustainability of 
Health-Care Systems
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17

Chapter 2 

This Chapter begins by outlining some of the major issues currently facing health-

delivery of health care goes through major changes in all Western countries. The 

and fragmented basis, whereas today care is conceived of as providing integrated 

increased prevalence of chronic disease), technology and costs, most health-care 

of reforms in Western countries have included developments and experiments 

wider roles for primary care and community-based services are developing. This 
chapter reviews some of the learning from other countries on these developments. 

as to maximise the available services within available resources. There is, therefore, 

might be managed.

a range of countries and what has been analysed in the health-care literature. This 
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from Chapter 1 of the Evidence Report, ESRI (2010)) gives a stylised overview of the 

from providers to individuals. Important decisions are required on the overall level 

the fact that decisions around the resources that are available for resource 

care system.

FIGURE 2.1
Flow of Health-Care Resources and Services

are used to include various elements of social care that are linked to what is 

are organised in Ireland. Social care services, such as community services for those 

wellbeing.

Individuals ProvidersIntermediaries

= resources
= services
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right ways and in the right places. It needs to assist in achieving equity and fairness 
and should facilitate change where this is needed.

Evidence from health system reform in other countries suggests that, in general, it is 
et al. 2002), and to focus 

with social and nursing care needs and provision of primary care in emergency 

appropriately providers of health-care services. 

Despite the fact that most health-care systems aspire to providing health care based 
on need, research shows that in many countries those best able to pay for services 

factors, some of which relate to the design of health-care systems themselves. 

There can also be other unintended consequences of some important and desirable 

21

21

to prescribing.
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income, and second, access to care should not depend on where he/she lives.

provide insurance (in the sense that those who are lucky support those who are 

these have the consequence that people who have (or people who are clearly at 
risk of having) expensive illnesses pay more, and those who are well pay less. It can 
be provided through non-risk based insurance,22 where payments are uniform or 

through compulsory savings arrangements, which guarantee that, when well, people 
save for when they are sick.23

those with long-term illness. Compulsory social insurance and tax funded systems 

for the unlucky) and the solidarity element (i.e. overall, richer people pay more than 

to leave some access dependent on ability to pay. It is not possible to remove all 
possible advantages for richer people, but most statements of health policy suggest 

concentrated in large urban centres and to be more available in more prosperous 
parts of countries.24

funding is available to support care on an equal basis across the country, and 
equal access can be achieved by paying for services to be delivered by providers in 
neighbouring areas and providing appropriate transport or by developing capacity 

service delivery. 

of need for services. The more crude approaches used  indicators 

that try to measure need for services more directly by looking at use of services 

22

23 Singapore has adopted a system of medical savings accounts that ensure that funds are available to pay for care when it is 

and the costs for long-term illness fall on the state system.
24

the system took a decade.
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21

easier to develop skilled management in larger units, and there is less year to year 

is perceived locally as local. The consensus has favoured a lower limit of 250,000 to 

may be needed within, as well as between, geographical areas to ensure equity in 
access to services.

commissioning care and providing care.

25 This 

fall and corners will be cut. It requires clinical protocols to be in place along with 

A key change, especially in systems that have mainly public providers of care, is to 

services. Historically hospitals and other care providers were given annual budgets 

example, the contract for an emergency department service is unlikely to specify 
the number of cases, but would specify opening hours and protocols for service 

payments, but payments might be per case where the aim is to encourage take up, 

25
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A common feature in many public health systems (and a feature of most social 

split’). See the Evidence Report, ESRI (2010), Chapter 2. This approach recognises 
that both these roles are complex, and that both need special skills.26 Although the 

has been a renewed focus on the delivery of health care in primary and community-
27 The change 

of focus is about where services are delivered, how services are delivered and by 

support for managing chronic disease, and roles previously carried out by doctors 

from episodic care for the sick to care to reduce illness, and to early management 
of illness.

28), and 

episodes.

used in many countries. The role of hospitals remains important in modern disease 

falling, and can fall further if suitable services outside hospital are available.

doctors. In some cases nurses and allied health professionals work from the same 
base as primary care doctors, and there are strong links with social care service 

26

replaced GPs as purchaser and now contract directly with all health-care providers.
27

28
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professional help to access to the necessary care services. Such assistance (for 
example, through a social worker) would take the form of advocacy where needed, 

- A new heart valve

- High blood pressure

- Irregular heart beat.

improved.

the community.

of care (Ulrich et al., 2008), and that moving services to more appropriate levels and 

a small part of the total cost of health-care provision. Despite this, they can have 

service development.
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resources, but certain general features suggest themselves:

- As in the case of current expenditure, capital resources should be determined 

be determined in the context of (i) the associated current costs, and (ii) the net 

that is unsuitable.

30

care providers to borrow for capital developments with the cost of capital being 
recovered through current funding (an approach currently being explored in 

In many US states, health-care providers are required to submit a ‘ ’

renovated, major medical equipment is acquired or services are materially altered. 

- Public need

- Financial feasibility

- Character and competence of operator

the overall heath care service in the region.

into capital and service planning together with applying a more structured and formal 

health care systems.

30
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for almost all resources for health services is households. The mechanisms through 

- direct payment (no intermediary)

- private insurance companies

- publicly-mandated insurance arrangements31

- government agencies and

of households and only to a more limited extent on the exact mechanisms chosen 

they pay, such as when savings to government budgets are achieved by simply 
transferring costs onto the users of services themselves.

- equity (to allocate the burden fairly) 

- acceptability and transparency (to have a system that is acceptable to the 
public)

important services, this will require some form of pre-payment.

of mechanisms, and there is in all cases some complexity, the system where possible 
should aim to be kept simple and transparent (Thomas et al., 2008, Thomas et al.,

31 For example, Universal Health Insurance or Social Health Insurance which may be managed by public or private bodies 
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Sustainability in the health system has to be achieved in the context of pressures 
for increased resources. The most common pressures are demographic changes 

The key demographic drivers of health service costs are
32

33

- the narrowing of the life expectancy between males and females.34

of ageing is to postpone the use of services (Wanless Report, 2004). Furthermore, 

comparisons that costs of care at the end of life are lower for those who die older 
(McGrail et al. 2000, Wren 2010), although the costs of long-term care near the end 
of life are higher for people who die at older ages. 

2 per cent per annum (Wanless Report, 2004). This is on the basis that access and 

per se will account for higher 
costs.

32

on the need for community and primary care than on the need for hospital services (McGrail et al., 2000).
33

34   The narrowing of life expectancy between men and women may reduce the demands on the health and social care sector 
since it is reducing the number of elderly people living alone, and there is emerging evidence that this reduces the use of both 
health services and long-term care (Wren, 2010).
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27

35 Some 

36

37 While there are some circumstances (such as having other 

less willing to accept advice from professionals. It is therefore likely that changing 

(not always evidence-based) policy-making and some outdated approaches to 

for calls for fairer access to be resisted. Experience suggests that managing the 
pressures for improved access to health care is best done in the context of more 

Despite this, in some countries an allowance has been made in health-care budgets 
to accommodate improved technology, where technology includes new treatments, 
new forms of treatment and new drugs. The mechanism through which improved 

35 There is good evidence to show that the capacity to navigate access to specialist services is correlated with social class and 

36

37
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Improvements may come from new drugs, devices or equipment, but probably 

38 Less invasive techniques allow shorter 
hospital stays, but length of stay has been falling in all countries even for procedures 
where there is no change in the techniques used. In a similar way it has been shown 

allow services to be developed despite low numbers of some professional groups 

- reduced hospital stays.

Improved technology and techniques have expanded the range and degree of 

services, however poor or costly, is generally met with resistance.

40 To a large extent 

41

38

40 The scale of HTA in the United States is expanding rapidly in the context of the recent Obama reforms, and HTA is well 
established in the Netherlands, the UK, Canada and Australia.

41

clearly useful. However, if the pressure for expanded access is to be managed there needs to be a more formal approach to 
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should be possible to achieve savings from cost-reducing developments and to allow 
the development of new services only when their value has been demonstrated.

In considering costs of health services and changes in these costs it is important 

in those costs that fall on government or insurance funders. Thus, for example, a 

42

may decrease costs falling on government and insurance agencies.

cost of  health services tend to rise more rapidly than the costs of goods and 
services in general. 

Research suggests that in virtually all industrialised countries the most important 

42
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by such involvement, depending on how it is designed. Figure 2.2 illustrates the 

discussed.

FIGURE 2.2

Health-Care System

Integrated Care

Health-Care
System

Public & Private
Involvement

Funding &

Equity 
& Fairness
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appropriate delivery of health care – this concept is developed further in Chapter 4. 
The user (individual/family) is at the centre of the delivery system, consistent with 

care.

with the health-care system. The provision of primary, community and hospital 

and training for health-care professionals. 
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of the user at the centre of services, the health-care vision and goals in a country’s 

and the countries benchmarked in the Evidence Report, ESRI (2010), Appendix 

there was no single route to achieving the best health-care system possible.43

Principle 1

health need.

This requires:

P1.1:
private.

P1.2:
capital and current expenditures.

P1.3:
with nothing to be funded without planning (and no planning of developments 
without at least a plan to fund them).44

importance of clarity in the roles of policy makers, purchasers and providers in line 

43

44 The concept of planning here is that, where plans to change or develop services are agreed, these are backed up with 

those plans.
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P1.4:

of both fairness of access and responsiveness of delivery, as well as ensuring that 

P1.5:

whole system.

Principle 2

standards.

P2.1:

P2.2:

decision makers.

P2.3: Having resources allocated as close to the users as possible, consistent with the 
scale of the local delivery system being safe and sustainable in light of demand 

dispersion and very poor public transport links). See the Evidence Report, ESRI 
(2010), Chapter 2.
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public or private.

P3.1:

private.

P3.2:

level.

P4.1: Having resources for all types of care within the same budgetary envelope at a local 

and that the budget-holder at this level is responsible for ensuring the delivery of 

P4.2: Having the decision-making unit at local level with a capacity to deal with the 

P4.3: Having an oversight management structure that ensures local adherence to care 
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: Adapted from Green et al., 2001

1,000 persons

800 report symptoms

327 consider seeking medical care

217

65 visit a complementary 

14 received home health care
13 visit an emergency department
8 are hospitalised
<1 is hospitalised in an academic

medical centre

1,000

800

327

217

65

21
14

13
8



CH
A

PTER
  2 P5.1:

and wellbeing.

P5.2:
in delivering integrated care.

P5.3:

grants for acute hospitals).

P5.4:
given costs.

P5.5: Ensuring, where feasible,45 that providers face the same payment methods regardless 

provider is public or private.

P5.6: Ensuring that purchasers of care on behalf of users (e.g. the state/ insurance 

means having a split between purchasers and providers.

45

services.
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possible.

P6.1:

P6.2:

systems).

P6.3: Ensuring that payment for health care by individuals is on the basis of ability to 

wealth).

P6.4: Having payment for health care by individuals on a pre-payment rather than pay-as-
you-go basis.

P6.5:

P6.6:
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Principle 7

All aspects of the health-care system should be as sustainable as possible.

are in place to ensure control of expenditure levels and value for money. This 
requires:

P7.1:
i.e. taking account of service quality, minimising the total cost of health care 

P7.2: Focusing on measures that seek to enhance the capacity of the health-care 

P7.3:

care delivery level.46

P7.4: Developing performance management systems that incorporate appropriate 

P7.5: Aligning responsibility for resources to those responsible for service delivery 
and aiming to ensure adequate planning of services prior to resource 

46

typical turn taking or pulling rank.



Resource Allocation, 
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Chapter 3 reviews these guiding principles in the context of the Irish health system. 

of its performance against these guiding principles and how the current system 
succeeds or fails to meet these guiding principles. Each of the guiding principles 
and the details of what they imply are used to comment on the present system, 
drawing on the Evidence Report, ESRI (2010), on the Group’s shared understanding 
and experience of the system, and on the broad mixture of disciplines it brings to 

provides some concluding comments.

keeping health costs at a sustainable level. Ireland also has some unusual features 
47 These features include the 

public and private health care. Alongside this complex system, there are major 

being introduced in Ireland in response to concerns with quality, safety and cost in 
the delivery of care.

operate in Ireland. This provides some important background for the development 

47 These are discussed further in Chapter 3 below and are set out in detail in the Evidence Report, ESRI (2010), Part 3.



challenges of introducing new models of care in Ireland.

The key demographic drivers of health service cost are the increase in the overall 

increase in the number of people over 65, but the more important driver of costs 

of demographic change, and ageing has much greater impact on the need for 
community and primary care than on the need for hospital services (McGrail et al.,
2000).48

the fact that a girl born in Ireland today has a 50 per cent chance of reaching the 
age of 100.

to increase by nearly 70 per cent by 2021 whereas the rise in those between 65 and 
74 is likely to be around 42 per cent. Thus the most rapid increases are in the age 

on costs of primary and community services. Table 3.1 summarises the likely changes 

Year Total

2011 332.4 606.5 744.8 308.3 176.4 63.0

2016 321.5 2,445.4 824.5 378.8 203.2 81.4

2021 665.4 2,463.0 438.1 248.1 5,132.6

48

overall demands on health services at all levels.

   www.welfare.ie/EN/Press/Speeches/2007/Pages/sp050506.aspx



cause upward pressure on the costs of care. The extent of the rise in costs depends 
on the responsiveness of the health-care system overall to these increased numbers. 

50 in the need for acute services which in the 

balance of hospital and community services happen, thus building up undesirable 
pressure on limited hospital capacity.

per capita 

to those not available to work) is currently falling – that is the number of older and 

resources to pay for it.

individual holds private health insurance.

50   An increase of as much as 4 per cent per annum could be needed on the basis of present delivery mechanisms.



covered’).

pay the out-of-pocket fees for private GP care. Notwithstanding the eligibility for 

held supplementary private health insurance, which mainly covers hospital care.51

insurance – the dual cover group. People with supplementary private insurance do 
not pay the daily charges for hospital care (since they are covered fully as private 

care, emergency department visits and primary and community-based care. Some 

The full medical card, which is means tested,52

medicines, dental, ophthalmic and aural services, medical appliances, maternity 
and infant care services, and a maternity cash grant on the birth of a child.53 The GP 
Visit medical card grants the recipient (and dependents) access to free GP services 

Individuals without a medical card are required to pay for private GP care at the 
point of use. The fees set are not regulated in any way and such evidence as we 

Department are free if the individual is referred there by a GP, otherwise a charge 

51

in comparison with other countries, linked to the limited scope of services covered, subsidy of services in public hospitals 
and tax relief on premiums.

52 Some people whose income level is above eligibility for medical cards may get them because of ongoing illness, but 

applying in the normal way and being refused on income grounds and then appealing on medical grounds. 
53



Ireland of blood or blood products, the Heartwatch programme for secondary 

and monitoring services for young children. Non medical card holders (including 

Scheme or, for certain diseases, all drugs under the Long-Term Illness (LTI) and High-
Tech Drugs (HTD) Schemes.54

community services is complex and confusing.

with long-term illnesses may need regular health checks or monitoring (which can 

54 This includes families on below average incomes (including most services for children) and people with some chronic 
diseases such as heart disease and mental illnesses (except children with mental illness). 



geographic areas (a form of geographic apartheid). More worrying is the fact that such 

from hospital – this allows her to move out of hospital care quickly and back to her 

provide here with the portable VAC at home, she has to stay in hospital to keep her VAC 
dressings applied. The historic focus of private health insurance on hospital care results 

Primary care in Ireland is delivered by private GPs, who are gatekeepers for hospital 

Report, ESRI (2010), Chapter 8 for further details.



 is also provided by a range of other health 

public health nurses, social workers, health-care assistants, home helps, midwives, 

teams (PCTs) will integrate formally the work of these and other professionals with 
that of the GPs (See Evidence Report, ESRI (2010), Chapter 8 for further discussion). 

health care. Public long-stay units include geriatric hospitals and homes, district and 
community hospitals, and HSE welfare homes. 

Acute health-care services are delivered in HSE public, voluntary public and private 
hospitals. There are 34 HSE hospitals and 18 voluntary hospitals. Although the total 

ESRI (2010), Chapter 7 for further discussion. There are approximately 20 purely 
private hospitals (including private psychiatric hospitals), which receive no direct 
state grant funding.55 The private hospitals operate in parallel to the public hospitals 
but there are some services that are not available in the private sector (e.g. complex 
treatments such as liver transplants). See the Evidence Report, ESRI (2010), Chapter 
7 for further discussion.

Public/Private Sector Mix: A further unique feature of the Irish health-care system 
is the complex public/private mix in service delivery. This complexity arises because 

in private beds in public hospitals are treated in public beds due in part to explicit 
limits on numbers of designated private beds.56 Some private hospitals are not able 
to provide some of the more urgent and complex treatments available in public 
hospitals, so can take up only part of the demand.

55

56



The overlap between public and private care in the public hospital system is 

public hospitals to retain the services of top specialists and, therefore, to have them 

current public/private mix of beds in the public hospital system is intended to ensure 
that the two sectors can share resources, clinical knowledge, skills and technology 

While this introduces greater clarity into the system, it does raise new issues for 

(2010), Chapters 7 and 13 for further details on the consultant contract.

2002 to purchase spare capacity from the private sector (and also from public 

care only or set explicit limits to the amount of private work that a consultant can 
do.57 Recent reports from the HSE suggest that these contracts are being monitored 
carefully, though it is too early to say whether or not they will have the desired 

health insurance.

Ireland is the poorly developed system of community health services. Although this 
has been a major focus of developments since the establishment of the HSE, this 
sector remains small and weak in when compared to provision in other European 
countries. As in the case of hospital care, the development of community health 

terms of needs for care (especially in the management of chronic disease).

57

this will have over the longterm as the Group was unable to obtain any demographic data on consultants disaggregated by 
contract type, either by area of specialty or even as a totality.



immediately following mastectomy, if at all, would not have been audited and would be 
unknown.

away on holiday, a locum pathologist would have reviewed the breast cytology specimen. 
If the breast radiologist was also away, he/she too might have been replaced by a locum. 

is seen within 14 days, as per HIQA requirements, and her breast imaging is done at the 

successfully treated following a care pathway guaranteed to quality assured standards on 



Despite considerable investment in new hospital buildings and equipment, the 
current capital stock in Ireland has many shortcomings, including some very poor 

few in number and in the current economic climate, further developments are likely 

rates.58

poorly developed primary and community care services and infrastructure has 

has contributed to unnecessarily long hospital stays (especially for some elderly 

been transparent and have not been clearly linked to current expenditure plans. 
Within public hospitals capital funds have been hard to acquire, but when allocated 

replacement equipment. The current capital stock in the Irish health system is not 

community and primary care. It is important, therefore, to consider ways in which 

58

experience) would be no more that 85 per cent.



generally to the use of capital similar to that used in the private sector. Capital 

that is unsuitable. There are also various possible approaches which would involve 

developments with the cost of repayments being recovered through revenue funding 

In contrast to the public sector, there is a surplus of some types of private hospital 
space that has developed on foot of subsidies for these investments via the tax 

place in the absence of any integrated health planning structure. Consequently, there 

one part of the private hospital development that was part of the overall health 
planning system, in that the DoHC was directly involved in it, were the co-located 
hospitals. In the present economic climate, these may not come on stream. 

Since there is currently a shortage of certain types of acute hospital space (with 

since there is a surplus of private hospital space (which may be in some cases suitable 

allowing public hospitals to rent space in private hospital in their areas. 

The Group recognises that the management of health-care capital resources is a 
specialised area that could not be dealt with adequately within the analysis in this 

policy development in this important area. 

The capacity of the public system to borrow is determined by the Department of Finance.



fragmented in the past. Over the past few decades, the model of health care 

key factors: safety, quality and cost. 

model, which is challenging and demanding for health professionals. The new 
models of care involve more team-based approaches within professional groups; 

approaches across professional groups, involving consultants, nurses, GPs, social 

kind of team is especially crucial to the general maintenance of health and to the 
management of chronic diseases through seamless provision within and across care 

health-care services can be assured. In order to operate properly, these models 

decoupled from decisions on expenditures within an overall budgetary framework. 

the decisions that stem from combining clinical and resource management. In 

processes.



system in the Irish health-care sector are reviewed using the guiding principles 
developed in Chapter 2.

Principle 1

health need.

private

care system is weak and needs to be developed and strengthened. For example, 
the development of the private health-care system proceeded without any serious 

health.

both capital and current expenditures

developed in response to crisis needs as they have arisen rather than from a coherent 

planning and decisions on resources have been strong (e.g. cancer care), Ireland 
lacks a wider health-care resource framework for deciding where funding should be 

60

planning of the new children’s hospital which has taken a broader approach to all 
children’s services across the country. Both instances point to the absence of similar 

between adult and children’s services.

60   The ring-fencing of cancer itself raises issues for how resources should be allocated between cancer and other illnesses. 



without at least a plan to fund them).61

The Group’s view is that changes to wider system planning within the HSE are 

(see the Evidence Report, ESRI (2010), Chapters 6 and 7). Furthermore, it is concerned 

and provider of certain services, e.g. hospital care (see the Evidence Report, ESRI 
(2010), Chapter 2).

Report (2007) and Staines (2010). While some important changes have been 
introduced in the context of new programmes in PCCC, e.g. Fair Deal, the total 
volume of non-historic based funding remains low, and where budgets are following 

62 See Evidence 
Report, ESRI (2010), Chapter 6.

The Group is aware of the legal impediments that caused the extensive delays 

61

plans.
62



the winter.

vaccine, it is possible that she would have remained healthy and not required a stay in 
hospital. 

Principle 2

standards.

The Group’s view is that present decision-making structures do not meet this 
requirement. For example, while the barriers between acute hospitals and the 

of the twin pillars structure within the HSE, it is not clear that the emerging 

and accountability within the HSE as the route to improving its capacity to manage 



3.2.6 above. However, it is concerned that the roll out of clinical protocols is not yet 
reaching far enough into the primary care system, and that current HSE plans to 

primary care sector in line with protocol requirements.

public or private.

private.



they are able to access it) compared with GP care.

operate (urban/sub-urban/rural towns/rural areas). In the Group’s view, the pace 

from the HSE at local level.63

osteoporosis and severe back pain due to narrowing of his lower spine. He is currently on 

His actual main current problems are loneliness, worry about his children, from whom 

threatened to kill himself on a number of occasions.

Comment:

hospital) and the social worker.

63

criterion. 



level. 

As far as the Group can understand, there is now a plan being developed to ensure 
that all types of care are handled with budgets being held at local (i.e. ISA) level. 
The Group welcomes this as long as the local level has the capability to manage the 
budgets and that clinical protocols currently being developed at hospital level are 

care sectors.

with the decision to move to an integrated care model within the HSE and that, in 

users as is feasible, taking account of safety and cost. The Group sees it as being 

across the former Health Boards does not arise again. In the context of having to 

budgetary sustainability, local management capacity, and integrated care. The total 



In the Group’s view, it is vital for HSE Corporate to have the capacity to oversee 
and monitor the performance and delivery of integrated care at local level. This 
will require integrated teamwork between care professionals, people managers and 

3.2.6, the Group believes that central to making the changes necessary to develop 
the Irish health-care system is that health and social care professionals become 

I

the main focus of funding decisions, which in part explains the lack of development 
in the Irish primary care sector compared with other reference countries. The Group 

their ability for self-care.



The Group found widespread evidence that provider-payment mechanisms 

for the management of their chronic diseases whether appropriate or not, because 

protocols, say in the case of chronic disease management, they actually face an 

ESRI (2010), Chapter 8.



The Group recognises that Ireland is currently addressing the issue of quality of 

standards and adopt the clinical standards being developed by teams of clinical 

64 that providers face the same payment methods 

whether the provider is public or private

the implicit prices being used in paying for care generally and in the primary care 

have a split between purchasers and providers 

there is a strong overlap in the Irish public health-care system between purchasers 
and providers. This arises through the HSE being both the purchaser of care and the 

the HSE in seeking to purchase care at the lowest cost for a given quality.  

64

serviced.



Paula is a 28-year-old married woman who is trying to get pregnant. She lives in the midlands and works 

Scenario 1. Not uncommon now

are only available outside the hospital and it takes 

now Thursday of the following week. One of the 

is discharged on Friday with advice to her and her 
GP to seek specialist opinion from a neurologist in 
Dublin or Galway. Her GP sees her on the following 

to a Dublin neurology service. The GP is reluctant 
to change the dose of medicine, even though Paula 

the results will take ten days. Two weeks later 
Paula gets an appointment to see a neurologist 
in ten months. She meanwhile has read up on 
Valproate on the internet which has suggested 
that it may be bad for foetal health should she get 

pregnant. During the following ten months, Paula 
has gleaned everything she knows about epilepsy 
from friends and the Internet. She is anxious and a 

she is six months pregnant, when the specialist 
informs her of the risks associated with Valproate 
and pregnancy. She spends the next three months 
worried about the outcome of her pregnancy. 
Eventually the baby is born normal. It’s been a 

epilepsy service of Ireland (NESI) 24/7 video-phone 
advice service suggests that her current status 
means that she can be discharged with a plan to 
follow up at her nearest regional Epilepsy centre 
in Dublin early the following week. On Tuesday 
she arrives and is met by a clinical nurse specialist 
who takes her details and arranges for appropriate 
scans, which are done that day. The EEG and clinical 
history suggests an enduring risk of further events. 
She is reviewed by an epilepsy specialist and during 

emerges that she is planning to get pregnant. The 

decided upon. She is put in touch with the epilepsy 
and pregnancy registered nurse who will provide 
ongoing support by phone during the pregnancy. 
An electronic summary of the clinical episode, 

updates and he is also encouraged to monitor for 

the regional epilepsy centre and referral is also 

of follow-up visits to NESI, a healthy baby is born. It 



possible.

The Group believes there are problems with poor transparency in how public tax 

on the overall level of public health expenditure. Public subsidies (e.g. tax relief 

individuals and those that are available for health care increases the understanding 

pocket payments are not directly controlled by the Government (although the level 

While these sources account for less than 20 per cent of total health-care resources, 

4.3 and 4.4. Appropriate models of care require that primary care is more fully 



systems)

The Group believes that the present payment systems have a strong impact on the 

linked to receipt of care. Furthermore, in many areas of care, privately insured 
individuals can use their private health insurance status to gain faster access to 
public hospital care.

wealth)

through the tax system are linked to ability to pay. However, the Group believes 

more regressive. For example, all taxpayers indirectly contribute to the cost of tax 

private health insurance.

The Group is concerned about the dominant role played by out-of-pocket payments 

with lower incomes. The Group supports recent developments in community and 

thresholds, and from one chronic disease to another.



three tablets a day. Although he is charged for each visit, cost is not an issue to him and 

controlled. 

tablets for the blood pressure. Although his children paid for private health insurance for 
him and his wife, he considered the amount he got from the company to cover rebates for 

his doctor was concerned about his blood pressure control. However, he was always well 

more costly procedures being required later.

The Group is concerned at the absence of pre-payment in primary care, except for 
those with medical cards and those with private health insurance that cover primary 
care. There is also no scope to pool resources across payers who have varying ability 
to pay, and varying risk of ill health. Payment for health care at the point of use 

register with a GP. Private health insurance is heavily biased towards hospital cover 

care, though some health insurance policies do encourage annual check ups. 



for GP services and that this is unique compared with other developed countries. 
(There is of course an indirect subsidy through ex-post tax relief where it is claimed.) 

emergency department services rather than go to a GP.

possible consistent with having appropriate governance and accountability. In the 
case of co-payments, the Group recognises the balance that is required between 

the fees. In the view of the Group, the recently introduced capped co-payment for 

65

65 Since the fees are capped it is necessary for the level paid to be recorded and for no further fees to be paid once the 



Principle 7

All aspects of the health-care system should be sustainable.

private individual. Similarly, the Group has concerns that the very high levels of out 
of pocket expenditure by households of modest means on health care have been 

in health-care costs and the rise in certain out of pocket charges in recent decades 
as the range of services (e.g. house calls) has reduced.

She became increasingly frail in the intervening years, and for her last three years was 

care. However, GP home visits were a regular occurrence and possibly because of these, 
hospital care was avoided. 

Accordingly, when medical cards became available to those over 70, she was persuaded 
to change GP in order to be able to avail of the new support. However, the new GP was 
reluctant to make house calls (he called only once to visit Mary at home). Since Mary 

a number of consequences:

physiotherapists, etc. 

service was available to her from the private sector. 

The cost of her medical care was extremely high. GP visits, in her last two years, cost 

family members with regard to her health or care. 

this increased to approximately once a fortnight. The bill for visits during the week prior 

costs of care if they require regular GP home visits. 



The Group’s view is that current budgetary mechanisms do not reward such 

Group notes that the HSE has placed considerable emphasis and focus in recent 
years on achieving greater value for money (VFM), and that has contributed to 

in ensuring that health-care costs are at a more sustainable level. The Evidence 
Report, ESRI (2010,) Part 6 suggests that Irish health-care costs (in terms of both 

the health care sector. 

level

and systems approach is being adopted, the Group believes that the historic legacy 
of decision-making, that focussed primarily on the acute hospital system, remains 

capital and current expenditures, is overdue. Such a system would also be helpful in 

the development of primary care services.



Its aim is to improve standards by allowing individual hospital performance (Access, 

professionals, performance is registered under the red/amber/green categories and 

of the metrics is publicly available on the HSE website. This allows each manager to 

policies were being introduced, along with a moratorium on recruitment/replacement 

One Response: Waterford Regional Hospital (WRH) commenced a radical change 
of its management programme in terms of reorganising the service delivery model 

of the Clinical Director and Management Team as they undertook these changes. 

Bed stock was reorganised to facilitate increased access to day case surgery for 

assessment to improve day case rates was improved and the span of day care was 

medical admissions. This unit, similar to the Emergency Dept and Medical Assessment 

Department) including, e.g. Neurology, Rheumatology and Age Related Day Care, is 
well established.

26 Feb 2010).
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budgetary model, with funding allocated once annually to the HSE via the Health 

consequence of this method is that resources are devoted to managing this process 

reduced costs even if this is not in accordance with policy.

The Group’s view of the current system of resourcing, funding and sustaining 
the present health system is that it fails to meet most of the guiding principles 

mechanisms do not support that. While integrated care is seen as being crucial to 

who are just above the medical card and GP visit card thresholds and/or who require 
regular contact with primary and community care services (e.g. people requiring 
chronic disease management). Thus while much has been achieved following the 

have been exacerbated in the present economic climate. In the context of reduced 

resources.



Frameworks to Support 
Better Resource Allocation
and Financing of the Irish 
Health-Care System





resources are currently allocated in the Irish health system, and in the mechanisms 

many of the guiding principles that the Group believes follow from the publicly-

of what comprises a good health-care system, drawing on a review of both the 

Before addressing how the system can be adjusted to become more consistent with 
these guiding principles, it is useful to recall the central components of Irish health 
and social care policy, namely, equity and fairness, people-centredness, quality, and 
clear accountability.

Equity and fairness, as discussed in Chapter 1, translate into care delivery that is 

A user-centred system

Achieving 

Quality Assurance in 2008. Central to safe care is the new role to be played by 

methods of care delivery.

Clear accountability in the delivery of services

manner.



the key to achieving these improvements. These frameworks must ensure that 

altered. A further focus of the Group’s work throughout was the need to integrate 

structure of user fees that supports the approach to the delivery of services outlined 

this approach to delivery of care. A major theme of this Report, following on from 

in which care is delivered must be integrated across the three relevant domains: 

than the PC system. The nature of what individuals require over the course of a 

they are neither necessary nor desirable, leading to greater cost and possible safety 

on as needed to support primary and community-based services. 



like the HC sector, operates to a medical model, the medical model of care is not the 

explicitly from a medical model of care to a social model of support, with the 

to, the client, a development that is mirrored to some extent in primary care by the 

area of disability services requires fundamental change in the understanding of the 
duty of care that is typically held, where the client is viewed as a dependent and 
passive recipient of services. 

it is the overlaps which drive the need for an overarching framework to encompass 
all three of them. Figure 4.1 illustrates the interconnectedness across the three 

ageing, is at the centre of the overlap. Given this overlap, it is clear that resource 

account. 

Integrated Care Provision

PRIMARY CARE ACUTE HOSPITAL CARE

Episodic events
Health maintenance

Acute events
Surgical procedures

Community services
Long-term care

Disability services

COMMUNITY & CONTINUING CARE

Chronic diseases



three areas. It is vital to recognise in a planning context that the length of hospital 

In the current context, this means having a formal decision-making process which 
covers all three sectors, so that explicit account can be taken of the fact that higher 
expenditure on a programme in one sector means either less for another programme 
in that sector, or less for a programme in one of the other two sectors.

delivery of services at corporate level and how these plans are rolled out at local 

training/research).
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Agencies Delivering Irish Health Care

by a user is not available locally, the HSE in that area should be responsible for 

to duplicate service delivery systems in each area.

As noted above, local standards and deliverables come from HSE corporate. The 
HSE locally would be concerned primarily with the provision of publicly-funded care 

nursing home places. The HSE would be responsible, along with HIQA, for ensuring 
that the delivery of all (public and private) care is of an appropriate standard. In the 

Regulatory Agencies
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provider split, it does not think it feasible to move fully to such a system in the 

Consequently, in the near term the HSE locally would have responsibility as a 
provider of certain services and as an agent for those who provide services under 

all care needs required should be organised by the HSE locally, whether delivered 
inside our outside the area.

In essence, the proposed structure would involve a geographically-distributed, 

 a return to the previous Health Board arrangements. What is 

care and standards of care to vary across geographic areas. Responsibility for health 

planning and health-care delivery would lie with the HSE. Within the HSE, budgets 

done centrally and these mechanisms would be implemented at local levels, under 
the supervision of HSE Corporate which would have responsibility to monitor all 
spending at local level.

with the HC sector. For an integrated care strategy to be successful these two sectors 
need to be developed and this will require strong focus from the HSE. The Group 

it is to mainstream the integrated approach to care.



Report, ESRI (2010), Part 5), and of the analysis in Chapter 3, changes in the current 

health care are equitable and that they support the delivery of integrated care in 
the system. Achieving equity generally requires that payment for health care is fair 
(linked to ability to pay) and is separate from decisions on how to deliver health 

associated with higher overall funding levels. This can mean that there is a greater 
degree of pre-payment66

you-go basis), but in some cases also represents poorer control of costs. The funds 

system is not itself necessarily related to the level of funding (see Figure 2.1 in 

tax-based mechanism. For example, the development of care protocols allows 

transparency. Similarly, funding arrangements for health-care providers at all 

66

how much they use. Typical systems of pre-payment are insurance (both private and social) and services funded through 

services (e.g. checking or monitoring blood pressure).
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levels could make clearer the services to be provided and therefore the possible 

order to improve access or vice versa). Under a tax system this would be achieved 
only with a fully earmarked tax for health services.

and managing funds are structured (rather than with higher level decisions on tax 
versus social health insurance based systems). 

The Group’s emphasis is on exploring how to

- increase the equity and fairness in how funds are raised (including user fees), 

how tax allowances or expenditures are related to privately provided services

- increase transparency (with the link being clearer between the levels of 

associated service availability and quality

- increase the extent to which health-care is prepaid where this is important to 

- ensure that the chosen system helps to contain costs.67

it can equally be used in tax funded systems, and while tax funded systems have 

systems and the level of user fees should be designed to reduce the undesirable 

the providers.

67
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Evidence indicates that the overall structure of tax payments in the Irish system 
is marginally progressive. Looking at the tax system from the viewpoint of health 

pre-payments (i.e. taxes are paid in accordance with the tax laws and hence do 
not have direct links to the use of health care). In contrast, user fees do not allow 

and the payments are made at the point of use rather than prior to use. User fees 

see the Evidence Report, ESRI (2010), Chapter 10.

compared with other developed countries (Smith, 2010).68

health-care delivery:

thresholds – an increase in income that moves someone above the medical 

case, and greater use of drugs without adequate clinical review and supervision 

LTI scheme is also not clear, and the most common long- term illnesses are not 
included.

68

physiotherapy).
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monthly limit) are charged at full price to users. There are good arguments for 
these services to be provided free or at lower prices for at least some of the 

visits at no charge).

- In most cases private insurance (and its associated tax subsidy) supports 

people with established chronic diseases who may under-use primary care services 

the threshold levels for a full Medical card or a GP Visit card. A further priority is 

ensuring that all residents register with a primary care provider.

following

when primary or community care is more appropriate

them, and should be encouraged to seek help early rather than late in the 
progress of an illness.



Full pre-payment, i.e., providing services free at the point of use, avoids some of the 

in managing certain chronic diseases. This does not necessarily imply a change in 
who bears the cost, but increases the extent to which services are prepaid and 

The Group recognises that user charges are a feature of all health-care systems, and 
have the advantage that they can mobilise necessary resources.70 Notwithstanding 

of-pocket payments for GP care and drugs are likely to remain an important source 
of revenue in the Irish health-care system for the foreseeable future. Because 

Group believes that the fee policies must be very carefully designed, taking into 

those with low incomes:

- Since it has been shown that user charges deter use overall but do not 
discriminate between appropriate and less appropriate use of services, fees that 
aim to reduce unnecessary use inevitably do harm by also deterring use when 
there is a real need. This means that user fees should be seen mainly as a way of 
mobilising resources rather than of altering behaviour. Where there is a desire 
to encourage or discourage behaviour (such as lower levels of prescribing) the 

services.

- Where user charges are levied at the point of use they should fall mainly in areas 
in other words, where the charges have 

71 This means that they should be strenuously 

checks or those with chronic diseases. Given the evidence that they deter use 

70

ESRI (2010), Chapter 15 for a more detailed discussion.
71



generated from the user fees, there may be some instances, such as small co-

Since stated policy is to provide services on the basis of need and not ability to 
pay, and since supplementary private health insurance normally provides faster or 

insurance to become more genuinely supplementary, providing greater comfort 

There are two main constraints to achieving the changes that would begin to move 

there is a poorly developed physical and human resource infrastructure to manage 
and deliver such a system of care, and second, there are important barriers that 

The Group recognised the importance of strengthening community service provision, 

from acute hospital to community-based services can lead to large savings. Some 

as the wider use of specially trained nurses in managing chronic diseases. There 

indeed there may be some savings) and where services are provided in new ways 

inevitably be slow, requiring some more physical infrastructure, some new investment 
in training, and developing new ways of working. Although primary care is only a 

bring GP services fully into the health system, and to reduce the barriers to the use 



step in developing integrated care and improved chronic disease management. The 

care to 

(i)  those on low incomes, who are more likely to be deterred from using the 
services) 

(ii)   those with chronic illnesses, who currently make excessive use of acute 

The proposed framework can be seen as a way to improve access to primary care 

for all residents.72 It would replace the current complex and fragmented system 

of subsidies that addresses equity and disease management needs. 

will have to be more closely related to incomes, i.e. the level of co-payment should 
be higher for those on higher incomes.73

care providers can allow more coherent community management of chronic disease, 

care and for ensuring access to other important community- based services. Taking 

primary and community services.

health-care delivery. The framework is designed to 

serious emergency)

72

of social health insurance, should that path be followed at some point in the future.
73



As outlined in the Group’s analysis of problems in the Irish health sector, the levels 
of user fees that are charged at point of use for GP care to the majority of the 

range and availability of services will also be crucial to success. 

While further ad hoc

It is important to note that such a framework is completely independent of the 
74 Its purpose is to 

establish a set of consistent and coherent subsidies that support integrated health-

resources are released from other health-care uses. The Group’s approach is to 

anomalies. Put another way, the current pressures on resources for health is not a 

provide public support for GP services and drugs – medical card, GP Visit card, the 
long term illness scheme, high technology drug scheme, and the drugs payment 

and health circumstances. Public subsidies would be higher for people with lower 

reducing the single worst feature in the current system of care, namely the vast 

74 This type of framework could be seen as equivalent to the income tax framework, where the precise rates and allowance 
are open to change but the concept of having progressivity through using rates and allowances is built into the structure. 
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stated above, strengthening the capacity and delivery of other community-based 

realised, and it must be ensured that the fees (if any) that are paid for community 
services are structured to minimise the constraints in developing integrated care. 

those who register with a primary care provider.

This approach is intended to address the key barriers to access to primary care. 
Within any given resource constraint it would be structured to minimise the perverse 

framework, see the Evidence Report, ESRI (2010), Chapter 15. The suggested 

support). To demonstrate the feasibility of this approach, it is useful to present 

A simpler system of assessing incomes for the purpose of eligibility is suggested, 
75 The new system would 

administer than the present system.76 Since the new framework would have graded 
eligibility categories there would no longer be very large and sudden increases in 
the costs of health care as incomes rise; hence the risks from a slight loss in precision 
in the assessment of income is much less. Furthermore, the proposed framework 
would explicitly include people with high needs and high costs in categories that 

and health status. 

75

in each category.
76
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77

compared to the current unregulated prices. Primary care providers would retain 
the user fees.

Standard Plus Primary Care cards would be available to all members of households 

means tested using data on incomes as assessed for tax purposes in the previous 
year. Standard Plus cards would also be available for people with high risk of disease 
that make regular contact with primary care a priority (such as those with high rates 
of heart disease risk).

 78

77

78



compared to the current unregulated prices. Primary care providers would retain 
the user fees.

Enhanced Primary Care cards would be available to all members of households with 

tested using data on incomes as assessed for tax purposes in the previous year. 
Enhanced cards would also be available for people with established chronic diseases, 
and including those currently on the long term illness scheme, but extended to 
other major chronic diseases.

inclusion in this category.

compared to the current unregulated prices. Primary care providers would retain 
the user fees.



Comprehensive Primary Care cards would be available to all members of households 

tested using data on incomes as assessed for tax purposes in the previous year. 
Comprehensive cards would also be available for some people currently covered 

Framework it was assumed that all people currently eligible for medical cards would 

process80.

these individuals in the context of such a framework.

and community services either directly and/or by purchasing upgrades, e.g. to 
Comprehensive card levels. If private insurance were to provide equivalent primary 

tax relief twice (see the Evidence Report, ESRI (2010), Chapter 15); this would not 
apply if tax relief on private health insurance premiums were abolished.

80



The framework as presented above selects a graduated level of primary care 

implemented gradually ensures that policy makers can make coherent and consistent 

of services.

port of call, (ii) that primary and community care is at the centre of health-care 

referral might remain to encourage use of primary care except in cases of acute 
emergencies.



Ca
rd

W
ho

 is
 C

ov
er

ed

U
se

r 
fe

e
pe

r 
G

P 
vi

si
t

Su
bs

id
y

Pe
r 

G
P 

vi
si

t

U
se

r 
fe

e
pe

r
G

P 
vi

si
t

Su
bs

id
y

pe
r

G
P 

vi
si

ta

U
se

r 
fe

e
Su

bs
id

y
U

se
r 

fe
e

Su
bs

id
y

St
an

da
rd

A
ll 

in
di

vi
du

al
s 

re
gi

st
er

ed
 w

ith
 

a 
G

P

0 (T
ax

 re
lie

f
(P

ai
d 

as

to
 G

P)

pe
r 

m
on

th
th

re
sh

ol
d

th
e 

th
re

sh
ol

d’
 

pa
ym

en
ts

)

to
 m

ax
im

um
 o

ut
-o

f-

pe
r 

m
on

th

po
ck

et
 p

ay
m

en
ts

 u
p 

to
 

m
on

th
ly

 th
re

sh
ol

d

St
an

da
rd

 P
lu

s
M

ea
ns

-t
es

te
d

(in
co

m
es

 

of an
d 

hi
gh

 r
is

k 
of

ill
ne

ss
 (e

.g
. 

ca
rd

io
va

sc
ul

ar
 

di
se

as
e)

0 (T
ax

 re
lie

f
(P

ai
d 

as

to
 G

P)

pe
r 

m
on

th
th

re
sh

ol
d

th
e 

th
re

sh
ol

d’
 

pa
ym

en
ts

)

to
 m

ax
im

um
 o

ut
-o

f-

pe
r 

m
on

th

po
ck

et
 p

ay
m

en
ts

 u
p 

to
 

m
on

th
ly

 th
re

sh
ol

d

En
ha

nc
ed

M
ea

ns
-t

es
te

d
(in

co
m

es
 

av
er

ag
e)

 a
nd

 
ch

ro
ni

c
ill

ne
ss

b,
c

0 (T
ax

 re
lie

f
(P

ai
d 

as

to
 G

P)

pe
r 

m
on

th
th

re
sh

ol
d

th
e 

th
re

sh
ol

d’
 

pa
ym

en
ts

)

to
 m

ax
im

um
 o

ut
-o

f-

pe
r 

m
on

th

po
ck

et
 p

ay
m

en
ts

 u
p 

to
 

m
on

th
ly

 th
re

sh
ol

d

Co
m

pr
eh

en
si

ve
M

ea
ns

-t
es

te
d

(in
co

m
es

 b
el

ow
 

av
er

ag
e)

d,
e

(P
ai

d 
as

to
 G

P)

(P
ai

d 
as

to
 G

P)

pe
r 

m
on

th
th

re
sh

ol
d

th
e 

th
re

sh
ol

d’
 

pa
ym

en
ts

)

al
l o

ut
-o

f-
po

ck
et

 
pa

ym
en

ts



Subsidies of the kind illustrated in the framework cannot work properly unless 
the total prices of private GP visits and drugs paid to providers (i.e. user fee plus 
subsidy) are capped. In the absence of such caps, there is widespread evidence that 
such subsidies would simply result in higher user fees.81 In the case of GP services 
this would probably require that the scheme be voluntary for GPs, as is currently 
the case for the GMS. The capping of user fees is paralleled in the GMS system, 

The framework proposes a streamlining of the eligibility assessment procedure. 

context of the framework. This would be replaced by a simpler income assessment 

Comprehensive cards) would be linked to previous year’s income as assessed in the 
82

83 While circumstances of 

cases to be managed. 

system itself would cost if fully implemented. The Group ask the team to adopt 
this approach recognising that in line with its Terms of Reference, it must restrict 
itself to proposals that lie within the current quantum of resources made available 

quantum of resources over the coming years. 

81

82 It should be noted that there would be no need for income assessment to be carried out for most people with Standard 

Card. High income households would simply apply for the Standard Card (as they do the current Drugs Payment Scheme 

83

apply.



numbers who would be exempt from public hospital charges (the likely cost is small 

public costs. 

on data and methodology, see the Evidence Report, ESRI (2010), Chapter 15. The 
key results are summarised here.

Most of the cost increase to public spending would be balanced by reduced out-of-

84

providing subsidised access to GP care for non medical card holders accounts for 
approximately 37 per cent of the costs, with 63 per cent accounted for by increasing 

based on the total payment to the GP (i.e. user fee plus subsidy) being set at the 

84 There would also be a cost saving where more appropriate treatment at an early stage would reduce higher hospital care 
costs later.



85 For more detailed 

Chapter 15.86

The Group recognises that the funding to roll out the framework, such as the one 

by cost savings elsewhere in the system. In line with its responsibility to show how 

realignment of resources.87

In terms of direct current public expenditure on health, via the HSE, the Group 

(2010), Chapter 14.88

2002 with a subsequent update and revision covering 2005-2008) and GP out-of-
hours services (in 2004/05).

85

86

12.8 per cent of net non-capital public health expenditure.
87

88

a lesser extent, at system level.



in Ireland.

incorporate other possible savings arising from, say, technological progress, 

transfer of care from the acute to the non-acute sectors.

et al.

build-up of community based services – the release of resources from pure 

(not necessarily with the same mixes of skills) and the transfer of hospital-

(iii) It is crucial that the quality of health care be monitored to ensure that savings 



priority) subsidies to health care that are currently in place and replacing them 
with more focussed subsidies, as suggested in the framework. The logical change 
here would be the removal of current tax relief on GP and drug bills in the context 
where pre-payments of GP services and drug use are implemented in line with the 

further what is meant by the current .

spending as reported gross spending of a Government department or, more precisely, 

included in the Vote. Tax expenditures, that is, the value to claimants or cost to 

is sensible and indeed the norm to consider that the provision of tax reliefs focused 

despite not being expenditure recognised directly in the Health Vote.

expenditures.  It is understood that the decision making processes for changing 

for health should recognise all public resource involved in the sector.

Were the framework introduced, the Group believes that it would be logical and 
equitable to remove the present tax relief on GP and drug expenses that are not 
otherwise reimbursed by the Government or by private health insurers.  It is 

Group favours the approach adopted in the framework since the current relief 

years. All revenues raised by such tax base broadening measures have been absorbed into general government revenues. 

between countries.

years. All revenues raised by such tax base broadening measures have been absorbed into general government revenues. 

It is noted that in the version of the framework presented in the Evidence Report, the researchers have adopted this 

relief on out-of-pocket GP and drug expenses. 



and uncertain.  Instead, the proposed framework grants a minimum subsidy to GP 

million.

, the Group believes 

out tax relief on private health insurance which currently supports access to mainly 

million.

to use acute hospital care where use of primary care is appropriate), and ensure 

reduces the extent to which individuals pay at the point of use for primary care. 

to deter use amongst non medical card holders in the present system, and it also 

appropriate. 

that are a feature of the present system. Where an individual’s income increases 

(e.g. from Comprehensive to Enhanced, or from Enhanced to Standard Plus, etc.) 

service.



primary care providers are paid.

structures. The fragmented approach to subsidising chronic disease is addressed, 
by expanding the range of diseases covered to include the leading causes of 
mortality. Inconsistencies in terms of subsidising one part of necessary primary 
care (e.g. GP care) for one group, and another part of necessary primary care (e.g. 

medicine services.

could be accommodated without having destabilising impacts on resource or 
physical capacity in the system. Consequently, there is a service response factor 
that needs to be taken account in moving towards such a system. But once a logical 

in that context. For example, if there were resources available, there are several 

- the provision of a full medical card immediately to all those on the High Tech 
Drugs scheme

disease

- the provision of GP Visit cards to those with a high risk of cardiovascular disease, 
or those diagnosed with hypertension that requires regular monitoring. 

The fundamental message behind the Group’s framework approach as outlined 

basis.  Furthermore, they need to be assessed in terms of how that whole set 

In the Evidence Report, ESRI (2010), Chapter 15, the costs of some of these and other changes (e.g. provision of the medical 
card for children below a certain age) are discussed in more detail.  

are developed.
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Guiding Principles and 
Recommendations for Change





Guiding Principles and Recommendations for Change

system. Chapter 3 looked at how the current system fails to meet these guiding 

that it believes can be taken to move the Irish health and social care system in the 

are set on the basis that there is Government agreement to implement the Report 

Principle 1

health need.

all dimensions of health care so that the interconnectedness between sectors is 
built into future planning and where/how current resources are to be allocated. 
Notwithstanding the shared framework, the governance arrangements should be 

framework should encompass both capital and current expenditures on health 
and social care, take into account the mixture of public and private provision of 

economic climate it is not possible to operate a sustainable health-care system 

addressing needs and policy commitments.



Within this overall framework for strategic planning in health care, the DoHC should 

at this level should be very limited if there is to be a genuine commitment to a 

level training and research should be top-sliced by the DoHC and the funds given to 
providers on the basis of agreed services to be delivered, i.e. no longer be factored 

and resources could begin to be moved.100 A systemic rather than piecemeal 

responsiveness of delivery.101

data but also the development of new management skills within the system as it 

agreed standards. This requires monitoring and supervision of delivery at local level 
to avoid the recurrence of the problems under the previous health-board system. 

Chapter 2).

100

of the HSE/HRB and work within the HSE itself. It should cover all aspects of funding in primary care, hospital care and 

101

incorporate geographically-based epidemiological data.



HIQA and the HSE. This is being addressed within the context of the New Health 

RECOMMENDATION 1

The Group recommends that the DoHC, supported by the HSE, establishes a common 
framework that incorporates all dimensions of health and social care expenditure 
based on the best available data, so that decision makers confront openly and 

areas and care programmes. The key data include:

needs

in the health and social care system (both public and private)

(both public and private).

Timeline:

12 months, i.e. could be completed by the end of 2011.

RECOMMENDATION 2

The Group recommends that, in the future, the DoHC and the HSE should agree 

the envelope of resources available to the health and social care sector.

Timeline:

heath needs and incorporate protocols of care as they are agreed.



of the system is not undermined. The Group recommends explicit top-slicing to 

by 2015.

300,000 people, and that there should be no upper limit to the range where the 
areas represent integrated geographical units.

The Group recommends that priority be given to making immediate use of the 

further recommends that this be done as quickly as possible and be combined with 

GP.102

sectors.

102
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Principle 2

standards.

4 above outlined one such system.

to organise the delivery of services locally, the Group believes that it is appropriate 

Group considers it to be of the utmost importance that local areas operate to (a) a 

established centrally by the HSE, and (c) a common set of reference prices for 

Group believes that it is important that the governance structures being developed 

that basic data on the public and private systems could only be obtained with great 

103

Report, ESRI (2010), Part 6).

103
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type analysis is adopted at all levels of decision-making, i.e. determining high level 

(see Principle 7, Chapter 2) requires that decision makers confront the value/cost 

decision-making in the future, i.e. more for one important priority (say, breast 

mindset to that which operated in a period during which resources were increasing 

The Group recommends that the HSE ensures that its management systems (both 

model.

This task should be completed by end 2011 at the latest.

RECOMMENDATION 7

The Group recommends that the HSE be charged with ensuring the robust 

(iii) ensuring that management teams include competencies in primary, 
community and acute care.

latest.



RECOMMENDATION 8

and transparency.

In the present economic climate this could be expected to take up to three years.

The Group recommends that the HSE review and reduce to a minimum the number 

where budgets held at local level should cover all three areas and be subject to 
central controls.

This should be completed by end 2011.

public or private.

based clinical protocols for Irish health care should be established immediately.104

Plans within the HSE to create such standards are now in train.105 In this context, 
the Group sees that Ireland has a late mover advantage in that much of this work of 

protocols have reference prices calculated to ensure that the process of rolling 
out new protocols achieves value for public funds and a higher level of awareness 

104

possible if the two are not properly linked.
105
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clinical protocols, providers should only be reimbursed for the provision of care that is 
consistent with clinical protocols. This means, for example, that hospital procedures 
that could be undertaken on a day case basis would only be reimbursed on that 
basis, and procedures in primary care that could be undertaken by a nurse would 
only be reimbursed on the basis of the cost of the nursing service. Similarly, the HSE 
at local level, in its role as a provider of long-term care, should share responsibility 

being reimbursed at an intermediate rate (between the rate for long-term care and 

is only to fund what is planned, any provider who fails to deliver on an agreed plan 
should incur a penalty. The Group is of the view that, without this discipline, the 

powers, the Group believes that HSE corporate must have a major role in the future 

wider use of such mechanisms for other groups of older persons and for adults 
with physical and/or sensory disability should enhance transparency, individual self 

within the intellectual disability sector.

should be used in decision-making throughout the health and social care sector, 

providers, whether public or private. The development of unit costs for delivery 
items is a crucial step in ensuring that treatment takes place in the most suitable 

system of prices used should be designed to promote the delivery of care in the 
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RECOMMENDATION 10

protocols.

This will be done on a phased basis as the protocols are agreed over 2011, with a 

RECOMMENDATION 11

using case-mix adjustment) used to reimburse providers be the product of a visibly 

both a purchaser and a provider in the health-care sector, the Group acknowledges 

Arrangements to establish an independent transparent process should begin in 

RECOMMENDATION 12

The Group recommends that the HSE prepares to implement a rigorous and 

agreed quality standards in all three care areas in order to ensure public accountability. 

Hospitals should be advised immediately that HIPE will be used to challenge their 

through the development of Clinical Leads so that care factors are built directly 
into strategic planning at every level. It is the HSE’s responsibility to  roll out the 
protocols and ensure that they are implemented. HIQA needs to be resourced to 
ensure that the published standards are being met in all parts of the health and 
social care system.

This should be completed by 2011.
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The Group recommends that the DoHC/HSE develop plans for the greater use of 

sector and support the local roll out of such plans. This should follow the principle 

This process should be underway in 2011, building on recent experience within 

level.

for the delivery of a greater share of services from within the primary care sector. 

the past. The successful conclusion of agreements with public sector unions (the 

of human resources in the health-care system. Nevertheless the Group recognises 
that this will involve challenges, but ones that can be met, and indeed will have to 
be met, if health care is not to become an unreasonable burden on Irish society at 
the expense of other societal needs.

In most instances the current sets of contracts between the HSE and the primary 

sector in its totality to deliver services in a more appropriate way in the future. 
The design of these contacts should start from the premise that care is integrated 
across sectors, and that the key role for the primary care sector is the provision 

As far as possible, the reimbursement system in place should leave the provider 



primary care teams, which is central to the success of the new integrated model 
of care. The Group’s view is that the terms of the new suite of contracts and the 
development of care protocols should now be the key drivers of support for the 

local level, according to principles and approaches set by HSE corporate.

but believes that this needs to be more clearly based on the protocols for care 
(especially for chronic diseases), and will require the development of clearer and 

to strengthen the planning of community service development and to provide 
clearer guidance for its development at local levels, in parallel with strengthening 

use of public health nurses, social workers and GPs. These changes would provide 

The Group recommends that, following the successful high-level agreements with 

The Group recommends that a group of experts be established immediately 
to develop a new suite of contracts for professionals in the primary care sector. 

Health and Children on these new contracts. The contracts should take account 
of the changes in the new role of primary care within an integrated health-care 

structure to be embedded and incorporate new mechanisms to support the long-
term development of primary care, embracing all of the relevant professionals. 

instance to scope what would best serve Ireland’s needs.



RECOMMENDATION 17

The Group recommends that the HSE develop a more focussed strategy for 
community service development and primary care teams that takes explicit account 
of the care needs and pathways contained in the new clinical protocols, other 

care delivery. It further recommends that HSE corporate support the new devolved 

This process should start in 2011 and will be an ongoing process but the new 

community services strategy should be in place by late 2011.

purchasers from providers should be a major goal of the Irish health-care system. This 

process of moving towards the purchaser-provider split, it is important to have 

(including HSE hospitals). As it stands, the HSE is obliged under the Health Act 2004 

performance of the HSE.



The Group believes that Ireland should move to reimbursing health-care providers on 

the proposed funding model, the data collected by this system may need to be 

is greatly underdeveloped,  so developments of these systems will be required if 

in these service areas. Currently, cost data by specialty is collected by the HSE’s 

system is not undermined. The Group is of the view that this is achievable on a 

enhancing the quality of care and value for money in the Irish health system will 

system will operate credibly and that there will be no bail-outs for those who do 

envelope.106 Where it becomes evident that the provider cannot undertake the 

more transparent than the current system, the level of services to be provided to 

106

the unplanned events.



for further service development. To balance this approach, providers who do not 

email, logged calls or paper.

The Group believes that once treatment protocols and frameworks are in place in 

care. The related budgets and skills should be moved into the HSE to support the 

from private hospitals. The Group believes that there should be a careful study of 

on the workloads of health professionals.

107. It further believes that there 
is a need to provide mechanisms to ensure controls on the costs of demand-driven 

107   The Group notes that a DoHC working group on economic pricing is currently concluding its work.
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HSE or insurers.

RECOMMENDATION 18

The Group recommends that the contractual arrangements used by the HSE to 
reimburse providers be extended to all care areas as soon as possible, and be 

The extension of current contractual arrangements to all areas should be 

completed by end 2010. A project to explore the use of more performance-based contracts 

should commence no later than 2012.

based funding to be introduced in all relevant areas of the health and social care 
system on a phased basis. 

providers.

RECOMMENDATION 20

alongside the local management of protocol-driven service delivery, the role of 

be mainstreamed within the HSE. The resources currently allocated to the NTPF 
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RECOMMENDATION 21

 This process should commence in 2011, and should be in place across all sectors 

within three years.

RECOMMENDATION 22

This process should commence in 2011, and should be in place across all sectors 

within three years.

possible.

within which resources are raised is less important than its detailed features 
and the ways in which resources are spent. Under Principle 6 the key issues are 

the main argument for a change must be the greater acceptability of a system 

available for providing services. The main arguments against a change over to the 

such a major change and the weaker cost control observed in some social health 

or is replaced by a system of universal/social health insurance.



subsidised access to many community health services for the majority of the 

of medical cards. There is a need for controlled and lower user fees especially for 
those on moderate incomes and for those with high needs for community-based 
services.

many anomalies. There is a need for subsidies to be more clearly focused on people 

have high levels of needs. Such subsidies should also be directed to support the use 

mainly for chronic illness. The framework in Chapter 4 illustrates how such a system 

GP Visit Card thresholds. This unwelcome feature of the system would be avoided 

Furthermore, the ways in which those with chronic illnesses are supported are 
somewhat arbitrary and should be more closely linked to their needs.

care. It should be noted that new resources such as specially-trained nurses and 

co-payments for drugs for people with chronic illnesses and those on modest 
incomes.

services and between hospitals and community health-care providers. Replacing 
the current system with targeted and regulated user fees would allow primary care 
to be more fully integrated with the rest of the health system.

spent on tax reliefs could be devoted more usefully to direct and targeted subsidies 
for access to community based care and reduced costs for drugs to enhance equity 
and integrated care.
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Since private health insurance is mainly focused on episodic hospital care the tax 

equity. The resources involved could be employed more usefully to improve policy 
related subsidies.

health services in terms of improving the extent of pre-payment for access to care, 

The Group recommends that a project be established immediately to set out in detail 

care services and drugs, such as that outlined in the framework discussed in 
Chapter 4, could be implemented.  This would include levels of user fees and drug 

should also be more closely related to incomes.

A project on the development of a coherent framework and related systems of 

later that the end of 2011.

The Group recommends that, as resources allow, user fees in primary and 
community care should be lowered where they are likely to deter use of services, 

use of hospital care where primary care would be appropriate. This should be done 
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108

in primary care, the current tax reliefs on health care use be withdrawn to release 

registered users. 

RECOMMENDATION 27

The Group recommends that tax reliefs on private health insurance be phased out 

framework as outlined in the funding framework in Chapter 4.

Principle 7

All aspects of the health-care system should be as sustainable as possible.

Recognising that sustainability applies to all aspects of health care, economic as 

Therefore, Ireland needs health accounts which indicate clearly the full costs of 
health care, both public and private.

To ensure sustainability, the Group believes that there should be a greater focus 
on measures that enhance the capacity of the health-care system to convert 
resources into value. In contrast to other countries there is a very wide range of 

care professionals are the key health-care resource, the Group believes that it is 

108

years. All revenues raised by such tax base broadening measures have been absorbed into general government revenues. 

years. All revenues raised by such tax base broadening measures have been absorbed into general government revenues. 
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As the data in the Evidence Report, ESRI (2010), Chapter 12 make clear, controlling 

system. The Group welcomes the recent changes to the structure of pricing and 

measures that need to be applied across the board in ensuring greater value for 
money. The Group believes that further immediate steps can be taken to reduce 

norms.

The Group believes that the control of drugs, in terms of what is prescribed, how 
it is prescribed (generic or other), and the volume prescribed is best controlled by 

treatments, the DoHC/HSE and HIQA need to consider how Ireland should address 
these issues, drawing on the experiences of other countries. 

The Group believes that for overall economic sustainability of the health-care system, 

engaging both health-care professionals and managers in taking responsibility for 

new drug products only. 

The Group notes, for example, the evidence that has become available that in a 

consultant contract. The Group believes that transparency in the system is vital to 

breach of their contracts.



to health-care providers imposes inappropriate constraints on developments that 

recognise that capital resources are not free, but also that capital represents 
only a small part of health-care costs and should not constrain important service 
developments. It may be possible to solve some current physical capacity 

by entering other leasing agreements. In the long run the best models for acquiring 
and managing capital resources are likely to be through the prices paid for service 

spending, but this would require new systems to be put in place.

RECOMMENDATION 28

are fully counted, data on health accounts should be placed in the public domain by 
the DoHC at an early date, and backdated where possible.

possible to 2000.

the delivery of health-care services that are accessible and integrated across all 
sectors.

of 2010.

experience of their outcomes, and that the HSE and DoHC engage immediately 

technologies.

 This process should begin as soon as possible, and no later than April 2011. 



The Group recommends that the DoHC/HSE create immediate plans to

(i) develop further the recently announced reference pricing system

and no later than March 2012

products

(iv) establish treatment and prescribing protocols that promote the use of 
generics

This process should begin as soon as possible and no later than April 2011.

with wrongdoing, and that there are no gaps in the system of governance that could 
leave the health system exposed.

This process should begin in 2010 as part of the overall review of governance.

The Group recommends that there should be an evolving performance management 
system with a manageable number of Performance Indicators to allow managers to 
focus on what is considered priority and the key cost and service drivers.

 Final agreement on the set of key performance measures should be agreed by 

mid-2011 at the latest.

The Group recommends that a task force be established to develop a new approach 

resources.

This should be established in 2010 and should come back with proposals by 

end 2011.



Implementation 
Challenges
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some of the ways in which the Irish health system can be made more sustainable.

care stakeholders and the society at large that

- access to care must become more equitable

- costs must be kept as low as possible.

change in health service provision must increase if we are to get quickly to a point 
where we have a health-care system that is centred on planned, integrated services 

unsustainable.

costs (e.g. challenges for leaders and managers from having to run such a large and 
complex system). This issue was outside the Group’s Terms of Reference but it was 
a recurring theme in many of the submissions received.
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new care protocols and pathways that guide the delivery of care. If the system is 

into account in the design of system changes.

to ensure that new methods of care provision promote individual health and 

allied health-care professionals, and social care workers).

this requires. Alongside this, it means that all professionals must see themselves 

health and social care workers will have to learn to work together as partners of 

complementary roles in health-care delivery.



with the cost base in health than has been the case historically. 

The new approach will also require

- IT systems so that all team members can be fully informed, have input into, and 

health and well-being of Irish society.

barriers that could stand in the way of changes that are needed to improve health-

Society: While one might expect that there should be widespread public support 
for and commitment to the integrated model of care, it cannot be taken for granted 
that there will be such support. We have seen considerable resistance to change 

organising services need to demonstrate that they are responsive in their planning 

at local level. Those delivering services must also take responsibility for explaining 



Service Providers:

in ensuring the providers adjust. There are many instances where services can be 

to change from stakeholders who have either a vested interest in maintaining the 

Changes are clearly needed to the contracts of many involved in delivering care. 

integrated model of care and provide career trajectories for professionals within 
the health-care sector and for enhanced mobility where skills are transferable to 
other sectors. 

One recently revised contract is the new consultant contract. It represents 
considerable progress and provides an opportunity to progress developments 

within hospitals by establishing a clear line of accountability as consultants are 
managed by their clinical director who is directly accountable for ensuring that 

as it stands does not promote/support the kind of cross-sectoral linkages needed 

 Medical training is currently under review and must inculcate fully new 

a responsible health delivery system in an era of reduced resources, both of the 

the more integrated health-care models. Similar changes in training are required in 
all other areas of health care. As in the case of all of the professions, there is a need 

for their use of resources.



Governance: Governance in the health system needs to develop so that there is a 
clear line of accountability linking Clinical Directors in hospitals to care professionals 

sectors must be two way, i.e. Clinical Directors need to be connected locally, and 

joint training for clinicians and managers), especially for clinical directors, then this 

a planned development of governance structures in both the primary care and 

The integrated medical models involve the delivery of more care in 
the community rather than in hospitals. This creates new challenges for the health-

professionals outside of the hospital sector.110 Consequently it is to be expected 
that these changes will not be greeted with enthusiasm by certain health-care 
professionals, notwithstanding their acceptance that the changes are clearly in 
the interests of the society at large, and especially the most vulnerable and needy 

emerge, especially as services develop locally to meet and match local need, and 

Structures: The move from medical to social models of care for certain groups in 
the community (e.g. individuals with a disability) also creates new challenges for 

other countries.

110



these have been drawn up within the framework of the guiding principles, the 

three years, and that the impact of these individual changes will move the health 

the system and good management will realise the cost savings from them.

increased safety and quality in the delivery of health care, it would be important 

its various tasks. The agreed plan for the health system should be launched publicly, 
a set of milestones announced, and compliance monitored and reported publicly 



drive change. As the health and social care system is being restructured to become 

achieve greater fairness in access to care and to support greater use of primary 

moving to a simpler more coherent system from the present system, which is highly 

to health-care reform, can assist in improving Ireland’s health-care sector to deliver 

help to improve the sustainability of the Irish health-care system. The increased 

gains within a short period, which will again support sustainability.

and these challenges are increased in a period budgetary constraints. While there 
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APPENDIX

A.1

A number of key reports/studies have been undertaken in the past on resource 

November 2001

published June 2003

-  Commission on Financial Management and Control Systems in the Health 

A.1.1 The Report of the Commission on Health Funding

The Commission on Health Funding
Chairmanship of Miriam Hederman O’Brien and published its report in September 

that purpose’.111

’. It recommended inter alia112 that:

saw advantages in a system based on ear-marked tax)

-  the lowest income group should remain eligible for all necessary health services 
free of charge

-  non-medical cardholders should be eligible for a group of publicly -funded core 

social services

-  modest user chargers may have a useful role to play in a public funding system 
provided that they are regulatory in nature and do not impose hardship on 

111

112

Appendix



-  the lowest income group remain eligible for all necessary health services free of 
charge113

-  modest user charges (medical card-holders and some other groups are exempt 
from these charges)114, are applied to the public health service in Ireland as 
follows:

referred by GP)

115

-

to their care.116

published by the Department of Health and Children in November 2001. It provides 

’.117

resources away from the needs of core services.

113

114

115

116   www.hse.ie/eng/services/news/Campaigns/nhss.shortcut.html
117



system118:

weakness and highlights the need for longer term planning

need for ongoing capital investment, expansion in acute hospital services and 

The report highlighted a clear need to ensure that funding is allocated based on 

outcomes. Performance measurement and transparent, evidenced-based 

’

service outcomes:

programmes

published.

118
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commissioning major reports on the health system (i.e. Prospectus Report, Brennan 

needs

The central theme of this report is the need to consolidate fragmented structures 

a high quality of service for consumers. This report highlighted the impact of the 

levels’.120

’

’.121

’122.

120

121

122



management and control processes support coherent planning123:

- The need to inject strategic coherence and evidenced based analysis into the 
funding process

present within the health system

seen as an important mechanism to achieve this aim

in other health systems.

the management of public expenditure.

124:

- Systems are not designed to develop cost consciousness among those who 

expenditure.

development.

123

124

June 2003; 5

Appendix



The Commission adopted four core principles in addressing the problems:

- Accountability should rest with those who have the authority to commit the 
expenditure.

Consultants to work exclusively in the public sector; more transparent 

publicly funded drug schemes.

These include:

(v)) – The HSE does allocate resources but largely on an incremental budget 
basis. As stated above this issue is being tackled by this Group through its 

being provided) (R4.3 (ii))

basis, structured to allow for annual adjustments to the funding base. Each 

(Not done for revenue side; in progress on capital side) (R4.8) 



implemented, some progress has been made in tackling related issues as 
follows: 

during their stay in hospital).

is being assessed by a group established by the DoHC under the Value 

consultants and new measures to manage these rules by newly appointed 
clinical directors.125 The HSE has put a monitoring system in place to 

126

arrangements.

- Service Planning in non-hospital programmes – in all other areas of the health 
service (i.e. non-hospital), the individual responsible for the budget (whether 

performance. (R5.27)

125

126

against the level allowed under his or her contract. The monthly report is given to the individual consultant as well as to 
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A.2

- providing access to the care/treatment that people need as quickly as possible

- equity of access and

- ensuring this is done in a sustainable way.

made submissions). While many of the submissions made did not concentrate on the 
above brief (some were not relevant to the remit, others focused largely on issues 

and useful insights have emerged. As would be expected, many of the submissions 
speak in general terms about the importance of equity, access, transparency and 
the amount of health funding, to the public health-care system.

A.2.2 Main Themes

The main themes in the submissions related to the following issues:

Most of the submissions focused on perceived weaknesses in the current system, 
i.e.

- lack of access to a doctor at primary care level.



service provider

- only core health services should be included in the health budget

- eliminate duplicate payments to NTPF for services provided by public system

on a phased basis

- link payment to quality and outcome measures

- introduce a split between payer and provider of services

goals of public health-care system

Money)

following:

- universal health insurance needs to assessed

- reduce exchequer funding on health from 77 per cent to 60-65 per cent with a 

There are a number of areas of agreement in the submissions regarding the current 

The main areas of agreement, which centre on perceived weaknesses in the current 

The issues raised in the 
submissions to the Expert Group on these points include:

for services as a result of historical funding arrangements; 

value for money;

Appendix



- block grant funding to service providers does not support an individual’s choice 

- concern that PCCC funds being sidetracked to meet the needs of acute care; 

it and long-term care; 

been clinically discharged, which results in delayed discharges and a knock on 

core health services in the health budget. Other areas of agreement were the need 

raised on these points include:

service provision 

- the importance of good work force planning 

at care groups and regions where they are most needed and should result in a 

Funding should Follow Service User:

a system that does not meet his/her needs

the individual



Only Fund Core Health Services from Health Budget:

- separate the funding and provision of health and social services which is due 

resources

- the Expert Group should assess the appropriateness of social services being 
part of its remit and deliberate on the desirability of transferring them to a 

process, enabling resources to be more focused on individuals’ needs and aid 

journey through the health services.

Sustainability:

- assess the drivers of growth in health-care expenditure and develop policy on 

- good chronic disease management (CDM) would result in a much more cost 

- further developments are needed in formalised share care models between 
primary and secondary care in key disease areas such as diabetes and asthma 
to maximise the use of resources; 

far cheaper to prevent than to cure illness; 

Many submissions recommended considering universal or social health insurance as 

social health insurance include:

- that it provides a ring-fenced form of funding that is much more acceptable to 

experience of other European countries were to apply 

community care and hospitals.

Appendix



include:

and that local governance is improved

health insurance and NTPF.

:

currently fund circa 2 per cent of cost of care, which means that they are 
unaware of cost of care.

The submissions received did not reveal strong areas of disagreement, nevertheless 

resources from the acute hospital sector to primary care, with the reduced demand 
on secondary care being accompanied by a reduced budget. Others argued for 



the Health Sector

1 Adelaide and Meath Hospital, Dublin

2 Aspire

3 Barnardos

4

5 Caring for Carers Ireland

6

7 Cúram

8

Enable Ireland

11 Euromedic

12 Health Insurance Authority

13

14
Hospital

15

16 Impact

17 Inclusion Ireland

18

Intensive Care Society of Ireland

20

21

22

23
services

24

25

26

27

28

30

31 Irish Rural Link

32 Irish Society for Quality and Safety in Healthcare
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33

34 Mallow Primary Healthcare Centre

35 Mental Health Commission

36

37

38

40

41 Neurological Alliance of Ireland

42

43

44 St Francis Hospice

45 St Vincent de Paul Society

46 Talbot Associates, Management Consultants

47 Vhi

48 Women’s Health Council

Zehnacker Healthcare Providers

50

51 Chief Pharmacists, Our Lady of Lourdes and Louth County Hospitals

52 Consultant Neurologists, St Vincent’s University Hospital

53 Dr Fergus O’Farrell

54
and St James’s Hospital

55 Dr Pascal O’Dea

56 Edel McGinnity, GP, Riverside Medical Centre, Mulhuddart

57 HSE Childcare Managers, HSE Dublin South and Wicklow

58
Crumlin

Prof Dermot Power

60 William Dunne

61
Development Unit, HSE South.







GLOSSARY

Acute Care
episode of illness, such as an emergency or other trauma, or 
during recovery from surgery. Acute care is usually provided 
in a hospital and it may involve intensive or emergency care.

Acute Hospital A hospital providing medical and surgical treatment of 

Advanced nurse 

advanced midwife 

masters degree level (or higher).

Combining inputs and/or outputs in the best possible 

The assigning of beds in public hospitals for sole use by public 

A method of payment for health services in which the provider 

Casemix
complexity and resource-intensity of the services provided. 

total bed days used.

Chronic Disease 
Management (CDM)

An approach which is designed to address the systemic 

Illness
or disability and that is usually incurable.

Clinical Nurse 
Specialist 

insurance product to all individuals, regardless of individual 

sharing.

also cost sharing.

Glossary  

* Since this Report is directly linked to the Evidence Report, the same glossary is used in both. Consequently there are some 
terms in this glossary that are not used in the Expert Group Report itself.



Cost Sharing Requires the covered individual to pay part of the cost of 
care received. This can take a number of forms including co-

to generate a low workload.

Creaming

(rather than an emergency) basis and who is discharged on 
the same day.

leave the hospital for other reasons.

Group requirements.

Discharge Planning

Dispensing Fee

Dumping

Economic 

Economic Cost Includes the direct and indirect costs of providing a service.

A planned or non-emergency admission or procedure that 

treatment that is urgently required.

services.

appropriate evidence arising from research and other 
sources.

The manufacturer’s posted price, in some countries also 
referred to as the list price.

The ex-factory price plus wholesale mark-up, also known as 
the ingredient cost.

A method of provider payment where providers receive a 
payment for each item of service provided.

Refers to the ability of public revenue to meet public 
expenditure on health care.

A payment system where the reimbursed amount does not 

Generic Drug



A budget at the hospital level set in advance to cover the 
aggregate expenditures of a hospital over a given period 
(usually one year) to provide a set of services that have been 
broadly agreed on by the hospital and the purchaser.

Ingredient Cost Ex-factory price plus wholesale mark-up, also known as the 
ex-wholesale price.

who stays for at least one night.

Approach

The term used to describe professionals from more than one 
discipline working together in a co-ordinated way.

than one year.

A product not covered by a patent or supplementary 

A direct payment by the user at the point of use. See also 
user fee. 

where it is legally marketed into a second country where the 
patent holder also markets that product, but without the 

In the context of provider payment, the payment of providers 
according to achievement on structure, process or outcomes 
of care.

Per diem A payment (generally determined in advance) per day.

Pharmacoeconomic 
Assessment

Health technology assessment for drugs and medicines.

Payment in advance of use.

Refers to measures to prevent disease, rather than treatment 
and cure. 

An approach to care that includes a range of services designed 

screening for disease to assessment, diagnosis, treatment 

services are usually directly accessible by individuals and are 

A payment is progressive if richer individuals pay more as a 

Glossary  



A payment system where the provider’s payment rates or 
budgets are determined 
systems, there is no link with the individual costs of the 
provider.

Protocol A plan specifying the procedures to be followed in providing 
health and social care. Protocols specify who does what, 
when and how.

Split care.

Reference Pricing A system whereby the public subsidy for drugs within a 

pay the excess cost if they wish to use drugs priced above the 
reference-based subsidy).

A payment is regressive if poorer individuals pay more as a 

A system in which the provider’s own costs are fully (or 
.

In the context of provider payment, the process whereby 

that are associated with need for health care (e.g. age, sex, 
chronic illness, etc.).

The transfer of funds within an insurance market to 

A method of provider payment where providers receive 

annum).

Maximising output produced for given inputs and within 

amount of input possible to produce a given level of 
output).

Upcoding
higher reimbursements.

User Fee A direct payment by the user at the point of use. See also 
out-of-pocket fee.

changes in payment.

Whole Time A measure of the number of individuals working in an 

would take to carry out the same work.



ACCEA

ACE

ADRG Adjacent Diagnosis-Related Group

AfC Agenda for Change

AFS Annual Financial Statement

APMI

ATC

Body Mass Index

CAG Comptroller and Auditor General

CCM Chronic Care Model

CDM Chronic Disease Management 

CDS Community Drugs Schemes

CEA Clinical Excellence Award

CEO

CIC Community Interest Company

CMS Centers for Medicare and Medicaid Services

CPI Consumer Price Index

CPU

CQUIN

CRS Constant Returns to Scale

CSO

CUH Cork University Hospital

CUMH Cork University Maternity Hospital

DEA Data Envelopment Analysis 

DFLE Disability Free Life Expectancy

District Health Board

DMP Disease Management Programme

DoHC Department of Health and Children

DP Drugs Payment

Glossary  



DQTC

DRG Diagnosis-Related Group

DTS Dental Treatment Services

EAG (Mental Health) Expert Advisory Group

ECG Electrocardiogram

ED Emergency Department

EEA European Economic Area

EHR Electronic Health Record

EPC Enhanced Primary Care

EPP

EPR

ERHA Eastern Regional Health Authority

ESRI

EU European Union

EURONHEED

FAMA Frequent Adult Medical Admission

FHT Family Health Team

FMG Family Medicine Group

FTE Full Time Equivalent

GDP

GDRG German Diagnosis-Related Group

GMS General Medical Services

General Medical Services (Payments) Board

GNI

GNP

GP

GST Goods and Sales Tax

HAA

HCC

HCP Home Care Package

HEDIS

HHS (Department of) Health and Human Services 

HICP Harmonised Index of Consumer Prices

HIPE

HIQA



HMO

HPSG Hospital Procurement Services Group

HR Human Resources

HRG Healthcare Resource Group

HSCN Health and Social Care Network

HSE

HSE Community Ophthalmic Services

HTA Health Technology Assessment

HTD High Tech Drug

HUHC High Use Health Card

ICER

ICGP

ICT

ICTU Irish Congress of Trade Unions

IDTS

IHF

Irish Medicines Board

IMO

INDC

INN

IPHA

IPU

ISA Integrated Services Area

ISD Integrated Services Directorate

ISER

ISIC

IT

JES

Kaiser Permanente North California

LDL Low Density Lipoprotein

LHIN

LHO

LTI Long Term Illness



MoHLTC Ministry of Health and Long-Term Care

Medicare Severity Diagnosis-Related Group

MT Methadone Treatment 

NCCP

NCHD Non-Consultant Hospital Doctor

NCPE

NEMU

NESF

NHO

NHS

NICE

NSW New South Wales

NTPF

NUI

Ontario Drug Budget

OECD

OOH Out-of-Hours

OTC Over- the-Counter

PA

PAYE

PCCC

PCG Primary Care Group

PCRS Primary Care Reimbursement Service

PCT Primary Care Team

PDF

PEA Pharmacoeconomic Assessment

PGP

PHO

PHQID

PIP

PLICS



PMG (Kaiser) Permanente Medical Group

PMS Personal Medical Services

PMP Performance Management Programme

POM

PPMI

PPP Purchasing Power Parity

PPRS

PRD

PRSI Pay Related Social Insurance

PSI

QCC Quality and Clinical Care

QNHS

QOF Quality and Outcome Framework

RDO

RGN Registered General Nurse

RHA Regional Health Authority

RRMA Rural, Rural and Metropolitan Area

RSC

SAHRU Small Area Health Research Unit

Social Code Book

SHA System of Health Accounts 

SHI Statutory Health Insurance (Germany)

SIP

SLA Service-level Agreement

SPHERE

SWPE Standardised Whole Person Equivalent

Value Added Tax

Value for Money

Variable Returns to Scale

Venous Thromboembolism

WHO

WTE Whole Time Equivalents

Health Insurance Act (Netherlands)



AUS Australia

CAN Canada

DEU Germany

IRE Ireland

NLD Netherlands

NZ New Zealand

SWE Sweden

UK United Kingdom

USA United States

AUD Australian Dollar

CAD Canadian Dollar

NZD New Zealand Dollar

SEK Swedish Krona

USD United States Dollar
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