
BRITISH MEDICAL JOURNAL 4 NOVEMBER 1978

Health services in the Irish Republic
In many ways the pattern of medical services
in the Irish Republic is similar to that in the
UK. The major difference is that Ireland does
not have a comprehensive national health
service. Instead the public health services aim
at providing each group with the care that it
cannot afford to provide for itself. Thus about
40 of the population-those with low
incomes-receive free primary care, hospital
treatment, and drugs. Another 451(',, pay a
small weekly or annual health contribution
towards free hospital care. The remaining
15o pay for everything, though they are
encouraged to insure themselves through the
statutory, non-profit making Voluntary Health
Insurance Board (VHIB). Children receive
free care through the school medical service
and anybody with certain chronic conditions
will get free drugs and treatment.

Structure of services

Until the early 70s public hospitals were run
by the 27 local authorities, who also employed
"dispensary" doctors to provide primary care
to poor people. With the increasing specialisa-
tion of medicine it became clear that the health
services needed separate administration in
larger units and that they should be financed
from taxes and not from the rates. Thus in
1971 eight health boards, each covering
several counties, were established to run both
the health and the social services. Members of
the boards include local councillors, ministerial
appointees, and several representatives of the
medical, nursing, and paramedical professions.
The work of the boards is administered in
three programmes-for general hospitals,
special hospitals, and community care-each
run by a programme manager who is
responsible to the board's chief executive.
Few doctors rely solely on private practice.
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Public expenditure (revenue) on health in Ireland
in 1977.

Most consultants have an appointment in a
health board or voluntary hospital, and 90,, of
GPs have some public patients. Public and
private provision interlock, and the system is
administered pragmatically. All public services,
from ambulances to beds, are available to
anyone: the question of who pays is sorted
out later. People with limited eligibility (those
entitled to free hospital care) also receive a
state payment towards their costs if they
choose to have private treatment. Many people
take advantage of this option, and about a third
of the VHIB's members are people with
limited eligibility. They insure themselves, at
a slightly lower premium than normal, so that
they can have private accommodation and a
choice of doctor. As with the public services,
the cover provided by VHIB has gradually
extended since the board was first established
in 1957. At first it covered only 10 weeks'
treatment in a year, then 20, and now all 52.
Present notable exclusions in its cover are
minor outpatient procedures, normal preg-
nancy, and stays in hospital of under 24 hours.
Premiums, which attract tax relief, are the same
for all adults (with a slight reduction for
children and loading for people over 60): as
about 55 ',, of the members are under 30, the
risk is well spread, and the young and healthy
subsidise the old and infirm. In 1976-7 the
average claim for inpatient treatment was
12171 10. The board sees itself as an extension
of the social services, and its staff aim at
giving advice on all aspects of the health
services to anyone, whether or not they are
members. This advice is necessary, for the
system is complicated.

General practice

People entitled to free primary care and
drugs (holders of a general medical services
(GMS) card) include those with low incomes,
students, and various state pensioners. The
chief executive officer of each health board is
responsible for assessing eligibility for this
(means-tested) benefit, but in practice the
criteria are fairly standard, and there is a fair
amount of flexibility to deal with cases of
hardship. People who qualify for free care then
register with a doctor of their choice who is on
the health board's list of participating doctors.
(GPs cannot participate as of right; they have
to compete for vacancies in the scheme.) They
then receive care in exactly the same way as
the GP's private patients. The proportions of
GMS patients vary considerably throughout
Ireland: in the west over 6000 of the popula-
tion have GMS cards compared with about
250,, in the Dublin area.
Roughly 1300 GPs are paid fees for items of

service they provide to about 1 2 million GMS
patients: in 1977 their average gross income
from these fees was £8500. But the £1 lm spent
on payments to doctors was much less than the
1722m spent on drugs under the scheme. How
much GPs earn from their private patients is
unknown. Until recently everyone who was not
entitled to free primary care had to pay their

GP's bills themselves. But the VHIB has
recently introduced a home scheme to insure
against heavy expenditure on GP and
domicillary services.

Vocational training schemes have been
developed in Cork, Dublin, and Galway, but
they train only about 12 doctors a year. Irish
GPs tend to delegate less than their British
counterparts, partly because group practice
and the use of ancillary staff are less well
developed and partly because community
health staff such as public health nurses tend
to work separately from GPs. There are no
financial incentives to encourage group
practices or the employment of ancillary staff,
though if the GMS scheme develops, calls for
more allowances for staff and premises are
almost inevitable. (GPs in the scheme get a
yearly locum and practice allowance of f186.)

Breakdown of general hospitals expenditure:
proportions spent in health board and voluntary
hospitals.

Community services

Doctors have a special place in health service
administration in combining the role of the old
local authority public health doctor with that
of supervising community care teams. These
directors of community care were to have been
epidemiologists, researching and planning
services to meet the needs of the community.
But with too few staff they have tended to
get bogged down in the day-to-day task of
organising the work of social workers, home
advisers, public health nurses, and medical
officers. The director also liaises with GPs,
and some health boards are encouraging GPs
to enter health centres and work alongside
other community workers.

Hospital services

About half the acute hospital beds in Ireland
are managed by the independent bodies that
run the public voluntary hospitals, most of
which are in Dublin. Nevertheless, the
voluntary hospitals form an integral part of the
public hospital services: many are teaching
hospitals and house regional and national
specialties. In return for treating the public
patients that the health boards send them, the
voluntary hospitals receive about 900,, of their
funds from the Department of Health.

People eligible for free hospital care include
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all those with GMS cards and those with
limited eligibility. Entitlement is basically
related to the payment of health insurance
contributions. At present there is an income
limit of £3000 for non-manual workers but not
for manual workers. Retired and self-employed
people earning under £3000 may contribute,
as may farmers with land with a rateable value
of under £60. As health boards do not keep
registers of people with limited eligibility,
there is no accurate record of their numbers.
In recent years inflation has pushed up wages
and has gradually been taking people out of
the category (there is a carry-over period of
about two years, during which eligibility
continues). Because of this and because of the
anomalies in the criteria, such as the distinction
between manual and non-manual workers, the
Department of Health have proposed several
changes; if approved they will take effect from
April 1979. Everyone will be entitled to free
maintenance in hospital, and people earning
under £5000 a year will also get free treatment.
In return they will pay an annual earnings-
related health contribution of 100 of earnings
up to £5000.
A previous attempt to extend free hospital

care to all-both accommodation and treatment
-failed. In 1973 the then Minister of Health,
Mr Brendan Corish, wanted to introduce a
free hospital service. The consultants objected
because of dissatisfaction with their method of
payment, and the scheme was shelved. Since
then talks have been continuing on a new
consultant contract.

Consultants employed by health boards
receive a superannuable salary with paid
holidays and sick leave: the whole-time salary
is around £13 000. Consultants with appoint-
ments in voluntary hospitals receive a small
fee for every day that a patient is under their
care and sessional payments of £25 80 for a
three-hour outpatient clinic. They also rely on
payments from private patients but have to
provide their own pensions. The new contract,
which should be made final before Christmas,
will probably include a superannuable salary
for all consultants based on a notional week of
about 30 hours and with extra on-call payments.

Irish junior hospital doctors have been one
step ahead of their more senior colleagues and
already have a work-sensitive contract. But
like their British colleagues they also have had
difficulty in ensuring that the terms of their
contracts are implemented and that overtime
is paid. The pattern of postgraduate training
for hospital doctors is similar to that in the UK
-indeed, the Irish royal colleges are repre-
sented on the higher training committees-
although training programmes have up to now
been less well developed in Ireland than in

Distribution of population among the eight health board areas (outer circle) and proportion of each area's
population covered by GMS cards in 1976 (inner circle).

Britain. Many of the juniors' problems stem
from the fact that there are too many of them.
Ireland, with its five medical schools, produces
about twice as many graduates as it needs.
Cork and Galway medical schools, each with
intakes of about 70 students a year, reckon
they could not cut down much further and
look to the three Dublin schools to reduce their
numbers. The medical schools are still talking
about the problem. Consultant posts are tightly
regulated by the Hospitals Council-
Comhairle na nOspideal-which also controls
the number of senior registrar posts to match
likely consultant vacancies. Even though the
numbers of consultants are expanding, there

Galway Regional Hospital, a health board teaching hospital, serves the west of Ireland, where the

prevalence of coeliac disease is among the highest in Europe.

will not be enough jobs for all junior hospital
doctors, and the prospects for emigrating are
also contracting as most Western countries
continue to produce too many medical
graduates.

A complicated system

When Mr Corish tried to introduce free
hospital treatment for all in 1973 many of his
critics objected on the grounds that providing
free care to the richest 15%' of the population
was a waste of scarce resources. In the Irish
system the price of concentrating resources
where they are most needed is complication
and occasional hardship. As with any selective
scheme, people just above the cut-off limit for
benefits suffer the greatest hardship. The many
safety nets built into the system-for example,
reimbursement of part of the cost of drugs
over £5 a month for those with limited
eligibility or discretionary benefits in cases of
hardship-serve only to make things more
confusing for the patient, who may be unsure
about his entitlement. As expectations rise
and resources fail to match them-people in
Ireland talk of extending free provision, while
some in the UK propose introducing charges
-it may be worth remembering that Ireland
with its far from comprehensive service spends
a higher proportion of GNP on public health
services (6 30o in 1977) than the UK (about
5.70/)
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