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FOREWQORD

Slncc the mid-1990s, the annual Centre for Insurance Swudies Private Health Insurance (PHID
Conference has brought together the key stakeholders in the acute system, together with
leading domestic and international expens, o examine, evaluate and reflect on the present
state, and prospective future development, of the system. The idea of surveying the wider
population regarding their experiences and percepiions of the acute health system was a
direct ouicome of the Conference.

The objectiver of inviting the ESRI 1o undenake a national survey of the population was 1o
continue the process initiated in the Conference by providing a research resource: one which
would help inform public discussion, policy-making, strategic development and reform. In this
sense, the survey wakes the issues which have been discussed within the Conference back
where, uliimately, they belong: into the crucible of the public’s experiences of the system and
of their views regarding whether, and if so what kind of, reform is required. This is the logical
starting point for a reform process.

For all of these reasons, therefore, this survey and the presentation of the resuits by
Dr Waison and Professor Willlams comes at a crucial point in the development of the acute
health system in Ireland. The Government's present reform process is the latest in a series of
initiatives going Ixack 10 the Commission on Health Funding, Total Government spending has
doubled, 10 some £5 billion, since 1997, At the same time, the strains within the system have
become increasingly more evident both 1o the public and 1o those working within the system.
Fundamental reform — encompissing both the public and private components of the Gyslu'n -
is inevitable and, it would appear, increasingly pressing.

The Government's present (2001) suategic review is, therefore, a central element in an
event wider process of soul-searching abouwt the staws of (Acue) Health Care in Ireland and an
evaluation of the public’s perception of the refative merits of the Public and Private sysiems.
Such a review is impornant if one is 1o deliver outcomes which reflect the needs of Irish
saciery — all the more necessary in light of our new economic status and the opportunities
that are latent in new clinical and therapeutic advances.

This need for a strategic assessment 15 common to most EU countries and is currently
underway in many Member States — Germany and the UK being two notable examples, The
[rish health care system must not be left behind as the majority of other European countries
converge towards a “Best of Worlds™ Acute health care system. Unless wé move in this
direction, the failings within our system — reflected in waiting times, epidemiological
outcomes in areas such as oncology and also in suppon of medical research — will become
progressively more evident, not alone to doemestic users of the acute svsiem, but also a the
European level. More positively, we bave a chance over the next several years to position the
Irish acute systent at the leading edge of a new revolution in Etropean bealth care sysiems and
ontcomes.

What it comes down to is vision, strategy and a process of change in the face of
uncertainty. That is, a vision of what standard of acute heahh care we wani and can fund on a
stestainable basis, a rigorous and innovative sirategy prepared, where necessary, 1o think the
unthinkable; and a change process that can deliver *buy-in” from all of the key stakeholders.
That is what is atainable. Indeed, what is attainable now can be enorimously leveraged by
taking on board emerging disciplines — which can make a real impact on health care
outcomes: that's why, for example, the 2001 PHI Conference in October will focus on Clinical
Risk Management in Acute Health Care, since this issue represents both a major challenge
and. equally, & major opportunity to enhance the outcomes-of the acute system.

Turning from the vision 10 the process, it is imponant o highlight the fact that recent Irish
economic history demonstrates a capacity 1o achieve a2 paradigm shift in economic policy
(1960s), Exchange Rate Policy (1978) and, most relevant perhaps, in social policy (1980).

The NESC sirategy of 1980 that delivered social partnership provides a template for the
kind of strategy and “change process” that is now required in acute health care. The “social-
parnership™ model generted an inernationally respected  strategy, hased on what was
(desperately) needed at that siage in Trish economic development in the bleak 1980s. It broke



new ground. Something on the same scale is required 0 address the structural deficiencies in
the Irish acute system.

It would appear that the Public-Private Acute Hospital system is perceived by large
proportions of the public to be inequitable, regressive and skewed against those thdt are most
disadvanmaged. In addition, the public perceive the quality of hospital care 10 be better in the
privately financed/private health insurance (PHI) sector, as compared with the public system.

The suatstical evidence of the BUPA Ireland/ESRI national survey on these poinls is
compelling:

¢ Almost 90 per cent of people believe that hospital care can be obtained more

quickly in the private system compared with the public system.

¢ Levels of educational attainment and soctal groupings are closely correlated o PHI

coverage. Nearly 70 per cent of those with Third level education have PHI
coverage compared with, for example, 40 per cent of those who have the
equivalent of the Junior Cenificate. Equally, whereas 75 per cent of those in
Professional/Management categories have PHI coverage, less than 40 per cent of
skilled manual and 21 per cent of unskilled manual workers are covered.

¢ Intems of public perceptions of quality of care, only half as many people rate the

public system as “very good/good” compared with the percentage rating the
private sector as very good” or “good”.

Differences in wailing times berween the public and private system have been confirmed
by other research' which demonstrales that some categories of public patients admitted
through outpatient referrals face successive hurdles o actually getling the surgery they
require. Privately-financed patients do not, in general, confront these hurdles. That is one
reason, of course, why people — even in a ‘free’ universal system — actually take out PHI
cover. Bul a measure of strain in the current system is that those using the PHI sector are now
beginning 1o experience delays and cancellations.

There are, of course, caveats that need 10 be made. Acule public hospitals have a more
complex “case-mix" and operate under different constrainis compared with the private sector.
But, in a4 way. that is precisely the point. The two sysiems are, in reality, one: except that
those who take out PHI cover pay twice over and those who cannot are subject to rationing.
The two components are not integrated or aligned.

There are a number of factors that make the case for a radical NESC-type “change-strategy”
imperative.

The first is that a continued expansion in public expenditure on the scale of recent years is
not sustainable. For example, had the economy grown at the average EU growth rate in the
1990s, while-allocating the same percentage of GDP to Health Care as we did, the budgetary
allocation in 1999 would have been.about £1.5 billion fess than it was. We have been able to
keep the share of GDP spent on health au a relatively low level of 6 per cent, only because of
the exceptional growth rates of the economy. We are a small open economy. To ratchet up
public expenditure which, by its nature, is inflexible’ is hardly sensible.

The second reason is that future trends in the affordability of PHI are problematic. And not
just because of a possible relative dererioration in the economy over the medium term. The
survey results, for instance, revealed that:

¢ Only half of those already covered by PHI regarded their health insurance as

providing good value; over one-third fell that it was expensive, and one in seven
felt that it was either “very expensive” or “close to unaffordalle”,

¢ There is significant, but by no means unanimous, support for the idea of

compulsory private health insurance. Just over 60 per cent of respondents believed
that it should be compulsory for everyone above a certain income bracket to have
private medical insurance, making appropriate exceptions and allowances for

" R. Kinscllz, “The Waiting List Issue: Analysis, Evaluation and Recommendations”, Research Paper, Centre for

Insurance Studies, 2001, (based on MHarvard Association of Trelund Case Study (with gratelut acknowledgement 1o
F. Mclale, and D, Berkery)

P Over 70 per cent is accounted for by salarv-relaed costs that cannot be cut back on in a less benign economic
environment. This would appear to-point 1w the need for market structures Gnctuding regulaory armngements) that
gradually encouraged competition and, by exiension, both capacity-building and greaer cost-control.



those who could not afford it. On the other hand, over hall of the non-insured
would not be willing or able o pay for health insurance, and only one in five
would be willing ar able to pay amounts at, or above, the median actually paid xu
present by those who are insured.

Competition policy has an imporant role o play with regard to delivering more affordable
premia and beter value for money.

Looking to the future, the costs of underwriting health care insurance are, because of
developments in Medical Cost Inflation, likely 1o accelerate over the medium term. These
trends in the affordability of PHI are imporiant in themselves. They are also imporant
because any major shift in the public system — for example, a major increase in bed capacity —
will have knock on effects throughout the system. In a scenario of lower growth and rising
PHI premia, a major invesunent in the public sector delivery capacity — which is, of course, in
principle very desirable - could actdally have the unintended effect of undermining the
stabiliry of the PHI sector.

In a voluntary PHI system. it is importam that there are affordable and proportionate
responses to such an eventuality.  For instance, one scenario might be the introduction of
compulsory PHI which would reduce the instability inherent in any volumary system while
also allowing (as in Germany's recent reforms in this area) for competition to promole
increased affordability in the face of secular increases in PHI premia, Of course, other
possible scenarios could also be envisaged. The full range of policy options needs to be
explored in addressing these issues.

The debate is far from over. This reinforces the case, for a vision and for a strategy that
cuts deep and takes time. And it provides the context for an examination of the balance in the
public/private mix which is at the heart of the lrish acute system. Some would argue that the
business of government shouid be to fund a universal public entitlement - but not necfcss:lrily
to deliver’ it through a system of public hospitals and Health Authoritics — except where there
is “market failure” when the government has a clear responsibility 1o step in. Others would
argue that the market cannot deliver universal health care on the scale and of the quality that
we, a5 a society, would want. Government responsibility lies.in anticulating a vision of whal
we want our acute system to be and developing a rolling sustainable strategy to achieve this.

Health care reform should begin with the “big picture”. We need 10 ensure that the total
acute sysiem is integrated and reshaped in a way-that is driven by medical need: physician
directed and ensuring timely access for alf citizens.

These issues are essentially structural. They are amenable 1o solutions based on rigorous
analysis and informed by the kind of research material presented by the ESRI in this report.
But these issues — important as they are — are interrelated with broader societal issues, arising
from recent and prospective advances in biogenetics (including cloning) and their implications
for Acute Health Services, The development of objective ethical principles' by which 10
evaluate, and legislate for, these challenges need to be addressed in the development of the
Irish Acute Health Care System.

The whole aim of this research report, as the culmination of a five-year partnership with
the policy, medical, insurance and other stakeholders, is to provide an independent, rigorous
and systematic resource for all of us 1o begin this process of change und o provide us with
some insights into how this might best he accomplished 10 meetl the requirements of the
national populition.

Professor Ray Kinsella
Direclor

Centre for Insurance Studies
Graduate Business School
University College Dublin

* This point has been made by Jim Golden in “The Irish Health care System: A Programme for Fundumental Reform™,
Filth Annual PHI Conference Proceedings

' For eximple, paper presented by Professor Michact Ryan at the 2000 PHI Health Care Conference, and also
R. Kinsella “The Growing Role of Finunciul Service Providers in the PHI Marker: The Impornance of Sysiemic Reform
in the Teniary (Acute Hospital) Secter.” Pp 3-12-in Financial Services Laie Jowrnal, Vol 1, No. |, November 2000.
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1.1
Background

I. INTRODUCTION

This paper provides an outline of some of the main findings from The
Economic and Social Research Institute “Survey of Perceptions of the Quality
of Health Services in Ireland” (sponsored by BUPA Ireland). The goal of the
survey was to investigate perceptions of various-aspects of the quality-of care
in the public and privately funded sectors in lreland.

There is a considerable degree of interdependence between the public and
private sectors, particularly in the provision of hospital services, in lreland.
The entire population is ‘entitled 10 a core publicty-funded service, including
public hospital in-patient services. Patients have to make an explicit choice
between public and private care at the point of delivery of hospital services.
The acute public hospital sector consists of about 12,300 beds, with about
2,500 of these designated for use by private patients. In addition, there are in
the region of 2,500 private and semi-private beds in private hospitals. Most of
the latter are dedicated o elective surgical treatment, maternity care and
mental health wreatment. The majority of medical consultanis are engaged in
both public and privaie practice.

There are two categories of eligibility for health services, and these
determine which services an individual can obtain free of charge. “Category
one” includes those who are “unable withour undue hardship to arrange

general  practitioner  services  for  themselves and  their  dependants”.

Membership of this category is determined by a means test, and the weekly
income’ guidelines in 2000 are £93.50 for a single person living alone, £133
for a married couple, and £168 for a family of two adults and two children.
The income limit increases at age 66 and again m age 70 (1o £151 and £252,
respectively, for a married couple). Category one eligibility entitles the person
to free medical care, including general practitioner visits, mainienance and
treatment in the public wards of hospitals, specialist out-patient services at
public clinics, dental, ophthalmic and aural services, and prescribed
medications. About 30 per cemt of the population fall into this category.

“Category two™ cligibility is available 1w anyone ordinarily resident in
freland who does not qualify for full eligibility. These individuals are entitled
1o maintenance and itreatment, in public wards of hospitals subject 10 a
specified charge. free specialist services at public outpatient clinics, assistance
towards the cost of prescribed medicines, general practitioner maternity and
infant care services, and free drugs for cerain long-term illnesses. Currently
about 70 per cent of the population fall into this category.

Private health insurance generally covers the full or partial cost of
treatment and maintenance services provided by private hospitals, medical
consultants and private facilities in public hospitals. The number of peopie
who avail of private medical insurance has been increasing steadily over
time. The main provider is the Voluntary Health Insurance Board (VHI). Since
the deregulation of Health Insurance which was implemented in the Health
Insurance Act 1996, BUPA Ireland has been providing health insurance. Other

* Income refers 10 gross income less PRSI contributions.
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work-related schemes include St. Paul’'s Garda Medical Aid Society, the Prison
Officers' Medical Aid Society and the ESB Medical Provident Fund.

Approximately 75 per cent of the healih services are publicly funded, the
major portion coming from Exchequer grants. The remaining 25 per cent is
made up of payments made by private health insurers and private spending
by households. Approximately one-quarter of the total private health
insurance contribution to the health services goes directly 1o the public
hospital sysiem. (Deparunent of Health and Children, 1999, p. 11).

The public-private mix of hospital services in Ireland is generally regarded
as having been successful in a number of respects (OECD Economic Survey of
Ireland, 1997, Department of Health and Children, 1999). The OECD
Economic Survey of Ireland 1997 concluded that the operation of private
health insurance in Ireland means that a significant number of people stay in
the private health system, relieving the cost of hospital care 1o the public
system (OECD, 1997). The White Paper on Private Health Insurance Notes:

“The principal advantages of the public and private mix of hospital
services are:

e [ helps to ensure that medical and other professional and technical
staff of the highest calibre continue 1o be attracted into, and retained
in, the public system;

¢ It promotes more efficient use of consultants time by having public
and private patients on the same site;

e [ facilitates active linkage between the rwo delivery systems in terms
of the dissemination of current medical knowledge and best praciice;

o As accident and emergency services are primarily provided by the
public hospital system, it enables patients to avail of private health
care when admitted to public hospitals on an emergency basis;

s It represents an additional income stream to the public hospital
system.” (Department of Health and Children, 1999).

On the other hand, there are a number of drawbacks to the particular mix
of public and private health services in Ireland. In paricular, waiting lists for
consultant and hospital services are a phenomenon of the public rather than
the private health system. Second, while there is a “common contract” for
consultants working in the public system which stipulates the allocation of
their time between the public systern and their private consultancy,
nevertheless the different payment methods for consultants in the two sectors
(salary and fee per item), mean that there is an economic incentive for them
1o devole a greater proportion of their time o private patienis. Third, the
absence of economic charging for the use of public hospilal beds reduces the
revenue which might be available to the State from that source, and may give
rise to some distortion in the market for hospital services.

In a recert study of private health care in public hospitals, Nolan and
Wiley (2000) examined the exteni of the subsidy to the private health sector
arising from the absence of economic charging for the use of private beds in
public hospitals. About one-fifth of all bed-days in public hospitals in 1997
were accounted for by private patients (Nolan and Wiley, 2000, p.19). A
detailed analysis of case-mix data from the Hospital Inpatient Inquiry (HIPE)
allowed the authors to compare the costs involved in treating General
Medical Service (GMS3) and non-GMS patients in public hospitals. [t was not
possible with these data to further disaggregate the non-GMS patienis into
those treated as public or as private patients. They found that GMS patients
tend to be older and 10 have more health problems than non-GMS patients
(including the insured and non-insured). As a result, they tend 1o have longer

* Dat from two large hospitals indicated that about hall of the aon-GMS patients were treated
as public patienws and half as privawe patients, but tha there were nol any  pronounced
differences in case-mix between these two groups,
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stays. However, because non-GMS patients are more likely to have ‘surgical
procedures (rather than medical treatment) during their hospital stay, the
estimated cost-per bed-day is slightly higher for this group (£246 compared 1o
£230). Aggregating Lhese estimates suggested that private patients accounted
for about £120 million in expenditure on direct provision of care’ in 1996,
about twice the' income from charges for private accommodation in that year.

The purpose.of the present study is 1o investigate public perceptions of the
quality of care available in the public and private systems in Ireland. While
perceptions in themselves may bear a loose relationship to the actual
experience of patients and the actual treatment they receive — particularly
since only about one person in eight is hospitalised in any given year _
perceptions are crucial in determining the demand for health insurance, on
the one hand, and the peace of mind of those who cannot afford it, on the
other. The key issues addressed in-this repor, then, are:

» What do people believe about the quality of care available 1o public
and private patients in Ireland, in terms of the care itself and the
length of wair for it?

+ Do these perceptions vary between groups in the population,
particularly according to health status, health coverage, social group
and experience of hospitalisation?

e What are people’s main reasons for raking out health insurance and,
crucially, do priorities in this respect differ between those with and
those without health insurance?

e Has the perceived affordability of health insurance changed, even in
the short period berween 1999 and 2000 when the major health
insurance provider (VHID) increased premia by 9 per cent on average?

o What level of support is there for government action to improve the
quality of the public health system, and how do people who advocate
such action believe it should be funded?

FIELDWORK AND RESPONSE RATES

The ESRI carries out a monihly survey on consumer confidence indicators for
the European Commission. A tofal of approximately 1,250 questionnaires is
completed in this survey each month. The survey is essentially conducted on
the phone with a very small personally administered component. A
supplement is often appended to this survey. The current report is based on
an additional module added 1o the survey in the months of July and August
2000. In addition to those two monthly rounds of the consumer confidence
survey we augmented the sample for the survey on perceptions of the health
system with a dedicated telephone component in early September 2000.
These three components left us with a wtal of 3,000 completed
questionnaires for analysis and it is these which form the basis of this report.
As discussed below, the data from these three random samples were
combined and were statistically adjusted or re-weighted prior to analysis to
ensure that they were representative of the population of adults living in
private households.

The overall sample for the health survey was selected using a total of 112
randomly selected sampling points throughout the country. A set of 100
random telephone numbers was generated in each sampling point and these
are used to generate a’targeied 30 completed guestionnaires from each
clusier point.

" This includes direct costs only, and does not include indirect costs
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Table 1.1: Response Outcomes from Heailth Services Survey

Completed
Refused

Other

\Toral Valid Calis

|

'No Reply
Business Number
Non-Existent
Total

r

Suppléement to Dedicated Total Nuriber
Consumer Confidence Per Cent . Component to Per Cent  of Completed Per Cent

Survey Health Survey Questionnaires

2,119 60 881 65 3,000 61

1,068 30 307 22 1,375 28
346 10 172 13 518 11

3,533 100 1,360 100 4,893 100

1,743 - 746 — 2,489 -
825 - 302 - 1,127 -
683 - 370 - 1,053 -

3,251 - 1,418 - 4,669 -

—-d

Table 1.1 shows that the 3,000 successfully completed questionnaires were
generated from 4,893 phone ‘calls to private households. This gives a
response rate of 61 per cent. In a further 28 per cent of households the
interview was refused while in the remaining 11 per cent there was some
other form of response oulcome.

The reader can see that not all calls made were 10 private households.
Because the telephone numbers were randomly selected within each cluster
we did not know in sddvance whether or not the random number which was
generated was a valid number for a private household. In many cases it was,
for example, the number of a business. fax etc. The lower section of Table
1.1 shows that an additional 4,669 calls were made in the course of the
survey, A total of 2,489 of these simply rang without any answer: 1,127 were
identified us business numbers and 1,053 were not valid numbers. All three
categories are obviously not valid elements of the population of private
households and, accordingly, must be excluded from the calculation of
response rates.

THE QUESTIONNAIRE

The guestionnaire, a copy of which is included in Appendix B, is divided into

a number of sections, as follows:

e Health status (self-rated health and presence of a chronic physical or
mental health problem, illness or disability).

e Health Coverage: GMS membership, Private Health Insurance (including
what is covered and how much respondent pays for it), Membership of
Critical llness or Hospilal Cash Plan,

e Perceptions of the quality of care and waiting times in the public and
private health sectors in Ireland.

e For those with healih Insurance: reasons for having insurance,
affordability, concerns if health insurance were to be given up:

e For those without health insurance: reasons for not having insurance,
whether would like to have it and whether respondent has ever seriously
considered taking-out insurance, the maximum amount respondent would
be able and willing to pay for health insurance.

s Health service usage in the previous twelve months: GP visits, hospital
stays, day surgery, outpatient visits; use of casualty department;

s Views on whether public health service should be put on a par with the
private health service and how this should be funded.

e Background characteristics of the respondent (uge, sex, marital status,
level of education, household size, number of dependent children, broad
social group).
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SAMPLE WEIGHTS

The purpose of sample weighting is to compensate for any biases in the
distribution of characteristics in the completed survey sample compared to
the population of interest, whether such biases occur because of sampling
error, from the nature of tie sampling frame used or to differential response
rates.

Whatever the source of the discrepancy between the sample and
population  distributions, we  would like to adjust the distributional
characteristics of the sample in terms of factors such as age, sex, economic
stius and so on to mawch that of the population. This was done by
comparing sample characteristics to external population figures, primarily
from the Quarterly National Household Survey (QNHS). The QNHS is based
on interviews conducted in over 33,000 housecholds in each quarter. The most
recently-available data come from the Fourth Quarter of 1999. Qther sources
were used o check the number of adults covered by the General Medical
Scheme and those covered by Private Insurance Schemes.”

The variables used in the weighting scheme were:

Number of aduits in the household (6 categories).

Location (Dublin, ¢lsewhere in Ireland).

Age by sex by marital status (18 categories),

Sex by Principal Economic Status (6 economic status groups).
Age group (2 categories) by sex by education (4 categories).
Health coverage (GMS membership, Private Health coverige).

The weighting procedure involved constructing weights so that the
distribution of each of the characteristics for the responding individuals was
equal 10 the distribution of these characieristics for the population. The Gross
prograsii written by Johanna Gomulka was used. This program uses 2
minimum distance algorithm to adjust an initial weight so that the distribution
of characteristics in a sample matches that of a set of control totals,

Appendix Table A shows the complete list of population control wotals, the
distribution of characieristics in the unweighted sample daa and  their
distribution in the weighted sample. Prior 1o weighting, the sample tended 10
slightly under-represent households with fewer aduls, houscholds outside
Dublin, young single adulis, those with lower levels of education, the un-
insured and medical card holders. The sample weights correct the sample
distribution with respect 10 these characieristics and provide a very close
mitch to the population.

Thc renitinder of the report is organised into the following sceclions:

o Chapter 2: Health characieristics of the population (Presence of a health
problem, nature of health problem, self-rated health status),

o Chapter 3: Health care coverage {(GMS, Insurance, Demographic, Socio-
economic and Health Profiles by Type — VHI, BUPA, Other)

oChapter 4: Usage of Health Services in Past Year (GP visits, hospital —
public and private; ouipatient, casualty, day surgery; Waiting times by
heulth coverage: personal knowledge of someone waiting lor different
lengths of time).

¢ Chapter 5: Perceptions of the quality of care in the public and private
systems: quality of medical care, waiting times, facilities, efficiency of
management,

e Chapter 6: Perceptions of Health Insurance — reasons lor having/not
having insurance; affordability issues.

e Chapter 7: Views on funding ol the health services: whether
government should increase funding, how funding should be raised,

* Unpublished estimates from 2000 were provided by The GMS Board, VHI and BUPA.
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views on whether health insurance should be compulsory for those
above a cenain income threshold.
e Chapter 8: Summary of the. main findings of the report.



2.1
Characteristics
of the Sample:
Health Status

2. CHARACTERISTICS OF THE
POPULATION

The purpose of this chapter is to paint a picture of the structure of the Irsh
adult population in terms of the main classificatory variables used throughout
the report and to introduce the health story by outlining the self-defined
health status of the population according to these classificatory variabies, The
section should provide a context for interpretation of the rest of the repon.
The analyses reported here are based on the weighted dawa. Weighting, as
described in the first chapier, ensures that the sample is representative of the
population in terms of age group, sex, marital status and level of education.

Tuble 2.1 shows respondent’s health self-rating (from “very good” o “very
bad™) classificd by whether they have an ongoing health condition or
problem. The self-rating item asked: “In general. how good would you say
your health is? Would you say it is ...". The response options are as shown in
Table 2.1. The item on health problems asked respondents 1o “Please specify
the nature of any chronic physical or mental health problem, illness or
disability which you may have. Please specify as fully as possible.” Up to
three types of health condition were coded according 10 the major body
system affected.

About 15 per cent of the respondents had some health problem or
condition at the time of the survey. The respondent's self-rating of their
health is strongly associated with the presence of a health problem: over 90
per cent of those with no heallh problem rate their health as “very good” or
"good”, compared to only 26 per cent of those with a health problem.
Nevertheless, it is interesting 10 note that very few respondents rate their
health as “bad” or “very bad™ - only four per cent overall. Even among those
with a health problem only one in five rates their health as “bad” or very
“had”.

Table 2.1: Self-Rating of Health by Presence of Health Problem

No Health Problem Health Problem Total
Column %

Very Good 53 3 46
Good 38 23 36
Adequate 8 54 15
Bad 0 16 3
Very Bad 0 4 1
Total (Row Percentage) 85 15 100

This reluctance to rate one's health negatively is a feature of the Irish
population. Comparisons of a similar item for 11 European countries in 1994°

* The countries are Belgiom, Denmark, France, Germany, Ireland, [aly, Luxembourg, the
Netherlands, Portugal, Spain and the Uniled Kingdom, The duta come from the 1994 European
Community Houschold Pancl.

~I
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shows thai, on average, 65 per cent of Europeans rated their health as “very
good™ or “good”, compared to 80 per cemt in Ireland. On the other hand, 10
per cent rated their health as “bad” or “very bad”, compared 10 only 4 per
cent in freland. (Department of Health and Children, 2000, p. 48).

The most common health problems, as can be seen from Table 2.2, were
those affecting the circulatory system (such as heart conditions, high blood
pressure,  varicose veins) the musculo-skeletal  system  (e.g.  arthrils,
rheumatism), the respiratory system (asthma, emphysema) and the endocrine
system (diabetes, thyroid conditions).

Table 2.2: Type of Health Problem, for Those Adults Affected

Nature of Health Problem “Total (Column %)
Circulatory Systern 30
Musculo-Skeletal System 23

Respiratory System 13

Endocrine System 10

Digestive System 5

Neoplasms (Cancer) 3

Nervous System 6
Genito-Urinary System 4 |
Back Problems 3 |
Accident 5 ;
Mental Health 4
(Other/Unspecified 8 |

Note: Base = those reponing health problem, Up 1o three healih conditions were coded.

Table 2.3 shows the demographic characieristics of the sample and the
way in which these are associated with the presence of a health condition.
The final column of -the wble shows the distribution of the demographic
characteristics in the sample. Thus, for instance, 14 per cent of males reporied
a health problem, and males constitute 49 per cent of the sample.

Table 2.3: Presence of Health Problems by Demographic Characteristics of

the Sample
r ' "7 7 Presence of Health Problem ~ Total '
{Row Percentages) . !
No Health Problem  Health Problem {Column %) |
Totat 85 15 100
Male : 86 14 49 l
Female 84 16 51 i
|
Under 30 96 4 31 '
Age 3049 88 12 33 \
{Age 50-64 76 24 21
Iage 65+ 68 32 15 \
Dubtin City/County 87 13 30
Elsewhere in Ireland 84 16 70
Married/Cohabiting 84 16 50
DivorcediSeparated 86 14 3
Widowed 64 36 7
Mever Married a0 10 40 :
No Children 83 17 67
One Child 88 12 13
| Twa Children 89 11 12,
|Three or More Children a0 10 9 ]

The incidence of health problems is only slightly higher among females
(16 per ceny) than males (14 per cent), but increases dramatically with age.
Only 4 per cent of those under age 30 repon a health problem, compared . to
32 per cent of those over age 65.
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The incidence of health problems is slightly lower (13 per cent) in Dublin
than in other parts of Treland (16 per cent),

The higher incidence of health problems among widow(er)s than those
with another marital status undoubtedly reflects the concentration of this
group in the older age ranges. Age is also likely 1o be a factor in the higher
incidence of health problems among those with no dependent children. many
of whom will have children who have grown up and left home,

Table 2.4 shows the self-rated health of respondents by the same set of
demographic characteristics. There is, again, a strong associalion with age,
particularly in the fall in the percenage rating their health as “very good” or
“good” as age increases — from over 90 per cent of those under 30 10 two-
‘thirds of those over 65. There is also an increase with age in the proportion
who regard their healih as “very bad” or "bad” (from 1 to & per cent), but the
main shift is from the positive 10 the "adequate rating”, with 28 per cent of
the over 055 rating their health as “adequate” compared to 8 per cent of the
under 30s. As before, there is a clear reluctance to rate one’s health
negatively.

The difference between men and women and between Dublin and other
parts of the country are small. The widowed and those with no children
(including those whose children have grown up) tend to rate their health
more negatively, again due 10 the age composition of these groups.

Table 2.4: Self-Rated Health by Demographic Characteristics of the Sample

[(Row Percentages) = =~ Good or Very Good  Adequate  Bad or Very Bad |
'Tolal 82 15 3 t
l
iMale 83 14 3 ‘
|Female 81 15 3 ‘
Under 30 91 8 1 J
Age 3049 87 10 4 !
JAge 50-64 72 23 5
iAge 65+ 66 28 G E
I
Dublin City/County a2 14 4 ‘
Elsewhere in Ireland 82 15 3
%Marr'redlCohabiting 82 15 4
‘Divorcad/Separated 75 19 6
'Widowed 59 32 9 ;
{Never Married 86 12 2 1
iNo Children 79 17 4 |
}One Child 85 11 3
“Two Children . B6 10 4
|Three or More Children 90 10 0

N —— .~ R e — — e ——————— e ——————

Tables 2.5 and 2.6 examine the relationship berween socio-economic
characteristics ol the respondents and health status,

There are sizeable differences according to the person's self-detined
principal economic status. The lowest incidence of health problems is found
among those in f{ull-time education and training (2 per cent), primarily
reflecting the youth of 'this group. Eight per cent of those in full-time
employment have a health problém, a figure that is only slightly more than
half the average of 13 per cent. Those in pan-time employment have a higher
incidence of bealth problems, at 12 per cent, but itis stll below the average.
Thiny per cent of the unemployed (a small group in 2000) and 31 per cent of
the retired have a health problem. The figure is also fairly high for women in
home duties (25 per cen), reflecting the fact that these women tend o be in
the older age groups.

Almost half ol those in the “unable to work because of iliness/disability”
category have a health problem. One might expect this to be closer 1o 100
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per cent, however the wording of the question probably has an impact on the
response: in some cases, the illness or disability leading 1o inability 1o work
may be seen as temporary in nature, rather than chronic, {(such as the “flu or
a broken leg”). In other cases, the person may not regard the condition as
constituting a “problem”, “illness” or “disability”. An earlier study, based on
data from the Living in Ireland Survey, found a similar “slippage” between the
principal economic status “unable to work due 1o illness or disability” and the
presence of a chronic physical or mental health condition that restricted the
person's daily activities (Watson, 1996). If all of those who are “unable 10
work due to illness or disability” were considered 1o have a health problem,
the proportion with a heaith condition would increase only slightly (from 15
per cent to 16 per cent), since the group is small in magnitude.

Tabte 2.5: Presence of Health Problems by Soclo-Economic Characteristics of

the Sample
No Health Health Total
Problem Problem {Col %)
Row Percenlages
Total 85 15 100
Economic Status  Full-Time Employed 92 8 47
Part-Time Employed 88 12 8
Unemployed 70 30 4
Retired 69 K} | g
Ful-Time Training/Education 98 2 10
Domestic Duties 75 25 20
ll/Disabted 52 48 2
Education Primary Education Only 74 26 32
Junior Cycle 87 13 23
Leaving Certificate 92 8 28
Third Level etc. 94 6 17
Household Net Under £200 69 31 23
Weekly Income £200 to £334 86 14 29
£335to £449 92 8 25
£450 and over 93 7 23
Social Group Sfe or farmer a7 13 22
Professional/Managerial 94 6 18
Other Non-manual 86 14 15
Skilled manual 86 14 24
Unskilled manual 74 26 20

The relationship between highest level of education achieved and the
presence of a health problem is also affected by the fact that older people
tend 1o have finished school earlier. One-quanter of those with primary
education only have a health problem, falling 1o 8 per cem of those with a
Leaving Certificate and 6 per cent of those who completed Third Level.

There is also an association berween both household income and social
group” and the presence of a health problem. In income terms, almost one-
third of those in households with income in the bouom quartile have a health
problem, compared to fewer than one in ten of those in households with
incomes in the top quartile. Six per cent of those in the professional/
managerial social group have a health problem, compared 1o one quarnter of
those in the unskilled manual social group. Adults in the self-ecmployed, farm,

Y Social group in ihe present analysis is based on the interviewer's classification of the
occupation of the main earner in the household into one of 6 calegories: Self-emptoyed (not
farmen), furmer (self-employed), Professional/senior managerial, other non-manual worker,
skilled munual worker, unskilled manual worker, Where soctal group was not avaitable (e.p. the
main camer had never worked), it was assigned based on the respondent’s level of education.
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2.2

Age, Other
Factors and
Health
Problems

other non-manual and skilled manual social groups occupy an intermediate
position in terms of the proportion with health problems (11 to 14 per cent).

As shown in Table 2.6, the relationship between socio-demographic.
characteristics of the person and self-raied health follows a very similar
pattern. Those with higher levels of education, higher household incomes
and in-the professional/managerial social group are more likely to rate their
health as “very good” or “good”.

The reluctance to rate one's health negatively is again evident here. The
main contrast is between those with positive and those with “adequate”
rarings. The unemployed, retired and, to a lesser extent, women engaged on
home duties are more likely to rate their health as “adequate™ than are the
full-time employed, pari-time employed and students. Only among those
unable to work because of illness or disability do we find 2 substantial
minority (32 per cent) rating their health as “bad” or “very bad”.

Tahle 2.6: Self-Rated Health by Socio-Economic Characteristics of the Sample

{Row Percentages) Goodor  Adequate  Bad or
Very Good Very Bad

Total 82: 15 3
Econornic Status  Full-Time Employed a1 8 1
Part-Time Employed 79 18 3
Unemployed 69 22 8
Retired 67 28 5
Full-Time Training/Education 89 1 0
Domestic Duties 72 22 6
" Ni/Disabled 47 21 a2
Education Primary Education Only 69 26 6
Junior Cycle 83 13 4
Leaving Certificate - 0 ! 2
Third Level etc. 92 7 T
Household Net  Under £200 65 27 8
Weekly Income  £200 to £334 83 14 3
£335 to £449 89 9 2
£450 and Over - 89 10 1
Social Group Sfe or Farmer B4 14 2
Professional/Managerial 91 B 1
Other Non-manual 84 11 ) 5
Skilled Manual 82 14 4
Unskilled Manual 69 25 6

In this section we attempt to disentangle the effecis of age, social group,
education and other characteristics of the respondents on the presence of a
health condition. We saw earlier that the incidence of health problems
increases markedly with age. To what extent is the observed difference
between men and women, berween Dublin and other pars of the country,
berween those with different levels of education due to the fact that these
groups differ in. age struciure? Women 1end to be older, on average, as do
those with primary education only, while residents of the Dublin area tend to
be slightly younger, on average. than those in other parts of Ireland.

Table 2.7 shows the percentage of people with a health problem
according to sex, location, economic status, level of education, household
income and social group - within each age group. Turning first to the
differences berween men and women, we see that the differences are small
for those under 50, but with a slightly higher proportion of women reporting
a health problem. Between the ages of 50 and 64, men are more likely 10
report a health problem. Over age 65 the gender gap widens, with women
reporting health problems more often than men. This is because women in
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this age group are older than men — more of them are over 70, over 80 and
so on. This suggests that the differences between men and women are
largely, but not entirely, due to differences in their distribution across age
groups.

We saw earlier that those living outside Dublin were slightly more likely
than Dubliners o report a health problem. The fact that these differences,
alihough relatively small in size, persist in the 30 to 49 age group dnd in the
30 to 64, age group suggest that the Dublin/non-Dublin health gap is not due
o age differences in the populations.

Table 2.7: Presence of Health Condition by Characteristics of Adults within
Age Group (Per Cent with Health Problem)
I " Under 30 Age 30-49 Age 50-64 Age 3571
Percentage with Heailth Problem

Total 4 12 24 32
1
‘Sex Male 3 11 27 25 |
' Female 5 12 20 37 |
{Region Dublin City/County B g 19 30 '
. Elsewhere in Ireland 3 12 26 32 |
!Economr‘c Status Full-Time Employed 5 7 13 15 ‘
Part-Time Employed 0 13 17 4]
Unemployed 13 26 56 — !
Retired — 39 42 29
\ Full-Time Training/Education 2 — — !
" Domestic Duties 9 13 23 P
| lil/Disabled — 42 — — l
’Eqdcarfon‘ Primary Education Only — 10 27 32 !
Junior Cycle 4 15 26 32
| Leaving Cerlificate 3 11 16 21 |
: Third Level etc. 4 7 14 3z |
Household Net  Under £200 6 21 38 35 |
Waekly Income  £200 to £334 5 12 22 31 |
* £335 to £449 4 10 - 12 23
£450 and Cver 3 7 17 2
Social Group  Sie or farmer i 1 23 22
Professional/Managerial 2 7 12 29 |
Other Non-manual 1 13 28 37
Skilled Manual 3 14 23 31
_Unskilled Manual 19 11 30 38 |
Note: *—-" indicates 100 few cases (o provide estimate,

The next panel of Table 2.7 shows that even within age group, the par-
time employed, the unemployed, the retired and those engaged on home
duties are more likely than those who are full-time employed to experience
health problems. The same is true, as we might expect, of those who are
unable 1o work because of illness or disability — though it is only in the 30-49
age group that there were enough cases to analyse these results. Differences
in health status by the person’'s main economic activity. then, are not just
reflecting age differences between the groups.

In terms of level of education, the differences in the incidence of health
problems become more evident for older adulis.. However, the relationship is
not a smooth or linear one. Among those under 30, there is little difference in
health status by level of educaiion. In the 30-49 age group, the clearest
contrast is between those with Leaving Cerificate or lower education, and
those with Third Level education, with the latter being less likely to
experience health problems. There'is only .a small number of cases in this age
aroup with primary education only, so the apparently better health of this
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2.3

Summary

group compared to those with Junior cycle education must be treated with
caution. In the 50 10 64 age group, the sharpest contrast is between those
with Junior Cycle. or lower education and those with Leaving Cerificate or
higher. In the over 65 age group the contrast is between those with Leaving
Centificate or higher and those with less than Leaving Certificate education. In
this age group the number of persens with Third Level education is.small, so
the decline in health status between those with Leaving Certificate and those
with Third Level education may be a funciion of the small number of cases in
the sample.

The relationship berween heahh status and household income persisis in
all age groups. Those in higher-income households are less likely to have a
health problem, no matter what.age group they belong 1o

Finally, when it comes to social group, the clearest patern within age
groups is that those in the professional/managerial social group are least
likely 10 have healith problems while those in the unskilled manual social
group are most likely to have health problems.

In this section we examined the health starus of the adult population using
two different indicators: whether the person had a chronic health problem,
and self-rated health. The wwo indicators are somewhat different, capruring
slightly different aspects-of health status. In particular, it is clear that very few
people rate their health as bad or very bad, even if they have a long-term
health problem.

There is a clear deterioration in the average health self-rating with age,

and an increase in the incidence of health problems. When age is controlled,

o Lhere is linle difference between men and women in the incidence of
health problems;

o there is a regional difference, with Dubliners reporting healih problems
less frequently than residents of other parts of the country:

s those who are unemployed. retired. engaged on home duties and, 10 a
lesser extent, the pan-time employed report health problems more
often than the full-time employed;

o differences in the incidence of health problems by lével of education
are less clear, but those with Leaving Centificate or higher report health
problems less often than those with Junior cycle or lower fevels of
education:

e clear differences in the incidence of health problems by level of
houschold income remain; with the incidence of healih problems
falling as income rises:

s in terms of social group. those in the professional/managerial social
group tend to experience health problems least often. while those in
the unskilled manual social group experience health problems most
oficn:
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3. HEALTH CARE COVERAGE

In this-chaprer we consider several aspects of the incidence of various health
care coverage options. In Section 3.1 we begin by focusing on the general
incidence of coverage among the population as a whole and consider how
this varies according 1o basic socio-demographic characteristics, and health
status. In Section 3.2 we consider the incidence of cover under the main
types of insurance and variations therein according to socio-demographic and
related characteristics. Finally, in Section 3.3 we provide a brief summary of
our findings.

3.1.1 GENERAL COVERAGE

Figure 3.1 provides a graphical representation of the health care coverage
situation of Irish adlults in 2000. The diagram classifies adults into one of four
categories in terms of their health care coverage status. These are: (i) those
covered by a Medical Card (either as holders of their own card or named on
someone else's card) under the General Medical Scheme; (ii) those who hold
some form of privale health insurance cover such as that provided by the VHI
or BUPA-Ireland as well as occupation-related schemes such as the Garda
Medical Aid Society, the Prison Officers Medical Aid Society; the ESB Medical
Provident Fund ete; (iii) those covered under a hospital cash plan. This latter
type of insurance scheme principally covers the insured for accommodation
in hospital as well as providing some compensation for loss of earnings
during their illness; (iv) those not covered under any of the other three
coverage schemes. From this diagram one can see that, in aggregate, just
under one-third of all adults have medical card coverage (i.e. GMS members);
45 per cent are covered by private medical insurance or a workplace health
plan; 6 per cent have a hospital cash plan and approximately 26 per cent
have no medical coverage at all.

There is some overlap between the different types of coverage. A small
percentage of the population (approximately 4 per cent) have both private
and medical card coverage. In.general. this subgroup with dual cover tends
to be made up of either young adults or retirees who are eligible for a
medical card on the grounds of low current incomes but who are also
covered under someone else’s privale health insurance (for example a parent
in the case of young persons) or continue 10 be covered by an occupation
linked health scheme. Approximately two-thirds of those covered by a
hospital cash plan are also covered by private health insurance. This implies
that only a liny proportion of the population (approximately 2 per cent) have
a hospital cash plan as their only form of health cover. The-overlap between
medical card cover and cover under a hospital cash plan is very small,
accounting for less than 1 per cent of the population.



HEALTH Cart COVERAGE 15

Figure 3.1: Graphical Representation of Health Coverage of Adults

Not covered (26%)

GMS Members Private Insurees
(31%) (45%)

Hospital Cash Plan (6%)

Note: Scale is approximate. Numbers do not sum- 1o 100 because some people have more
than one form of coverage.

Of all persons covered by a medical card over 90 per cent have a card in
their own name. The remaining H) per cent are usually on the card of a
parent or Spouse. v

Variations in Health Coverage by Demographic Characteristics

Table 3.1 presents details on health cover among adulls according to their
principal demographic chanicteristics. The figures in Panel A of Table 3.1
provide a breakdown according to the demographics in question. For
example, they show the percentage of males who are covered by a Medical
Card, by Private Medical Insurance (PM1) and so-on. In contrast, the figures in
Panel B of the tble provide the breakdown of adults in each of the four
coverage caiegeorics accorcding to their demographic characteristics. For
example, 26 per cent of adult men are covered by a medical card: but 41 per
cent of those covered by a medical card are men. Both sets of figures are
equally valid and provide complimentary interpretations of the same 10pic.

Variation by Gender

Women are more likely than men 10 have medical card coverage (36 per cent
compared to 26 per cent), but men are slightly more likely o have privae
insurance or a hospital cash plan. However, men are also more likely 10 have
no health coverage (29 per cent, compared 1o 24 per cent of women). The
figures in Panel B of Table 3.1 provide details on the breakdown of the
various coverage regimes according o demographic profile of those covered.
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Table 3.1: Type of Health Coverage by Demographic Characteristics of Adults

A_Type of Health Cover E. Profile of those Covered Total
(Per Cent of Group with cover) (Column Per cent) {Col %)
GMS  Private Cash No Cover GMS Private Cash No
Insurance Plan Insurance Plan Cover
Total ki 45 6 26 100 100 100 100 100
Male 26 48 7 23 41 51 62 54 49
Female 36 44 4 24 i| 58 49 a8 46 51
i
Under 30 18 46 5 as I 18 32 27 45 N
Age 3049 22 52 10 25 23 38 57 31 a3
Age 50-64 33 46 4 22 [ 23 22 15 18 21
Age 65+ 73 25 0 1 ] 35 8 1 6 15
Dublin City/County 25 46 7 31 25 K 38 36 30
Elsewhere-in Ireland a3 45 5 24 k 75 69 62 64 70
Married/Cohabiting 27 51 7 24 } 43 56 60 45 50
Divorced/Separated 44 35 17 23 {9 3 10 3 3
Widowed 81 18 0 7 I 18 3 0 2 7
Naver Mamied 26 44 4 34 4 Kk} 31 51 40
No Children 35 42 4 27 76 62 48 68 67
One Child 23 52 9 27 9 14 21 13 13
Two Children 17 56 9 27 6 14 18 12 12
[Three or More Children_ 28 47 8 23 8 9 13 8 8 __|

Note: Row percentages in first panel need not add to 100 since 2 small proportion of adults are covered by more than one

scheme.

One _can clearly see that females account for a much higher percentage of
those covered, by a Medical Card than do males (39 per cent and 41 per cent
respectively). In contrast males represent subsiantially higher proporions of
those who are either covered under a Hospital cash plan or who have no
coverage (62 per cent and 54 per cent respectively).

Variations by Age

As one might expect there is clearly a strong relationship Detween coverage
and age. Nearly three-gquaners of all persons aged 65 years and over are
covered under the GMS. This-compares with only 18 per ceni for those aged
under 30 years, 22 per cent for those aged 30-49 years and so on. It is clear
that the probability of having no cover is very strongly linked to age, falling
from 38 per.cent of those under 30 years to only 11 per cent of those aged 63
years and over.

Private insurance cover is highest among the middle age cohons of 30-49
vears (52 per cen), falling o 46 per cent for each of the under 30 vear and
50-04 year cohorts while dropping subsiantially to only 25 per cent for the
cohort which is 65 years and over. .

The strong relationship berween age and coverage staus is also clearly
apparent from the figures in Panel B of Table 3.1, This is particularly so in
respect of those who have no cover, One can see that 45 per cent of those
with no cover are less than 30 years of age; 31 per cent are aged 30-49 years;
18 per cent are aged 50-64 per cent and only 6 per cent are aged 65 years or
more. A comparison ol this within the breakdown of the 6tal population
according to age cohor (shown in the final column in Table 3.1) clearly
illustrates the degree of over and under-representation of the four age groups
in each of the coverage status categories. For example, those in the under 30
age category account for 31 per cent of adulis, but for 45 per cent of adulis
with no cover. Those age 65 and over account for 15 per cemt of adults, but
for only 6 per cent of those with no cover.
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The figures indicate that there are some regional variations in coverage
figures as between Dublin city and county' and the rest of the country. One
can see that there is an 8 point difference in ‘Medical Card coverage berween
Dublin and the rest of the county with only 25 per cent of adults in Dublin
being covered compared with 33 per cent of adulis resident in other pars of
the county. There are only marginal differences in the percentages covered
by private insurance or hospital cash plans as between the two regions.

Regional trends-in coverage are also underlined by the figures in Panel B
of the table. One can see that only 25 per cent of those covered by a Medical
Card are in the Greawer Dublin Area compared with approximately 30 per
cent of the adul population. This means thai those covered by a Medical
Card are under-represented in Dublin City & Coumy by approximalely 17 per
cent as compared with the distribution of all aduls as a whole. In contrast,
those with Cash Plan or no cover are over-represented in Dublin in the order
of 27 per cent and 20 per cent respectively.

Variations by Marital Status and Number of Children

Table 3.1 also shows the relationship between Medical Card coverage on the
one hand and marial status and number of dependent children on the other.
The trends apparent within this set of variables are substantially (hough not
exclusively) driven by the age profile of the groups in question. For example,
one can see that 81 per cent of those who are widowed are covered by a
Medical Card. This high incidence rate is largely a re-expression of those in
the oldest age cohion as outline above. The medical card as a secondary
benefit of some calegories is also  apparent from the figures (e.g.
Divorced/Separated with a coverage rate of 44 per cent).

3.1.2 HEALTH COVERAGE BY SOCIO-ECONOMIC CHARACTERISTICS

Table 3.2 outlines incidence levels in the four muin coverage categories
according 1o a number of socio-economic characteristics: principal economic
status, level of educational auainment, broad houseliold income category, and
SOCIO-ECONOMIC Zroup.

Principal Economic Status

If one first considers principal eeonomic status one can see that Medical Card
coverage is lowest among those in full-time emplovment (10 per cent) rising
1o almost 70 per cent for the unemployed and those who are retired. This
clearly reflects the extent o which the Medical Card is a secondary benefit for
persons in these categories.

Private Medical Insurance cover is highest among those in full-time
employment  and  Training/Fducation (34 per cent and 60 per cent
respectively). Those in the later group are largely covered on someone else's
curd — usually a parent.

The incidence of Hospital Cash Plan is highest among the employed (9
per cent among the full-time employed and 4 per cent among their par-time
counterparts) and those who are classified as TH/Disabled (8 per ceny).

The level of non-coverage is highest among the fulliime employed (35
per cent). This, in part, is a mirror image of the lower levels of GMS coverage -
among this group. The lowest incidence of non-coverage is apparent among
those who are retired (10 per cent). This is clearly in line with the trends
observed in our discussion of age in Table 3.1 above.

Panel B of Table 3.2 presents dewils on these wvends from 2 slightly
different perspective. From this panel of the table one can see, for example,

" In Dublin city is detined as the Dublin County Borough or 1Dublin Corporation Area. Dubtin
Counry includes Fingal, Dun Laoghaire/Rathdown and Belgard.
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that those who are in fulltime employment constitute 47 per cent of all
persons but represent only 16 per cent of those with Medical Card coverage.
Similarly, the level of over-representation of the unemployed under the GMS
and their under-representation in the Private Medical Insurance secior is also
clear from the table. Although the unemployed represent 4 per cent of all
adults they constitute 9 per cent of those covered by a Medical Card and only
1 per cent of those with Privaie Insurance or Hespital Cash Plan cover.

It is clear that variations in coverage status are very strongly linked 1o
level of educational attainment. The incidence of Medical Card cover falls
directly with increases in auainment levels with trends in private insurance
cover going in the opposite direction. Thus, one can see from Panel A of
Table 3.2 thai, for example, 57 per ceni of adults who Have left full-time
education at the primary level have Medical Card cover; the comparable
figure for those who left on completion of Junior Cycle was 28 per cent; 17
per cent for those with a Leaving Certificate and 8 per cent for those who left
with third level or equivalent. The relationship between educational
attainment and Private Medical Insurance. cover is equally strong — though in
the opposite direction. For example, only 28 per cent of those who leave
education with after the Primary level have privaie insurdnce. This compares
with a figure of 69 per ¢ent among those who leave on completion of Third
Level orequivalent.

Table 3.2: Type of Health Coverage by Soclo-Economic Characteristics of Adults

A Type of Health Cover [ B. Profile of those Covered Total
(Row Per Cent) i {Column Per Cent)
GMS Private Cash No ,|GMS Private Cash No (Col %}
Insurance Plan  Cover| Insurance Plan Cover
Total 31 45 6 26 100 100 100 100 100
Full-Time Employéd 10 54 9 3% || 18 56 73 62 a7
Part-Time Employed a8 37 4 27 | 10 7 6 8 8
Unemployed 68 14 1 20 L 9. 1 1 3 4
Retired 689 30 1 10 1 20 6 2 3 9
Full-time Training or Education 23 60 1 % || 8 14 2 10 10
Domestic Duties 51 34 a . 16 { 33 15 12 12 20
Ii/Disabled 58 29 8 °~ 1§ | 5 2 3 1 2
Primary Education Only 57 28 "3 200 || 59 20 19 24 a2
Junior Cycle 28 40 7 32 || 21 21 28 28 23
|Leaving Certificate 17 53 6 3t || 16 33 31 33 28
Third Lavel etc. 8 69 7 23 [ 4 26 21 15 17
Under £200 74 16 1 14 | 57 8 6 13 23
£200 to £334 28 37 4 36 ! 26 24 22 40 29
£335 to £449 13 ‘59 9 28 (| 1 33 38 27 25
£450 and Over 8 69 8 24 | 6 35 34 21 23
Sfe or Farmer 25 46 9 28 ;| 18 23 34 23 22
Professional/Managerial i1 75 7 19 ” 7 N 24 13 18
Other Non-rmanual 27 53 4 23 1 13 18 12 13 15
Skilled Manual 34 36 5 a2 o 27 20 22 30 24
|Unskilled Manual__ 55 A2 27 4, 36 9_ _ 9 __ 21 _20 |

Note: Row percentages in fimst panel need not add to. 100 since a small proportion of adults are covered by more than one

scheme.

One can see from the table that the relationship between education and
Hospital Plan cover is not as.clearly defined. Rates of cover under this option
do not vary between the top three atainment categories presented in the
table (each being 6-7 per cent) although the level of cover among those who
leave the education system on completion of the Junior Cenificate is
substantiolly lower at only 3 per cent.

In erms of non-coverage one can see that the lowest levels are among
those who leave on completion of the Primary level or third level. This trend
is clearly refated 10 the high cover afforded to the former category by the
GMS and 10 the latter group by the Private Insurance sector.
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The figures in Panel B of Table 3.2 clearly indicate the under-
representation of those with lowest level of educational attainment among the
Private Medical Insurance sector and their over-representation in the GMS.
Although those who have lefi full-time education on completion of primary
level constitute 32 per cent of the total population of adults they constitute 59
per cenl of persons covered by a Medical Card but only 20 per cent of those
covered by Private Medical Insurance.

Variations by Income Level

The figures in Panel A of Table 3.2 show a very strong relationship between
level of household income and type of health cover..One can see that 74 per
cent of persons who are resident in households with an average weekly
income of under £200 are covered by a Medical Card. This figure falls to 28
per cent of adults who live in households with a weekly income of £200 —
£334; 13 per cent for those in households with a weekly income of £335 -
£449 and 8 per cent among those with an average income of £450 or more
per week. An equally sirong trend (though clearly in the opposite direction)
is apparernt for Privaie Medical Insurance cover. Thus we can see from the
table, for-example, that only 16 per cent of persons in households with an
average weekly household income of under £200 are covered by Private
Medical Cover. This rises progressively with increases in weekly income 0
stand at 69 per cent for those who live in households with a weekly income
of £450 or more.

It is clear from the figures in Panel A of Table 3.2 that cover under the
Hospital Cash Plan option is positively correlated with income tevel jand is
largely concentrated in the top two income categories cited in the table.

From Panel B of the able one can see, for example, the very substantial
over conceniraiion of GMS cover among those in the lowest income category.
In contrast, the over concentration of private medical insurnce among
persons in households in the highest income group is equally apparent.

Socio-Economic Group

The final segment in Table 3.2 relates 10 socio-economic classification of the
household in which the respondent lives. A five-fold classification is used as
follows:

Self-employed and farmers

Professional or Managerial

Cther non-manual category

Skilled manual category

Unskilled manual category

In general, one can see that rends in GMS cover conform with what one
might expecl. As socio-economic status increases one sees a fall in the level
of GMS cover. Thus, one can see, for example, that 55 per cent of persons
from Unskilled Manual backgrounds are covered by the Medical Card: 34 per
cent of those from Skilled Manual backgrounds and so on. Only 11 per cemt
of those from Professional/Managerial backgrounds are covered under the
scheme. In stark conirast to this trend, however,-one can see that incidence
of cover in the PMI sector is very strongly and positively reluted to socio-
economic background. For example, 75 per cent of those from Professional/
Managerial backgrounds are covered by PMI compared with only 21 per cent
~of those in the Unskilled Manual group.

One can see from the figures-that the incidence of Hospittl Cash Plan
schemes are highest among the Self-employed and Farmers (9 per cent) and
also the Professional/Muanagerial group (7 per cent),

Panel B of Table 3.2 highlights the very substantial over-concentration of
hoth the Self-emploved/Farmers and also the Professional/Managerial groups
among those who are covered under Hospital Cash Plan schemes. For
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example, persons in the Self-employed/Farmer category represent 22 per ceni
of the total adult population whereas they account for 34 per cent of hose
covered by a Cash Plan scheme. Similarly, persons in the Professional/
Managerial group account for 24 per cent of those covered by a Cash Plan
Scheme compared with 18 per cent of the total adult population.

Variations by Self-Assessed Health Status

In the course of the survey respondents were asked a2 number of questions
relating to their current health staws. (See, for example, Questions 1 and 2,
Appendix B, and discussion in Chapter 2). The relationship between self-
assessed health status and type of health cover is summarised in Table 3.3
below. In interpreting the information in the wble, the reader is reminded
that we saw in Chapter 2 that there was, as one would expect, a strong and
negative relationship between propensity to assess health status as being
“Very Good/Good™ and uge. As age increases one finds a lower percentage of
persons who assess their health staws as being “Very Good/Good”. We also
saw in that chapter that although there do not appear to be systematic rends
in sell-assessed health staws with gender or region, we did find that persons
in fow jncome and low social group categories had a higher propensity than
other groups 10 express negative views regarding their own health status. [n
imterpreting the figures in Table 3.3, therefore, the reader should bear in mind
that the health staws variable is correlated with many of the socio-
demographic variables contained in Tables 3.1 and 3.2 above.

Panel A of Table 3.3 shows that 62 per cent of those who record tha they
experience some sort of health problem say that they are covered uncler the
GMS. A further 25 per cent are covered by PMI and 3 per cent by a Hospital
Cash Plan. As many as 18 per cent who record that they have a health
problem say that they are not covered under any of the health care options.

Table 3.3: Type of Health Coverage by Health Status of Adults

A. Type of Health Cover B. Profile of those Covered Total
{Per Cent of Group With Cover) (Column Per Cent)
GMS Private  Cash No GMS Private Cash No (Col %)
Insurance Plan  Cover Insurance Plan Cover
Total 3 45 6 26 100 100 100 100 100
No Health Problem 25 49 6 28 70 92 a3 S0 85
Health Problem 62 25 3 18 30 8 7 10 15
Very Good Heazlth 18 53 7 30 26 55 56 51 46
Good Heatth M 43 6 26 40 34 36 35 36
Adequate Health 52 Kyl 3 22 25 10 7 12 15
Bad or Very Bad Health 76 15 2 11 8 1 1 1 3
Note: Row percentages in first panel need not add 1o 100 since & small proponion of adults are covered by more than one
scheme.
The coverage status of those who record their health status as “Very
Good" conforms 1o a very different piciure from that of those who feel that
their health is "Bad or Very Bad”, One can see that only 18 per cent of those
who say that their health starus is “Very Good™ are covered under the GMS. A
total of 33 per cent are covered by Private Insurance; 7 per cent have a
Hospital Cash Plan and as many as 30 per cent have no coverage at all. In
contrast, three-quarters of those who rate their heahh as “Bad or Very Bad”
are covered by a medical card, only 15 per cent have PMI, 2 per cent are
covered by a hospital cash plan and 11 per cent have no cover.
3.2 In this section we focus exclusively on the 45 per cemt of the adult
. population who are covered by Private Medical [nsurance. We begin by
Incidence of A : o . o .
Types of Health discussing in detail the socio-demographic characteristics of this subgroup in
P terms of their gender, age, marital status and whether they have dependent
Insurance -

children.
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3.2.1 TYPE OF PRIVATE MEDICAL INSURANCE CLASSIFIED BY
DEMOGRAPHIC CHARACTERISTIC

Variations by Gender

Table 3.4 presents details on the type of private medical insurance cover held
according to the demographic characieristics of those covered. In aggregarte,
one can see that a total of 85 per cent of adults covered by Private Medical
Insurance are covered under the VHI. A further 8 per cent are covered by
BUPA-Ireland and the remaining 7 per cent are covered by some other
option.

In terms of gender differentials one can see that the principal difference
arises in the *Other” category. This option accounts for 9 per cent of males
who are covered by PMI compared with only 4 per cent of females. This
substantial gender difference clearly reflects the much greater relative
importance of occupationally oriented schemes for men than women. The
schemes in question include, for example, the Garda Medical Aid Society; the
Prison Officer Medical Aid Society and other job-related schemes of this
nature. Panel B of Table 3.4 clearly shows that the genders are relatively
evenly spiit in terms of both VHI and BUPA - Ireland. In regard to the
“Other” schemes, however, males account for 68 per cent of all aduls
covered — even though they account for only 49 per cent of all adults in the
population.

Variations by Age Cobort

Panel A of Table 3.4 shows that 80 per cent of persons covered by PMI and
who are under 30 years of age have a policy with the VHL This figure
increases progressively with age cohort so that 90 per cent of those aged
50 years or more are covered by the VHI. In contrast, the incidence of BUPA-
Ireland coverage seems to be negatively related to age. It is at its maximum
for the under 30 year age category (13 per cent), falling 1o 9 per cent for the
30-49 age cohort; 2 per cent for the 50-64 age cohort and 4 per cemt for the
65 or more cohort.

These rends in terms of age profile of persons covered by the major
companies are shown even more clearly in Panel B of Table 3.4. From this
one can see that about half of BUPA-Ireland’s members are under 30 years of
age; 42 per cent are aged 30-49 years; 6 per cent are aged 50-64 years and
only 4 per cent are aged 65 year or more. This largely reflects the relative
recency with which BUPA-Ireland has entered the Irsh market. The younger
age profile reflects the inflow of new clients as they take out private health
insurance in their own name for the first time. This effect would, of course,
be inflated by the assumed low switching rates from one insurance company
to another once a policy has been taken out. If this is, in fact, the case then
any new entrant to the market will increase its share primarily by taking on
the new, younger clients who are being insured in their own right for the first
lime.

Marital Status and Number of Dependent Children

From Panel A of Table 3.4 one can see that an above average percentage of
BUPA-Ireland clients have never been married. BUPA-Ireland has 11 per cent
of all persons who are classified as *Never Married” compared with their
& per cent share of the total Private Medical Insurance market. The company
also has a substantially lower than average level of clients who are classified
as “Widowed”. A total of 2 per cent of their client-base fall into this category.
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Table 3.4: Type of Private Health Insurance by Demographic Characteristics of Adults Covered hy

Total

Male
Fermnale

Under 20
Age 30-49
Age 50-64
Age 65+

Married/Cohabiiing
Divorced/Separated
Widowed

Never Married

No Children
One Child

Two Children
Three + Children

Insurance

A. Type of Health Cover B. Profile of those Covered

(Row Per Cent) (Column Per Cent)

VHI BUPA-Ireland Other VHI BUPA-ireland Other
85 B 7 100 100 100
83 9 9 49 50 68
87 8 4 51 50 32
80 13 7 30 49 s
85 9 5 38 42 N
90 2 8 23 6 27
Qa0 4 6 9 4 B
85 7 a 57 48 64
91 9 0 3 3 0
95 2 3 3 1 1
83 11 6 a7 49 as
86 6 63 56 58
82 1" 7 14 18 16
82 " 7 14 19 16
86 7 7 g 7 10

These trends are even more readily apparent from Panel B of Table 3.4,
From this one can see that 49 per cent of BUPA-Ireland clients are classified
as “Never Married”. This compares with 37 per cent among VHI clients and
35 per cent in the total population. Similarly, only 1 per cent of the BUPA-
Ireland client-base compared with 3 per cent of VHI's members are classified
“Widowed",

As noted in earlier sections of the report, in interpreting these trends the
reader should note that they largely reflect the age profile of the client-base
of the two PMI insurers in lreland. We saw above that the age profile of
BUPA-Ireland's clients indicated that they were characterised as being
relatively younger than the VHI client-base, arising from the recency with
which the lrish PMI market was deregulated. This is subsequently reflecied in
the marital status categories. The “Never Married” group is largely made up of
younger persons while the “Widowed” group is almost entirely made up of
persons from older cohons.

3.2.2 TYPES OF PRIVATE MEDICAL INSURANCE CLASSIFIED BY SOCLO-
ECONOMIC STATUS

Table 3.5 provides a breakdown of type of health cover according o the
standard socio-economic variables used throughout the report.

Employment Status

From Panel B of Table 3.5 one can see that the principal difference in terms
of client profiles between the two main private insurance companies is
centred on the higher percentage of BUPA-Ireland’s clients who are in
employment. A total of 61 per cent of its clienus are in fulltime employment,
a funher 12 per cent in parn-time employment. Comparable figures for VHI
are 54 per cent and 6 per cent respectively. The “Other” private insurance
option has 68 per cent of ils client base accounted for by these in full-time
employment and 4 per cent in part-time employment, Given the occupational
nature of the schemes in question this is hardly surprising. L is clear that the
73 per cent of persons covered by both BUPA-Ireland and “Other” insurance
schemes who are in full-time or par-time employment is substantially above
the 37 per cent of all persons in these economic status categories in the
population as & whole.
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Level of Educational Attainment

In terms of level of educational attainment among those who are covered by
private medical insurance one can see that the lower two educational
categories account ‘for a much higher proportion of persons covered by the
“Other” schemes than.is the case for either the VHI or BUPA-Iretand. Those
who leave full-time educaion with a Junior Certificate or less account for
30 per cent of the BUPA-Ireland clientbase; 41 per cent of the VHI client base
and 53 per cent of the client base for “Other” schemes. It is clear from
Panel B of Table 3.5 that BUPA-Ireland's clients have substantially higher
levels of educational awainment relative to those of the VHI and the *Other”
private schemes. As noted above in our discussion of other tables, these
differences according to level of educational attainment may reflect the
generally younger age profile of BUPA-Ireland's clientbase.

Variations According to Weekly Disposable Housebold Income

The figures in Panel B of Table 3.5 on the hreakdown of clients covered by
the three main insurance schemes would suggest that the income profile of
persons covered by BUPA-Ireland schemes is slightly higher than that of the
VHI’s clients. For example, a to1al of 74 per cent of BUPA-Ireland's clientbase
come from households in the top o income categories, compared to 67 per
cent for VHI.

Table 3.5: Type of Private Health Insurance by Socio-Economic Characteristics of Adults Covered by

Insurance

VHI BUPA-Ireland Other VHI BUPA-lIreland Other
Fuli-Time Employed 83 9 8 54 61 68
Part-Time Employed 81 15 4 G 12 4
Unemployed 77 19. 4 1 3 1
Retired 93 5 2 6 4 2
Full-time Training or Educatior 89 7 5 14 11 10
Domestic Dulies 88 5 7 16 9 15
IfDisabled 100 0 0 2 0 0
Primary. Education Only 89 3 8 21 77 25
Junior Cycle 81 10 9 20 23 28
Leaving Certificate a3 10 7 32 40 133
Third Level etc. a7 9 4 27 30 14
Under £200 91 6 3 9 6 3
£200 to £334 86 7 7 24 20 25
£335to0 £449 81 11 8 3z 41 39
£450 and Over 86 8 - 6 as 33 32
S/e or Farmer 91 7 2 24 19 6
ProfessionaliManagerial 89 6 5 32 23 23
Other Non-manual 79 10 11 17 21 )N
Skilled Manual 78 11 11 18 26 x|
Unskilled Manual 83_ 10 7 9 11 IR | N

B. Profile of Those Covered
(Column Per cent)

A. Type of Health Cover
{Row Per Cent)

.Variations According to Socio-Economic Status

The final segment of Table 3.5 shows variations in type of healih insurance
cover according to socio-cconontic group. These figures would seem to
suggest that there is not a strong systematic trend in the type of insurance
cover according to socio-economic group. The VHI has the  highest
percentage of “Self-employed persons and farmers” as well as the highest
percentuge of “Professional/Managerial workers™ among the three options.
The “Other Non-manual” and “Skilled Manual™ categories scem to be over-
represented among the “Other” insurance schemes.
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3.2.3 TYPE OF PRIVATE MEDICAL INSURANCE COVER CLASSIFIED
ACCORDING TO SELF-DEFINED HEALTH STATUS

Finally, in this section we consider variations in type of health insurance
cover according 1o self-defined health status of respondent. From Panel B of
Table 3.6 one can see that a slightly higher percentage of the. client base
captured by both BUPA-Irelund and “Other” private medical schemes record
that they have no health problems (96 per cent and 95 per cent respectively).
This compares with a figure of 91 per cenm for the VHI In terms of self-
assessed health status it would.appear that when one aggregates the response
categories into a threefold classification of “Very Good/Good™; “Adequate”,
and “Bad/Very Bad” there is very little difference between the three health
insurance options.

Table 3.6: Type of Private Health Insurance by Health Characteristics of Adults Covered by Insurance

j A_Type of Health Cover ~ " B.Profile of those Covered
{Row Par Cent) (Column Per cent)
VHI BUPA-Ireland Other VHI BUPA-Ireland Other
Health Problem?
iNo Health Problem B84 9 7 91 g6 a5
‘Heaith Problem 92 4 4 9 4 5
| Seif-rated Heaith
WVery Good 83 10 7 53 63 59
'Good 88 6 6 38 22 31
Adequate 82 12 7 10 14 10
Bad or Very Bad 93 7 0 1 1 0

3.3
Summary

In this section we have provided a detailed consideration of incidence levels
of different coverage statuses along with variations in such statuses according
1o standard socio-demographic characteristics as well as self-assessed health
slatus.

We saw that 31 per cent of adults were covered under the Medical Card or
GMS scheme; 45 per cent by Private Medical Insurance; 6 per cent by a
Hospital Cash Plan and 26 per cent were not covered under any scheme.
Overlaps in terms of coverage between the schemes would indicate that
approximately 4 per cent of the population had both private insurance and
Medical Card coverage. These were mostly younger adults or retired persons.
The former are often eligible in their own right for a Medical Card due (o
their low income status while still being named on their parents’ insurance
scheme. Approximately two-thirds of the 6 per ceni covered by a Hospital
Cash Plan are also covered by Private Medical Insurance meaning that only
about 2 per cent of the aduli population have a Cash Plan as their only form.
of medical insurance.

We found that there were some clearly defined variations in coverage
according to gender, age and region. We saw, for example, that there was a
much higher incidence of Medical Card cover among females than males. In
contrast, however, the incidence of Cash Plan cover was substantially higher
among males than females. Males were also slightly more likely not to have
any medical coverage than their female counterparts

As one would expect, age was very highly correlaied with coverage. In
particular, the percentage with no cover was very strongly and negatively
related 10 age. In other words, as age increased the probability of not having
any medical coverage feel sharply. For example, 38 per cent of those under
30 years had no medical cover. This fell to only 11 per cent of those over 65
years or more. As a corollary o this rend, we found that as age increased so
too did the probability of being covered on a Medical Card — rising from 18
per cent for these aged under 30 years 1o 73 per cent for those aged 65 or
over.

In terms of broad regional variations we found that the incidence of
Medical Card cover'in Dublin was 7 percentage points lower than in the rest
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of the country. The incidence of private insurance and hospital cash plan
schemes were largely the same in Dublin and the rest of the country.

"We saw that variations in coverage status with socio-economic variables
conformed ‘more-or-less with what oné might expect a@ priori. For example,
GMS cover was lowest among the employed and highest among the
unemployed and retired categories. This laner trend reflects the secondary
benefit of the Medical Card among the groups in question. In contrast, PMI
cover was highest among those in full-time employment and also in
education/training (most of whom are still insured on their parents”
insurance).

Cover was also strongly correlated with socio-economic status, income
and level of educarional amainment — all in the direction which might be
expected,

In terms of Hpe of insurance held, we saw that 85 per cent of those
covered were with the VHI; 8 per cent were with BUPA-Ireland; and 7 per
cent were with some “Other” scheme. In broad terms, we saw that there were
some differences between the socio-demographic profile of those insured by
BUPA-Ireland as compared with those covered by other schemes. BUPA-
Ireland’s clients were slightly younger, better educated, from higher incomé
"households, had a higher probability of being in full-time employment and
has a lower incidence of having a health problem. These differential client
profiles between the main insurers may resull from a number of faclors.
Given the assumed low levels of switching from one insurance company 1o
another, all new entrants 1o the Irish market must draw nearly all of their
clienthase form the inflow of firsi-lime policy holders. This inflow of new
clients will disproportionately be made up of younger adulis.




4.1
Health Service
Utilisation

4. CONSUMPTION OF HEALTH
SERVICES IN THE LAST TWELVE
MONTHS

This chapter focuses on health service utilisation over the rwelve months
preceding the survey and, as in previous sections, considers how this varies
according to the demographic and socio-economic varables discussed
throughout the report. In Section 4.1 we begin by considering basic utilisation
befare moving on in Section 4.2 1o focus on waiting times and waiting lists.
Finally, in Section 4.3 we provide a brief summary of our findings.

Using information on their utilisation of health services, respondents were
classified into one of seven mutually exclusive health service categories as
follows:

¢ No usage;

GP only;

Casualty Department;
Qutpatient;

Day Surgery;

Private Hospital.
Public Hospital;

Respondents were assigned to the relevant category according to their
most intensive usage patern. Thus, for instance; a person who enters the
hospital through a visit to the casualty department and- is admitted for at least
one night is classified as a hospital user.

4.1.1 UTILISATION ACCORDING TO DEMOGRAPHIC CHARACTERISTICS

Table 4.1 presents details on the utilisation profile of adulis according 1o their
standard demaographic characteristics. From this one can see that one-quarner
of adults had not used the health services in the year preceding the survey
while a total of 44 per cent had used only the services of their GP. This latter
involved either a visit by the GP to.the patient or the patient to the offices of
the GP.
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Table 4.1: Broad Health Service Usage by Demographic Characteristics of Adults

Total

Male
Female

Under 30
Age 30-49
Age 50-64
Age 65+

Married/Cohabiting
Divorced/Separated
Widowed

Never Married

No Children

One Child

Two Children

Three or More Children

Row Percentages
No Usage GP Only Casualty Outpatient Day Surgery Hospital-  Hospital-
Private Publte
25 44 5 9 3 & 7
H 40 7 7 3 4 7
20 49 3 11 2 7 8
29 41 10 5 3 6 6
29 43 4 10 3 6 5
21 47 3 12 3 6 ]
15 51 2 11 2 5 13
26 46 3 10 3 6 7
14 46 3 16 6 7 7
11 53 2 13 0 7 13
28 41 8 7 3 6 7
25 44 6 S 3 6 B8
29 43 5 8 3 6 ]
25 46 3 12 4 8 6
27 44 4 10 2 6 6

A total of 13 per cent of the population had spent one or more nights in
hospital in the 12 months preceding the survey — 6 per cent in a private
hospital while 7 per cent were hospitalised as public patients, A total of 3 per
cent of adults had been treated in a day surgery bue had spent no nighus in
hospital while 9 per cent had presented for specialist ouipatient reatment or
consultation without hospitalisation. Finally, 3 per cent had visited the
Accident & Emergency (Casualty) department of a hospital in the twelve
months prior to the survey.

Utllisation by Gender

In general, one can see that females have a substantially higher propensity
than males to utilise the healih services. A total of 80 per cent of females
vsed some aspect of (he health system as set oul in Table 4.1. The
comparable figure for males is 69 per cent. The only area where usage is
greaier among males than females appears to be in Casualty which was used
by approximately 7 per cent of males and 3 per cent of females."”

Utilisation by Age

As one would expect there is a very clear relationship between service
utilisation and age. The figures in Table 4.1 show that 70 per cent of those
aged fess than 30 utilised some aspect of the health services. This compares
with 79 per cent of those aged 50-64 and 85 per cent of those aged 65 years
or more. There is really no difference berween the age cohorts in terms of
their level of wiilisation of day surgery and private hospital utilisation. The
incidence of hospitalisation as a public patient is more strongly influenced by
age cohon. This is presumably a reflection of the higher rates of Medical Care
coverage among the older cohorts, as noted in the previous chapter. The only
area in which usage is grealer among young adults is in visits to the Casuualy
Department with 10 per cent of person in the Under 30 year cohon visiting a

"I one focuses only on those who used some aspect of the health services in the period in
question one finds that 10 per cent of men whoe utilised some aspect of the health sysiem
visited Casualty Depanment. The comparble [igure for females is 4 per cemt.
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Casualty Department compared with 2-3 per cemt for the rest of the
population.

Variation in Utilisation by Marital Status and Number of
Dependent Children

In general, there is litle varation in utilisation levels according to marital
status and number of dependent children. There are only two exceptions 1o
this general observation. The first is the incidence of hospitalisation as a
public patient among Widows. This is clearly related to age. The second is in
the pauern of utilisation of out-patient and casualty services among those
who are classified as Never Married. An above average percentage of this
group use the services of Casualty Depanments and a ‘below average
percentage use outpatient services. This is also a reflection of the age profile
of persons in this category. We saw in the previous section that younger
persons had a lower propensity 1o use out patient services and a higher
propensity (o use Casualty than other age cohorns. This may also reflect the
influence of age since. for e¢xample, the “Never Married” individuals are
relatively young,

4.1.2 UTILISATION ACCORDING TO SOCIO-ECONOMIC
CHARACTERISTICS

Table 4.2 ocutlines patterns in  usage according to  socio-economic
characteristics.

Principal Economic Status

In general, one can see that usage levels are highest among those classified
as rétired (86 per cent using some aspect of the health services) and on
Domestic Duties (85 per cent). Lowest utilisation rates were apparent among
the fulltime employed. Somewhat surprisingly, perhaps, quile a high
percentage of those who were ill/disabled had not used the health services in
the 12 months preceding the survey though their overall hospitalisation rares
were particularly high.

Level of Educational Attainment

Health service consumption is strongly and negatively related to level of
educational attainment. In’ other words, the lower the level of education the
higher is the level of service utilisation. Some of this may, of course, be
driven by the relationship between educational auainment and age, as those
with lower levels of attainment are generally from older age cohons.

Income

The influence of income on health service utilisation is apparent from the
table. For example, 83 per cent of those from households with a weekly
income of under £200 used some aspect of health services in the rwelve
months preceding the survey. This figure falls progressively with income level
to stand at only 70 per cemt for those from houscholds with an average
weekly income of £450 or more. Public hospital utilisation rates and
outpatient usage levels are highest for thosé in the lowest income bracket (13
per cemt of adults in both areas). As one would expect, private hospital
utilisation levels increase direcdy with income level. It is also interesting to
note that the use of Casualty or A & E increases quite substantially with
income. For example, only 1 per cent of adults from houscholds with a
weekly income of under £200 presented to casualty in the twelve months
preceding the survey. This increases progressively with income bracker to
stand at 9 per cem for those from households with an average weekly
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income of £450 or over. This may arise if those from lower-income
households who visit the casualty department are more likely to be
hospitalised — they would then be classitied as hospital users in Table 4.2.

Table 4.2: Broad Heaith Service Usage by Socio-Economic Characteristics of Adults

No Usage GP Only Casualty Outpatient Day Surgery Hospital- Hospital-
Private Public

Full-Time Employed 32 42 7 7 2 5 5
Part-Time Employed 24 48 4 10 5 5 6
Unemplayed 27 42 2 " 1 7 11
Retired 14 51 1 10 3 7 15
Full-time Training or

Education 25 46 8 4 6 9 2
Bomestic Dutles 15 49 2 14 2 6 10
ll/Disabled 29 22 7 9 0 0 3z
Primary Education Only 19 48 3 " 3 4 12
Junior Cycle 26 43 9 9 2 4 7
Leaving Cerlificate 27 14 4 8 3 9 5
Third Level etc. 3z M 6 7 3 7 4
Under £200 17 49 1 13 2 4 13
£200 to £334 28 45 5 8 2 5 6
£335 to' £449 25 45 6 7 4 7 6
£450 and Over 30 38 9 8 3 7 4
Sle or Farmer 28 47 4 6 2 6 "7
Professional/Managerial 28 45 5 & 5 8 3
|Other Non-manual 25 40 5 10 3 8 9
Skilled Manual 25 42 8 b 3 5 7
Unskilled Manual 21 47 3 11 1 4 12

Row Percentages

Socio-economic Status

Utilisation levels are clearly lowest for those Professional/Managerial and Self
Employed/Farmer categories (72 per cent) and highest for the unskilled
manual group (79 per cent). Use of outpatient services is directly related 1o
economic status, being substantially higher for the three lower status
categores than for the Professional/Managerial and Self-employed/Farmer
calegories.

4.1.3 UTILISATION ACCORDING TO HEALTH STATUS AND COVERAGE

Health Problems and Self-Assessed Health Status

Tuable 4.3 presents details on utilisation levels according to health status and
health coverage. As one would expect, by definition, those with a health
probtem have much higher utilisation rates than the rest of the population (97
per cent and 71 per cent respectively). Hospitalisation and use of Outpatient
Services are much higher among those with a health problem whereas use of
GP services only (i.e. withow any more intensive usage) is more frequent
among the rest of the population. A total of 46 per cent of those without a
health problem used only GP services in the year preceding the survey
compared with 38 per cent of those with a health problem.
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Table 4.3: Broad Health Service Usage by Health Status and Health Coverage of Adults

Health Problem?
No Health Problem
Heatth Problem
Self-Rated Health
Very Good

Good

Adequals

Bad

Very Bad

Health Coverage
GMS

Private Insurance
Not Covered

Row Percentages

No Usage GP Only Casualty Outpatient Day Surgery  Hospital- Hospital-
v Private Public
29 46 5 7 3 5 5
3 38 5 22 2 9 22
33 45 6 5 2 5 4
24 47 5 9 3 6 6
10 4 4 17 4 B 15
2 20 5 29 0 10 33
4 3 0 26 o 11 56
16 49 2 13 2 5 14
28 43 3] 7 4 10. 2
k)| 41 7 8 3 1 8

Row Percentages Mean Median |
None One 2-5 6-10 Over 10

Self-Rated Health

Very Good or Good 33 18 38 7 4 24 1.0

Adequate 14 8 32 21 25 7.7 40

Very Bad orf Bad 3 7 27 19 44 11.0 8.0

Health Problem?

No Heaith Probtem 3 18 a8 7 4 24 10
lHas Health.Problem 5 -6 27 - 24 38 9.7 6.0

Heaith Coverage

GMS 18 8 .39 15 20 58 4.0

Private Insurance 33 20 36 8 3 2.2 1.0

Not Covered 35 18 M 7 5 2.7 1.0

Usage levels according to self-assessed health status are very much in line
with expectations. Particularly high levels of hospialisation and use of
outpatient services are apparent among those who assess their health to be
“Bad” or “Very Bad".

Health Coverage

Finally, in terms of health coverage we find that health service usage is
highest among those covered by the GMS — 84 per cent. The level for those
with PMI is 72 per cent while the figure for those with no cover is 69 per
cent. Use of outpatient, GP and the public hospital system is highest among
Medical Card holders while the private hospital system and Casualty are,
refatively speaking, highest among those with PMLL

4.1.4 NUMBER OF GP VISITS AND NIGHTS IN HOSPITAL

An alternative way of interpreting health service consumption is to consider
the number of GP visits or nights in.hospital in the twelve months preceding
the survey. The relevant figures are presented in Tables 4.4 and 4.5.

Table 4.4: Number of General Practitioner Visits in Previous Twelve Months by
Health Status and Health Coverage
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Table 4.5: Number of Nights In Hospital in Previous Tweive Months by Health
Status and Health Coverage

Row Percentages Maan Median |
None 1-3 4-10 Over 10 (Wheare > 0)

iSelf-Rated Heaith

iVery Good or Good a0 4 4 2 7.8 4.0
'Adequate 77 5 9 9 15.4 8.0
Very Bad or Bad 52 4 11 33 25.0 14.0
Health Problem?

No Health Prablem a0 4 4 2 8.7 5.0
Has Health Problem 69 7 10 14 17.8 10.0
Health Coverage

GMS a2 4 6 9 16.5 10.0
Private Insurance 88 5 4 3 9.2 5.0
Not Covered a0 4 4 1 6.9 50

Note: Mean and median are shown for those individuals spending at least one night in hospital.

Self Assessed Health and Health Problems

Table 4.4 outlines details on GP visits. From this one can see that the number
of visits to or from a GP in the reference period increased progressively with
deterioration in self-assessed health status. For example, one can see from the
table that 44 per cent of those who considered that their health was "Very
Bad or Bad” used the services of their GP 10 or more times in the year in
question. Only 25 per cent of those who considered their health status 10 be
“Adequate” used the services of their GP with such a high frequency while
only 4 per cent of those who rated their health status as “Very Good/Good”
did so. The mean and median figures presented in the table clearly illustrate
the strength of the relationship between consumption levels and self-assessed
health status. I is clear from the table that the presence of a health problem
is equally strongly correlated with number of visits.

Table 4.5 presents comparable information- on number of nights in
hospital in the. twelve months- preceding the survey. -Hospitalisation is also
strongly related to both self-assessed health stats and presence or otherwise
of a healih problem. One can see, for example, that for those who assess
their health as being “Very Bad” or “Bad” the mean number of nighus spent in
hospital was 25. The comparable figure for those who assessed their health as
“Very Good™ or “Good” is just under 8 nights." The same variation is
apparent as berween those with and without a health problem.

Health Coverage

The extent 1o which health service consumption is linked to health coverage
is illustrated by the figures in Table 4.4. From this one can see that a very
substantially higher number of visits to or from the GP are made by those
covered under the GMS. A total of 20 per cent of Medical Card holders made
or received over 10 such visits in the yeur preceding the survey. The
comparable figure for those with private health insurance is 3 per cent and
for those with no cover it is 5 per cent. The mean and median number of
visits presented in the wble underline these differential usage pauerns.

" The reader should note, of course, that the average of B nights among 1hose who mte their
health status us being "Very Good or Good™ is based only on the 70 per cenr of (his category
who did, in fadi, spend one or more nights in hospital. The average of 25 nights among 1hose
whto noted their healh satus as "Very Bad or Bad™ is bused on the 48 per cenr of the relevant
category who spent at least one night in hospital.



32

PERCEPTIONS OF THE QUALITY OF HEALTH CARE IN THE PUBLIC AND PRIVATE SECTORS IN TRELAND

. 4.2
Waiting Times
for Health
Services

Table 4.5 shows that the median and mean number of nights spent in
hospital by those covered by the GMS is subslantially, higher than either
those with PMI or those with no medical cover of any sort.

Much popularised coverage of health service provision has focused on
length of waiting lists for access 10 health services, with a particular emphasis
being placed on differences in waiting time berween the GMS and PMI
sectors. In this section we consider the exient of these differences in waiting
times according to type of health coverage. The relevant information is
presented in Tables 4.6 and 4.7 below.

Table 4.6 provides details on average wailing time for three lypes of
health services for those Adults who received them in the previous twelve
months, viz. hospitalisation; day surgery; outpatient services. The information
is presented separately for the three types of health coverage.

The first segment of the table relates o hospitalisation. The figures under
each health coverage category clearly refer only 10 those hospitalised. As we
saw in Table 4.3 this varies between the three coverage groups. Table 4.3
indicated that a total of 19 per cent of those covered in the GMS were
hospitalised in the year in question; 12 per cent of those covered by PMI
were hospitalised and 9 per cent of those wilth no cover were hospitalised.
Table 4:6 examines the waiting times among those who received different
types of medical care in the last 12 months.. From Table 4.6 one can see that
of the Medical Card holders who were hospitalised, 59 per ceni did not have
to wait for hospitalisation.. The comparable figures for those with PMI and No
Cover were 54 per cent and 74 per cent respectively.”

Of those who had to wait for admission, however, it is clear that the
wailing tmes for those in the PMI sector are substantizlly shorer than for
those in the GMS sector or those with no coverage. A total of 20 per cent of
the GMS members and 21 per cent of these with No Cover had 10 wait more
than' 1 month for hospitalisation. The comparable figure for those with private
insurance was 9 per cent.

Table 4.6: Waitiné Time For Different Health Services, by Coverage

GMS Private Insurance Not Covered |
Hospital None 59 54 74
1-4 weeks 21 37 4
1-6 months 1" 7 17
6-12 months 5 1 1
Over 1 year 4 1 3
Mean (including 0 weeks wail) 6 3 ]
Day Surgery MNone 0 56 0
14 70 16 80
1-6 months 20 18 15
6-12 months 0 6 5
Over 1 year 10 0
Mean (including 0 weeks wail) 12 6
Qutpatient None 31 24 27
14 43 56 49
1-6 months 22 16 22
6-12 months 3 4 0
Over 1 year 2
Mean (including 0 weeks wait) 6

‘ Since GMS members tend 10 be older and are more likely 1o have health problems, these no-
wait admissions may represent admissions via the Casualy Depanment.
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4.3

Summary

The mean number of weeks wailing for hospitalisation is also shown in
the table. This shows that the average waiting time of three weeks for those
with private insurance is only about half that experienced by others who
were hospitalised in the period in question.

Derails on day surgery are shown in the second segment of the table.
These show that as many as 56 per cent of those persons with private
medical insurance who availed of this service experienced no waiting time
while a further 16 per cent had 1o wait 1 — 4 weeks. The figures indicate that
no-one who was not covered by private insurance had immediate access 1o
day surgery services. The average waiting time for this service was 8 weeks
for those with medical insurance. This compares with 6 weeks for those not
covered and 12 weeks for those in the GMS.

Finally, the third segment of the table contains details on wailing ume for
outpatient services. Once again, one can see that those who are privately
insured are advantaged in terms of access 1o the service in question — through
not o the same degree as in the case of hospitalisation and day surgery
services. The average waiting time for persons with private insurance was 4
weeks. This compared with 5 weeks for those in the GMS and 6 weeks for
those who had no cover.

Table 4.7: Percentage Currently on Wéiting List for Hospital Bed and Length
of Wait by Coverage

GM3 Private Not Covered |
) insurance
Currant % Waiting 7 2 3
Length of Wait None 4 15 2,
14 weeaks 19 25 21
1-6 months 53 53 42
6-12 months 10 2 12
Over 1 year 13 4 23
'Median, Where >0 16 8 14

Table 4.7 presenis derails on the percentage of persons currently on a
waiting list for a hospital bed or in-patient services. We can see that 7 per
cent of those in the GMS say they are on such a list, 2 per cent of those with
private insurance and 3 per cent of those wha have no cover. Of those who
are waiting, the median tme waiting so far is 16 wecks for GMS members, 8
weeks for PMI members and 14 weeks for those with no health coverage.

In this chapter we consicdered utilisation levels according 1o a range of socio-
demographic characteristics. We saw  that three-quarters of the adult
population used some aspect of the healih services in the year preceding the
survey. The most frequently used services were those of the GP; public
hospitals and outpatiecnt services. Consumption levels were higher .among
women than among men and, as one might expect, were strongly influenced

Dy age. Usage levels also varied according to level of educational atiainment,

income and socio-economic status. Usage levels fell with increases in each of
these three variables. For example. 83 per cent of adults from households
with an average weekly income of under £200 used some type of health
service. This fell progressively with income category until it swood at 70 per
cent for those from households with un average weekly income of £450 or
more.

Health Stawus was clearly a key determinant in the utilisation of services. A
total of 97 per cent of those who had a health problem used some form of
health service. This compares with 71 per cent of their counterpartis who
reported having no health difficuhies.
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Usage. levels also varied according to coverage status being highest among
Medical Card holders (84 per cent), falling to 69 per cent for those with no
health cover.

Direct measures of health care consumption in the form of number of
visits to or from a GP or nights spent in hospital confirm all these trends.
Thus, for example, persons who were covered by a Medical Card made or
received, on average, 5.8 visits 1o their GP." This compares with 2.7 visits for
those not covered by any medical scheme and 2.2 visits for those covered by
private medical insurance.

The same trend is clearly apparent in terms of number of nights spent in
hospital. Among persons who spent a night in hospital the average number
for a medical card holder is 16.5. This compares with an average-of 9.2 nights
for those with private insurance and 6.9 nights for those with no cover.

Finally, we considered waiting times -for access to health services. In
general, we found that these were sirongly influenced by coverage status,
Average wailing times for access to hospital services among those covered by
the GMS were twice the level among persons covered by private insurance (6
weeks compared with 3 weeks respectively). Similarly, those with private
insurance had shorter waiting times for both Day Surgery and Outpatient
Services than their counterparts in the GMS system.

® Based only on those who made/received any visits from.a G,
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5. PERCEPTIONS OF THE PUBLIC
AND PRIVATE HEALTH CARE
SYSTEMS IN IRELAND

I his chapter outlines some of the key views and perceptions of the health
care system, broken down by the relevant classificatory variables.

Media reports would suggest a widespread perception that the quality of
care available in the public health system is not on a par with that in the
private sysiem, padicularly with regard 10 the wuaiting times necessary for
seeing a specialist consultant and for hospital procedures. In this section, we
examine perceptions of the quality of care in the public health system, and
attempt 1o pinpoint the areas where that care is perceived 10 be lacking. We
also explore whether there are differences between groups in the population
(particularly with respect 10 heaith status, health coverage and social group)
in perception of the public health system. In other words, is it those most
likely 1o make use of the public health system — people with health
problems, those in less advantaged social groups — who are most critical of ir?

Respondents were asked their perception of the overall quality of care in
the public health system: *In general, how would you describe the total level
of care received in the PUBLIC Health system, in Ireland, in terms of
QUALITY OF CARE.” Response oplions were ‘“very good”, “good”,
“adequate”, "bad” and “very bad”.

Overall, as shown in Table 5.1, just over two-fifths rate the quality of care
in the public health system as very good or good. Positive ratings increase
with age (60 per cent of the over 63s), and are more frequent among those
outside of Dublin (47 per cent) than in Dublin city or county (34 per cent).
The association between age and a positive perception of the public health
system is also evident in the pattern across mariial stauses: widows, who
tend to be older, are more likely 1o rate the public health system positively
(60 per cent), particularly in contrast 1o adults who are divorced or separated
(32 per cenn).

Those in the youngest age group (under 30) are less likely to have a
negative perception of the public health system than adults in their middle
years: 19 per cent of the under 30s view the quality of care in the public
health system as very bad or bad, compared 10 29 per cent of those aged 30
10 49 and 24 per cent of those aged 50 10 64. This may be associated with
life-cycle stage: single adults and those without children tend e be more
positive than those who are married and those who have children,
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Table 5.1: Perceptions of Quality of Care in the Public Health Systems by
Demographic Characteristics of Adults

Row Percentages
Quality-Publlc Health
Good or Very Good Adequate Bad or Very Bad
Total 43 34 23
Male 43 33 23
Female 43 '35 22
Under 30 41 40 18
Age 30-49 37 34 29
Age 50-64 44 32 24
Age 65+ 60 24 16
Dublin City/County 34 34 32
Elsewhere in Ireland 47 34 19
Married/Cohabiting 40 ‘33 28
Divorced/Separated 32 41 27
Widowed 60 28 12
Never Marriad 46 36 18
No Children 45 34 21
One Child 39 a3 28
Two Children 40 a5 25
Three or More 44 kv 24
\__Childr_ep |

There are only minor differences in the perceived quality of the public
health system between men and women.

Table 5.2 examines whether there are differences in the perceived quality
of the public health system by the socio-economic characteristics of Adults.
The association between age and a positive perception of the public health
system is again evident in that over half of retired people regard it as good or
very good. It is also interesting that two-thirds of those who are ill or disabled
view the quality of the public health system as very good or good. In fact,
people unable 1o work due to illness or disability, those in full-time education
or training and those engaged in home duties are less likely than persons at
work to view the quality of the public health system as bad or very bad.

There is also a clear relationship between level of education and
perceptions of the quality of the public health system, with positive ratings
declining as level of education increases. A similar pattern is found with
respect to total net household income. Here the differences are even more
dramatic, with.61 per cent of those with a total household income under £200
a week regarding the quality the public health system as very good or good,
falling to only 32 per cent of those with household income of £450 a week or
more. The differences according to socio-economic group are less marked.
However, those in the Professional and Managerial social group tend to be
most critical of the public health system, with only 33 per cent giving a
positive rating, in contrast o 48-49 per cent of-those in the Skilled and
Unskilled Manual social group.
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Table 5.2: Perceptions of Quality of Care in the Public Health Systems by
Socio-Economlic Characteristics of Adults

Row Percentages
Quality-Pubtic Health
Good or Very Good Adequate  Bad or Very Bad
Total 43 34 23
Full-Time Employed 36 39 25
Part-Time Employed 41 28 30
Unemployed 48 23 28
Retired 55 24 21
Full-time Training or Education 43 ) 45 12
;Domestic Duties 50 29 21
lllll’DisabIed 67 13 19
|Primary Education Only 55 2 19
LJunior Cycle 40 37 23
Leaving Certificate 37 38 25
Third Level etc. 3 39 27
lUnder £200 61 26 13
f£200 to £334 43 34 23
"£335 to £449 37 37 26
'£450 and Over 32 40 29
'Sfe or Farmer 44 35 21
Professional/Managerial 33 40 ' 27
' Other Non-manual 39 35 26
'Skilled Manual 48 a3 19
lunskiled Manual a9 27 23

Table 5.3 looks at perceptions of the quality of care in the public health
system by health characteristics of the Aduls, including the wpe of healih
coverage they have, and whether they have been hospitalised in the previous
year. It is ¢lear from this able that those with most exposure to the public
health services end to give a more positive rating 1o the public health system
than those wilth less exposure to it. This is particularly clear in the ‘contrast
hetween those hospitalised as public patients and those hospitalised as
private patients. Six out of every ten people who had been hospitalised as .
public patients in the previous months give a positive rating to the quality of
care in the public health system. In this respect, their evaluation of the public
health system is considerably more favourable than that of people who had
been hospitalised as private patients, only 36 per cent of whom rate the
public health system positively. Over half of those with a health problem or
condition give a positive rating to the public health system, while 58 per cent
of those covered by the GMS do so. The differentiation according to the
individual’s self-rated health siatus is less clear, particularly since the smull
group rating their health as very bad or bad are more likely than average
(about' one-third, compared to under one-quarter on average) to give a
negative rating to the public health system.
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Table 5.3: Perceptions of Quality of Care in the Public Health Systems by
Health Characteristics of Adults

r Row Percentages
Quality-Public Health
. Good or Very Good Adaguate Bad or Very Bad

Total 43 34 23
No Health Problem a1 36 23
Health Problem 56 24 20
Very Good Health 42 34 24
Good Health 43 35 22
Adequate Health 48 34 19
Bad or Very Bad Health 47 18 36
GMS 58 26 16,
Private Insurance 35 37 28
Not Covered 39 38 23
No Hospitalisation 42 35 23
Private Patient 36 33 31
Public Patient 60 22 17

The differences are fairly small berween those with private health
insurance and those with no health insurance. but the privately insured tend
1o be more critical.

Some insight into which aspects of the public health care system are
viewed negatively can be obtained from the next set of Tables (5.4 o 5.6,
which show the percentage in each group rating various aspects of the public
health system positively (“good” or "very good”). The question wording was
as follows: “I'm going 10 read out 4 statements about aspects of care in the
Public Heaith system. For each item I would like you to tell me whether you
think the Public Health system is Very Good; Good; Adeguate; Bad; Very
Bad.”

a) Quality of medical care received as a Public patient;

b)_Length of stay, given your condition, as a Public patient;

¢} Quality of the facilities as a Public patient;

d) In general, efficient running or management of medical care in the

Public Hospital system.

More than half view the quality of medical care in the public health
system as good or very good, while 44 per cent view the quality of facilities
as good or very good. However, fewer than two-fifths have a positive view of
the length of stty and the efficient management of the public health care
systern. ’

Older adults, those in the lowest-income households, and GM$ members
are most positive across all aspects of the public health system with more
than half giving positive ratings.. In fact, 68 per cent of those aged 65 and
over give a positive rating 1o the quality of medical care in the public health
system. The association between age and widowhood and age and retirement
mean that widow{er)s and retired persons also rate the_public.health-system

-positively.  Those with- -a health ‘condition and those who had been

hospitalised as public patients are also likely to give a posilive rating 1o the
quality of medical care and the quality of facilities, but slightly fewer than
half give a positive raling to the length of stay and the efficient management
of the public health system.
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Table 5.4: Perceptions of Aspects of Care in the Public Health Systems by
Demographic Characteristics of Adults

Quality of  Lengthof Stay  Quafltyof”  Efficient |
Medical Care Facilitles Management
% (V) Good % (V) Good % {V} Good % (V) Good
Total 52 38 44 39
Male 51 a7 44 38
Female 52 39 45 41
Under 30 51 36 41 37
Age 30-49 45 32 38 34
Age 50-64 52 39 45 39
Age 65+ 68 54 62 56
Dublin City/County 45 32 35 28
Elsewhere in Ireland 55 41 49 44
Married/Cohabiting 46 34 a9 34
Divorced/Separated 48 iy 51 a7
Widowed 69 60 68 60
Never Married 55 . 40 46 42
No Children 54 39 45 41
One Child 51 39 45 34
Twao Children 45 35 kY 36
Three or More 45 36 48 37
L__Children _ u

Again, those who spent time in hospital as private patiems are
considerably more critical of the public heaith system, as are those in the
professional and managerial social group, and higher income households.

Table 5.5: Perceptions of Aspects of Care .in the Public Health Systems by
Socio-Economic Characteristics of Adults

Quality of Length of Quality of Efficlent
Madical Care Stay Facilities Management
% (V)Good % (V)Good 9% ({V)}Good % (V}Good
Total 52 38 44 39
Full-Time Employed 45 30 38 33
Part-Time Employed 55 35 44 .3
Unemployed 51 38 41 36
Retired 63 51 56 50
Full-time Training or Education 53 46 45 47
Domestic Duties 59 47 53 47
(I/Disabled 59 57 71 50
No Education beyond Primary 62 48 56 51
Junior Cycle 48 36 43 34
Leaving Certificate 48 32 38 36
Third Level etc. 42 a0 35 29
H |
Under £200 70 55 63 55 |
£200 to £334 49 34 42 -39 '
!E335 to £449 46 35 39 32 !
|£4so and Over 41 29 34 3 |
S/e or Farmer 51 40 47 41 :
Professional/Managerial 41 32 36 34 '
Other Non-maniual 51 33 38 30 |

Skilled Manual 56 40 48 41 i
Unskilled Manual 57 43 51 47

—_———— e e
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Overall then, perceptions of the quality of care in the public health system
are not high. But those who are most likely 1o have used the public health
system have a more positive' view of it. This may be due to lack of accuraie
information on the part of young adults and those in more advantaged social
groups, or it may reflect differences with respect to expectations.

Table 5.6: Perceptions of Aspects of Care in the Public Health Systems by
Health Characteristics of Adults

Quality of  Length of Quallty of Efficient
Care Stay Facilities Management
% (V)Good % (V}Good % (V) Good % (V) Good
Total 52 38 A4 39
No Health Probiem 50 37 42 K11
Health Problem 59 45 57 47
Very Good Health 51 kY4 42 38
Good Health 50 38 44 38
Adequate Health 56 a1 54 47
Bad or Very Bad Health 56 46 52 35
GMS 67 52 57 50
Private Insurance 42 30 35 32
Not Covered 43 34 44 39
No Hospitalisation 51 37 44 39
Private Patient 45 39 36 30
Public Patient 61 a7 57 46

Per cent rating as very good or good.

_Table 5.7: Whether Waiting Times for Treatment in Public Hospitals*L'bnger

Now than Three Years ago by Demaographic Characteristics

Waiting Times Longer Now Than Three Years Ago? |
Yes, Longer Now No Don't Know
Total ) 59 13 28
Male 56 14 30
Famale 62 12 25
Under 30 52 15 33
Age-30:49 61 1 28
Age 50-64 65 13 21
Age 65+ 62 13 25
Dublin City/County 70 9 22
Elsewhere in Ireland 55 15 30
Married/Cohabiting 63 11 26
Divorced/Separated 59 13 28
Widowed 59 17 24
Never Mamied 54 15 K1
No Children 59 13 28
One Child 61 12 28
Two Children 59 15 27
| Three or Mare Children 62 10 28

A key element of the quality of care in the public health system is the
length of time people have 1o wait for treatment. Tables 5.7 10 5.9 examine
whether people believe that the waiting times for trearment in a public
hospital have increased in-the last three years. This is similar 1o a question
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included in the 1999 survey reponed in Nolan and Wiley (2000), except that
their wording referred to the previous five years, Nolan and Wiley reported
that 65 per cent of respondents in that survey fell that waiting times had

- increased, 28 per cent believed the times had not increased, while the
remaining 7 per cent did not know. Table 5.7 presents a slightly more
positive picture, albeit one founded on greater uncerainty as to how waiting
limes may be changing rather than a conviction that they are not geiting any
worse: 39 per cent of those interviewed in 2000 believed that waiting times
had grown fonger, 13 per cent believed they had not changed, and 28 per
cent did not know.

Table 5.8: Whether Waiting Times for Treatment in Public Hospitals are
Longer now than Three Years ago by Socio-Economic
Characteristics of Adults

M Walting Times Longer Now Than 3 Years Ago? |
Yes, Longer Now No Don't Know
Total 59 13 28
Full-Time Employed 58 12 30
Part-Time Employed 64 13 23
Unemployed 62 15 22
Retired 63 13 24
Full-time Training or Education 50 18 31
Domestic Duties 63 13 24
lli/Disabled 48 16 , 36
Primary Education Only 61 13 26"
Juniar Cycle 62 13 . 25
;Leaving Certificate 57 13 30
Third Level ete. 55 13 3
Under £200 61 16 23
£200t0 £334 62 iR 28
£335 10’ £449 56 14 29
fE450 and Qver 58 11 » 30
Sle or Farmer 59 12 28
Profassional/managerial 56 1 33 1
Other Non-manual 64 8 28 1
Skilled Manual 58 18 26 ‘
Unskilled Manual 61 16 23 |

Residents of Dublin and those hospitalised as private patients in the
previous year are most likely to believe that waiting times have grown longer
(70 per cent), while those unable o work because of illness or disability (48
per cent) aré least likely to believe that waiting times have worsened. 1t is
interesting thal when it comes to how walling times have changed in recent
years, GMS members, older adults and those hospitalised as public patients
are slightly more critical than average. This contrasts with their tendency 1o
be more positive than average in their overall rating of the quality of care in
the public health.system.
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Table-5.9: Whether Waiting Times for Tréatment in Public Hospitals are
Longer Now Than Three Years Ago by Health Characteristics of

Adults
Waiting Times for Public Hospitals Langer Now Than 3!
. Years Ago?
Yes, Longer Now No Don't Know
Total 59 13 28
No Heaith Problem 58 12 30
Health Problem 66 18 16
Very Good Heatth 56 15 29
Good Health 61 11 28
.LAdequ'ate Health . 65 11 24
Bad or Very Bad Health 64 23 12
GMS 60 16 24
Private Insurance 60 10 30
Not Covered 57 15 28
No Hospitalisation 58 13 29
Private Patient 71 10 19
Public Patient 67 14 18

5.2 There is a considerably more positive view of the quality of care in the
Perceptions (.)f private health sysiem, as Tables 5.10 to 5.12 reveal. Over fourfifths of
. sspondents view the quality of care in this sector as "very good” or “good”,

the Quality of respon

Health C in and fewer than one in twenty view it as “bad” or “very bad".
the Private Table 5.10: Perceptions of Quality of Care in the Private Health Systems by
System Demographic Characteristics of Aduits
Quality-Private Health
Good or Very Good  Adequate  Bad or Very Bad
Total 83 ' 15 3
Male 83 15 3
Female 83 15 2
Under 30 g2 17 2
Age 30-49 81 16 3
Age 50-64 85 12 3
Age 65+ 85 13 2
Dublin City/County ) 79 18 4
Elsewhere in Ireland 84 14 2
Married/Cohabiting 82 15 3
\Divorced/Separated 81 15 4
éWidowed 86 13 1
|Never Married 83 15 1
'No Children B2 16 2 |
1One Child a5 10 4 |
ITwo Children 79 17 4 5
LThree or More Children 87 10 3

The general pauvern of differences among groups is similar o that for
perceptions of the public health system. although the differences end o be
smaller in magnitude. Again, older persons, those living outsicde Dublin, those
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in lower-income houscholds, GMS members, and those with a health
condition tend 10 give higher than average ratings to the private health
sysiem. Dublin residents, those in higher-income households, in the
Professional and Managerial social group and those hospitalised as private
patients tend to be more critical. However, even among the “critical” groups,
over 70 per cenl give a positive rating to the private health system.

Table 5.11: Perceptions of Quality of Care in the Private Health Systems by
Socio-Economic Characteristics of Adults

Quality-Private Health

Good or Very Good Adequate Bad or Very Bad

\Tnlal 83 15 3
iFuII-Tlme Employad 80 18 2
'Part-Time Employed 86 10 3
Unemployed 81 16 3
|Relired 86 12 2
|Full-time Training/Education 87 12 1
Domestic Duties 86 11 3
illfDisabled 69 21 10
'Primary Education Only a5 12 3
iJunit:r Cycle 84 14 3
irLeaving Certificate 82 16 2
Third Laval etc. 77 20 3
{Under £200 88 12 2’
{EZOO to £334 86 11 3
:£335 (o £449 80 17 3
'easo and Over 78 20 2
iSIe or Farmer 85 i2 3
iProfessional/Managerial 76 21 3
‘Other Non-manual 81 17 2
ISkilled Manual a7 12 1
liUns[(jllie’d_Manuai 82 14 . 4

Tabie 5.12: Perceptions of Quality of Care in the Private Health Systems by
Health Characteristics of Adults

Quality-Private Health
Good or Very Good Adequate Bad or Very Bad

Total 83 15 3
No Health Problem 82 15 2
{Health'Problem 86 11 3
|

Very Good Health a1 16 2
Good Health 84 13 2
‘Adequate Health 84 13 2
'Bad or Very Bad Health 74 15 it
GMS a7 11 2
iPrivate Insurance 80 17 3
INot Covered ‘82 15 3
jNo Haospitalisation 83 15 2
[

{Private Patient 78 16 6
LF'uinc Patient 81 14 3

A more direct comparison between the public and private health sectors is
possible by looking at whether the respondents believe that a better quality
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of care is received in the public or the private health. sysiems (Tables 5.13 10
5.15). The question was: “Suppose you needed hospital treatment. Do you
think that the quality of care received would be beuer (a) on the private
health system (1) on the public health system or (¢) it would make no
difference 1o the quality of care received.”

Table 5.13: Perceptions of Relative Quality of Hospital Care in the Public and
Private Health Systems by Demographic Characteristics of Adults

Quality.of Cars
Better on Private Better on Public No Difference

Total 62 0 8
Male 64 0 36
Female 60 "0 39 |

|
Under 30 70 0 30
|Age 30-49 65 1 34 |
|Age 50-64 56 0 43
Age 65+ 46 0 54
Dublin City/County 63 1 37
Elsewhere in lreland 62 0 1]
Married/Cghabiting 61 ¢ 39
(Divorced/Separated 65 0 '35
\Widowed 47 0 53
Never Married 66 0 33
No Children 60 0 40
QOne Child 69 0 30
‘Two Children 65 1 as
Three_or More_ Children 63 0 ‘36

Sixty-two per cent believe that the quality of hospital care is better in the
private health system, 38 per cent believe there 1s no difference, with almost
no respondents believing that the quality of care is better in the public health
system.

Older Adulis (34 per cent), GMS members (49 per cent). and those
hospitalised as public patients (49 per cent) are most likely to believe that
there is no difference in the quality of care between the public and private
systems. Young adults, those in the professional and managerial social group,
those with third level education, those in the higher-income houscholds, the
privately insured and those hospitilised as private patients are most likely (69
to 71 per cent) o believe that the quality of hospital care is better in the
private system,



PERCEPTIONS OF THE PUBLIC ARD PRIVATE HEALTII CARE SYSTEMS IN [RELAND 45

Table 5.14: Perceptions of Relative Quality of Hospital Care in the Public and
Private Systems by Socio-Economic Characteristics of Aduits

M Quality of Care
Better on Private  Better on Public No Difference

Total 62 0 38
Full-Time Employed 68 1 32
Part-Time Employed 59 0 41
Unemployed 64 1 a5
Retired 45 0 55
Full-time Training or Education 69 0 31
Domestic Duties 55 0 45
fli/Disabled 49 0 51
Primary Education Only 48 0 52
Junior Cycle 69 0 3
Leaving Certificate 68 1 3
Third Level etc. 69 1 30
Under £200 47 0 .53
£200 to £334 65 0 35
.£335 to £449 67 1 kk}
'£450 and Over 69 0 31
S/e or Farmer 61 0 38
Professional/Managerial 69 1 30
Other Non-manual 67 1 32
Skilled Manual 61 0 ' 38
[Wnskiiled Manual 53 0 47

Table 5.15: Perceptions of Relative Quality of Hospital Care in the Public and
Private Systems by Health Characteristics of Adults

f Quality of Care
Bettor on Private  Better ot Public No Difference

Total 62 4] as
No Heailth Problem 63 0 37
Health Problem 56 0 44,
Very Good Health 62 1 37
:Good Health 63 0 37

| Adequate Heaith 81 0 39
Bad or Very Bad Health 55 o] 45
GMS 50 1] 49
Private Insurance. 71 1 28
Not Covered 61 0 39
No Hospitalisation 62 0 37
Private Patient A 0 29
Public Patient 52 0 48

Perhaps the most dramatic difference in perceptions of the public and
private health systems are found with regard 10 waiting times (Tables 5.16 10
5.18). The guestion was: “"Suppose you needed hospital treatment. Do you
think you could get it more quickly (a) on the private health system (b) the
public health system or (¢) it would make no difference 1o the time taken to
receive the treatment.” Nearly nine out of ten believe that required hospital
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5'3
Summary

care would be obtained more quickly on the private health system than on
the public system.

Table 5.16: Perceptions of Relative Walting Times for Hospital Care in the
Public and Private Health Systems by Demographic
Characteristics of Adults

Row Percentages
Quicker Hospital Treatmoent
More Quickly on More Quickly No Difference
Private on Public

Total 88 0 12
‘Male 87 1 12
Female 88 0 12
Under 30 88 1 12
Age 30-49 92 0 8
IAge 50-64 90 1 10
Age 65+ 74 0 26
Dublin City/County 94 0 6
Elsewhere in ireland 85 1 15
Married/Cohabiting a0 1 9
Divorced/Separated 93 1 6
Widowed 74 ¢] 26
Never Married 86 0 14
No Children 86 0 14
One Child 94 1 5 1
ITwo Children 87 1 12
[Three or More Children 88 0 11 \

Again, older adults, those in the lowest-income households, GMS

members and those hospitalised as public patients were more likely than
other groups 1o believe that there is no difference in waiting times between
the public and private health systems, but even here more than three out of
four believe that treatment can be obtained more quickly on the private
system.

Therc is a clear perception that both the quality of care and the speed with
which required treatment can be obtained is better on the private than on the
public health system.

However, those most critical are the people least likely 10 have used the
public health system.

Nevertheless, 40 per cent of those hospitalised as public patients in the
previous twelve months and 42 per cent of GMS members rate the public
health system as adequate or worse.

The strongest criticisms are of- the speed with which treatment can be
ohtained, pamicularly in comparison with the private health system, the
length of hospital stay in the public health system and the efficiency with
which the public health system is managed. On the other hand, over half of
the respondents rate the quality of medical care in the public health system as
very good or good.
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Table 5.17: Perceptions of Relative Waiting Times for Hospital Care in the
Public and Private Health Systems by Socio-Economic

Characteristics of Adults

Total

Full-Tirme Employed
Part-Time Emplayed
Unemployed

Retired

Full-time Training or Education
Domestic Duties
[Ii/Disabled

Primary Education Only
Junior Cycle.

Leaving Certificate
Third Leve! etc.

Under £200
£200 to £334
£335 to £449
£450 and Over

Sfe or Farmer
Professional/managerial
Other Non-manual
Skilled Manual
Unskilled Manual

90

Row Percentages

Quicker Hospital Treatmant

Maore Quickly on
Private

More Quickly
on Public

88 o

92
91
89
74
85
83
a8

Q =2 0 0 O = 2

80
80
91
93

(= = B A = ]

76
89

94

88
a3
92
85
81

- a2 000 OO0 O -

No Difference

12

8

8
"
25
15
16
12

19
10
9
7

23
10
10

18

Table 5.18: Perceptions of Relative Waiting Times for Hospital Care in the
Public and Private Health Systems by Health Characteristics of

Adults

|
|

Total

No Health Problem
Health Problem

Very Good Health
Good Health

Adequate Health
'Bad.or Very Bad Health

GMS
Private Insurance
Not Covered

No Hospitalisation
Private Patient
Public Patient

More Quickly on

Row Percentages
Quicker Hospital Treatment
More Quickly on

Private Public
88 0
88 0.
84 0
a8 0
89 1
a3 1
86 0
79 1
95 0
86 0
88 0
93 0
78 0

No Difference

12

11
16

12
1
16
14
20

S
14

12
v
27 ]
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Perceptions of
. Insurance
Among those
Insured

6. VIEWS FOR AND AGAINST
HAVING PRIVATE HEALTH
INSURANCE

This section will examine arguments for and against having privaie medical
health insurance. In addition, it will examine the extent to which segments of
the population who are not currently covered by private insurance would like
1o be covered and estimates of the maximum amount which they would be
willing 10 pay for such insurance.

We begin in Tables 6.1 1o 6.3 by looking ai the reasons for having health
insurance among those who are insured. This group includes those privately
insured through VHI and BUPA-Ireland, as well as the smaller number who
have health insurance through a specific occupational scheme {such as St
Paul’s Garda Medical Aid Society, the Prison Officers Medical Aid Society and
the ESB Medical Provident fund). Those with a hospital cash plan or critical
illness cover only, a very small group, as we saw in Chapter 3, are not
included. Respondents were presented with a set of reasons for having health
insurance, and were asked to rate each reason as “very imporant”,
“important”, “not very imporant” and “not at all impornant”. The wording of
the.items was as follows:

a) Being able to have a private or semi-private room in hospital;

b) Being able o choose your own consultant;

¢) Being sure of getting into hospital quickly when you need treatment;

d) PBeing sure of getting good treatment in hospital;

€)  Being abie to get a private bed in a hospital;

£y  Being sure of getting consultant care;

g) Being able to arrange hospital treatment for when it suits you;

h)  Avoid large medical or hospital bills.

The reasons most often cited as very impomnant were “avoiding large bills”
{88 per cent) and “being sure of getting into hospital quickly” (85 per cent),.
followed by “being sure of getting good treatment in hospital” (73 per cent).
The ability to arrange the timing of treatment (57 per cent), ensuring
consultant care (59 per ceni) and the ability to choose a consultant (43 per
cent) were also seen as very imporant by a . substantial proportion of
respondents, Of lesser importance overall were having a private room (22 per
cent “very important™) and being sure of a private bed (25 per cent).

48
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Table 6.1: Reasons for having Private Insurance, Among those Insured, by Demographic Characteristics

of Adults
Reasons for Having insurance

Total Private Choose Ensure Ensure Good Private Ensure Amrange  Avold

Room Consuitant Qulck Hospital Bed Consultant Timeof Large

Treatment Treatment Care Treatment  Bills
Total 22 43 85 73 25 59 57 88
Male 21 41 86 74 24 60 56 88
Famale 23 44 84 72 27 58 58 a7
IUndér 30 19 39 82 74 23 59 51 81
Age 30-49 21 44 85 73 24 56 57 a8
'Age 50-64 20 46 85 69 25 65 -1 95
'Age 65+ 40 456 91 82 41 62 70 92
!Dublin City/County 18 38 89 74 19 55 59 87
Elsewhere in Ireland 24 45 8z 72 28 61 56 as
iMarried/Cohabiting 22 44 a7 73 25 61 59 91
!Divorced!Separated 51 76 91 83 57 78 81 20
lWidowed 38 56 88 73 41 66 66 93
Never Married 19 ar 80 72 22 55 51 83
'No Chifdren 23 42 86 75 25 61 57 89
lOne_ Child 21 46 85 70 26 55 55 82
'ITwo Children 22 43 78 67 26 56 54 - a7
iThree or More Children 16 42 86 74 22 61 82 Doe1

Per cem for whom each reason s very importan. A

This set of items is very similar to those reported in Nolan and Wiley
(2000) based on a 1999 survey. Their results also indicaied that the reasons
most often cited as “very important” were avoiding large bills (89 per cenu),
ensuring that treaiment is available quickly (86 per cent), and “being sure of
good treatment in hospital” (77 per cent). Compared to the results reported
by Nolan and Wiley, however, our tables suggest a decline in the importance
of “choice of consultant™ (from 53 per cent citing it as very important in 1999
1o 43 per cent in 2000). ensuring consultant care (68 per cent to 59 per cent),
arranging the timing of treatment (09 per cent o 57 per cent), and having a
private room {28 per cent 1o 22 per cent).

There are some differences according to characteristics of the respondents
in the relative priority auached o the different factors. Not surprisingly,
avoiding large bills is relatively less important for those in the top income
quartile than for other houscholds, although even among this group 82 per
cent see this as a very imponant reason for having health insurance. Being
sure of getting treatment quickly is more important (90 per ceni) for those
who ‘consider their health to be bad or very bad, but not for those with a
health problem. This might occur if those who consider their health bad tend
1o have conditions which would require more urgent auention.
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Table 6.2: Reasons for Having Private Insurance, Among those Insured, by Socio-Economic
“Characteristics of Aduits

Reasons for Having Insurance

Private  Choose Ensure Ensure Good Private  Ensure Arrange  Avoid

Room Consultant Quick  Hospital Bed Consultant Timeof Large
. Treatment Treatment Care Treatment Bills
Total 22 43 a5 Y73 25 59 57 88
Full-time Employed 21 42 85 73 24 59 58 89
Part-time Employed 16 46 N 76 23 60 61 93
Unemployed 27 55 92 75 28 68 45 94
Retired ] 40 47 85 77 37 65 63 ga
Full-time Training or
Education 18 32 75 73 21 58 52 77
Domestic Duties 24 48 a3 71 26 62 58 95
N/Disabled 0 75 91 44 48 27 34 52
Primary Education Only 25 42 86 76 30 61 59 93
Junier Cycle 19 42 89 71 26 58 52 89
Leaving Certificate 20 42 83 74 23 60 57 85
{Third Level etc. 24 44 82 71 24 59 60 B5
Under £200 A 49 82 73 38 61 58 92
£200 to £334 27 41 85 74 30 60 57 92
£335 to £449 18 42 85 72 22 60 61 90
£450 and Over 20 43 85 73 22 57 53 82
S/e or farmer 28 51 89 80 33 67 67 T
Professional/iManagerial 20 44 85 A 24 57 56 84
Other Non-manual 20 37 85 72 23 55 58 9
Skilled Manual 17 3% 78 73 17 56 49 86
Unskilled Manual 27 42 84 66 32 62 o0 89

Per cent for whom each reason is very imponani.

Being able 1o choose a consultant is a higher priority than average for
those with a health problem and those-who consider their health to be had
(52 and 49 per cent compared to 43 per cent on average). Being able 10
arrange the timing of treatment is relatively more important for those working
part-iime (61 per cent), those with 3 or more children (62 per cent), and the
self~employed . and farmers (67 per cent). The “amenity” aspects — having a
privale room — tend to become more important with age (40 per cent of those
over 05 and 38 per cent of those who are widowed), and with bad self-rated
health (34 per cent), but are of very little imponance (4 per cent citing it as a
“very imporant reason”} to those hospitalised as public patients in the
previous year. ¢

" However, among the insured, number who were hospitalised as public patient in the previous
year is very small (46 cases).
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Table 6.3: Reasons for having Private Insurance, Among those Insured, by Health Characteristics of Adults

Total

No Health Problem
Health.Problem

Very Good
Good

;Adequate
Bad or Very Bad

i'No Hospitalisation
|Private Patient
Public Patient

Private
Room

22

22
23

22
23
15
4

22

22

4

Reasans for Having Insurance
Choose Ensure Timely Ensure Good Private Ensure Arrange Aveid
Consultant  Treatment Hospital Bed Consultant Time of Large
Treatment Care Treatment Bills
43 a5 73 25 59 57 88
42 as 73 25 59 58 87
52 83 75 24 59 46 96
44 85 76 26 61 61 87
41 84 68 27 58 54 86
41 84 72 17 54 47 97
49 90 85 24 60 36 98
41 84 72 25 59 57 88
52 86 75 30 62 59 85
54 ea 87 5 57 54 94

Per cent for whom each reason is very important,

The next set of tables are based on a question to those with health
insurance: “In making the choice as 0 whether or not you would give up
private health insurance if the premium were increased which one of the
following would concern you MOST about having o rely on the public
hospital system.” This item provides a more direct ranking of health-related
reasons for having insurance than Tables 6.1 o 6.3 where, potentially, a
respondent could have regarded all of the presented reasons as “very
important”. All of these reasons relate to the quality of health care, and the
reason emerging as most important of all in Tables 6.1 to 6.3 — avoiding large
medical bills — was not included. Respondems were offered the option to list
another, open-coded reason, but fewer than one per cent did so.

Table 6.4: Factor of Most Concern in Deciding Whether to Give Up Insurance,
Among those Insured, by Demographic Characteristics of Adults

- Factor of Most Concern (Row Parcentages)
Quality of Care Choice of Length of  Non-Medical
Consultant Wait Amaenities
Total 20 5 72 3
Male 21 4 72 3
Female 19 6 72 3
Under 30 28 7 62 3
lAge 30-49 18 4 76 1
Age 50-64 14 6 77 3
-Age 65+ 11 1 BO 8
iDublin City/County 19 3 75 2
|Elsewhere in Ireland 20 6 71 3
‘Marriad!Cohabitjng 16 5 76 3
Divorced/Separated 7 2 a7 4
Widowed 10 4 86 Q
INever_ Married 26 7 64 3 i
INo Children 20 5 72 3 '
'One Child 15 g 72 5
’Two Children 22 4 73 0 |
{Three or Mere Children 8 5 75 2 |
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The tables clearly show that it is the. length of wait for obtaining public.
hospital care which is of the greatest concemn. Almost three-quaners of
respondents choose this as the factor which would concern them most. One-
fifth cited the quality of care they would receive as public patients, and one
in wenty or fewer cite “choice of consultani” or the “non-medical
amenities”."”

It is interesting that “length of wait” is of relatively greater impornance to
those over 65 (80 per cent), those with a health problem (80 per cent) and
those working part-time (90 per cent). The importance of choice of consulrant
to those who regard their health as bad, seen above in Table 6.3, is again
evident here. The non-medical amenities-are the most important factor for a

substantial minority (21 per cent} of those who regard their health as bad.

Table 6.5: Factor of Mast Concern in Deciding Whether to Give Up Insurance,
Among those Insured, by Socio-Economic Characteristics of Adults

Factor of Most Concemn (Row Percentages)
Quality of Cholce of Length of Non-Medical
Care Consultant Wait Amenities
Total 20 5 72 3
Full-itme Employed 19 4 74 3
Part-time Employed 9 1 a0 0
Unemployed 3 8 61 0
Retired 13 3 77 7
Full-Time Training/Education 36 8 53 3
Domestic Duties 16 6 77 2
I¥Disabled 0 54 48 0
'Primary Education.Onky 18 2 75 5
Junior Cycle 16 9 71 4
Leaving Cerlificate 23 5 70 2
Third Level etc. 20 4 74 -2
|Under £200 14 1 78 7
|E200 to £334 19 3 76 3
£335 to £449 20 5 73 2
|!2450 and Over 22 8 68 3
Sie or Farmer 23 4 70 3
Professional/Managerial 20 9 71 1
iOther Non-manuaf 20 3 72 4
ISkiIIed Manual 20 4 73 3
{Unskilled Manual, 10 5 82 4

' “Level of non-medical amenities such as privacy. semi-privite room cie.”
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Tabie 6.6: Factor of Most Concern in Deciding Whether to Give Up Insurance,
Among those Insured, by Health Characteristics of Aduits

Factor of Most Concern (Row Percentages) B
Quality of Care Cholce of Length of Non-Medical
Consultant Wait Amenities,
Total 20 5 72 3
No Health Problem 21 5 72 3
Health Problem 10 7 80 4
1Very Good 23 4 70 2 ‘
'Good 17 5 75 2 |
‘Adequate 12 8 76 5 ‘
\Bad or Very Bad 12 16 51 21 i
No Hospitalisation 19 5 73 3 !
iPrivate Patient 24 8 63 5
.Public Patient 22 4 75 0

vote: Among the insured. the number who were hospitalised s public patienis in the previous
year is very small (G0 cases).

We lurn now e the perceived affordability of health insurance among
those insured. The wording was: “Given the price of your current health
insurance do you regard vour health insurance cover as .7, with response
options s shown in Tables 6.7 10 6,9, Only 3 per cent regard it as “quile
cheap™, the bipggest group (46 per cenl) regard it as "good value™, a
substantial minority (37 per cent} regard #t as “expensive”. one in ten regards
it as “very expensive” and 4 per cent regard it as “close 1o unaffordable™,

Table €.7: Perceived Affordability of Health Insurance, Among those Insured,
by Demographic Characteristics of Adults

———

" Perceived Affordability of Private Insurance (Row Percentages)

1, Quite Good Expensive Very Close to |
i Cheap Value Expensive Un-
: affordable !
‘;Tolal 3 46 7 10 4 |
FMaIa 4 48 35 9 4
,Female 2 43 40 12 3
|
'Under 30 4 58 30 5 2|
lage 3049 3 42 42 11 2 |
iAge 50-64 2 39 38 15 6 |
'Age 65+ 1 42 39 9 9
1Dublin City/County 5 49 30 " 6
{Elsewhere in Ireland 2 44 41 10 3
IMarried/Cohabiting 3 40 40 12 5 :
Divorced/Separated 3 55 26 15 2 !
[Widowed 2 34 40 9 15 |
INever Married 4 55 34 6 2 !
i
ilNo Children 4 48 34 9 4 [
{One Child 2 44 42 1 1 ;
Two Children 2 g 46 10 3 3
iThreeor MoreChildren __ _ 2 _ 4 3 13 5§ r

Compared to a similar question included in the 1999 survey (Nolan and
Wiley, 2000, p.100). the perceived affordability of health insurance has
improved. In particular, there has been an increase in the proportion who
regard it as “good value” (from 33 10 46 per cent) and a drop in the
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proportions regarding it as “expensivé” (from 43.10 37 per cent) or -"very
expensive” (from 18 per cent 1o 10 per cent). There has been linle change in
the extremes of the affordability distribution: those regarding it .as “quite
cheap” or “close to unaffordable”,

The average VHI premium-increased by 9 per.ceat in Seplember 1999,
and had increased by a similar percentage.in the previous year,:bul.plans: for
an increase in premivms in September, 2000 -were dropped. ‘Since the
interviews for the 2000 survey spanned July fo September, the absence of an
increase in 2000 can have had an impact on perceived affordability only to
the extent that respondents were looking ahead to what they would have to
pay next yedr. It is-likely that -the -confidence inspired by continuihg
economic growth, together with cuts-in taxation in the 1999 Budget, have
contributed to more people finding their health insurance to.be “good value”
in 2000 than in 1999.

Table 6.8: Perceived Affordability of Health Insurance, Among those Insured,
by Socio-Economic Characteristics of Adults

“Perceived Affordability of Private Insurance (Row Percentages)

Quite Good Expensive Very Close to Un-
Cheap Value ‘Expensive -affordable

Total 3 46 37 10 4
[Full;lime_Employed 4 48 36 9 4
Part-time Employed 1 27 50 13 9
Unemployed 1 57 27 11 3
|Ret.ired 3 50 31 13 4
Full-time Training or

Education 4 62 a0 4 ¢]
IDornaslic Duties 2 '35 42 17 4
HIVDisabled 0 46 48 7 0
|Primarg,.r Education Cnly 3 47 32 9 8
Junior Cycle 4 40 43 10 4
Leaving Certificate 3 48 38 9 3
Third Level etc. 3 46 37 12 1
Under £200 a 3B - 47 12 ‘5
'£200 to £334 3 45 ‘33 13 &
£335 to £249 3 44 40 10 "3
'£450 and Over 4 50 36 B 2
lS.re'c;r farmer 2 ‘38 42 12 6
lProfessidnallManagerial 3 46 39 9 3
lOther Non-manuat 2 49 .40 7 2
iSkiIIed‘Manual 8 50 29 13 2
{Unskilled Manual 3 50 33 8 B

There aré some differences in perceived affordability according 10
characteristics of the respondents, partticularly in terms of household income:
just over one-third of those in the lowest-income households. find their health
insurance-to -be -good vilue, compared to over half of those in the highest
income houscholds. Men are more likely than women 1o find health
insurance 1o be good value (48 per cent compared (0 43 per cent), as are
those under age 30 compared: 1o the over 65s (58 per cent compared o 42
per cent).
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Tabte 6.9: Perceived Affordability of Health Insurance, Among those Insured,
by:Health.Characteristics of Adults

Perceived Affordabillty of Private Insurance (Row Percentages)
Quite Good Expensive Very Close to Un-
Cheap  Value Expensive affordable
Total 3 46 37 10 4
No Health Problem: 3 46 38 10 4
Health Problem 2 48 34 12 3
Very Good 3 50 34 10 3
1Good 3 40 42 10 4
EAdequqle 2 a6 s 8 8
IBad 1 23 53 22 1 ’
ﬁVery Bad 1 28 52 19 1 |
‘No Hospitalisation - 3 46 38 10 4 ‘
Private Patient 2 45 35 14 3 |
[Public Patient 5 51 30 8 8 |

MNote: Among the insured, number who were hospitalised as public patien in the previous year
is very small (46 cases),

Tables 6.10 10 6.12 show the weekly cost 10 the respondents of their
health insurance. Cases where the premium is paid in full, or subsidised, by
the employer are excluded. In nearly nine out of wen cases, the insurance is
paid for by the insured person (or his/her family). Employers pay the
premium in aboul one case in ten, and subsidise the premium in a further 2
per cent of cases.

Table 6.10: Weekly Cost of Health Insurance, Among those Insured who Pay '
for it, by Demographic Characteristics of Adults

Weekly Cost of Health Insurance (Row %) o
£1-£5 EG-£10 £11-£20 £21-£30 £31+
Total 9 28 46 13 4
Male 2] 27 47 14 3
Fernale 9 29 45 12 5 ‘
Under 30 17 39 36 7 1 l
’Age 30-49 6 25 53 12 4 l
'Age 50-64 6 25 44 19 6
‘Age 65+ 17 33 35 9 6 I
{Dublin city/county 12 28 .48 12. 2 ‘
PElsewhere in Ireland B 29 45 14 -5 i
}MarriedlCohabiting 6 17 54 17 5 |
?DivorcedlSeparated 7 38 49 o |
Widowed' 6 59 31 3 0 i
]Never Married 16 52 27 2
I
{No Children 1 35 39 11 4
‘One Child 7 22 51 16 4 |
iTwo Children 6 14 54 13 3
Three or More Children ___ 5 15 53 23 5 |

Abte: Exchides cases where insurance is paid for by emplover.
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Table 6.11: Weekly Cost of Health Insurance, Among those Insured who Pay
for it, by Socio-Economic Characteristics of Adults

T_mwmwgék—lyr Cost of Health Insurance (Row %)

| £1-£5 £6-£10 £11-£20 £21-£30 £31+
Total 9 28 46 13 4
Full-time Employed 9 32 42 14 3
Part-lime Employed 9 26 48 9 9
Unemployed 27 27 a7 9 0
iRetired 16 32 K] 6 8
Full-time Training or Education B 4 69 20 0
Domestic Duties 4 18 58 15 5
|l/Disabled 20 0 60 20 0
Primary Education Cnly 10 28 50 8 4
Junior Cycle 8 22 51 15 4
Leaving Certificate 9 27 44 14 5 l
| Third Level etc. 9 32 41 15 3
’Under £200 16 49 25 5 5 ‘
1£200 10 £334 10 a3 49 6 2 |
{£335 to £449 5 22 ag 19 5 |
\£450 and Over 10 23 47 16 ]
!Sle or farmer 5 24 50 16 5
Professional/Managerial 10 22 47 17 4
{Other Non-manual 8 34 44 7 6 |
iSkilled Manual 12 29 45 12 2
lunskiled Manual . 12 43 F__ 43

Note; Excludes cases where insurance is paid for by emplover.

The median amount paid is in the £11 10 £20 per week range. About one
person in ten pays less than £5 per week, 28 per cent pay £6 to £10 per
week, 40 per cent pay £11 10 £20 per week, 13 per cent pay £21 10 £30 and
4 per cent pay £31 or more.

Table 6.12: Weekly Cost of Health Insurance, Among those Insured who Pay
for it, by Health Characteristics of Adults

T T ~ Weekly Cost of Health Insurance (Row %)

: £1-£5 £6-£10 £11£20  £21-£30 £31+
Total 9 28 46 13 4

|

iNo Health Problem 8 28 46 13

iHealth Problem 14 26 45 11 5 |
‘Very Good 12 26 46 15 2 |
{Good 5 30 48 11 7
:Adequate 9 34 43 12 3

'Bad or Very Bad 16 27 41 0 6 |
iNo Hospitalisation 9 27 47 13 4

| Privaté Patient 7 35 42 11 4
{Public Patient 13 25 37 16 9

Aofe: Excludes cnses where insurance is paid for by employer. Among the insured., number
who were hospitalised as public patients in the previous yeuar is very small (46 cases).

The amount paid wends to be higher, as we might expect, for those who
are marmried and for those with dependent children, There are only small
differences by level of education or household income, except that
households in the botlom quartile are less likely 1o pay over £10 per week.
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6.2

Perceptions of
Private
Insurance
Among Those
Not Insured

Since community-rating is in effect in Ireland, there is linde difference
between those with and those without a health problem.

In this section we turn our attention to those who do not have health
insurance. We begin by looking at what they would regard as importan
reasons for having healih insurance. This will allow us to assess whether their
priorities differ from the populaton of those covered by health insurince. In
other words, do people choose not 10 have health insurance because their
priorities and preferences differ from those with health insurance, or are they
nol covered because they cannot afford it?

In Tables 6.13 to 6.15 we show the proportions of those withow health
insurance raung each reason as “very imponant”. In generil, the proportions
rating eacly reason as “very imporant” are 10 to 20 percentage points lower
than among the insured, but the relative imponance of the different reasons is
very similar. As with the insured, avoiding large medical bills (75 per ceny)
and ensuring that treatment can be oblained quickly (71 per cent) are cited
most often as very important, closely followed by “ensuring good hospital
tremment” (61 per cent).

Table 6.13: Reasons for Having Private Insurance, Among those NOT Insured, by Demographic
Characteristics of Adults

Total

Male
Female

Under 30
Aga 30-49
Age 50-64
Age 65+

Dublin City/County
Elsewhere in lreland

Married/Cohabiting
Divorced/Separated
Widowed

Never Married

No Children
One Child
Two Children

Three or More
Children

Private
Room Consultant

[«)]

Reasons for Having Insurance

Choose  Ensure Quick Ensure Good Private Ensure Arrange Avold

Treatment Hospital Bed Consultant Time of Large

Treatment Care Treatment Bills
23 71 61 10 41 39 75
18 68 62 9 39 36 73
27 73 80 1 43 41 75
25 73 &2 1 40 41 72
23 70 62 11 42 40 78
25 75 64 10 42 39 77
18 64 55 7 41 33 72
27 78 65 15 38 51 70
21 68 59 8 42 34 77
23 71 61 9 41 36 79
25 78 72 20 57 58 71
16 64 57 8 42 34 67
24 71 61 10 40 41 73
22 69 60 9 41 38 73
32 77 68 15 45 a7 79
19 69 59 6 38 38 76
27 76 85 13 45 49 84

IPer cent for whom each reason is very important.

Being able to arrange the timing of treatment and ensuring consultant care
come next (39 — 41 per cent). Being able 10 choose a consultant, ensuring a
private bed and a private room are regarded as very imponant by only a
minority.

Those not covered by healih insurance include GMS members, already
entitled 10 free medicul care, and non-GMS members. We might expect them
to differ in 1erms of the reasons they would regard as imponant, but this is
not the case. The two groups are very similir in werms of the propotion
regarding cach reason as “very imporant™.
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Table 6.14: Reasons for Having Private Insurance, Among those NOT Insured, by. Socio-Economic
Characteristics of Adults

Reasons for Having Insurance

Private Cho9se Ensure Ensure Good Private Ensure Arrange Avold

Room Consultant Timely Hospltal Bed Consultant Time of Large

Treatment Treatment. Care Treatment Bllis
Total 8 23 7 61 10 41 39 75
Full-time Employed 6 21 71 61 9- ag 39 78
Part-time Employed 13 32 74 57 18 42 49 75
Unemployed 7 20 68 56 " 34 ‘36 69
Retired 4 20 67 58 9 46 42 74

Full-time Training or

Education 17 30 75 74 11 50 39 77
Domestic Duties 5 23 70 60 8 41 35 74
il/Disabled 19 15 76 66 15 42 33 56
Prmary Only 6 20 67 59 5 a1 37 75
Junior Cycle 7 23 68 58 9 36 33 72
Leaving Certificate 9 26 79 66 12 47 45. 77
Third Level etc. 9 28 72 65 1 39 45 78
Under £200 8 21 66 56 8 43 36 74
'£200 o £334 8 23 73 64 12 a5 42 77
I1;335 lo £449 9 24 A 60 10 35 a7 75
'£450 and Over 4 26 76 68 9 M 40 72
S/e or farmer 7 19 71 55 7 38 33 79
IE‘rofessionallManage 12 0 74 66, 15 39 40 70
[gi:ier Non-manual 10 33 78 67 15 46 50 71
Skilted Manual 5 20 69 64 8 40 a7 73
'll,lnskilled Manual ﬁ-B 22 67 __5!?‘_ B ih! 43 40 77

Per cent for whom each reason is very imparant.

Table 6.15: Reasons for Having Private Insurance, Among those NOT Insured, by Heailth Characteristics

of Adults
Reasons for Having Insurance T
Private Choose Ensure Ensure Good  Private Ensure Arrange Avoid
Room Consultant Timely Hospital Bed Consultant Time of Large
Treatment Treatment Care Treatment  Bills

Total 8 23 7 61 10 41 39 7
No Health 7 22 Ial 62 10 41 39 76 l
Problem
Health Problem 10 25 70 b8 12 41 39 70 |
Very Good 7 21 71 60 9 40 40 76
Good 7 22 70 63 9 43 39 77
Adequate 6 27 68 53 11 40 a7 70 |
|Bad or Very Bad 18 26 79 77 20 -48 39 67 |
I GMS 9 23 70 60 by 43 38 73
Not Covered ‘ 7 23 71 62 g 40 39 77
No |
Hospitalisation 8 22 70 61 9 41 39 76 .
Private Patient 7 27 51 51 13 46 32 46
Public Patient 7 27 77 64 14 41 35 76

Per cem for whom each reason is very important. Among the uninsured, number who were hosphalised as private patients in
the previous year is very small (30 cases).
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Given' that the non-insured have a similar ranking of priorities to those
covered by ‘health .insurance, the next question concerns their reasons for
NOT having -health insurance. Respondents were presented with three
reasons -for-not having health insurance, and asked to rate the imporance of
these reasons: “l .am going to read out three reasons for not having private
medical health - insurunce. In respect of each could you please tell me
whether .or ‘not you think it is: Very Imporant; Quite Imponant; Neither
Important nor Unimportant or Not at all important.” The next set of Tables
(6:16 1o 6.18) shows the percentage ranking each reason as “very important”.

The main reason for not having health insurance centres on its cost. Two-
thirds of the respondents say that the expense of having health insurance is a
very important reason for not being covered; almost one-third rate satisfaction
with the-public health system as a very imponant reason, and slightly fewer
than one in five cite not being likely to need it a5 a very importani reason.

The cost of health .insurance becomes an increasingly important factor
with age (77 per cent of those over 65 see this as 2 very important reason),
but so does being satisfied with the public health system: 45 per cent of those
over age G5 cile “satisfaction with the public health system” as a very
impornant reason for not being insured, compared 1o 23 per cent of those
under 30. The expense involved is also more important than average for
those in lower-income households, those with primary education, those in the
unskilled manual social group, GMS members and those with a health
problem. '

We saw earlier, in Tables 6.7 to 6.9, that nearly half of those with private
medical insurance thought it provided 'Good Value’. The figures for the
uninsured show, on the other hand, that twe-thirds of them ‘point to the cost
as a very important reason for not having insurance. This is panly due to the
fact that those with private medical insurance tend to have higher incomes,
on average, than those without it (see Table 3.23. It may also refleal
differences in the assessment of the “value for money” provided.

Table 6.16: Reasons for NOT having Private Insurance, Among those Not
. Insured, by Demographic Characteristics of Adults

Reasons for Not Having Insurance 7
{Par cent for Whom Each Reason is Very Important)
Not Likely to Need Too Expansive Satisfied with Public
Health
‘Total 16 67 3
Male 18 63 28
Female ) 15. 70 34
Under 30 22 53 23
‘Age 30-49 11 70 30
lAge-50-64 13 72 31
Age 65+ 18 77 ’ 45
)Dublin City/County 26 72 33
iElsewhere in Ireland 12 65 31
Married/Cohabiting 14 71 N
Divorced/Separated 10 81 M
‘Widowed 14 72 45
ENaver Married 19 59 28
INo Children 18 64 3z
|one Child 9 75 23
‘Two Children 17 70 33
{Three or More Children__ 9 75  __ _ 34

Per cent [or whom each reason is very important.
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Being satisfied with the public health system is cited as very important
with greatest frequency by those over age 65, as noted above, and by other
groups who tend {o be older. such as the widowed (45 per cent), the retired
(43 per cent), women in home dudes (41 per cent). It is also cited more ofien
than average by GMS members and those with a health problem (37 per
cent).

In general, few regard “not being likely to need it” as a very important
reason for not having health insurance. The highest proportions citing this
reason are ammong those in the highest income households (29 per cear). This
suggests that respondents are not just thinking about the need for health care
when they give this response, but also, perhaps, about the role of health
insurance in meeting health expenses.

Table 6.17: Reasons for NOT Having Private Insurance, Among Those Not
Insured, by Socio-Economic Characteristics of Adults

Reasons for Not Having Insurance R
{Per Cent for Whom Each Reason is Very Important) i
Not Likely to Too Expensive Satisfied with Public

Need Health |
,Total 16 a7 3t ;
iFull—ﬁme Employed 18 58 22 :
%Pad-time Employed 14 71 36 :
Unemployed 8 77 28 !
Retired 14 75 43 !
\Full-lime T_raining or ]
| Educ;ahon_ 22 52 24
_Domestic Duties 14 75 41 |
! llIiDisabled 19 75 32 l
I
’Primary Education Only 14 74 39
|Junior Cycle 19 63 28
Leaving Certificale . 14 61 22 j
Third Level etc. 20 58 27 !
[Und_er £200 12 76 39
'£200 1o £334 15 65 30
'£335 10 £449 15 59 22
}E450 and Over 29 55 25
‘[SIe or farmer 15 57 26
|ProfessionalManagerial 23 52 32
Other Non-manual 14 74 29
:Skilled Manual 17 63 34 [
(Unskilled Manual 14 9. 3]

Per cent for whom euch reuson is very important.

The last set of tables indicated that affordability was a major issue for
those without health insurance. We now wirn 1o whether they would aciually
like to have heahh insurance and whether they ever seriously consiclered
taking it out. The questions were: “Would you like to be covered by private
medical health insurance?” and “Huve you ever seriously considered taking
out private health insurance?” Tables 6.19 to 6.21 show the percentages in
cach group responding in the affirmative to each of these items.

Overall, 38 per cent of the non-insured would like health insurance, but
only 29 per cent had ever seriously considered taking it out. The proportion
who would like health insurance declines with age (1o 43 per cent of those
over age 63), but increases with number of dependent children (1o 75 per
cent of those with three or more children). It is only slightly higher than
average for those with a health problem (60 per cen), and those who
consider their health bad (63 per cent). Tt is quite high (66 per cent) lor those
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who had been hospitalised as private patients (and presumably had 1o pay
the cost themselves) in the previous year.

Table 6.18: Reasons for NOT Having Private Insurance, Among those Not
Insured, by Health Characteristics of Adults

Reasons for Not Having Insurance
(Por Cent for Whom Each Reason is Very Important)
Not Likely to Too Expensive Satisfied with Public

Need Health
Total 16 67 KR
Na Health Problern 17 B85 30
Health Problem 11 76 37
Very Good 19 59 27
Good 15 71 32
Adequate 12 72 36
Bad or Very Bad 15 78 37
GMS 12 75 37
Not Covered 20 59 26
No Hospitalisation 16 66 306
Private Patient 14 81 31
Public Patient 18 Il 38

Per cent fur whom each reason is very important, Amoeng the uninsured, number who were
hospitilised as privatwe patients in the previous year is very small (36 cases).

Table 6.19: Whether Would Like Private Insurance and Has Ever Considered
Taking out Private Insurance, Among those Not Insured, by
Demographic Characteristics of Adults

Whether Would Like/Has Seriously Considered
Private Insurance

Would Like Has Seriously
Considered
Total 58 29
Male 56 28
Female 60 30
Under 30 56 26
Age 30-49 69 42
Age 50-64 61 34
Age 65+ 43 10
Dublin City/County 62 34
Elsewhere in Ireland 56 27
Married/Cohabiting 65 38
Divorced/Separated 66 27
Widowed 35 1
Never Married 55 25
No Children 53 24
Cne Child 73 42
Two Children 62 36
Three or More Children 75 47

Per cent responding in the aflirmative,

Those most likely 10 have seriously considered health insurance are aduhs
in the 30 to 49 age group (42 per cent), married people (38 per cent), those
with dependent children (47 per cem of those with three or more children),
the full-time emploved (40 per cent), those unable 1o work hecause of illness
or disability (47 per cent) and those with Third Level education (43 per cent).
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Adults with a health problem are also more likely than average to have
considered health insurance (35 per cent),

Table 6.20: Whether Would Like Private Insurance and Has Ever Considered
Taking out Private Insurance, Among those Not Insured, by Socio-
Economic Characteristics of Adults

’ Whather Would Like/has Seriously Considered
Private Insurance
Would Like Has Seriously
Consldered

[Total 58 29
|Full-time Emiployed 60 40
i‘Parl-iime Employed 76 34
iUnamployad 56 17
|Retired 43 13
jFuII-time Training or Education 65 14
‘Domestic Duties 53 23
}lHIDisabled 55 a7
Primary Education Only 52 22
iJunior Cycle 57 33
[Leaving Certificate 64 .32
Third Level etc.. 71 43
!Unde'r £200 50 19

) (£200 to £334 68 38

‘ '£335 to £449 56 34
'£450 and over 56 30
Sle or farmer 56 30
iProfessional/iManagerial 69 31
EOther Non-manual 71 42
?Skiiled Manual 58 31
{Unskilled Manual 50 20

Per cent responding in the affirmative.

Table 6.21: Whether Would Like Private Insurance and Has Ever Considered
Taking out Private Insurance, Among those Not Insured, by Health
Characteristics of Adults

Whether Would Like/has Seriously Considered |
. Private Insurance
Would Like Has Seriously
Considered
Total ) 58 29
No Health Problem ‘57 27
Health Problem " 80 35
Very Good 53 26
Good 61 a0
Adequate -60 K|
Bad or Very Bad 63 35
EGMS 52 22
!Not Covered 64 36
f
iNo Hospitalisation 58 28
Private Patient 66 38
iPublic Patient 55 33
- —— e i — —————— —— e —— e
Per cent responding in the affirmative. Among the uninsured, number who were hospitalised as

priviie patients in the previows year is very small (36 cases).
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Those in households with income in the bottom quartile are unlikely 10
have .considered health insurance (19 per cent). However, if anything, the
proportion who considered health insurance seems to decline as we move
from the second lowest to the highest household income quanile. This may
be because those in the higher-income houscholds who really wanted health
insurance have already taken it out, since they could more easily afford it. For
those :at the bottom of the income distribution, the decision may be quickly
made as well, since they would have the greatest difficulty in affording it and
are more likely to be eligible for cover as GMS members. The decision is
most difficuli, then, for those with incomes in the intermediate ranges and it
is.here that we find the highest proportion of the non-insured who claim they
serously considered taking out health insurance.

In the first half of ihis section we examined the main concerns of, the
insured in deciding whether 1o give up insurance. We presented them with a
set of-four health care items and asked which would be of most concern: the
quality of care, the choice of consultant, the possible length of wait for
treatment or the non-medical amenities. We presented a parallel set of itemns
10 those without bealth insurance, but this time asked which would be the
main reason for seriously considering taking oui health insurance. The items
were presented to all of the uninsured, not just those who said they had
seriously considered iaking out health insurance.

Table 6.22: Among the Non-Insured, What Would be the Main Reason for
Seriously Considering Private Insurance, by Demographic
Characteristics of Adults

Main Reason for Considering Private Insurance {Row %)
| Quality of Care  Cholceof  Length of Walt  Non-Medical
|

! Consultant Amenities
fTotal_ 19 5 74 2 |
[Mala 20 4 75 2 1‘
Female 18 6 74 1 i
Under 30 25 4 69 2 |
- |
IAge 30-49 16 6 76 1 i
lage 50-64 20 5 74- 1 |}
!Age 65+ 16 3 80 1 |
|
Dublin-City/County 18 6 73 3 '
Elsewhsre in Ireland - 20 4 75 1
Married/Cohabiting 18 6 75 1
Divorced/Separated 25 8 66 1
Widowed 18 2 78 2
Never Married 21 4 73 2
INo Children 20 4 75 1
One Child 20 7 71 2
Two Children 15 7 74 4
{Three_or More Chitdren_ 24 4 _ _ 72 ___ 2. |
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Table 6:23: Among the Non-Insured, What Would be the Main Reason for
Seriously Considering Private Insurance, by Socio-Economic
Characteristics of Aduits

r Main Reason for Considering Private Insurance (Row %} |
Quatity of Care  Choice of Length Non-Medical '
Consultant of Wait Amenities
Tatal 19 5 74 2
Full-time Employed 20 5 74 1 !
Part-time Employed 17 1 0 73 1 i
Unemployed 27 3 70 0 |
Refired 17 3 78 2
Full-time
| Training/Education 29 1 65 6 t
|Domestic Duties 17 4 17 2 ‘
llIl/Disabled 11 5 84 0 !
iPrimary Only 16 6 76 1 |
' Junior Cycle 21 3 73 3
iLeaving Certificate 23 5 72 1 .f
“Third Level etc. 20 3 76 1
[}
iUnder £200 18 5 76 2
iEZOG to £334 20 5 74 0
(£335 to £449 20 6 73 1 |
'£450 and Over 21 1 73 5 ;
lS/e or farmer 22 6 72 o
'Professional/Managerial 20 2 75 2 :
iOther Non-manual 17 5 75 3 '
!Skilled Manual 24 4 70 2 )
{Unskilled Manual 14 4 80 2 -

Table 6.24: Among the Non-Insured, What Would be the Main Reason for
Seriously Considering Private Insurance, by Health
Characteristics of Adults

"7 77 777 Main Reason for Considering Private Insurance (Row %) .
. Quality of Care Choice of Length of Wait  Non-Medical |,

: Consultant Amenities

Total 19 5 74 2 .
i

No Health Problem 21 5 73 1

JHeaIlh Problem 14 4 79 3 ‘

Very Good 21 4 73 1 ,

1Good 20 5 74 1

|Adequate 17 5 76 2

‘;Bad or Very Bad 13 5 76 8

|

|GMS 19 3 76 2

ENol Cavered 20 6 73 1

I 1

[No Hospitalisation 20 4 74 2

iPrivate Patient 29 5 66 0 I
|

Public Patient 15 7 77 1

Among the uninsured, number who were hospitalised as privale palients in the previous year is
very small (36 cases).

Overall, the responses reflected a very similar pattern of  priorities:
concerns about the length of wail for treatment were dominant (identified as
the main reason by 74 per cent), with the quality of care a distant second (19
per cent). The choice of consulant and non-medical amenities would be the
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main reason for considering health insurance by only 5 per cent and 2 per
cent respectively.

Again, we [ind thal concerns aboul wailing times tend 10 be more salieru
for older respondents (80 per cent of those aver age 03) and those with a
health problem (79 per cent). Among the non-insured, however, pan-time
workers do not stand out as being more concerned than average about length
of wait, unlike their insured counterpans.

Given the concern with waiting times, it is worth asking how the
uninsured would respond to an increase in wailing times for hospital
treatment. This would give a good indication of whether the non-insured
have any room to manoguvre within their current income and other
constraints. How likely is it that the uninsured would buy privaie health
insurance if waiting times for treatment in public hospitals got longer, given
their current income and the current cost of health insurance? This is the next
question we put to the respondents without health insurance: “Tf waiting
times for the public health svsiem were 1o get longer in the future, do you
think that that. of itsell, would make you much maore likely 10 buy private
health insurance (given your current income and current cost of insurance)?”

Table 6.25: Likelihood of Buying Private Insurance If Waiting Times Got
Longer, Given Current Income and Current Cost of insurance, by
Demographic Characteristics of Adults

\' If Waiting Times Longer, How Likely Buy Private Insurance? |

J {Row Percentages) !

Very Likely Likely Unlikely Not At All

;Total 14 26 38 22
Male 13 30 37 20 !
IFemale 15 23 39 24
\Under 30 16 a7 34 13
[Age 3049 19 31 34 16
:Age 50-64 15 23 41 21
iAge 65+ 1 7 47 44
{Dublin City/County 21 30 20 20 -
(Elsewhere in Ireland 1 25 42 23
‘Married/Cohabiting 14 27 37 22
IDivorced/Separated 28 13 35 24
‘Widowed 3 7 47 43
,Never Married 15 31 37 17

‘No Children 12 25 38 25
:One Child 22 31 36 11
‘Two Children 12 25 40 23
iThree,or More Children 22 33 35 n

Table 6.23 shows that 14 per cent would be very likely 10 ke out health
insurance, i further 20 per cent would be likely 1o do 30, 33 per cent would
be unlikely 10 ke out health insurance and 22 per cent would not he at all
likely 1w do so. Inall. 60 per cent would be unlikely to respond by taking out
health insurance.

The dilferences among groups in the likelihood of buying  health
insurance point o the complexity of the factors behind the deciston on
whether 1o buy heaith insurance, Firsi, we might expect that those most likely
10 respond by taking out health insurance would be the higher-income
groups. From Table 6.26, it is not at all clear that this is the case. Those in the
lowest income houscholds would indeed be least likely to ke out healih
insurance, but there is certainly not 1 linear relationship between houschoeld
income and the proportion “very likely™ 1o buy insurance. On the other hand,
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when we- consider those “very likely” and those “likely” to buy insurance
together, the patern approaches the one we would. expect 10 see, although
still not in-a.linear fashion. Combining “very likely” and “likely”, we see that
those in households in the top two quartiles are more inclined to respond by
buying insurance (56-57 per cent), while those in the second-lowest quartile
occupy an intermediale position (49 per cent).

Table 6.26: Likelihood -of Buying Private Insurance If Waiting Times Got
Longer, Given Current:-Income-and Current Cost of Insurance, by
Demographic Characteristics of Adults

If Waiting Times Longer, How Likely Buy Private |
Insuranca? (Row Percentages)

Very Likely Likely Unlikely Not At All.
Full-time Employed 18 37 33 11
Part-time Employed: 22 29 _ M 16 -
Unemployed 6 25 42 26
Retired 4 14 44 38
Full-time Training or Education 13 27 a5 25
Domestic Duties g 16 44 31
N/Disabled 22 1 g 28
Primary Education Only 9 i3 44 34
Junior. Cycle 13 37 M 17
Leaving Cenrtificate 16 37 36 11
Third Level etc. 35 33 25 7
Under £200 7 12 44 37
£200 to £334 17 32 -39 13
£335 1o £449 22 34 29 15
£450 and Over 15 42 33 10
Ste or farmer 1 29 30 30
Professionalfmanagerial 24 30 32 13
Other Non-manual 20 30 35 16
Skillad Manual 16 30 37 18
|Unskilled Manual__ =~ =~ _ 8 19 48 25_J

Second, we might-expect those with a health problem to be more likely to
respond by buying health insurance, but-those with no health problem .are in
fact more likely to do so (42 per cent very likely or likely compared to 32 per
cent of those with a health problem).

The complexity of the patterns here point 1o the importance of a number
of. different factors: ability 1o afford insurance (itself influenced not only hy
income but by number of dependants), and perceived need for it (affected by
health status, perceptions of the refative quality of care in the public and
private systems, and whether the person already has GMS coverage). These
complexities can only be adequately captured in a multivariawe analysis,
which is beyond the scope of the present report.

The final set of rables in this section asks what is the maximum weekly
amount that the non-insured would be willing and able o pay for health
insurance. The most striking finding in these wbles is that the majority (38 per
cent) of the uninsured are unwilling or unable to pay anything for health
tnsurance. This increases to three-quaners of those in the lowest income
quanile and GMS 'members. and over 80 per cent of those over age 65.
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Table 6.27: Likelihood of Buying Private.Insurance If Waiting Times Got
Longer, Given Current. Income-and Current Cost of Insurance, by
Demographic Characteristics of Adults

’"J If Waiting Times Longer, How Likely Buy Private Insurance?,
{Row Percentages)
- Very Likely Likely Unilkely Not At All
No:Health.Problem 14 28 38 20
Heafth Problem 12 20 ‘38 30
Very Good 15 33 37 14
Good 13 22 38 27
Adequate 12 23 41 24
Bad or Very Bad 16 18 33 33
GMS B 17 46 29
Not Covered © 19 35 3 15
No Hospitalisation 13 26 39 22
Private Patient 17 13 51 19
Public Patient, 17 28 3z 23

Note: Among the uninsured. number who were hospitalised as private patients in the previous
year is very small (30 cases).

Table 6.28: Among the Non-Insured, Maximum Weekly Amount Willing and
Able to Pay for Private Insurance, by Demographic Characteristics

of Adults
Maximum Weekly Amount Willing and Able to Pay for Private
Insurance (Row Percentages)
£0 £1£5 E6-£10 £11-£20 £21+
Total 58 12 12 5 13
Male 57 1 13 5] 14
|Female : 58 13 12 4 12
Under 30 45 15 i8 5 1%
{Age 3049 49 11 16 g 15
lAge 50-64 58 17 1 3 1
’Age 65+ 85 4 2 0 9
Dublin Citleounly 49 20 15 6 10
Elsewhere in Iretand 61 9 11 5 14
Married/Cohabiting 54 11 14 6 15
Divorced/Separated 57 12 14 6 11
Widowed . 83 5 3 0 9
Never Married 55 15 13 4 12
Mo Children €0 13 1 3 13
One Child 47 13 18 7 15
Twe Children 54 10 15 7 14
(Three_or more Children 51 6 10 18 15

One in eight is willing and able 10 pay between &1 and £5 per week, with
a similar proporion willing and able 10 pay £6 to £10 per week. Five per
cent would pay £11 to £20 per week, the median amount for those currently
insured. Just over one in eight would pay £21 or more per week. One fifth of
those with Third Level education would pay over £20 per week, but only 13
per cent of those in the highest household income quartile would do so.
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Table 6.29: Among the Non-Insured, Maximum Weekly Amount Willing and
Able to Pay for Private Insurance, by Socio-Economic
Characteristics of Adults

r—— - T 7 77 Maximum Weekly Amount Willing and Able to Pay for.Private
Insurance {Row Percentages} }
| £0 £1-£5 £6-£10 £11-£20 £21+
;Totar 58 12 12 5 13 ]
;Full-time Employed ! .) 16 21 <] 17 :
'Part-time Employed 52 15 14 3 16 i
1Unemployed 74 7 5 4 " [
'Retired 78 8 4 1 9
Full-time Training or 1
Education 72 4 9 6 g
'Domestic Duties 72 8 6 2 11
/Disabled 67 23 7 3 0
,Primary Education Only 74 a 7 1 10 :
Junior Cycle’ 51 16 12 7 14
ILeaving Certificate 46 14 18 7 15
"Third Leve! etc. 32 15 23 10 20 ‘
|
'Under £200 77 8 5 1 9
'£200 to £334 50 12 16 5 6 |
1£335 lo £449 46 10 18 10. 15 !
1£450 and Over 38 26 17 6 13 !
]
;S!e or farmer 57 11 14 5 13 lw
i Professionalimanagerial 49 12 17 7 14 1
|Other Non~manual 45 22 15 7 1m
|Skilled Manual 54 12 14 6 14
(Unskilled Manual 70 9 7 1 13

Table 6.30: Among the Non-Insured, Maximum Weekly Amount Willing and
Able to Pay for Private Insurance, by Health Characteristics of

Adults
’ T "7 Maximum Weekly Amount Willing and ‘Ablato Pay for Private’
'i Insurance (Row Percentages) ’
] £0 £1-£5 £6-£10 £11.£20 £21+ |
lTotal 58 12 12 5 13 |
‘No Health Problem 56 11 14 5 14 l
\Health Problem 65 16 7 4 8 w
iIv.c:ry Good 47 15 14 6 17 ‘
'Good 64 8 14 4 10 !
EAdequate 61 14 9 5 11
‘Bad or. Very Bad 72 16 6 0 5 l
IGMS 75 9 5 2 8
'Not Covered 41 15 19 7 17 '
|
1No Hospitalisation 57 11 13 5 14. ;
IPrivate Patient 74 13 4 1 8 '
{Public Patient 56 18 13 4 s

Awpte: Among the uninsured, pumber who were hospitalised as private patients in the previous
vear is very small (36 cases).

In fact, nearly 40 per cent of those in the top household income quartile
would not be willing o pay for health insurance. For this group, it is not 1
matier of being able o afford bealth insurance, but of perceiving it 1o be had
value for money, or not needed: we saw carlier that over half fel it was wo
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6.3

Summary

expensive and nearly 30 per cent felt they were not likely 1o need it (Table
G.17).. While the avoidance of large medical bills is rated as a very imporant
reason for having health insurance by a majority of this group (Table 6.14),
concern about the ability 1o meet such bills is likely 10 be less pressing for
those in the highest income households.

In this section, we examined in detail the views lor and against having
private health insurance on the pan of both the insured and the uninsurel.
We found that both groups were very simitar in terms of their priorities and
concerns: avoiding large medical bilis and ensuring timely reatment were Lthe
most important reason for having health insurance. Amonyg the health-refawed
reasons for having insurunce. concerns-about the length of wail for treatment
in the public health svstem emerged as the main factor over rwice as often as
concerns aboul the quality of care available in that seclor per se,

Among the non-insured, the cosi of heallh insurance emerged as a very
imporant  reason for not having insurance for about two  thirds of
respondents, while just under one third were satisfied with the public healthy
system. Perceprions that healih insurance is “100 expensive” are likely 10 be
linked to notions of “value for money” as well as 1o affordability per se. This
is evident in the fact that over half of the non-insured in the highest income
quartile regard insurance as 0o expensive.

Altogether, over hulf of the non-insured would not be willing or dble (o
pay for health insurance. Only one in five would be willing or able 1o pay
amounts at or above the median amount actually paid au present by those
who are insured. Nearly two out of five of the non-insured in the highest
income quanile are unwilling o pay for health insurance, and only about one
fifth are willing and able o pay more than $10 per week. This group can
better afford the financial risk of illness: they are in a betier position than
those with fewer resources 10 pay directly for private health care if they
should need it. Their willingness 1o buy private health insurance, then, is
likely to be strongly influenced by the perceived “value for money™ that it
provides. It is not that they have a more positive view of the public health
system than their insured counterparts: separate breakdowns showed that
while 33 per cent of those with insurance in the op income category rated
the public health system positively ("very good or good™). 28 per cent of the
noninsured in the same income category did no.

Although length of wait was the health-related factor of greatest concern,
most of the non-insured would be unlikely to buy health insurance even if
the tengih of wait for public hospital treatment were to grow longer. For
many of them, the main issue is likely to centre on the affordubility of health
insurance.
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7. IMPROVING AND FUNDING
THE PUBLIC HEALTH SYSTEM

I his chapter examines views on funding improvements in the Public Health
systemn, in particular to put its waiting lists in line with those of the Private
Health system.

There is a high degree of suppon for increased funding 1o improve the
quality of the public health sysiem in Ireland. Overall, as shown in Table 7.1,
9G per cent of respondents say they would be in favour of the government
taking steps 1o put.the waiting lists for public hospital beds in line with those
for private beds, and 93 per cent favour substantially increasing the amount it
spends on the public health system 1o reduce waiting times and improve
service, There are only small differences berween groups in this respect: the
large majority across all categories favours increased Government spending in
order to improve the quality of the public health system.

Table7.1: Whether (1) it is Important for Government to Reduce Public Waiting
Lists and {2) Spend More to Improve Public Health, by Demographic
Characteristics of Adults

r Should the Government . . .
Put Public Waiting Lists in Spend more on Public
Line with Private Health to Reduce Wait and
Improve-Service

Total 96 a5

Male 96 94

Female ‘98 95

Under 30 94 a5

Age 30-49 ' 97 95

Age 50-64 a8 96

‘Age 65+ 95 92

Dublin City/County 97 95

Elsewhere in [reland : 96 95
Married/cohabiting 97 96
Divorced/separated 97 93

Widowed a5 g2

Never married 94 94

No children 95 94

One chiid 99 a7

Two children a7 97

| Three or more children 98 97 B

70
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Table 7.2: Whether (1) It is Important for Government to Reduce Public
Waiting Lists and {2) Spend More to Improve Public Health, by

Socio-Economic Characteristics of Aduits

Full-Time Employed
Part-Time Employed
Unemployed

Retired

Full-time Training or Education
Dorestic Duties

liifDisabled

Primary Education Only
Junior Cycle

Leaving Caertificate
Third Level etc..

Under £200
£200.t0 £334
£335 lo £449
£450 and over

Sle or farmer
Professional/Managerial
Other Non-manual
3killed Manual

{Unskilled Manual

Put Public Walting Lists
in Line with Private

96
24
98
84
93
o7
100
96
96
96
96

a7
96
95
96

95
95
87
98
94_

Should the Government . . .

Heatth to Reduce Wait and

Spend More on Public

Improve Service
95

97
94
92
93
96
89

93
97
94
96

95
96

Table 7.3: Whether (1) it is Important for Government to Reduce Public
Waiting Lists and {2} Spend More to Improve Public Health, by
Health Characteristics of Adults .

No Health problem
Health problem

Very good
Good
JAdequale.

'Bad or very bad

GMS
Private Insurance
Not covered

No hospitalisation
Private patient
LPuinc patient

Put Public Waiting Lists
in Line with Private

985
o8

85
96
a7
98

97
96
96

96
94
97

"Should the Government . . . ]

Spend More on Public
Health to Reduce Wait and
Improve Service
95

96

95
95
99

94
95
95

95
95
96

1
-
|
‘
|

—————-

There is a good deal less unanimity when it comes to how such increused
spending should be funded (Tables 7.4 to 7.6). The items are nol mutually
exclusive, since respondents had the option of saying “ves™ 1o any or all of

them.
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The question wording was:

“How do you think that this increase in expenditure should be funded?
Increases in income taxes:
Reduction in Government spending in infrastructure, roads eic.;
Reduction in Government spending in areas of social support sucl as

education, social welfare elc;

Compulsory private medical insurance for those over a centain income;
Other (specify)”.

Table 7.4: Views on How Improvements in Public Health Should be Funded by Demographic
Characteristics of Adults

Tolal

Male
Female

Under 30
Age 3049
Age 50-64
Age 65+

Dublin City/County
Elsewhere in Ireland

Married/cobabiting
Divorced/separated
Widowed

Neaver mamied

No children

One child

Twao children

Three or more children

Increase Taxes Reduce Infra- Reduca Social Compulsory Other
Structure Support Private Medical
Insurance
24 20 9 52 38
25 17 9 52 38
23 24 10 51 ar
26 26 11 49 33
23 20 8 52 42
23 19 9 52 40
22 12 B 58 33
29 25 12 53 36
21 18 8 51 38
21 19 8 54 43
35 24 5 41 36
22 15 6 50 25
27 23 1 50 32
24 20 9 52 35
23 24 8 53 45
22 20 8 48 43
22 21 10 54 a4

About a guarter would fuvour an increase in axes while a fifth would
favour a reduction in government spending on infrastruciure. Fewer than one
in ten would favour a reduction in government spending in arcas of social
supporn such as education and sacial welfire. About half would favour raising
money for the public health system by the inroduction of compulsory private
medical insurance for those over cenain income, Qver a third would favour
funding through some other mechanism. Differences among the groups in
lerms of the proponion in favour of each strategy are relatively small.
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Table 7.5. Views on How Improvements in Public Health Should be Funded by Socio-Economic
Characteristics of Adults

T T T 7 7 " Increase Reducé Infra- Reduce  Compulsory  Other |
' Taxes Structure Social Private Medical
Support Insurance

Full-Time Employed 24 18 9 49 40
Pan-Time Employed 27 27 g 48 40
iUnemployed 35 24 6 80 37
Retired 21 14 8 51 40
:Full-time Training or Education 30 3z 13 50 23
Domestic Duties 18 20 7 56 37
11li/Disabled 36 13 23 67 3 ‘
|Primary Education Only 21 19 8 55 34 |
“Junior Cycle 26 21 7 52 41 |
ILeaving Certificate 24 23 10 51 37 5
Third Level etc. 25 18 12: 486 40
Under £200 22 20 7 53 33 |
£200 to £334 24 22 9 56 38 !
'£33510 £449 22 19 10 44 36 *
£450 and over 27 20 1 53 43

|
:!SIe or famer 26 16 8 50 42
Professional/Managerial 24 22, 10 50 40
ijther Non-manual 25 22 12 a7 39
:Skilled Manual 21 21 8 57 30
iUnskilled Manual =~ o 24 21 9 53 39

Table 7.6: Views on How Improvements in Public Health Should be Funded by Health Characteristics of

Aduits
) ' Increase Reduce Infra- Reduce  Compulsory ‘Other
Taxes structure Social Private Medical
Support Insurance
No Health problem 23 21 10 50 36
Health problem 28 19 6 60 45
Very good 22 19 10 48 36
Good : 24 23 9 54 40
Adequate 28 19 6 56 38
Bad or very bad 34 24 18 61 35
GMS 24 23 9 54 |
Private Insurance 24 17 10 49 40
'Not covered 24 23 8 33 7
No hospitalisation 24 19 8 52 38
Private patient 25 28 14 51 M
Public patient 23 28 13 54 43

Per cent in Brvour of measure,

As Table 7.7 shows, the most common amonyg these "other”™ mechanisms
are suggestions that improvements be funded by means of the presem
government  surplus. by using funds from the National Lottery, by
improvements in the efliciency with which government lunds are used and
disiributed or by reducing T saluries and expenses.
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Table 7.7: Breakdown of *Other” Views on Funding Improvements in Public
Health Services

Total
Column %

From Govermnment surplus 26
Lottery funding 18
Improved government efficiency 11
Reduce TD salares 10
From existing govemment funds 8
Increase health service efficiency 4
Special taxes (e.g. alcohel) 3
Reduce spending. on tribunals 3
Reduce funding for sport 1
Other source 8
Unspecified 9

Note: Per cent of those who suggest some other method of funding,

Tables 7.8 o 7.10 are based on a slightly different question: “In general,
do you think that it should be compulsory for everyone above a cerain
income brackel to have private medical insurance making appropriate
exceplions and allowances for those who could not afford it?”. This item is
asked of all respondents, whether or not they are in favour of increased
government spending on the public health system. It also differs from the
earlier item in that it mentions making appropriiate exceptions and allowances
for those who could not afford it.

About three-fifths of respondents overall would be in favour of
compulsory private medical insurance under these conditions. There are
some differences among the groups in terms of the level of support, mainly
related 10 social group, with the lowest level of support among Lhe
professional and managerial social group (49 per cent) and the highest level
of support among those in the skilled and unskilled manual social groups (68
to 70 per cent). It is particularly imeresting that the level of support for
compulsory medical insurance for those above a cerain income is slightly
higher among those with 1o bealth coverage than among the privately insured
(63 per cent and 58 per cent, respectively). This may be related to differences
between these two groups in houschold income: the level of support for
compulsory private insurance drops from 67 (o 33-36 per cent between the
two lowest and the two highest income groups. In none of the groups
however. does the level of support fall much below one-half.
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Table 7.8: Whether Private Health Insurance Should be Compulsory for those
on Higher Incomes by Demographic Characteristics of Adults

Total

Male
Female

Under 30
Age 30-49
Age 50-64
Age 65+

Dublin City/County
Elsewhere in Ireland
Married/cobabiting
Divorced/separated
Widowed

Never married

No children

One child

Two children

L Three or more children

Compulsory Pvt. Insurance, General |
62

63
61

57
62
64
67

57
64

63
63
66
59

62
57
64
66

Per cent in favour of measure.

Table 7.9: Whether Private Health Insurance Should be Compulsory for those
on Higher Incomes by Socio-Economic Characteristics of Aduits

r

Full-Time Employed

Part-Time Employed.
Unamployed

Retired

Full-time Training or Education
Domestic Duties

|IfDisabled

Primary.Education Only
Junior Cycle

Leaving Certificate
Third Level etc.

Under £200
£200 {0 £334
£335 to £449
£450 and over

Sle or farmer
Professional/Managerial
Other Non-manual
Skilled Manual

{Unskilled Manual o _
*er cent in favour of medasure.

Compulsory Pvt. Insurance, General |
860
68
65
63"
583
67

59

&7
64
59
53

67
67
55
56

62
49
56
70

.68 _ _,____j




76

PERCEPTIONS OF THE QUALTY OF HEAH CARE IN TIHE PUBLIC AND PRIVATE SECTORS IN IRELAND

Table 7.10: Whether Private Health Insurance Should be Compulsory for
those on Higher Incomes by Health Characteristics of Adults

[ "~ Compulsory Pvt. Insurance, General |

INo Health problem 60 l
EHealth prablem 72 !
Very good 59 .
iGood 62 :
|Adequate 67
IBad or very bad 73 !
'GMS 65 |
.Private Insurance 58
iNot covered 63 ‘
| I
‘No hospitalisation 61 '
i
IPrivate patient 65 |
1Public patient 69

Lo . I
Per cent in favour of measure.

The idea of compulsory medical insurance, then, does have considerable,
although by no means unanimous, support .in the population. However, the
ten percentage: point difference between the percentages in favour in Tables
7.4 and 7:8, suggest that. (ay there may be some reservations as to whether
the income from such insurance should he vsed 1o improve the public health
system, and/or (b) the level of support for such a proposil would be
increased 1o the exteni that adequate allowuances could be made for those
wlio might have difficulty in paying for it.




8.1
Health Status

8.2
Health Coverage

8. SUMMARY

This report has focused on perceptions: perceptions of the relative quality
of care available in the public and private systems in Iretand and perceptions
of the advantages of health insurance. While. as noted in the first chapter.
perceptions do not necessarily provide an accorate reflection of reality, they
are important in their own right for two reasons, First, perceptions of the
quality of care in the public system uare likely 10 be a central determinant of
the demand for private health insurance. Second. those same perceptions
have important implications for the peace of mind of those who cannaot afford
private medical insurance, paricularly as they grow older and where they
develop health problems.

I this final chaprer we draw 1ogether the nmin findings in order 1o
provide an overview of perceptions of public and private health care in
Treland.

In Chapter 2 we examined the health status of the adult population. There is
a clear deterioration in the average health self-rating with age, and an
increase in the incidence of health problems. When age is controlled,

o there is lile difference belween men and women in the incidence of
health problems;

o there is a regional difference, with Dubliners reporting health problems
less frequendy than residents of other pans of the country;

e those who are unemployed, retired, engaged on home duties and, to a
lesser extent, the par-time employed repont health problems more often
than the full-time employed:

e clifferences in the incidence of health problems by level of education are
less clear, but those with Leaving Cenificate or higher report health
problems less often than those with Junior Cycle or lower levels of
education;

e clear differences remain in the incidence of health problems by level of
houschold income, with the incidence of health problems falling us
income rises:

e in terms of social group, those in the Professional/Managerial social
group tend to experience health problems least ofien, while those in the
Unskilled Manual social group experience health problems most ofien,

o Just under one-third of adults are GMS members, 43 per ceni are covered
by private medical insurance or a workplace health plan, 6 per cent have
a hospital cash plan, and abowt one in four have no medical coverage.
There is some overlap between the types of coverage: a small propertion
of the population (about 4 per cent) have both private and Medicul Card
coverage, and two-thirds of those with a hospital cash plan also have
private medical insurance,

e GMS members tend 1o be older and are more likely 10 have healih
problems than non-GMS members,

~J]
~l



78  PERCEPTIONS OF THE QUALITY OF HEALTH CARE IN THE PUDLIC AND PRIVATE SECTORS IN TRELAND

83 ¢
Consumption of
Health Services .
*
8.4 *
Perceptions of
Public and
Private Health ¢
Systems

Those with no céverage are concentrated in the under 30 age group, and
are slightly more likely than those with private medical insurance to have
a health problem. '

The analysis by type of private heaith insurance showed that 85 per cent
of those covered are VHI members, 8 per cent are covered by BUPA-
Ireland and 7 per cent are covered by other, mainly-work-based,
schemes.

Differences in the client-base of VHI and BUPA-Ireland reflect the
relatively recent entry of BUPA-Ireland into the market, and the fact that
people are slow to change healih coverage. Members of BUPA-Ireland
tend 0 e younger (nearly half are under age 30). As a consequence,
BUPA members are somewhat less likely than VHI méeémbers 1o have
health problems and a higher percentage (63 compared to- 53 per cent)
rate their health as “very good”. Members of the other schemes (ypically
work-based schemes) fall in between VHI and BUPA members in terms
of age distribution and heaith status.

About one adult in eight had spent at leasi one night in hospital in the
previous twelve months. Over half of these had been hospitalised as
public patients.

Hospitalisation was more common among older adulis (nearly one in five
of those over 65), and paricularly among those with a health problem
(just under one-third).

As we might expect, becavse they tend 1o be older and more likely 1o
have health problems, GMS members were more likely to have visited a
general practitioner in the previous year, and to have a higher number of
visits than those covered by PMI or the uninsured.

GMS members were also more likely than others to have been
hospitalised (18 per cent compared to 12 per cent of those with private
insurance and 10 per cent of those not covered). Of those hospitalised,
GMS members were likely 10 have had longer stays (a mean of 16.5
nights and a median of 10 nights. compared 1o 9.2 and 3, respectively,
for the PMI group).

Among those who had been hospitalised in the previous year, 9 per cent
of GMS members had o wait 6 months or more. compared 10 2 per cent
of PMI members and 4 per cent of those not covered by insurance.
However, since a small number of the uninsured had very long waits, the
average wait was the same (6 weeks) for GMS members and those with
no healih coverage, while the average was 4 weeks for the privately
insured.

The average wait for day surgery and oupatient treatment was also
longer for GMS patients than for those with private insurance. Two per
cent of those with no health coverage had waiting times of over one year
for outpatient treaiment.

Seven per cent of GMS members were currently waiting for a hospital
hed, compared 10 2 and 3 per cent, respectively, of the privately insured
and those with no healith-coverage. Thé median length of time for those
waiting was 16 weeks lor GMS members, compared 10 14 weeks for
those with no cover-and 8 weeks for those with private insurance.

There is considerable criticism of the overall quality of care in the public
health system, with fewer than half of respondents giving ‘it a positive
rating.

However. the strongest criticism comes from those least likely o have
direct experience of the public health system: those in the Professional
and Managerial social groun and those with privaie health insurance. It is
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unclear whether this reflects lack of information or differences in
expectations. The fact that older respondents and those with health
problems also give a higher rating to the quality of care in the private
health system suggests that differences in expectations play at least some
role.

Nevertheless, two out of every five persons hospitalised as public
patients in the previous twelve months rate the overall quality of care in
the public system as no more than “adequate”.

The particular aspects of quality of care which are viewed most crtically
tend 1o be the waiting times for treatment (particularly in contrast to the
privaie health system), length of stay as a public patient and the
efficiency with which the public health system is run. The quality of
medical care in the public system is viewed more favourably, receiving a
positive rating from more than half of the respondents.

Perceptions of the private health system are consistently more positive.
Four out of five respondents give a positive rating Lo the overall quality
of care in the private health system, and nearly two-thirds believe that the
quality of care is better on the private than on the public system. Almost
nine out of ten believe that hospital treatment can be obtained more
quickly as a private patient.

The insured and the non-insured were very similar in terms of their
priorities and concerns: avoiding large medical bills and ensuring timely
treatment were the most important teason [or having health insurance.
Among the health-related reasons for having insurance, concerns about
the length of wait for treatment in the public health system, rather than
the quality of care available, emerged as the dominant factor.

Among the non-insured, rwo-thirds pointed to the cost of health
insurance as a very important reason for not having insurance, while just
under one-third identified satisfaction with the public health system as a
very important  reason.  Perceptions that  health  insurance s “too
expensive” are likely 10 be linked 1o notions of “value for money™ as well
as to affordability per se. This is evident in the fact that over half of the
uninsured in the highest income quarile regard insurance as “too
expensive”,

Alogether, over half of the non-insured would not be willing or able 1o
pay for health insurance. Only one in five would be willing or able o
pay amounis at or above the median amount actually paid at present by
those whao are insured. Nearly two out of five of the non-insured in the
highest income quanile are unwilling to pay for heallh insurance, and
only about one [ifth are willing and able to pay more than $10 per week.
This group can better afford the financial risk of illness: they are in a
hetter position than those with fewer resources 1o pay direcly for private
health care if they should need it. Their willingness to buy privie health
insurance, then, is likely 1o be strongly influenced by the perceived
“value for money” that it provides.

Although length of wait was the health-related lactor of greatest concern,
most of the non-insured would be unlikely to buy health insurance even
if the length of wait for public hospital reatment were o grow longer.
For many of them. the main issue is likely 10 cenre on affordability of
health insurance.
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8.6

Views on
Funding
Improvements
in Public Health

The overwhelming majority of respondents would Favour increased
government spending to reduce waiting times and improve the quality of
the service provicked in the public health system.

Slighuy more than half of those in favour of increased funding would
support the introduction of compuisory private medical insurance for
those over a certain income as a means of financing improvements in the
public system. Abow one-quarnter would support a tax increase and one-
fifth would favour a reduction in spending on infrastructure, Fewer than
one in ten would favour a reduction in government spending on social
suppor as a means ol increasing funding for the health services,

There are indications that support for compulsory private insurance
would be greater (by about 10 percentage poinits) i “appropriaie
exceptions and allowances™ were macie for those who could not afford it
A separate item on the introduction of compulsory privaie health
insurance tor those above a centain income bracket (not explicilly linked
1o funding for public health) suggesied that three owt of five of the
respondents would be in favour of it, in principle.
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Appendix Table A: Population and Sample Distribution of Key Characteristics and Effect of

Number adults
Cne

Two

Three

Four

iFive

!tSix or more
fLocation
Dubkin
Elsewhere
Women
Married, <30
Single, <30
Married, 30-64
Single, 30-64
Widowed, <65
Married, 65+
{8Single, 65+
Widowed, 65+
Separated
/Divorced, all
ages
Men
Married, <30
‘Single. <30
Married, 30-64
iSingle, 30-64

IWidowed. <65
'Married. 65+
;'Single.65+
|‘Wid0wed.65+
'‘Separated

| IDivorced, all
L ages

Sample Weights
A B c D F G
Population Pop. % Unwelghted Sample Weighted Sample %
Sample % Sample
356,799 12% 495 17% 362,710 13%
1,265,570 44% 1,460 49% 1,266,001 44%
585,999 20% 556 19% 584,925 20%
381,784 13% 309 10% 380,458 13%
153,010 5% 111 4% 152,350 5%
139,538 5% 66 2% 136,256 5%
872,968 30% 1,053 35% 875,751 30%
2,008,732 70% 1,844 65% 2,006,948  70%
52,900 2% 61 2% 52,664 2%
390,800 14% 204 7% 386.446 13%
582,300 20% 877 29% 580,336 20%
112,000 4% 126 4% 111,604 4%
33,400 1% 67 2% -33,506 1%
84,900 3% 89 3% 87,637 3%
32,800 1% 35 1% 33,585 1%
120,300 4% 163 5% 124,940 4%
58,500 2% 61 2% 58,525 2%
31,000 1% 38 1% 30.862 1%
424 400 15% 219 7% 422,506 15%
579,300 20% 616 21% 576,715 20%
154,700 5% 170 6% 154,010 5%
12,000 0% 17 1% 11,946 0%
113,800 4% 128 4% 116,155 4%
36,200 1% 30 1% 36,329 1%
28,800 1% 56 2% 30,006 1%
34,500 1% 40 1% 34,929 1%

H
G-B

0.2%
0.0%
0.0%
0.0%
0.0%
-0.1%

0.1%
X0.1%

0.0%
-0.2%
0.1%

0.0%

0.0%

0.1%

0.0%

0:2%

0.0%

0.0%
0.1%
0.1%
0.0% |
0.0%
0.1%
0.0%
0.0%
0.0%
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Appendix Table A {Continued)

f——— e e — — me—— L e mm e — e oo —

‘ A B c D E F G H 1‘
.! Population Pop. % Unweighted Sample D-B Weighted Sample% G-B |
: Sample % Sample
‘Women !
At work 625,612 22% 710 24% 623,143 22% -0.1%
‘Unemployed 35,626 1% 49 2% 35,618 1% 0.0% !
In Education 156,162 5% 76 3% 155,465 5%  0.0% |
;Home Duties 565,499 20% 636 21% 565,145 20% 0.0% !
Retired 61,618 2% 205 7% 69,203 2% 0.3% t
HliyDisabled 23,483 1% 7 0% 20,669 1% -0.1%
‘Men 1
At work 951,811 33% 861 29% 948,011 33% -0.1% :
iUnemployed 80,724 3% 72 2% 80,411 3% 0.0% ,
iin Education 139,383 5% a9 3% 138,771 5% 0.0% -
‘Home Duties 8,835 0% 6 0% 8,796 0% 0.0%
Retired 184,439 6% 272 9% 188,192 7% 0.1% '
HIDisabled 49,498 2% 14 0% 49,277 2% 0.0% !
Wormen-Education !
'Primary, <65 244,484 B% 171 6% 243,383 8% 0% ‘
\Junior Cycle, <65 277,323 10% 279 9% 273,376 9% 0% |
'Leaving Cert,<65 447,887 16% 378 13% 448 644 16% 0% |
iThird Level, <65 255,659 9% 563 19% - 255,557 9% 0% !
[Primary, 65+ 236,788 8% 137 5% 232,976 8% 0%
jJunior Cycle, 65+ 1.884 0% 50 2% 4,797 0% 0% I
.Leaving Cert, 65+ 2,516 0% 52 2% 5,424 0% 0% .
iThird Level 65+ 1,458 0% 53 2% 5,076 0% 0% :
?Men-Edupatr‘on i
Primary, <65 273,544 9% 150 5% 272,323 9% 0% :
|Junior Cycle, <65 380,392 13% 228 8% 378,695 13% 0% i
Leaving Cert,<65 346 463 12% 340 11% 348,774 12% 0% i
‘{Third Level,<65 230,534 8% 375 13% 229,505 8% 0% ‘
|Primary, 65+ 178,522 6% 117 4% 172,868 6% 0% |
| Junior Cycle, 65+ 1,985 0% 36 1% 3.574 0% 0% |
Leaving Cert, 65+ 1,836 0% 25 1% 2,600 0% 0% ]
'Third Level, 65+ 1,424 0% 43 1% 4,118 0% % |
Heatth Cover '
IGMS Member 884,100 1% 840 28% 887,125 A% 0.1% |
(vHI BUPA 1259864 @ 4% 1611 S4% (1298733 45% 4% |
Note: Population figures are estimaies of number of adults covered by VHI and BUPA in 2000. Sample figures
include all ‘insured (including other work-based schemes). The numbers on health insurance were not

explicitlly included as a control otal in 1the weighting procedure.
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SURVEY ON PERCEPTIONS OF THE HEALTH SERVICES

- Supplement to Consumer Survey, August 2000

Area Codel___‘DD Respondent Code Interviewer Number

I would now like to ask you some questions about your health, about how you feel, and so on.

S.1  lngeneral, how good would you say your health is?: Would you say it is:
Very good ....... a, Good................ Q. Fair.......d, Bad.......... Q. Very bad........ Qs
S.2  Please specify the nature of any chronic, physical or mental heaith problem, illness or disability which you may
have? Please describe as fully as possible. None ............. o
$.3  Are you currently covered by a medical card, either in your own name or covered on someone else’s card?
Card in own name............ 0, Covered on someone else's card ...[...0D, Not covered........ a,
$.4 On whose card? Spouse ............. a, Parents.......... Other .......... s (specify)
S.5 In general, how would you describe the total level of care received in the PUBLIC Health system, in Ireland, in
terms of QUALITY OF CARE. Would you say it is:
Very good ....... a, Good....ocevveneen. Q, Adequate...[h Bad.......... ., Very bad........ Qs
S.6 In general, how would you describe the total level of care received in the PRIVATE Health system in terms of
QUALITY OF CARE, Would you say it is:
Very good .......d, Good .ccocvoerree. Oy Adéquate ...y Bad.......... Q. Very bad....... s
S.7 I’m going to read out 4 statements about aspects of care in the PUBLIC Health system. For each item I would like
you to tell me whether you think the PUBLIC Health system is Very Good; Good; Adequate; Bad; Very Bad.
Very Good Adequate Bad Very
Good ) Bad
a) Quality of medical care received as a Public patient...........cccoeeneee. Q, Q, Q, O, sP
b) Length of stay, given your condition, as a Public patient...................... a, Q, O, Q. Qs
c) Quality of the facilities as a Public patient.........c.cc.ocooecicnecnnererierncnnon, Q, Q, a, Q, Qs
d) [n general, efficient running or management of medical care
in the Public HOSPHal SYSIEML ..._.ccouorerreinnerecre e e racesseans a, U, O, Q, O,
$.8 Would you say that the Public Health system in Ireland, in general, is better, the same or worse than that in other
Mainland European Countries like France, Germany, UK, Spain etc.
[rish system is better........... Q, Same............. O, Irish system is Worse............3
$.9 Do you have private health insurance cover through VHI, BUPA Ireland or through some other health insurance
scheme? (e.g. occupational scheme, the Gardai, Prison Officers, etc.)
Yesl.. O3, No....:,-»Go 0 8.16
S.10  Are you covered by (i) VHI, (ij) BUPA Ireland or through seme (iii) Other Scheme? [Int: Tick 'Yes’ or *No’ for each
one in Col. 5.10 of Table below]
S.11  [If Yes] Which plan are you on? [Int: Specify in Col. S.11 of Table below]
S.12 [If Yes] Are you covered for: (i) hospitalisation: (ii) consultant’s fees; (iii) GP visits; (iv) dental care; (v) eye exam
and/or lenses. [Int: Tick ‘Yes' or ‘No’ in table below for each type of cover]
{5.10) (S.11) Plan <4 (S.12) Covered for: L
Please 7] i) (i) (iv) v
specify Hospitalisation | Consultant GP Visits Dental Eyes
NO YES Yes No Yes No Yes No Yes No Yes No
(i) BUPA 0, Q- = 0, |0, o, o, O, O, O, O, O,
(i) VH1 g, Q- a, o, [O u, g, . j=1 , =} o,
(iii) Other (specify) | O, Q,— [} O, (4, O a, a; o 9 Q, o,
S.13 Ts this private health insurance paid for (i) by you, your spouse, family eic. or (ii} by your employer?

By resp./resp's family efc .........c....... Oy by employer........... Q,




S.14a What does your health insurance cost per week, per month ete. [RE per (period)

[Int. Specify an amount and a reference period)

S.14b Who is covered on this insurance? [Int: Tick all that apply]

Self............ O, Spouse...... Q; Children........ J,—How many Other ......... 0, (specify)

8.15 Please describe your main reasons for having private medical insurance? [Int. Probe as fully as possible]

S.16 Are you (also) covered under any Critical Illness or Hospital Cash Plan scheme. This would be in addition to or
instead of BUPA/VHI etc. and would provide you with a cash amount for any days spent in hospital as well as cover
for the cost of the hospital stay itself.

Covered under Critical Not covered under critical illness/
llness Cash Plan Scheme.............. ..., Cash Plan Scheme .............cccccoevveeeee.. = Go to 8.24
S.17 Is this instead of or in addition to BUPA Ireland/VHI?
Instead of .......coene., a, [n addition t0 ......ccoeeeene a,

S.18 Why did you decide to take out the critical illness/hospital cash plan scheme. Describe as fully as possible.

5.19 Do you feel this hospital cash plan or critical illness scheme gives: (a) better quality of care; (b) better choice of care;
(¢) better value of money than insurance under VHI and/or BUPA Ireland?

(a) better quality of care Yes....... e a, Nooeciin d,
{b) better choice of care Yes.oomonnn NO.cveene, a,
(<) better value for money Yes.nnn &) | (- T d,
$.20 What is the premium per week/month/year for this Hospital Cash Plan cover? [RE per {period)
[Int. Specify an amount AND a reference period]

§.21 Who is covered on this insurance:?: [Int: Tick all that apply]

Self............ 0, Spouse....... Q; Children........ O,—How many Qther ......... O, (specify)

S8.22 How many days in hospital are you covered for under this scheme? days in hospiral.

5.23 Please describe your main reasons for having cover under a Critical Illness or Hospital Cash Plan scheme [Int. Probe|
as fully as possibie]

$.24 I’m going to read out a number of reasons for having private health insurance cover either BUPA Ireland, VHI, or
with Critical illness cover. In respect of each could you please tell me whether or not you think each is: Very
Important; Quite Important Neither Important nor Unimportant or Not At All Important as a reason for having
private medical insurance. Neither Not

Very Quite {mportant Ar All

Important  Important Nor Important
Unimportant

a) Being able to have a private or semi-private room in hospital .................. Qe @y [ P O,

b) Being able to choose your own consultant ................. e Dy Qs Oy, Q.

¢} Being sure of getting into hospital quickly when you need treatment........ Qy . Oy [ PR Q.

d) Being sure of getting good treatment in hospital..............c.coceocoevieeeririeeenrns [ T S PR [ .

) Being able 10 get a private bed ina hospital ... [ Y 1 PO L U 4.

f) Being sure of getting consullant CAre.........cc.oeevveveren e e s sssn s O Qg [ Q.

g) Being able 1o arrange hospital treatment for when it suits you............. Oy ... Oy ... [ Q.

h) Avoid large medical or hospital bills ... [0 O W PR Oy Q.

i) Other (specify) Oy Qe Oy a,
S5.24a  Int: Transfer code from 5.9 on page 1 tohere: 1 (Yesat5.9)— Goto 5.25
2 (Noat§5.9) - Go 10 5.27

§.25 Given the price of your current health insurance do you regard your health insurance cover as
Quite Good Very Close to

Cheap.......... 0, Value........ O, Expensive ....... O, Expensive ....... d. Unaffordable ...... &




5.26 In making the choice as to whether or not you would give up private health insurance if the premium were
increased which one of the following would concern you MOST about bhaving to rely on the public hospital system.
fInt. Tick ONE only. Which would concern respondent AfOST).

Possible length of Level of non medical
Choice of time waiting for amenities such as privacy,
Quality of care ......0, Consultant ..........Q, treatment ................. 0, semi-private roomeic.........0ly
NOW GO TO 834
5.27 Please describe your main reasons for not having private medical health insurance? [Int. Please probe as fully as

possible]

S§.28 1 am going to read out 3 reasons for not having private medical health insurance. In respect of each could you
please tell me whether or not you think it is: Very Important; Quite Important; Neither Important nor
Unimportant or Not at all important.

Very Quite Neither Not at all
Imporiant  Important  Important Nor  [mporiant
Unimpartant
a) ['m not likely 1o need it ..o e ] veees e [ P 0 U O,
b) [U'S 100 EXPERSIVE ..o e e e k] eee e Q. [ Q,
¢) ['m satisfied with the healthcare [ receive as a public patient........... Oy .o Qg 0 PR, O,
§.29 Would you like to be covered by private medical health insurance? Yes.......... Q, No.... a,
S.30 Have you ever seriously considered taking out private health insurance? Yes.......... 0, Neo...(Q

§.31 What would be your MAIN reason for seriously considering taking out private health insurance.

[int Tick ONE only]
Possible length of Level of non medical
Choice of time waiting for amenities such as privacy
Quality of care ......Qa, Consultant...........d; treatment ................ Wy semi-private room efc.......... - )

$32 What would be the maximum amount per week you could afford and would be willing to pay for private health
insurance?

Nothing/Zero......ccveerervenne. &g Other Amount per week (specify) IRE per week
$.33 If waiting times for the public health system were 1o get longer in the future, do you think that that, of itseif, would
make you much more likely to buy private health insurance (given your current income and current cost of

insurance)?
Very likely............... O, Likely .......... O, Unlikely ............ Q, Notat all...ooceeene Q.

[INT: ALL RESPONDENTS FROM HERE]
S.3¢ Do you yourself personally know any family, friends or neighbours who have recently had to wait more than 3
months; 6 months; 1 years for important hospital treatment?
(2) 3 Months wait Yes...0d;, No...0, (b)éMonthswait Yes..(J; No...Qd; (c)1yrswait Yes. ., No..
S$.35 Do you think waitiog times for treatment in public hospitals are longer now than 3 years ago?

Yes, longer now ...... 1, NO..oveiens Q. Doa't know ............. a,

5.36 Suppose you needed hospital treatment. Do you think you could get it MORE QUICKLY (a) on the private health
system (b) the public health system or (¢} it would make no difference to the time taken to received the treatment.

More quickly if on private health SYSIEM......c....ccovi it s Q,
More quickly on public health SYSIEML......cc...veerureeereerirsemseessenaesrieseaessess s esessasessorsessencsseses b2
IO QETETEICE ... eeeeeeeeeeeeeeeeeeareseeseaseseeesoessasssmseas st semtassanssenssaenssssasansssemee et setaeamtesanassesmanestas m

$.37 Again, suppose you needed hospital treatment. Do you think that the QUALITY OF CARE received would be
better (a) on the private health system (b) on the public health system or (c) it would make no difference to the
quality af care received.

Better an private health SYStem. ... Q,
Better on a public health SYSIEmM oot s s s e s e e
INO GITTEIEICE .oo.vcviiieetcerees e csarce et st neemt e s s rea s ma e eae e ees e s e e e aeeseeeae e erean b sben
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How many nights have you spent in hospital during the last 12 months on your own behalf (Include all hospitals, -
general, geriatric, psychlatric).

nights NODE .....ooeeerrenna Oy 2 Go1w 542

$.39 How many separate admissions did this cover? admissions

S.40 How many of these nights were as a private paﬁent? nights
How many of these nights were in a Health Board or Voluntary Hospital in a:

Private room (1 bed) nights Public ward (5+ beds) nights
Semi-private room (2-4 beds) nights TOTAL nights
[Int. Check this adds to number of nights at $.40]

S5.41 How long did you have to wait for admission for stays in hospital in the last 12 months. If admitted on more than
one occasion please give the average of periods spent waiting for admission. Exclude any admissions related to
previcus treatment.

weeks
S.42 Are you currently on a waiting list for in-patient treatment? Yes ...l For how long? weeks No....[;
§$.43 How many visits to the casualty department of a hospital have you made on your own behalf in the last 12 months?
Noge..ooeoooeeeeeenne. g visits
S.44 How many visits have you made on your own behalf in the last 12 months to an outpatient clinic?
NORE ..o v Q> Goto 546 visits
S.45 How long did you have to wait to get this outpatient treatment? Please include time spent before you actually saw
the consultant.
weeks or months or years
S.46 How many visits to 2 hospital have you made on your own behalf in the last 12 months for day surgery? -
NOE ... O, visits
S5.47 Did you have to go on a waiting list 1o get this day surgery?
Yes oo Q, For how long? weeks NO.cereiene a,

S$.48 Approzimately how many visits on your own behalf have you made to your GP or has your GP made to you in your
home during the last 12 mouaths?

NODE ....otverecececrecrins - visits

S.49 In principle, do you think that it would be important for the government to develop the Public Health System to put
its waiting lists in line with the Private Hospital System. .

YES .oovernennn Q, WO i

S5.50 Suppose the Government planoed to substantially increase the amount it spends on the Public Health System to
reduce waiting times and improve the service it provides. Would you be in favour of such a scheme?
Yes, tn fAVOUL....ooc oo L ) No, not in favour........... Q,

8.51 How do you think that this increase in expenditure should be funded? Yes No
Increases in income taxes o, Q
Reduction in Government spending in infrastructure, roads etc O, O, Ifyes: in which areas?
Reduction in Government spending in areas of social support
such as education, social welfare etc O, O If yes: in which areas?
Compulsory private medical insurance for those over a certain income Q, Q.

Other (specify) Q, Q
S.52 In general, do you think that it should be compulsory for everyone above & certain income bracket to have private
medical insurance making appropriate exceptions and allowances for those who could oot afford it?
Yes ..., NO.eoeeeeen. Q,
§.53 Finally, perhaps you could tell me whether or not either you or a member of your family for whom you are

responsible has been in hospital in the last year for :

(a) Psychiatric care/treatment Yes a, No Qa,
{b) Mental handicap Yes d, No Q,




Finaily, I would like to ask you a few short guestions about yourseif.

5.54

S.55

5.56

§5.57

5.58

5.59

5.60

5.61

unemployed give previous occupation. If never worked write ‘NEVER WORKED’ (Write full title and tick
appropnate box beiow)

Sex of respondent Male.......... 4, Female...... Q,

Respondent’s Age Group:

16— 19 yTS.ciiiiicie, Q, 50 -59 Y18, Qs
20—-29}’1‘8 ................... O, 60-64yrs ................... Dﬁ
30-39yT5.eiciee, Q. T . P
40 —49 yr5..cciiieiienn, Ly Don't Know................. [

Size of Household: (Include the respondent. Exclude children living permanently outside the household.)
Number of household members:

Aged under 18 b) Aged 18 or more

Which of the following best describes your marital status?

Mamied........ccooeune.. Q, Living with Partner......04
Separated............ccneene Q; Widowed ........cccoeeenen. Qs
Divorced......cooveivennan. O, Never Married ............. O

Employment status. Are you ......
full-time emplayed .............ccococ e, 0y  in full-time training/education ......... Os
pant-time employed. ..., O; domestic dutiesfhousewife............. Og
unemployed.............coe i Os (0 13T T N Oy

retired — living on pension/investment income ... 0

Occupation of Respondent. What is your main occupation? If housewife, retired or unemployed, give previous
occupation. If studying or training, state future occupation. 1f never worked write ‘NEVER WORKED' (Write
full ritle and tick appropriate box below

Full-time employed {not farmer).................... o, unskilled manual worker ................ Os
Farmer (self-employed)........c..ccocvenrcriienenn, up} Neverworked............................... Oy
Professional/Senior Managerial.................... O, Other ... Oa
Other non-manuat worker .............cccoecvevieee 04 Don'tknow .........ooocociveiciiniiiciien Og
Skilled manual worker.............coccovveeecvneeinnne Cs

Are you the main earnoer in this household?
YeS. e, Oi=gow0ws62 NOwcveceievreca ;=010 S.61

Occupation of Main Earner. What is the occupation of the main earmer in the household? If retired or

Full-time employed (not farmer)................... Oy unskilled manual worker ................ Oa
Farmer (self-employed).........c..c.ccoen e [P Never worked..............ocoovvvveiennnee. n}}
Professional/Senior Managerial .................... O3 Other .. Ca
Other non-manual worker .........o.oooeieiveenen. O4 Don'tknmow ..........ooooeeeeiieeeerieee e, [mPY

Skilled manual Worker..........cco.cvocviiiiccicnians 05



S.62

S.63

5.64

What is the highest level of education which you have completed?

Primary [evel........c.co it 04

Group, inter, Junior Cert...........cccoocviciieeeeniiei Oz

Leaving Cert or equivalent ..............ccccveeiiinains Oa
Other Second Level

{nursing, agricuitural,

commercial college ete.) ..o Oa
Third level

University, college of Technology,
art college, teacher training,
professional qualifications etc. ........c.cccoeeieenieee. Os

How many dependent children do you have under the age of 18 years who are currently living with you?

dependent children

Finally could I ask about the approximate level of net household income? This means the tetal income, after tax,
PRSI and other statutory deductions, of all members of the household. It includes all types of income: income from
employmeant, social welfare payments, rents, interest, pensions etc. We would just like to know which of four broad
groups the total income of your household falls into. Perhaps you'd tell me into which of the four groups (A,B,C,D)
your household falls. I'd like to assure you once again that all infermation you give me is entirely confidential. [Int:

circle A,B, C or D as appropriate|

Per week Per Month Per Year
A Under£130......ccov v, Under £559 ..o e, Under £68,750 ......cocoo...... 0, Go to S.65A
B.£130-£219 .o £560 -E950 ..o £6,751-£11,380............. 0, Go to S.65B
C.£220-£359 ... £651 -£1.555 ..o, £11,381-£18,649........... 03 Go to S.65C
D. £360 or more.......ceceevererenee £1,556 Or MOre..ccceeeovceeiieieniins £18,650 or more ............. D, Go to S.65D

5.65A If under £130 per week: Could you tell me whether or not this was approximately in the range of:

Under £50 per week ....... 0, E£50-£74 perweek....0; £75-£99 per week ...... O; £100-£129 per week.. D4
5.65B If £130-£219 per week: Could you tell me whether or not this was approximately in the range of:

Under £149 per week .....0,  £150-£174 perweek.. 0,  E175-£199 per week ..00; £200-£219 per week.. 0,
S.65C If £220-£359 per week: Could you tell me whether or not this was approximately in the range of:

Under £254 per week ..... 0y  E255-£299 per week.. 0,  £300-£334 per week ..[0; £335-£359 per week.. G,
$.65D If £360+ per week: Could you tell me whether or oot this was approximately in the range of:

Under £449 per week ... 0, £450-£549 perweek.. 0, £550-£649 per week ....0; £650+ per week ...... O

THANK-YOU VERY MUCH FOR HAVING PARTICIPATED IN THIS SURVEY
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