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General Summary

This is a study of the Irish medical care system from the standpoint of health
economics. Though there is some technical material, particularly in Chapters 6
and 7, for the most part the study is accessible to the general reader.

The medical care delivery and financing systems of Europe and North
America grew up over the twentieth century with little concern for, or attention
to, the implicit incentive structures they contained. Instead, the growth patterns
of these systems depended on each country’s unique history, as well as ideology,
party politics, expediency, and the relative strengths of such factors as the
medical professions, civil servants, and religious organisations. As a consequence
of inattention to incentives, medical care systems grew increasingly inefficient in
their overall economic rationality and explosively inflationary. In the past de-
cade, in most of these countries there has been an intense re-examination of
medical care structures and at least the beginnings of systematic reform.

The same has been true of Ireland, with one important exception. With minor
qualifications, there is no health economics tradition in this country. There have
been no health economists trained as such and pursuing that speciality, and
there is no health economics literature, except for peripheral, non-empirical, or
minor materials.

This study is intended to begin the process of building such a literature. As a
consequence, its focus is broad: it concerns Irish medical care resources in
general. The main methods have been (1) to subject the existing structure of the
Irish medical care system to analysis from the standpoint of economics, which
means concentrating on the incentives structure; and (2) to use statistical tech-
niques to study the determinants of utilisation of medical care, such as
physicians’ services, hospital out- and in-patient care, pharmaceutical medi-
cines, and dental care.

The study has another major dimension, one which is partly a means to the
above end and partly an end in itself. The data base for systematic analysis of
medical care resources and utilisation was found to have serious weaknesses and
gaps. To help rectify this, and to provide the basis for quantitative aspects of the
present study, the author organised a major national sample survey of Irish
households. The main results of the survey are extensively reported in a
statistical appendix. A great deal of information on Irish medical care utilisation
appears for the first time in these tables, and its publication is an important pur-
pose and result of the study. The survey also forms the basis of the statistical
analysis of Chapters 6 and 7. The data can be made available to scholars for
further analysis upon application to the author.

Because the data were collected from households, and not from doctors or
hospitals, the analysis is of necessity households-oriented. This means that the
present study is particularly concerned with primary care, and less so with
hospitals, even though the Irish medical care system is strongly hospitals-
oriented. In one way, this is a weakness in the study. Resource use and cost infla-
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tion have been strongly concentrated in the hospitals sector, and the incentive
structure faced by hospitals and consultants needs study. After extensively re-
viewing the Irish medical care system, we conclude that the most important item
remaining on the agenda of Irish heal{h economics research is a study of the
economics of the hospitals sector. In another way, however, it is a strength of the
study. General practitioners, who give most primary care in Ireland, account for
only a small fraction of total medical care expenditures; but as "gatekeepers" to
the medical care system, and through their referral behaviour, they determine
or strongly influence most of the rest. Our estimate, published in Chapter 6, is
that spending on GP services accounted for only 5.2 per cent of all Irish medical
care expenditures, public and private, in 1980, but that GP decisions conserva-
tively accounted for 66.8 per cent of total expenditures.

This report is structured as follows. After an introductory chapter which
among other things discusses the household survey and statistical techniques em-
ployed in the study, there is in Chapter 2 a review of the relevant Irish and inter-
national literature in health economics. This chapter might serve as a short
introduction and review of health economics for university students and others.
Chapter 3 constitutes a review of health, or rather of morbidity and mortality, in
Ireland, with international comparisons. The Irish medical care system, includ-
ing the distribution of resources, financing, and eligibility for public health ser-
vices, is discussed in detail in Chapter 4.

Chapter 5 deals with Irish medical care expenditures. It discusses the recent
Irish record concerning cost inflation in medical care and the apparent reasons
for it. These reasons seem to concern the incentive structure in Ireland, so this is
reviewed. Chapter 5 also presents new estimates, arising out of the survey, of
household (private) medical care expenditures. These are combined with pub-
lished State and Health Board data to yield new estimates of total (i.e., public
and private) medical care expenditures.

’Chapter 6 reports on extensive analysis of utilisation of general practitioner
smwices, relying primarily on multiple regression analysis, both logit and
ordinary least squares. We report on determinants of utilisation of GP services
by samples of the whole population and of various sub-groups in the population;
of household expenditures on GP services; of GP home visits as opposed to
office/surgery consultations; of time spent in GPs’ waiting rooms; and of
physician-induced demand for medical care by GPs. In addition, we compare
patterns of GP consultations between Ireland and Britain; and we compare
patterns of GP referrals (return visits arranged, referrals to other doctors, pre-
scriptions written, and referrals to hospital for admission) between persons with
different levels of eligibility under the Irish public health services, as well as be-
tween h’eland and Britain.

Chapter 7 reports on analysis of utilisation of medical care other than GP ser-
vices. We report on determinants of pharmaceutical prescription medicines,
specialist consultations, visits to hospital out-patient departments, hospital in-
patient admissions (discharges), and visits to dentists. We report also on deter-
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minants of household (private) expenditures on medical care. And we report on
utilisation of a number of preventative services: asymptomatic physical
examinations (examinations when one is not or does not believe one is ill or preg-
nant); immunisation; cervical cancer smear ("pap") tests; and blood pressure
tests.

Finally, Chapter 8, Conclusions and Recommendations, has three purposes.
First, it reviews a number of problem areas in the Irish medical care system,
which require attention. Secondly, it reviews a number of alternative models
which have been or might be proposed for the Irish medical care systems,
systems toward which the financing and delivery structure might evolve and
progress. And thirdly, the chapter and the study conclude with a number of
specific proposed changes, meant for adoption now, to bring more economic
rationality gnd cost containment in the Irish medical care system, without
sacrificing quality of care or distributional equity.

Some Findings Highlighted
In the remainder of this General Summary, we highlight some of the findings

of the study. We begin with a brief overview of the Irish medical care system. We
then summarise the incentives structure, emphasising aspects which might con-
tribute to over-utilisation and inefficiency. We then offer an overview of
empirical findings. We conclude with some highlights of our recommendations.

The Irish medical care system is essentially a market-oriented system in which
generous state subsidies play an important role. Individuals are eligible for free
or subsidised care in a complex, three-tiered system of benefits. Approximately
the lowest third of the income distribution are eligible in Category I, evidenced
by Medical Cards. They receive essentially all medical care, including general
practitioner services, free of charge. The next approximately 50 per cent of the
income distribution are eligible in Category II. They must pay for GP services,
but can have free specialist care, both out-patient and in-patient and free
hospital accommodation. The latter, however, means accommodation in a
public ward, not a private or semi-private room. The remaining group, at the
top of the income distribution, are eligible in Category III. They must pay for
both GP and specialist care. They can have free hospital accommodation, but
again only in a public ward. Those in Category I receive free pharmaceutical
medicines; othe’rs receive a subsidy toward the cost of such medicines.

The Voluntary Health Insurance (VHI) Board provides health insurance to
those who pay for it, which covers services not provided free through the state,
including specialist care for those in Category III, and hospital semi-private or, if
one pays more, private accommodation. VHI covers out-patient care after a
deductible is reached.

General practitioners provide primary care and act as "gatekeepers" to the
whole system. They are remunerated on a fee-tbr-service basis, by the state for
persons in Category I, and by the patient, at a higher rate, for all others. Consul-
tant specialists practise from hospitals. They are paid salaries by the hospitals,
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and they also receive fees from their private patients. The latter include persons
in Category III, who are not eligible for free specialist care; and they include
persons in Category II and, occasionally, Category I, who prefer to be private
rather than public patients. Junior doctors, who work under the supervision of
consultants, are salaried by the hospitals in which they work.

The public health services in Ireland are provided mainly through eight
regional Health Boards, who in turn receive most of their resources from the De-
partment of Health. There are basically three kinds of hospitals: Public volun-
tary hospitals, run by religious orders and other non-profit organisations, who
receive their budgets from the state; Health Board hospitals of various types and
sizes, owned and funded by the Health Boards; and private hospitals, which are
essentially financed by their own revenues.

There are important direct and indirect subsidies to private care, especially to
private hospital care.

In terms of international comparisons, GP consulting rates are not extra-
ordinarily high. However, GP referrals to other doctors, to hospital in-patient
departments, and for hospital admissions, are very high, higher indeed than can
easily be explained by the incentives structure. One possible explanation, arising
out of the literature, is that Irish GPs0 particularly those working in isolated solo
practices, are unsure of their own diagnostic abilities and use referrals and
hospitals to protect themselves (and their patients) in cases they are afraid they
do not fully understand. For whatever reason, Irish hospital admitting rates are
extraordinarily high. Hospital costs are high and rapidly rising, and are a large
proportion of total medical care costs.

This appears to be a main reason why medical care costs in Ireland have risen
at explosive rates. Between 1965/66 and 1980, the average annual rate of in-
crease of Department of Health expenditures was 22.8 per cent, which provides
for a doubling of expenditures every three years and four months. When
expenditures are deflated by the Consumer Price Index, the average rate of in-
crease over the salhe period was 10.25 per cent, a rate which means that expendi-
tures double about every seven years. These are truly extraordinary rates of in-
crease, to be sustained for such a long period of time. They are, however, not
dift~rent in kind from increases sustained in other western countries.

There seems to be a general tendency in these countries for medical care costs
to rise explosively. This tendency causes obvious difficulties tbr governments,
insurers, taxpayers, premium payers and patients. The difficulties are exacer-
bated in times of fiscal stringency. Yet it is a safe guess that if the cost increases,
even those as large as noted above, occurred in a context of rapidly rising benefits
from medical care, such as occurred earlier in this century when infectious ill-
nesses were brought under control, complaints would be few and muted. But the
contrary is true. The cost explosion occurs at a point in.history in which,
statistically speaking, the benefits are difficult to discern at all.

This is one reason why economists would be inclined to describe the problem
as one of economic inefficiency rather than of rising costs per se. There is increas-
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ing doubt that pouring more and more resources into the medical sector brings
as much benefit to society -- even in the form of health and life -- as the same
resources could bring if applied elsewhere. There is also increasing doubt that
resources are efficiently distributed within medical care.

Because of the special character of medical care as a commodity, certain
features are found in virtually all well-developed medical care systems which
lead to a tendency for inefficient over-utilisation and cost inflation. In addition,
there are features unique to the Irish system which further predispose this system
to the same ills.

The need for medical care is unpredictable, and if patients must pay the costs
from their own resources the consequences can be financially catastrophic.
Hence there is a universal tendency of people to insure against medical care
costs. In this context, social provision of medical care should be viewed as a
compulsory form of health insurance. Because of the near-universal coverage by
insurance, buyers’ point-of-purchase prices for medical care are typically lower
than average or marginal costs, and may even be nil. If, as economic theory tells
us, buyers push their consumption of medical care to the point at which the
benefit to them of the last unit is equal to its cost, they will over-utilise medical
care in the presence of insurance.

Even in the absence of insurance, the economising role of buyers is weakened
by the presumed ignorance of consumers regarding medical care. Most con-
sumers are forced to rely on doctors to make medical care utilisation decisions,
except for the initial decision to contact a primary care practitioner. This creates
additional problems.

For one thing, in fee-for-service systems such as found in Ireland, providers are
not paid for results but for resources used. Outside of medical care, most
producers enter the market knowing that if they use fewer resources to produce a
commodity, they will be rewarded with higher profits. There are positive incen-
tives to economise. That is usually not the case with medical care, unless financ-
ing and delivery systems are carefully organised to achieve such a result (as is dis-
cussed in Chapter 8). Instead, any increase in resources used tends to be
associated with an increase in revenues of providers.

Second, some providers face what amounts to a conflict of interest. The doctor
who economises on patient or public resources faces the prospect of thereby
reducing his or her own income as a result. There is a substantial literature in
health economics on the subject of economically self-interested physician-
induced demand for their own services. The incentive for this kind of over-
utilisation disappears when the method of remuneration shifts from fee-for-ser-
vice to some other method, though other problems can arise.

The structure of Irish charges, fees, insurance, remuneration, and budgets is
laid out in detail in Chapter 4. Here we review the incentives arising out of this
structure, concerning ourselves primarily with general practitioners, pharma-
ceutical medicines, consultant specialists, hospitals, and VHI cover.

General practitioners are paid on a fee-tbr-service basis by the state for public
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(Category I) patients, and at a somehwat higher rate by the patient for private
(Categories II/III) patients. This remuneration technique encourages GPs to in-
crease resource use. As discussed below, this study provides evidence that some
Irish GPs apparently stimulate demand for their own services, in order to
increase their own incomes. Not only are GPs provided with incentives to in-
crease numbers of GP consultations, but it appears likely that that increased
utilisation is correlated with other types, such as pharmaceutical medicines,
laboratory tests and x-rays. To public patients, GP services are free. Thus at best
these patients are not provided with incentives to economise on GP resources.
Private patients, who do pay fees, do therefore have an incentive to economise on
GP resources. If they have VHI cover, on the other hand, and have exceeded
their annual deductible amounts; the incentive to economise disappears. No
system in Europe or North America provides a greater incentive to resource use
than that provided by the Irish system for Category I patients by the combina-
tion of services free to patients remunerated to providers on a fee-for-service
basis.

As far as their public patients are concerned, the method by which GPs are
remunerated offers no incentive for them to use "physician extenders" or para-
medical aides. The same can be said of private patients and of reimbursement by
the VHI.

Pharmaceutical medicines are furnished free to Category I patients and are sub-
sidised for other patients. The nature of the latter subsidy ifull reimbursement
after a deductible is reached) is such as to provide little if any disincentive to use
by patients. Category I patients have a significantly higher level of pharma-
ceutica! consumption than other patients, even when we control for age, sex,
social group and GP utilisation. This may be a consequence, at least in part, of the
differences in patient incentives, but it is more likely to reflect physician than
patient behaviour. Physicians, not patients, make most pharmaceutical use de-
cisions (though they may take into account patients’ economic as well as medical
needs), and in general physicians do not bear the costs of such decisions. There is
strong evidence of higher prescribing in all those European systems where GPs
are remunerated on a fee-for-service basis than in those in which the capitation
method is used, and here again the Irish system is predisposed to high resource
use. Little in the Irish system encourages provider or patient to economise in the
area of pharmaceutical medicines.

Specialists’ incentive structures differ as between public and private care. For
private patients, specialist consultants are remunerated on a fee-for-service
basis, which provides the doctor with no motive to economise, and is likely on the
contrary to encourage the opposite behaviour. The VHI publish a list of fee
levels at which they will remunerate specialists, and evidently the large majority
of specialists do charge the suggested fees. Thus patients have little opportunity
to question charges, and fee level is not an aspect in the choice of doctor. Patients
covered by VHI are in general given first-penny, 100 per cent reimbursement for
in-patient specialist charges. For out-patient services, those covered by VHI are
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reimbursed in full after a deductible is reached, and it is the same deductible that
applies to GP fees and prescription medicines. The level of the deductible is such
that a patient who sees a. specialist as a private out-patient is likely quickly to
reach it, thus effectively cancelling any disincentive it provides. On the other
hand, for private patients not covered by VHI, there may be a substantial
motive to economise on specialist services. However, there is reason to believe
that this is a very small fraction of the population. In sum, specialists have no
motive to economise on the application of their services to private patients. Most
private patients themselves have little or no motive to economise, though there
will be a small motive for out-patient care for those covered by VHI, and a sub-
stantial motive for all care for those not covered by VHI.

The private patients referred to in the preceding paragraph are a consider-
ably smaller fraction of the population than private patients of GPs. They consist
of those with Category III eligibility, together with such others, mainly in
Category II, who prefer private care. Approximately 85 per cent of the
population are eligible for free specialist care, both in and out-patient. Consul-
tant specialists providing public care are remunerated on a salary basis. These
doctors are, therefore, given an important motive to economise on their own
resources. However, they are also encouraged by this incentives structure to
apply more resources in the form of junior hospital doctors (a resource provided
them without cost) to public patients, and to shift their own energies, at the
margin at least, to fee-paying private patients.

Some public patients have an unusually strong motive to use specialist ser-
vices. For the approximately 50 per cent of the population with Category II
eligibility, it is less expensive to see a specialist on an out-patlent basis than to see
a GP. This unfortunate incentives structure encourages patients to use higher
cost specialist services, and shifts the balance away from primary, community
care.

Finally, it should be noted that GPs who refer patients to specialists, or
specialists who refer patients to other specialists, bear none of the costs of so
doing.

Hospitals are, as noted, the main resource users in the Irish system. There is
little difference between the situation facing private patients who have VHI
cover and that facing public patients. The former are guaranteed full first-penny
cover of in-patient charges. The latter pay no charges. None of these patients has
significant economic motive, apart from the costs of time, to question a decision
to admit them to hospital; to compare hospitals as to charges; to question extra
hospital services; or to resist what may seem to them to be over-long stays in
hospital. Private patients without VHI cover do have an incentive to economise,
but even these motives are sharply reduced by the very considerable direct and
indirect state subsidies to private care which are discussed in this report. These
subsidies almost certainly induce higher demand for costly private as opposed to
public care.

Doctors and not patients make the main hospital utilisation decisions and, in
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general, as they do not bear any of the costs they have no motive to economise on
hospital resources.

The most important hospital resource use decisionsare made, however, when
hospitals are provided their annual budgets by the state. How budget decisions
ale made is somewhat obscure to the analyst, and this process is deserving of
study.

VHI is the subject of a final comment regarding the incentives structure found
in the Irish medical care system. Currently, people are encouraged to purchase
VHI cover, and hence to use costly private care, by the nature of the incentives.
Substantial tax relief on premia, more favourable than that available for unre-
imbursed private costs, means that the exchequer pays one-third to one-half of
VHI costs indirectly. All of the subsidies to private care, especially those to pri-
vate hospitalisation, also have the effect of lowering premium rates, by reducing
claim payments, and these hence induce people to buy VHI cover. The net effect
is that VHI is now too large, from an efficiency standpoint, and this translates
into inefficiently high demand for costly private care.

A review of the incentives structure facing providers and patients reveals,
then, very few instances in which participants have a significant motive to
economise on medical care resources, public or private, and more than a few in-
stances in which there are inducements to use resources.

Empirical Results
A brief summary of empirical findings of this study follows.
1. The main correlates of general practitioner utilisation appear to be sex, age

and Category of eligibility under the health services. Females use 27 per cent
more GP services than males. Males 65 and over use 183 per cent more, and
females 65 and over 131 per cent more, than males and females under 65.
Persons in Category I, who are public patients of GPs, use 148 per cent more,
nearly two and one-half times as much GP services as persons in Categories II
and III, who are private patients of GPs. We also find that persons in farming
and fishing families use fewer GP services than other persons.

2. These gross o1" simple relationships hold up, in general, when we use
multiple regression analysis, which measures the net effect of these and other
independent variables, whilst holding constant the influences of other variables.
The analysis was done not only for all persons in the sample, but separately for
persons in Category I, Categories II/III, Mothers, Males, Females, Persons aged
65+, and Persons Aged 0-16. In all cases, Category I strongly influenced not only
whether people had GP visits, but also for those who did how many visits they
had. Age and sex were also persistently strong. GP fee often has a negative in-
fluence on visits in the partitioned versions. Farming/fishing families again often
showed lower utilisation.

3. Household private expenditures on GP services correlated strongly with
category of eligibility, VHI cover, Health Board area of residence and occupa-
tion group. Persons in Category I spent on average extremely little, while those
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in Categories II and III differed little from each other in spending about £8.50
per person in 1980. Those with VHI cover spent about 60 per cent more than
those without. Those living in the Eastern Health Board area spent about 50 per
cent more than those in the rest of the country. And people from families headed
by professionals, managers and white collar workers spent more than those in
working class and farming/fishing families.

4. Not all of these relationships showed up as significant in multivariate
analysis. The main net influence was the interaction of Category I and no VHI.
Households in areas with high per capita incomes spent more than those in other
areas. And persons who had other help with medical care costs, provided
through their places of employment, spent about £10 less than those who did not
on GP services.

5. Those more likely to have home visits are the very young and the aged;
persons other than from farming/fishing families; persons from areas with low
ratios of doctors to population; persons from areas with low ratios of persons in
Category I to population; and persons who pay low usual GP fees and/or high
GP house call fees. In addition, persons in Category I were more likely to have
house calls if they lived further from the GP; and persons in Categories II and III
were more likely to have house calls if they were covered by VHI.

6. A comparison of Irish and British GP consulting rates shows similar levels
overall, but it also shows Irish rates to be lower, relative to the Irish average, than
British rates are to the British average, in the higher social groups, and higher in
the lower social groups. These results are as predicted on the basis of incentives.
Irish GPs appear to refer their patients more frequently to another doctor, to
hospital out-patient departments, or to hospital for admission than British
doctors. This pattern seems to run contrary to the incentives structure. British
GPs are paid on a capitation basis, and it is traditionally held, on the basis of the
incentives implicit in that system that doctors so remunerated are quicker than
doctors paid on a fee-for-service system to refer their patients to others, since so
doing reduces the workload without affecting incomes. One possible explana-
tion for the fact that Irish GPs’ referrals exceed those of their British counterparts
is that Irish GPs are more likely to work in isolation from other doctors and to
lack confidence in their own diagnostic abilities.

7. Irish referral behaviour also differed according to the category of eligibility
of the patient. Among persons in Category I, 34.9 per cent of most recent GP
consultations resulted in a return visit being arranged with the same GP; among
persons in Categories II and III, only 16.5 percent resulted in a return visit being
arranged, giving a ratio of 2.12 to 1. This ratio seems surprisingly high. One
reason is that persons in Category I are poorer and older than the rest of the
population, and hence are more likely to have health problems requiring a suc-
cession of GP visits.

But this pattern of high return visits for persons in Category I is not repeated in
the other referrals made by GPs. As compared with the 2.12 ratio of Category I
to Category II/III return visit probability, we have the following ratios for other
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referrals: referred to another doctor 0.70; prescribed medicines, 1.15; referred to
hospital out-patient department, 0.95; and referred to hospital for admission,
1.35. If illness and chronic conditions explained the high Category I return visit
rate, one would expect similarly high ratios for other kinds ofutilisation. Instead,
some types of referral show more and some less for Category I than for other
patients, but for no type of referral does the ratio approach that found for return
visits. However, the result is consistent with what would be predicted on the
basis of incentives. A possible explanation is that:

a. GPs wishing to increase their incomes arrange for return visits by
persons in Category I. Those in Categories II and III, who must pay for GP
services, are more likely to resist extra visits, and GPs may feel better about
arranging extra visits for persons who are not charged for them. A specific
test for physician-induced demand for medical care is discussed below.

b. Persons in Category II can avail of free out-patient hospital and
specialist care, but must pay their GPs. For these patients, it is cheaper to be
referred to a specialist or the out-patient department of a hospital than to
return to their GPs. If physicians take into account their patients’ economic
situations they might refer some patients in the manner described.

8. The study includes a test for physician-induced demand by general
practitioners. The argument is as follows. Where the supply of GPs is high rela-
tive to population, other things being equal, physician incomes will be depress-
ed. If physicians attempt to compensate for reduced income, they will attempt to
generate additional demand, in the form of repeated return visits. Thus one
hypothesis is that return visits will be positively related to the ratio of GPs to
population. In addition, where the (unstimulated) demand for GP services is
lower, again physician incomes will be low, and if they compensate, GPs will
generate return visits. Therefore, where per capita income is relatively low, we
would expect, other things equal, reduced demand, and hence more return
visits. Similarly, where the ratio of persons in Category I to population (the
Medical Card ratio) is low, again we expect reduced demand for GP services,
and reduced GP incomes, and an effort by GPs to stimulate more return visits.
These hypotheses of return visits varying positively with ratio of GPs to popula-
tion and negatively with area per capita income and ratio of Category I persons
to population were borne out by our study. In addition, return visits varied with
age, were higher for persons in Category I, and fell with increased distance to the
GPs office/surgery. These results held not only for all persons in the sample, but
generally for sub-groups in the population: males; females; all persons except
women aged 20-40; persons in Category I only; and persons in Categories II/III
only.

The results seem therefore to bear out the hypothesis of self-interested demand
generation by some Irish GPs. This does not necessarily mean that unnecessary GP
utilisation takes place, though it almost certainly means that some uneconomic



GENERAL SUMMARY 11

utilisation does. That is, it would be wrong to conclude that the induced con-
sultations can have no medical value, or rather no probability of medical value.
But it is likely that they are not worth their cost -- that the same resources,
devoted to medical care elsewhere in the system, or to non-medical goods, would
yield significantly more value to society.

9. Multiple regression analysis was used to seek the determinants of other
kinds of utilisation than GP services, viz., prescription items, specialist consulta-
tions, visits to hospital out-patient departments, and in-patient hospital admis-
sions (discharges). All of these were strongly influenced by numbers of general
practitioner visits, and usually by numbers of specialist visits as well. These inde-
pendent variables influenced whether the individual received the service, and
for those with any, how many units of the service he or she received. In addition,
persons with Category I eligibility were more likely to have prescription medi-
cines and among those with any had more. They also had average hospital stays
about two weeks longer than other persons, when other variables were
controlled for.

10. Utilisation of dentists’ services was influenced by variables different from
those affecting most other kinds of medical care. The chief influences were age
and social class, the latter measured mainly by the age at which the head of
household completed full-time education. Similar results were obtained when
the analysis was restricted to children.

11. Household private expenditures on all medical care averaged £117.54 per
household and £32.88 per person in 1980, according to our survey. The most
important influence on this level was Category of eligibility under the health ser-
vices. Those with Category I eligibility had extremely low expenditures; those
with Category II eligibility had four and one-half times the expenditures that
those in Category I had, while those in Category III had 163 per cent of those
of persons in Category II. VHI cover, Health Board area of residence, and social
group were also strongly related to household expenditures on medical care, but
these presumably reflect mainly category of eligibility.

12. When multiple regression analysis is used, the strong effect of category of
eligibility on household expenditures still holds. Households whose head had
Category I eligibility and no VHI cover spent £70 less than households whose
head had Category II eligibility and VHI cover. Per cent of household with
Category III eligibility also had a strong and significant effect: a household with
100 per cent Category III spent £72 more than one with 0 per cent in that
category.

13. A separate analysis was done of prevention-oriented medical care. In the
survey, we asked, with respect to each household member, when he or she was
last seen by a doctor. We asked who, in the previous year, had a physical
examination when he or she did not suspect an illness or pregna.ncy; had been
immunised against any illness; had a blood pressure test; or (for adult women
only) had a cervical cancer smear ("pap") test. The results included the
following:
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a. Men were more likely to fail to see their GPs over long periods of time
than wonlen. Others likely to fail to see a doctor included persons with
Category II eligibility (who must pay to see a GP); persons in the North-
Eastern Heahh Board area; persons in households headed by unemployed
persons or thrmers/fishers.

b. Physical examinations rise consistently with age. Persons with Cate-
gory II eligibility are the least likely to have had an examination, as are
persons in households headed by the unemployed, or by semi-skilled or
unskilled workers, and persons living in the North-Western Health Board
area.

c. hnmunisations follow a pattern opposite to age. Only one child in six,
aged 0-14, was immunised against any disease in 1980, a figure which
seems low, though of course every child does not need immunisation in any
given year.

d. Women were about 50 per cent more likely to have blood pressure
tests than men, even though men are more likely to be victims of high blood
pressure and stroke. Mostdisturbing is the low rate for men aged 15-44,
slightly less than half the rate for women at the same age. Public (Category
I) patients are nearly twice as likely to have blood pressure tests as private
(II/III) patients.

e. Only one adult woman in ten had a cervical smear test, which is an
unfortunately low ratio. The most important influence on this form of pre-
ventative care appears to be social class. Low income and working class
-women are nluch less likely to avail of this test.

Conclusions and Recommendations
The report ends with a tinal chapter offering conclusions and recommenda-

tions. As it is recognised that many readers of this chapter will not read the full
study, an eltbrt was made to make Chapter 8 self-contained; but readers are
reminded that the argument is made, and the conclusions are supported, by the
study as a whole.

¯ The conclusions and recommendations are divided into three parts. First
there is a discussion of problem areas in the Irish medical care system. Second
there is an analysis of alternative models for reforming the system fundament-
ally. And third, there is a set of proposed changes meant for more or less
immediate adoption.

Problem areas are broken into four categories. First are weak spots in the
quality of care. It is argued that general practice needs strengthening. The
required strengthening involves group and team practice and greater use of non-
doctor personnel, including clerical staff, technicians, nurses, para-medical
aides, midwives, and social workers. Changes in the incentives structure can
help bring about the desired strengthening. Another weak spot in primary care
is the evident tMlure of outreach to the aged poor, and possibly to other disad-
vantaged or handicapped populations. Routine physical examinations for these
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people are likely to be cost-effective. Other weak spots in the quality of care in-
clude the following: persons with Category II eligibility used significantly less
primary care, and less preventative care, than others; there are indications that
specialist care of public patients is inferior to that of private patients; and some
hospitals are too small to provide an adequate medical staff.

The second category of problem area concerns the amount and distribution of
resources. In general, these problems are minor. There may be mal-distribution
of GPs and, especially, specialist consultants, across regions. There appears to be
a mal-distribution of social workers and physiotherapists across Health Board
areas. There are too few dentists, especially Health Board dentists. There are
signs that the North-West Health Board area has too ti~w hospital beds.

The third category of problem area involves anomalies in standards of
eligibility for the public health services. We suggest three changes: that
eligibility standards be indexed to a national earnings index, to reduce the ero-
sion of benefits in inflationary periods, and to separate the correction of
eligibility standards for inflation from real changes in those standards, taking the
former out of the political process; that Category I entitlement be made a legal
right for those meeting eligibility standards; and that eligibility for Category II
be based on the family (i.e., on family income and family size) rather than the
individual earner.

The fourth problem area, that of explosive and irrational costs and expendi-
tures, has been a major theme of the report. It concerns to a large extent the in-
centives structure, which has already been discussed in this general summary.
The main incentives problem is that those who make resource-using decisions
concerning medical care -- patients and providers -- frequently do not individ-
ually bear the economic costs of those decisions. This problem has a demand side
and a supply side.

The demand side refers to the influence of price on patient demand for
medical care. Cost-sharing, under which the patient pays at the point of use
some part of the cost of providing the care, can help control demand and hence
utilisation. However, the position taken in this report is that as a general tech-
nique for limiting utilisation it is liable to have the undesirable effect of limit-
ing mainly or only the types of care which we least want to limit, viz., self-
initiated primary care. Instead, we urge use of cost-sharing to shift utilisation
from high-cost and/or low-priority uses to their opposites -- to alter the
pattern rather than the level of demand.

The supply side refers to the influence of remuneration techniques and other
incentives on resource-using medical care decisions made by providers. It is
generally conceded in health economics that supply side incentives are more
crucial than demand side incentives in influencing utilisation. Two arenas domi-
nate the discussion: physician remuneration; and hospital budgeting or
reimbursement.

The main alternative to fee-tbr-service remuneration of physicians is capita-
tion, under which physicians are paid according to the number of patients they
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have, rather than the number of times they see them, or the number of services
they provide. There is considerable evidence on a world-wide basis that capita-
tion reduces utilisation, and further that it reduces pharmaceutical prescribing
rates as well. An alternative is the reorganisation of medical care delivery into
pre-paid group plans (PPGPs) such as health maintenance organisations
(HMOs), under which patients purchase all medical care, and not merely
physicians’ services, on a capitation basis.

Methods by which hospitals are budgeted or reimbursed are as important as
or more important than the ways in which physicians are remunerated. The
report advocates some technique by which hospitals are budgeted’by formulae
so that their resource-using decisions are separated from factors influencing their
incomes, so that they are rewarded for any economies and penalised for ineffi-
ciency. This is an area where further research in Ireland is required. Indeed, the
report describes this as the most important single item on the Irish health econo-
mics research agenda.

In the next section, we review and assess four alternative models which have
been or might be offered for the Irish medical care system: the insurance model;
the incremental growth model; the competitive pre-paid group plan mode]; and
the national health service model.

The insurance model, which roughly corresponds to systems in use in Belgium
and Canada, was proposed a few years ago by a working party of the Irish Medi-
cal Association. The incremental growth model was once but is no longer advo-
cated by the Irish Congress of Trade Unions, and approximates the past pattern
of development of the Irish system. Both of these proposals contain attractive
timtures which it would be desirable to incorporate in the Irish system. Both are
rejected as models for reform, however, as they fail to improve upon the all-
important incentives structure, and in some ways worsen it.

The same is not true of the two other models, both of which then warrant
serious consideration. The competitive pre-paid group plan model is market-
oriented and capitalistic, while the national health service model is centralised
and socialistic.

Pre-paid group plans (PPGPs) are organisations established for the purpose of
providing comprehensive medical care to their clients for a set annual pre-paid
fee. The best-known and most common type of PPGP in the United States is the
Health Maintenance Organisation or HMO. HMOs are growing and successful
in the US, but still enrol only about 10 per cent of the population. They have in-
centives to keep their clients healthy, to use resources efficiently, and to
emphasise preventative care. According to evaluation studies, they reduce costs
20 to 33 per cent, with the savings concentrated in hospitalisation.

Irish readers are familiar with the national health service model, as it obtains
in neighbouring Britain and Northern Ireland. The term refers to a centralised,
non-market system in which resource-using decisions are made administratively
at the macro level, and made, as elsewhere, by physicians, through referral, pre-
scribing, etc., decisions, at the micro level. Because in such a centralised system it
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is possible to determine total medical care spending in advance, and as well to
determine its regional and functional allocation, it is possible to limit spending,
and its growth, to any level.

The Irish system has grown by fits and starts in an adhoc manner, without any
apparent model or set of guiding principles in mind. While it is not suggested
that there be immediate or fundamental change, such as adopting one of these
models, it is suggested that an attempt be made to develop a national consensus
on the goal toward which the system might progress in coming years.

The immediate goal is not, however, so much further development as
rationalisation of the present system. The paper concludes with a set of proposals
meant for present rather than ultimate consideration. These proposals include
the following.

It is proposed that free general practitioner service be extended to everyone,
and that GPs be remunerated by the state on a capitation basis. At the same
time, it is proposed that charges be imposed for out-patient hospital and consul-
tant specialist services, and for in-patient hospital care, for those who currently
receive these services without charge. This set of changes, taken together, is
intended approximately to balance in terms of overall expenditures, the added
cost of free GP care being roughly equal to the increased revenues arising out of
the new charges. None of the new charges is intended to cover lull costs. In-
patient hospital charges should be high enough to assert social priorities in
favour of out-patient over in-patient care, and of primary care where possible.

It is proposed that the remaining subsidies to private care be reduced, that pri-
vate hospital patients be charged the costs of all services provided to them, and
that tax relief for VHI premia be abandoned. There are also proposals for
medical audit and peer review; incentives to group practice and physicians’
auxiliaries; enabling legislation for PPGPs; increases in dental resources; expan-
sion of the conception of, and increased resources for, health education; and ex-
panded funds for research. In the last category, we refer not to basic medical re-
search, to which others will have to speak, but rather three other matters. First,
we argue that the Department of Health should have a continuing research con-
cern with air quality, occupational health and safety, prevention of poisoning in
the home, road safety and other aspects of prevention. Second, we argue for im-
proved collection of epidemiological data, more routine collection of morbidity
data from general practitioners and periodic in-depth studies. Third, we argue
that Ireland needs health economists and other social scientists trained in such
disciplines as social policy analysis relating to health and medical care, not only
in the public service and research institutions but in the universities.

The author is aware of the difficulties, especially the political ones, inherent in
an attempt to make such significant changes in the medical care system. At the
same time, he believes that the proposals will attract broad support, especially
when their long-run as well as their short-run implications become fully clear.



Chapter 1

INTR O D UC TI ON

This is a study of the use of medical care resources in the Republic of Ireland.
This definition of our subject gives us two focuses; utilisationper se, that is, doctor
consultations, hospital admissions and services, pharmaceutical prescription
items, etc.; and expenditures as expressed in money terms, which reflect the
opportunity costs of utilisation.

There are two important reasons for a study of medical care resources in Ire-
land.l One is that medical care is increasingly expensive in this country, and has
been the subject of explosive expenditure growth in recent years. By our calcula-
tions (see Chapter 5), medical care used approximately 10 per cent of Gross
National Product in 1980, a percentage which has itself been rising rapidly.2

There is a widespread impression that this expenditure growth has not been ac-
companied by corresponding increases in the benefits from medical care, so that
most of the increase is in a sense pure cost inflation. Even though there may be
more resources (input) used, both labour and non-labour, there is no corre-
sponding increase in product (output). Unlike general inflation, the cost infla-
tion in this area uses resources. The price level increase in the medical care area
has been very much more rapid than in the economy at large (as measured, e.g.,
by the Consumer Price Index). To that extent, medical care absorbs real re-
sources transferred from elsewhere in the economy. Hence there is a need to
examine the rationality and efficiency of medical care expenditures and resource
use. We want to see whether structural characteristics within the Irish medical
care financing and delivery scheme account or help account for this explosive
growth. By implication, we want to see whether changes in the structure of the
system can reduce the rate of cost inflation, and make the system more efficient
and responsive. This study concludes that they can.

The second reason for a study of this sort is to be able to understand better the

IUnless otherwise noted, the terms "Ireland" and "Irish" in this study pertain to the 26-county
Republic of Ireland.
’-’This measure differs from published ones, relating Department of Health expenditures to GNP,
in a number of ways. It excludes non-medical care Department of Health expenditures. On the
other hand, it includes private expenditures, estimated by the author, and it includes public
capital expenditures. See Chapter 5.

16
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operation of an extremely important sector of the economy. The medical care
sector would in many respects be no less important if it used but 3 per cent of
GNP. Its importance does not derive solely from its resource use; in a meaningful
way, its resource use derives from its importance.

This study is addressed to several audiences. It is addressed to my fellow
economists and social scientists and is meant to contribute to economic know-
ledge. It is also addressed to a more general audience, including politicians, civil
servants, other policy-makers, journalists and the public. An effort has been
made to keep the study accessible to this general audience, and, in general, it is.
Some sections will be difficult for general readers, but the thread of the argu-
ment, it is hoped, will be clear.

The principal readership addressed is in Ireland. But it is also intended that
this study fill a void in the international literature on the h’ish medical care
system. Therefore, pains are taken to describe the Irish medical care system in
detail.

The first section of this chapter discusses the purposes and limits of the present
study. The second section discusses the methods used. The latter includes a large
nation-wide sample survey conducted for the author by the Survey Unit of The
Economic and Social Research Institute. The third section discusses statistical
method. The fourth describes the outline of the present volume. The fifth and
final section deals with the author’s preconceptions and opinions.

A. Purposes of the &udy

When the author undertook an initial review of the Irish medical care system,
he found the following four things:

1. A good medical care delivery system. The evidence at hand indicates that
the Irish medical care system generally provides care of high quality, using
up-to-date methods and resources, and that this care is, in general, avail-
able to all, whatever their income or social class, and whatever their region
of residence. While there are weak spots in both the quality and the distri-
bution of care, as there inevitably are in any system, Ireland has good
reason to be pleased with the overall development of its medical care
system. The organisation of medical care in Ireland is in general preferable
to that of the United States of America, with which the author is also very
familiar, though it of course lacks the latter’s enormous resources.

2. A complex medical care jqnancing scheme. The pattern of eligibility for free
and subsidised medical care, the patterns of direct and indirect state sub-
sidy, the intricacies of private insurance provided by a state-sponsored
body, and the interaction of these with the fiscal system are so complex as to
be understood by very few people, even within the system. To an extent,
this complexity reflects an ingenious mix of the features found in other
medical care systems, capitalistic and socialistic. To an extent, however, it
also reflects unplanned and often uncontrolled growth, as intluenced by
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party politics, and by struggles amongst affected interest groups.
3. Enormous data gaps. Like most countries, Ireland collects and publishes

data on its medical care system primarily where the statistics arise as a by-
product of achninistering public programmes, mainly the health services.
This leaves some very considerable and important gaps, particularly for
economic analysis. Virtually all data on the private sector are absent, for
example, general practitioner utilisation data for two-thirds of the popula-
tion; and household expenditure data for the whole population.3 More-
over, data on the public sector is provider based rather than household
based, so we can usually infer very little about the distribution of or the
determinants (or correlates) of utilisation, even in the public sector, from
official data. Because of these gaps, it was determined that a national house-
hold survey of medical care utilisation and household expenditures was
necessary. The survey is discussed in a later section.

4. Little relevant literature. As will be clear as we proceed, we are unable to
build upon the base of an established Irish health economics literature,
especially as regards empMcal analysis. (The large international literature
is reviewed in Chapter 2.) Much has been published on the edges of the
topic. Culyer and Maynard wrote an extremely useful survey of the Irish
system (NESC No. 29, 1977). The authors rank as two of the world’s lead-
ing health economists, and their publication filled a major void. But no new
empMcal work was done, and the authors worked within the data gaps re-
t~rred to above. There have been international comparative studies with
chapters or sections on Ireland (e.g., Abel-Smith and Maynard, 1978);
short articles (e.g., Barrett, 1979); policy papers (e.g., Dowling, 1978); and
papers on closely related subjects (e.g., Kaim-Caudle, 1969, 1970a and
1970b). But there is neither a thorough-going review of the system nor any
statistical or econometric study)

We wanted to build upon this uncertain foundation and prepare a study
which would contribute to the two objectives mentioned at the beginning:
understanding better the important medical care sector of the economy, and
finding whether the system could be made more efficient and less explosively ex-
pansionary. Given the tbundation and the objectives, it was clear that the
present study would have the greatest chance of success if it had the following

:~Thcre arc, ofcom’sc, published data on private care fi’om the \:ohmtary Health Insurance (VHI)
scheme (see Chapter 3). But without further data, we do not know how much private care is not
t]nanccd by \:HI, nor do we know the distribution through the population of VHI membership --
how many persons, tbr example, with each level of eligibility under the health services have taken
VHI cover. In addition, there are estimates of household expenditures fi’om the Household Budget
Survey (see Chapter 7); but again we lack correlates with category of eligibility and other
important variables.
lThls list excludes the author’s own previous publications on the Irish medical care system and
related topics, all ol’them prepared as by-products of the present study. See Tussing, 1980a, 1980b,
1981a, 1981b, 1982a, 1982b, 1982c, 1982d, 1983a, 1983b, 1983c, 1984a, 1984b and 1984c.
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four characteristics: it had to be a broad and general study, essentially covering
the whole of the system, rather than focusing more narrowly, while more deeply,
on one aspect, such as hospital admissions. Second, it had to concentrate on the
determinants of utilisation of the main parts of the system. Since many if not
most utilisation decisions in medical care are made by physicians, this concen-
tration implies some analysis of the economics of the behaviour of physicians, as
well as of patients. Third, it had to be system-oriented and policy-relevant. In
addition to empirical analysis of utilisation, it was thought to be important to re-
view and examine the medical care system, as a system, with attention to the in-
centive structure, from an economic standpoint. And fourth, as already noted, it
had to be based on new data, in addition to official sources. Indeed, the collec-
tion and publication of the data, apart from the analysis, was deemed by itself to
be an important objective of the study. For this reason, a large part of the present
paper is given over to the publication, in the Appendix, of utilisation and ex-
penditure statistics, for the use of scholars, policy makers and the general public.

We do not, it is obvious, claim that this work is the last word in its subject area.
It indeed comes closer to being the first. It is hoped that other economists and
social scientists from other disciplines will follow, to correct the errors of omission
and commission in this study, fill in gaps, address in detail issues only introduced
in the present study, and ultimately, make the present study obsolete.

One difficulty, however, which stands in the way of such an outcome, is the
fact that there are no health economists trained as such and acting as such in
Ireland, in the civil service, in research institutes, or in the universities.5 This is
truly unfortunate and should be rectified. The medical care sector, as noted
earlier, used 10 per cent of GNP in 1980; the health care sector, which is larger
(see below), used still more. And medical care, as we argued earlier, is important
in its own right, wholly apart from its large share in GNP. In such circumstances,
that there should be no health economists in a country in which there is no short-
age of economists is regrettable, and a reflection, in the end, on the universities.

While we have claimed breadth for this study, in one sense it is truly narrow.
Our concern is only medical care, and not the economics of health; it is by and
large limited to acute care; and it is by and large limited to traditional care.

It is customary to distinguish between "health care" and "medical care."
Health care includes but is not limited to medical care. The latter involves the
diagnosis, care and/or treatment by medical personnel of persons who are or
might be ill or pregnant; and preventative services such as examinations and
immunisations, given by medical personnel. Medical personnel are usually de-
fined as doctors and nurses, or others under their supervision. Health care

~Since this was written, Mr. Eamon O’Shea, who had completed an M. Sc. in Health Economics at
the University of York, joined the staff of the Institute of Public Administration, with duties
including but not limited to health economics work. There was previously a trained health
economist in the Department of Heahh, but he moved to a non-health economics position and was
replaced by a successor not trained in health economics. There are some trained economists
currently active in analysing health issues; but the number of even these is too small.
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includes medical care, but adds to it some important health-related services out-
side of medical care proper. Prime responsibility for one’s health rests with one’s
self, oz" one’s parents or other responsible family members, with the aid and ad-
vice of authorities and trained personnel. Health care includes, then, nutrition,
exercise, non-prescription preparations such as vitamins and analgesics and
other health-related personal care and behaviour. It includes the contribution to
fitness, healthy lives and health education, by schoolteachers, coaches, the
media, the Health Education Bureau and others. Finally, it includes long-term
care, outside of hospitals, of the handicapped and of the infirm aged.

These definitions are not precise and there are borderline questions. Are den-
tists, Health Board social workers and home helps, within the medical care
system? The answer is not certain, but they are included in the present study,
though the}, do not have a central role.

We have also stated that the present study is limited to acute care. Long-stay
institutional care, including psychiatric care, is not covered. These are impor-
tant topics and they are not omitted out of any denigration of their significance.
Careful economic analysis of them is an important task facing social scientists in
h’eland. But beyond a given point, additional breadth in a study such as this one,
comes at enormous sacrifice of depth, and/or at such a cost in terms of time as to
delay the culmination of the study beyond its likely usefulness. In addition, as
will be noted later, the household survey method proved ineffective in obtaining
accurate data concerning psychiatric hospital stays of household members.

We have stated, finally, that the present study is limited to traditional care.
Some of what is often called "fringe" medicine is practised in Ireland, by per-
sonnel as varied as homoeopaths, acupuncturists and what might be called self-
trained tblk chiropractors. Nothing either positive or negative is implied by their
omission from this study. It will readily be seen that methodological difficulties
would have been faced attempting to incorporate these practitioners in the
present study.

B. Methods: The Survey

As noted above, the author administered a national household survey on Irish
medical care utilisation and household expenditures.6 The survey was conduct-
ed by the Survey Unit of The Economic and Social Research Institute, under the
direction ofBrendan J. Whelan, director of the survey unit, by approximately 50
trained and experienced interviewers, under the supervision of Mrs. E. M.
Colbert-Stanley.

The survey was supported, in part, by the Central Bank of Ireland; the Health
Education Bureau; the National Board for Science and Technology; and the

~iThe author als6 conducted a small postal smwey of some employers who were identified in the
household sm’vey as providing employees, and sometimes their families, with some kind of help
with medical care costs (see Chapte," 5).



INTRODUCTION 21

Voluntary Health Insurance Board] The author is profoundly gratethl to these
sponsors; without their timely aid, this study could not have been undertaken. It
should be added that only the author is responsible for the content of this study;
the sponsors neither asked for nor were offered the right to approve or dis-
approve methods or text at any stage.

The sample was selected using the RANSAM system as described in Whelan
(1979). A sample of 65 primary sampling units (clusters) was randomly selected
from the Electoral Register with probability proportional to the size of the
cluster. Twenty individuals were then selected from each cluster by means of a
systematic random sample. This gave an initial sample of 1,300 names, distri-
buted in all eight Health Board areas (see Chapter 3). These names constituted
an epsem (equal probability of selection) sample of persons from the Electoral
Register.

The response rate was 82 per cent, providing data from 1,069 households,
somewhat better than the target of 1,000. Most of the non-response arose from
non-contact, person deceased, moved, etc.; the refusal rate was only 3.7 per cent.

Information was collected on each household member, so there are a maxi-
mum of 4,522 observations. However, for most purposes of this report, including
all of the Appendix and text tables, an adjustment was made. Since the objective
was to obtain a representative selection of individual household members for
analysis, it was necessary to re-weight the data in order to obtain unbiased esti-
mates of household characteristics. The probability of a given household cropp-
ing up in the sample was proportional to the number of electors in the household.
Hence, the data from each household was re-weighted by a factor inversely pro-
portional to the number of persons aged 18 and over in the household. This re-
stored the representative character of the sample. Weighting reduced the num-
ber of individuals in the sample to 3,755, though the number of households re-
mained at 1,069.

This weighted sample was used in text and appendix statistical tables, and in
grossing up to yield some state-wide estimates. For purposes of statistical
analysis, however, in most cases only one observation pet" household was used, as
is described in the next section.

The survey was conducted in January, 1981, and dealt (with very few excep-
tions) with medical care utilisation and household expenditures occurring in the
calendar year 1980.

The survey questions do not include any pertaining either to morbidity or to
household or individual income. Both were included in a pilot survey conducted
in November, 1980. Morbidity questions absorbed an enormous amount of
interview time in order to obtain useful results, such that they would have dis-
placed many important utilisation questions. Hence they weredropped from the

7The sponsors are listed alphabetically. The Economic and Social Research Institute also
contributed to the survey and to the study as a whole. Also see the acknowledgements lbr others
who assisted personally.
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final questionnaire. It is unfortunate that this had to be. Morbidity data would
have been extremely useful in our analysis of utilisation and expenditures,
mainly as a control variable. Income responses in the pilot study provided unde-
pendable estimates; results, where apparently incorrect, were usually on the low
side.a The survey does include a number of income proxies, such as category of
health services eligibility (see Chapter 4), social group and education of head of
household.

The survey questions included some pertaining to psychiatric i.a-patient care
of" household members. The results, when grossed up, yielded numbers smaller
than 10 per cent of actual totals as reported in official sources. Evidently respon-
dents did not want to tell interviewers about psychiatric care of relatives. The
int~rence is that a large stigma attaches to psychiatric care, which is regrettable
for many reasons. No similar difficulty arose with respect to any other category
ot" medical care. Psychiatric care results were discarded and are not used in this
study.

The survey questions were, for the most part, retrospective. Households were
asked to recall numbers of general practitioner consultations, pharmaceutical
prescription items, and other utilisation data, and household expenditures On
medical care, for the previous year, without the aid of diaries or logs. Thus our
results may be affected by errors of recall. In using the resulting data, we are
implicitly assuming that these errors are both positive and negativeand have a
mean of zero. The questionnaire included numerous questions regarding utilisa-
tion, referrals, expenditures, etc., which served both as aids to memory and as
cross-checks on responses. Each set of responses was subsequently checked for
internal consistency and plausibility by an experienced team of interviewers and
coders. An unknown number of errors of recall surely persist, which will reduce
R~, t, F and X~ statistics in our empirical work.

In addition to errors of recall, the survey is of course affected by sampling
error. While the overall sample size is large, for sub-samples (e.g., for regions)
sampling errors will be larger than for overall, national figures.

The main results of the survey are reported in Tables A. 1 through A.42, in
Appendix I. These tables are discussed briefly in that appendix. A summary
version of the questionnaire, with means and frequencies, appears in Appendix
III.

C. Methods: Statistical Analysis

The principal statistical method employed in this study is multiple regression
analysis. Where the question involves utilisation of a particular type of medical
care, analysis is usually carried out in two steps. First, we seek the determinants
of whether there was any utilisation at all by the individual. Thus our equations

8Most of the respondents were housewives who, it is said, are in Ireland sometimes given a fixed
househokl allowance by their husbands and do not actually know how much money income the
household receives.
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have a dichotomous dependent variable, taking the values of 0 (no utilisation in
1980) or 1 (any utilisation). Second, for persons with any utilisation only, we seek
the determinants of the number of units ofutilisation (number of general practi-
tioner consultations, number of pharmaceutical prescription items, etc.). In this
case, the dependent variable is continuous and can take values greater than one.

With respect to certain utilisation equations -- specifically, those dealing with
preventative care, such as blood pressure tests -- the second step, above, is omit-
ted, and the analysis is limited to the dichotomous step. Similarly, in regressions
where the dependent variable measures whether, at the patient’s most recent GP
visit, a return visit was arranged, the analysis is limited to the dichotomous form.
Where the dependent variable is household expenditures on medical care, as
opposed to physical units of utilisation, there is no dichotomous step and only a
continuous dependent variable appears.

We discuss below a number of issues pertaining to the dichotomous dependent
variable equations. We then turn to issues relating to the continuous dependent
variable equations. Finally, we discuss some matters pertaining to both.

Where the dependent variable is dichotomous, it is inappropriate to use OLS
(ordinary least squares), for two reasons. One is that there is likely to be hetero-
scedasticity in the error term. (Heteroscedasticity is discussed later in this sec-
tion.) The other is that, with OLS, there is no guarantee that the predicted
values of the dependent variables will lie within the 0, 1 interval. Obviously
values lying outside this interval are meaningless. In these cases, we have
employed a procedure based on a cumulative logistic probability function,
which we refer to throughout as a logistic regression, or logit. (For a discussion,
see Section 8.1 of Pindyk and Rubinfeld, 1976; Section 12.5 of Theil, 1978; or
Aldrich and Nelson, 1984.) The procedure produces a model}(2 andx2 statistics
for each coefficient, as well as an R2 which measures the fit of the model. This Rz

is analogous to but not the same as the familiar OLS R2. It has the value such that

R2 = (model,g2 _ 2v)/(-2L(O))

where v is the number of variables in the model excluding intercepts and L(O) is
the maximum log-likelihood with only intercepts in the model. There is a fairly
serious penalty for loss of degrees of freedom, from adding variables to the model.
If this -2v correction is ignored, R has a value of 0 if the model is of no value and 1
if it predicts perfectly, and R2 is the proportion of log-likelihood explained by the
model. Many authorities believe that no such general, summary measure as this
R2 should be reported for logit (or probit) analyses and all recommend caution
(Aldrich and Nelson, 1984). However, we report this R2 in all cases. Where we
have used OLS and logistic regressions for the same dichotomous dependent
variables, in precisely the same models, they have produced essentially similar
results, though OLS R2s are usually higher than the logit R2s (See Tussing,
1983a).

The left-hand side of logistic regressions are equal to log p/1 - p where p is the
probability of the event (e.g., any utilisation). Thus the parameters estimated
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are difficult to interpret intuitively. To provide, in each case, an intuitively
understandable counterpart of the regression, we have used the regression to cal-
culate exemplary probabilities for the events predicted and these are reported in
separate tables. In general, the procedure is to "plug in" specified values of the
independent variables, multiplying them by their respective coefficients, adding
the intercept term and solving for p. The specified values of the independent
variables begin with the mean values of continuous variables and typical values
tbr qualitative variables; and then we vary each of these, including, for contin-
uous variables, at least their minimum and maximum values, and for qualitative
variables, usually all of their possible values.

The OLS utilisation regressions for persons with any utilisation are candidates
for two kinds of problems: sample selection bias and heteroscedasticity.

Sample selection bias arises because in these OLS regressions we have
excluded all persons without utilisation and hence our sample is no longer a
random one.

Heckman and others have shown that the bias amounts to omission of a right-
hand-side variable and can be interpreted as an ordinary specification error,
and that this can be dealt with by using the "Inverse Mills ratio" (or hazard rate)
in an OLS regression as an additional regressor. The Inverse Mills ratio is pro-
duced as a by-product of a probit model with a dichotomous dependent vari-
able. (Heckman, 1976; see also Gronau, 1974; Lewis, 1974; Stromsdorfer and
Farkas, 1980). Because heteroscedasticity seemed probable with the OLS regres-
sions, a Goldfeld-Quandt test was performed on these, and in about half of the
equations significant heteroscedasticity was discovered. We have decided to by-
pass the usual solution for this problem, namely experimenting with various
transformations of the variables until one producing homoscedastic error terms
emerged. This decision was made on two grounds. One is that this study includes
an extremely large number of regressio’n equations, and repeatedly re-perform-
ing these analyses would have been prohibitively costly, in both time and
money. Secondly, the parameters of equations with transformed dependent
variables are extraordinarily difficult to interpret. Instead, we have adopted a
different strategy. Heteroscedasticity does not bias the parameter estimates,
though standard errors and t-statistics will be biased (in an uncertain direction).
In equations with heteroscedasticity, we have added 10 per cent to the critical
values of t (for reported significance levels of 1 and 5 per cent). This is in the same
spirit as Theil’s suggestion, in another context (in discussing regression strategy),
that,

Given the present state of the art, the most sensible procedure is to interpret
confidence intervals, coefficients, and significance limits liberally when
confidence intervals and test statistics are computed from the final regres-
sion of a regression strategy in the conventional way. This is, a 95 per cent
confidence coefficient may actually be an 80 per cent confidence coefficient
and a 1 per cent significance level may actually be a 10 per cent l~/vel (Theil,
1978).
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This is a conservative approach, but as t-statistics are reported in all cases, the
reader may adopt a more or less conservative one as suits his or her point of view.

We now discuss issues common to both dichotomous (logit) and continuous
(OLS) dependent variable regressions.

As noted above, survey data were collected from 1,069 households, on 4,522
individuals. Because household members were not statistically or causally inde-
pendent of each other, we included only one member per household in regres-
sions (except the expenditure regressions, which were done on a household basis
anyway). This adjustment was achieved by sampling our sample, randomly
taking one observation per household. A number of such samples were taken,
one for regressions including all persons, another for regressions limited to
females, another for males, another tbr children aged under 16, etc. Because in
each case sampling bias is introduced (in an all-child regression, for example,
any individual child’s chances of being included are inversely proportional to
the number of children in the household), we include as a control variable the
number of persons in the household from whom the sample is drawn (e.g., the
number of children in the household, in the all-child sample).

In the regressions, we test specific hypotheses drawn from a theoretical model
which is in turn drawn from the relevant literature. In each case we report results
on the "full model," i.e., with all the independent variables in the model
included. In addition, we report on the "5 per cent version," including only vari-
ables which meet a 5 per cent significance test.

We tested extensively for two-, three- and even four-way interactions amongst
the variables in our models. Our interaction terms are two or more independent
variables multiplied by each other. In general, only two kinds of interactions
produced significant results. One was a four-way interaction of dichotomous
independent variables (producing still another dichotomous independent vari-
able), based on sex, age group, category of eligibility in the health services and
whether the person had Voluntary Health Insurance (VHI) cover. (In regres-
sions partitioned by sex, this of course collapses to a three-way interaction.) The
other kind of successful interactions were created by multiplying regional vari-
ables: the ratio of GPs to area population; the ratio of persons covered by
Medical Cards to area population; an index of per capita income; and, some-
times, the ratio of consultants to population.

Where a variable is included in a regression on its own (main effects) and in
one or more interactions, and when the coefficients of these variables take differ-
ent signs, the direction of the net effect of that variable is not obvious from the re-
gression itself. Here the exemplary probabilities calculated from logistic regres-
sions, discussed above, do double duty. As we vary the value of such a variable
from its minimum, through its mean, to its maximum, holding other variables
constant, we can observe the effect on the calculated probability. In effect, we
have the partial derivative of probability with respect to the variable.

Where we have an interaction term, or where a variable is included in the
form of a quadratic (as is the case with age: both age and age-squared are includ-
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ed in all regressions), we have calculated a joint test of the significance of the
variable. Using the coefficients obtained from our regressions, e.g., the coeffi-
cients of age and age-squared, we construct a new variable for age and re-run the
regression. The coefficient of the new variable is 1.0, and all other results are as in
the previous version (except that we appear to have an added degree of free-
dora); but interest attaches to the t-test of the new, constructed variable, for that
provides a joint test of the significance of that variable. In general, such joint tests
produce stronger t-tests than the original, separate parameters, because the
latter naturally are reduced by multicollinearity. This test measures the effect of
including the variable in all its forms in the model, and is equivalent to an F-test
comparing the residual sum of squares where the variable is included with that
where the variable is excluded.

In general, our multiple regression equations explained between ten per cent
and one-third of the variance in our dependent variables. These figures are
about average lbr microdata, especially where medical care is concerned. They
would have been raised, perhaps considerably, had we morbidity and income
data.

D. Outline of the Paper

This volume has eight chapters, including this Introduction, which is Chapter
1, in addition to the Appendix, already discussed.

Chapter 2 introduces some economics of medical care. It discusses the ways in
which medical care is similar to and different fi’om other commodities produced
and distributed in a market economy, and in particular how these relate to the
peculiar ways in which medical care is financed. Medical care is provided in
every country of which we have knowledge with point-of-use prices and fees
which are either nil or far below cost, and we must explain both the reasons for
and the consequences of that fact. Chapter 2 discusses the welfare economics of
medical care, that is, how medical care fits into the traditional economics notion
of optimality. And it reviews the international literature~on the subjects of
medical care utilisation and physician behaviour. Thus it sets the theoretical
background fbr the present study.

Chapters 3 and 4 set the thctual background, concerning Ireland in parti-
cular. Chapter 3 discusses h’ish morbidity and mortality, in a European setting.
Chapter 4 discusses in detail the organisation, financing and delivery of medical
care services in h’eland. In the process, it discusses the incentive structure and
other economic dimensions of the system.

Chapter 5 reviews the level and growth of expenditures -- public, private and
total -- in three categories: medical care, health and Department of Health. The
growth rate in expenditures has been extraordinarily high and appears unsus-
tainable. Explanations tbr this rapid growth, especially those relating to the in-
centive structure, are offered and the details of this structure, as set out in
Chapter 4, are gathered together to provide a concise analytic summary.

Chapters 6 and 7 report the main statistical findings of this study. Chapter 6 is
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devoted to general practitioner (GP) services, which are pivotal in the Irish
system. Included is a major discussion of the problem of self-interested
physician-generated demand for their own services by Irish GPs. Chapter 7
deals with all other kinds of care, with preventative services and with household
medical care expenditures.

Chapter 8 is devoted to conclusions and recommendations. In it, some
detailed recommendations are made with respect to particular features of the
Irish system. Then four alternative models of fundamental reform or re-structur-
ing are reviewed and assessed. Finally, the author sets out his own proposals for
reform.

E. The Author’s Point of View

The author has tried, successfully he believes, to prevent his views from un-
duly affecting his analysis. None the less, in a work of this kind, it seems appro-
priate for him to set out his views regarding medical care, and especially regard-
ing the kind of health and medical care systems he would hope someday to see in
Ireland.

It should be an ultimate goal, the author believes, of the development of the
health services in Ireland and everywhere, that needed health care be available
to all, without charge at the point of use. It is to be emphasised that this is not a
conclusion of the present study, but an ultimate goal favoured by the author.
Indeed, the conclusions, dealing with present problems, are rather different.

The author believes that the same quality of care should be provided to every-
one, irrespective of income, social class, education, region, sex, or age. There
should be effective outreach of the health services, so that those who are ill are
assured of coming to the attention of the right practitioners and of being given
treatment.

Health should not be the sole or even the primary domain of the medical pro-
fession. First responsibility for care should be with the individual. Expanded
programmes of occupational and personal safety, preventative care and health
education are needed, to reduce morbidity and mortality associated with
modern living, such as from heart attack, stroke and cancer. People should be
made conscious of the costs to them and to society of unhealthy lifestyles. Ireland
needs, far more than exists today, a cost-conscious and health conscious
population.

For this to occur, it will be necessary that physicians share more information
with their patients, abandoning the authoritarian model in widespread use, in
favour of a more modern one, which emphasises two-way communication be-
tween doctor and patient. The doctor and patient should work together, in
partnership, rather than in subject-object relationship.

This work is being written in a time of fiscal crisis and budgetary stringency,
no less in the medical care area than in others. The main focus of the present
work is not on development of the health services, but as already noted on econo-
mising, on controlling, on stopping the explosive growth of medical care
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expenditures. Consequently, in spite of his long-run goals, the author proposes
charges for a number of medical care services currently provided without charge
(though there are also proposed shifts in the opposite direction). This study is not
a brief for a visionary future system, but a careful and objective analysis of the
current situation. But the author firmly believes that none of the objectives
stated above is inconsistent with an efficient and economically rational medical
care system. We will return to this theme in Chapter 8.



Chapter 2

SOME ECONOMICS OF MEDICAL CARE

Medical care is a commodity. It may differ in a number of respects from other
commodities in its human significance, in its manner of production and con-
sumption, and in other respects, but it remains a commodity. In Ireland, its pro-
duction uses roughly an estimated 10 per cent of Gross National Product (1980),
as we will see in Chapter 5, a figure which is both fairly typical for the developed
world, and rising.

The concept of economic rationality or efficiency applies to medical care, as to
other commodities. Economic efficiency requires that medical care have the
right or optimal share of society’s productive resources, that these be applied in
an appropriate or optimal mix within medical care, and distributed across the
component parts of medical care in an optimal manner. Using a conventional
exercise in microeconomics, it can be shown that when certain conditions are
met, economic efficiency so defined can be attained through the operation of the
market, with medical care sold at prices equal to the added cost to society of pro-
viding one more unit. In general, according to this exercise, if a commodity is
produced and consumed without major external effects in private markets under
competitive conditions, there normally is no need for regulation or collective
provision in order to ensure that approximately optimal quantities are provided.
Individuals will compare the cost to them, which is also the cost to society, of in-
cremental units of that product, with their benefits and arrive at individual opti-
mum solutions. There are objections to this exercise, but they need not be dis-
cussed, as the necessary conditions are not met in the case of medical care: the
market fails, because of the properties of medical care as a commodity. In this
chapter, we will review the properties of medical care as a commodity, and the
conditions of its delivery, as a background to our subsequent discussions and
analysis of the Irish medical care system. First we will review the position of
medical care in the economy as a whole, from the standpoint of welfare maxi-
misation. This will take us briefly into the question of placing an economic value
on human life. We will then review the ways in which medical care is thought to
differ from most other commodities, especially within the context of market
failure. One way in which it arguably differs is that doctors, who are suppliers of
medical care services, also significantly influence demand. The economics of
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physician behaviour will be examined in the next section. Following that, the
possibility that a form of"Parkinson’s Law" explains medical care demand will
be revieWed. Finally, the empirical literature on medical care utilisation will be
reviewed.

A. Medical Care and Welfare

Medical care enters into positive and normative economic models in ways
which, even when they are reduced to their simplest, are somewhat intricate.
Medical care presumably influences the state of health of the population, though
it may not in fact be among the most important such influences. Via health, it in-
fluences the productivity of the labour force and hence the level of output.
Therefore, medical care is capable of both direct and indirect influences on
human welfare. Similarly, output has both direct and indirect influences on
health. Best and Smith (1980) have presented a usefully compact way of display-
ing the role of medical care in the determination of social welfare.

First, we begin with what economists call a "production function" -- the set of
relationships that determine the amount of output in a firm, in an industry, or
even in the economy as a whole. Our economy-wide production function is ex-
pressed in the most general possible way:

Q= Q(x, I)                   (1)

which says that output (Q) depends on (is a function of) resources -- capital,
labour, technology, etc. (X), and of the level of illness in the system (I). Output is
positively related to resources and negatively related to illness.

Output can be divided into medical care, M, and other output, C:

Q= M-t- C (2)

Next, we have an illness production function,

I = I(C, M, Z) (3)

which tells us that illness is a function of medical care and other output, and of Z.
Z is a set of exogenous factors and attributes, such as age, sex, and genetic distri-
butions, and the like. We withhold for a moment discussion of whether these
relationships are positive or negative.

Finally, we have what economists call the welfare function (or objective
function),

W = W(C, I) (4)

which states that social welfare depends on non-medical output or C and on the
level of illness. (Medical care, M, does not appear, because it is a means to an end
rather than an end in itself.) This is a highly oversimplified view of what social
welfare depends upon, but it will serve our purposes here. C increases social
welfare and I reduces it.
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It can be shown that welfare maximisation, as in (4), requires that the welfare
benefits from additional non-medical output be equated with the benefits of
additional medical care output:

AW= AW                  (5)
AC     AM

The reasoning is simple. If they were unequal, there would be an opportunity to
redistribute society’s resources and get an improvement in welfare. If a pound
spent on non-medical output added more to welfare than a pound spent on
medical output, society could shift a pound from the latter to the former and in-
crease total welfare. Only where they are equal is it impossible to increase wel-
fare through resource shifts.

Equation (5) is more complex than it appears. The welfare effects of non-
medical output are both direct and indirect, via illness. The welfare effects of
medical output are only indirect. We can rewrite (5) as follows:

AW + AW ;K AI = AW X AC X AI        (5a)

AC      AI      AC     AC      AI      AM

The left-hand side gives the direct effect of non-medical output on welfare,
added to the effect of illness on welfare times the effect of non-medical output on
illness. We will discuss in a moment the directions of these effects. The right-
hand side gives the effect of medical output on welfare; this is the product (read-
ing from right to left) of the effect of medical care on illness, the effect of illness on
non-medical output, and the effect (again) of non-medical output on welfare.

Let us turn to an examination of the directions of these relationships. First, ill-
ness certainly reduces output and hence C. The direct effect of output, C, on wel-
fare is always assumed in economics to be beneficial: C increases W. What is the
effect of C on I? Until recent years, this relationship was always assumed to be
negative. The higher the level of output and income in society, the better were
presumed to be housing, sanitation, nutrition, and the like, and through them
health. But we have reached a point in many industrial societies where the major
causes of morbidity and mortality -- heart disease, hypertension, cancers, motor
vehicle accidents, other accidents and violence -- can be interpreted as conse-
quences to a considerable extent of either the production or the consumption, or
both, of. output. That is, we may have reached a point at which the relationship
is changing from negative to positive. Best and Smith suggest that the relation-
ship between I and C is ordinarily U-shaped, and that the "levelling out effect"
in the USA and the UK began as long ago as 1930. For Ireland the 1950s or even
1960s would seem a better guess. (There may be a third stage, at which the sign
becomes negative again. The USA, Canada and Finland, have through changes
in lifestyle, managed to reduce the incidence of heart disease and stroke in the
1970s. But Ireland along with Britain and other countries seems to be far from
this third phase.)
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It is interesting as well to consider the relationship between I and M. Of course
it is normally assumed that increasing the amount of resources devoted to
medical care will reduce the level of illness in society, i.e., that the sign is nega-
tive. But there is little if any statistical or historical support for such an
assumption. As Fuchs has stated,

... The connection between health and medical care is not nearly as direct
or immediate as most discussions would have us believe. True, advances in
medical science, particularly the development of anti-infectious drugs in
the 1930s, ’40s, and ’50s, did much to reduce morbidity and mortality.
Today however, differences in health levels (between developed countries
or within them) are not primarily related to differences in the quantity or
quality of medical care. Rather, they are attributable to genetic and
environmental factors and to personal behaviour. Furthermore, except for
the very poor, health in developed countries no longer correlates with per
capita income. Indeed, higher income often seems to do as much harm as
good to health, so that differences in diet, smoking, exercise, automobile
driving and other manifestations of "life-style" have emerged as the major
determinant of health. (Fuchs, 1974.)

No doubt expenditures on medical care account in numerous individual in-
stances for reduced incidence and prevalence of disease, for shorter spells of ill-
ness, and for reduced mortality. But medical care expenditures are also reflected
in convenience, comfort, amenity, dignity and other laudible objectives; in
tolerance of and ability to "live with" illness, in ways which are not reflected in
reduced morbidity statistics; and in incomes of medical professionals and other
personnel. The relationship between I and M is almost certainly negative, but
the strength of the relationship is probably smaller than is commonly assumed.

Best and Smith group the causes that might account for an increase in I, the
level of illness, into three categories.

First, illness might increase as a result of an increase in the prevalence of
one or more of the infectious diseases. These diseases are those which arise as
a result of exposure to a "disease agent" in the form of a specific pathogen.
They include a number of familiar bacterial diseases such as whooping
cough and typhoid fever, as well as viral diseases such as measles and
influenza. Until as recently as 50 years ago, infectious diseases figured
prominently amongst the most common causes of premature death in all
industrialised countries. And while some infectious conditions persist as
important causes of morbidity (e.g., the common cold and influenza; bron-
chitis and pneumonia) and premature mortality (e.g., certain respiratory
conditions of early infancy), it is generally recognised that these conditions
account for a declining proportion of the total disease burden in all indus-
trialised countries.

Second, illness might increase as a result of an increase in the prevalence
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of conditions that are associated primarily with a natural or biological pro-
cess. The most obvious conditions within this category are those that fre-
quently accompany the ageing process ... Other conditions within this
category include genetically contingent problems such as cystic fibrosis;
congenital abnormalities; and certain "natural" complications of
childbirth ...

Thirdly, illness may increase as a result of an increase in the prevalence of
non-infectious conditions related primarily to lifestyle or other environ-
mentally-determined ti~ctors. The conditions falling into this category have
been variously labelled "the diseases of civilisation", "the diseases of
modern economic development", or "modern epidemics". Included here
are those conditions that are the most common causes of premature
mortality in industrialised societies (e.g., ischaemic heart disease, accidents
and many forms of cancer) as well as some of the most important causes of
morbidity (e.g., smoking-related respiratory problems, many occupational
illnesses and dental caries).

The third group of conditions have become the most common causes of pre-
mature mortality in most industrialised countries not only as a result of the un-
healthy conditions and environmental influences of life in such countries, but
also as a result of the decline, due both to income growth and to health and medi-
cal developments, in the first category, infectious diseases. The consequent
lengthening of expected human life accounts for a larger number of aged per-
sons, and consequently increases in the prevalence of conditions in the second
group. Conditions in the second and third groups differ from those in the first in
the degree of their apparent responsiveness to outlays on medical care, and it has
been suggested that medical care is as a consequence now characterised by de-
creasing returns. It certainly is true that we have little if any improvement in
mortality tables to show for the rapid expenditure increases in the last two
decades (Barrett, 1979).

While recognising that the distinctions are over-simple and ignore inter-
actions, Best and Smith note that the conditions in the first group are the most
amenable to cure in the usual sense; those in the second group tend not to be cure-
able and usually require attention to rehabilitation and care; and those in the
third group are also not often cureable in the usual sense, and require an
approach emphasisingprevention. The idea that the link between M and I may be
weakly negative, and that returns to W and even I may be greater from concen-
trating additional resources on what Best and Smith call "C-centred measures"
amounts to an updating of the old adage that an ounce of prevention is worth a
pound of cure.

Evidence bearing on the magnitude, and even on the sign of the link between I
and M is very limited. Auster Leveson and Sarachek (1969) analysed inter-
regional differences in age-sex-adjusted mortality rates in the United States, in
order to estimate the net elasticity of health with respect to medical services (i.e.,
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the per cent change in mortality rates of American states with a one per cent
change in medical services while controlling for other influences). They found an
elasticity of-0.1. The elasticity for education (-0.2) was, however, higher. Posi-
tive net elasticities were found for cigarette smoking (+0.1) and, interestingly,
family income (+0.2). The latter may bear on the question, raised earlier, of the
direction of the link between C and I.

B. A Value on Human Life?

Equation (5), which states the conditions for welfare maximisation, say; that
the added contribution to human welfare of the last pound or penny spent on
non-medical output must be the same as the added contribution of the last
pound or penny spent on medical care. Welfare maximisation also requires that
AW/AM be the same throughout the system -- that the final expenditure on
hospitals in Cork yield the same benefit to society as the final expenditure on
pharmaceuticals in Sligo and the final expenditure on medical education in
Dublin.

While such criteria may seem appropriate in making judgements about, e.g.,
highways or drainage, it may seem novel to apply them to health care. After all,
in the final analysis, is not the business of health care the saving of lives? How can
the value of a human life be weighed against, e.g., a new car or a telephone? Can
it be that economists are about the business of setting explicit or implicit values
on human lives, and comparing such values with the benefits from consumer
goods, public investment and the like?

The answer is that society places an implicit value on human life, a value
incidentally which is far from infinity, and economists observe, note and report
this. There exists a fairly sizeable literature in economics on the value of human
life, and it is virtually all empirical -- that is, it is based on observation of
behaviour of society (cf. Bonamour, 1983).

The first step in the economics of the value of human life is to distinguish be-
tween the value of the life of a known individual and the value of an abstract or
anonymous generalised human life. If we ask, how many lives per year can we
save if we improve a dangerous turn in a highway, or buy a new ambulance, or
enforce emission controls on motor vehicles, or operate blood pressure clinics,
and if we decide on the basis of such calculations whether to undertake the neces-
sary costs, we are implicitly placing a value on an abstract human life. Assuming
that the whole population is equally at risk in each case, so that we are not mak-
ing interpersonal or intergroup comparisons, economic efficiency would require
that we treat human life as of equal value in each case -- that we not spend more
to save human life in medical care, for example, than in highway safety. On the
other hand, however, if a specific child falls down a mine shaft, a yachtsman is
lost at sea, or a particular patient requires an available but costly treatment,
society will typically spend far more, and sometimes a virtually unlimited
amount to save a life. It is an understandable quirk of human psychology that
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leads us almost without exception to value the known over the unknown indivi-
dual. Economists of course regard the behaviour of society toward the abstract,
anonymous person, and not that toward the known individual, as the accurate
indicator of the value placed by society on human life generally.

It is worth pointing out that applying the concept of"economic efficiency" to
health and medicine does not imply the subordination of medical considerations
to budgetary or accounting ones, but rather means that (a) the level of medical
care expenditure is such that the contribution to human welfare of the final ex-
penditure on medical care is equal to that of the final expenditure on other
goods; and (b) that the contribution to human welfare be the same for the final
expenditure in each part or aspect of the medical care system. The first rule
would be violated if either too much or too little of society’s resources were
expended on medical care. If medical expenditure were excessive, the final
pound or penny spent on health care would add so little to human welfare, that a
re-allocation to other human needs and wants, such as food, housing and recrea-
tion, would actually raise welfare. The "final" expenditure ret~rs to the least
urgent one -- the one which would be sacrificed if the money were no longer
available and if we were free to vary expenditures flexibly. If medical care
expenditures were insufficient, then the contribution to human welfare of the
last pound or penny would exceed that of any other activity, and a re-allocation
in favour of medicine would provide for an increase in human welfare. The
second rule would be violated if there were such an imbalance in the medical
care system as the following. If there were too many resources devoted to hospital
care, compared with infant screening, then the contribution of the last pound or
penny to the latter would add more to human welfare than that of the former.
Total welfare could be increased with a re-allocation of resources.

As noted, since society explicitly or implicitly sets a value on human life, then
human life can be figured into this concept of efficiency. Let us assume for the
moment that all human life is valued equally by society. This assumption is
merely an expository convenience, and it is not argued that it is, or should be,
true. If it were, then the two assumptions tell us, inter alia, that the same final
resource expenditure would be made on the saving of lives by each branch of the
medical care sector, and by and in the rest of society. This conclusion also means
that the total number of lives saved is maximised. This obviously does not imply
the subordination of medical considerations to economic ones.

If society decides to set a different value on the lives of different persons, that
changes the outcome only in detail. If the rich, the young, senior politicians, etc.,
are to be favoured, then one can merely attach weights to the values of their lives
(e.g., a cabinet minister is worth 1.5 ordinary persons, etc.) and the outcomes
stated above are correct in terms of weighted lives.

We should not, of course, equate medical care with life-saving. A large and
evidently increasing proportion of medical care is directed at improving the
quality of life and not at life-saving per se.



36 IRISH MEDICAL CARE RESOURCES

C. Hozo Medical Care Differs fi’om Other Commodities

Medical care is one sector of the economy in which economic efficiency has in
recent years been of major and growing concern. For a variety of reasons, most
health care systems seem to contain major areas of irrationality from an economic
standpoint; these manifest themselves in imbalances as well as in unrelentingcost
increases. The irrationality shows up, e.g., in the extraordinary range of implicit
values attached to a human life, depending on whether the concern is prevention
or cure, what therapies are used, and where, in or out of the medical care system,
the judgement is made.

In virtually every country in the world, medical care is delivered either free at
the point of use9 or at net prices (i.e., prices net of reimbursement or tax relief)
which are not only below average costs, but almost certainly below marginal costs
as well. In most of these, medical care is financed mainly by government, through
either general revenues and exchequer payments, or social wefare contributions
and trust fund payments. Even where the state’s involvement is less (as, e.g., in the
USA), private, voluntary insurance covers a substantial part of costs, leaving the
user to pay either nothing or a small amount at the point of use. (In the USA, 70 per
cent of medical care costs are covered by third-party payments, either public or
private.) These practices suggest that medical care is either some kind of public
good, or at least a special kind of private good.

It might be assumed by some that medical care is often financed or subsidised
because it is essential to human life. Essentiality is not a characteristic which is
either unique to medical care or true of all aspects of medical care. The market is
used to distribute commodities such as food and clothing which are more cer-
tainly and generally essential to life. We look, then, to the theory of public goods
for an explanation, but return to the question of essentiality later.

The theory of public goods (or of market failure) provides us with a number of
categories of goods which may, to the extent there is demand for them, be provided
through some type of public finance: pure public goods; quasi-public goods,
which have significant external benefits; goods (such as products of public
utilities) produced under conditions of decreasing costs; merit goods; and others.

It is clear that medical care does not meet the definition of a pure public good.
Individuals can consume different amounts; there is rivalry in consumption (i.e.,
the consumption of medical care by individual A uses resources which then are un-
available to produce goods for individual B); and people can easily be excluded
fi’om consumption of medical care if, for example, they do not pay. Medical care is
essentially a private good.l°

Medical care is, however, certainly sometimes affected by externalities.

9When medical care is described herein as "free" or "free at the point of use" what is meant is that
there is 11o fee o1" charge associated with use. Of course, medical care is never free in the resource or
opportunity cost sense.
t°This may not he true of some aspects of health care outside of medicine, especially such
preventative services as food inspection, anti-pollution programmes, etc.
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Individual A’s medical care can figure in B’s utility function in two important
ways. First, infectious or communicable disease, from colds to cholera, involves
obvious externalities, and there is clearly a social demand for the prevention,
treatment, or isolation of cases of such diseases in individual A. These public health
aspects of medical care have the most venerable tradition of public finance; and
while as noted earlier infectious disease is absolutely and relatively less important
in the health of nations today than it was one, two and three generations ago, our
medical care delivery and financing arrangements today are dominated to acon-
siderable extent by a picture of health and medicine based on those earlier
conditions.

Only 2 per cent of Irish current public expenditure on health goes to prevention
of infectious diseases, health education, food hygiene services, and child health
examinations combined (Table 5.1 below). Other countries have similar findings.
Barrett (1979) cites Lees as estimating that only 5 per cent of medical expenditures
can be justified on the grounds of the benefits to third parties of disease prevention.
This type of externality, then, does not appear to be the principal reason for the
social finance of health care.

Arguments can also be made for some public intervention in the case of decreas-
ing cost industries, which can never be effectively competitive, and where any-
thing approaching marginal cost pricing implies losses. But no one seriously
argues that medical care fits into this categoryJ~

In a seminal paper, Arrow (1963) argues "the special economic problems of
medical care can be explained as adaptations to the existence ofunceFtainty in the
incidence of disease and in the efficacy of treatment". Uncertainty regarding the
incidence of disease implies some type of insurance solution, and public finance of
health care can with little loss in accuracy be regarded as a form of compulsory
insurance. But why compulsory? This is a point to which we will return presently.

Uncertainty "in the efficacy of treatment" is a more complex and subtle point
than would first appear. Medical care is a highly technical field of knowledge, and
medical practice represents the culmination of an extraordinarily long training
programme. Hence a vast gulf separates, or appears to separate, the general
public from physicians, in terms of understanding of illness and its treatment. The
public turn to doctors to determine whether they are in fact ill; to diagnose what
illnesses they suffer from; to choose what is the appropriate treatment; and, to an
extent, to determine whether the treatment has been successful. That is, the
patient is likely to be uncertain regarding the quality of care received before, during
and after the treatment.

This uncertainty, combined with the vital nature of the services provided, and
their frequent personal and sensitive character, make it impossible for the buyer to
deal in the market in any ordinary way with the providers of medical care.
Instead, there has developed a unique sort of relationship between doctor and

UAn exception of some practical importance concerns resource lumpiness or discontinuities,
as, e.g., physicians in sparsely settled areas.
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patient, requiring an extraordinary degree of trust. These factors mean, interalia,
(i) that the state or the medical profession have an obligation, met through licens-
ing and related techniques, to assure that all doctors are at least minimally
competent;12 (ii) that price competition, advertising, etc., as among physicians,
hospitals, etc., are viewed as inappropriate and even unethical; (iii) that primary
care physicians not only advise patients but often actually decide on their behalf
on the course of treatment, whether that involves return visits, referrals, pharma-
ceutical medicines, hospital admissions, or some other (resource-using) form of
treatment; (iv) that the same applies as well to specialists and other doctors to
whom patients invest their trust; (v) that the medical profession therefore is in a
position of determining, to a unique degree, the demand for their own services;
and finally (vi) that for all these reasons, reliance on an unregulated, unsubsidised
market will not avail to provide economic efficiency in the usual sense. One of the
basic conditions necessary for economic efficiency in a market solution is the inde-
pendence of supply and demand, and medical care clearly does not meet this re-
quirement.13 (We return to physician behaviour later in the chapter.)

Rawls has argued in his celebrated book (1971) for a major degree of progressive
income and wealth redistribution, approaching complete equality,14 on the
following grounds. Suppose we were able to decide the shape of society’s income
distribution without knowing our own positions, as individuals, in it. For
example, let us imagine a conference held on the day before the universe is begun,
of all potential populators of the universe; and one question addressed in the con-
ference is the degree of economic equality or inequality to be achieved in society,
before each of us knows our individual economic positions. Rawls argues that most
people would insist on a risk-averting "maximin" strategy, of maximising the
position of the poorest members of society, because of the possibility each person
faces that he or she will be one of these persons. Redistribution is viewed as a form
of insurance. 15

Rawls’ proposal is obviously only a philosophical abstraction, a gedanken
exercise. But on a more practical level, social means for the provision of medical
care are arranged in every country in large part on a similar basis. People know
their positions in society’s income distribution, but they do not know whether they

l~The logic of this argument would appear to require periodical re-examination and re-certification
of physicians, or some other technique to assure the public that its doctors remain competent.
Nothing of the sort is done in h’eland, nor anywhere else, so far as it can be determined.
I~Where supply and demand ale interdependent, price may be indeterminant, and/or may not
relate to marginal evaluations of buyers.
HSince any redistributive process can involve unavoidable disincentive effects on labour force
participation, investment, etc., which in turn can reduce output, after some point attempts to
transl~r income to the poor may, paradoxically, reduce the income of the poor. Rawls would cease
the redistribt, tive process at that point. That is, the target is maximum income for the poorest, rather
than equality of income p.er se.
I’~Arrow (1963) had some years earlier argued that "a good part of the preference for redistribution
expressed in government taxation and expenditure policies and private charity can be reinterpreted
as desh’e for insurance", on similar grounds.
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will be ill, what illnesses they will face, or what the costs of those illnesses will be; so
they insist on a medical care system which will provide adequately for their own
care and treatment if the worst should happen. Again, public provision of medical
care is viewed as a form of compulsory health insurance.

And again, why compulsory? The answer to that appears to reside in the
concept of "merit good". Stripped of flowery and mystifying language, 16 a merit
good is one provided by government even though it is essentially a private good,
because leaders feel that consumers do not know what is in their best interests.
Consumers may lack the technical expertise or the far-sightedness to provide
adequately for their own needs, so benign and paternal government compensates
by providing essentially private goods.

Public finance of medical care is in effect a provision of insurance. It is financed
through mandatory payments (ordinary taxes and social insurance contribu-
tions), providing for universal eligibility (within defined economic groups) because
society is unwilling to accept the consequences of individuals’ failure to insure. Reliance on
voluntary insurance would require that the fraction of the population who are so
myopic as not to purchase cover, and who have no other resources to purchase
medical care, simply be denied that care should it be required. 17 But such an out-
come would be intolerable and unacceptable to a majority of the population, be-
cause medical care is viewed as essential. Society then insists that coverage be
universal.18’~9

The assumption that low-income persons might be more likely than others to
fail to insure may account for the general view of national health services as pro-
gressively redistributive even in systems (such as the British NHS) where utilisa-
tion is significantly higher in the higher socio-economic groups (Black, 1980).

To summarise this section so far: (i) medical care today is basically a private
good; (ii) however, the market cannot efficiently be used for its provision because

16"While consumer sovereignty is the general rule, situations may arise, within the context of a
democratic community, where an inlbrmed group is justified in imposing its decision on others ....
These are matters of learning and leadership which are an essential part of democracy reasonably
defined..." (Musgrave, 1959).
17Though they are decidedly exceptional, there are some parts of the USA where fire brigades are
supported by voluntary ti~e payments by householders; and occasionally one reads of the brigade
being called out to watch the burning of houses owned by non-fee payers. (The brigade stands by,
to prevent the fire spreading to houses owned by its clients). Most places in the world would reject
such a system, because they would be unwilling to countenance the burning down of homes of
those too myopic to pay fire brigade fees.
18This is true even of the USA, which relies primarily on "voluntary" health insurance rather than
any state device. "Voluntary" is in inverted commas because tbr the most part it is provided as a
product of collective bargaining contracts between unions and employers. Union negotiators
pret~r health insurance to higher cash incomes tbr their members because they too, are unwilling
to accept the consequences of individuals’ failure to insure, i.e., because medical care is a merit
good, provided not through the state but through another vehicle.
19One might instead view the case as one of an altruistic or sympathetic externality, i.e., where the
ability of individual A to avail of needed medical care figures in the utility fimction of individual B.
The difference is mainly a semantic one, as the argument is essentially the same in both cases.
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buyers lack sufficient knowledge; (iii) physicians, to whom buyers have implicit-
ly delegated the role of agent, do not bear the resource costs of their decisions;
(iv) uncertainty about future morbidity and its costs makes the provision of
insurance necessary; and (v) such insurance is a merit good and hence health
care is provided through some explicit or implicit form of compulsory insurance.

As a consequence of the foregoing, the market is either abandoned or inter-
fered with, and much medical care is provided at a zero price, or at point-of-pur-
chase prices which are well below social opportunity costs of providing the care.
Let us, in the next few paragraphs, discuss the consequences of this in terms of
zero prices, bearing in mind that prices and fees which are non-zero but below
social opportunity costs have similar effects but to lesser degrees.

While one can argue, on the basis of the considerations discussed above, that
prices ought to be zero, or (to phrase it positively rather than normatively) that
prices will be zero in medical care, this outcome creates problems of economic
efficiency. Where no decision maker, patient or provider, bears an added cost
when a resource is used, such resources are apt to be treated by all concerned as
fi’ee. This problem does not reside uniquely in public finance of medical care; it
plagues private insurance -- voluntary as well as compulsory -- as well. In
insurance, the problem is referred to as "moral hazard", the tendency of insur-
ance to increase the likelihood of the contingency insured against. To take an
example outside of the health area, one would probably be far more careful
abour fire hazards if one’s home or business were not covered by fire insurance. If
fire insurance did not exist as an institution, some firms would go to extraordin-
ary lengths to prevent or limit fire, and staffing procedures, building structures,
and materials would all differ, as compared with the existing situation. It follows
that the existence of fire insurance may mean that there are more fires, overall,
than there would otherwise be. Likewise, the existence of health insurance, or its
public-sector equivalents, means more utilisation and more cost (which are the
contingencies insured against, not illness), than if full-cost fees were charged for
each use of the health services, i.e., than if there were no insurance. Yet it does
not follow that fees should therefore be charged,just as it does not follow that fire
insurance should be abolished.

Economic theory tells us that where a product’s price is effectively zero, users
will push their use to the point where their marginal evaluation of the product is
zero. (This abstracts from time costs, discussed in Section F.) An implication is
that unless some other rationing device is employed, people may use the health
services to deal with problems such as headaches, cramps, itches and other dis-
comtbrts; with only mildly disturbing symptoms which do not portend serious
illness; and with loneliness and isolation, where other, less socially costly solu-
tions to the same problems are available and would be preferrable. Zero point-
of-use pricing can lead to many situations in which social opportunity costs of
medical care utilisation will exceed marginal social benefits.

There are three possible budgetary consequences of such excessive utilisation
demands. One might be a corresponding increase in supply, requiring an in-
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crease in taxation (or in the government borrowing requirement). A second
would also be a corresponding increase in supply, but financed by cuts elsewhere
in the budget, e.g., in education or social welfare expenditures. If annual public
medical care budgets are fixed by a process unrelated to such demands, then the
third alternative consequence, that some members of the public be deprived of
needed care, is more likely (Culyer, 1971). This point needs noting because some
commentators might otherwise take the position that there is no such thing as ex-
cessive utilisation demand, and that efforts to curtail access through pricing or
regulation are improper.

D. The Economics of Physician Behaviour

As noted, doctors either make or influence many, possibly most, resource-us-
ing medical decisions. It is important to consider how doctors make such deci-
sions, and whether they make them, or can be led to make them, in ways which
contribute to economic etticiency. We discuss theory here, and return to the sub-
ject again later when we deal with empirical studies of utilisation.

Primary-care physicians are the gateways to the medical system for most per-
sons and in most cases. They provide access, often the only access, to specialists,
hospitals and prescription medicines. They regulate such access, and their own
services, according to patient need and possibly other criteria. Hence they have
a rationing function, one which in many systems, especially those in which medi-
cal care is provided free at the point of use, is the dominant one in terms of re-
source utilisation. Commenting on this rationing function, Culyer and Maynard
(NESC, No. 29, 1977) observed,

In all countries with which we are acquainted, the rationing function has
been left to physicians who not only (under any system of remuneration in
current use) have a clear incentive to press always for more resources (ex-
cept possibly physicians) in health care but who also do not have any clear
instructions from society as to how their rationing function is to be
discharged.

In an angry response, the physician-editor of the Irish Medical Journal (70:12,
1977) replied, "Perhaps no single sentence of the Report will illustrate the
fundamental difference in philosophy between doctors and economists .... " The
editorial specifically denied that health services must inevitably be rationed.
"Doctors do not ration services, nor will they readily submit to ’clear instruc-
tions from society’. A doctor has a fiduciary relationship with his individual
patient. He is there to see that his patient gets the necessary treatment."

Doctors do of course ration services, in the sense above, which is the sense
intended by Culyer and Maynard; what the editorial might have meant will be
considered in a moment. The question at hand is on what basis doctors make deci-
sions that have resource-utilisation implications.

There are three models of physician behaviour. It is likely that more than one,
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and possible that all three, operate to some extent in explaining physician be-
haviour in all medical care systems. The three are the agency model; the self-
interest model; and the medical ethics model. Only the first two are represented in
the economics literature.

Agency model: Perhaps the most popular concept of physician behaviour in the
economics literature is that of the so-called "agency role of the physician",
which is due to Feldstein (1974). The patient indicates his or her financial posi-
tion, insurance coverage, and relevant preferences to the doctor, who then uses
technical medical expertise to act for the patient as the patient "would for him-
self if he had the appropriate expertise". If and to the extent that the physician
acts in the sole interest of the patient, "it would be difficult if not impossible to
distinguish the agency relation from the traditional model of independent con-
sumer behaviour on the basis of observed household consumption .... If the
agency relationship is complete, it can essentially be ignored for the analysis of
demand." Though Feldstein concedes that the relationship is not complete, he
argues that "available evidence ... does seem to support the notion of a
generalised agency model of household demand for hospital services.’’~°

Self-interest: Doctors are, among their other roles, economic beings, and in Ire-
land they are almost all independent professionals. It would be surprising indeed
if they did not act in their own economic self-interest. The notion that physicians
often do have their own economic self-interest at heart, even where it may con-
flict with that of the patient, has a considerable degree of support in the
empirical literature, as we will see below. Most of the empirical literature on
demand generation by physicians comes from North America, where the health
care delivery system differs from that found in Ireland. In North America,
specialists provide primary care, and GPs (general practitioners) are a vanishing
species. Primary care physicians who order hospitalisation, surgery, etc., are
often in the position of creating demand for their own services. In Ireland, none
of these is true: there is ordinarily no obvious self-interest on the part of general
practitioners to generate demand for hospital admission, surgery, or specialist
care. Instead, self-interest among general practitioners would lie primarily in
generating higher levels of GP consultations, especially arranging multiple
return visits. GPs, as we will see in the next chapter, are paid on a fee-for-service
basis by the state tbr those covered by Medical Cards, and by the patient, at a
higher average rate, for other members of the population.

ll4edical ethics: It is sometimes claimed that the medical profession has an

’-’°A recent illustration of the agency model as articulated by an Irish physician appeared in a
recent h’ish Times series on "tim drug culture". "Look", the doctor is quoted as saying, "if I
prescribe a drug for a GMS (public) patient, I will prescribe the best available, which may or may
not be tile most expensive. But if it is a private patient, who I know has a large mortgage and other
liabilities, then I will think harder before I prescribe a drug at all". The remainder of the doctor’s
statement seems tO be derived fi’om some other model of behaviour, however, and not the
"medical ethics" model, either: "This [thinking harder before prescribing a drug for a private
patient] is partly because I have time to think about it, whereas the GMS scheme does not pay me
enough to give the same time and thought to the GMS patient", hish Times, March 9, 1981.
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obligation to treat the patient at hand without concern for economic considera-
tions. An assertion that doctors follow this principle appears to lie behind the
Irish Medical Journal’s assertion, quoted above, that doctors do not ration ser-
vices. If doctors act on the basis of an ethical code requiring them to provide the
care or treatment necessary to the patient at hand, whatever the cost, there may
in fact be conflicts between medical ethics and economic efficiency. Examples
are many of instances in which the medical care system has concentrated large
amounts of resources on prolonging for short periods of time the lives of certain
patients with poor prognoses, even when other aspects of the system have inade-
quate resources to provide for timely care for all who need it. Such behaviour
conflicts with economic efficiency by attaching heavier implicit weights to the
lives of persons known to the medical care system than to those not known. The
fact that doctors and hospitals typically use whatever resources are necessary to
treat the patients who present themselves with injuries and diseases, though the
system may fail in some areas of prevention and effective outreach, constitutes
another example of the rule that in the calculus of the value of human litk, the
known individual outweighs the abstract, statistical person several times over.

Putting these models into more familiar economics language, we might
summarise them as follows: Agency: maximise each patient’s utility or welfare, in
so far as it relates to medical care. The marginal utility of medical and non-
medical expenditures are equalised. Self-interest: maximise the doctor’s own
utility, a function (positive) of income, (negative) of work, and (probably nega-
tive) of demand inducing. Medical ethics: maximise the patient’s health regard-
less of cost. The focus is on the patient, not on society.

In order to understand how economic factors may bear on physicians’ deci-
sions, we need to know how doctors’ incomes are determined. There are basic-
ally three techniques for remunerating physicians: fee-for-service, capitation and
salary. There are, of course, a number of possible hybrid combinations of these.
Each method and its principal characteristics can be briefly described:

Fee-for-service: This is, in a sense, the original method. Doctors, as independent
professionals, are paid so much per item of service, as are such other professionals
as solicitors and accountants. When GPs are paid on a fee-for-service basis, they
are normally paid, whether by the patient or by a third party, a predetermined
fee for each consultation. A premium will typically be added tbr a home and/or
after-hours’ visit. Irish GPs are compensated in this fashion, as we will see in the
next chapter. In some medical systems, the fee will vary according to what ser-
vice the doctor provides (give injection, write prescription, etc.). For specialists,
the nature of fee-for-service varies. For out-patient services, i.e., where patients
are not admitted to hospital for at least an overnight stay, the fee is normally
either per consultation or per time period. For in-patient services, i.e., where the
patient is admitted tO hospital, the fee is usually set according to the procedure or
condition treated (e.g., so much for an appendectomy), though in some systems
there have been doctors who were paid on the basis of the number of days the
patient spends in hospital. This per diem technique is mentioned here, as it is
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regarded by the profession as a fee-for-service method, though strictly speaking
it is not.

Capitation: This method is employed in a number of European medical care
systems, most notably in the United Kingdom’s National Health Service (NHS).
In addition, some doctors employed in Health Maintenance Organisations
(HMOs -- see Chapter 8) are also paid on a capitation basis. Under the capita-
tion approach, patients choose one general practitioner and are registered on
that doctor’s list of patients; and the GP is paid according to the number of such
patients on that list, irrespective of the number of consultations. Normally, how-
ever, the GP will also be compensated on a fee basis for extra services, such as late
hours, or home visits. Specialists can also be paid on a variant of the capitation
method. In some systems, for example, patients see specialists only on referral
from a GP, and patients are, in effect, put on a specialist’s list for a month, once
such a referral occurs. The one-month listing is indefinitely renewable. The
specialist is then paid according to the number of patients on that monthly list,
irrespective of the number or length of actual consultations.

Salao~: General practitioners and other primary-care physicians are paid by
salaryin socialised systems in Israel, in Eastern Europe and in some HMOs. In
addition, specialists in many systems and junior hospital doctors in almost all
systems are also paid by salary. As with the capitation method, additional
amounts, on either a fee-for-service or a time (e.g., hourly) basis, may be paid for
additional work.

Characteristics: The medical ethics model of physician behaviour implies no
ditlierence in doctors’ judgements arising out of method of remuneration. The
agency model suggests that physician behaviour will vary according to the cost
to the patient, but is silent on the effect of method of remuneration, except as this
is related to patient ci~st. The self-interest model does imply differences in
behaviour in different types of schemes.

If we assume (see section F, below) that doctors are like other people in want-
ing, within some limits, high incomes and low workloads, the self-interest model
predicts the following, among other things. (1) There will be more physician-
induced consultations, and hence more total consultations, per patient in a fee-
for-service system than in others, cet. par. (2) As a corollary, if consultations per
patient and per physician are higher in this system, then time per consultation
may be lower. (3) In systems where the primary care physician also performs sur-
gery and other in-patient procedures, as in North America, there will be more
hospital admissions in fee-for-service systems than in others; and similarly,
where the primary care physician also maintains a laboratory and a staffoftech-
nicians, as in Germany, there will be more out-patient tests than in other
systems. (4) In capitation systems, doctors will try to maximise the size of their
lists. (However, a limit is normally placed on list size.) (5) In capitation and
salary systems, doctors will seek to minimise patient contact time, both in terms
of numbers of consultation and in terms of their length. (6) There will be more
referrals to other doctors by GPs in capitation or salary schemes, than in fee-for-
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service, to minimise the GPs’ own efforts. (7) The fee-for-service system will tend
to be the most sensitive to market influences, with the doctor losing incomes both
through patients consulting less and by patients transferring to other doctors
where patients are not satisfied. The capitation system is less sensitive, as doctors
lose income only when patients seek another doctor. The salary system would be
the least sensitive, as dissatisfied patients do not threaten doctor income at all, at
least directly. For this reason, in a salary system, the doctor may require super-
vision; or, to put the point the other way around, one tends to find salaried doc-
tors mainly where supervision is feasible.

(8) As a corollary of (1), certain other types of medical care than physician
consultations, but not including referral to other physicians, may be subject to
higher utilisation, cet. par., under a system in which primary care physicians are
paid on a fee-for-service basis. The reason is that a larger number of consulta-
tions implies more opportunity for, and more patient expectation of, physician-
induced utilisations. Since primary care physicians are gateways to the whole
medical care system, methods of remunerating them reverberate throughout the
structure. In light of frequent doctor complaints that patients seem always to
expect a prescription to be written at the end of each consultation, the self-
interest model would especially predict more pharmaceutical prescriptions to be
written under the fee-for-service system than the other two. On a priori grounds
one would also expect such out-patient referrals as for x-rays and laboratory
tests, which are strongly associated with doctor consultations, also to be higher in
a fee-for-service system. (9) A related point is that another corollary of(7) is that
patient expectations, e.g., for pharmaceutical prescriptions as an outcome of GP
consultations, would have somewhat more force in the fee-for-service approach
than the capitation method and considerably more than in a salary system.

Abel-Smith (1983) reports that 1975 doctor consulting rates in Western
Europe showed an apparently strong effect of remuneration technique. Of four
countries surveyed, England, with its capitation method of remuneration, had
the fewest average consultations per year (3.5). The others, in ascending order,
were Belgium (6.3), Italy (11.5), and FR Germany (12, 1976).21

Within the European Economic Community (EEC), there is wide variability
in per capita pharmaceutical prescribing rates, ranging from 4.5 items per
person per year in the Netherlands to 21 per cent in Italy. The six countries with
the highest prescribing rates, ranging from 9 to 21 (with an unweighted average
of 10.25) all remunerate doctors on a fee-for-service basis, and three countries
with the lowest prescribing rates, ranging from 4.5 to 6.9 (with an unweighted

mAs the present paper is drafted, three studies of medical care costs and expenditures in the
European Community have been published; Abel-Smith and Maynard (1978); Michel (1978);
and Abel-Smith and Grandjeat (1978). These concerned organisation and financing; cost of
hospitalisation; and pharmaceutical consumption, respectively. No volume on primary health
care has yet appeared.
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average of 5.9), all use the capitation method (Abel-Smith, 1983).22 Italy
recently completed a major reform in its health care system, shifting, inter alia,
fi’om a t~e-tbr-service system to a capitation one. During the transition, it was
tbund that "the number of consultations per patient under fee-for-service pay-
ment was on average greater than under capitation payment" (Abel-Smith and
Maynard, 1978).

There is evidence that hospitals are also affected by the method of
remuneration.

Where hospitals are paid per day of care, there is an incentive on the
hospital to extend the length of stay to secure payment for as high a propor-
tion of staffed beds as possible unless patients are waiting to be admitted.
Moreover, the cost falling on hospitals tends to be lower for later than
earlier days of stay so that high occupancy is more profitably attained by
longer stays than more admissions (Abel-Smith and Maynard, 1978).

E. A "Parkinson’s Law" of Medical Care Demand?

It was once believed that some objectively defineable notion of health or
medical care "needs" existed, and that a medical care system, if it operated
properly, should be expected to match resources to those needs. Such ideas seem
naive today.

Instead, it appears that demands for health care are in effect insatiable, at
least in the aggregate. There is no objectively defineable and limited concept of
medical need, nor is there an objectively defineable and limited concept of
appropriate care of treatment. Consequently, economists have begun to talk of
"an advanced form of Parkinson’s Law" operating in the medical care area
(Office of Health Economics, 1979). The original "law", due to C. Northcote
Parkinson, was that work expands to fill the time available. In medical care,
there appear to be two versions of the "law".

According to the first, "it appears that to whatever extent health care facilities
are expanded they will generally still all be used; and at the same time there will
remain a steady pool of’unmet’ demands" (Office of Health Economics, 1979).
There is impressive evidence for this within the British NHS. Culyer (1976) shows
that despite rather large changes in the throughput capacity of British hospitals
(defined as number of hospital beds available, divided by the average length of
hospital stay), the total waiting list has remained remarkably constant, and the
waiting list per capita even more so, over a 16-year period. Culyer cites two
reasons for this phenomenon.

’-"-’Based on 1973, 1974, 1975, or 1975 data depending on country; hence Greece is not included.
The Irish figurc was tbr public patients only. The Italian figure was for doctors paid on a fee-for-
service basis under the main health insurance scheme. However, under that scheme, doctors paid
on a capitation basis prescribed less than doctors paid on a fee-for-service basis (Abel-Smith,
1983).
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First, the increase in throughput capacity has come about primarily through a
fall in the average length of stay. This means that even though hospitalisation is
free in the NHS, the "time-price" or cost of medical care in terms of one’s own
sacrifice of valuable time, had fallen, thus inducing an increase in utilisation as a
movement along a demand curve. This, however, is the less important of the two
explanations offered by Culyer.

Much more important, however, is the fact that the demand for care is
mediated by doctors whose perception of need, operationally and at the
level of the individual patient, is what really decides whether a patient is
admitted. Since doctors also control supply, the usually convenient separa-
tion of resource allocation problems into a demand side and a supply side
(the two blades of Alfred Marshall’s ’scissors’) ceases to be valid, for the
factors affecting one side can no longer be supposed to be independent of
the factors affecting the other: a necessary prerequisite for the valid applica-
tion of demand/supply analysis. Supply increases, therefore, instead of
reducing the excess demand (as mediated by doctors), tend not only to
enable the meeting of existing demands, but encourage GPs to refer more
patients to hospital, and hospital doctors to assign more people to the
waiting list, until a more or less "conventional" waiting time is again
reached.

According to the second notion of Parkinson’s Law, an increase in the
quantity of physician services in relation to population will give rise to a com-
pensating rise in per capita physicians’ services. In contrast to the first version,
where physicians are regulating the use of other medical care resources, here
physicians are argued to be stimulating or accepting increased utilisation of their
own services, in order to maintain their incomes.

Figure 2.1, based on two diagrams employed by Reinhardt (1978), illustrates
the concept of provider-induced demand, and permits a distinction between it
and price-induced demand. The initial supply curve (So) and demand curve
(Do) provide the initial equilibrium price (P0) and quantity (O~). Then it is sup-
posed that there is an outward shift in supply (to Sl ) caused, e.g., by an increase
in the number of doctors (relative to population). If the market is competitive
and supply and demand are independent, price falls (to Pl) and output rises (to
O~ ). An increase in the ratio of doctors to population results in an increase in the
rate of consultations per capita. This is not what is meant by supply-induced
increases in demand. It might be called price-induced demand, and it represents
an ordinary adjustment process, found in conventional markets. If doctors
influence demand in this case, they do so only within the context of an agency
model.

This solution indicates a fall in average physician incomes. The rise in the
number of doctors, if it is indicated by the rightward shift in S, exceeds the rise in
Q, indicating that the average doctor’s workload has fallen. The unit price has
also fallen. Therefore, average physician income has fallen. Again, this is the
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result expected in a normally competitive market.
Now let it be supposed that doctors are willing and able to induce a compen-

sating increase in demand for their own services and that the demand curve
shifts outward to DlA. In this case, which represents true provider-induced
demand, quantity rises (to Q~A) and so does price (to P]A). Empirically, the
market looks very much like one with an upward-sloping demand curve:
increases in supply are associated with increases in price. If we observe such a
positive correlation between the doctor-population ratio, and doctors’ fees,
assuming that we have controlled for other influences, we could take it as
evidence that we have a self-interest model of physician-induced demand.
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Figure 2.1: Provider-Induced Demand vs. Price-Induced Demand
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However, it needs to be added that a negative correlation between the
physician-population ratio and fees does not provide evidence contrary to the
self-interest model. The rightward induced shift in demand may be affected by,
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e.g., limits to doctors’ market power, patient resistance, or doctor distaste tbr
self-interested demand induction. If the demand curve shifts only, e.g., to DIB,
which is a compensating shift within the self-interest model, price will rise only to
PIB, and we will observe a negative correlation between the physician-popula-
tion ratio and price, just as in the price-induced case.23 There is no apriori way to
determine whether fee levels will actually rise (Anderson, House and Ormiston,
1981 ). Hence we may well find no significant relationship between fee levels and
physician supply, even where we control for demand-influencing variables.

Some of the empirical evidence on self-interested behaviour will be reviewed
in a moment. Health economists have been described as falling into two groups,
the "Ns" (for narrow) and "Bs" (for broad), the latter, unlike the former,
assuming that the physician "is a predominant force in determining utilisation
patterns due to his/her ability to form consumer/patient preferences and to pro-
vide information on which patient choices are made" (Evans, 1976). Sloan and
Feldman (1978), whose paper when read in conjunction with Reinhardt’s (1978)
interpretation, is the most thorough review of the empirical literature available,
and who regard themselves as Ns, comment that the difference between the two
groups is one of degree and not of kind, and note that neither view is well
supported by the empirical literature:

There are substantial differences between economists who espouse the
supply-created demand view, the B’s, and the neo-classical economists, the
N’s. The former stress anomalies of the health care market while the latter
rely on formal theoretical methods and econometrics and emphasise
similarities with other markets. Though less formal, the B’s have called
attention to features of the industry that the N’s might miss. Frequently, the
N’s have met the challenges. Even so, applied econometric studies based on
the standard theory often report low R2s, and some of the variables are only
proxies for the theoretical concepts ....

Supplier-induced demand is not an "all or nothing" matter in which
opponents of the supplier-induced demand notion are forced to find evi-
dence ruling out supplier-induced demand shifts entirely. Rather, at issue,
is whether supplier-induced demand represents a major demand determin-
ant. We find that the B’s have been much too hasty in concluding it is.

Sloan and Feldman’s views to the contrary notwithstanding, those policy-
makers and budget drafters responsible for developing techniques to control
health care cost expansion appear to have concluded that a form of Parkinson’s
Law operates with respect to both hospitalisation and to physician services. The
neo-classical model would be consistent with expanding the number of physicians
in order to reduce medical care costs. In the USA, it has come to be accepted that
restricting the number of physicians is a technique which belongs on a list of
"mutually reinforcing strategies" for controlling health care costs, not only in

2:~The discussion of Figure 2.1 is based on the discussion by Reinhardt (1978).
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order to limit the utilisation of physician services themselves, but also to limit
other medical care expenditures influenced by physicians (Raskin, Coffey and
Farley, 1980)~ In the USA, it has been estimated that 70 per cent of personal
medical care expenditures are controlled by physicians, and that in 1972, the
average physician generated an average expenditure of $240,000, which is
equivalent to approximately IR£330,000 in 1981, taking account of inflation
and the exchange rate. (Raskin, Coffey and Farley, 1980.) (See Chapter 6 for an
estimate of Irish physician influence.) A number of countries in the European
Community are reported to be restricting the number of medical students,
because:

it is widely believed that an increase in the number of doctors per thousand
population results in higher costs ofheahh care, quite apart fi’om the cost of
the remuneration of the extra doctors, because of the costs they generate in
thei," prescribing of medicines and their authorization of diagnostic tests,
hospital admissions and therapeutic procedures (Abel-Smith and
Maynard, 1978).

The Netherlands, Denmark, France and Germany are pursuing this course of
action, as is, in a sense, Ireland.~4

Similarly, both the USA (Raskin, Coffey and Farley, 1980) and all members
of the European Community (Abel-Smith and Maynard, 1978) restrict hospital
construction and expansion in order to limit the number of beds, per thousand
population, as a cost-containment method.

A related implication is that hospital budgets should not be allocated on the
basis of utilisation. In the NHS, it was shown (Feldstein, 1967) that regions with
more beds hospitalised more people, who had longer average stays. In other
words, "the supply of beds created its own d~mand" (Maynard and Ludbrook,
1980). If then budgets were allocated according to "need", and if the latter were
defined in terms of utilisation and average stay, then existing patterns would
merely be reintbrced and replicated. While this analysis was based on a non-
market medical care system, it appears to apply generally.

Thus the notion of a medical "Parkinson’s Law" is an extremely important
development in both the conceptualisation of markets for medical care and in
the control of health Care expenditures. While not all economists are equally
convinced of the self-interest aspects, none seems to be advocating increases in

’-’~ In 1978, the size of the entering medical school class in h’elarid was cut by 15 per cent. But this
appears to have been more addressed to the decline in overseas opportunities than to control of
h’ish heahh expendituries. Legislation in the US and in Canada in 1976, limiting the entry of
lbreign medical graduates (devices adopted in lhose countries to control the growth of health
expenditures), reduced access to what theretofore had been major outlets tbr the Irish doctor
surl~lus; the reduction in class size should be seen as a response. In spite of the cut, Irish medical
schools continue in the early 1980s producing fi’Oln 350 to 370 graduates per year, when only 900 to
250 will be needed, according to a survey conducted by the Royal College of Physicians in Ireland.
The survey also indicated that 80 per cent of medical graduates did not have permanent posts five
years after graduating, Irish Times, 5 June, 1981.
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the physician or hospital-bed stock as a way of controlling expenditures and
quite a large number advocate the opposite policy.

F. Empirical Studies of Utilisation

There is a growing empirical literature on the determinants of utilisation of
medical care. Many studies show utilisation to depend on health status and
proxies for health, including age, sex and social class; on income and proxies for
income, including social class and educational attainment; on price, and proxies
for price, including insurance cover, distance to medical facilities, waiting times,
sex and age; on availability of medical care resources, especially hospital beds;
and on physician characteristics and market conditions. Each of these is discussed
in turn.

Health. Where data are available, health status explains much of the person-to-
person variation in medical care utilisation. (Bice and White, 1969; Rutten,
1978; van der Gaag, 1978; Held and Manheim, 1980). Many empirical studies
are, however, conducted where health data are not available. Some close substi-
tutes are sometimes available, such as days lost from work (May, 1975). In other
cases, weaker proxies must be employed. Age is presumably correlated with
health problems, and most types of medical care utilisation are positively corre-
lated with age (see, e.g., Feldstein, 1967; Held and Manheim, 1980), except that,
with respect to some, a U-shaped relationship holds instead, with utilisation
high in infancy, then falling through early childhood and rising again. Hence
age squared is often used along with age (Rutten, 1978; van der Gaag, 1978).
Many studies show that females use more medical services than males (e.g.,
Feldstein, 1967; Rutten, 1978; van der Gaag, 1978). This is mainly a matter of
morbidity and pregnancy, but sex, and to an extent age, may be proxies for
price, as will be discussed below. Many studies show social class to be related to
utilisation (Feldstein, 1967; Bice and White, 1969; Bice, et al., 1973; Rutten,
1978; van der Gaag, 1978) though the relationship may be complex. Persons of
lower social class presumably have more health care problems. It is known that
in Ireland, at least, they smoke more tobacco, are more likely to be overweight
and to exercise less (Mulcahy, Graham, Hickey and Daly, 1980). But social class
is also related to income, and as well to attitudes, preferences and other similar
influences on utilisation.

Income. Income has, for reasons just mentioned, a positive association with pre-
ference for medical care and negative relationships with need. Thus it is useful to
be able to measure the impact of income whilst controlling for the influence of
health (or its proxies). Most studies have found a significant positive income
elasticity for medical care consumption (e.g., Feldstein, 1967; Andersen and
Benham, 1970; Phelps and Newhouse, 1975), though the elasticities are low
(0.1-0.4). Mean regional income also has a similar effect (Held and Manheim,
1980). Social class may act as a proxy for income. Where social class is measured
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by occupational category, it reflects characteristics other than income. For
example, the morbidity and behavioural differences between farmers and urban
workers are not limited to income alone. In the event, occupational category has
been found in the United States to have a significant relationship to utilisation,
with middle class workers using more medical services than the highest or the
lowest category workers, while agricultural workers had far lower consumption
than non-agricultural workers (Bice, el al., 1973). Educational attainment is
often used as an alternative to occupational level as a measure of class. Concept-
ually, it has some advantages over occupational level as a measure of class.25 One
US study (Bice, Eichhorn and Fox, 1972) found a positive relationship between
educational attainment and medical consumption.

Price. Prices consist of money prices, which are not relevant to all medical care
systems, and time prices, which are relevant to all. A difficulty in measuring
money-price elasticity is that output is not always easily defined in homogeneous
units. For example, if price and quality are correlated, price elasticities will be
underestimated (Feldstein, 1974). Specification of net price is a problem where
there are co-insurance, deductibles, tax relief, etc. None the less, most studies
indicate negative price elasticities (e.g., Fuchs and Kramer, 1972), but there are
exceptions, subject to interpretation. Feldstein (1970) finds a positive relation-
ship between price and utilisation, which he interprets as showing a permanent
excess demand for medical care, though others have disagreed with his inter-
pretation. The extent or type of insurance cover may substitute for or comple-
ment price data in arriving at net price where the latter are not available (Fuchs
and Kramer, 1972; Rutten, 1978; van der Gaag, 1978). Time prices are costs of
utilisation, in the form of travel time (as measured by distance to doctor,
hospital, etc.) and time in waiting room, etc. (Phelps and Newhouse, 1975).
These may be measured indirectly by doctor-area density or doctor-population
ratios (see physician behaviour, below). Where private insurance and/or public
entitlement to health services are extensive, time prices may be more important
than money prices (Acton, 1973). The opportunity cost of time spent in travel or
waiting rooms may be higher for the employed than for the unemployed, those
not in the labour force and the retired. Where utilisation is higher for these
groups -- e.g., for women or the aged -- that fact may reflect a lower opportun-
ity cost, as well as health status.

Availabilio~. The availability of medical care resources, especially hospital beds
but also including physicians (see physician behaviour, below) has such a strong
effect on utilisation that it often overwhelms the other variables. This effect lends
support to a supply-creates-demand or "Parkinson’s Law" hypothesis as discuss-
ed in the preceding section (Feldstein, 1967, 1971, 1971a; May, 1975; Rutten,

’-’~’Low income may be a consequence as well as a cause of health status. To a lesser extent,
occupational level lnay as well. Educational attainment, however, does not vary as a person’s
health varies and consequently has some advantages in empirical work.
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1978; van der Gaag, 1978; Held and Manheim, 1980). The availability of re-
source A (e.g. physicians) also influences the utilisation of resource B (e.g.,
hospital admissions), though resources that appear as substitutes in one study
show up as complements in another, and often results are counter-intuitive (e.g.,
Feldstein, 1967, 1976; Davis and Russell, 1972, May, 1975).

Physician. Rutten (1978) and van der Gaag (1978) show that individual doctors
vary considerably in the utilisation they order or generate for their patients, even
where all the variables discussed above, and others, are controlled for. Given sex,
occupational level, nature of insurance cover (in the Dutch system), presence or
absence of serious disease, and of psycho-social problems, and given type of resi-
dence, the maximum difference between GPs of similar age and identical sex
practising in the same area with similar clientele was 30 per cent for number of
GP contacts and around 40 per cent for probability of referral to a specialist.
These are differences not associated with any model of physician behaviour des-
cribed above, reflecting only differences in individual physicians’ training,
experience, methods, attitudes, etc. The differences are quite significant, and
point to considerable doctor influence over patient utilisation. They help
explain as well the low R2s found in most studies, where it is impossible to control
for individual physician influence.

G. Physician-induced demand

Most empirical studies of physician behaviour focus on testing the self-interest
hypothesis. Two main propositions are tested in this literature. One is that where
doctors are paid on a fee-for-service basis, utilisation levels are higher than
where capitation or salary methods are used, where similar clientele are served.
The basis of this proposition was discussed above, in Section D. The other is that
where the ratio of physicians to population is high, a situation which by itself
would depress physician incomes, physicians stimulate compensatory increases
in the demand for their own services. The latter proposition is limited, for
obvious reasons, to physicians working in fee-for-service systems. The basis of
this proposition was discussed above, in Section E. These two branches of the
empirical literature will be discussed in turn.

Monsma’s (1970) study in the United States is an important early one in the
remuneration literature. He found a higher level of surgery in an American fee-
for-service institutional arrangement than in an otherwise identical system
under which the doctors were salaried; and evidence is produced suggesting that
all appropriate surgery was, in fact, performed in the salaried case. The
apparently excess surgery concentrated on the removal of putatively redundant
organs: appendicectomies, tonsillectomies and hysterectomies. Rutten (1978)
and van der Gaag (1978) found higher utilisation levels in The Netherlands, in
fee-for-service than in capitation systems, controlling for patient characteristics
and other variables.

Health Maintenance Organisations (HMOs) are private medical care pro-
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viders found mainly in the United States. Patients pre-pay for medical care on
an annual fee basis, so that they in effect pay for all medical care and not merely
GP services, on a capitation basis. A large literature shows lower utilisation,
especially hospitalisation, under HMO arrangements. (For a review, see Luft,
1978). HMOs will be discussed in more detail in Chapter 8.

On the other hand, it also appears that similar patterns of variability, albeit at
different levels, exist in different countries for common surgical practices, irre-
spective of method financing. McPherson, Wennberg, Hovind and Clifford
(1982) examined surgery rates for tonsillectomy, haemorrhoidectomy and five
other common procedures in three states in the north-eastern United States and
in Norway and England. They found that while surgery rates were quite a bit
higher in the United States, where a fee-for-service system generally obtains,
patterns of variability were the same in the three countries, suggesting a less
important role for method of finance than shown in other studies.

On balance, the evidence points strongly to higher utilisation levels where fee-
for-service methods are used.

However, Ireland, which generally employs the fee-for-service method, prob-
ably has lower levels of self-interested physician-generated demand than other
fi~e-for-service countries. This is because the strict separation of general practice
fi’om hospital-based specialist care, and the fact that Irish GPs do not generally
provide x-ray or pathology services as do primary-care physicians in many other
countries, means that there are severe limits on practical opportunities for
physician-generated demand. That is, the propensity of physicians to pursue
their own economic self-interest when carrying out their agency roles depends
not only on the method of remuneration, as traditionally argued, but also on the
method of delivery of medical care (Tussing, 1983c). Delivery of medical care in
Ireland is discussed in Chapter 4.                                      ’,\

We turn now to the second proposition in the literature, that of compensatory
physician-induced demand. If markets for physician services were conventional,
doctors would be more or less evenly distributed geographically, subject to two
qualifications to be noted presently. If there were a disproportionate tendency of
doctors to locate their practices in favoured locations (e.g., Dublin), that would
drive down physician fees and lower their incomes; lower physician densities in
more remote areas (e.g., Donegal) would raise fees and incomes. These incen-
tives would induce physicians to relocate (e.g., from Dublin to Donegal), thus
smoothing out the regional distribution of physicians. The qualifications are as
tbllows: If patients in one area had a stronger preference or need for medical
care, and hence a higher demand, that would, ceterisparibus, raise demand and
fee levels in that area, meaning that it could support more physicians. Thus
physician densities should relate to community health needs. If physicians had
strong locational preferences, such that they might be willing to accept lower in-
comes were they to locate in favoured areas, that could explain uneven geo-
graphical distributions of physicians.

Fuchs and Kramer (1972) and Fuchs (1978) find that doctors in the US tend
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to locate their practices according to community amenity levels, and to the
availability of hospital beds, without relation to community health needs. Fuchs
and Kramer estimate a simultaneous four-equation system in which the doctor-
population ratio is endogenous, and has a negative effect on workload, and a
positive effect on doctor services per capita. The utilisation equation controls for
net money price, so the model is not that of price-induced demand but rather
supplier induced demand, as in Figure 2.1. Fuchs, whose 1978 study will be dis-
cussed further below, shows that physician supply is in part determined by fac-
tors unrelated to demand, especially by the attractiveness of the area as a place
to live -- ingeniously measured by per capita hotel receipts in the locality.

There are essentially two branches of this literature, depending on the
theoretical device used to limit physician-induced demand in the model. If
doctors have the ability to shift patients’ demand curves, as in Figure 2.1, and if
they are profit-maximisers, as is implied in the self-interest hypothesis, they
might be expected to shift demand as much as they are able, irrespective of
doctor-population ratios. Such behaviour would be inconsistent with the com-
pensatory demand stimulating hypothesis, and would moreover be virtually
impossible to detect empirically. In the literature, two devices are relied upon to
limit or constrain doctors’ demand stimulation in self-interest models. One is the
assumption that doctors aim for exogenously determined "target incomes"
(linked, e.g., to the incomes of other professionals in the community). If doctors’
locational decisions are also exogenously determined, target incomes can be
achieved or approached by compensatory demand stimulation. Examples of
target income studies are Evans (1974); Evans, Parish and Sully (1973); Fuchs
(1978); Fuchs and Kramer (1972); Hixson, et al. (1980); Newhouse (1970); and
Sweeney (1982).

The other device, used in the context of a theoretically more elegant utility-
maximising model, is to assume that doctors have a distaste for demand stimula-
tion. That is, utility is increased by income, reduced (within the relevant range)
by work, and reduced by unnecessary or excessive treatment or other demand
stimulation. This model also yields compensatory demand stimulation. (Wilen-
sky and Rossiter, 1980; Sloan and Feldman, 1978). The two models yield similar
predicted physician behaviour.

Evans (1974) wrote an early and important article in the compensatory litera-
ture. Using Canadian data, he showed that physicians appear to have target in-
come and workload levels, based on their training, expectations and previous
experience, and that discrepancies between these targets and actual experience
lead to adjustment behaviour, if income and workloads are below target, de-
mand generation takes place. If physicians feel over-worked and underpaid,
prices are raised either through upward revision of fee schedules, or through
independent adjustments in billing behaviour. He also found a general tendency
for physician prices to be higher in regions where physicians are plentiful than
where they are scarce, a finding consistent with the shift to demand curve Dla
and price Pla in Figure 2.1. The elasticity of utilisation with respect to the
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physician-population ratio was estimated to be on the order to 0.4, which is rela-
tively high.

Held and Manheim (1980) found that in Quebec the GP-to-population ratio
is positively associated with cost and the revisit rate, though the elasticities are
small; and the specialist-to-population ratio has an even smaller negative effect
on cost and the revisit rate. Their study concerns hypertension, which they argue
is "a medical condition which allows considerable discretion to the physician in
determining treatment mode, and patient initiation of care is considerably less
than in many other chronic conditions. It would therefore appear to be a natural
candidate for testing the hypothesis of physician inducement." Their results
show that the cost of treatment for hypertension is not independent of local
physician supply, but increases as the number of general practitioners increases,
and decreases as the number of specialists increases. "The magnitude of both
these effects, however, tends to be fairly small. Interestingly, the change in costs
is associated more with the cost per visit than with the number of visits." They
conclude, "The results presented here suggest that if physician inducement is
present, the magnitude is not large." The low positive elasticity for GPs and low
negative elasticity for specialists is not as damaging to the hypothesis as the
authors believe, however, in light of Reinhardt’s analysis (Figure 2.1). A small
increase or even decrease in utilisation associated with a rise in the number of
physicians (in a cross-section sense) is consistent with a significant amount of
compensatory physician demand generation, as in the shift to D1B in Figure 2.1.
As Reinhardt notes, a positive relationship between price and supply is more
damaging to the "N" (or agency) model than a negative relationship (especially
a small one) is to the "B" (or self-interest) model.

Fuchs (1978), already cited above in relation to physician location, studied
the supply of surgeons and the demand for operations in the USA. Surgery in
America provides an especially useful test of the self-interest model. Operations
are more well-defined than many other medical procedures, and thus provide a
better quantity measure, though quality can still vary with price. The "excess
demand" interpretation (of, e.g., Martin Feldstein) can be ruled out, as US data
unequivocally point to an excess supply of surgeons. It was noted above that the
physician-population ratio might be interpreted as a proxy for time-price. A
higher ratio implies a shorter distance to travel, and/or a shorter wait in the
office, thus encouraging more utilisation without a need to resort to demand
generation for the explanation. But Fuchs argues that time costs "are likely to be
less relevant for in-hospital operations because the psychic costs of surgery and
the time costs of hospitalisation are likely to be large relative to the time costs of
search, travel and waiting". The results provide impressive support for the thesis
that surgeons shift the demand for operations. Other things equal, a 10 per cent
increase in the surgeon/population ratio results in about a 3 per cent increase in
per capita utilisation. A higher surgeon/population ratio is associated with
higher fees (as in P1A in Figure 2.1).

Most of the studies cited have employed aggregated cross-section data, which
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regress, for example, mean utilisation rates on doctor densities for metropolitan
areas or other regions (including whole American states). Mitchell, Cromwell
and Dutton (1981) use individual patient data, and also find evidence of com-
pensatory demand inducement amongst U.S. surgeons, affecting surgery rates
and, especially, fees. However, they find no inducement in rural areas and con-
siderable inducement in densely populated urban areas.

Pauly, in an important book (1980), and Pauly and Satterthwaite (1980),
emphasise the significance of information in individual patient-based empirical
models. Patients with adequate information on price and quality of medical care
-- taken to be persons with more education, or persons who live in rural areas --
do not show significant compensatory demand-inducing effects in Pauly’s test of
a target-income model. Only less-educated urban residents, whose access to
information is most limited, are subject to significant inducement as measured
by utilisation levels. Pauly and Satterthwaite advance the theory that
physicians’ monopoly power increases as the number of physicians in a market
(measured by the ratio of physicians to area, rather than to population) in-
creases, because the increase in numbers is associated with a fall in the amount
and quality of consumer information (especially as regards alternative pro-
viders). They find physician-to-population ratios strongly correlated with
physician-to-area ratios, and speculate that the former may just be a proxy for
the latter in many demand-inducement models. However, Mitchell, Cromwell
and Dutton, cited above, with a larger and more varied data set, in which the
correlation between the two ratios is lower, find that the inclusion of the
physician-to-area variable actually increases the significance of the physician-
to-population variable, in explaining utilisation levels.

All of these studies are affected, more or less, by the identification problem re-
ferred to earlier: it is necessary to infer the existence of physician-induced de-
mand from utilisation levels (aggregate or individual) because we have no way of
directly observing physician behaviour, and consequently, we cannot discern a
shift in demand, especially from Do to DIB, from movement along a more gently
sloped demand curve. An important exception is the study of Wilensky and
Rossiter (1981), whose unique data set from the USA includes "... a direct
measure, from the patient’s perspective, or the perspective of a member of the
patient’s household, of who initiated the demand for each visit..." the doctor or
the patient. They also have extensive data on physicians, linked to the household
sample. They found 39 per cent of consultations to be physician initiated. Their
empirical work uses the probability that a visit is physician-initiated, rather than
utilisation itself, as the dependent variable. Wilensky and Rossiter found a
strong relationship between physician initiation and local physician density.
There was also a strong relationship between physician initiation and propor-
tion of the doctor’s bill paid by the family, which the authors believe also
supports the self-interest model, though it would appear to be consistent with the
agency model as well. Other interesting relationships discovered provide addi-
tional evidence for the self-interest model. For example, young doctors are signi-
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ficantly more likely to. initiate consultations than older doctors. For primary care
physicians, as physician age increases from 25 to 65, which is perhaps the
plausible range of most practising physicians’ ages, the probability of physician
initiation tMls fi’om 0.51 to 0.39, holding constant other influences at their
means. And tbr non-primary care specialists, outside (non-practice) doctor
income significantly influences physician initiation. As outside income increases
fi’om 0 to $25,000 per year, the likelihood that a consultation will be self-initiated
by the physician declines from 0.76 to 0.65, ceteris paribus. These results seem
strongly supportive of the self-interest model.~6

It is worth noting one final aspect of these empirical studies of utilisation and
of physician-induced demand. They often have low adjusted R~s, sometimes as
low as .050, though more usually in the range .100 or .250, in spite of the pre-
sence of a number of highly significant coefficient estimates. While the analyses
reported obviously bear on the hypotheses tested, it would be hard to argue that
we have gone very far in explaining the person-to-person or region-to-region
variability in utilisation with the types of equations estimated.

These results, taken together, are not definitive. Empirical results are always
subject to interpretation, and more high-powered and rigorous models and tests
will undoubtedly come in the future. One important step, for example, would be
to replicate compensatory physician-induced demand studies in a capitation
system such as Britain. If we were to find that in Britain, physician density was
significantly associated with return visits or physician-initiated visits, we might
have to discard our interpretation that the source of the observed behaviour was
physician economic self-interest (Tussing, 1983c). But the evidence is mounting
that the doctor’s own income and workload are an important consideration
when she or he influences utilisation patterns. The evidence is strong enough to
conclude that medical care systems should give attention to organising them-
selves -- their methods of service delivery, their methods of finance, and their
methods of remunerating providers -- so that, consistent with other objectives,
excessive utilisation is not encouraged, while_ appropriate utilisation is not dis-
couraged. In the remaining chapters of this study, and especially Chapter 6,
Irish data will be analysed, the determinants ofutilisation in this country will be
estimated, and attention will be given, along with other issues, to physician
initiation. The subject of changes in the organisation, financing and delivery of
medical care will reappear in Chapter 8.

’-’aWilensky and Rossiter use ~ill the independent variables discussed previously in this section.
Their work had not been referred to above because their equations predict physician initiation,
not utillsation perse. They find that patient age does not significantly influence the probability that
a visitds physician initiated, but that sex does, with a higher rate of physician initiation among
li:naale patients. Poor health status is associated with higher probability of physician initiation.
Educational attainment affects physician initiation outside of primary care, among specialists seen
on reti~rral. Family income has a significantly negative effect on physician initiation.
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H. Summary and Conclusions

Expenditures on medical care have an association with the extending of life
that is weak and growing weaker. The types of morbidity and mortality which
are increasingly predominant in Western societies are not as amenable to
medical intervention as was the case in the past, and decreasing returns appear
to apply to the use of economic resources for medical care. Th.e past two decades
have seen rapidly rising medical expenditures in virtually every country, but
little progress in life expectancy. It is difficult, however, to make any but the
most general statements about returns to medical expenditures, because of the
general lack of scientific studies of the efficacy and cost-effectiveness of existing
medical procedures.

The concept of economic rationality applies to medical care as a commodity
and to human life as well. But it is evidently accepted in all countries that econo-
mic rationality in these areas cannot be achieved in the market, with buyers
paying prices equal to social opportunity costs for medical care services. Though
medical care appears to be a private good, with only limited external benefits,
the market fails because the vital condition of independence of supply and de-
mand is absent. Instead, the physician -- the most important supplier of medical
care services -- either influences or controls a large part of the demand for it, on
behalf of the buyer. Two other problems limit use of the market. Because of the
uncertainty that most members of the public face concerning the timing and
extent of their future use of medical care, they require and demand some form of
insurance cover. A consequence is a significant element of moral hazard when
and if markets are relied upon. Even if there were to be no government interven-
tion and even if medical care were priced at marginal costs, there would be a
tendency for over-utilisation, because of moral hazard. Second, medical care
appears to be a merit good. Society refuses to accept the consequences of some
members’ failure to insure voluntarily; thus medical insurance is made compul-
sory, through government or some other institutional device.

The special characteristics of the institutional techniques for the delivery of
medical care services have led to theoretical and empirical search for under-
standing of the determinants of utilisation, and in particular for understanding
the behaviour of the physician, a central figure. Medical care utilisation appears
to depend in predictable ways on the patient’s health, age, sex, income and
social class, as well as on price, etc. It also appears to depend, in a way analogous
to a Parkinson’s Law applied to medical care, on the available supply of medical
care resources, especially physicians and hospital beds. In addition, there is con-
siderable evidence that doctors exercise their influence over patients’ medical
care decisions at least in part in such a manner as to maximise their own self-
interest, especially their incomes, when that is made possible by the financing
and delivery arrangements in a particular society.

A number of problems are created by the following, taken together: the inter-
dependence of supply and demand, with at least some applicability of the self-
interest model; a money price below marginal cost, with a limit of zero, and
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attendant moral hazard; use of alternative, non-market rationing techniques;
and the medical Parkinson’s Law. One consequence is economic irrationality.
Medical care resources appear to be distributed in ways that do not equate the
marginal benefit, in life-saving or other terms, of final expenditures across all
aspects of medical care systems. Some patients apparently over-use certain
medical care resources, with the likely consequence that others either must
queue for more crucial services, or not avail of them. Another consequence is
medical harm. Over-surgery, over-prescribing and excess application of other
medical procedures are not only inefficient and costly; they are bad for patients.
And finally, these problems help explain, though they do not fully explain, the
rapidly rising costs of medical care in virtually all industrialised societies.



Chapter 3

MORBIDITY AND MORTALITY IN IRELAND

This chapter discusses Irish morbidity and mortality. Chapter 4 reviews the
organisation, financing, and delivery of medical care services in Ireland, and
Chapter 5 discusses Irish medical care expenditures and their growth.

Ireland may appear rather typical with respect to all three subjects. The Irish
death rate from all causes ranks second lowest, along with Italy, in the European
Community.27 The medical care system has been accurately described as "as
good as the next" (Nowlan, 1977). Like almost all other Western countries,
Ireland has experienced rapidly rising medical care costs in recent years, both
absolutely and relatively to Gross National Product or Gross Domestic Product
(GNP or GDP).

These statements, though they are true, conceal much. For Ireland has a
unique pattern of morbidity and mortality, different from those of its European
neighbours. It has a unique system or organisation and financing of medical
care, reflecting this country’s history, needs and politics. And Ireland faces parti-
cularly difficult problems today and in the future in attempting to control health
expenditures.

Public health services in Ireland are delivered through a decentralised organi-
sation consisting of eight regional, multi-county Health Board areas. Though it
is not yet time to discuss organisation (see Chapter 4), as some of the data to be
presented are given by Health Board area, it is useful briefly to introduce the
areas. The eight areas are listed in Table 3.1 and shown in Figure 3.1.2B Their
populations ranged in 1981 from 202,146 in the Midlands to 1,194,735 in the
Eastern Health Board area. Those aged 65 and over, who are particularly signi-
ficant to the health services, ranged from 8.4 per cent of the population in the
Eastern region, to 14.5 per cent in the North-Western Health Board area, in
1979.

27References to the European Community are to the nine nations who were members in 1980,
prior to the accession of Greece.
~SThe eight Health Board areas are identical to the eight Planning Regions, except that County
Meath is in the North-Eastern Health Board area and the Eastern Planning Region, and
Roscommon is in the Western Health Board area but in the Midland Planning Region. (The
Health Board area called "Southern" is the same as the Planning Region called "South-
Western.")
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Table 3.1:

IRISH MEDICAL CARE RESOURCES

Health Board Areas: Constituent Counties, 1981 Population and Area

Population Area,
Health Board Constituent Counties 1981 sq. mls.

Eastern Dublin 1,194,735 ~1,792
Kildare
Wicklow

Midlands Laois 202,146 2,519
L ongford
Offaly
Westmeath

A,Iid- Western Clare 308,212 3,038
Limerick
Tipperary North Riding

North-Eastern Cavan 288,980 2,448
Louth
Meath
Monaghan

North-Western Donegal 208,195 3,147
Leitrim
Sligo

South-Eastern Carlow 374,575 3,631
Kilkenny
Tipperary South Riding
Waterford
Wexford

Southern Cork 525,235 4,695
Kerry

Western Galway 341,327 5,328
Mayo
Roscommon

For comparison purposes, Irish data on mortality, morbidity and medical
care are sometimes shown together in this chapter with figures for the other
members of the European Community. It is recognised that there are consider-
able differences among these countries, with respect to their populations, areas,
incomes, industrial structures, age compositions, meteorological conditions,
etc., and that direct comparisons may often be misleading. But data on deaths
per 100,000 population by cause, or on hospital beds per 1,000 population, or on
per cent of GNP devoted to health services, are difficult to interpret apart from a
comparative context. Hence, such comparisons, when cautiously interpreted,
serve a useful purpose. Cultural, linguistic and meteorological similarities make
comparisons with the United Kingdom particularly apt.
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A. Morbidity and Mortality in Ireland

Our discussion begins with mortality and morbidity, so it is worth a reminder
that the relationship between them and medical care or health expenditures
does not appear to be a strong one. Evidence from among the developed coun-
tries gives us no reason to believe that those nations spending more, either per
capita or in relationship to income, on medical care or health programmes will
necessarily experience observably better health conditions (See Chapter 2).

The Irish life expectancy at birth, shown with comparable statistics from
other countries in Table 3.2, is high. Female life expectancy in 1970 was, how-
ever, the lowest in the Community, at 73.5; male life expectancy was above the
median, at 68.8. As Table 3.3 shows, there has been a substantial improvement
in both of these figures between 1925-27 and 1970-72. Male life expectancy at
birth has increased by 19.9 per cent; for females, the increase has been 26.9 per
cent. A closer look at Table 3.3 reveals that the improvement, for males, has
been greatest in the early years of life, especially the first year. During the same
45 year period, male life expectancy at 25 increased by only 9.2 per cent; and life
expectancy at 65 and 75 actually fell during the period. For females, the
improvement has been spread more evenly over the years of age, partly reflect-
ing reductions in maternal mortality. Note also the comparison between
1960-62 and 1970-72. For males, life expectancy at every age except 0 and 75
actually fell during the period. For females, life expectancy at every age con-
tinued to grow at a modest pace.

Table 3.2 also records infant and maternal mortality rates. The reported 1980
Irish rate of infant mortality of 11.2 deaths per 1,000 is the Community median.

Table 3.2: Selected mortality statistics
European Community

Maternal
Infant mortality Life

mortality pet 1,000 expectancy
per 1,000 births, 1975 at birth, 1970

State births, 1980 or (1974) male female

German Federal Republic 12.6 0.39 67.4 73.8
France 10.0 0.25 (c) 68.3 75.9
Italy 14.3 0.25 69.0 74.9
Netherlands 8.6 0.11 70.7 76.5
Belgium 11.0 0.04 (c) 67.8 74.2
Luxembourg 11.5 (a) 67.0 (e) 73.9
United Kingdom 12.1 0.14 (d) . 68.6 74.9
h’eland 11.2 0.07 (t) 68.8 (b) 73.5 (b)
Denmark 8.4 0.06 70.5 75.4

Notes: (a) Absolute number too low to establish meaningful rate. (b) 1971. (c) 1972. (d) 1973. (e)
1974. (f) Source: Statistical Abstract of heland, 1976.
Source: Eurostat, Social Indicators for the European Community except as in (f).
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Table 3.3: Irish life expectancies, 1960-62, 1970-72; comparison between 1925-27
and 1970-72

1970-72 1960-62

Percentage
change

between
1925-27 and

1970-72

Males:
Number of additional years a
person can expect to live at age

Females:
Number of additional years a
person can expect to live at age

0 68.8 68.1 +19.9%
1 69.2 69.3 +13.1%
5 65.5 65.7 +10.1%

25 46.3 46.4 +9.2%
45 27.6 27.8 +4.2%
65 12.4 12.6 -3.1%
75 7.3 7.1 -5.2%

0 73.5 71.9 +26.9%
1 73.8 72.7 +21.4%
5 70.0 69.0 +18.2%

25 50.5 49.5 +19.1%
45 31.4 30.7 +16.3%
65 15.0 14.4 +11.9%
75 8.5 8.1 +1.2%

Source: [fish Statistical Bulletin, Various issues, as cited in Dept. of Health (1980).

The maternal mortality rate, quite low at 0.07 in 1975, rose a bit to 0.14 in 1979,
and fell to provisional figures of 0.04 in 1980 and 0.00 (nil) in 1981. (Some pro-
blems of international comparison ofperinatal and infant mortality are discuss-
ed in Kirke (1981) and Kirke and Brannick (1981)).

In Chapter 2, it was noted that in developed countries, morbidity and mortal-
ity due to infectious diseases had declined drastically over the past two genera-
tions, while conditions associated either with natural or biological processes
(mainly ageing), and especially conditions relating primarily to lifestyle or other
environmentally-determined factors, were increasing in significance, both
absolutely and relatively to other causes. This is true no less in Ireland than else-
where. Mortality associated with smallpox, scarlet fever, whooping cough,
measles, typhoid and other infectious diseases has fallen dramatically. The most
striking and important improvement has involved tuberculosis, once a major
killer in Ireland, and today a relatively minor one. In 1925, the Irish tuberculosis
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death rate was 156.6 per 100,000 population. In 1935, the rate was still as high as
126.9 and in 1945, 125.1. It was at that point that the significant drop began. By
1955, the death rate was only 30.4 per 100,000; by 1965, 11.6; and 1975, 5.0.
Indeed, as Table 3.4 indicates, the death rate for all infective and parasitic
diseases stood at only 10.5 (males) and 8.3 (females) per 100,000 in 1979. On the
other hand, cancer was in the 1960s and 1970s the single fastest rising cause of
death in Ireland. Though the death rate from cancer (neoplasms) was among the
lowest in the Community, Table 3.4 shows it to be second only to heart disease as
a cause of death in Ireland. Both cancer and heart disease are regarded as signifi-
cantly influenced by lifestyle and environmental conditions, though heart
disease is also strongly associated with the ageing process. The death rates for
lung cancer place Ireland higher (worse) in the "league table" than those for
cancer in general, perhaps reflecting the fact that Ireland is reported to have the
second highest, and possibly the highest, cigarette consumption rate in the Euro-

Table 3.4: Deaths in Ireland by selected causes, per 100,000 population, 1979, with
European Community rank (from lowest)

Cause

Deaths per 100,000 Ireland’s EC Rank

Male Female Male Female

Infectious and parasitic diseases 10.5 8.3 5 8
Neoplasms 204.0 170.8 1 2

of which lung cancer 37.3 20.4 3 8I’)
Ischaemic heart disease 313.5 181.4 7 6
Respiratory system, diseases of 139.9 108.2 8la) 8I’l

of which bronchitis 44.7 22.6 5I’) 8�’)

Digestive System, diseases of 28.4 24.8 2(’) 11")
of which cirrhosis of the liver 4.2 2.4 1 1

Other diseases 81.9 76.2 4la) 3c’)

External causes of injury 77.8 33.6 3I~) 1�’)

of which motor vehicle accidents 27.9 9.3 4 2
of which suicide 8.6 2.9 2 1

All causes 1,104.1 4 3

Note: Except as in Note a, below, rank order based on 1974 data for Italy; 1976 for Germany,
France, Netherlands, Belgium, Denmark, and the United Kingdom; 1977 for Luxembourg; and
1979 for Ireland.

l’lRank order based on 1972 data for Italy; 1974 for’Belgium, Luxembourg, France, and the
United Kingdom; t975 for Germany, Netherlands, and Denmark; and 1979 for Ireland.
Sources: For Ireland, Report on Vital Statistics 1979, Central Statistics Office, Dublin, 1983. For other
countries (for ranks), Eurostat, Social Indicators for the European Community, 1980, except as in note a,
1977 edition,
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pean Community.29 Essentially, a non-industrial city, Dublin experiences air

pollution comparable to that found in the most industrial cities of Europe

(Walsh and Bailey, 1979). Ireland is also said to have the highest bowel cancer
mortality rate in the Community. Death rates from heart disease, while as noted

higher than those from any other cause, appear to have stabilised in the last

decade.

After heart disease and cancer, the third most important cause of death in

Ireland is respiratory disease, which consists primarily of pneumonia and bron-

chitis. This cause of death is worthy of particular attention, because the Irish
rate, together with the British, stands apart from those of other developed coun-

tries, in the European Community or outside. Ireland and the UK have very
similar mortality rates from respiratory illness; the other seven members have

rates which are considerably lower. Irish meteorological conditions, which are

in general shared with those of Britain, are important in explaining this excep-
tional mortality experience. Cigarette consumption and air pollution also play a

part.3° As will be noted below, respiratory problems are particularly acute in

Dublin.
The Irish death rates for diseases of the digestive system are, by contrast,

among the lowest in the Community, in fact in the world. The reported Irish

death rate from cirrhosis of the liver, a disease associated with excessive alcohol

consumption, is the lowest in the Community. (This contrasts with the reported
alcoholism rate; see Table 3.7). The Irish rate for external causes of injury

accidents, violence, suicide, etc., is quite low, and the rate of suicide is the lowest

’~9Figures for 1978 showed, in descending order of magnitude, the following Community "league
table" for cigarette sales per person: Luxembourg, 3,019; Ireland, 2,398; United Kingdom, 2,247;
Germany, 2,008; Netherlands, 1,693; Belgium, 1,625; Italy, 1,573; France, 1,554; and Denmark,
1,454. (Irish Times, January 29, 1980). However, it should be noted that these statistics relate to
sales, rather than consumption; and as Luxembourg has a lower rate of tax than adjoining states --
indeed, the lowest rate of cigarette tax in the Community -- it is possible that its sales figures are
inflated by large sales to foreign consumers. Thus, it appears likely that per capita consumption
may be higher in h’eland than in any other member state.

3°A 1975 international study to determine the effects of air pollution on respiratory disease pointed
to particularly severe problems in Dublin (Medico-Social Research Board, 1977). The Medico-
Social Research Board, which conducted the Irish part of the study, reported on results in 19
urban areas, including Dublin, Cork and Galway in Ireland. Primary school children, chosen as to
be sensitive indicators of the respiratory health of the whole population, were surveyed to
determine the prevalence of the following respiratory symptoms: cough; breathlessness; wheezing;
asthma. The children were categorised as to whether there was a tobacco smoker in the same
household. The highest prevalences of respiratory symptoms in the entire survey were found in
Dublin and in the three English cities in the study, all of them highly industrial: Hartlepool,
Middlesbrough and Stockton. The Dublin rate was the highest in the study for the categories, boys
with a smoker in the home, and girls with no smokers; and was third highest tbr girls with a smoker
in the home. The rates exceeded those of such highly industrialised cities as Lyon, Paris, Milan and
Venice. Setting aside rankings, the actual rates were alarming. More than one-third of Dublin
boys and girls with a smoker in the home, and of girls with no smoker, reported respiratory
symptoms. Cork and Galway reported about halt" the respiratory symptoms reported in Dublin.
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reported in the Community, though more reporting errors are thought to affect
suicide than any other cause of death. The rate for motor vehicle accidents is
somewhat higher, and while below the Community average, is none the less
cause for concern.

In Table 3.5 death rates for selected causes are compared among the eight
h’ish Health Board areas. It will be seen that the North-Western Health Board
area has the highest death rate at 12.2 per 1,000 population, 27 per cent higher
than the rest of the country. This is explained in part by demographic differ-
ences; 14.9 per cent of the North-West’s population is aged 65 or more, as com-
pared with 11.1 for the country as a whole. This contributes to an explanation of
the higher circulatory (including heart) disease and cancer death rates. The
North-Eastern area has a motor vehicle accident death rate which is almost
double that of the rest of the country (28.1 per 100,000 in the North-Eastern, as
compared with 15.9 in the other seven regions, and 17.0 for the country as a
whole).

Irish morbidity data show similar patterns to those shown by mortality data.
In 1980, 543,698 patients were treated in Irish public (Health Board and Volun-
tary Public) hospitals, and another 41,483 were treated in private hospitals
(Table 3.6). This amounts to one discharge for every six persons. Of the total,
372,899 are included in the Hospital In-Patient Enquiry (or HIPE), which are
the best morbidity data available. (The difference is due to non-reporting by
some hospitals. There are no data on ambulatory morbidity.) The 1980 HIPE
data are shown in Table 3.7. Accidents, poisonings and violence accounted for
the largest number of hospital stays (discharges) followed by diseases of the re-
spiratory system.

In addition to respiratory disease, some diseases and congenital conditions are
known to be particularly prevalent in Ireland. Coeliac disease occurs in Ireland
at three times the rate in England and Wales, and is particularly prevalent in the
West of Ireland. There is a region of endemic goitre in South Tipperary. A
condition called "farmer’s lung," caused by inhaling material from mouldy hay,
is common in North-West Ireland (Shelley, et al., 1979). Schizophrenia is also
more common in Ireland: among males aged 25-34, the Irish rate is treble that of
England and Wales.al "Dublin shares with Belfast," O’Donovan (1976) reports,
"the unwelcome distinction of having the highest frequency of neurological mal-
formations (anencephalous and spina bifida) in any community in which
records are available."

A number of conditions show marked differences between rural and urban
prevalences, and these for the most part relate to lifestyle and environmental in-
fluences, especially what appear to be higher rates of alcohol consumption and
cigarette smoking, and poorer air quality, in urban areas, especially Dublin.
HIPE data show five conditions for which the reported prevalences among men

3’However, schizophrenia prevalences are sensitive to the particular definition employed and
cross-national comparisons are not always valid.



Table 3.5: Mortality: numbers and rates by selected causes of death by Health Board area, 1979

Mid- North- North- South-
Eastern Midland Western Eastern Western Eastern Southern Western Ireland

Total deaths 9,294 2,049 2,856 2,700 2,501 3,855 5,616 3,919 32,790

Crude death rate
(per 1,000 population) 8.0 10.4 9.5 9.6 12.2 10.5 10.9 11.7 9.7

INFANT MORTALITY
Total deaths 344 53 91 76 42 107 133 52 o 898

Rate
(per 1,000 live births) 13.3 12.4 14.2 12.1 10.2 13.1 12.2 8.2 12.4

NEO-NATAL MORTALITY
Total Deaths 221 29 76 56 24 67 93 27 593

Rate
(per 1,000 live births) 8.5 6.8 11.9 8.9 5.8 8.2 8.5 4.3 8.2

CIRCULATORY SYSTEM
Total deaths 4,260 1,147 1,599 1,389 1,342 1,994 2,878 2,238 16,847
Rate (per 100,000

population)              365.7 579.4 531.6 494.4 656.6 543.6 557.2 666.0 500.2

CANCER
Total Deaths 1,907 318 494 490 413 693 1,025 605 5,945

Rate (per 100,000
population) 163.7 160.6 164.2 174.4 202.1 188.9 198.5 180.0 176.5

MOTOR VEHICLE ACCIDENTS
Total deaths 202 37 32 79 22 67 84 48 571

Rate (per 100,000
population) 17.3 18.7 10.6 28.1 10.8 18.3 16.3 14.3 17.0

Source: Central Statistics Office, as cited in Department of Health (1981).
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Table 3.6: Patients treated in hospital, average stay and total patient-days,

1973-1981

Public hospitals

Patients Patients
treated, treated, Patient
public private Average days Patient days

Year hospitalsI"~ hospitals stay (days) (’2(1000)Ibl per capita

1973 418,279 (n.a.) 12.4 5,187 1.7
1974 441,011 (n.a.) 11.3 4,983 1.6
1975 456,140 40,240 11.4 5,200 1.6
1976 472,898 41,535 10.8 5,107 1.6
1977 489,533 39,268 10.3 5,276 1.6
1978 512,261 40,968 10.4 5,404 1.6
1979 519,654 41,231 9.6 4,989 1.5
1980 543,698 41,483 9.7 5,274 1.6
1981 559,563 (n.a.) 9.4 5,260 1.5

I")Health Board Hospitals plus Voluntary Public Hospitals.
l~)Patients treated (col. 2) multiplied by average stay (col. 4).
Source: Department of Health.

in Dublin County Borough was greater than 150 per cent of that in rural districts

in 1970-72. In all five cases, Dublin prevalence rates exceeded those in the re-

maining urban districts, with rural rates still lower. The five, in descending
order of excess Dublin prevalence over rural rates, were cancer of trachea, bron-

chus and lung, 202 per cent; cirrhosis of liver, 192 per cent; tuberculosis of re-

spiratory system, 161 per cent; pneumonia, 158 per cent; and bronchitis, emphy-
sema and asthma, 157 per cent.32 Of the five, four are respiratory conditions, the

exception being cirrhosis of the liver. That condition, pneumonia, and tuber-

culosis are associated with high consumption of alcohol, while lung cancer and

chronic bronchitis are well known correlates of high cigarette consumption.
Adult males in the Dublin area smoked 36 per cent more cigarettes than rural

men in 1971, and alcohol expenditure was 48 per cent higher, per capita, in

urban than rural households in 1973 (Ward, Healy and Dean, 1978). This study
was conducted more than a decade ago, and conditions may well have changed

in the intervening years.

Neither mortality nor morbidity data are recorded on a socio-economic class

basis (except psychiatric admissions, discussed below). There is some crude evi-

:~2Among women, no excess prevalence exceeded 150 per cent, but the following exceeded 125 per
cent: pnemnonia, 145 per cent; benign and unspecified neoplasms, 143 per cent; cancer of trachea,
bronchus and lung, 141 per cent; and bronchitis, emphysema and asthma, 129 per cent. Thus
Dublin women have higher rates of respiratory illness than rural women, though the difference is
not so great as among men. In 1971, adult females in the Dublin area smoked 90 per cent more
cigarettes than rural women (Ward, Healy and Dean, 1978).
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Table 3.7: Hospital in-patient enquiry: number of discharges and average duration of
stay by diagnostic category, 1980

Average
Number duration

Diagnosis of cases % of stay

Accidents, poisoning, and violence
Diseases of the respiratory system
Symptoms and ill-defined conditions
Special admissions and consultations
Diseases of the digestive system
Diseases of the circulatory system
Diseases of the genito-urinary system
Neoplasms
Diseases of the nervous system and

sense organs
Infective and parasitic diseases
Diseases of the musculo-skeletal system

and connective tissue
Diseases of the skin and subcutaneous

tissue
Endocrine, nutritional and metabolic

diseases
Congenital anomalies
Diseases of the blood and blood forming

organs
Miscellaneous

50 650
39 510
36 627
33 845
35 O62
33 539
27 690
18 383

13.6 8.1
10.6 11.4

9.8 7.8
9.1 5.7
9.4 9.3
9.0 17.1
7.4 7.6
4.9 15.9

20,415 5.5 10.5
13,615 3.7 12.4

15,041 4.0 15.4

9,977 2.7 8.1

8,553 2.3    11.8
6,890 1.8             10.6

3,715 1.0    9.2
19,387 5.2              8.8

Total 372,899 100.0 10.2

Afore: The Hospital In-Patient Enquiry does not cover all discharges from hospitals. See Table 3.6.
Source: Hospital In-Patient Enquiry, Medlco-Social Research Board.

dence pointing to higher prevalences of certain conditions among persons of
lower incomes. These include diseases of the digestive system; neoplasms;
diseases of the respiratory system; diseases of the circulatory system; and acci-
dents, poisonings and violence.3a There is also independent evidence pointing to
higher rates of heart disease among lower socio-economic groups (Mulcahy,
Graham, Hickey and Daly, 1980).

In 1983, approximately 4,000 women giving addresses in Ireland had legal

:~3These are conditions reported at least one-third more frequently in HIPE ’than in comparable
reports from the Voluntary Health Insurance Board, the latter being drawn from a somewhat
higher socio-economic group, though the two groups substantially overlap (see Tussing, 1982c).
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abortions performed in England. Nearly 60 per cent were from County Dublin,
though only about one-third of Irish women aged 15-29 lived in Co. Dublin at
the time of the 1981 Census (Medico-Social Research Board, 1984).

In 1980, there were 27,098 reported admissions to psychiatric hospitals and
units of general hospitals,84 approximately one admission for every 124 persons.
Over one-fourth of the admissions (26 per cent) were for the diagnosed condi-
tions alcoholism or alcoholic psychosis. Nearly as many, 24 per cent, were for
schizophrenia and 21 per cent were for manic-depressive psychosis. The
Medico-Social Research Board (1981) reports on admission rates per 100,000
population, by socio-economic group, as established by the reported occupation
of the head of household. Reported admission rates are strongly associated with
social class. The unskilled manual rate of 1,621.6 admissions per 100,000
population, dominated by the same three conditions (led however by schizo-
phrenia rather than alcoholism), implies one admission for every 62 persons in
this group. Their rate is more than twice the national average. In descending
order, the three socio-economic groups with the next highest admission rates
were other non-manual (1,057.7 per 100,000); other agricultural (975.1); an
intermediate non-manual (950.3). These are also relatively low socio-economic
groups. It is clear that reported admission to psychiatric hospital or unit is consis-
tently and significantly inversely related to socio-economic status (Medico-
Social Research Board, 1981).

Irish emigrants to England show a similar pattern of psychiatric admissions,
decidedly different from that of UK residents. "Irish male immigrants had twice
and female immigrants 1.7 times the expected number of first admissions to psy-
chiatric hospitals in South-East England in 1976 when expected number was
based on the age- and sex-standardised rates of first admission of the population
born in the United Kingdom living in the region. Admission for alcoholism and
alcohol psychosis was five times higher in men and four times higher in women,
and for schizophrenia 2.4 times as high in both sexes ... Marital state, socio-
economic group, and occupation may partly account for the high number of ad-
missions for alcoholism and schizophrenia ..." (Dean, Downing and Shelley,
1981).

A health and mental health problem of significant though localised propor-
tions which has apparently arisen only recently is the high use of addictive illegal
narcotic drugs in areas of high unemployment and disadvantage in Dublin City,
especially in the North-Central region (Medico-Social Research Board, 1982).

The following stand out in our review of Irish mortality and morbidity: Life

:~4The psychiatric survey was said to be nearly complete in 1979. All psychiatric units and
hospitals, with the exception of a unit in one voluntary general hospital reported (O’Hare and
Walsh, 1979). "The year of the survey, 1977, was the fil~t year since the War in which there was an
overall decline in the number of admissions to psychiatric hospitals. This is partly attributed to a
greater provision of community-based psychiatric services. It could be that higher socio-economic
groups make more use of these facilities and this could account for the relative drop in their rates of
admission," (Tussing, 1982c).
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expectancy at birth is high in Ireland, though the level for women is the lowest in
the European Community. Infant and maternal mortality are low and seem to
be falling. Like other European countries, Ireland has experienced significant
improvements in infant mortality, and in the toll of infectious and parasitic
diseases, in the twentieth century. The death rate for cancer is the lowest in the
Community, but this is the most rapidly growing cause of death in this country.
The second fastest rising cause is motor vehicle accidents. Heart disease is the
single leading cause of death, cancer the second and respiratory disease is the
third. The last stands out as uniquely high in both Ireland and Britain. Respira-
tory illness seems to be suffered in Ireland more by low- than high-income
persons, and more by urban than rural populations. Cancers in general and
accidents and violence also appear to be suffered disproportionately by members
of lower-socio-economic groups, as are all reported causes of admission to psy-
chiatric hospitals or units. In addition, lung cancer and cirrhosis of the liver
appear to be more prevalent in urban than in rural populations.



Chapter 4

THE IRISH SYSTEM OF MEDICAL CARE

The Irish system of medical care can be described in the following terms. It is a
"dual" system, with both public and private components. The two parts contain
large elements of’cross-subsidisation, and the nominally private side is financed
largely, perhaps mainly, by government, The public side is decentralised in ad-
ministration, at least far more than is common elsewhere in the Irish public ser-
vice. However, as the regional Health Boards have virtually no independent
sources of income, and receive practically all their funds from the Department of
Health, the system is more centralised than in many other countries having local
health authorities. The private system has an effectively functioning Voluntary
Health Insurance Board, a state-sponsored body.

The public scheme provides for three classes of eligibility, with the number of
free services or the extent ofsubsidisation depending (mainly) on one’s income.
It is intended that no one be deprived of needed care for economic reasons, and
this goal is close to being met.

The standard of care is high, and medical personnel have available to them all
modern methods and materials, though there are specific problems, e.g., those
arising out of the organisation of general practice and out of the age of some of
the main hospitals. Primary care is provided by general practitioners; specialists
are seen mainly on ret~rral; and though lip-service has been paid to community
care, the system remains strongly a hospital-centred one.

As the foregoing implies, the Irish system of medical care consists in fact of a
number of constituent sub-systems: an organisation structure for the public
health services, centred on regional Health Boards; a scheme of entitlement to
publicly financed services; a structure for private care; a scheme for private,
voluntary insurance; and a system for the delivery of medical care services.
These constituent sub-systems will be examined, in turn, below.

A. The Organisation of Public Health Services

Figure 4.1 shows the administrative structure of the health services. The Mini-
ster tbr Health is a member of the Government, which draws its authority from
the Houses of Parliament (the Oireachtas). He or she heads a Department of
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Figure 4.1: Organisation of Public Health Services of Ireland.

Health which has primarily a planning, budgeting and reporting function, and

which itself spends only about one per cent of current public health outlays. Ser-

vices on the ground are provided by and through the eight regional Health
Boards (Hensey, 1979). This description probably understates the strong con-

trolling power the Department has over the Health Boards and other health
agencies.

Each Health Board runs a hospital programme and a community care pro-

gramme. Community care consists of preventative health services, the general
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practitioner services, dental and public health nursing services and social work.
Most of these are operated at a local (usually county) level rather than at a
Heahh Board level. The Director of Community Care must be a qualified doc-
tor, and under him o1" her there are employed medical officers, dentists, public
health nurses, heahh inspectors, community welfare officers, social workers,
midwives and home helps.

In addition, general practitioner (GP) services come under Community Care.
The GPs are not, however, Health Board employees, but are independent pro-
fessionals who provide services on a fee-for-service basis. Those persons eligible
lbr free GP care (see below) have their fees paid for them by the state. Claims for
lees in ,’espect of services provided are submitted monthly by doctors to the
General Medical Services (Payments) Board and doctors are paid directly by the
Board. The Board is nationwide, established jointly by the eight Health Boards.
The GMS (Payments) Board also pays pharmacists who dispense pharma-
ceutical medicines tbr the same clients. (Broken lines to GPs and pharmacists in
Figm’e 4.1 indicate that they are not public employees but rather independent,
private professionals, even though they are part of the system providing public
medical care.)3"~

There are, broadly speaking, three kinds of hospitals in Ireland. Health Board
hospitals are owned, financed and operated by the Health Boards. Voluntary
Public Hospitals are owned in the main by religious orders and receive their
budgets directly from the Department of Health. Private hospitals, discussed
later, do not appear in Figure 4.1. Within the Health Boards, a distinction is
made between general hospitals and special hospitals, the latter including
hospitalisation for psychiatric, geriatric and mentally handicapped patients.
Consuhant specialists in Voluntary Hospitals, though they may receive a salary
(as discussed later), like to think of themselves as independent professionals with
contractual rather than employer-employee relationships with the hospitals.
Junior doctors, nurses, physiotherapists, and other hospital staffare, on the other
hand, Health Board (or Voluntary Hospital) employees.

The one remaining box in Figure 4.1 is that ofComhairle na nlDspidfial, the
hospital council, which regulates the types and numbers of consultants appoint-
ed to \:oluntary Public and Health Board hospitals, and also acts as a general
advisory bocly on the hospital services. The line running from Comhairle na
nOspideal to consultant specialists in Figure 4.1 might well be thought of as
running in the opposite direction, as the consultants dominate the council. The
Department of Health seems inclined to establish independent agencies to carry
out aspects of its work which tbr one reason or another it feels cannot be done

:~5Certain tbr,ner permanent District Medical Officers have guaranteed incomes and a small
number claim salaries instead of fees. Other such doctors have guaranteed incomes but opt tbr f~e
payment. In addition to tizes paid by the GMS (Payment) Board, ti~es to tbrmer District Medical
Officers and allowances to other doctors participating in the scheme are paid by Health Boards.
See Note 47.
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within the departmental framework. Other examples, besides Comhairle,
include the Health Education Bureau, the Post-graduate Medical and Dental
Council and the National Social Service Board.

As will be discussed in Chapter 5, hospitals account for approximately 75 per
cent of public health expenditures (general hospitals something over 50 per cent,
and the special hospitals something over 20 per cent); Community Health Ser-
vices about 15 per cent; other Community Care and Preventive Services to-
gether account for another approximately 5 per cent; and administrative costs
about 5 per cent.

The Department of Health provides the Health Boards with annual budgets
from which they make their own allocations. The Department also provides
money directly to Voluntary Hospitals, "on behalf of’ Health Boards. (This
relationship between Health Boards and Voluntary Hospitals explains the
broken line between them in Figure 4.1.)

The System of Entitlement
The Irish health care system provides a complex system of entitlement to free

or subsidised medical care. Basically, there are three groups of services or bene-
fits. There are, first, those to which all persons, regardless of income or situation,
are entitled. There are, second, some additional services or benelits to which all
but approximately the highest 15 per cent in the income distribution are
entitled; and there are, third, the comprehensive benefits -- consisting of
virtually all medical care services, provided free of charge at the point of use --
to which the lowest third of the income distribution are entitled.

The pattern of entitlement is shown in Figure 4.2. (Figure 4.2 is intended to
show the principal services and does not include every type of service and there
are qualifications to some of the items shown. See the current leaflet published
by the Department of Health, "Summary of Health Services." For a useful
handbook on entitlement, see Gormley, 1980.) Note that everyone in Ireland is
entitled to free hospital accommodation, in a public ward only. In addition, all
persons are eligible for free specialist out-patient services, including x-ray and
diagnostic procedures, if these are carried out at a public hospital, even though
the person may be a patient in a private room, ward, or hospital. There are free
services available to victims of infectious diseases, and chronic illnesses, and to
children suffering from mental illness, mental handicap, or acute leukaemia. In
addition, all persons are entitled to assistance with the cost of pharmaceutical
medicines, though the form of assistance varies with category of eligibility. Per-
sons in Category I are provided all prescribed medicines free of charge, while
those in Categories II and III are eligible for subsidies.36 The benefits available to

:~As of March, 1980, households bore the cost of the first £8 of prescribed medicines in a month and
were reimbursed by their Health Boards tbr an outlay in excess of that amount. As of 1984, the
refund was the excess over £28.
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Figure 4.2: Medical care entitlement under the Health Services - Categories I, II,

and III*

Category I Category II Category III

General practitioner
care.

..........................

Dental, 0~hthalmic, and
aural services.

Maternity: medical, surgical, and midwifery
services.

Infant welfare service.

Consultant specialist services, out-patient
and in-patient.

Prescribed medicines:
provided free.

Prescribed medicines: subsidy toward cost of
those not provided free (below).

Hospital accomodation (exclusive of doctors’ fees) in public ward of
public hospital.

Specialist out-patient services including x-ray and diagnostic proce-
dures (excluding consultants’ fees - see above) if carried out at a
public hospital (even for patients of private hospitals).

Infectious diseases: immunisation, hospital treatment.

Chronic illness: all persons, prescribed medicines; children only,
certain illnesses, hospital treatment.

Mental handicap, mental illness: children only, hospital services.

Mental illness and acute leukaemia: Children only, prescribed
medicines.

Infant screenin9 and child health examinations.

*Category I eligibility covers roughly the lowest third of the income distribution, and Category III
roughly the highest 15 per cent. See text.
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all, including the drugs subsidy scheme, are the only benefits available to persons
in Category III.37

There are two differences between Categories II and III. The main one is that
persons in Category II receive free consultant specialist services, while those in
Category III must be private patients of consultant specialists, whether on an in-
patient or an out-patient basis, except of course tbr the infectious or chronic ill-
nesses for which all services are free to all. In addition, maternity care is available
from GPs under the mother and infant scheme without charge to persons in
Category II but not to those in Category III.

Those in Category I receive all the services available to those in Category II,
and in addition receive free GP care and dental, ophthalmic, and aural services,
including the cost of dentures, eyeglasses and hearing aids. In addition, as noted
above, the full cost of prescription medicines, and not merely a partial subsidy, is
provided to persons in Category I.

In general, persons in all three Categories use the same facilities and see the
same doctors. Persons in Category I are entitled to choose their own general
practitioners, and most GPs with public patients have private patients as well,
and vice versa. However, it has sometimes been argued that GPs spend less time
with public patients.3a Private patients pay fees which are, in general, roughly
1.6 times those paid on behalf of public patients. Private patients of consultant
specialists are almost always treated by the consultant personally, while public
patients may well be treated by a junior doctor working under the consultant.
Public patients may have to wait longer for admission to hospital, while private
patients can "queue-jump", though our survey showed no ditference in wait for
admission either by eligibility category or Voluntary Health Insurance cover
(see Appendix Table A.42).

As indicated in Figure 4.2, persons in Category I are eligible for fi~ee dental
care from dental officers employed by the Health Boards or from dentists in pri-
vate practice who render their services on a t~e-per-item basis to the Health
Boards. In addition, children are eligible, where the dental problem came to
light in a school health examination, or at a health clinic or health centre.39

However, patterns of eligibility for fi’ee or subsidised dental care are more com-
plex than this indicates. Complications arise from two facts. (1) There never
have been enough Health Board dentists to provide a comprehensive dental ser-
vice to all who are eligible. Hence services are provided on a priority basis to
such groups as pre-school and National School children, nursing and expectant
mothers, the aged and the handicapped. Those with Category I eligibility falling
outside these groups find that as a practical matter they cannot avail of dental

:~7Tax relief tbr VHI premiums and lbr most unreimbursed private medical expenditures,
discussed somewhat later, constitute important lbrms of public aid lbr medical care not shown in
Figure 4.2.
:~"See Note 20, Chapter 2.
39The children eligible are those referred under the Health Act, 1970, broadly speaking pre-school
and~National School children.
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services for which they are nominally eligible. (2) There is another scheme for
dental care, operated by the department of Social Welfare. Workers (but not
their dependants) qualify through Social Welfare contributions and receive free
o1" subsidised care fi’om a private dentist who is on the Department’s Dental
Panel.a° Thus, many persons with Category II or III eligibility qualify for or
receive free dental care.

Category II eligibility is determined quite differently from Category I. Cate-
gory I eligibility is based on income, number of dependants, household expenses
and exceptional expenses involved in travel to work. In addition, any other con-
sideration such as chronic illness can be taken into account at the discretion of
the CEO (Chief Executive Offices) of the Health Board. In Category II, only
earnings are considered. Thus a single person with a given earnings and a family
often with the same earnings are deemed to have the same need. This approach
may create hardships for a large family with earnings above the Category II
eligibility threshold, who have large consultant specialist bills. As no adjust-
ments are made for living or commuting expenses, the difficulty could be acute
for some families with large household costs, etc. It seems more appropriate to
take family size into account.

If there is only one earner in the family, the Category II limit applies to that
person, and eligibility extends to everyone in the family. But if both husband and
wife have incomes, each one’s eligibility is determined by her or his own
earnings, and the children are deemed to be dependants of the parent with the
higher income. This creates the anomaly that should a spouse take work, thus
raising family income, he or she might thereby gain Category II eligibility pre-
viously lacking because the other spouse’s income was too high. In other words, a
rise in income can be the occasion for a gain in entitlement.

As of June 1983, the Category II eligibility cut-offwas£11,000. Let us assume
a hypothetical family consisting of husband, wife and children, with £12,000
annual income. If one parent earned the entire£12,000, no one would be eligible
under Category II. If one parent earned £9,000 and the other £3,000 then the
whole family would be in Category II. In Chapter 8, some changes in this scheme
are suggested.

Beginning in 1983, farm income has been assessed factually for both Category
I and Category II eligibility.

Among our 1980 survey respondents, approximately 33 per cent were covered
in Category I, 49 per cent in Category II and 18 per cent in Category III. How-
ever, these distributions did not apply to individual age groups. For example, in
the 65 and over age category, 76 per cent were in Category I, 21 per cent in Cate-
gory II and only 3 per cent in Category III.

l~Pel.’sons under 21 years of age need at least 26 social welfare contributions, and persons over 21
need at least 156 contributions, of which 26 are in the year immediately preceding the claim.
Filling, scalings and extractions are fi’ee, while dentures, crowns, inlays and bridges are subsidised
(Gormley, 1980).
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There were also significant regional differences in the distributions of
eligibility. Category I eligibility varied from 20 per cent (in the Eastern) to 46
per cent (in the Mid-Western). The Category II range was smaller, varying from
37 per cent (in the North-Eastern) to 54 per cent (in the Eastern). Category III
representation ranged from only 7 per cent (in both the Midland and the
Western) to a high of 26 (in the Eastern). The Eastern Health Board area was the
least typical in the country, having either the highest or lowest in each category.
By contrast the South-Eastern area was the most representative, with its profile
neatly matching that of the Republic as a whole. (See Appendix Tables A.36
and A.37 for details.)

The Private Sector
When we refer to the "private sector" of the Irish medical care system, we

refer to that part in which fees or charges are imposed, and where patients may
not avail of the service unless they pay for them. Public bodies can act in the pri-
vate sector (e.g., one might take a private or semi-private room in a public
hospital), and private providers can oiler services in the public sector (e.g., GPs,
who are independent private professionals, provide services in the Medical Card
population). As used here, "private sector" does not necessarily imply that the
fee or charge covers the full economic cost, average or marginal, of providing the
service. Such a strict definition would mean that the private sector would prob-
ably not exist in Ireland, as subsidies to the private sector, as defined here, are
quite important.

The private sector, so detined consists of the following:
-- General practitioner care for persons in Categories II and III (roughly

two-thirds of the population).
-- Dental, ophthalmic and aural services for about 30 per cent of the

population.
-- Maternity care for women in Category III.
-- Consultant specialist services for persons in Category III.
-- Maternity care, consultant specialist services and other services for

persons eligible for free care but who elect private or semi-private
accommodation.

-- Prescription medicines for persons in Categories II and III. (As noted,
significant subsidies apply; hence one might wish to regard the "private
sector" component as consisting of the net cost to consumers.)

Subsidies to the private sector are discussed presently. Estimates of private
household medical care expenditures in 1980 appear in the next chapter.

Seven per cent of households in our survey reported that other bodies or
organisations, mainly employers, provided them with help toward their medical
care costs. Estimates of the money amount of this aid, which forms part of private
medical care expenditures, appear in the next chapter.

VHI: Voluntary Health Insurance
Private medical insurance, i.e., insurance purchased by individuals against
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private medical costs, is available through the Voluntary Health Insurance
Board. The VHI, as it is known, is a state-sponsored body, organised by the state,
and run by a Board whose members are appointed by the Minister for Health. It
is characteristic of the blending of private and public sector in Ireland that
private insurance for private medical bills is provided by a state enterprise. The
VHI by virtue of its enabling legislation (Voluntary Health Insurance Act,
1957) has a virtual monopoly on private health insurance in Ireland.

Approximately 25 per cent of the population of Ireland are covered by VHI
insurance (see Table 4.1). This coverage is not uniform across the categories of
eligibility under the Health Services, however. Only about 4.6 per cent of per-
sons with Category I eligibility, and 19.8 per cent of those with Category II
eligibility have cover, according to our survey. By contrast, 77.7 per cent of those
with Category III eligibility have cover. Those with only Category III eligibility,
and without VHI cover, amount to only about 4 per cent of the population.
Thus when both health services eligibility and VHI cover are considered, 96 per
cent of the population are assured of first-penny protection against cost of
hospitalisation, both with respect to hospital charges and with respect to doctors’
t~es.

Membership in VHI is proportionately higher among persons in Category
III, not only because they must pay their own consultant specialist bills, in-
patient and out-patient, but also presumably because they have a higher de-
mand tbr private care.

Since the inception of VHI, cover has concentrated on hospital bills. Under
the scheme introduced in April 1979, coverage has two sections. One covers doc-
tors’ fees when subscribers are hospitalised. Coverage is so designed that in the

Table 4.1: I/HI Cover by categoo~ of Health Services eligibility, 1980, per cent of
population by age and sex

Category I Categoo~ H Category III All persons

Males 4.3 17.4 77.2 24.2
0-14 2.5 17.0 75.9 27.9

15-44 8.8 16.0 74.9 25.1
45-64 1.4 17.3 87.6 27.0
65+ 3.3 31.0 51.4 11.9

Females 4.8 22.6 78.2 26.8
0-14 2.7 18.0 84.0 31.4

15-44 10.4 22.8 68.4 30.0
45-64 2.0 27.8 78.8 25.6
65+ 4.1 32.8 20.0 9.8

All Pel:wns 4.6 19.8 77.7 25.5
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vast majority of cases doctors’ bills are covered in full.41 The doctors’ fees section
of benefits can be purchased jointly with a hospital plan, or separately under the
name, "Public Ward Scheme." Only about 3 per cent of subscribers opt for that
scheme, however; that is, about 97 per cent choose one or another of three
hospital plans. This implies that most people who buy VHI cover do want pri-
vate (or semi-private) hospital accommodation and private consultant care.
Under the three hospital plans, subscribers are covered, respectively, for charges
for semi-private or private rooms in public hospitals; private rooms in public
hospitals or semi-private rooms in private hospitals and nursing homes; and pri-
vate rooms in any hospital or nursing home. When a hospital plan is purchased,
the VHI guarantees to cover I00 per cent of hospital maintenance charges (at
the type of accommodation chosen). Thus the VHI normally provides its sub-
scribers with first-penny coverage of hospitalisation. That is, when a VHI sub-
scriber enters hospital, she or he can be confident that the VHI will cover all
costs. In other countries, by contrast, health insurance funds usually require
some form of subscriber cost-sharing, normally either a flat charge unrelated to
the size of the bill; a percentage share; or a deductible. We will comment further
on this point in the next chapter.

In addition to hospital maintenance, the hospital plan section of coverage also
provides for a number of out-patient benefits. "Day surgery", i.e., surgery per-
formed without admission to hospital for an overnight stay, is covered on the
same terms as in-patient surgery, i.e., on a first-penny basis. General practi-
tioner and out-patient specialist fees, and prescription medicines to the extent
not provided or subsidised by the Health Board, are covered subject to an
annual deductible and an annual ceiling.42 The deductible has the property that
before it is reached, medical expenses are born in full, and after it is reached, they
are wholly free.

For an analysis of VHI benefits, see the Report of the Joint Committee on
State-Sponsored Bodies (1980). In it, the committee commented:

The structure of the ... scheme, together with its active and successful
promotion, may generate an increase in demand for semi-private and
private rooms in public hospitals, and rooms in private hospitals, so that at
any given time the demand may exceed the supply.

In other words, the more successful the Board is in selling its policy, the less likely
any individual member is to receive the benefits contracted for. This is so, of
course, only if new private and semi-private capacity is not added to the Irish
hospital system; continued rapid growth in VHI membership certainly could

41As of 1983, subscribers were required to purchase 18 units of cover in this section and could buy
as many as 30. The VHI recommends at least 24. As an example, each unit provided £1 of cover tbr
a specialist consultation.

42As of 1983, the deductible was£120 for a family and £72 for an individual; the annual ceiling was
£800, £1,000 and £1,200, respectively, in the three plans.
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translate into the provision -- mainly by the state -- of more such private ac-
commodation. Our survey revealed that, for whatever reason, half of
hospitalised patients with VHI cover in 1980 were in rooms containing five or
more beds (Appendix Table A.40).

Though the VHI is a state enterprise, the state has never provided it with any
direct financial assistance, nor does it stand ready to underwrite losses. The state
does, however, provide the VHI with an important form of indirect assistance.
Subscribers are permitted to deduct premia, in full, against taxable income. The
Joint Committee commented,

The effect of this provision is the same, in terms of cost to the Exchequer and
in aid to VHI and its members, as an explicit cash grant equal to the
amount of tax reduction experienced by the members. No estimate exists,
however, of the amount. The Deputy General Manager of the VHI told the
Committee that he believed there was a "substantial sum involve." To any
individual subscriber, the cash value of the income tax provision is equal to
the amount of the subscription premium multiplied by the subscriber’s
marginal income tax rate, be it 25, 35, 45, 55, or 60 per cent. Because the
VHI draws its membership disproportionately from among those with
higher incomes ..., it is fair to assume that many subscribers have relatively
high marginal income tax rates. Hence it is conservative to estimate that
income tax relief provides an indirect subvention to the VHI of at least one-
third of its subscription income.

(Income tax rates have since been revised and are now 35, 45, 55, 60 and 65
per cent; the implicit subsidy is presumably somewhat higher.)

We argue in the next chapter that the VHI is now too large, in its membership
subscriptions, its excessive growth in part a consequence of indirect subsidies.

There are some important economic consequences to be noted of the VHI’s
monopoly in Ireland. According to the literature on the economics of health
insurance, there are two predictable differences between competitive and
monopoly situations in the provision of health insurance (P. J. Feldstein, 1979).

Where there is competition, sub-groups in the population with a low prob-
ability of a claim (the low-user population) pay lower premia than those with a
high probability of making a claim (the high-user population). For example,
premium levels often depend on age. In the USA, smokers are often required to
pay higher premia than n0n-smokers. Insurance companies are forced by
competition to equalise the benefit-premium ratios (the ratios of total benefits
paid to total premia collected) for major sub-groups in the population.

By contrast, monopoly health insurance underwriters tend to establish a
single set of premia which apply to the whole population -- a so-called "com-
munity rate". This is precisely what is done by VHI. In that case, benefit-
premium ratios for sub-groups are not equalised. Instead, the low-user popula-
tion has a low benefit-premium ratio and the high-user population has a high
benefit-premium ratio (probably higher than 1.0). Hence there is a redistribu-
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tion from the former to the latter. While one effect is probably to put health
insurance within reach of more people, and in particular to make it accessible to
more aged people, this pricing policy of health insurance has been critieised by
economists on efficiency grounds:

Depending upon the price elasticity of demand for insurance, low-user
groups would, under community rating, demand less insurance. Like an
excise tax that is placed on some goods and services and hence distorts their
relative prices, a community rate is a tax on the insurance premium of a
low-risk person (Feldstein).

The second difference between competition and monopoly in the provision of
health insurance is that where the former prevails, the public will normally be
presented with choices regarding the benefits for which they would like to buy
insurance and regarding the amount of co-payment (deductibles, co-insurance).
Monopoly insurers, by contrast, are more likely to offer a single plan or
~’package" for all insured. Like the community rating system, the single plan
also involved implicit patterns of cross-subsidisation.

As noted, the VHI offers three plans -- A, B and C -- for different types of
hospital accommodation. In addition, they offer the so-called ~public ward
scheme" which only provides for doctors’ fees. These options provide an
extremely narrow choice set, exactly as health insurance theory predicts. More-
over, as the plans A, B and C are not separately funded, there may be cross-
subsidisation of one plan by another. This could include subsidisation of sub-
scribers generally using private hospitals (Plan C and some Plan B subscribers)
by those generally using public hospitals (Plan A and some Plan B subscribers).

Subsidisation of the Private Sector
As has been noted, higher-income persons do not have the same entitlement to

the state health services that medium and low-income persons have. There is a
three-tiered system of benefits, tapering away as income rises. In spite of that
fact, the state may in Ireland be more generous with the upper-income person
with respect to medical care than in, e.g., the UK, where the National Health
Service is available to all, irrespective of income, as paradoxical as that may
sound.

The reason is that in the UK, the NHS endeavours to make a sharp separation
between public and private sectors and to avoid aiding the latter. Hence the
state aids high income persons in the UK only to the extent that they use services
which are common to all. (However, according to the UK’s ~Black Report"
(Policy and Planning Unit, 1980), high-income persons make more, and more
effective, use of the NHS than do low-income persons.) In Ireland, while high-
income persons do not qualify for the whole range of public services they can
avail of substantial subsidies for private services. Private medicine thrives in
Ireland in part because it receives much public aid.

It is beyond the scope of the present study to make quantitative estimates of
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these subsidies. Such estimates are in principle possible and would be a useful re-
search topic. Here we will content ourselves with a listing and description of the
main subsidy elements.

The principal subsidies are in private hospitalisation, i.e., where persons are
private patients of the consultant specialist, and take accommodation in private
or semi-private rooms in public hospitals, or any accommodation in private
hospitals.

If such patients choose private or semi-private rooms in public hospitals, the
room charge does not recover the cost incurred by the hospital in providing the
room. The difference is an implicit subsidy. There is also a small subvention to
private nursing home and private psychiatric hospital care:3

Public hospitals are today built and expanded on the basis of state capital
grants. The pay of junior doctors, nurses, other professional and non-profes-
sional staff comes from the state. These facilities are put at the disposal of consul-
tant specialists, to use for their private patients, without charge to the doctor. It
is understood to be an implicit part of the remuneration of consultant specialists
who work in public hospitals that the consultant’s private patients will be served
by hospital equipment and staff.

As was indicated in Figure 4.2, private patients receive free out-patient
specialist services, including X-ray and diagnostic procedures, from public
hospitals, even if they are patients at private hospitals.

Finally, there are two import~int kinds of tax relief available to private
patients. First, there is tax relief on VHI premia, by which according to the
conservative estimate quoted above of the Joint Committee on State-Sponsored
Bodies the state provides the VHI and its subscribers with an amount equal to at
least one-third of its subscription income. Secondly, tax relief is available on
unreimbursed medical expenses in excess of£50 for an individual or£100 for a
family.44 This provision seems little known, and in 1979 only 1,681 refunds were
made to claimants, for a total of£296,342 (D~iil Proceedings, 28 May, 1980).

Given the foregoing, an educated guess is that the state pays, directly or
indirectly, over half the cost of private care.

4:~As of 1983, the tbllowing schedule of daily room charges prevailed for private and semi-private
patients in public h0:pitals: Heahh Board regional hospitals and Voluntary Public teaching
hospitals, private, £55 and semi-private, £40; Health Board County Hospital and Voluntary
Public non-teaching hospitals, private £40 and semi-private £33; and Health Board District
Hospital, private £21 and semi-private £16. (Source: Department of Health.) As of 1983, the
subsidies to daily charges were as follows: homes providing nursing care only, £4.75; mainly for old
people, £4.50; and private psychiatric hospitals, teaching, £2.25; and non-teaching, £1.30 except
no subsidy for short-stay patients. (Source: Department of Health.)
HUnlike the tax relief on VHI premia, that on unreimbursed medical expenses is retrospective.
Taxpayers file a lbrm (MED. 1) and receive a refund -- fi’om the Inspector of taxes, not from the
Department of Health -- equal to their own tax rates times the eligible expense, after the
dcductible amount. For purposes of this provision, the following are not considered to be
qualifying health expenses: routine maternity care, routine ophthalmic treatment, or routine
dental treatment.
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B. Delivery of Medical Care

Medical care systems have been described as having four levels (Rutten,
1978). At the first level, that of primary care, there stand the general practi-
tioners (see Figure 4.3). GPs provide two kinds of services. They provide a large
fraction of out-patient care, to patients with more common and routine pro-
blems or conditions -- infectious illnesses, orthopaedic problems, routine ob-
stetrics, etc. The GP also "plays an important role as the person who decides
whether or not a patient will be treated at a higher and more costly level of care"
(Rutten, 1978). In other words, patients typically enter the system at the first
level. Most go no further, but a fraction are referred to a specialist at the second
level. According to our survey, 7.1 per cent of 1980 GP consultations involved a
referral to another doctor. Certain specialists provide primary care. That is,

I
Fourth Level: Special hospital and I

nursing home care

l Third ~vel’: In-patlent acute
hospital care

Out -pat lent
care

Second Level:

i , ,if              I

speclalist

I
’"

First Level: Prlmsry and general
care

&
Source: Adapted from Rutten, 1978.

Figure 4.3: Levels of the Medical Care System
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patients may go to them directly, without first seeing a GP. These primary-care
specialists include paediatricians, gynaecologists, obstetricians and
psychiatrists.

At the second level is out-patient specialist care. This care is usually provided
in a clinic or office located at a hospital, by the consultant specialist or by a junior
hospital doctor working under the former’s direction. In 1980, according to our
survey, the average person in Ireland had 3.6 consultations with a general
practitioner and 0.4 consultations with a specialist. However, as we will see in
Chapters 6 and 7, where utilisation is discussed, there is considerable variability
in utilisation, according to age, sex, category of eligibility under the Health

Selwices, etc.
Table 4.2 shows Ireland with 12.0 doctors per 10,000 population, though ado

justing Eurostat data to correct the population estimate would raise the figure to
12.6. Either figure places Ireland near the bottom of the European Community,
with only Luxembourg reporting a lower ratio of doctors to population. It must
be emphasised that this does not necessarily reflect against the Irish medical care
system. The "Parkinson’s Law" phenomenon discussed in Chapter 2 suggests
that an increase in supply of physicians could generate more "need" for
physicians’ services. There seems to be no basis for asserting that there is a doctor
shortage in Ireland, though there may be problems with the geographic dis-
tribution of doctors, with the North-Western area at a particular disadvantage.

Non-doctor health professionals -- dentists, nurses, social workers, opticians,

Table 4.2: Doctors, nurses and dentists per 10,000 population, European Community,
1976

Slate

Doctors Nurses Dentists
per per per

10,000 10,000 I O, O00
population population population

German Federal Republic 19.9 30.0 5.2
France 16.3 40.2 5.1
Italy 22.5 36.0 col

Netherlands 16.6 31.0 3.3
Belgium 20.4 35.9tal 3.1
Luxembourg 11.3 47.2~bl 3.2
United Kingdom 13.8 41.5 2.4
Ireland 12.0 59.1 2.7
Denmark 19.5 58.8 8.8

h’eland’s Rank (fi’om lowest) 2 9 2~d)

Notes: �,l 1971; ~b~ 1970; ~c~ Not available; Id~ Rank of eight; (Italy not available.)
Source: Eurostat, Social Indicators for the European Community, 1960-I978.
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chiropodists, etc. -- also practice in Ireland, some on a referral basis, some pro-
viding primary care, some as supporting staff. Table 4.2 shows Ireland to have
the highest ratio of nurses to population in the European Community. This
ranking probably reflects, in part, the hospitals orientation of the Irish system, as
compared with community care, and probably also reflects some substitution of
nursing for physician personnel. Table 4.2 also shows Ireland to be second lowest
(after the United Kingdom) in ratio of dentists to population. There are acknow-
ledged deficiencies in the Irish dental care system, with an inadequate number of
dentists overall, especially Health Board dentists.

The third level of the medical care system consists of acute or general
hospitals. Ideally, patients enter hospitals as in-patients only on the basis of a
referral by a specialist. The fourth level consists of long-stay or special hospitals,
and nursing homes, and similar residential facilities. Comparative statistics do
not report on hospitals in precisely this manner. Table 4.3 shows Ireland to have
among the lowest ratios in the European Community of hospital beds (other
than psychiatric) to population, but to be among the highest in the rate of
hospital admissions. These seemingly contradictory statistics require efficient
use of beds, and Table 4.3 does show Ireland to be lowest in average stay and
highest in cases treated per bed per year (both in ties with Denmark). On the
other hand, Ireland leads the Community, and by a very wide mark, in ratio of
psychiatric beds to population.45

These statistics, which are from Eurostat, have been criticised on the criterion
of comparability. Irish-UK comparisons from Table 4.3 are particularly sus-
pect, as the Irish figure is limited to acute beds only (including maternity), while
the UK figure includes nursing homes. Table 4.4, which was compiled by James
Raftery of the National Economic and Social Council, and published in NESC
No. 73 (1983), compares Ireland (i.e., the Republic) with Northern Ireland,
England, Scotland and Wales, by type of bed use. Ireland has more acute beds
per head of population than England, Scotland, or Wales, and somewhat fewer
than Northern Ireland. Ireland has significantly more long-stay beds, and more
beds of all types, per head, than any of the UK countries (NESC No. 73, 1983).

The progress of individual patients through the medical care system does not
always follow exactly the idealised four-level model. As noted, according to our
survey, 7.1 per cent of all general practitioner consultations in 1980 led to a
referral to another doctor (usually a specialist), while 14.1 per cent of all
specialist consultations led to a referral to another doctor. Of all specialist con-
sultations, 85 per cent were either return visits or referrals from other doctors;
and of first visits (i.e., excluding return visits), 80 per cent were referred by other

4~These statistics need some qualification. Ratios of beds to population have not been adjusted tor
population age distribution. The patient population in Irish psychiatric hospitals includes a large
number of persons who are not mentally ill, viz., mentally handicapped adults and geriatric
patients for whom more appropriate facilities are not available. Because of such differences in bed
use, international comparisons can be misleading if inappropriate inferences are drawn, e.g., con-
cerning the comparative prevalence of mental illness.



Table 4.3: Selected indicators of hospital facilities and use, European Community, 1976

Hospital(a) HospitalI"l, Average Cases Psychiatric
beds per admissions stay zn treated beds per
1,000 per 1,000 hospital(") per bed 1,000

State population population (days) per yearI"l population ~:

German Federal Republic 10.0 163 18 17 1.8
France 8.1 168 14 22 2.5(el
Italy 8.6 171 13 20 2.0~dl         >
Netherlands 5.2 104 15 20 1.8 c~
Belgium 6.4 (el 12 (el 2.7~dl
Luxembourg 7.1 119~dl 13 19 3.8
United Kingdom 8.7(’b) 115(b’e) 2~b) 14(b) 3.0
Ireland 5.8 162 11 28 4.9~d) ©
Denmark 6.4 172 11 27 2.1

Ireland’s Rank (from lowest) 2 40 1/2(g) 8~0 8

(el (d) (e) (0Notes: (a) Excludes psychiatric;¢blIncludes nursing homes; Not available; 1975; 1974; Rank of eight (Belgium not available);(glTied for first,
second.
Source: Eurostat, Social Indicators for the European Community, 1960-1978.



Table 4.4: Occupied(a) beds in hospitals and residential centres, numbers per 1,000 population, UK and Ireland, 1979

Northern
England Wales Scotland Ireland Ireland

Acute specialitiescb) 2.1 2.1 2.5 3.5 3.2
(2.8) (3.1) (3.5) (4.2) (3.8)

Maternity per 1,000 females aged 15-44(c) 1.4 1.4 1.9 2.2 2.2
(1.9) (2.1) (2.6) (2.9) (2.7)

Psychiatric mental illnessle) mental handicap 3.1 3.1 4.7 3.8~g) 5.2
(3.5) (3.4) (5.1) (4.6)

Geriatrid~) per 1,000 persons aged 65+ 24.7 31.3 30.7 33.3 39.5
Othella .... 0.4
Total beds per 1,000 population 9.1 10.3 11.9 11.4(g) 13.5

Notes:
Cal "Occupied" rather than "available" bed population ratios have been used because data on the latter are not collected in all cases. The figures

in parentheses show ratios for "available" beds, where possible.
Ibl UK data from Regional Trends 1982, HMSO, Table 4.4. Ireland’s data from Statistical Information Relevant to the Health Services 1981, Table G1,

excluding maternity, psychiatric and geriatric assessment beds, all district hospitals, cottage hospitals and all private hospitals.

IC~UK data as (b). Ireland’s data: Statistical Information Relevant to the Health Services.
lalUK data by combining Table 4.4 and 4.15 Regional Trends 1982. Ireland’s statistic was derived by combining Health Board Psychiatric
Hospitals and Units, Special Psychiatric Hospitals, acute psychiatric beds, Special Residential Centres for the Mentally Handicapped.
lel UK data as for (d). Ireland’s statistic was derived by combining acute geriatric assessment beds, longstay District Hospitals and the 1980 data

on Health Board Geriatric Units (including private and voluntary Hospitals and Homes) in Statistical Information Relevant to the Health Services,
1982.
~f)"Other" comprises Short Stay District Hospitals and Cottage Hospitals, which do not fit easily into any of the other categories.
IglNorthern Ireland’s statistic excludes mentally handicapped.

Sources: Health Services: The Implications of Demographic Change, National Economic and Social Council, No. 73, Dublin, November, 1983.
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doctors. Of all hospital admissions, 58.5 per cent were originated by general
practitioners and only 21.7 per cent by other doctors. Hence GPs appear to have
a greater role in hospital admissions than the model would indicate. These and
other aspects of utilisation and referral patterns are discussed in greater detail in
Chapter 6 (see also Appendix Tables A.28 through A.35).

In the following sections, we will discuss, in turn, general practitioners,
specialists, other professionals, general hospitals and special hospitals.

General Practitioners
Though Irish medical care revolves around the General Practitioner, only

about 7 per cent of total medical care expenditures (about 5 per cent of public
and 15 per cent of private expenditures) are for GP services (see next chapter).
Approximately 42 per cent of Irish doctors with medical practices are general
practitioners; the remainder are specialists (about a quarter of the total), most of
whom base their practices in hospitals, and junior hospital doctors (about a
third) (see Table 4.4). These statistics again reflect the strong hospitals orienta-
tion of the Irish medical care system and its relative weakness in community pri-
mary care.

Results of our survey show that private patients (those in Categories II and
III) paid a usual fee averaging £3.75 per consultation in 1980 (see Table 4.4).
The mean charge ranged from £3.39 in the North-Western Health Board area to
£3.95 in the Eastern. The usual fee for a home visit averaged £5.38, and ranged
from £5.03 in the Midland area to £5.70 in the North-Eastern, reflecting a pre-
mium of roughly £1.50 for house calls. About 20 per cent of all consultations are
home visits.

Fees for public (i.e., Category I) patients, paid by the state, are considerably
lower. From October, 1980, to the end of the year, the basic fee was £2.34, or 62
per cent of the average private fee, for office visits within normal hours. A
schedule of fees payable for house calls, according to the distance from the doc-
tor’s surgery, and the time of day, could bring the fee up to as high as£17.66 (for
a call after midnight to a home more than ten miles distant). The 1980 schedule
of fees is tbund in the Appendix. The overall average payment in 1980 per
consultation reflecting fee schedules (which changed twice during the year) was
only £2.63, about 64 per cent of the overall average private fee of£4.08. Pay-
ments are made by the General Medical Services (Payments) Board (See Figure
4.1).4G

4~As of 1977, 75 per cent of GPs in the General Medical Services choice-of-doctor scheme were
paid wholly on a fee basis; another 19 per cent were paid on a fee basis, subject to a guaranteed
minimum annual payment; and 6 per cent were paid entirely by salary. Prior to the choice-of-
doctor scheme, those persons covered by Medical Cards were treated by District Medical Officers
under the so-called dispensary system; when the change took place District Medical Officers were
given some choice as to remuneration, and the latter two groups of GPs not’paid wholly on a fee
basis are former District Medical Officers who chose the remuneration methods indicated. GPs in
their private practices work entirely on a fee basis, except for a handful, mentioned earlier, who
supply GP services for employers and are remunerated on a capitation basis.
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While the fee level was, then, significantly higher for private than public
patients, the public rate is in a sense compensated for by the very much higher
consulting rates among patients in this category, as we will see in Chapter 6.

Prior to 1972, public patients were treated in dispensaries by salaried practi-
tioners known as District Medical Officers (who also might have had significant
private practices). In 1972, the "Choice of Doctor" scheme was introduced, by
which public patients were permitted to select their own GPs, subject to the
latters’ acceptance, from among those in the area who were participants in the
scheme. Most doctors who participate have private patients as well. Though
these GPs remain private, independent professionals and cannot in any sense be
considered as state employees, they do not have free entry into the scheme. In-
stead, they may enter an area and accept Category I patients only when a
vacancy occurs, and in that case the position will be advertised and a number of
applicants may compete. GPs are usually limited to 2,000 Medical Card
patients, thus helping assure a more even geographical distribution of doctors.
This rule is not applied in some (Western) areas with low ratios of doctors to
population.

When the Government proposed the ~Choice of Doctor" scheme in a White
Paper in 1966, it stated a preference for the capitation method of remuneration
(see Chapter 2), the technique then found in the UK and two other EEC coun-
tries, and recently adopted by Italy as well (Stationery Office, 1966). "For the
Department [of Health], capitation had the main advantage of being relatively
cheap and difficult to abuse. It was also easy to calculate expenditure from year
to year .... The Department ... disliked fee-for-service because they feared it
would prove too expensive and would be abused by unscrupulous doctors"
(Barrington, 1973). The organised medical profession argued and lobbied
strongly for fee-for-service, and the disagreement held up the major health
legislation of which the scheme was a part. In the end only a change of Ministers
after a General Election broke the deadlock, in favour of a fee-for-service system.

There are no statistics on utilisation under the dispensary system, but it is
generally agreed that the change to the new system of fee-reimbursed private
GPs was associated with a major rise in uptake and utilisation. In the first year of
its operation, the General Medical Services (Payments) Board proved to be
seriously underbudgeted; in other words, predicted utilisation levels, based on
scattered bits of data from the dispensary scheme and from private practice, fell
short of actual levels.

Table 4.5 shows that in 19.75 there were 4.8 general practitioners in Ireland for
each 10,000 persons in the population. This ratio varied from 4.3 (in the Mid-
Western area) to 6.0 (in the Midland area). These ratios presumably reflect
doctors’ locational preferences more than policy decisions. The doctor shortage
in the North-Western area is rather more severe than that area’s reported 4.5
ratio would indicate, as the population in that three-county region (Donegal,
Sligo, Leitrim) has a materially higher proportion of aged persons than any
other and average distance to the doctor is greater, it is well known that medical



Table 4.5: Doctors in Ireland and their distribution amongst Health Boards, 1975, together with average fee levels, surgery

and home consultations, 1980

Mid-     North-     North-     South-
Eastern    Midland    Western     Eastern     Western    Eastern    Southern    Western     Ireland

No. of GPs - total 527 112 123 124 87 161 223 156 1,513
GPs- Choice of Doctor scheme 453 84 91 93 87 127 199 142 1,276
No. of Consultants 446 24 51 37 25 143 48 79 853
No. of Junior Doctors 682 34 71 66 35 171 51 149 1,259
No. of Public Health Doctors 36 10 22 10 10 17 15 12 132
Total Doctors 1,691 180 267 237 157 554 275 396 3,757
GPs per 10,000 population 4.9 6.0 4.3 4.7 4.5 4.6 4.6 4.8 4.8
Consultants

per 10,000 population 4.2 1.3 1.8 1.4 1.3 2.9 1.4 2.4 2.7
Doctors per 10,000 population 17.1 10.1 9.9 9.7 8.4 11.9 8.4 12.7 12.6
Average GP fee - surgery (£) 3.95 3.53 3.57 3.62 3.39 3.84 3.77 3.44 3.75
Average GP fee - home (£) 5.51 5.03 5.47 5.70 5.12 5.22 5.09 5.53 5.38
Average no. of home visits as

per cent of consultations 23.2 17.3 17.7 18.1 22.9 23.7 21.0 16.9 20.6

).

©

0

oo

Source: GP fees and home visits, author’ssurvey. Other data, Department of Health, 1982, and NESC No. 29, 1977.
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care needs (and utilisation rates) of aged persons are significantly greater than
those of the rest of the population. While 10.7 per cent of Ireland’s 1979 popula-
tion were aged 65 and over, 14.5 per cent of the North-Western area’s popula-
tion (and only 8.4 per cent of the Eastern area’s) fell in that age group. The
North-Western area has only about half the ratio of GPs to aged population as is
found in the Eastern Health Board area.

A price may be paid for the doctor shortage in the North-West area. Our
survey shows that people in this area are least likely, by far, to have physical
examinations when they do not suspect they are ill pr pregnant. Preventative
care is discussed in Chapter 7.

There is general agreement that some aspects of Irish general practice need
strengthening. Doctors should make more use of clerical and ancillary or para-
medical help. At present, there is no financial incentive for them to do so, as the
GMS (Payments) Board will only pay for consultations with GPs and not with
other medical or para-medical personnel. Few doctors are involved in any form
of group practice. Perhaps 30 per cent of GPs are in practices of two or more
doctors.

A study of general practice, initiated and planned by the South of Ireland
(i.e., Republic of Ireland) Faculty of the Royal College of General Practitioners,
and carried out by GPs in the early 1970s, concluded:

With few exceptions, general practice in Ireland is a free enterprise type of
medical care. It has been described as having cottage industry qualities,
and because single-handed practices predomini~te, consulting hours, qual-
ity and variety of services vary enormously ... Shortage of money in many
areas leaves the doctor practising from his home, or a rather ramshackle
outlying dispensary. Advances in technical medical care, surgery premises,
[and] doctor grouping are, of course, developing in the cities, but, by and
large, general practitioners outside these areas continue to practice from
their homes, using little or no ancillary help, relying heavily on wives for
quasi-secretarial and other administrative services.

There are some indications, especially from referral rates, that the level
of acute medical care is more haphazard than in the United Kingdom, and
Irish doctors still having a too ready recourse to direct hospital admission to
solve their patients’ problems (Gowen, 1972).

This last comment is in reference to the alleged tendency of some GPs, uncer-
tain of their diagnostic abilities, to refer their non-routine cases to hospital for
tests or admission. Whatever the reasons, the Irish rate of admission to hospital is
high by European standards, as we have seen (Table 4.3). The situation on the
ground is known to have improved since 1972, when the above was written, but
in 1976, an authoritative commentator noted,

The isolation of the Irish general practitioner both geographically and
intellectually needs urgent attention (Shannon, 1976).
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On the other hand, some GPs are beginning to practice in Community Health
Centres, such as the modern and progressive centre operated out of the District
Hospital in Dungloe, Co. Donegal. In that centre, the district medical officer,
public health nurse, and other health board community care personnel, have
their offices, whilst the area’s GPs, paying rent as private tenants, also maintain
their offices and surgeries there. The adjoining hospital provides x-ray and other
facilities.

Research elsewhere indicates that the optimal organisation of physician prac-
tices involves two or more doctors practising together, using a variety of
"physician extenders" such as nurse practitioners and physician assistants.
These studies indicate, however, that most physicians employ less than the
optimal number of aides, and that their practice sizes (in terms of physicians) are
sub-optimal. While the results cannot readily be translated to Ireland, in the
absence of such research, it may fairly be assumed that Irish practice sizes and
use of physician extenders are frequently sub-optimal as well (P. J. Feldstein,
1979.)

GP consulting and prescribing rates are considerably higher for public than
for private patients, a fact which probably reflects both the demographic and
socio-economic differences between the two groups and the economic incentives
facing physicians, as will be discussed in greater detail in later chapters. Also dis-
cussed later will be some evidence pointing to demand stimulation by GPs,
especially of public patients, for reasons relating to the GPs’ own economic self-
interests. The GMS (Payments) Board monitors consulting and prescribing
rates, and refers excessive rates to a peer review group who, after investigation,
are empowered to impose penalties which can include warnings, reduced
remuneration, or termination of a doctor’s GMS contract. (GMS (Payments)
Board, 1980.) These penalties are sometimes imposed,47 but those penalised are
not identified. "Excessive" or "abnormal" consulting and prescribing rates are
defined by reference to average patterns. Hence any systematicgeneral tendency
of doctors to over-prescribe or to stimulate excessive consulting rates would not
come under scrutiny under this review procedure, nor would behaviour which
resulted in statistical results still within the range considered normal.

As Table 4.6 indicates, where consultations took place -- in the GP’s
office/surgery or in the patient’s home -- varied according to the distance be-
tween these. Home visits appear to have risen with distance until the latter
reached 5 miles, then to have fallen rather precipitously, possibly reflecting in-
creasing doctor resistance to long trips. Table 4.7 suggests that there may be a
somewhat greater propensity for home visits for public (Category I) patients
than for private patients, but no difference according to presence or absence of
VHI cover.

47In 1980, cases involving 17 doctors were referred for investigation, and in 15 of these remunera-
tion was reduced. In addition, one case referred in 1979 resulted in 1980 in a contract termination
(General Medical Services (Payments) Board, 1981).
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Table 4.6: Where most recent GP consultation took place, as per cent of consultations,
by distance from GP’s office or surgery

Distance to GP Patient’s GP’s office
(first that applies) home or surgery Elsewhere

Under 1 mile 17.6 80.4 2.0
Under 2 miles 17.3 80.6 2.1
Under 3 miles 21.6 77.8 0.6
Under 5 miles 27.0 71.9 1.1
Under 10 miles 17.0 82.5 0.5
Over 10 miles 11.3 88.2 0.5
All persons 19.1 79.5 1.4

Table 4.7: Where most recent GP consultation took place, as per cent of consultations,
by category of eligibility and VHI cover

Eligibility and Patient’s GP’s office
VIII cover home or surgery Elsewhere

All VHI 1.91 80.0 0.9
All non-VHI 19.1 79.3 1.6
All Category I 23.1 75.8 1.1

VHI 25.7 73.3 1.0
non-VHI 22.9 75.9 1.1

All Category II 15.5 82.7 1.8
VHI 17.2 81.8 1.0
non-VHI 15.0 83.0 2.0

All Category III 19.7 79.3 1.0
VHI 19.7 79.7 0.6
non-VHI 19.5 78.0 2.5

All persons 19.1 79.5 1.4

Table 4.8 reports on how long patients had to wait in waiting rooms, etc., to be
seen by their GPs.48 Roughly one person in six had to wait more than an hour.
No apparent difference exists between public and private patients in this regard.

48In general, as explained in Chapter 1, although the respondent in our survey is the housewife,
data pertain to each member of the household. However, it was felt that the respondent would be
unlikely to know about waiting times of other household members, so all data pertaining to
waiting times, including all data in Table 4.7, pertain to the respondent only. This may introduce
a bias. Persons found in the home by survey interviewers are probably less likely than other
household members to have outside employment or to be full-time students. Thus, they may be
able to schedule their visits to the doctor so as to minimise waiting time. Whether this is the case is,
of course, not known.
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Table 4.8: Waiting time at GP’s office or surgery, by category of Health Services
entitlement and VHI cover, 1980 - per cent distribution

Up to Up to Up to Over
30 1 2 2 Total

minutes hour hours hours personsI bj

All VHI               64.0 28.8 4.4 2.8 100.0
All non-VHI 52.0 29.2 13.9 5.0 100.0
All Category I 52.9 31.5 11.4 4.3 100.0

VHI 6i.2 36.8 2.0 0~al 100.0
non-VHI 52.5 31.2 11.9 4.5 100.0

All Category II 52.4 29.2 13.8 4.6 100.0
VHI 60.6 30.6 7.3 1.5 100.0
non-VHI 50.3 28.9 15.4 5.4 100.0

All Category III 65.8 24.4 5.4 4.3 100.0
VHI 66.7 26.6 2.6 4.1 100.0
non-VHI 62.8 17.0 15.1 5.0 100.0

All Persons 55.0 29.1 11.5 4.4 100.0

�")Less than 0.05 per cent.
(blTotals may not add due to rounding.

Persons with VHI cover, for reasons which remain unclear, had significantly less
waiting time than persons without, irrespective of income group (as indicated by
category of eligibility). One possible explanation is that GPs who are not in the
choice-of-Doctor scheme may cater to those with VHI cover and may have
shorter waiting times. Another is that those with VHI cover may be more likely
to have telephones, permitting them to avoid long waits by making advance
appointments. Table 4.9 indicates a very considerable range in Health Board
area percentages of patients waiting more than one hour at a GP’s office or
surgery, from a quite acceptable 5.1 per cent in the Midland area, to a quite un-
acceptable 39.1 per cent in the North-Western, reflecting the latter’s low ratio of
doctors to population, especially aged population.

These Health Board area differences in waiting time reflect underlying differ-
ences in doctor-to-population ratios; utilisation levels; and population char-
acteristics such as social class. Further statistical analysis of waiting time,
reported in Chapter 6, shows no net explanatory effect of Health Board area
when such underlying differences are controlled for.

A review of general practice in Ireland, as regards Category I patients, with
up-to-date information, analysis and recommendations for change, appears in
the Report of the Working Party in General Medical Service (1984), which was
published too late to be systematically discussed in the present report. Some of
the recommendations are, however, reviewed in Chapter 8.
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Table 4.9: Per cent of patients waiting more than one month for admission to
hospital, and per cent of patients waiting more than one hour at GP’s office or surgery,

by Health Board area, 1980

Health Board Area Hospital GP Surgery

Eastern 6.1 16.4
Midland I}a) 5.1
Mid-Western 0I a) 11.8
North-Eastern 10.0 17.1
North-Western 2.3 39.1
South-Eastern 9.0 9.1
Southern 1.9 16.7
Western 7.8 13.8
Ireland 7.8 14.6

lalLess than 0.05 per cent.

Specialists and Other Hospital Doctors
Most specialists are consultants and base their practices in hospitals.

Comhairle na nOspiddal, the hospital council (see Figure 4.1), regulates the
numbers and types of consultants in health board and public voluntary hospitals
and determines qualifications for those appointments.

Consultants whose specialities make it appropriate (physicians, surgeons,
obstetricians, gynaecologists, etc., but not anaesthetists, pathologists,
radiologists, etc.) control certain beds in the hospitals in which they practise.
With rare exceptions, only their patients occupy these beds; and these doctors
control the flow of these patients through the hospital.

In 1983, a new common form of contract for all hospital consultants was intro-
duced. For consultants practising from Public Voluntary Hospitals, the new
arrangement replaced the widely-criticised "pool" system.49 All consultants are
now salaried and they have liberal benefits -- pensions, annual leave, sick leave,
study leave, etc. -- as well as tenure. Their salaries remunerate them for their
public-patient work. They are paid on a fee-for-service basis by their private
patients.

The VHI distributes to consultants a schedule of fees for various surgical and
medical procedures at levels at which they are prepared to remunerate those
with VHI cover. It would be extraordinary for a consultant to charge less than

~gThe Health Boards, under this now abandoned system, paid the hospitals tbr public patients on a
patient-day basis, for in-patient care. While the Department left it to the hospitals to divide out the
payment, not concerning itself with the method by which consultants were individually
remunerated, in fact, the consultants were known to be remunerated on a patient-day basis. This
system was alleged to lead to excessively long (and inter-regionally varied) hospital stays (Kelly,
1976).
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the amount listed by VHI. Some may charge more, but as the patient must pay
the full difference between the fee and the VHI rate, such specialists are in the
minority. ’Tt: ~ VHI periodically up-dates their "suggested" fee schedule, which
is a significmd i-.fluence on consultant fees in Ireland.

As Table 4.5 indicates, there is considerable variation in the ratio of consul-
tants to population, fi’om a low of 1.3 per 10,000 in the Midland and North-
Western to a high of 4.2 in the Eastern Health Board area.5° These patterns
retlect the distributions of hospital beds and, in particular, the concentration of
major teaching hospitals in Dublin. While geographic parity is neither practical
nor desirable, the more than three to one disparity probably means excessive
inter-regional inequities, and these deserve review by the medical profession as
well as by Comhairle na nOspid~al and the Department of Health.

Specialist doctor care may be an important exception to the general rule that
medical care of equal quality is available to persons in all categories of eligibility.
Private patients are more likely to be cared for personally by the consultant,
while public patients are served by junior hospital doctors. More seriously, a
1975 Irish Medical Association Working Party questioned whether the latter
were competent to deal with their patients’ problems (Mulcahy, et al., 1975).
This issue is discussed further in Chapter 8.

Dentists
Persons eligible in Category I are entitled to free dental care from dentists

employed by Health Boards and paid by salary. In addition, persons eligible
under the Social Welfare scheme can get free or subsidised dental care from pri-
vate dentists, who are remunerated by the Department of Social Welfare on a
fee-for-service basis. The remainder of the population pay for private dental
care, on a fee-for-service basis, out of their own resources.

As noted earlier, many persons with Category I eligibility find themselves for
practical purposes unable to avail of free dental care, while some better off
people with Categories II and III eligibility qualify for the Department of Social
Welfare Dental Benefit Scheme. Table 4.10, based on our survey, shows that
53.6 per cent of reported most recent dental visits were free. Of those persons
covered in Category I, 70.4 per cent had free dental yisits, as did 53.6 per cent of
those in Category II and 41.5 per cent of those in Category III. The average fee
paid by those paying fees was £16.45.

Fees vary, of course, according to the treatment, as indicated in Table 4.11,
which also indicates that dental visits for check-up only were more likely to be
fi’ee than those for any other purpose.

VHI does not at present cover dental care, apart from some surgery and in

5°These t]gures do not reflect subsequent expansion of Letterkenny Hospital and the related
increase in consultants. Comhairle na nOspiddal report that in May, 1983, the ratio of consultants
to population was 1.9 per 10,000 population in the North Western and 4.1 in the Eastern Health
Board areas.
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Table 4.10: Dental visits, free and fee, by category of Health Services entitlement

% Whose % Paying Average fee
most recent for most recent dental

Category dentist visit recent visit, excluding

of Entitlement was free dental visit free visit

I 70.4 29.6 ~1

II 53.6 46.4 I,)

III 41.5 58.5 In)

All 53.6 46.4 £16.45

�")The differences among these means were not statistically significant.

cases of accident, but it is of interest none the less to compare those with and
those without VHI cover. Table 4.11 indicates that 40.3 per cent of dental visits
were by persons with VHI cover (though they formed only 25.5 per cent of the
population). This figure varies by type of treatment from a low of 29.2 per cent
for dentures to a high of 54.4 per cent for check-up only. Fees were paid for 55.6
per cent of visits by those with VHI cover; for those without, the figure was 40.3
per cent.

Table 4.11 also gives the main purpose of each person’s most recent dental
visit. Something of the crisis intervention nature of Irish dental care is indicated
by the fact that 22.7 per cent of visits were for the purpose of extraction!

Table 4.12 reports on the geographic distribution of practising dentists and
dentists employed by Health Boards. Dental resources are not evenly distri-
buted, especially when one takes into account areas as well as populations to be
served.

Table 4.11: Type of treatment and per cent fee-paying, by VHI cover, and average
fee by type of treatment, most recent dental visit

VIII .Non- VIII Total

% of % Fee % of % Fee % of % fee Average % of
Treatment~") Total paying    Total paying    Total paying fee (£)xbl visits

Check-up only 54.4 44.9 45.6 18.3 100.0 32.8 6.58 17.0
X-ray 46.2 50.0 53.8 57.1 100.0 55.8 23.97 1.1
Filling 45.1 55.9 54.9 44.1 100.0 49.4 14.87 44.2
Extraction 25.0 63.8 75.0 48.3 100.0 52.2 13.66 22.7
Dentures 29.2 67.9 70.8 30.9 100.0 41.7 37.85 9.3
Other 39.7 60.9 60.3 45.7 100.0 51.7 27.85 5.7
All 40.3 55.6 59.7 40.3 100.0 46.4 16.45 100.0

lalIf a visit had more than one purpose, then treatment given is main purpose of visit except
"Check-up only" is chosen only where there was no other treatment.
Ib)Excluding free visits.
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Table 4.12: Practising dentists, 1983, number and per 1,000 population, and Health
Board dentists, 1981, number and per 1,000 eligible persons, by Health Board area

ltealth Board

Number of Health Health Board
practising Dentists Board Dentits per

dentists per 1,000 dentists 1,000 eligible
(1983) population~ ") (1981) persons’4

Eastern 445 0.37 66 0.24
Midland 38 0.19 11 0.12
Mid-Western 57 0.18 18 0.17
North-Eastern 55 0.19 16 0.14
North-Weste,’n 47 0.23 11 0.09
South-Eastern 93 0.25 22 0.14
Southern 182 0.35 43 0.25
Western 58 0.17 27 0.15
Ireland 975 0.28 214 0.17

talDentists in 1983 divided by 1981 populations.
IhlPersons eligible in Category I, fi’om Dept. of Health.
Source: Department of Health.

Table 4.12 shows that there are 0.28 dentists per 1,000 persons, which
amounts to one dentist for every 3,500 persons; and 0.17 Health Board dentists
per 1,000 persons eligible in Category I, which amounts to one dentist for every
5,900 eligible persons. Both figures are low; the latter figure is critically so. By
conti’ast, Norway and Sweden have approximately one dentist for every 1,000
persons; the USA and France have about one to every 2,000 persons; and Italy
has one for every 5,000 persons (Wiley, 1984). As seems often to be the case with
health and medical resources, the North-Western Health Board area has a signi-
ficantly lower resource level, per eligible person, than any other region; the
Southern and Eastern Health Board areas are the most favoured.

Clarkson (1982) reports that the average number of persons served by one
dentist in Ireland fell from 4,130 in 1971 to 3,330 in 1980, an important achieve-
ment, though much more progress is necessary. He reports comparative
European figures which range from about 1,000 (Norway and Sweden) to 5,000
(Italy), though most countries seem to be in the area of 2,500. Table 4.2, above,
which does not include.Italy, indicates that in the European Community only
the United Kingdom had a lower ratio of dentists to population than Ireland in
1976 and that all other states had considerably higher ratios.

The reason for the shortage concerns economic incentives for dentists, rather
than under-production by Irish dental schools. Indeed, there is a well-establish-
ed pattern of emigration by Irish dental graduates (Wiley, 1984).

A thorough review of the Irish dental care system, as well as of the relevant
international literature, appears in Wiley (1984).

Other Personnel
As we will see in Chapter 7, approximately one person in four sees her or his
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dentist at least once each year, and approximately one person in six uses the ser-
vices of personnel other than a doctor or a dentist -- a nurse, a social worker, a
physiotherapist, etc. -- at least once a year. Sometimes these professionals are
seen on referral from a physician; sometimes they in effect provide primary care.

Table 4.13 reports on the distribution of nurses, social workers, physiothera-
pists and home helps, as provided by Health Boards, among the eight Health
Board areas. Nurses are more uniformly distributed across the country than are
doctors. The Eastern Health Board area, as is so often true of medical care
resources, has a significantly higher ratio of social workers and of physiothera-
pists to population than elsewhere, approximately treble the rest of the country
in the case of social workers, and more than double in the case of
physiotherapists.

General Hospitals
The third level of medical care, as indicated in the schematic diagram of

Figure 4.3, is in-patient hospital care. We turn to a discussion of the system of
acute hospitals.

As is indicated in Table 4.14, there are several types of hospitals, but these
break down into three main categories: Health Board (or Public) Hospitals, which
are owned and managed by the state, through the Health Boards, and which
receive most of their funds from the exchequer; Public Voluntary Hospitals, which,
like public hospitals, receive most of their funds from the state, and which are
under some state jurisdiction, but which are owned and managed by private
charitable bodies, mainly religious orders or congregations; and Private Hospitals,
which, like public Voluntary Hospitals are owned and managed, on a not-for-
profit basis, by private charitable bodies, mainly religious, but which are not
under the aegis of the state, except that private hospital patients are eligible for
services provided by specialist departments of public hospitals.

Of the three, the oldest are the Public Voluntary Hospitals, established as
charities either by philanthropic individuals from the early eighteenth century
or under enabling legislation of the Irish Parliament in 1765. The first charitable
hospital was founded in 1718 and still exists as Jervis Street Hospital in another
building. Public Voluntary Hospitals are concentrated in and around Dublin
and, to a lesser extent, Cork. Indeed, more than 75 per cent of Dublin’s hospital
beds are in Voluntary Public Hospitals. Of 44 Voluntary Public Hospitals, 16
are teaching hospitals and these have an average of 280 beds each. The remain-
ing 28 have an average of 140 beds each. Public Voluntary Hospitals receive
grants from the Department of Health, "on behalf oF’ the Health Boards in the
respective areas.

There are five types of Health Board Hospitals. The largest, with the greatest
number ofspecialised units, are the Regional Hospitals, most of which are teach-
ing hospitals. They averaged 270 beds in 1979. They are located in Dublin,
Cork, Galway, Limerick, and Waterford, i.e., in all Health Board areas except
the Midland, the North-East, and the North-West. (The North-East has, how-



Table 4.13: Distribution of nurses, social workers, physiotherapists, and home helps, total and per thousand population,Ca) by

Health Board area, 1979

Physio-
Nurses Social Workers therapists Home Helps

Non-
Hospital hospital Com-

per Total per mun- Per Per Per
Health Hospital 1,000 Public non- 1,000 ity Psychi- 1,000 1,000 1,000
Board total pop. health Other hospital pop. care Medical atric Other Total pop. Total pop. Total pop.

©
>

Eastern 7,470 6.41 367 722 1,089 0.93 86 86 31 108 311 0.35 194 0.17 1,823 1.56
Midland 1,087 5.48 97 101 198 1.00 13 0 1 9 23 0.12 12 0.06 317 1.60
Mid-Western 1,768 5.87 109 183 292 0.97 8 0 0 29 37 0.12 16 0.05 343 1.14
North-Eastern 1,332 4.74 115 248 363 1.29 9 2 1 10 22 0.08 16 0.06 493 1.75
North-Western 1,277 6.26 107 111 218 1.07 26 2 1 10 39 0.19 16 0.06 838 2.98
South-Eastern 2,028 5.52 155 63 218 0.59 17 0 0 35 52 0.14 29 0.08 287 0.78
Southern 3,165 6.13 153 147 300 0.58 33 2 4 19 58 0.11 45 0.09 829 1.61
Western 2,478 7.37 169 85 254 0.76 35 0 4 20 59 0.18 35 0.10 732 2.18
Ireland 20,552 6.10 1,272 1,660 2,932 0.87 227 92 43 240 601 0.18 363 0.11 5,662 1.68

f?

~z

0

©
bl

Ca)Census of Population, 1979.
Source: Dail Proceedings, 24 June, 1980



Table 4.14: Beds in acute hospitals, by type of hospital, distribution by Health Board area, December 31, 1979

Health Board Hospitals
Health Board VoluntaG Total Total
Area: Regional County District Otherlal Total Public Public Private beds

Beds per
1,000

persons

Eastern 165 277 428 283 1,153 6,481 7,634 682 8,316 7.01
Midland 0 413 231 0 644 114 758 90 848 4.24
Mid-Western 524 229 183 120 1,056 190 1,246 70 1,316 4.31
North-Eastern 0 596 39 82 717 383 1,100 0 1,100 3.85
North-Western 0 477 222 0 699 0 699 28 727 3.51
South-Eastern 265 587 464 140 1,456 136 1,592 75 1,667 4.48
Southern 877 424 764 299 2,364 676 3,040 428 3,468 6.63
Western 603 339 216 183 1,341 204 1,545 141 1,686 4.97
Total Beds 2,434 3,342 2,547 1,107 9,430 8,184 17,614 1,514 19,128 5.59

<
Uz

©

>
Number of hospitals 9 24 54 11 98 44 142 16 158 ©

>
Notes." la/Fever and orthopaedic.
Source: Department of Health.
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ever, a large Voluntary Public Hospital, and the North-West has a large County
Hospital.)

County Hospitals averaged 140 beds in 1979. Only one County Hospital, that
in Manorhamilton, Co. Leitrim, had fewer than 100 beds (it had 66). But as a
rule .County Hospitals have fewer specialised units than either Regional or
Voluntary ’Public Hospitals. The 54 District Hospitals, on the other hand, are
extremely small, averaging fewer than 50 beds in 1979. The two other cate-
gories, grouped under "Other" in Table 4.12, are Fever Hospitals and
Orthopaedic Hospitals, together averaging 100 beds.

In addition to Voluntary Public and Health Board Hospitals, there are also
Private Hospitals, which comprise about i0 per cent of the hospitals, but
account for only 8 per cent of the beds.

There are two issues regarding the size and distribution of hospitals. One
pertains to the distribution of hospital beds per capita. As of December 31, 1979,
there were in the Republic 5.59 beds for every 1,000 persons. As Table 4.3 above
indicates, this put Ireland on the low side, as far as European comparisons are
concerned. But 5.59 per 1,000 is by no means an inadequate number of beds. A
standard adopted in the United States in 1978 was thatno more than four hospital
beds should be available per 1,000 population, except that larger numbers
might be required in more sparsely settled rural areas, or where there were large
numbers of elderly persons.51 Although this standard is excessively mechanical
and cannot be directly transplanted to Irish conditions in any case, it does pro-
vide an interesting benchmark. As Table 4.14 shows, the Eastern and Southern
Health Board areas exceeded it somewhat in 1979. The Midland, Mid-Western,
and South-Eastern Health Board areas had fewer than 4.5 beds per 1,000; the
North-Eastern area came closest to the US standards; and only the North-
Western Health Board area fell significantly short. The addition of 59 beds at
Letterkenny Hospital since then, assuming no reductions elsewhere in the
North-Western area, will have raised that area’s bed total (Table 4.14) to 786,
and the beds per 1,000 population (using 1981 population) to 3.78 -- still the
lowest in the state. Many people in the North-Eastern Health Board area live
reasonably close to the major Dublin hospitals, and indeed our survey disclosed
that 38 per cent of those resident in the North-Eastern Health Board area who
were discharged from hospital in 1980 had been patients in hospitals in the
Eastern Health Board area (see Appendix Table A.41). The same cannot be said
of the North-Western Health Board area, which on the population density

sIU.S. Department of Health, Education, and Welfare, National Guidelines for Planning Goals,
reprinted in Rapoport, Robertson and Stuart (1982). The standard applies to "short-stay" beds
only. Adjustments are pei-mitted where the ratio of persons aged 65 years and over to population
exceeds 12 per cent. In Ireland, the North-Western is the only Health Board area in which the
aged population exceeds 12 per cent. The standard also provides for an adjustment where a
majority of the residents would otherwise be more than 30 minutes travel time fi’om a hospital.
Aside fi’om upward adjustments, "4.0 beds per 1,000 population is a ceiling, not an ideal
situation."
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criterion (the area includes large sparsely settled areas) might merit a higher
ratio of beds of population. In addition, the North-West has the largest propor-
tion of population aged 65 and over, which normally implies a higher demand
for hospital services. The North-West, in spite of recent expansion, may still be
underserved by hospital facilities.

The unequal distribution of beds is explained partly, but only partly, by the
concentration ofspecialised beds in regional urban centres. The Eastern Health
Board area not only has a higher ratio of specialised beds to population, but also
a higher ratio of general medical and surgical beds as well. Data for 1972 cited by
Maynard (1976) show 1.85 general medical beds per 1,000 population in the
Eastern area, as opposed to 1.26 for Ireland as a whole and only 0.58 for the
North-West area (the lowest).

It is sensible that more specialised units be found only in regional urban
centres, and this explains some of the inter-regional differences in bed-to-
population ratio. According to our survey, of 394 reported hospital admissions
(discharges) in 1980, 46 (or 12 per cent) involved a person resident in one Health
Board area using the services of a hospital in a different Health Board area. The
Eastern Health Board area, unsurprisingly, was the only net recipient: 35 of its
155 patients (23 per cent) came from elsewhere, mainly from the North-Eastern
area. The Southern area was neither a net sender nor a net recipient; it "broke
even." All other areas sent patients to other areas, mainly to the Eastern. (See
Appendix Table A.41.)

Of course, we do not know how much of this migration for hospital care was
the result of regional centralisation of specialised facilities and how much was
due simply to the mal-distribution of beds. The ratios reported give us merely
the results of these processes. As Culyer and Maynard, commenting on the
unequal distribution of hospital beds in Ireland, state,

The causes of such inequalities are complex. History is an important
explanatory variable. Hospital bed stocks are often aged and built to serve
populations which have long since either declined or migrated to other
areas. Geographically unequal incomes and the geographically unequal
philanthropic propensities of past generations are two other important
variables. Another factor is that because of economies of scale, specialised
units are small in number, tend to be located in the East and people travel
there to use them. These inter-regional flows blur the character of the crude
statistics ... but they do not account for the magnitude of the inequalities.
... (NESC, 29, 1977).

The second issue regarding these data concerns the fact that there are a great
many very small hospitals in Ireland. Table 4.14 reports that there are 89
hospitals with fewer than 100 beds, of which 52 have fewer than 50 beds. In 1968,
the Fitzgerald Report (Stationery Office, 1968) argued,

We consider that the small hospital of less than 200 beds with one surgeon
and one physician is no longer capable of adequately meeting public needs.
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While in some instances there will be special local factors to justify having a
smaller hospital, we recommend that the broad policy should be to
establish General Hospitals of not less than 300 beds.

As Table 4.15 indicates, only 13 of Ireland’s 158 hospitals have more than 300
beds. These account for approximately 25 per cent of total acute beds. When
hospitals are too small, they will either be inadequately staffed and equipped, or
they will be inefficient and costly, or both. A minimal hospital should have x-ray
and pathology departments; it should have two or preferably three surgeons and
physicians, and two obstetricians, to provide 24-hour coverage and to allow for
annual leave, illness, etc. If this minimal staffis not employed in a small hospital,
it will not provide adequate service; if it is employed, the small hospital will not
have enough patient activity to utilise them efficiently.

Moreover, there are indications fi’Oln US research that larger hospitals may
provide higher output quality. Hospitals where fewer than 200 open-heart
operations were done in a year had death rates 24 per cent higher than the
average (adjusted for severity of case mix); those where more than 200 such
operations were performed had death rates 23 per cent below the average (Luft,
Bunker and Enthoven, 1979).

In a sense, approximately half of the District Hospitals are not truly acute
hospitals. The Department of Health classifies District Hospitals according to
average length of stay. There were 26 District Hospitals in 1979 whose average
length of stay was under 30 days, and the group average length of stay was 15.7
days (compared with 8.3 for Regional Hospitals, 7.3 for County Hospitals, and
9.6 for Voluntary Public Hospitals). The remaining 28 with average lengths of
stay of 30 or more days had a group average of 113.3 days. These hospitals’
services more nearly resemble those of institutions providing skilled nursing,
convalescent and geriatric care than acute or short-stay care.

The Fitzgerald report recommended that most of the small hospitals be down-

Table 4.15: Acute hospitals, size distribution (numbers of beds) by Health Board
area, December 31, 1979

Health Board
el tea: 1-50 51-100 101-200201-300301-400401-500501-600601-700 Total

Eastern 4 10 17 6 5 2 -- 1 45
Midland 4 3 4 ..... 11
Mid-Western 4 4 4 -- 1 -- -- -- 13
North-Eastern 3 1 4 -- 1 -- -- -- 9
North-Western 5 2 1 1 .... 9
South-Eastern 13 5 3 2 .... 23
Southern 16 8 8 1 1 -- 1 -- 35
Western 3 4 3 2 -- 1 -- -- 13
Total 52 37 44 12 8 3 1 1 158

Source: Department of Health
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graded to nursing homes, health centres, etc., but there was considerable resist-
ance at local level to the loss of a hospital facility. In the mid-1970s it was decided
that each Health Board would determine which of its County Hospitals it would
develop as a general hospital for the region and which it would downgrade.
Hospitals were selected and planning and building began. But local pressure in
the localities where hospitals were to be downgraded proved to be greater than
the will to rationalise the system, and it was agreed that practically every County
Hospital would provide the minimum requirements of a general hospital. The
Irish Times has stated that "the policy of a ’hospital within sight of every polling
booth’ has triumphed" (December 11, 1978). Though politics are not the only
reason for the retention of so many undersized hospitals, it can hardly be
doubted that many of these hospitals provide an inadequate acute hospital ser-
vice to their communities.

It has been estimated that approximately 25 per cent of Irish hospital beds are
either in private accommodation (only one bed in the room) or "semi-private"
accommodation (two to four beds), the remainder being in public wards with
five or more beds (Joint Committee on State-Sponsored Bodies, 1980). This
accords with our survey, in which 10.8 per cent of patients reported only one bed
in their rooms, and 16.1 per cent reported two to four, for a total of 26.9 per cent
private and "semi-private." Females of all ages except middle age (45-64) are
more likely than males to take private accommodation (Appendix Table A.39).
As noted earlier, all persons are eligible for hospital in-patient care in a public
ward, but (as Appendix Table A.40 shows) only 85 per cent of persons with Cate-
gory I eligibility, 70 per cent with Category II eligibility and 54 per cent with
Category III eligibility were in rooms with 5 or more persons. As also noted,
many people purchase VHI cover in order to be entitled to private or semi-
private accommodation. Among those with VHI cover, almost exactly half had
private or "semi-private" accommodation, and half were accommodated in
larger wards. Among those without VHI cover, only 20 per cent were in private
or "semi-private" accommodation.

Table 4.9 above, reports that 7.8 per cent of patients had to wait one month or
more to be admitted to hospital. Of these, 1.6 per cent had to wait more than a
year (not shown in Table 4.9). These figures do not indicate a serious problem in
aggregate though there may be local problems in some areas. By Health Board
area, the numbers waiting at least a month ranged from insignificantly small to
10.0 per cent. It is sometimes argued that people buy VHI cover, at least in part,
in order to avail of private (or "semi-private") care precisely in order to "queue-
jump" and avoid long waits for admission. Our survey shows no difference be-
tween VHI and non-VHI patients in length of wait (Appendix Table A.42).
Likewise, no difference is indicated according to category of health services
eligibility.

Table 4.3, above, shows Ireland with the shortest average length of general
hospital stay in the European Community (tied with Denmark) in 1976, and
with the highest number of cases treated per bed per year. Department of Health
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data show a general downward trend in average stay, which stood at 10.4 in
1979 (averages by type of hospital have already been cited above). It would not
be correct, however, to conclude that length of stay is not a problem. Lengths of
stay vary considerably around the country for the same diagnosis and treatment
(Kelly, 1976) indicating the likelihood of excessive stays in some cases. Length of
stay should be the object of attention from the Department of Health, as part of a
strategy aimed at strengthening and encouraging primary and other commun-
ity care, and shifting resources away from costly hospitalisation. We will return
to this question in the final chapter.

Another source of concern is admitting rates, which are high and rising. Table
4.3 shows there to be a low group (UK, Netherlands, Luxembourg) and a high
group (the others), the latter including Ireland. The Irish rate rose from 141 per
1,000 in 1975 to 162 in 1976. In 1978 and again in 1979, there were 166 hospital
discharges for each 1,000 persons in the population. A high rate of hospital ad-
missions (or discharges) may be evidence of too ready resort to hospitalisation by
doctors, and represents a high-cost alternative (and often a medically inferior
one as well) to community care. Admitting rates, too, should be the object of the
Department’s attention, as part of the same strategy aimed at shifting the centre
of gravity in the direction of primary care in the community, as will be discussed
in the final chapter.

Special ltospiCals
The special hospital programme forms only a small part of the present study.

For reasons mentioned in Chapter 1, our survey results are unreliable in the area
of psychiatric hospitals and units and are not presented. Questions were not
asked concerning long-stay care of mentally handicapped or other handicapp-
ed, or of the aged. Analysis of this sector of care would require special analysis
and tools not employed here.

For adults, eligibility follows the same principles in psychiatric as in general
hospitals. For children under sixteen, psychiatric services are free, irrespective of
family means. As with general hospital care, psychiatric care in private hospitals
is subsidised by the state. Roughly one-eighth of current health expenditure goes
tbr psychiatric care. As of the end of 1980, as Table 4.16 indicates, there were
approximately 13,000 patients in psychiatric hospitals and psychiatric units of
general hospitals in Ireland, a figure which appears to be decreasing steadily
each year. The total number of long-stay psychiatric patients in Irish hospitals
has fallen fi’om 16,400 in 1970, to 15,000 in 1975, to 13,343 at the end of 1980.
The scope for further reductions in the psychiatric hospital in-patient popula-
tion over time is reflected in the fact that no less than 3,000 or about 22 per cent
of the total, are over 65 years of age and have spent more than five years in
hospital. The developmen(’of community-based psychiatric services, along with
the development of specialist geriatric and mental handicap services, will all
combine to reduce the total number of in-patients. The numbers of mentally
handicapped adults in psychiatric hospitals has shown a consistent decline over
recent years.
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Psychiatric beds are as unequally distributed as acute beds -- though rather
differently. The Department of Health does not publish numbers of psychiatric
beds, but rather patients on register. The national average for December, 1980,
as shown in Table 4.16, was just under four patients per 1,000 population; but
three Health Board areas (the Eastern, North-Eastern and Southern) had fewer
than three patients per 1,000, and four (the Midland, North-Western, South-
Eastern, and Western) had more than five. The ratio of the highest to the lowest
exceeds two to one. Where long-stay patients tend to stay in facilities far from
their homes, difficulties are imposed for family members and friends who might
visit them.

Table 4.16 also reports on admissions, which appear except in recent years to
have risen consistently, a trend which is reconciled with declining numbers of
patients in residence by falling lengths of stay, due in part to modern methods of
treatment. It will be observed that admissions are somewhat less unequally dis-
tributed than patients. Admissions to psychiatric hospitals and units now appear
to have reached a plateau, having risen consistently in every year from 1945
until 1977.

Table 4.16: Psychiatric in-patients, admissions 1980, and patients in psychiatric
hospitals~units December 31, 1980 - numbers and numbers per 1,000 population, by

Health Board area

Health Board Area

Patients in Hospital,
Admissions in 1978 December 31, 1980

Number per Number per
1,000 1,000

Number      population      Number      population

Eastern 8,069 6.77 3,337 2.80
Midland 1,492 7.39 1,164 5.77
Mid-Western 3,309 9.87 1,369 4.44
North-Eastern 2,118 7.33 709 2.45
North-Western 2,183 10.51 1,090 5.25
South-Eastern 3,641 9.72 2,183 5.83
Southern 3,623 6.90 1,464 2.79
Western 2,774 8.14 2,027 5.95
Ireland 27,098 7.88 13,343 3.88

Note: Numbers per 1,000 population are ratio of numbers of patients in area, whatever their
Health Board area of original residence, to population resident in Health Board area. Of the 12
private psychiatric hospitals in the country, eight, including all of the large ones, are situated in the
Eastern Health Board area, and accommodate about 1,000 patients, who would be drawn fi’om all
parts of the country. The Eastern area numbers and rates may be significantly inflated as a
consequence. Rates per 1,000 population are based on 1981 census figures for 5th April, 1981.
Total admissions of 27,098 include 159 non-national admissions.
Source: Admissions, Medico-Social Research Board; Patients in hospital, Department of Health.
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It is worthwhile commenting on the role alcoholism and alcohol-related dis-
orders play in psychiatric admissions. Alcoholism and alcohol psychosis
accounted for 15 per cent of admissions in 1970, while only ten years later
alcohol-related psychiatric disorders accounted for 26 per cent of admissions. In-
deed, there was an increase between 1970 and 1980 of about 16.3 per cent in
non-alcolml related admissions, compared with a 33 per cent increase in all ad-
missions over the same period. Alcoholism has therefore assumed the propor-
tions of a major and central problem in so far as the psychiatric services are
concerned.

In this chapter, we have reviewed the system of medical care in Ireland. We
have examined the organisation of the public health services and of the private
sector; the system of eligibility for free and subsidised medical care; the
Voluntary Health Insurance scheme; and the system for delivery of medical
care, including professionals -- doctors, dentists, and others -- and institutions
-- general and special hospitals. We have seen that some important medical care
resources seem to be mal-distributed across the country. The North-West
Health Board area, in particular, seems to suffer in inter-regional comparisons.

In recent years, medical care -- public and private -- has absorbed an
increasing share of Gross National Product, as both costs and utilisation levels
have risen dramatically. We turn in the next chapter to medical care
expenditures, how they are financed and how they are rising.



Chapter 5

HEAL TH AND MEDICAL CARE EXPENDITURES

Health and medical care costs and expenditures appear to be rising signifi-
cantly faster than the average level of all prices and GNP, respectively, in
virtually all developed countries, whatever their form of organisation and
financing of their health services. And all countries appear to be earnestly
searching for methods of controlling and rationalising their health and medical
care expenditures.

Ireland is no exception to this global rule. Indeed, recent increases in health
expenditures in Ireland are large, even by world standards. In this chapter, we
review data on expenditures in part A; and we discuss the sources of cost inflation
and expenditure growth and possible techniques to deal with them in part B.

A. A Look at Health and Medical Care Expenditures

In this part, we review Irish health and medical care expenditures, their
composition, regional distribution and recent growth. In the process, we report
new estimates of private medical care expenditures. First, however, we must dis-
tinguish between health expenditures and medical care expenditures, and be-
tween either of them and Department of Health expenditures.

"Health Care" vs. "Medical Care"
As noted in Chapter 1, it is conventional to distinguish between "health care"

and "medical care." The former is the broader category and includes the latter.
Medical care involves the care and/or treatment of ill (or pregnant) persons by
medical personnel, usually defined to include doctors and nurses (and possibly
others, but usually under the supervision of or on referral from doctors or
nurses), or in medical facilities such as hospitals; and preventative services
(including examinations) by or under the supervision of medical personnel or in
medical facilities. As a rule of thumb, medical care virtually always involves
doctors, though that is not a definitional necessity.

Health care includes medical care, but adds to it the following: (1) Care of
one’s self, through nutritious diet, exercise, administration of (usually non-
prescription) medicines and other therapies, and such. (2) Preventative services

113
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and treatment outside the aegis of medical personnel, as by or through health
education (in school or by such organisations as the Health Education Bureau),
nutritionists and dieticians, food hygiene inspectors and numerous others. (3)
Long-term care, outside of hospitals, of the handicapped and of the infirm aged.

These definitions are imprecise and, in application, arbitrary. Are dentists,
psychologists, or social workers "medical personnel"? When is research to be
delined as part of"medical care"? Are nursing homes sometimes to be consider-
ed "medical facilities", and if so, when? Yet, in spite of imprecision and arbi-
trariness, the point can safely be made that medical care constitutes the core of
health care and certainly involves doctors, nurses, prescription pharmaceutical
medicines and hospitals.

If we distinguish between health care and medical care, so too must we distin-
guish between health care expenditures and medical care expenditures. To these
two categories we must add a third: Department of Health Expenditures. This last is
not really a definitional category, but rather an administrative device. In
Ireland, it includes, for all practical purposes, virtually all public health care
expenditures. It omits, however, a small volume of public expenditures outside
the Department of Health, such as the Dental Care Scheme of the Department
of Social Welfare, which might be considered health expenditures.5~ It omits, of
course, privale health care expenditures. It includes, on the other hand, some
related expenditures not usually considered health care expenditures, such as a
variety of welfare or transfer programmes which for historical reasons are ad-
ministered by the Department of Health. In 1980, these expenditures, collective-
ly known as the Community Welfare Programme, amounted to £46.835m, or
more than 6 per cent of Department of Health current expenditures.

Department of Health expenditures are thus not an entirely satisfactory
measure of health or medical care expenditures, both for what they omit (private
and other public health care expenditures) and for what they include (non-
health care expenditures such as the Community Welfare Programme). Yet,
they are fi’equently used as a proxy for either health care or medical care
expenditures and they will be so used here in much of our discussion. The reason
is that Department of Health expenditures provide the only conveniently avail-
able, reasonably consistent series covering a number of years.

Department of Health Expenditures
Table 5.1 reports on estimated current (non-capital) Department of Health

expenditures in 1980. Also reported are three concepts of the total, together with
three sets of percentages of the total. Total A, £732.000m, is the estimated total of

suit also does not include medical care and other heahh care expenditures made outside the De-
partment of Health or Health Boards by state or local public agencies on behalf of their own
employees, including the Defence Forces, nor does it include the costs of a variety of health (not
necessarily medical) related functions of public bodies, ranging from sanitary services under the
Department of the Environment to in-school health education or to services provided by County
Councils to Travelling People.
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Table 5.1: Estimated non-capital Department of Health expenditure by programmes

and services, 1980

Expenditure Per cenl oat" lola~’~)
Programme and Service £ million A B C

Community Protection Programme
Prevention of infectious diseases 3.150
Child health examinations 6.100
Food hygiene and standards 1.400
Drugs Advisory Board 0.220
Health Education 1.500
Other preventive services 0.630
Total 13.000 1.8 1.9 1.5cbl

Community Health Services Programme
General Practitioner Service (including

prescribed drugs) 56.000
Subsidy lbr drugs purchased by persons

ineligible under 2.1 above 6.500
Refund of cost of drugs for long-term illnesses

(including hardship cases) 3.500
Home nursing services 12.000
Domiciliary maternity services 1.200
Family planning
Dental Services 8.500
Ophthalmic Services 2.400
Aural Services 0.300
Total 90.400 12.3 13.2 14.5

Community Hlelfare Programme
Cash payments to disabled persons 25.750
Mobility allowances 0.150
Cash payments to persons with certain

infectious diseases 0.560
Maternity cash grants 0.150
Allowances for "constant care" of

handicapped children 2.185
Cash payments to blind persons 0.590
Home help services 4.300
Meals-on-wheels services 1.400
Grants to voluntary welfare agencies 3.800
Supply of fi’ee milk 0.800
Boarding out of children 0.750
Payments for children in approved schools 2.800
Welfare homes tbr the aged 3.600
Total 46.835 6.4 -- --

Psychiatric Programme
Service for diagnosis, care and prevention of

psychiatric aihnents 90.000
Payments for patients in private psychiatric

hospitals 3.500
Total 93.500 12.8 13.6 15.0
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Table 5.1 : Continued

Expenditure Per cent of total"~

Programme and Service £ million A B C

33.600

13.100
1.800
0.900
0.700

7.100
2.450

59.650

83.200
160.000

80.500
8.800

17.300
35.000

9.000
393.800

4.415
18.000

1.100
7.800

l’rogramme for the Handicapped
Care in special homes for mentally

handicapped
Care of lnentally handicapped persons in

psychiatric hospitals
Care in day eentres lbr mentally handicapped
Assessment and care of blind
Assessment and care of deaf
Assessment and care of persons otherwise

handicapped
Rehabilitation selwice
Total 8.1 8.7 --

General ltospital Programme
Services in regional hospitals
Services in public voluntary hospitals
Services in heahh board county hospitals and

homes

Contributions to patients in private hospitals
Services in district hospitals
Services in heahh board long-stay hospitals
Amlmlance selMces
Total 53.8 57.5 63.3

General Sup/mr/Programme
Central administration
Local administration (Heahh Boards)
Research
Superanlmation
Finance charges (including interest on

borrowings, insurances), etc.                    3.500
Total                                       34.815       4.8       5.1       5.6

Gross Non-Capital Total -- All Programmes .
(£M) 732.000 732.000 685.165 621.765

hwome
Charges lbr maintenance in private and semi-

private accommodation in public hospitals
and other income of health agencies 31.000

Net Non-Capital Total 701.000

Notes:
I"~Total A consists of all items, and equals £732.000m. Total B omits Community Welfare
Programmes and equals £685.165m. Total C equals Total B, minus Programme for the
Handicapped, and the last lbur items under Community Protection Programme, and equals
£..621.76.~m. Details ma) not add to totals because of rounding.
lb)Prevention of inthctious diseases plus child health examinations, as a per cent of Total C.
,S’ource: Dam fi-om Department of Health.
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all Department of Health expenditures in 1980. It will be seen that the General
Hospital Programme accounted for 53.8 per cent of Total A. Total B, which
omits expenditures on the Community Welfare Programme, amounts to
£685.165m. The General Hospital Programme accounted for 57.5 per cent of
Total B. Total C omits not only expenditures on the Community Welfare Pro-
gramme, but also those on the Programme for the Handicapped, and on the
non-medical components of the Community Protection Programme, viz., the
last four items shown. Total C, then, is £621.765m, and the General Hospital
Programme accounts for 63.3 per cent of that total.

It will be recognised that Total A is the same as Department of Health
expenditures (excluding capital expenditures), and that Totals B and C are
approximations, respectively, of public health expenditures and public medical
care expenditures, as defined above, though omitting non-Department of
Health public expenditures.

The percentage breakdowns in Table 5.1 are striking. The Community
Health Services Programme, which is roughly equivalent to primary care, used
only 14.5 per cent of Total C in 1980, and of that only about 9 per cent for GP
(general practitioner) services and prescription medicines for persons with Cate-
gory I eligibility. (Eligibility is discussed in Chapter 4.) The biggest user of
resources, by far, was the hospital system. The General Hospital Programme
spent an estimated £393.8m, or (as noted) 63.3 per cent of Total C. These figures
show how strongly hospital-oriented are the public health services in Ireland.
Moreover, in spite of talk about strengthened community care, the share of (all
three versions of) total expenditures devoted to the General Hospital
Programme has been creeping upward in recent years. They increased by more
than five percentage points in the three years 1977-80 (National Economic and
Social Council No. 53, 1980), but levelled offin 1983, as will be seen presently. In
order to control the growth of medical care expenditures, it will be necessary to
control outlays under the General Hospital Programme. This will probably
require strengthening primary, community care.

The Department of Health and the Health Boards have a reputation for
skilled and efficient administration, and that appears borne out by Table 5.1,
which shows only 4.8 per cent of Total A (the relevant total in this case) spent on
the General Support Programme (of which only 0.6 per cent, about one-eighth,
is spent on central administration in Dublin, and 2.5 per cent, slightly more than
half, on Health Board administration). On the other hand, this same item shows
a pitifully small amount, 0.15 per cent of Total A, spent on research.

It will be noted that the £732.0m, spent in 1980 by the Department of Health
was partially offset by income of £31.0m, so that net expenditure, i.e., the
amount provided from the Exchequer for current Department spending, was
.£701.0m. The income figure is surprisingly low.

The same hospitals orientation applies, unsurprisingly, to capital expendi-
tures of the Department of Health, as reported in Table 5.2. General hospitals
spent about 64 per cent of the total and virtually all the rest went to psychiatric
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Table 5.2: Department of Health Capital Expenditure, 1980

x £1000    Per cent(")

General hospitals, total
of which Health Boards
of which Voluntary Public

Psychiatric hospitals
Mental handicap

of which Health Boards
of which Voluntary bodies

Geriatric accommodation
Others, miscellaneous, and minor schemes

Total capital expenditure

22,447 64.1
11,770 33.6
10,677 30.5

1,375 3.9
6,521 18.6

405 1.1
6,116 17.5
1,229 3.5
3,430 9.8

35,002 100.0

Notes: I’~lDetail do not add to I00 per cent because of rounding.
Source: Department of Health.

hospitals and long-stay facilities.
A fuller account of public health-related expenditures would add £4.6m in

dental care and £0.2m in aural and optical care expenditures of the Department
of Social Welfare to all three totals.

We have concentrated on 1980 for comparability with our survey results, and
with some detailed Health Board income and expenditure data, which are both
for that year. The percentage distributions have changed little in subsequent
years. As percentages of Total A, expenditures changed as follows between 1980
and 1983, with estimated 1984 outlays in parentheses: community protection,
1.8 per cent to 1.6 per cent (1.6 per cent); community health services, 12.3 per
cent to 12.7 per cent (12.8 per cent); community welfare, 6.4 per cent to 7.9 per
cent (8.1 per cent); psychiatric services, 12.8 per cent to 12.6 per cent (12.7 per
cent); services for the handicapped, 8.1 per cent to 10.4 per cent (10.3 per cent);
and general hospital services, 53.8 per-cent to 54.8 per cent (54.5 per cent).
(Department of Finance, 1984.)

Sources of Funds
h’eland is one of the few countries in Europe not to finance a significant por-

tion of its public health services through social insurance contributions. While
those with Category II and III eligibility are required, as noted in Chapter 4, to
pay health contributions, these financed only 6.5 per cent of current Depart-
ment of Heatth expenditures in 1980. Of the remainder, 92.0 per cent came from
the Exchequer, 1.3 per cent from the European Community and 0.2 per cent
fi’om the Hospitals Sweepstakes. In the capital programme, 1.4 per cent derived
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from the Hospitals Sweepstakes, and the remainder from the Exchequer.5a

The fact that health contributions are levied at a low rate on a taxable income
which reaches a ceiling (1 per cent on the first £11,000 of income in 1983) means
that there is some potential for increasing income from this source. As it stands,
once the ceiling is reached, health contributions become, in effect, a per capita
tax on earners, and hence are extremely regressive. While on the surface it might
appear that this income group, which corresponds to Category III, receives
much more limited services than others, hence justifying the contributions ceil-
ing, in fact the considerable subsidies, direct and indirect, to private care (as dis-
cussed in Chapter 4) warrant consideration of applying this tax to all incomes.
However, it must be conceded that the added revenues would be modest in
comparison with the resources required to finance the health services.

As will be discussed below, current net expenditures of the Department of
Health constituted 8.1 per cent of Irish Gross National Product in 1980. When
capital outlays are included, the share rises to 8.5 per cent. (It is appropriate to
add capital outlays because current expenditures do not include a depreciation
item.)

Regional Distribulion
All except about 2 per cent of Department of Health current expenditures are

in the tbrm of grants, either to the eight regional Health Boards (70 per cent of
grants) or to voluntary agencies (30 per cent), mainly Voluntary Public
hospitals. The grants to voluntary agencies are made ~on behalf of’’ the
appropriate Health Boards.

Table 5.3 reports on grants to Health Boards, other income of Health Boards,
and Health Board expenditures, on a total and per capita basis, for 1980. Per
capita Health Board expenditures in Ireland averaged £197.92 in 1980, and
ranged among Health Boards from a low of£180.48 in the North-Eastern area,
to a high of£239.92 in the Western area (line 6, Table 5.3).

Table 5.3 also shows (line 1) the distribution of grant payments made to or on
behalf of Health Boards to have averaged £196.23, with a range of from £178.18
(North-Eastern area) to £237.36 (Western area). Per capita grants are not

SaAs the Sweepstakes are associated in the minds of many with the l~nance of Irish hospitals, a brief
review in a tbotnote seems appropriate. The Hospitals Trust Fund was established by legislation in
1933, with its income to be derived from sweepstakes on horse racing, and its outlay to be used lbr
capital expenditures by and to cover current operating deficits of the Vohmtary Public Hospitals.
In its day, the Trust Fund made a major contribution to health care finance, especially to capital
expenditure. As late as 1966, the Government could state in a White Paper, "The main source of
funds for capital expenditure on the health services has been the Irish Hospital Sweepstakes. From
1 April 1948 to 31 March 1965, capital expenditure on the provision of hospitals and other
institutions amounted to £34.9 million. Of this, £21.6 million was provided li’om the
Sweepstakes." (Stationery OtI~ce, 1966.) But Sweepstakes income has not risen with the cost of
medical care, and its relative role has been eroded signilicantly since then, and it is no longer an
important source of hospital tinance.



Table 5.3: Per capita income and expenditure of Health Boards", 1980, together with per capita household medical expenditure,

1980

Health Board

Mid- North- North- South-
Eastern Midland Western Eastern Western Eastern Southern Western beland

1. Per capita grant ~ayments made to or on behalf of
Health BoardsI) 180.20 215.49 191.21 178.18 236.73 193.20 197.75 237.36 196.23

2. Per capita income of Health Boards 184.86 229.99 201.70 186.60 247.41 203.17 207.56 250.63 204.95
3. Per capita hospital expenditures, Health Board(b) 127.38 ’ 134.41 106.59 112.59 128.13 120.99 130.22 151.14 127.95
4. Per capita expenditure on General Practitioner

Services and General Medical Services,
Health Boards 22.63 32.48 24.45 25.28 51.37 24.64 26.55 47.27 28.60

5. Per capita community care expenditure,
Health Boards -34.13 46.49 38.29 38.28 64.61 36.39 41.40 62.13 41.56

6. Per capita health expenditure, Health Boards, total 184.10 220.48 190.70 180.48 233.03 188.84 195.60 239.92 197.92
7. Per capita household med{cal expendituresco) 44.65 18.39 22.59 29.48 20.40 23.44 31.94 35.30 32.88
8. Per capita public and household medical

expendituresco)
228.75 238.87 213.29 209.96 253.43 212.28 227.54 275.22 230.80

©

©
~P0tes:
I,) Income (line 2) and expenditure (line 6) differ primarily with respect to timing. Per capita income (line 2) consists of grant payments (line 1) plus

other income. The Department of Health provides grants to Health Boards, and to others (mainly Voluntary Hospitals) on behalf of Health Boards.
Health Board expenditure can be grouped into General Hospital expenditure, Special Hospital expenditure, Community Care, and others. Line 3
includes both General and Special hospitals. General Medical Services (line 4) are part of Community Care (line 5). The total (line 6) is the sum of
hospital expenditure (line 3), Community Care expenditure (line 5), and other. Central Department of Health and VHI administrative costs
excluded.
Cb)Includes payment to Voluntary Hospitals and others on behalf of Health Boards.
C~lSum of lines 6 and 7.
Source: Lines 1-6 are derived from Department of Health data; Dail Proceedings, 5 May, 1981. Line 7 is derived from our own survey. Line 8
combines the two.
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expected to be equal among Health Board areas, but rather should reflect pro-
portion of the population with Category I (and, to a lesser extent, Category II)
eligibility; population density; age distribution of population; the array, in terms
of size, age and distribution, of hospitals with which each area is endowed; etc.
Line 2 reports per capita total income, the difference between that and line 1
being other income, mainly hospital room charges. Line 3 reports on per capita
hospital expenditures, which is the sum of Health Board expenditures and De-
partment grants to voluntary hospitals in each area.54 Per capita hospital
expenditures of £127.95 are 64.6 per cent of per capita total Health Board
expenditures. The range is somewhat greater than expected, from a low of
£106.59 in the Mid-Western area to a high of£151.14 in the Western. Line 4
reports on expenditures on the General Practitioner Services and General
Medical Services, i.e., GP care and prescription medicines, for those with
Category I eligibility. The range here seems to reflect the distribution of the
Medical Card population throughout the country. The striking thing about this
line is the relatively low level of these expenditures. Per capita GMS expendi-
tures (note: not per eligible person, but per head of population) of£28.60 was
only 14.5 per cent of all expenditures made by or on behalf of Health Boards.
Line 5, community care, includes line 4 together with the rest of the Community
Health Services Programme. Lines 7 and 8 concern private, household expendi-
tures, and will be discussed later in this chapter.

These data are not routinely published by the Department of Health, and sur-
faced only as the result of a parliamentary question posed in the Dail. It is recom-
mended that data on grants to, income of and expenditures of Heahh Boards be
published regularly.

Household Medical Care Expenditures
In order to provide the basis for estimates of private, household expenditures

on medical care, our survey included questions of the following sort:

Would you please try to estimate how much money, altogether, the house-
hold spent on general practitioners’ fees in 19807

Similar questions were asked in nine other categories, including "other".
Four things should be noted about these questions. First, as noted in Chapter

1, they are retrospective, and thus may be affected by errors of recall, though we
have tried to minimise this problem in the design of the survey.

Second, the data are for a whole calendar year. Thus there is no need to
attempt seasonal adjustments.

Third, data are for whole households, not for individuals. Thus we cannot

54It will be noted that this statistic is something of a hybrid, in that net expenditures of Heahh Board
hospitals are added togrants to Voluntary Hospitals in each area. It would have been conceptually
more appropriate to have added net expenditures by Health Board hospitals to net expenditures of
Voluntary Hospitals, but the latter data were not available.
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report on expenditures by age or sex, except by age or sex of the head of house-
hold. Because we know the number of persons in each household, we are able to
divide each househ01d’s medical care expenditures by that number to obtain
medical care expenditures per person; but this is not the same, obviously, as
having expenditure data on each individual.

The tburth point to be noted concerning these survey questions is that house-
holds were not asked to deduct VHI or Health Board reimbrusement and then to
report nel expenditures on medical care. It was determined that such procedure
would be excessively confusing and could result in additional error. As VHI and
Health Board reimbursement data are available in aggregate, it was not thought
to be necessary to ask these questions. Instead, households were asked to provide
gross medical care expenditure information. Data reported here should be read
with that understanding.

The results are reported in summary form in Table 5.4 and in detail in
Appendix Tables A. 19 through A.30. It is estimated that in 1980, households
spent all average of£117.54, or an average of£32.88 per person, on medical care.
This is grossed up to a national total of£107.4m, after the deduction of£6.5m for
Health Board reimbursement for pharmaceutical medicines (the latter a
Department of Health statistic). The largest component was prescription medi-
cines (betbre the deduction of Health Board reimbursement), at £8.90 per
person, £30.77 per household and £30.8m nationwide C£’24.3m net). The second
largest component of gross, and the largest component of net, household medical
care expenditures is hospital and specialist charges, out-patient and in-patient
combined, which were £28.38 per household, £7.95 per person and J,’27.6m
nationally. The third largest was general practitioner fees, which were £20.69
per household, of£5.68 per person and £19.7m nationally. These three -- pre-
scription medicines, hospital charges and specialist fees and GP fees -- consti-
tuted 68.6 per cent of gross and 66.7 per cent of net medical expenditure by
households. The relatively low share of hospital and specialist charges in the
total retlects the patterns of eligibility for public health services, as well as the
considerable public subsidisation of private hospitalisation (both discussed in
Chapter 4).

Other Estimates of Household Expenditures
The Central Statistics Office, in its Household Budget Survey (HBS), collects

inlbrmation on household medical care expenditures. Its methods and defini-
tions are different from ours, but some comparisons are useful. The HBS leaves
log books with households and they record all of their weekly expenditures. The
survey is continuous, so some households are sampled in every month. The
expenditures are net and can be combined with VHI premia to yield a total de-
fined somewhat differently from ours.

The two surveys are compared in Table 5.5. The averages for the state are
remarkably similar, as indeed are the estimates for most of the Health Board
areas. Sampling differences as well as methodological and definitional differ-



HEALTH AND MEDICAL CARE EXPENDITURES 123

Table 5.4: Household expenditure on medical care, 1980, Ireland, by type of
expenditure: per person, per household and national tota{a~

Type of Expenditure

Per Per National
person household total

(£) (£) (£m)

General practitioner fees 5.68 20.69 19.7
Hospital and specialist charges, total 7.95 28.38 27.6

Of which:
Specialist fees, out-patient 1.86 7.53 6.5
Hospital charges, out-patient 0.28 1.05 1.0
Hospital and specialist charges,
in-patientIbl 5.81 19.80 20.1

Prescription medicinesI cl 8.90 30.77 30.8
Non-prescription medicines 3.02 10.58 10.5
Dentists’ fees and charges 4.08 16.43 14.1
Other health professionals(d) 0.98 3.17 3.4
Eyeglasses 2.11 7.02 7.3
Other medical expenditure~ e) 0.15 0.50 0.5
Total 32.88 117.54 113.9

Substract Health Board reimbursement for pharmaceutical
medicines, 1980 -6.5

Net household medical care expenditure 107.4

.]Votes: CalExcludes expenditures made by employers on behalf of employees and dependents.
IblIncludes ambulance transport and any ancillary charges relating to hospitalisation. :lIgnores
Health Board reimbursement for pharmaceutical medicines, estimated at £6.5m in 1980. Net
household prescliption medicine expenditure estimated at £24.3. CdlFor a partial list, see Table
A ¯ tel .......7̄, Appenchx. Includes medmal, surgmal and nursmg devines and eqmpment, hearing aids, etc.
Source: Author’s survey (see Ch. 1), except Health Board reimbursement for pharmaceutical
medicines, tbr which source: Department of Health¯

ences account for the differences. Note that ESRI figures are gross medical
expenditures, without deducting VHI reimbursements, but without adding
VHI premia; while HBS figures are for net medical expenditures, after deduc-
tion of VHI reimbursement, to which we have added VHI premia. The two
figures are conceptually the same, therefore, except that VHI administrative
expense is included in the HBS figures, and there are timing differences.

The similarities in the state averages increases our confidence in the totals,
reported in Table 5.4.

It is also useful to compare our estimates of total household medical care
expenditures with claims against the VHI. The VHI reporting year begins 1
March and ends 28/29 February, while our figures are on a calendar year basis.
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Table 5.5: Household medical care expenditure, 1980: ESRI estimates compared with
household Budget Survey, weekly, by Health Board area (£)

HBS

Medical VHI
Health Board Area ESRI Expenses Premia Total

Eastern 3.10 2.28 0.75 3.03
Mid land 1.26 1.54 0.31 1.85
Mid-Western 1.38 1.42 0.49 1.91
North- Eastern 2.25 1.49 0.40 1.89
North-Western 1.36 1.22 0.21 1.43
South-Eastern 1.70 1.56 0.34 1.90
Sou thern 2.31 1.96 0.58 2.54
Western 2.04 1.30 0.30 1.60
h’eland 2.26 1.80 0.52 2.32

Somces: ESRI: Present Survey; HBS, David Rottman, "The Distributive Effects of Public
Expenditure and Taxes: Policy ImpLications." Forthcoming.

However, the VHI estimate an approximate two-month average lag between
the incurring of medical care expenses and their payment of claims, so our 1980
data are roughly comparable with their reporting period ending 28 February,
1981.

In that year, the VHI paid claims of£27,532,000. These are mainly but not
entirely in-patient hospitalisation expenses. We have estimated £27,600,000 in
in- and out-patient hospital specialist charges, of which £20,100,000 is for in-
patient care. Part of our estimated £19,700,000 in GP fees and £24,300,000 in net
prescription costs may also have been recoverable from VHI. Our conclusion is
that our estimates are consistent with VHI reported claims.

Other Private Medical Care Expenditures
As noted in Chapter 4, some employers and others provide help in a variety of

ways for employees, dependants, members and others, with their medical bills.
We were able to make only the most approximate estimates of non-household
private medical care expenditures.

Survey respondents were asked,

"In addition to the VHI or the Health Board, is there any other body or
organisation that helps you with your medical care costs?"

If the answer was yes, they were asked to identify the organisation. Seven per
cent of respondents answered in the affirmative. AI! the organisations identified
were contacted and asked what services or benefits they provided; who was
covered (e.g., employees only, pensioners, spouses, other dependants); how
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many persons, total, were covered; and what was the annual cost.
In all, 29 organisations were identified and contacted of which 13 responded

with information, but only 7 responses were usable in estimating outlays. For-
tunately, these 7 included employers of great range in size (from 400 employees
to 20,000), and they included public, semi-state and private organisations. It is
difficult to generalise regarding the types of services offered. The average annual
cost or outlay was estimated at £9.96 per household member, or £35.17 per
household. There was less variation in the average cost than in the nature of the
services provided. These amounts gross up to an estimated £2.385m for Ireland
in 1980. If we add an estimated 10 per cent administrative overhead, we get a
total for non-household private medical care expenditures of£2.624m.

Total Medical Care Expenditures
In Table 5.6, private medical care expenditures (Column 1) can be compared

with public medical care expenditures, as defined earlier (Column 2) and with
total expenditures (Column 3). Private medical care expenditures are estimated
at 15.2 per cent of the total. This percentage varies widely, however, when we
examine the five main components: general practitioner care, prescription
medicines, hospitals (combining in- and out-patient, and hospital and specialist
charges), dental care, and other. (Note that non-household private is included in
"other" because it was impossible to allocate by type or purpose of expenditure.)
Household expenditure was 51.2 per cent of GP fees; 33.3 per cent of prescrip-
tion medicine costs; only 5.4 per cent of hospital and specialist charges; 51.8 per
cent of dental care costs; and 41.6 per cent of other medical care costs. These
figures once again reflect the hospitals orientation of the public system, which
can be criticised as reflecting perverse incentives, encouraging use of costly
hospital and specialist care as compared with primary, community care by GPs.

The distribution of total medical care expenditures is worthy of review. The
largest share is given over to hospital care, 69.1 per cent. Prescription medicines
are next, at 9.8 per cent, followed by "other," 7.8 per cent. Only 5.2 per cent of
total public and private medical care outlays went to general practitioner care,
which is the linchpin of the system. An even smaller amount, 3.7 per cent of the
total, went to dental care, a part of the system in need of attention.

In Chapter 4 (Table 4.5), it is reported that there were 1,513 General Practi-
tioners in 1975. We have no figure for 1980, but if it is assumed the number had
risen to 1,600, our estimate of£38.5m in total GP fees yields an average GP in-
come of£24,000. The typical full-time GP probably received more, as some of
our estimated 1,600 GPs had only part-time practices. The estimate does not, of
course, take account of the costs of operating a practice; net income is less.

We can combine the figures presented thus far in some other ways to yield
interesting aggregates. If we add the estimated £113. lm of private medical care
expenditures to Department of Health current expenditures and to Department
of Social Welfare dental, aural and optical expenditures, to create a rather
heterogeneous "total health expenditure" (one which includes non-medical
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Table 5.6: Total current medical expenditures Republic of Ireland, 1980(a)

¢sj (2) (3)
Type of Expenditure Private(b) Public(el Total

£m £m £m
General Practitioner 19.7 18.8 38.5
Prescription medicines 24.3 48.6 72.9
Hospital: total 27.6 487.3 514.9
Dental care 14.1 13.1 27.2
Other(d) 24.1 33.9 58.0
Overhead(e) 3.3 30.3 33.6
Total 113.1 632.0 745.1

.A:otes:
(")Medical expenditures differ fi’om health expenditures o1" Department of Health expenditures.
See text.
(h)Household expenditure only, except ~P2.4m other private included in "Other" and £0.2m in
"Overhead."
(°In addition to Department of Health medical expenditures, this column includes £4.6m of
Department of Social Welfare expenditures on dental care, and (under "Other") £0.2m of
Department of Social Welfare aural and optical care expenditures. In addition, £0.5m, or 10 per
cent, isadded tbr estimated administrative overhead in the Department of Social Welfare.
(d)"Other" expenditui’e included in Column (1) includes private, non-household expenditure,
unallocatcd by type; household expenditure on health professionals other than doctors or dentists;
eyeglasses; medical, surgical and nursing devices and equipment; hearing aids; etc. "Other"
expenditure included in Column (2) includes other Community Health Services Programme,
£24.4m (home nursing, home maternity, dental, ophthalmic, aural services); and part of
Community Protection Programme, £9.24m (prevention of infectious diseases, child health
examinations); and £4.8m in Department of Social Welfare expenditures (see note (c)).
(C)Total Department of Health overhead of£34.815m (central administration, local or Health
Board administration, research, superannuation, and finance charges) allocated between medical
and non-inedical expenditures according to amounts in these. £0.5 is added for estimated
Department of Social Welfare overhead (see note (c)). Private overhead is the sum of household
and non-household, where household is estimated VHI administrative cost for calendar year 1980
and non-household is based on the assumption that it is 10 per cent of medical expenditures.
Sources: Column (1), author’s sm~,ey; Column (2), Department of Health.

Department of Health expenditures, but excludes non-medical private health

expenditures), the total of£849.9m is 9.8 per cent of GNP. We have no estimate
of non-medical private health expenditure, but if we assume these to be the same

percentage, 15.2 per cent, of total health care expenditures that private medical

care expenditures are of total medical care expenditures, we obtain an estimate

of£152.1 m for private health care expenditures, which gives an estimate of total

health care expenditure of£1,002.0m, or 11.6 per cent of GNP. This is a less
heterogeneous and more conceptually defensible measure, but because it relies

on untested assumptions it is of problematic accuracy.

If we then add £35.0m in public capital expenditure (from Table 5.2) to this
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total, we obtain a grand total of£1,037.0m in health care expenditure for 1980,
which was 12.0 per cent of GNP. This figure excludes private capital spending,
on e.g., private hospitals, GP surgeries, dispensing chemists’ facilities, etc., but in
the private sector capital costs (in the form of depreciation charges, etc.) presum-
ably are (or should be) explicitly or implicitly provided for in the setting of
charges, and adding them again at this point would involve double-counting.
Conceptually, this is our best figure, and though it includes some components
that are only estimated, the results are not very sensitive to different assumptions
used in making these estimates. Hence we are justified in saying that in 1980,
health care used "about" 12 per cent of GNP and that medical care used
~about" 10 per cent.

We can return briefly to Table 5.3 above. The estimated household medical
care expenditure of£32.88 varies regionally (line 7). The low is £18.39 in the
Midland region, while the high is £44.65 in the Eastern region. It is not surpris-
ing to find that the regional variation in total public and household per capita
medical care expenditures (line 8) is much less than in public (line 6) or house-
hold (line 7) individually. Indeed, the two largest regions, the Eastern and the
Southern, have total per capita expenditures which are very close to the national
average. The range is from £209.96 in the North-Eastern to £275.22 in the
Western. Only the Western region is above the national average in both public
and household per capita expenditures. Four regions -- the Mid-Western, the
North-Eastern, and the North-Western and, very slightly, the Southern -- are
below both national averages.

Average household and per capita expenditures also vary by age and sex of
household head; category of public health services eligibility; VHI cover; and
labour market status, occupation group and education of the head of household.
Detailed statistics on these appear in Appendix Tables A. 19 through A.24
(household averages) and A.25 through A.30 (per person averages). We review
these figures briefly.

Per household and per person comparisons are useful for different purposes.
These comparisons may diverge where numbers of household members vary.
For example, households with male heads spent £139 per household and£35 per
person, while those with female heads spent £46 per household and £26 per
person. Male-headed households spent 302 per cent of female-headed household
expenditures, but because female-headed households are smaller, on a per
person basis the ratio was only 135 per cent (Appendix Tables A. 19 and A.25).

As might be expected, category of eligibility appears to make the greatest
difference in household expenditures. This is so, as noted in Chapter 4, for two
reasons: first, those with Category III eligibility are eligible for fewer public ser-
vices than those in Category II, while those in Category II are eligible for fewer
than those in Category I. Hence more private expenditures are required in Cate-
gory III than II, and more in II than I. Second, those with higher incomes are
expected to have higher demands for medical care in general, and private care in
particular, even apart from eligibility for public services.
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These surmises are borne out in Tables A.20 and A.26. 20he latter shows per
capita spending of approximately £67 in Category III, £41 in Category II and
only £9 in Category I. As might be anticipated, the difference between Cate-
gories III and II is the greatest for hospital costs and that between II and I is the
greatest for GP fees.

It is to be emphasised that Tables A.20 and A.26 cannot be used to determine
either what Category I or II eligibility is "worth," or the "cost" of lesser
eligibility in Category II or III. Differences in per capita expenditures reflect not
only differing eligibility, but different needs (including those associated with
demographic aspects) and preferences.

The same tables show some differences according to VHI cover. Per capita
spending for those with VHI cover was £60 whilst that for those without VHI
cover was only £24. However, this probably exaggerates the difference, since
VHI cover is strongly correlated with category of eligibility. Within each Cate-
gory of eligibility, the difference between VHI and non-VHI is less (only£18, for
example, in Category III).

It is not surprising to find (in Table A.28) that per person medical expendi-
tures are greater where the head of household is employed than when that
person is unemployed, retired, or has some other labour market status. We find
(Tables A.23 and A.29) apparent class differences in household medical
expenditures, with the highest outlay by those in households whose head is
classed as a professional, manager,’ or employer (£71); the next where that person
is a salaried employee or intermediate non-manual worker (£47); and then rela-
tively smaller differences among the other four groups, which are, in descending
order, skilled manual worker (£28); other non-manual worker (£26); farmer,
agricultural worker, or fisher (£22); and semi-skilled or unskilled manual worker
(£19). Again it must be noted that these differences can reflect differences in
eligibility and VHI cover, in demand (for both medical care and private care),
and medical need (though the pattern appears contrary to morbidity patterns,
to the extent we know them).

Social class differences are also reflected in Appendix Tables A.24 and A.30,
which report expenditures by the age th~ head of household completed his or her
full-time education. The regularity of this association is striking, with a nearly
unbroken rise in expenditures with educational level.

In order to capture the net influence of these differences in persons -- their
category of eligibility and VHI cover, the age, sex, labour market status, occupa-
tion and education of the head of the household, and of Health Board area -- it is
necessary to use multiple regression analysis or some equivalent form of multi-
variate analysis. Results of such are presented in Chapters 6 and 7. (To the
extent that these independent variables are correlated with each other, however,
we will not be able to capture the net influence of each through multivariate
analysis.)
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Growth in Expenditures
As noted, we do not have reasonably consistent series for either medical or

health care expenditures covering a number of years, so for comparisons over
time we are forced to rely on Department of Health expenditures.

The rapid rate of general inflation in Ireland in the 1970s and 1980s may tend
to mask the extraordinary rate of cost and expenditure growth in the health care
area. Table 5.7 shows how really explosive the latter growth has been.

In Table 5.7, Column 1 reports on nominal (i.e., current price) growth in De-
partment of Health expenditures. These expenditures have risen seventeen times in
just under fourteen years. The average annual rate of increase between 1965/66
and 1980 was 22.8 per cent, a rate which provides for doubling every three years
and four months!

Table 5.7: Department of Health current expenditure, in current and constant (1970)
prices, 1965/66-1980

~/-ear(a)

(1) (2) (3) (4)
In current In constant % change in

prices 1970 prices, (2) from As %
£m £mI u) previous year of GNP

1966/67 41.0 51.5 9.8 3.8
1967/68 44.9 54.8 6.4 3.8
1968/69 50.6 58.7 7.1 3.8
1969/70 59.2 64.1 9.2 3.9
1970/71 76.2 76.2 18.9 4.4
1971/72 86.6 80.8 6.0 4.4
1972/73 108.1 91.3 13.0 4.5
1973/74 142.8 108.3 18.6 5.1
1974 179.6 116.5 7.6~c) 6.0
1975 242.6 130.2 11.8 6.5
1976 274.6 124.9 -4.1 6.0
1977 328.0 131.3 5.1 6.0
1978 400.0 148.7 13.3 6.4
1979 505.0 165.7 11.4 6.9
1980 701.0 197.0 18.9 8.1

Notes:
I~)Year ending 31 March through 1973/74; year ending 31 December thereafter. Figures shown for
1973/74 and 1974 overlap for three months.

lU)Deflated by Consumer Price Index. Years ending 31 March deflated by index for year ending
previous 31 December.
(C) Compares 12 months ending 31 March 1974 with 12 months ending 31 December 1974.
Source: Department of Health (Column 1). National Income and Expenditure, various issues (GNP,
CPI).
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This rather remarkable rate of increase reflects: (a) the increase inprices or unit
costs of health care services (e.g., the rise in physician fee levels, or in hospital
room daily charges); (b) the increase in quantity or volume of health care services
(and other Department of Health services) provided; and (c) the transfer of cer-
tain health care expenditures from the private to the public sector and from local
authorities to the state. The implication of(c) is that the rate of increase in total,
as opposed to state, health care expenditures, were it known, would almost cer-
tainly be less than the reported figure for public expenditures.

Increases in price or unit cost, as in (a), are not known, as there is no index of
health care prices in Ireland. Analytically, these increases are the product of the
general price increase, as measured, e.g., by the Consumer Price Index, and the
rise in health care prices relative to the average, which is not known. The latter,
unknown increase reflects real resource shifts to health care from the rest of the
economy. When the price of a commodity rises relative to other prices, typically
it means that in order to maintain the same output quantity or volume relation-
ships it is necessary to shift resources from elsewhere in the economy to the pro-
duction of that commodity. Hence these changes are not merely nominal "infla-
tionary" movements. Column (2) reports Department of Health current
expenditures in constant 1970 prices, i.e., adjusted for the rise in consumer prices
generally and not for increases in prices in the health sector. Column (3) shows
the percentage change in inflation-adjusted health care expenditures from the
previous year. The average annual rate of increase between 1965/66 and 1980
was 10.25 per cent. This rate and the rate of increase of nominal expenditures
cited earlier are averages of annual increases, and are not disproportionately
affected by the beginning and ending values. This is a truly extraordinary real
rate of increase, particularly to be sustained for such a long period of time. It is
much more economically significant, and hence striking, than the higher rate of
increase in nominal or current-price expenditures. It provides for a doubling the
ratio of Department of Health expenditures to the CPI every seven years and one
month.

Column (4) reports on Department of Health expenditures as a per cent of
Irish Gross National Product. This represents another way, alternative to
Column (3), of representing real expenditure growth. This rapid increase is also
remarkable and is presumably unsustainable. The figures reported exclude
capital outlays. They also exclude private health care expenditures. As noted
earlier, it is estimated that total health care expenditures were 12.0 per cent of
GNP in 1980, as compared with the 8.1 per cent reported in Table 5.7 for De-
partment of Health expenditures relative to GNP.

Care should be taken not to read more into Table 5.7 than appropriate. The
rise in real Department of Health expenditures, and in Department of Health
expenditures as a percentage of GNP, is certainly not wholly a bad thing. As said
earlier, part of it reflects expansion of services, much of which was in response to
real needs. But it must also be said that the increase of the last several years is un-
sustainable, and it will clearly be necessary to bring under control what in a
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number of ways seems to have been uncontrolled growth. It also almost certainly
reflects, to an extent, an irrational pattern of expenditures. We will comment on
these issues below.

B. Causes of Expenditure Growth

Health expenditures are the product of prices and quantities. Because so
many health expenditures are governmental, and because in any case we lack an
index of private health service prices, we cannot decompose recent health
expenditure growth into its price and quantity components. Consequently, we
do not know what part of the expenditure growth is volume (e.g., patient days in
hospital) and what part is price. One reason it is particularly difficult to make
this separation is that volume growth includes quality change. For example, if
the number of services routinely provided by hospitals to patients increases over
any period of time, or if the same services are provided by persons with more
training, then to that extent the rise in patient-day costs reflect volume rather
than price, even though to all intents it presents itself to us in the form of a price
change.

Our general inability to separate the price and quantity components of
expenditure growth is less troublesome, however, than it might at first appear. It
is really expenditure growth and not merely price inflation that constitutes the
central fiscal problem; expenditure growth in the health area requires the trans-
fer of resources from elsewhere in the economy.

In Ireland, real (CPI-adjusted) Department of Health expenditures have
risen 318 times in 13ya years (Table 5.7). In the United States, where there are
health price index data, medical care prices rose 2.0 times in 13 years (1965-78),
a comparable period. In the US, price increases were led by nursing homes and
hospitals. Nursing home unit prices rose 3.4 times in the Same period and led all
other categories. Hospital unit prices rose 2.5 times, but were of greater absolute
significance than nursing home costs. When one surveys other countries, the US
result appears universal: hospital costs have been the main source of medical
care cost inflation in recent years.

It seems reasonable to suppose that similar patterns have been followed in Ire-
land. As we have seen, hospital costs are a high and rising proportion of total De-
partment of Health, health and medical care expenditures. The public General
Hospital Programme was responsible for 53.8 per cent of Department of Health
expenditures, 57.5 per cent of estimated public health expenditures and 63.3 per
cent of public medical care expenditures in 1980, and the first of these rose more
than five percentage points in three years. O’Hagan and Kelly (1984) note that
between 1966 and 1979, average cost per patient week in Irish hospitals, relative
to GDP per capita, increased from 3.386 to 6.929, an increase of 104.6 per cent,
which they describe as "quite dramatic".

There are no published studies of Irish hospital costs. Elsewhere, the causes of
hospital cost inflation appear to concern, first and foremost, a major and con-
tinuing increase in resource intensity per patient (P. J. Feldstein, 1979). While
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adaptation to technological change in hospitals plays a role, in the sense that
new technology is expensive to implement and raises per patient costs, that is
neither the sole nor even the major explanation for rising resource intensity.
Instead, the explanation seems to lie in the following: First, there appears to be a
continuing increase in diagnostic tests, pathology, x-rays and the like, associated
with each medical or surgical procedure for which a patient might be hospitalis-
ed. That is, instead of many wholly new procedures involving new equipment
and/or therapies, there appears to be more use of existing ones. Secondly, there
appear to be more specialised and highly qualified personnel performing exist-
ing functions, a change which may not appear to be, but is, an example of in-
creased resource intensity.

The move to a new hospital usually speeds up these processes. In old hospitals,
older and less resource-intensive methods are used. When a new hospital comes
into use, per-patient charges may suddenly rise by as much as one-third, a rule of
thumb often used in Britain and in continental Europe. The changes are not
avoided, however, by continuing to use older hospitals; they are only made
gradual and steady rather than discontinuous.

To describe this form of hospital cost inflation is not to explain it. The ultimate
causes of rapid medical care cost increases appear to lie in the incentive struc-
tures facing patients and providers, combined with the open-endedness of
medical care. Moreover, this explanation extends beyond hospitalisation to
cover most other aspects of medical care as well. These problems were discussed
in Chapter 2 and we will return to them in the next section.

In addition to rising resource intensity, hospital cost inflation elsewhere is
explained by rising wage rates. Where products are produced under conditions
of slower-than-average productivity growth (with productivity measured in
terms of resources used per patient day, or other similar measure), then the price
of that product (also measured in patient day or similar terms) will necessarily
rise relative to all prices. This phenomenon, sometimes called "Baumol’s
Disease," appears to apply to services (i.e., intangibles, as distinguished from
physical commodities) in general and to health and medical care in particular.
"Baumol’s Disease" itself probably accounts for, and will continue to account
for, from 2 to 3 per cent growth in relative prices in the medical and health care
areas, even apart from other influences.55 Though these are price changes, they
do not resemble general price inflation, because they do involve real resources.
Other things held constant, they involve a rise in the share of society’s economic
resources devoted to medical and health care.

The hwentive Structure
Alain Enthoven, Professor of Economics at Stanford University in the USA,

in a heralded and widely-quoted book on health care cost increases and cost con-

¯
5SBaumol’s Disease, in the context of rising educational expenditures, was discussed in Tussing
(1978), pp. 68-71¯



HEALTH AND MEDICAL CARE EXPENDITURES 133

tainment in that country, stated,

Many factors contribute to the cost increase: general inflation in the
economy, ... better and more widespread insurance coverage, new
technology, an ageing population, ... and others. Some contributors have
been surprises. In the 1960s we almost doubled the number of students
entering our medical schools, only to find in the 1970s that more doctors
mean more doctoring and higher fees. Overall, there has been much over-
use of services (excessive hospital stays, duplication of tests), overinvest-
ment, and waste.

I believe, however, that the main cause of the unnecessary and unjustified
increase in costs is the complex of perverse incentives inherent in our
predominant system for financing health care. The "fee-for-service", or
piecework, system by which we pay doctors rewards the doctor with more
revenue for providing more, and more costly, services, whether or not more
is necessary or beneficial to the patient. Physician gross incomes account for
only (a small share) of total health care spending..., but physicians control
or influence most of the rest. They admit people to the hospital, order tests,
and recommend surgery and other costly procedures. Yet our system
assigns them very little responsibility for the economic consequences of
their decisions. Most physicians have no idea of the costs of the things they
order -- and no real reason to care.

Hospitals are paid on the basis of either their costs or charges based on
costs. The net effect is that more costs mean more revenue. Those who make
the decisions concerning the use of hospital services, doctors and insured
patients, have no reason to be cost-conscious. Most medical bills are paid
for by "third-party payors", insurance companies and government
agencies that pay the bills after the care has been given and the costs incurr-
ed .... Consumers’ insurance gives them free choice of doctor and hospital
and little or no incentive to seek out a less costly doctor or style of care ....
This system embodies many cost-increasing incentives and virtually no
rewards for economy (Enthoven, 1980).

Enthoven’s comments were addressed to the US system and not to this coun-
try’s. However, his remarks apply with equal force here. Indeed, it can be
argued that the incentive structure in the Irish health and medical care systems
is in some respects even more perverse to economical resource use than in the
United States.56

As we saw in Chapter 2, many of the problems referred to by Enthoven result
from the unique economic character of the commodity, medical care. Uncer-
tainty in the incidence and cost of medical care leads to a need for some form of
insurance, public or private; and the character of medical care as a merit good

’~6Enthoven’s scheme for controlling medical care cost and expenditure inflation is discussed in
Chapter 8.
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leads many societies to impose that insurance as compulsory. (It will be recalled
fi’om Chapter 2 that social provision of medical care through government can
best be viewed as a form of compulsory health insurance.) Thus point-of-
purchase prices are often lower than average or marginal costs, and may even be
zero, though time prices can be important. Usually we expect consumers of com-
modities to be economisers, carefully comparing benefits with costs at the mar-
gin; but that role is weakened because insurance drastically alters the usual
market mechanism.

That role is further weakened by the presumed ignorance of consumers re-
garding medical care. Most consumers are forced to rely on providers, especially
doctors, to make medical care utilisation decisions. This imposes two additional
problems.

First, providers are typically paid not for results but for resources used.
Outside of medical care, most producers enter commodity markets knowing that
if they use fewer resources to produce a commodity, they will be rewarded with
higher profits. There are positive incentives to economise. That is usually not the
case with medical care, unless financing and delivery systems are carefully
organised to achieve such a result. Instead, any increase in resources used tends
to be associated with an increase in revenues of providers.

Second, some providers face what amounts to a conflict of interest. The doctor
who economises on patient or public resources faces the prospect of thereby re-
ducing his or her own income as a result. Professor A. J. Culyer has argued that
"... the agency role of the doctor, if it is to operate most perfectly in accord with
the health interests of patients, requires the clear separation of the exercise of
professional judgement from the earnings of the professional’s income" (Culyer,
1980). In a fee-for-service system, that separation does not exist.

The structure of Irish charges, fees, insurance, remuneration and budgets was
laid out in detail in Chapter 4. Drawing on that background, let us review the
incentive structure and cost-containment devices used in the Irish system of
medical care, asking as we go along about each detail of the system, holding
other influences constant, whether for any of the participants it provides a
motive to use resources; is neutral with respect to resource use; or provides a
motive to economise in resource use.

We will concern ourselves primarily, and in order, with general practitioners;
pharmaceutical medicines; consultant specialists; hospitals and VHI cover.57

General praclitioners are paifl on a fee-for-service basis by the state for public
(Category I) patients, and at a somewhat higher rate (on average 60 per cent
higher) by the patient for private (Categories II/III) patients. This remunera-
tion technique encourages GPs to increase resource use. In the next chapter we
will review evidence that some Irish GPs apparently stimulate demand for their
own services, in order to increase their own incomes. Not only are GPs provided

57Parts of the tbllowing discussion are based on Tussing, "Financing the Health Services", in
McCarthy and Ryan (1982).



HEALTH AND MEDICAL CARE EXPENDITURES 135

with incentives to increase numbers of GP consultations, but it appears likely
that increased utilisation that is correlated with GP consultations, such as higher
amounts of pharmaceutical medicines, laboratory tests and x-rays, should also
be induced. To public patients, GP services are free, though there may be time
costs. Thus at best these patients are not provided with incentives to economise
on GP resources. Private patients, who do pay fees, do therefore have an incen-
tive to economise on GP resources. If they have VHI cover, on the other hand,
and have exceeded their annual deductible amounts, the incentive to economise
disappears. No system in Europe or North America provides a greater incentive
to resource use than that provided in the Irish system for Category I patients by
the combination of services free to patients remunerated to providers on a fee-
for-service basis.

As far as their public patients are concerned, the method by which GPs are
remunerated by the GMS (Payments) Board offers no incentive for them to use
"physician extenders" or paramedical aides. The same can be said of private
patients and reimbursement by the VHI.

Pharmaceutical medicines are furnished free to Category I patients and are sub-
sidised for other patients. The nature of the latter subsidy (full reimbursement
after a deductible is reached) is such as to provide little if any disincentive to use
by patients. As will be seen in the next chapter, Category I patients have a signi-
ficantly higher level of pharmaceutical consumption than other patients, even
when we control for age, sex, social group and GP utilisation. This may be a conse-
quence, at least in part, of the differences in patient incentives, but it is more
likely to reflect physician than patient behaviour. Physicians, not patients, make
most pharmaceutical use decisions (though they may, following an agency
model of behaviour, take into account patient incentives), and in general
physicians do not bear the costs of such decisions.5a As noted in Chapter 2, there
is strong evidence of higher prescribing in all those European systems where GPs
are remunerated on a fee-for-service basis than in those where a capitation
system is used, and here again the Irish system is predisposed to high resource
use. Little in the Irish system encourages provider or patient to economise in the
area of pharmaceutical medicines.

Specialists’ incentive structures differ as between public and private care. For
private patients, specialists are remunerated on a fee-for-service basis, which
provides the doctor with no motive to economise, and is likely, on the contrary,
to encourage the opposite behaviour. The VHI publishes a list of fee levels at

SaThe reader can better understand what is meant by the concept of physicians bearing the costs of
their decisions in such areas as the prescribing of pharmaceutical medicines by considering the
HMO (Health Maintenance Organisation), discussed in Chapter 8. HMOs are organisations for
the group practice of medicine usually owned by co-operating physicians. They charge their
patients an annual fee and in exchange undertake to provide all required medical care, including
primary physician care, specialist care, hospitalisation, pharmaceutical prescriptions, etc. Thus
doctors who refer patients to specialists, prescribe medicines, or send patients to hospital, in effect
bear the cost, collectively.
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which they will remunerate specialists and evidently the large majority of
specialists do charge the suggested fees. Thus patients have little opportunity to
question charges and fee level is not an aspect in the choice of doctor. Patients
covered by VHI are in general given first-penny, 100 per cent reimbursement for
in-patient specialist charges. For out-patient services, those covered by VHI are
reimbursed in full after a deductible is reached and it is the same deductible that
applies to GP fees and prescription medicines. The level of the deductible is such
that a patient who sees a specialist as a private out-patient is likely quickly to
reach it, thus effectively cancelling any disincentive it provides.59 On the other
hand, tbr private patients not covered by VHI, there may be a substantial
motive to economise on specialist services. However, there is reason to believe
that this is a very small fraction of the population.6° In sum, specialists have no
motive to economise on the application of their services to private patients. Most
private patients themselves have little or no motive to economise, though there
will be a small motive for out-patient care for those covered by VHI and a
substantial motive for all care for those not covered by VHI.

The private patients referred to in the preceding paragraph are a consider-
ably smaller fraction of the population than private patients of GPs. They consist
of those with Category III eligibility, together with such others, mainly in Cate-
gory II, who prefer private care. Approximately 85 per cent of the population
are hence eligible for free specialist care, both in- and out-patient. Specialists
providing public care are remunerated on a salary basis. These doctors are,
therefore, given an important motive to economise on their own resources. How-
ever, one might speculate that they are also encouraged by this incentive struc-
ture to apply more resources in the form of junior hospital doctors (a resource
provided them without cost) to public patients, and to shift their own energies, at
the margin at least, to fee-paying private patients. A 1975 Irish Medical Associa-
tion Working Party claimed that public patients attending out-patient clinics
"are often seen by residents who may not be competent to deal with their
problems" (Mulcahy, et al., 1975). This problem is discussed further in
Chapter 8.

Public patients have an unusually strong motive to use specialist services. For
approximately 50 per cent of the population with Category II eligibility, it is
less expensive to see a specialist on an out-patient basis than to see a GP. This un-
fortunate incentive structure encourages patients to use higher cost specialist ser-
vices and shifts the balance away from primary, community care.

Finally, it should be noted that GPs who refer patients to specialists, or

~gIn 1980, the deductible amount was £60 for a family or £40 for an individual. Ira patient saw his
or her GP, was referred to a specialist, saw the specialist once or twice, was given a prescription tbr
medicines or was referred for some other out-patient therapy, he or she would be well on his or her
way to a £40 deductible.
~°Our sm’vey indicates that 77 per cent of persons with Category III eligibility have VHI cover.
Persons with Category II eligibility can avail of completely free hospitalisation, but some of them
may prelizr private care. Only 17 per cent of these people have VHI cover. See Chapter 4.
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specialists who refer patients to other specialists, bear none of the costs of so
doing.

Hospitals are, as noted, the main resource users. There is little difference be-
tween the situation facing private patients who have VHI cover and that facing
public patients. The former are guaranteed full first-penny cover of in-patient
charges. The latter pay no charges. None of these patients has significant econo-
mic motive, apart from time costs, to question a decision to admit them to
hospital; to compare hospitals as to charges; to question extra hospital services;
or to resist what may seem to them to be over-long stays in hospital. Private
patients without VHI cover, who are a very small fraction of the total, do have
an incentive to economise, but even these motives are sharply reduced by the
very considerable direct and indirect state subsidies to private care. These sub-
sidies almost certainly induce higher demand for costly private as opposed to
public care.

Doctors, rather than patients, make the main hospital utilisation decisions,
and, in general, as they do not bear any of the costs, they have no motive to
economise on hospital resources.

The most important hospital resource use decisions are made, however, when
hospitals are provided their annual budgets by the state. How budget decisions
are made is somewhat obscure.61 The Department of Health provides operating
budgets which are meant to cover costs of approved beds, equipment and
personnel. Requests for new equipment, added capacity and new personnel are
carefully and critically evaluated by the Department, on an individual basis.
The Department resists unnecessary expansion and seeks economical resource
use. However, the budgetary and political circumstances of the Government of
the day are important and variable, which means that Department stringency
vs. liberality must also vary. Further, it is widely believed that the negotiating
skill, audacity and personal influence of hospital administrators, consultants and
Health Board officers are also critical in the budgetary process. Though these
budgetary methods are of uncertain effect, in terms of the set of incentives they
provide for resource economy, the steady growth in hospital costs, both absolute-
ly and as a proportion of Department of Health expenditures, do not provide
strong testimony in favour of the ad hoc methods employed.

VIII is the subject of a final comment regarding the incentive structure found
in the Irish medical care system. Currently, people are encouraged to purchase
VHI cover, and hence to use costly private care, by the nature of the incentive
structure. Substantial tax relief on premia, more favourable than that available
for unreimbursed private costs, means that the exchequer pays one-third to one-
half of VHI costs indirectly. All of the subsidies to private care, especially those

61It must be emphasised that the procedure is obscure not because of any disposition of the
Department of Health to make it so, or to withhold from the public or researchers vital informa-
tion concerning the procedures or the outcomes. Instead, the procedures are ad hoc rather than
automatic or formula-based and are inherently ditHcuh to model. This budget process warrants
research.
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to private hospitalisation, also have the effect of lowering premium rates, by
reducing claim payments, and these hence induce people to buy VHI cover. The
net effect is that VHI is now too large, from an efficiency standpoint, and this
translates into inefficiently high demand for costly private care.

A review of the incentive structure facing providers and patients reveals, then,
very few instances in which participants have a significant motive to economise
on medical care resources, public or private, and more than a few instances in
which there are inducements to use resources.

Administrative Devices
In the case of medical care, the market, far from providing an institutional

device for controlling costs and utilisation, appears to encourage expansion in
these. The market often seems to be part of the problem, not the solution.

Most medical care systems employ a number of non-market administrative
devices, to substitute for or supplement the market in rationing resources, limit-
ing utilisation, achieving efficient resource use and achieving other objectives.
We will discuss three types of administrative techniques: cash budget limits;
supply or input restrictions; and quality review. In the process, we will note the
techniques used elsewhere and those used in this country.

Cash Budgets Limits
One can distinguish between two types of health care financing systems: those

in which services are mainly government financed, as in the United Kingdom or
in most Scandinavian countries, and those where services are mainly insurance
financed, as in Germany or France. The Irish system is mixed. In government-
financed systems, particularly centralised systems (e.g. the UK, but not
Sweden), it is possible for the state to impose strict controls on the resources used
in the medical care system. In the UK, for example, regional health authorities
are provided with budget limits which cannot normally be exceeded; and UK
governments have shown that they are prepared to stand by such limits in spite
of widespread complaints. As a consequence, the UK stands out in international
compamsons as one of very few countries in which health care costs have not
exploded in recent years, in amount or relative to GNP. It is up to the regional
authorities to determine expenditure priorities within the cash limits. Though
restrictive budgets have been in effect since 1975/76, their effects on medical
care delivery have not been fully evaluated. Some individual problems have
appeared, but in general, evidence of harm to medical care is thus far lacking.
However, some types of medical care are rationed (Aaron and Schwartz, 1984).
The effect on expenditures are clear: costs have been controlled.

Few other countries have the degree of central control over expenditures
necessary to impose such strict limits. At a recent World Health Organization
workshop on health care cost control, in which experts from 17 countries (14
from Europe, plus the United States, Canada and Israel) took part, of the 17
only the UK, Hungary and Greece had the necessary degree of centralised
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control62 (World Health Organization, 1982). However, a number of other
countries, including Ireland, exercised some degree of central control through
cash budget limits.

In Ireland, the eight Health Boards, and as well 52 Voluntary Hospitals and
others who deliver health services and related services are given budgets fixed in
annual terms. Two differences between the Irish and British cases must be noted.
First, in the case of Ireland, GPs and through them pharmacists have what
amounts to an open-ended claim to funds for the Medical Card population,
through the GMS (Payments) Board. Hence a budget for the General Medical
Services is strictly speaking an estimate, not a cash limit. In capitation and salary
systems, such as in the UK, it is possible precisely to budget GP expense; in fee-
for-service systems, it is not. There are other open-ended aspects of the Irish
scheme: for example, the subsidy to prescription pharmaceuticals for Category
II and III persons and the subvention to private hospitals. Secondly, it has been
the practice frequently in Ireland (though less so in recent years) to provide
supplementary funds during the year to Health Boards and voluntary agencies;
hence the annual budgets cannot be and are not viewed in all cases as fixed cash
limits.

In spite of these qualifications, budget limits do exist in Ireland, and they are
said to have constituted the most effective control of Irish public health care
expenditures.

As already noted, how budget decisions are made is obscure, and so neces-
sarily is the degree of efficiency or rationality of the resulting mix of services.

Supply or Input Restrictions
Supply or input restrictions are particularly suited to insurance-based

systems, where cash limits are not possible. France and the United States, for
example, endeavour to control utifisation by such techniques. France’s controls
concentrate on the hospital sector. In that country,

in 1972, a "hospitalization map" was introduced which described both
what existed and what was desirable as regards such factors as bed/popula-
tion ratios, distribution of expensive capital equipment, etc. By 1979 the
major goals had been achieved and the Ministry of Health began to restrict
hospital investment and development. Planning of the system now
includes, for example, the closing of beds or departments where excess
capacity exists. Acute beds have also been reclassified as long-stay beds. In
addition, consistent with the general approach of controlling inputs, entry
to medical schools is controlled (WHO, 1982).

The aspect of control mentioned in the last sentence reflects changed thinking.
Not long ago it was agreed that medical care costs might be controlled by increas-
ing the numbers of physicians, while now some argue that restricting their num-

6’~The author attended and took part in the conference.
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bers is necessary in order to achieve the same objective. The rationale lies in the
notions of a medical Parkinson’s Law, as discussed in Chapter 2, as well as in the
notion of physician-induced demand for medical care, discussed in Chapters 2
and 6.

The US system is less centralised than the French, and comparable controls
are not possible, though a regulatory system exists to limit hospital construction
and expansion. A change in both the United States and Canada of some signifi-
cance to Ireland is that since the middle 1970s both countries have limited entry
of tbreign medical graduates. Both North American countries were important
markets for the graduates of Irish medical schools. In this country, though
medical school entering classes have been significantly reduced in recent years,
the annual supply of new doctors is still excessive and there is continuing evi-
dence of an oversupply.63

~hlaliO, Review
Quality review procedures are directed primarily at the appropriateness of

medical (and other professional) judgements and only secondarily at resource
use. The most extensive such set of procedures is in the United States, where Pro-
l~ssional Standards Review Organizations (or PSROs) must be established by
physicians to "apply professionally developed norms of care, diagnosis, and
treatment ... as principal points of evaluation and review," to qualify for
eligibility under major Federal government reimbursement programmes. It
appears that the resom,ce-saving implications of PSROs are less than had been
at one time hoped. However, as a technique for establishing norms and stand-
ards for practice, and for resource efficiency, PSROs have been strongly endors-
ed by a well-known Irish consultant who has experience under both the
American and’ the Irish systems (Kelly, 1976).

Many other countries, notably Austria, the Netherlands, France, and the
German Federal Republic, maintain quality review procedures of a more or less

~:~’Fhe Royal College of Physicians in Ireland recently released results of a survey they had con-
ducted of h’ish medical graduates of 1971, 1973 and 1975. The following quotation is from a
summary of their findings provided to the author by the RCPI: "Of all Irish doctors who responded
to the survey, 63 per cent were living in the Republic of Ireland at the end of the survey; 21 per cent
were in the United Kingdom and Northern Ireland; and 11 per cent were in North America .... At
live, seven, and nine years after graduation, only 33 per cent, 61 per cent, and 80 per cent
respectively of the graduates were in permanent posts. The remainder were still in post-graduate
’training’ posts .... Over on’e-third of the women doctors with children living in Ireland who
responded to the survey are not in medical employment. A further 43 per cent are working part-
time, usually on a sessional basis with poor career prospects .... At present h’ish Universities
produce approxilnately 350 medical graduates each year, half of whom will eventually make a
career in General Practice, ahhough annual requirements at present for this speciality are only 75
doctors." Note that the most recent class in this study is that of 1975, prior to the cut-back in North
American willingness to take h-ish medical graduates. See also the discussion by the Working
Party on the General Medical Services (1984), who recommend"that steps be taken as a matter of
urgency to reduce substantially the annual intake of Irish students to medical school."
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extensive sort. None of them reports significant resource savings, however
(World Health Organization, 1982).

In addition, in most countries there are local and in-hospital review commit-
tees of physicians, e.g., bed utilisation committees, to monitor physicians’
referral, prescribing, hospital bed utilisation and other practices.

In Ireland, quality review is quite limited. Only a small number of hospitals
appear to have established drugs committees or bed utilisation committees of
physicians.

The General Medical Services (Payments) Board reviews and disciplines
general practitioners for violations, as we saw in Chapter 4, but there are limits
to the scope of this type of review. The Voluntary Health Insurance Board, as
was said in Chapter 4, does not engage in any form of medical audit, and does
not question the need for or medical efficacy of any procedure for which they
reimburse beneficiaries. There is no PSRO-like effort by the medical profession
to devise even voluntary or suggested norms of care, diagnosis or treatment.
There is room for expansion of this type of technique in Ireland and we will
return to this subject in Chapter 8.

There are seemingly inevitable and irresistible aspects to the explosive rise in
medical care costs and expenditures. Wages and salaries inexorably rise.
Equipment, procedures and personnel training become more complex and
costly. And yet it appears in Ireland as elsewhere that the system itself is a main
reason for the rapidity with which expenditures and costs are rising. The market
provides few incentives to economical and rational resource use. Both patients
and providers, though in different ways, benefit from medical care outlays and
both share in the decisions concerning utilisation. Yet neither bears a cost which
comes close to reflecting the social cost of medical care utilisation. Moreover, the
incentive structure in the Irish scheme in many instances favours physician care
over equally effective but less costly care by other professionals and para-
professionals; costly private care over public care; consultant specialist care over
general practitioner care; and hospital care over community care. With the
exception of cash limits from the exchequer, which have been inconsistently
applied, there is little if any supporting system of administrative devices to
supplement the market and compensate for its weaknesses. Unless there is some
fundamental change in the system, it will undoubtedly continue to expand
rapidly, both absolutely and as a share of GNP.



Chapter 6

UTILISA TION OF GENERAL PRACTITIONER SERVICES

We saw in Chapter 5 that, of an estimated total medical care expenditure of
£745. lm in 1980, only £38.5m, or 5.2 per cent, was devoted to General Practi-
tioner services. (See Table 5.5; the summary data are repeated here, in Column
(4) of Table 6.1). It would appear, on this basis, that General practitioner ser-
vices are a relatively unimportant component of the Irish medical care system, at

¯ least with respect to economic impact.
Such a conclusion would be an erroneous one. GPs serve, as we saw in Chapter

4, as gatekeepers to the entire system of medical care. Not only do they deliver
medical care services of the utmost importance themselves, but they prescribe
medicines, suggest non-prescription medicines, prescribe other devices or imple-
ments, and refer patients to specialists and others and send them to hospital for
out- or in-patient services. The amount of medical care services and expendi-
tures they decisively influence vastly exceeds, in money measure, the amount
they deliver directly.

Estimates of this influence are quantified in Table 6.1. In our survey, we asked
respondents, with respect to each household member’s most recent utilisation,(of
GP services, specialist services, out-patient hospital services, in-patient hospital
services, dentists’ services and prescription medicines) whose idea it was, or who
first suggested that the service be utilised. (A return visit arranged at a consulta-
tion with a physician is deemed to be that physician’s idea). The results of this
question are spelt out in detail in Appendix Tables A.30 through A.35. They are
summarised in Columns (1) and (2) of Table 6.1. The methods used in calculat-
ing Table 6.1 are set forth in Appendix II. General Practitioners were respons-
ible for initiating nearly a third (32.7 per cent) of all GP consultations, mainly
through arranging return visits; over half (51.6) of all specialist consultations;
well over half (58.5 per cent) of all hospital admissions; and nearly all (94.5 per
cent) prescription medicine items. Another doctor (typically a specialist) was
responsible, as indicated in Column (2), for much of the remaining utilisation.

In Column (3), these figures are adjusted to take account of indirect GP in-
fluences as well. For obvious reasons, GPs can be deemed to be responsible for
100 per cent of GP services. For specialists, we attribute to GPs not only their
direct share, as in Column (1), but an identical proportion of return visits. For

142
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Table 6.1: General Practitioner responsibility for medical care ulilisalion and
expenditures, 1980

Tgpe of Service

(1) (2) (3) (4) (5)
% of utilisation

for which a GP’s GP share
doctor is adjusled Total of

responsible share expenditure expenditure
GP Other £m £m

General Practitioner 32.7 0.5 100.0 38.5 38.5
Specialist 51.6 33.5 65.2]
Out-Patlent Hospital 60.6 17.1 71.7} 514.9 364.7
In-Patient Hospital 58.5 21.7 72.6J
Dentist 1.9 0.8 2.4 27.2 0.7
Presc,’iption Medicine 94.5 4.9 97.7 72.9 71.2
Othm .... 58.0
Overhead -- -- -- 33.6 22.4
Total Expenditure 745.1 497.4

Note: See Appendix II lbr methods of calculation.

the remaining kinds ofutilisation, the proportion for which GPs are directly re-
sponsible is augmented to reflect their indirect responsibility for the services pre-
scribed by the specialists to whom the GPs referred patients.

The adjusted shares in Column (3) are then applied to total medical care ex-
penditures, as brought forward from Table 5.5 to Column (4) of Table 6.1. The
results are given in Column (5), which show that GPs are directly and indirectly
responsible for an estimated £497.4 million in medical care expenditures, or 66.8
per cent of the total public and private medical care expenditures of £745.1
million. The actual figure is undoubtedly higher, as we have used conservative
assumptions, especially as regards the "other" category and by including dental
expenditures in the denominator.

For these reasons, the utilisation of general practitioner services is itself an
important subject for detailed review and is the subject of this chapter. Argu-
ably, the influences which bear on GP utilisation in turn affect utilisation
throughout the entire medical care system. We begin with the determinants of
GP utilisation. We then look at the determinants of household (i.e., private)
expenditures on GP fees. We also analyse the factors bearing on house calls (vs.
office/surgery consultations) and the length of wait in GPs’ waiting rooms. We
conclude with an extended treatment of referrals by GPs, including referrals to
themselves, i.e., return visit behaviour. In this last part we deal with the impor-
tant and sensitive issue of physician-induced demand for their own services.

A. Delerminanls of GP Utilisation

As Table 6.2 shows, GP utilisation varies with sex, age, category of Health
Services entitlement, VHI cover, and whether the head of household is a mem-
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Table 6.2: General practitioner utilisation, 1980, by sex, age group, category of
health services entitlement, VHI cover and head of household farmer or non-farmer

GP consultations

Per year, Prescription
Per yea~, % with persons items per GP

per 1,000 any with any consultation

All persons 3,616 66.1 5.47 0.888
Males 3,186 61.3 5.20 0.813

under 65 2,630 58.4 4.45 0.648
65+ 7,443 83.2 8.94 2.062

Females 4,036 70.8 5.70 0.962
under 65 3,417 67.8 5.00 0.846
65+ 7,892 89.8 8.79 1.686

Category I 6,082 77.3 7.87 1.185
Categories II, III 2,450 60.8 4.01 0.748
VHI 2,270 74.2 3.54 0.929
No VHI 4,084 66.8 6.11 0.875
Farmer 3,138 60.8 5.16 0.701
Non-Farmer 3,370 67.8 5.55 0.952

Source: Appendix Tables A. 1-A.5.

ber of the occupation group, farmer, farm worker, or fisher. Females have more
than 25 per cent more GP consultations than men, a result both of a greater like-
lihood of any GP consultations and of more consultations among those who have
any. Age is even more strongly associated with this form ofutilisation. Men over
65 have nearly triple, and women over 65 double, the utilisation of their younger
counterparts. Again, the higher utilisation arises both out of a greater likelihood
of any contact and greater contact among those with any.

Category of entitlement also is strongly associated with GP consultations.
Those with Category I entitlement, who have free GP services, had two and one-
half times as many GP consultations as those with Category II or III entitlement,
who had to pay their GPs. Those with VHI cover had much fewer consultations
than those without that cover. We also include in Table 6.2 the differences be-
tween the utilisation of those living in households headed by farmers and those
headed by others. Farm household members use somewhat fewer GP services.

Table 6.2 also reports on the number of prescription items per GP consulta-
tion in 1980, for the same groups in the population. It will be seen that, in
general, those with high utilisation of GP services also consume larger quantities
of prescription items -- females more than males, the aged more than the non-
aged, those with Category I entitlement more than those with other categories
and those from farmer households fewer than those from non-farmer households.
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The one exception is VHI cover: those with VHI cover consumed more prescrip-
tion items per consultation, even though they were less likely to have
consultations.

More detail on GP utilisation is to be found in Appendix Tables A. 1 through
A.6.

The relationships reported in Table 6.2 are "simple" or "gross." The popula-
tion classifications are overlapping and it is hazardous to infer causation or
influence. For example, it seems unlikely that those without VHI cover consume
more GP services because they lack private, voluntary insurance; instead, the
reason is more likely to lie in correlates of VHI cover. It is known that those with
Category I entitlement are unlikely to have VHI cover, and this fact undoubted-
ly explains much of the difference shown in Table 6.2.

Though simple or gross relationships as shown in Table 6.2 are important, in
that they tell us of the actual differential utilisation of groups in the population,
for purposes of uncovering the net influence of such variables as age, sex, entitle-
ment, etc., it is preferable to use some kind of multivariate analysis. Multiple re-
gressions of GP utilisation, as a dependent variable, were run on a set of indepen-
dent variables, including those found in Table 6.2. Before turning to those re-
gressions, let us first sketch out the underlying theory.

Tile Utilisation Model
The utilisation model employed here derives from the literature, which is dis-

cussed at length in Chapter 2. General practitioner utilisation, Xg, is subscripted
for individual i. In general, medical care utilisation is taken to be a function of
Hi, the individual’s health status; Zi, the individual’s taste for medical care; Pi,

the set of relevant medical care prices facing the individual; Ai, the availability
of medical care services to individual i; and Di, the individual’s doctor’s tastes,
preferences, attitudes and philosophy. Regarding the last of these, as seen in
Chapter 2, it is well established in the literature that doctors on occasion may
pursue their own economic self-interests when making utilisation decisions for or
suggesting them to their patients, in addition to which, quite apart from self-
interest, individual doctors often have quite different approaches to medical
care, reflecting differences in their training, backgrounds, expertise or ability
and personal philosophies.

The price variable includes both money price and time price. The latter has
frequently been shown significantly to influence the demand for medical care.
Indeed, as noted in Chapter 2, it is not uncommon for time price to loom larger
tbr many people than money price.

Our basic medical care utilisation model, then, as applied to GP services, is:

Xgi = Xgi(Hi, Zi, Pi, Ai, Di)

Because of data limitations and in some cases conceptual problems, proxy
variables often have to be used to represent the independent variables. In regres-
sion analyses, where the dePendent variable is patients’ general practitioner
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utilisation, the following independent variables are used:
Sex: Table 6.2 shows more utilisation among females than males. It is well

established in the literature that for many kinds of medical care, utilisation is
greater amongst females, presumably reflecting morbidity patterns. Therefore,
sex appears in empirical models mainly, in effect, as a proxy for health status.

Age and age-squared: Similarly, Table 6.2 and the relevant literature show
utilisation to rise with advancing age. In addition, for some kinds of services,
infants and/or young children appear also to be greater than average users. In-
cluding age-squared along with age permits the relationship to take a curvi-
linear form (including U-shaped where both the very young and the very old
have higher than average utilisation). Age is also, then, mainly a proxy for
heahh status.

Age and sex as proxies may represent other causal variables in our basic
model, however, in addition to health status. Employed and self-employed per-
sons may pay a higher time price for medical care than others. Persons With
heavy household duties may, as well, pay a higher time price than retired
persons or children. Age and sex may also represent the Z or taste variable. If
males and t~males, or young and old traditionally have differing utilisation
patterns, these may affect social expectations and ultimately attitudes and
behaviour.

Head of household farmer or non-farmer: Occupation group, education and
labour force status of head of household are characteristics presumed to be
associated with Z, taste for medical care. In some literature, the higher the status
of the bead’s occupational group, the greater the utilisation, other things being
equal. Similarly, the more years of education the head has had, the greater the
utilisation. These associations are usually presumed to reflect differences in out-
look. Another interpretation sometimes offered is that higher-class or more-
educated persons have longer time horizons and are hence more apt to go for
routine medical care, or attend to minor problems, before illness reaches crisis
levels. Others note that these higher-class/more-educated persons and their
doctors are more likely to be drawn from the same social classes, thus making
medical care an easier and more comfortable experience than for the rest of the
population. Those of lower occupation group status, and/or less education, tend
to feel less comfortable in doctors’ surgeries, hospitals and other care facilities,
and limit utilisation accordingly. Labour force status -- whether one is
employed, unemployed, retired, has full-time home duties, etc. -- may also
reflect similar attitudes, but time price is likely to be involved as well.

These background or socio-economic variables, as is shown in the appropriate
Appendix Tables (A.4-A.6) are related to several kinds ofutilisation. Evidently,
however, this is largely due to their correlation with other causal variables.
When they were incorporated in our multiple regression models, which shows
their he! contribution to explaining utilisation, holding constant other influ-
ences, they are very rarely of significance, because of their collinearity with other
model independent variables. The single most important exception is where the
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head of household is a farmer, a farm worker, a farmer’s relative, or a fisher.
That occupation group’s utilisation, as will be seen, was frequently significantly
different from those of other groups, even when other relevant causal variables
(or their proxies) were controlled for. Consequently, in the final equation form
estimated and reported here, these variables, except farmer, do not appear. This
is also why farmer, and not the others, appears in Table 6.2.

Category of health services entitlement: Like several of the other variables discuss-
ed thus far, category of health services entitlement is a proxy for several of the
causal variables in the basic model. First and foremost, it is a price variable.
Those with Category I eligibility are entitled to all medical care services, includ-
ing GP consultations, without charge, and they should hence be expected to con-
sume more medical care services than those With categories II or III. Similarly,
those with Category II eligibility should be expected to consume more of certain
services (though not GP care) than those with Category III eligibility. In addi-
tion, category of eligibility, as it reflects income, may also represent health status
(morbidity appears to move inversely with income, as noted in Chapter 3), and
also, in the opposite direction, taste for medical care. Finally, as will be noted
later, there are reasons to believe GPs may be more likely to attempt to induce
medical care utilisation for their own economic ends among persons in Category
I. Thus there are three causal forces pointing to higher utilisation among Cate-
gory I persons -- price, health status and doctor influence -- and one pointing to
lower utilisation -- income-associated taste for medical care. Price is expected to
dominate and the net association is expected to be positive.

GPfee: GP fee appears, presumably, both in patients’ demand functions,
where utilisation is a decreasing function of fee, and also in doctors’ supply func-
tions, where utilisation is an increasing function.64 Since we are in effect estimat-
ing reduced form equations, we face an identification problem: a priori, it is not
obvious whether utilisation should vary positively or negatively with fee. If, for
example, patients in the neighbourhood or area served by a given GP have in
common a higher-than-average demand for relative to supply of medical care,
because (e.g.) of Z or H reasons, both utilisation and fee may be high. In that
case, as demand varies, we observe supply. On the other hand, if physician den-
sity (the ratio of general practitioners to population) varies from place to place
(relative to demand), fees will vary, and to the extent the public responds with
varying utilisation to such fee differentials, we observe a negative association be-
tween fee and utilisation, i.e., we observe the demand curve. GP fees are, one
would suppose, considerably more significant economically to doctors than to
patients, and, on that ground at least, are intuitively more likely to affect doc-
tors’ than patients’ behaviour. That would argue for a positive association.

64In the case of Category I patients, fee charged the patient is nil, and that is the amount used in
this variable, whilst the t~e received by the physician, while significantly lower than that received
for Category II/III patients, is positive. Thus to the extent the equation represents a supply
function, it is somewhat mis-specified.
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There is still another possibility. Suppose GPs engage in compensatory demand-
inducing behaviour. This possibility will be dealt with more extensively in a
later section. For now we will only note that if physician density is high, we
would expect, ceteris paribus, lower fees and physician incomes. But if GPs are
able and willing to stimulate demand -- arrange for extra return visits, etc. -- in
order to maintain target incomes, so that a lower patient-to-doctor ratio is com-
pensated by higher utilisation per patient, then we may observe no clear correla-
tion or association between fee and utilisation. Supply variation will be
matched, more or less, by demand variation, and the relationship between utili-
sation and l~e will depend on the degree or extent of compensatory demand
stimulation. (This discussion is continued later in the chapter.)

House call fee: We also include as an independent variable the house call fee,
the amount normally paid for a home as opposed to office/surgery consultation.
For patients who are infirm, indisposed, etc., and who require a home visit by
the GP, the house call t~e arguably influences demand. However, it also may
appear in the physician’s supply function.

./Vo VIII: GP fees and other out-patient care are covered by VHI, but only
after a deductible is reached:~ Hence VHI cover is a proxy for price in patients’
demand functions. As such, VHI cover should be positively associated
with utilisation. (Note that this is counter to what is reported in Table 6.2.)
Those with VHI cover may differ in important respects from other people,
and this variable may hence reflect more than merely price. For example, as is
shown in Appendix Table A.2, those with VHI cover have considerable more
dentist visits than those without, even when one controls for category of health
services eligibility and hence (broadly) for income group. This is so despite the
fact that dental care is not covered by VHI. Perhaps those people who buy
voluntary health insurance are more health-conscious, or have longer time
horizons, or have greater taste for medical care, than those who do not.

As the variable in the empirical model is "no VHI," a negative association is
hypothesised. Because of the deductible, this variable is expected to be only
weakly associated with GP utilisation, or indeed with other out-patient utilisa-
tion. VHI cover does not causally affect doctors’ incomes, so there is no identifi-
cation problem here.

Distance: Distance from the patient’s home to the GP’s office/surgery is in-
eluded as a measure of time-price. GP utilisation should vary inversely with
distance.

Density: Density is defined as the ratio of general practitioners to population
in a Health Board area. If demand is given, higher density should result in lower
l~e and higher utilisation. If GPs in high-density areas engage in compensatory
demand stimulation to maintain incomes in the face of these tendancies, as dis-
cussed later in the chapter, still higher utilisation will result. Thus in both cir-
cumstances, in the absence or presence of physician-stimulated demand, there

°~See Chapter 4.
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should be a positive association between density and utilisation, and the pre-
sence of the variable in this model does not provide a test of physician-induced
demand. There are reasons, however, not necessarily to expect significant
results. Density is measured within Health Board areas. While it is suspected
that between-area variation in density exceeds within-area variation, the latter
is none the less important and will weaken the estimated relationships. Vari-
ability in demand will also influence utilisation and may overwhelm the in-
fluence of density. A superior test of physician-induced demand appears later in
the chapter.

Medical Card ratio: The proportion of the population in a Health Board area
with Category I entitlement, or Medical Card ratio, plays a part in our test for
physician-induced demand, and will be discussed in more detail later. Briefly,
the higher is this proportion, the higher will be average utilisation levels, and,
other things equal, the higher will be GP workloads and incomes. Consequently,
the higher this ratio, the less the need for demand stimulation, and the lower will
be the utilisation of the ith patient, Xgi. Thus we hypothesise a negative relation-
ship. As with density, we expect stronger and more relevant results in a
somewhat different test, later in the chapter.

Other help: As noted in Chapter 5, some respondents reported that they
received help with their medical care expenditures from their employer or some
other group. Other help is included as a dichotomous variable, tbr control
purposes.

Persons in household: Because each person’s chance of being selected in our
sample depended on the number of persons in the household, and because one’s
utilisation arguably is influenced by numbers of persons in the household, per-
sons in the household was included as a control variable.

Other household members’ GP utilisation: It was hypothesised that any indivi-
dual’s utilisation of medical care services would be positively associated with
that of other household members. There are many reasons for this hypothesised
relationship, and unravelling them statistically seems virtually impossible. First,
household members frequently share the same tastes for medical care, so this
variable is in effect a proxy for Z. Indeed, the household member making or most
strongly influencing utilisation decisions may be the same for several household
members. (A mother who is concerned with routine preventive care for one of
her children, for example, will be likely not only to be concerned with it for other
children, but also for herself and she may also urge it on other adult household
members as well.) Secondly, several household members will frequently see the
same GP, and consequently will be similarly affected by his or her tastes, atti-
tudes, philosophy and/or economic needs. Hence this variable may also be a
proxy for D. Third, this variable may also stand in for H, as there are likely to be
positive correlations among the health statuses of household members because of
infective illnesses and because they share many of the same genetic and environ-
mental influences.

It might be objected that other household members’ GP utilisation is endo-
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genous -- that is influenced by many of the same variables, such as eligibility,
VHI cover, GP fee, farmer-non-farmer, as are already in the model. This is not
always the case; most of our variables vary by individual, even within the house-
hold. Including the variable permits us to control for some important back-
ground and doctor variables. We deal with this possible econometric objection,
here and in other models reported later, by reporting regressions both including
and excluding other household members’ GP utilisation.

Interactions: Because relationships amongst our independent variables may
be multiplicative rather than additive, we have included a number of inter-
actions in the model, as discussed in Chapter 1. In preliminary work, we tested a
large number of two-, three-, and even four-way interactions, and found, in
general, two types to yield good results frequently enough to be included in our
models. One is an interaction between sex, age, eligibility Category I and no
VHI cover, a dichotomous variable. For example, Woman-I-No VHI carries
the value of one where the person is female, aged 45-64, has Category I
eligibility, and does not have VHI cover. The other is an interaction amongst the
regional variables in the model. In the present model, the only regional variables
are Density and Medical Card Ratio; their interaction is included as an inde-
pendent variable. (Other regional variables included in other models are the
Consultant Density and an Index of per capita Income.)

Olher variables: Other variables were included in versions of the estimating
equation not reported here. In general, they did not improve results (i.e., they
did not contribute except trivially to R2s and t-statistics were low.) These other
variables included Health Board area of residence. Appendix Table A.3 shows
differences in GP utilisation among Health Board areas, with persons in the
Southern area averaging only 3.4 consultations per year, whilst those in the
North-Western area averaged 4.0. But these differences are apparently due to
such inlluences as age and category of entitlement, as Health Board variables
(introduced as seven dichotomous variables) were almost never’significant. The
same is true of occupation of head of household, as noted, with the exception of
the farmer category. And the same is true of the year of age the head of household
completed his or her full-time education. It was decided that it would add little if
anything to publish these equations in full.

The Results
The analysis was done on all persons and on seven major sub-groups in the

population, the members of which arguably might be expected to have different
utilisation behaviour. Those with Category I eligibility do not have to pay for
medical care, including GP services. Those with Categories II and III pay for
varying proportions of their medical care, but they are all alike in having to pay
GPs.

"Mothers" are female adults who are parents of other household members.
Their morbidity patterns, and hence their utilisation, varies from that of the rest
of the poPulation. Separate equations are also estimated for males only, females
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only, the elderly (persons aged over 64) and children (persons aged under 16),
because the literature indicates different morbidity and utilisation patterns
among these groups.

For all persons and for each sub-group, three tables are reported. The first
(e. g., Table 6.3), reports on a logistic regression in which the dependent variable
is dichotomous, whether the person had any GP consultations at all in 1980. As
noted in Chapter 1, the left-hand side of these logistic regressions is equal to log
(p/1-p), where p is the probability that a person had a GP consultation. Thus
the parameters do not have a direct, common-sense interpretation, as those in
OLS (ordinary least squares) regressions, for example, do, though signs and
significance levels have the same meaning as elsewhere. Therefore, we report a
second table (e.g., Table 6.4), based on the first, which uses the logistic regression
results to calculate probabilities based on specified values of the independent
variables. The third table (e.g., Table 6.5) reports on OLS regressions of the
numbers of GP consultations, for those persons having any. Because there is a
chance of sample selection bias, we have included the inverse of the Mills ratio as
an independent variable, as discussed in Chapter 1.

In both logistic and OLS regressions, we report on both a "full model", in
which all independent variables for which relationships are hypothesised are
included, and a "5% version", in which only those variables from the full model
meeting a 5 per cent significance test are included. The variables significant in
the former may vary somewhat from those in the latter, mainly because of
colinearity amongst independent variables. We also report on the significance of
the whole equation (a X2 test in logistic regressions, an F test in OLS regressions),
and onR~ (adjusted in all cases for degrees of freedom), which measures the
percentage of the variance in the dependent variable explained by the equation.
In general, our equations are very significant but the R~s are low. This can be
interpreted as meaning that economic and demographic variables have a rela-
tively small effect on utilisation -- generally 10 per cent or less -- but that they
have effects is statistically quite certain.

Results are given in Tables 6.3-6.26. Note that where a variable is dichoto-
mous, representing a quality, the absence of that quality is reflected in the inter-
cept term. For example, sex ---- female is a variable. Sex= male is included in the
constant term. Likewise, included in the constant term are eligibility = Cate-
gory II, VHI cover = yes, other help with medical costs= no, and occupation of
Head of Household = non-farmer. Where sex-age-eligibility-VHI cover vari-
ables are included in the Model, the absence of the specified properties is includ-
ed in the intercept term. For example, in Tables 6.3-6.5, the intercept term in-
cludes utilisation of persons with VHI cover, in Categories II/III, aged 0-4 or
18-39.

We will first discuss the results for all persons, i.e., Tables 6.3, 6.4, and 6.5. We
will then review the results for sub-groups in the population, by comparing them
with the experience of all persons.

Table 6.3 shows sex to be a very significant influence, in all versions, on
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Table 6.3: Logistic regression of any general practitioner consultations in 1980
(dichotomous variable) on selected independent variables, all personsI")

Full A,Iode[b)                  5% VersionIb)

R2�<~                          (S)
(2) (~) (4)

.059 .070 .058 .063
N 1,068 1,068 1,068.00 1,068
Equation ,;t"2 122.69"* 139.51"* 91.30"* 112.00"*

Intercepttdl -2.645 -3.544 1.430
(.24) (.42) (2.66)

Sex = Female .476** .514"* .481"*
(9.31) (10.63) (11.57)

Category III -.571"* -.555"* -.437
(6.44) (5.99)

Category I .205 .172 .845**
(. 11) (.08) (23.40)

Persons ill household -.067" -.056
(3.73) (2.56)

Age -.020 -0.21
(2.38) (2.49)

Age squared + 1,000 .311 .347*          .174"*
(3.01) (3.71) (17.05)

No VHI -.557"* -.610"*
(7.10) (8.31)

Distance to GP .025 .026
(.27) (.27)

GP Fee .019 .039
(. 10) (.40)

House Call Fee .051 .043
(2.05) (1.43)

GP Density 8.121 9.442 -4.013"
(.44) (.58) (4.52)

Other Help .277 .277
(1.09) (1.06)

Medical Card Ratio 14.301 15.991
(1.27) (1.56)

Farmer -.284 -.236 -.334*
(2.21) (1.51) (4.54)

Category I - No VHI .330 .342
(.23) (.25)

GM-I-No VHIcol -.363 -.326 :~ -.830*
(.62) (.49) (4.03)

Woman-I-No VHI(el 1.271" 1.219"
(5.83) (5.31)

Lady-I-No \,’HIcol .748 .661
(2.05) (1.44)

Boy-I-No VHIle) .155 1.72
(.10) (.12)

Man-I-No VHI(~1 1.300" 1.243"
(5.14) (4.63)

2.703**
(8.05)

.499**
(12.76)

-.437"
(3.97)

.687**
(15.78)

.196**
(23.17)

-.560**
(8.21)

-5.359"*
(8.21)
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Table 6.3 (contd.)

Full Mode{bl

(1) (2)
~,_~lc~ .059 .070
N 1,068 1,068
Equation Z’2 122.69"* 139.51"*

5% VersionIbl

(3) ~)
.058 .O63

1,068          1,068
91.30"*        112.00"*

Gent-I-No VHIc~l 1.116 .951
(4.22) (3.05)

GP Density-Medical Card -30.745 -34.544
Ratio Interaction (1.19) (1.47)

Household GP Utilisation -- .083**
(13.68)

Joint Tests
Age (3.11) (4.29)*
GP Density (4.85)* (5.54)*
Medical Card Ratio (1.53) (1.79)

,Notes." {a}x2 in parentheses beneath parameter estimates. CblColumns (1) and (3) exclude, and
...... (c~ 2 ¯Columns (2) and (4) include, household GP Utdlsatlon variable in model. R adjusted for degrees

of freedom. IdlIntercept term includes in full model: sex = male; eligibility = Category II; VHI
cover ---- yes; other help = no; head of household a farmer = no; and age = 0-4, or 18-39. Ic)"Girl",
"Boy" = age 5-17; "Woman", "Man" = age 40-64; "Lady", "Gent" = age 65+.
Significance: *0.01 < p ~< 0.05; **p ~< 0.01.

whether a person saw a GP in 1980, females being more likely to have consulta-

tions than males. Category of eligibility is also quite significant. Category I

eligibility is significantly positive in the 5 per cent versions, whilst the Category I

- No VHI interactions are significant in the full models. Category III is signifi-
cantly negative in most cases (Category II being reflected in the intercept term).

As persons in both Categories II and III are ineligible for free GP services, this

latter difference in utilisation cannot be attributed to price. Rather, it must re-
flect either health status or background (income, class) differences. This suggests

that the higher utilisation of persons in Category I, where there is a price effect,

may also reflect similar non-price differences.
Age is negative but not significant, while age squared is significant and posi-

tive, suggesting a U-shaped relationship.

However, the appropriate significance test where two versions of a variable (in

this case age and age squared, in other cases main effects and interaction) are
included in the model is a joint test, as discussed in Chapter 1 and such a test has

been performed and is reported at the foot of the table.

No VHI is negative and significant in most models, which is the same as saying

that persons with VHI cover are more likely to have GP consultations, where the
other variables in the model are controlled for.

GP density is positive and insignificant in the full model, but negative and

significant in the 5 per cent version. If the latter is credited, it runs counter to the
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Table 6.4: Probability of any GP consultations, all persons, 1980 (based on logistic
regression)(al

Household utilisation is
P~vbabilities

Excluded Included
FuU    5% Full    5%

Model Ve~xion Model Ve~xion

*Baseline probability Baseline probability* .63 .69 .64 .67
applies when the following
variables are set equal to their Other probabilities**
means, as below:(hI Sex = male .51 .58 .51 .55

Age = 38.5 Age =
Distance to GP = 2.6 min = 1 .70 .63 .70 .60

GP fee = £2.43 10 .66 .64 .66 .61
House call 20 .64 .65 .64 .62

fee = £2.78 30 .63 .67 .63 .64
GP density = .462 40 .63 .69 .64 .67

Medical Card 50 .65 .73 .66 .71
ratio = .370 60 .68 .76 .70 .75

Household GP 70 .72 .80 .75 .80
utilisation = 3.34 max = 95 .85 .89 .88 .90

Persons in household = 4.23 Eligibility =
and when the lbllowing Category I .74 .84 .70 .80
qualities obtain:Ib) Category III .49 -- .50 .57

sex = ’ti:male [:HI cover = yes .75 -- .76 .78

eligibility = Category II Distance to GP
VHI cover = no rain = under 1 mile .61 -- .62 --
other help = no max = more than 10 miles .65 -- .66 --
lhrmer = no GPfee

rain = £0 .62 -- .61 --
**Other probabilities max = £7 .65 -- .68 --
apply when variables are
changed, one by one (the

House caUfee
rain = £0 .60 -- .61 --

others held constant as above)
max = £10 .71 -- .71 --

to the values and/or qualities GP density
indicated, rain = 0.429 .67 .72 .68 .71

max -- 0.555 .58 .60 .59 .55
Other help = yes .69 -- .70 --
l~/Iedical card ratio

min = 0.232 .65 -- .66 --
max = 0.586 .66 -- .66 --

Farmer = yes .56 .61 .58 --
Persons in household

min = 1 .68 -- .68 --
max = 14 .47 -- .50 --

Household GP utilisation
min = 0 -- -- .57 .60

max = 40 -- -- .97 .98

Notes: I")See Table 6.3. IblFor 5% version, applies only to variables in the model; for household
utilisatlon, applies only to model including that variable.
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Table 6.5: Regression of annual numbers of general practitioner consultations, 1980, on
selected independent variables, ordinmy least squares, persons with any consultations onlyla)

Full Mode{b) 5% Version(b)

(1) (2) (3) (4)
~zlb)                            0.185 0.220 0.185 0.225
N 729 729 729 729
Equation F 10.219"* 12.437"* 55.01"* 23.19"*

InterceptIc) 0.903 0.766 -2.795 -0.354
Sex female 0.547 0.896 -- --

(0.799) (1.439)
Age -0.029 -0.046 -- --

(0.580) (1.011)
Age squared -- 1,000 0.405 0.729 -- 0.549**

(0.603) (1.243) (3.922)
Category I 1.891 2.327* -- 2.129"*

(1.618) (2.185) (2.950)
Category III -0.196 -0.292 -- --

(0.205) (0.332)
No VHI 1.663(*) 1.237 2.268** 1.310(*)

(2.039) (1.684) (3.718) (2.032)
GP Fee -0.290 -0.181 -- --

(1.218) (0.787)
House Call Fee 0.287 0.307* -- 0.225*

(1.965) (2.234) (2.182)
Other help -0.636 -0.470 -- --

(0.630) (0.495)
Farmer - 1.357 - 1.371" -- - 1.635"(*)

(1.995) (2.311) (2.827)
Persons in household -0.136 -0.189 -- --

(0.931) (1.476)
Girl-I-No VHIId) -3.189(*) -3.219 -- --

(1.705) (1.769)
Woman-I-No VHIId) 4.275 5.413"* -- 5.654**

(1.780) (3.920) (5.511)
Lady-I-No VHI(dl 0.369 0.521 -2.154" --

(0.191) (0.341) (2.272)
Boy-I-No VHI(dl -2.771 -3.135 -- --

(1.399) (1.617)
Man-I-No VHIId) 3.325 3.876* -- 3.403*(*)

(1.618) (2.409) (2.602)
Gent-I-No VHIca) 3.224 3.275(*) -- 2.580*

(1.601) (2.097) (2.406)
Inverse Mills 0.450 0.017 1.860"*

(0.795) (0.295) (10.955)

Table 6.5 continued
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Table 6.5 (contd.)

Full Mode{b) 5% VersionIbl

(SJ (2) (3) (4)
i’l’’lb~                          0.185 0.220 0.185 0.225
N 729 729 729 729
Equation F 10.219"* 12.437"* 55.01"* 23.19"*

Household Utilisation 0.271"* 0.285**
(4.281) (5.775)

Joint Tests:
Age (1.847) (1.795)

Notes: CalFigures in parentheses beneath parameter estimates are t-statistics. Columns (1) and (3)
include, and Columns (2) and (4) exclude, household utilisation (GP utilisation of other household

(b) 2 (e)membet~). R- adjustedfordegreesoffi’eedom. InterceptterminFullModelincludessex=male;
eligibility = Category II; VHI cover = yes; Other help = no; Household Head a Farmeror Fisher=
no. GM , Boy--5-17; Man , ~oman--40-64; Lady, Gent--age65+.
Signijqcance: *0.01 < p~ 0.05. **p~ 0.01.
(*)Parentheses around asterisk indicate parameter did not pass t-test adjusted for heteroscedas-
ticity; see Chapter 1.

Table 6.6: Logistic regression of any general practitioner consultations in 1980
(Dichotomous Variable) on selected independent variables, persons in category I onlyla)

Full Mode{b) 5%Ve~ionIbl

R~l°l                           ~)
(2) (3) (4)

.079 .095 .093 .106
N 556 556 556 556
EquationX2 79.51"* 90.61"* 56.08** 65.28**

Intercep(d) .581 -2.484
(.01) (.09)

Sex = Female .166 .179
(.15) (.18)

Category I persons in household .005 -.025
(.01) (.18)

Age .003 .006
(.02) (.04)

Age squared + 1,000 -.291 -.295
(.88) (.89)

No VHI -.730 -.820
(2.79) (3.50)

Distance to GP -. 129 -. 124
(2.52) (2.25)

GP Density 6.771 10.671
(. 14) (.34)

Other help -.423 -.585
(.69) (1.29)

Mcdical Card Ratio 7.516 12.303
(.16) (.42)

.014 -.258
(.01) (1.38)

.031"*          .030**
(50.28)     (47.89)
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"Fable 6.6 (contd.)

Full Mode[bl

(1) (2)
p,,cc) .079 .095
N 556 556
Equationz2 79.51"* 90.61"*

5%Ve~xion(b)

(4)
.093           .106

556 556
56.08**        65.28**

Farmer .462 .531
(2.49) (3.25)

GirlI° -.563 -.504
(1.54) (1.21)

Womancc~ 2.224** 2.089**
(7.83) (6.82)

Ladycc~ 2.854** 2.683**
(6.98) (6.12)

Boy(c) -.598 -.593
(1.84) (1.75)

Manlel 2.030* * 1.842*
(6.77) (5.42)

Gen(~) 2.733** 2.411"
(7.13) (5.50)

GP Density-Medical Card - 18.306 -28.755
Ratio Interaction (.20) (.47)

° Household GP Utilisation -- .113"*
(8.43)

Joint Tests:
Age (2.14) (1.87)
GP Density (.27) (.64)
Medical Card Ratio (.53) (.74)

Notes: I~)X 2 in parentheses beneath parameter estimates. Ib)Columns ( 1 ) and (3). exclude, and Columns
(2) and (4) include, household GP utilisation variable in model. Ic)~2 adjusted for degrees of freedom.
~dlIntercept term includes in full model: sex = male; VHI cover = no; other help = no; head of

(e) ~ ,, ~, ,~ ,~ ,,householdafarmer=no;andage=0-4, or18-39. Girl , Boy =age5-17 Woman ,"Man"
= age 40-64; "Lady", "Gent" = age 65+.
Sign~’cance: *0.01 < p~ 0.05; **p~< 0.01.

physician-induced demand thesis, as discussed in Chapter 2, where a positive re.
lationship between the two is hypothesised. However, GP density is not only not
significant, but a long way from being so, in all the regressions reported below for
sub-groups in the population. A more direct and apposite test of the thesis
appears later in this chapter.

Finally, in those versions including other household members’ GP utilisation,
this has an extremely significant association with the dependent variable.

As noted, the values of the parameters of Table 6.3 are incapable of straight-
forward interpretation. The regressions reported in that table are used in
calculating Table 6.4, where we report probabilities of any GP consultation,
based on specified values of the independent variables. (Similar calculations are
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reported in this chapter and the next wherever a logistic regression function is
used, i.e., wherever the dependent variable is dichotomous.)

The first figure reported is the "baseline probability". This is the probability
(0.63 in the full model, with household utilisation excluded) where quantitative
variables are set equal to their mean values and where the following qualities are
specified: The person is female, with Category II eligibility, no VHI cover, no
other help, and not a member of a farming or fishing household.

In the remainder of Table 6.4, these specifications are changed, one by one, to
determine their effects on the probabilities. For example, where we changesex
fi~om female to male, leaving all else unchanged, the probability of any GP
consultations drops very considerably from 0.63 to 0.51. Similarly, where we
change eligibility to Category I, the probability jumps to 0.74; where we change
it to Category III, it drops to 0.49.

The U-shaped effect of age shows clearly in those probabilities. The positive
effect of VHI cover proves to be a large one. On the other hand, the effects of
many of the variables, including GP fee, and density, and the Medical Card
ratio, appear to be quite small.

Table 6.4 reports only a small fraction of all possible probabilities. For
example, the reported probability for males is only for males of average age and
other characteristics measured by quantitative variables, with Category II
eligibility, no VHI cover, no other help, and not a member of a farming/fishing
family. Information is provided in Table 6.4 which the reader can use in con-
junction with Table 6.3 to calculate any desired probability. The procedure, re-
grettably somewhat laborious, is to multiply the coefficients in Table 6.3 by the
chosen specified values of the variables (the means, minima and maxima, are
found in Table 6.4). The total will equal log (p/1 - p). The last step is to solve for
p, the desired probability. (All dichotomous variables are 0, 1, except for sex
male = 1, female = 2 and VHI cover yes = 1, no = 2.)

Table 6.5 reports on OLS regressions of the numbers of GP consultations
amongst persons with any in 1980. Because we have excluded all persons with no
GP consultations, we have a non-randomly selected sample. A technique which
tests for sample selection bias, and corrects for it if it exists, is to include as an
independent variable in the OLS regression an "Inverse Mills ratio", derived
from a probit regression. This technique is discussed more fully in Chapter 1.
(The Inverse Mills ratio is included in the full models in Table 6.5 and other
OLS regressions; it is included in 5 per cent versions only if it satisfies the 5 per
cent inclusion criterion.)

According to a Goldfeld-Quandt test, the error terms in the OLS regressions
reported in Table 6.5 are heteroscedastic. Accordingly, we have increased by 10
per cent the critical values of t for 5 per cent and 1 per cent significance levels.
One and two asterisks indicate 5 per cent and 1 per cent significance levels, using
unadjusted critical t values; but where a parentheses has been placed around an
asterisk, as (*), the interpretation is that the parameter did not pass the adjusted
t-test. This correction is also discussed in Chapter 1.
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The R2s are relatively high for this kind of analysis and the equations are quite

significant. None the less, few parameters in the full models are significant, pre-
sumably because of multicolinearity. In the model including household utilisa-

tion, that variable is quite significant and positive and several other variables are

significant. Persons with Category I eligibility have about two more consulta-
tions per year, when other influences are held constant, than those with Cate-

Table 6.7: Probability of any GP consultations, 1980, Category I only (based on logistic
regression)ca)

Household utilisation is
Probabilities

Excluded Included
Full 5% Full 5%

Model Version Model Version

*Baseline probability Baseline probability* .54 .82 .58 .83
applies when the following
variables are set equal to their Other probabilities**
means, as below:Cbl Sex = male .48 -- .88 --

Age = 48.26 Age =
Distance to GP = 2.66 min = 1 .66 .51 .67 .53
GP density = .468 10 .53 .58 .56 .60
Medical Card ratio = .396 20 .65 .65 .67 .67
Household GP utilisation = 3.76 30 .62 .72 .65 .73
Category I persons in 40 .93 .78 .93 .79

household = 2.60 50 .91 .83 .92 .83
and when the following 60 .89 .87 .89 .87
qualities obtain:cbl 70 .91 .90 .92 .90

sex = female max = 95 .96 .95 .79 .95
VHI cover = no VHIcover = yes .71 -- .76 --
other help = no Distance to GP
farmer = no min = under 1 mile .62 -- .66 --

** Other probabilities max = more than 10 miles .43 -- .48 --

apply when variables are GP density

changed, one by one (the min = 0.429 .56 -- .61 --
max = 0.555 .54 -- .59 --others held constant as above)

Other help = yes .43 -- .44 --to the values and/or qualities
Medical Card ratioindicated.

min = 0.232 .59 -- .65 --
max = 0.586 .50 -- .55 --

Farmer = yes .65 -- .70 --
Persons in Category I

in household
min = 1 .54 -- .59 --
max = 11 .55 -- .53 --

Household GP utilisation
rain = 0 -- -- .48 .77
max = 36 -- -- .98 .99

Notes: la)See Table 6.3. oh)For 5% version, applies only to variables in the model; for household
utilisation, applies only to model including that variable.
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gory II eligibility, represented in the intercept term. Women aged 40-64, with
Category I eligibility and no VHI cover, have about 5.5 more consultations per
year.

There is a significant positive relationship between the house call fee and utili-
sation, a result evidently due to Category II/III persons in the sample. (In the
various analyses which follow, relating to partitioned sub-groups in the popula-
tion, in only the version including only those persons is this variable significant,
and in that version it is quite significant.) The positive association is as hypo-
thesised earlier. In this set of regressions and elsewhere, house call fee usually has
a better fit than usual GP fee, suggesting that it is more sensitive to market
conditions.

Many variables are included in the full models because of a desire to test
hypotheses. The 5 per cent versions presumably reduce multicollinearity and to
that extent reflect more accurately the significance of the individual variables in
the model. Note that both R~s and equation Fs rise in the 5 per cent versions, as
compared with the full models. For every 10 GP consultations of other house-
hold members, one’s own GP consultations rise by nearly 3. Controlling for
household utilisation also improves the performance of several other variables.

The Inverse Mills is significant only in the 5 per cent, no household utilisation
model, suggesting that in the other variables in the full model, and in the house-
hold utilisation, we control for factors associated with whether persons will see
their GPs, i.e., with selection.

Category I eligibility is consistently strong, in its main effects and/or in inter-
action terms, both in influencing whether a person sees his or her GP, and, among
those who do, how many visits there are.

Tables 6.6 through 6.26 report similar results for various sub-groups in the
sample: persons with Category I eligibility only, who can avail of free general
practitioner care; persons with category II or III eligibility, who must pay for GP
services; mothers; males; females; persons aged 65 years and over; and children
aged under 16 years.

Table 6.27 summarises the results of the 5 per cent versions of these regres-
sions, with respect to sign and significance. The most striking thing in Table 6.27
is the consistency with which Category I eligibility influences GP utilisation. In
every regression in which the variable appears (it is excluded, of course, in Cate-
gory I and Category II/III partitions), either Category I, or (in the case of
females) Category I -- no VHI interaction, positively and significantly in-
fluences the probability of any GP contact. With the further exception of
children aged under 16, it also invariably positively and significantly influences
numbers of visits for those with any.

The significantly negative effect found for Category III in the all-persons case
is not repeated for any of the sub-groups.

Age in some guise (age, age squared, and/or age-sex-Category I-No VHI
interaction) influences GP utilisation in every ~ase as well. Either GP fee or
House Call fee (but never both) positively influences utilisation in many cases, as
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Table 6.8: Regression of annual numbers of general practitioner consultations, 1980, on
selected independent variables, ordinary least squares, persons with any consultations only -

Category I onlyTM

Full Modelb) 5% VersionCb)

(1) (2) (3) (4)
~-2(b)                            0.095 0.145 0.095 0.152
N 312 312 312 312
Equation F 3.520** 4.769** 10.75** 13.84"*

Intercept(el 3.664 - 1.349 4.717 3.172
Sex female 2.791 1.705 -- --

(0.897) (0.654)
Age -0.268 -0.126 0.085** 0.078**

(1.414) (0.875) (4.009) (3.77)
Age squared -- 1,000 3.059 0.976 -- --

(1.288) (0.700)
No VHI 4.055 3.399 -- --

(1.540) (1.327)
Other help 0.283 -0.174 -- --

(0.097) (0.063)
Farmer -4.417"* -2.587* -2.770** -2.505*

(2.512) (2.380) (2.516) (2.345)
Girlcd~ -7.051" -4.883 -- --

(2.032) (1.744)
WomanIdl 6.775 6.793 3.953** 4.243**

(1.904) (1.997) (2.987) (3.303)
LadyId~ 6.180 3.570 -- --

(1.292) (0.819)
Boycd) -3.984 -3.673 -- --

(1.261) (1.216)
Man~d~ 6.738* 6.247 -- --

(1.933) (1.841)
Gent(a) 9.050* 6.570 -- --

(2.032) (1.594)
Inverse Mills -2.192 -0.353 -- --

(1.508) (0.747)
Household Utilisation 0.418"* 0.386**

(3.939) (4.584)

Joint Tests."
Age (1.122) (1.079)

Notes: �"lFigures in parentheses beneath parameter estimates are t-statistms. Columns (1) and (3)
include, and Columns (2) and (4) exclude, household utilisation (GP utilisation of other household

(b) 2 (c)members). R’ adjusted fordegreesoffreedom. Intercept terminFullModelincludessex= male;
VHI cover = yes; Other help = no; Household Head a Farmer or Fisher= no. (d)"Girl", "Boy"=
age 5-17; "Man", "Woman" = age 40-64; "Lady", "Gent" = age 65+.
Significance: *0.01 < p ~ 0.05. **p ~< 0.01.
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Table 6.9: Logistic regression of any general practitioner consultations in 1980

(Dichotomous Variable) on selected independent variables, persons in Categories H and III
onlfla)

Full Mo~[b) 5%Ve~ion(hI

~) (2) (3) (4)
Rzccl                           .040 .051 .034 .048
N 803 803 803 803
Equation Zz 83.65** 96.66** 45.18"* 65.09**

Intercep(d) 1.420 1.726 -.522
(.05) (.08) (3.23)

Sex = Female .895** .955** .575**
(14.30) (15.83) (14.94)

Category III -.508" -.502*
(5.06) (4.87)

Category II, III persons -.063 -.030 -.082*
in lmusehold (2.22) (.46) (5.06)

Age -.060** -.062**
(9.53) (10.17)

Age squared + 1,000 .953** 1.035"*
(9.39) (10.90)

No VHI -.507** -.578**
(6.34) (8.02)

Distance to GP .079 .081
(2.02) (2.11)

GP Fee .138* .152* .170**
(4.65) (5.51) (12.18)

House Call Fee .029 .017
(.65) (.23)

GP Density -2.096 -3.686
(.02) (.07)

Other help .541" .535
(3.75) (3.61)

Medical Card Ratio 2.704 1.561
(.04) (.01)

Farmer -.557"* -.509* -.555**
(6.83) (5.60) (11.29)

Household GP Utilisation -- .075**
(10.42)

Girl{°~ -.697" -.705"
(4.32) (4.37)

WomanIc~ -.738 -.799"
(3.20) (3.69)

LadyIcl -1.111 -1.237
(1.64) (2.01)

Boy~c~ -.404 -.374
(1.84) (1.55)

-.720
(4.21)

.623**
(16.89)

-.039**
(7.34)

.644**
(10.39)

-.547**
(10.42)

.074**
(11.46)
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Table 6.9 (contd.)

Full Mode[b~

(1) (2)
R~�~ .040 .051
N 803 803
Equation Zz 83.65* 96.66**

5°; l)t~ionCb)

13j ~)
.034 .048

803 803
45.18"* 65.09**

Mance) -.039 -.060
(.01) (.02)

Gen(°1 -.649 -.707
(.61) (.72)

GP Density-Medical Card -5.482 -2.696
Ratio Interaction (.03) (.01)

Joint Tests:
Age (10.17)** (11.37)**
GP Density (2.34) (2.73)
Medical Card Ratio (. 10) (. 15)

(12.54)**

Notes." �"IXz in parentheses beneath parameter estimates. (b) Columns (1) and (3) exclude, andColumns
(2) and (4) include, household GP utilisationvariablein model cc)r~z adjusted fordegreesoffreedom
la)in ......

¯
tercept term includes In full model: sex = male; ehglbxhty= Category II; VHI cover= no; other

help = no; head of household a farmer = no; and age = 0-4, or 18-39 (el"Girl", "Boy"= age 5-17;
"Woman", "Man" = age 40-64; ’"Lady", "Gent" = age 65+.
Significance: *0.01 < p ~< 0.05. **p ~ 0.01.
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Table 6.10: Probability of any GP consultations, 1980, Categories H and III only
(based on logistic regressionCal)

Household utilisation is
Probabilities

Excluded Included
Full 5% Full 5%

Model Version Model Version

*Baseline probabUity Baseline probability* .70 .70 .70 .65
applies when the following
variables are set equal to their Other probabilities**
means, as below:cbl Sex = male .49 .57 .47 .50

Age = 31.77 Age =
Distance to GP = 2.61 min = 1 .85 -- .85 .77
GP fee =£3.18 10 .64 -- .64 .71

House call fee =£3.64 20 .72 -- .72 .67

GP density = .458 30 .70 -- .70 .65

Medical Card ratio = .357 40 .54 -- .53 .67
Household GP utillsation = 3.18 50 .60 -- .61 .71

Category II/III persons in 60 .70 -- .72 .77
household = 3.79 70 .76 -- .77 .84

andwhen the following max = 84 .91 -- .93 .92
qualities obtain:Ibl Eligibility = Category III .58 -- .58 --

sex = female VHI cover= yes .79 -- .80 --

eligibility = Category II Distance to GP
VHI cover = no min = under 1 mile .65 -- .65 --

other help = no max = more than 10 miles .75 -- .75 --
thrmer = no GPfee

rain = £0 .60 .58 .59 .54
**Otherprobabilities max =£7 .80 .82 .80 .77
apply when variables are
changed, one by one (the

House call fee
rain = £0 .68 -- .68 --

others held constant as above) Max = £10 .74 -- .72 --
to the values and/or qualities GP density
indicated, min = 0.429 .73 -- .73 --

max = 0.555 .62 -- .60 --
Other help = yes .80 -- .80 --
Medical Card ratio

min = 0.232 .70 -- .69 --
max = 0.586 .71 -- .72 --

Farmer = yes .57 .58 .58 .52
Persons in Categories

II/III in household
min= 1 .74 .75 .72 --
max= 11 .60 .57 .65 --

Household GP Utilisation
min = 0 -- -- .65 .60

max = 52 -- -- .99 .99

Notes: lalSee Table 6.9. CblFor 5% version, applies only to variables in the model; for household
utilisation, applies only to model including that variable.
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Table 6.11: Regression of annual numbers of general practitioner consultations, 1980, on

selected independent variables, ordinary least squares, persons with any consultations only -
Categories H and III only(a~

Full Mode[bl 5% Versioncul

(1) (2) (3) (4)
p zlbl                            0.064 0.078 0.064 0.075
N 416 416 4113 416
Equation F 2.784** 3.072** 7.06** 6.69**

Intercep(cl 6.119 2.151 -0.863 -0.478
Sex female 2.141 * 1.423" -- 1.144*

(2.115) (2.082) (2.512)
Age -0.180"* -0.130"* -- --

(2.847) (2.934)
Age squared -- 1,000 2.376* 1.835" -- --

(2.417) (2.399)
Category III - 1.466 -0.553 -- --

(1.640) (0.932)
No VHI 0.293 0.774 1.312"* 0.936**

(0.410) (1.475) (2.905) (2.00)
GP Fee -0.541" -0.326 -- --

(2.339) (1.685)
House Call Fee 0.360** 0.296** 0.231"* 0.251"*

(3.349) (2.957) (2.740) (2.978)
Other help -0.142 -0.388 -- --

(0.192) (0.541)
Farmer -0.962 -0.425 -- --

(1.450) (0.756)
Girlcd) -3.862** -2.675"* -- -2.172"*

(3.119) (3.030) (2.78)
WomanId) 0.361 0.088 -- --

(0.326) (0.080)
LadyI~ 1.165 -0.858 -- --

(0.470) (0.395)
BoyIdl - 1.862" - 1.370 -- --

(1.937) (1.514)
ManId) 1.614 1.203 -- --

(1.291) (1.007)
Genttd) 0.396 - 1.559 -2.261 * --

(0.154) (0.706) (1.970)
Inverse Mills -1.159 -0.084 0.931"* --

(1.342) (0.943) (3.633)
Household Utilisation 0.192"* 0.142"*

(2.707) (2.793)

Joint Tests:
Age (3.488)** (3.707)** -- --

Notes." ~alFigures in parentheses beneath parameter estimates are t-statistics. Columns (1) and (3)
include, and Columns (2) and (4) exclude, household utilisation (GP utilisation of other household
members). ~bl~ adjusted for degrees of freedom. IClIntercept term in full model includes sex= male;
eligibility = Category II VHI cover = yes; Other help = no; Household Head a Farmer or Fisher=
no.    GM , Boy --5-17; Man , Woman--40-64; Lady Gent--age65+.
Significance: *0.01 < p~ 0.05. **p~< 0.01.
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Table 6.12: Logistic regressions of any general practitioner consultations in 1980
(Dichotomous Variable) on selected independent variables, mothers onlycal

Full #lode[b) 5% Versiontb)

(1) (2) (3) (4)
P,’-’~¢~                          .032 .036 .036 .045
N 766 766 766 766
Equation Z" 60.39** 65.87** 35.73** 45.17**

Intercepttd~                      -.019 - 1.115 .643"* .458*
(.00) (.03) (12.73) (5.78)

Category I 1.803 1.826 1.162** 1.006**
(2.57) (2.62) (26.01) (18.83)

Category III -.332 -.304
(1.43) (1.19)

Mothers in household -.263 -.274
(.42) (.46)

Age -. 119"* -. 104"
(7.17) (5.46)

Age Squared + 1,000 1.010" .883*
(4.96) (3.78)

No VHI -.088 -.090
(.11) (.12)

Distance to GP .110 .107
(2.84) (2.66)

GP Fee .072 .085
(.67) (.92)

House Call Fee .099* .087* .114"* .105"*
(4.80) (3.74) (10.21) (8.60)

GP Density 8.978 10.280
(.35) (.46)

Other Help .496 .482
(2.04) (1.90)

Medical Card Ratio 12.973 14.127
(.67) (.79)

Farmer -.465 -.447 -.553"* -.511"*

(3.54) (3.26) (8.34) (7.02)
Category I-No VHI

interaction - 1.045 - 1.089
(.78) (.84)

Woman-I-No VHI�°l .910 .798
(3.43) (2.60)

Lady-I-No \:HI~ .824 .707
(1.61) (1.17)

Medical Card Ratio-GP -30.087 -32.724
Density Interaction (.74) (.87)

Household GP Utillsation -- .081" .105"*
(4.54) (7.49)

"Joint Tests:
Age (11.17)** (8.43)**
GP Density (1.87) (1.89)
Medical Card Ratio (1.03) (1.19)

Notes: ~2~° in parentheses beneath parameter estimates. ~blColumns (1) and (3) exclude and Columns
(2) and (4) include, household GP utilisation variable in model. Ib)pz adjusted for degrees offi-eedom.
I¢lIntercept term includes in full model: eligibility= Category II; X:HI cover= no; other help= no;
head of household a farmer = no; and age = 18-39. l~"Woman" = age 40-64; "Lady,,= age 65+.
Significance: *0.01 < p~< 0.05. **p~< 0.01.
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Table 6.13: Probability of any GP consultations, 1980, m~.;hers only (based on logistic
regression)la)

Probabilities
Household utilisation is Excluded Included

Full 5% Full 5%
Model Version Model Version

*Baseline probability
applies when the following
variables are set equal to their
means, as below:(hI

Age = 45.82
Distance to GP = 2.63
GP fee = £2.77
House call fee = £3.21
GP density = 0.460
Medical Card ratio = .366
Household GP utilisation = 2.81
Mothers in household = 1.001

and when the following
qualities obtain:Ibl

eligibility = Category II
VHI cover = no
other help = no
farmer = no

** Other probabilities
apply when variables are
changed, one by one (the
others held constant as above)
to the values and/or qualities
indicated.

Baseline probability* .68 .73 .69 .75

Other probabilities**
Age =

min = 18 .90 -- .90 --
20 .95 -- .88 --
30 .80 -- .80 --
4O .72 -- .73 --
50 .66 -- .68 --
60 .64 -- .66 --
70 .67 -- .68 --
max = 88 .81 -- .80 --

Eligibility =
Category I .92 .90 .92 .89
Category III .60 -- .63 --

VHIcover = yes .70 -- .71 --
Distance to GP

min = under 1 mile .61 -- .63 --
max = more than 10 miles .75 -- .77 --

GP Fee
min =£0 .63 -- .64 --
max =£6 .73 -- .75 --

House call fee
min =£0 .61 .66 .63 .68
max =£10 .80 .86 .81 .86

GP density
min = 0.429 .71 -- .73 --
max = 0.555 .66 -- .68 --

Other help = yes .78 -- .79 --
Medical Card ratio

min = 0.232 .72 -- .74 --
max = 0.586 .66 -- .67 --

Farmer= yes .57 .61 .59 .64
Mothers in household

min = 1 .68 -- .70 --
max = 2 .62 -- .63 --

Household GP utUisation
min = 0 -- -- .64 .69
max = 39.66 -- -- .98 .99

Notes: I")See Table 6.3. Ib)For 5% version, applies only to variables in the model; for household
utilisation, applies only to model including that variable.
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Table 6.14: Regression of annual numbers of general practitioner consultations, 1980,
on selected independent variables, ordinary least squares, persons with any consultations

only - mothers only~a)

Full Mode{b)                5% VersionIb)

(1) (2) (3) (4)
p zcb~                          0.147 0.166 0.175 0.173
N 151 151 151 151
Equation F 3.166"* 3.314"* 15.75"* 15.58"*

InterceptIc~ 9.188 5.797 4.934 4.853
Age -0.271 -0.026 -- --

(0.861) (0.747)
Age squared -- 1,000 3.021 2.416 -- --

(0.863) (0.873)
Category I 7.790* 7.126" 8.681"* --

(2.074) (2.228) (5.613)
Category III -2.333 -1.914 -- --

(0.935) (0.800)
No VHI 0.563 0.770 -- --

(0.255) (0.366)
GP Fee 0.003 0.094 -- --

(0.005) (0.144)
House Call Fee 0.448 0.332 -- --

(1.159) (0.909)
Other help O. 144 O. 179 -- --

(0.053) (0.068)
Farmer -2.114 - 1.693 -- --

(1.133) (1.053)
Woman-I-NoIdl 3.382 1.973 -- 8.015"*

(0.710) (0.573) (4.785)
Lady-I-NoId) -6.130 -7.497 -6.161"* --

(1.437) (1.779) (2.850)
hwerse Mills -0.329 -0.053 -- --

(0.282) (0.623)
Household Utilisation 0.428 0.352**

(1.625) (2.492)

Joint Tests:
Age (2.652)**    (1.944)*

Notes: (alFigures in parentheses beneath parameter estimates are t-statistics. Columns (1).and (3)
include, and Columns,(2) and (4) exclude, household utilisation (GP utilisation of other household
membel~). Chip2 adjusted for degrees of freedom. It)Intercept term in full model includes eligibility
= Category II; VHI cover = yes; Other help = no; Head of Household Farmer or Fisher = no.
Cd)"Woman" -- age 40-64; "Lady" = age 65+.
Significance: *0.01 < p ~ 0.05. **p ~< 0.01.
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Table 6.15: Logistic regressions of any general practitioner consultations in 1980
(Dichotomous Variable) on selected independent variables, males onlyI"l

l,’ull Mode[h~
5% I’ersionIt’)

(1) (2) (3) (4)
R’2~¢1                             .068 .061 .063 .073
N 975 975 975 975
Equation X’-’ 115.87** 126.53"* 92.58"* 109.99**

Intercept(d~ 6.533 6.718 .988** 1.199**
(1.44) (1.50) (8.20) (10.65)

Category I 1.442 1.447 .940** 1.047"*
(1.77) (1.79) (29.25) (26.55)

Category III -.452* -.420
(3.92) (3.37)

Males in household -. 105 -.086
(3.50) (2.32)

Age -.042** -.043** -.033** -.037"*
(9. 21 ) (9.62) (7.04) (8.50)

Age Squared + 1,000 .638** .665** .613"* .618"*
’ (11.04) (11.87) (13.57) (13.46)

No VHI -.550** -.581"* -.344" -.418"*
(6.96) (7.69) (4.18) (6.27)

Distance to GP -.077 -.081 -.094
(2.45) (2.69) (5.12)

GP Fee .099 .111
(2.37) (2.91)

House Call Fee -.015 -.024
(. 19) (.45)

GP Density -11.277 -12.097
(.84) (.96)

Other Help .341 .341
(1.73) (1.71)

Medical Card Ratio -5.764 -6.663
(.21) (.27)

Farmer -.092 -.032 -.344"
(.24) (.03) (4.89)

Household GP Utilisation -- .061"* .065**
(9.23) (10.89)

Category I-No VHI -.452 -.479
(.16) (.18)

Boy-I-No VHII¢) -.376 -.407 -.698"
(.83) (.96) (3.91)

Man-I-No \’HI(e) .724 .669
(2.69) (2.27)

Gent-I-No \’HI(el .422 .256
(.71) (.26)

GP Density-Medical Card 14.865 16.770
Ratio Interaction (.28) (.35)

Joint Tests:
Age (11.23)** (12.23)**
GP Density (4.06)* (4.12)*
Medical Card Ratio (1.39) (1.35)

(25.53)**    (18.37)**

.Voles: lalx" in parentheses beneath parameter estimates, h Cohmms (1/ and (3)exclude, and
Cohanns (2) and (4) include, household GP utilisation variable in model. I¢ tt.’-’ adjusted lbr degrees
of freedom. ~d~Interccpt term includes in fidl modeh eligibility = Category II; \’HI cover = no;
head of household a fro’met = no; and age = 0-4, or 18-39. (�)"Boy" = age 5-17; "Man" = age
40-64; "Gent" =agc 65+.
Significance: *0.01 < p ~< 0.05. **p ~ 0.01.



170 IRISH MEDICAL CARE RESOURCES

Table 6.16: Probability of any GP consultations, 1980, males only (based on logistic
regression)lal

Household utilisation is
Probabilities

Excluded        Included
Full 5% Full 5%

Model Version Model Version

*Baseline probability
applies when the tbllowing
variables are set equal to their
means, as below:Ib)

Age = 36.91
Distance to GP = 2.64
GP fee = ~c2.50
House call fee = £2.894
GP density = .462
Medical Card ratio = .371
Household GP utilisation

= 3.74
Males in household = 2.33

and when the following
qualities obtain:Ibl

eligibility = Category II
VHI cover = no
other help = no
l:armer = no

**Other probabilities
apply when variables are
changed, one by one (the
others held constant as above)
to the values and/or qualities
indicated.

Baseliue probability* .43 .47 .43 .45

Other probabilities**
Age =

min = 1 .60 .57 .60 .58
10 .52 .51 .52 .51
20 .46 .47 .46 .46
30 .43 .46 .43 .45
40 .44 .49 .44 .46
50 .47 .54 .48 .51
60 .54 .62 .55 .58
70 .64 .72 .65 .68
max -- 90 .85 .90 .87 .88

Eligibility =
Category I .67 .70 .67 .70
Category III .33 -- .33 --

VIII cover = yes .57 .56 .58 .56
Distance to GP

min = under 1 mile .48 -- .49 .52
max = more than 10 miles .37 -- .37 .38

GP Fee
min = £0 .37 -- .37 --
max = £7 .54 -- .56 --

House call fee
min = if) .44 -- .45 --
max = £I0 .40 -- .39 --

GP density
rain = 0.429 .47 -- .47 --
max = 0.555 .30 -- .30 --

Other help = yes .52 -- .52 --
Medical Card ratio

min = 0.232 .38 -- .38 --
max = 0.586 .48 -- .48 --

Farmer = yes .41 .39 .43 --A~Iales in household

min = 1 .47 -- .46 --
max = 9 .27 -- .30 --

ltousehold GP Utilisation
min = 0 -- -- .38 .39
max = 80 -- -- .96 .97

Notes: I"lSee Table 6.15. IblFor 5% version, applies only to variables in the model; for household
utilisation, applies only to model including that variable.
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Table 6.17: Regression of annual numbers of general practitioner consultations, 1980,
on selected independent variables, ordinmy least squares, persons with any consultations

only - males onlyca)

Full Mode~b) 5% Version(b)

(1) (2) (3) (4)
~21bl                          0.258 0.3031 0.233 0.287
N 322 322 322 322
Equation F 9.620** 11.004"* 32.28** 32.06**

Intercep(c) 5.295 3.117 -0.181 1.503
Age -0.136(*) -0.098 -- --

(2.082) (1.732)
Age squared + 1,000 2.082* 1.475(*) -- 0.613"*

(2.177) (1.954) (3.480)
Category I 2.218 1.139 -- 3.908**

(1.442) (0.916) (5.083)
Category III -0.413 -0.081 -- --

(0.341) (0.071)
No VHI 0.624 0.601 1.629(*) --

(0.625) (0.648) (2.066)
GP Fee -0.321 -0.382 -0.500*(*) --

(1.059) (1.329) (2.702)
House Call Fee 0.240 0.196 -- --

(1.296) (1.098)
Other help 1.898 1.580 -- --

(1.513) (1.308)
Farmer -1.901" -1.020 -- --

(2.247) (1.424)
Boy-I-No VHIcd) -2.730 -2.612 -- -4.440"(*)

(1.463) (1.477) (2.765)
Man-I-No VHIId) 5.685** 4.452** -- --

(3.244) (2.858)
Gent-I-No VHIlel 4.516"(*) 3.159 -- --

(2.532) 0.851)
Inverse Mills -0.571 0.099 1.585"* --

(0.897) (0.610) (6.970)
Household Utilisation 0.252*(*) 0.336**

(2.782) (5.380)

Joint Tests:
Age (3.520)**    (3.794)**

Notes: �")Figures in parentheses beneath parameter estimates are t-statistics. Columns (1) and (3)
include, and Columns (2) and (4) exclude, household utilisation (GP utilisation of other household
members), lull2 adjusted for degrees of freedom. IClIntercept term in Full Model includes eligibility
= Category II; VHI cover = yes; Other help = no; Household Head a Farmer or Fisher = no.
Idl"Boy" = age 5-17; "Man" = age 40-64; "Gent" = age 65+.
Significance: *0.01 < p ~< 0.05. **p ~< 0.01.
(*)Parentheses around an asterisk indicated parameter did not pass t-test adjusted for
heteroscedasticity; see Chapter 1.



172 IRISH MEDICAL CARE RESOURCES

Table 6.18: Logistic regressions of any general practitioner consultations in 1980
(Dichotomous Variable) oll selected independent variables, females onlyI")

Full ]vlode{bl 5% IZersiott(bl

(1) (2) (3) (4)
R’’�’~                               .049 .059 .058 .066
N 1,000 1,000 1,000 1,000
Eq uat ion Z" 93.48** 106.91 * * 82.75** 89.09**

Interceptcal -2.887 -2.941 .463 .341
(.25) (.26) (2.88) (1.86)

Category I -.256 -.234
(.22) (.19)

Category III -.228 -. 178
(.94) (.57)

Nmnber of Females 5o -. 184"* -. 170"* -.209"* -.200"*
household (8.96) (7.62) (14.26) (13.16)

Age -.020 -.020
(2.10) (1.99)

Age Squared + 1,000 .310 .322
(2.53) (2.73)

No VHI -.075 -.084
(.12) (.15)

Distance to GP .118* .119 .118*
(4.63) (4.63) (4.93)

GP fee .132* .168* .172** .189**
(3.70) (5.84) (10.47) (12.47)

House Call Fee .041 .029
(1.15) (.57)

GP Density                     8.025 7.367
(.38) (.32)

Other Help .598* .600* .602* .590*
(4. 08) (4. 03) (4.25) (4.21 )

Medical Card Ratio 12.265 11.721
(.82) (.74)

Farmer -.596"* -.543"* -.561"*
(8.18) (6.74) (8.20)

Household GP Utillsation .083** .086**
(10.59) (12.14)

Category I-No VHI 1.386" 1.355" 1.570"* 1.418"*
(4.65) (4.41) (41.63) (34.23)

GM-I-No VHII~ -.905" -.874" -1.333"* -1.237"*
(4.41) (4.08) (15.37) (13.13)

WonmlM-No VHII~ .366 .293
(.66) (.42)

Lady-I-No VHI~ .489 .351
(.82) (.42)

GP Density-Medical Card -26.216 -25.072
Ratio Interaction (.76) (.69)

Joint Tests:
Age (2.57) (2.95)
GP Densily (1.89) (1.92
Medical Card Ratio (1.00) (.90)

r     lal (b).,\ores: g" in parentheses beneath parameter estimates. Columns (1) and (3) exclude, and
Cohmms (2) and (4) include, household GP utilisation variable in model. R_’-’ adjusted tbr degrees
of ii’eedom, lalIntercept term includes in full model: eligibility = .Category II; VHI cover = no;
head of household a farmer = no; age = 0-4, or 18-39; and other help = no. ~")"Girl"= age 5-17;
"Woman" = age 40-64; "Lady" = age 65+.
,S’igniJ~cance: *0.01 < p ~< 0.05. **p ~< 0.01.
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Table 6.19: Probability of any GP consultations, 1980, females only (based on
logistic regression)(a)

Household utilisation is
Probabilities

Excluded Included
Full 5% Full 5%

Model Version Model Version

*Baseline probability
applies when the following
variables are set equal to their
means, as below:cb)

Age = 38.66
Distance to GP = 2.60
GP fee = £2.50
House call fee = £2.87
GP Density = .461
Medical Card ratio = .367
Household GP utilisation = 3.44
Females in household = 2.24

and when the following
qualities obtain:Ibl

eligibility = Category II
VHI cover = no
other help = no
farmer = no

**Other probabilities
apply when variables are
changed, one by one (the
others held constant as above)
to the values and/or qualities
indicated.

Baseline probability* .66 .68 .66 .66

Other probabilities**
Age =

min = 1 .72 -- .72 --
10 .69 -- .69 --
20 .67 -- .67 --
30 .65 -- .66 --
40 .66 -- .66 --
50 .67 -- .68 --
60 .70 -- .71 --
70 .74 -- .76 --
max = 95 .86 -- .88 --

Eligibility =
Category I .85 -- .86 --
Category III .60 -- .62 --

VHI cover = yes .67 -- .68 --
Distance to GP

min = under 1 mile .58 .60 .59 --
max = more than 10 miles .74 .76 .75 --

GP Fee
min = £0 .58 .57 .56 .55
max = £7 .78 .82 .81 .82

House caU fee
min = £0 .63 -- .64 --
max = £10 .72 -- .71 --

GP density
min = 0.429 .69 -- .69 --
max = 0.555 .64 -- .64 --

Other help = yes .78 .79 .78 .78
Medical Card ratio

rain = 0.232 .67 -- .68 --
max = 0.586 .68 -- .69 --

Farmer = yes .51 .54 .53 --
Females in household

min = 1 .70 .73 .71 .71
max = 9 .35 .34 .38 .33

Household GP Utilisation
rain = 0 -- -- .60 .59
max = 40 -- -- .98 .98

Notes: I")See Table 6.18. (b)For 5% version, applies only to variables in the model; tbr household
utilisation, applies only to model including that variable.
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Table 6.20: Regression of annual numbers of general practitioner consultations, 1980,
on selected independent variables, ordinary least squares, persons with any consultations

only - females onlyIn)

Full Mode[b) 5% Version(hI

(1) (2) (3) (4)
g2{bl                          O. 142 0.1702 -0.148 0.166
N 406 406 406 406
Equation F 6.174"* 6.984** 23.27** 26.76**

InterceptIc) 1.601 0.550 -0.757 3.803
Age 0.010 -0.006 -- --

(0.120) (0.099)
Age squared + 1,000 0.052 0.377 -- --

(0.044) (0.427)
Category I 2.641 3.226 -- --

(1.324) (1.911)
Category III -1.046 -0.856 -- --

(0.762) (0.664)
No VHI 1.462 1.340 2.204* --

(1.184) (1.189) (2.371)
GP Fee -0.197 -0.031 -- --

0.547) (0.087)
House Call Fee 0.330 0.325 -- --

(1.536) (1.601)
Other help -2.030 1.823 -- --

(1.354) (1.279)
Farmer -1.759 -1.794(*) -- --

(1.584) (1.934)
GM-I-No VHI{~1 -3.883 -3.983 -- --

(1.656) (1.760)
Woman-I-No VHI{d~ 4.620 4.544* 3.473*(*) 7.801"*

(1.716) (2.420) (2.629) (7.095)
Lady-I-No VHI{dl 0.854 0.161 -- 4.082**

(0.383) (0.075) (4.102)
Inverse Mills 0.125 -0.010 0.985** --

(0.180) (0.177) (4.194)
Household Utilisation 0.290** 0.277**

(3.048) (3.776)

joint Tests:
Age (0.682) (0.962)

./Votes: {alFigures in parentheses beneath parameter estimates are t-statistics. Columns (1) and (3)
include, and Columns (2) and (4) exclude, household utilisation (GP utilisation of other household
members). (blpz adjusted for degrees of freedom. It)Intercept term in Full Model includes eligibility
= Category II; VHI cover = yes; Other help = no; Household Head a Farmer or Fisher = no.
IdI"GM" age = 5-17; "Woman" = age 40-64; "Lady" = age 65+.
Significance: *0.01 < p ~ 0.05. **~ 0.01.
(*) Parentheses around an asterisk indicated parameter did not pass t-test adjusted for
heteroscedastlcity; see Chapter 1.



UTILISATION OF GENERAL PRACTITIONER SERVICES 175

Table 6.21: Logistic regressions of any general practitioner consultations in 1980
(Dichotomous Variable) on selected independent variables, persons aged over 64 onlyI")

Full Mo~[bl 5%Ve~ionIb)

~) (2) (3) (4)
Rzlc~                           .038 .036 .049 .049
N 374 374 374 374
Equationx~ 42.76** 43.90** 20.34** 20.34**

Intercep(dl -45.025" -46.873"
(5.50) (5.87)

Sex = Female .749" .785"
(5.30) (5.75)

Category I 1.068"* 1.007"
(6.56) (5.74)

Category III -1.053 -1.032
(2.75) (2.65)

Aged Persons in Household .00 -. 116
(.00) (. 13)

Age 1.302"* 1.312"*
(8.56) (8.56)

Age squared + 1,000 -8.591"* -8.658"*
(8.67) (8.66)

No VHI -.996 -.999
(3.27) (3.31)

Distance to GP -.040 -.035
(.12) (.09)

GP Fee -. 194 -. 186
(2.22) (2.04)

House Call Fee .052 .052
(.40) (.39)

GP Density -2.640 .770
(.01) (.0)

Other Help .862 .889
(.59) (.62)

Medical Card Ratio .800 4.041
(.00) (.02)

Farmer .049 .067
(.02) (.03)

GP Density-Medical Card -4.036 -11.515
Ratio Interaction (. 00) (.04)

Household GP Utilisation .039
(.95)

.021 .021
(.0) (.0)
.612" .612"

(4.30) (4.30)
1.117"* 1.117"*

(14.36) (14.36)

Joint Tests:
Age (8.63)** (8.62)**
GP Density (.77) (.75)
Medical Card Ratio (.40) (.51)

Notes: (a)x2 in parentheses beneath parameter estimates. (b) Columns (I) and (3) exclude and

Columns (2) and (4) include houehold GP utilisation variable in model. ~cjp~ adjusted for degrees of
freedom. ~ )Intercept term includes in full model: sex= male; eligibility= Category II; VHI cover=
no; other help = no; and head of household a farmer = no.
Significance: *0.01 < p~< 0.05; **p--.< 0.01.
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Table 6.22: Probability of any GP consultations, 1980, persons aged over 64 only
(based on logistic regression)(a)

Probabilities
Household utilisation is           Excluded        Included

Full 5% Full 5%
Model Version Model Version

Baseline probability* .85 .78 .86 .78

Other probabilities**
Sex = male .73 .65 .74 .65
Age =

min = 65 .70 -- .71 --
68 .79 -- .80 --
71 .84 -- .85’ --
74 .86 -- .87 --
77 .86 -- .87 --
80 .84 -- .85 --
max = 95 .21 -- .22 --

Eligibility =
Category I .94 .91 .94 .91
Category III .67 -- .69 --

VHI cover = yes .94 -- .94 --
Distance to GP

min = under 1 mile .87 -- .87 --
max = more than 10 miles .84 -- .85 --

aP fee
min = £0 .89 -- .89 --
max = £6 .71 -- .74 --

House Call Fee
min = £0 .84 -- .85 --
max = £10 .90 -- .90 --

GP density
min = 0.429 .87 -- .88 --
max = 0.555 .80 -- .82 --

Other help = yes .93 -- .94 --
Medical Card ratio

min = 0.232 .87 -- .89 --
max = 0.586 .83 -- .83 --

Farmer= yes .86 -- .87 --
Persons over 64 in household

min = 1 .85 -- .87 --
max = 3 .85 -- .84 --

Household GP utilisation
min = 0 -- -- .84 --
max = 60 -- -- .98 --

*Baseline probability
applies when the following
variables are set equal to their
means, as below:(b~

Age = 72.6
Distance to GP = 2.74
GP t~e = £1.69
House call fee = £1.96
GP density = 0.46
Medical Card ratio = 0.393
Household GP utilisation = 3.84
Persons over 64 in household

= 1.31
and when the following
qualities obtain:h)

sex = female
eligibility = Category II
VHI cover = no
othcr help = no
farnler = no

** Other probabilities
apply when variables are
changed, one by one (the
others held constant as above)
to the values and/or qualities
indicated.

./Votes: (alSee Table 6.21. (b)For 5% version, applies only to variables in the model; for household
utilisation, applies only to model including that variable.
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Table 6.23: Regression of annual numbers of general practitioner consullations, 1980,

on selected independent variables, ordinary least squares, persons with any consultations

only, aged over 64 years onlyI"l

Full Mode~b) 5% Version(hI

(1) (2) (3) (4)
p2(u)                             0.070 0.139 0.078 0.163
N 176 176 176 176
Equation F 2.207* 3.377** 14.82"* 16.95"*

Intercep(¢) - 153.677 - 100.663 4.526 3.755
Sex female -1.520 -0.500 -- --

(0.785) (0.434)
Age 4.180 2.710 -- --

(1.730) (1.218)
Age squared + 1,000 -28.213 -17.909 -- --

(1.705) (1.206)
Category I 3.016 3.820(*) 5.351"* 4.271"*

(0.910) (2.121) (3.850) (3.155)
Category III 1.380 0.597 -- --

(0.285) (0.132)
No VHI 3.966 2.355 -- --

(1.439) (1.111)
GP Fee -0.517 -0.403 -- --

(0.886) (0.714)
House Call Fee 0.165 0.323 -- --

(0.385) (0.873)
Other help -2.477 -0.997 -- --

(0.553) (0.259)
Farmer -1.126 -1.728 -- --

(0.657) (1.434)
Inverse Mills 0.427 -0.028 -- --

(0.388) (0.735)
Household Utilisation 0.383** 0.355**

(3.289) (4.204)

Joint Tests:
Age (3.950)**    (4.049)**

.Notes: I")Figures in parentheses beneath parameter estimates are t-statistics. Columns (1) and (3)
include, and Columns (2) and (4) exclude, household utilisation (GP utilisation of other household
members). {bl~2 adjusted for degrees of fi’eedom, cO)Intercept term in full model includes sex =
male; eligibility = Category II; VHI cover = yes; Other help = no; Head of Household a Farmer
or Fisher ---- no.
Significance: *0.01 < p ~< 0.05. **p ~< 0.01.
(*) Parentheses around an asterisk indicates parameter did not pass t-test adjusted lbr
heteroscedasticity; see Chapter 1.
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Table 6.24: Logistic regressions of any general practitioner consultations in 1980

(Dichotomous Variable) on selected independent variables, persons aged under 16 onlyla)

Full Mode(b) 5% VersionIb)

(1) (2) (3) (4)
~zcc)                           .095 .116 .109 .131
N 560 560 560 560
Equation Z’-’ 99.66** 117.24** 90.61"* 106.73"*

Intercep(d~ -1.279 -.007 2.027** 1.149"*
(.03) (.00) (20.83) (6.28)

Sex = Female .369 .422* .407*
(3.61) (4.55) (4.37)

Category I 1.230"* .996"* 1.096"* .513"
(11.74) (7.60) (15.37) (4.18)

Category III .154 .246
(.27) (.66)

Children in household -. 121 -.079 -. 129"
(3.16) (1.30) (3.96)

Age -.133 -.111
(1.72) (1.14)

Age Squared + 1,000 -3.078 -4.013 -10.704"* -10.089"*
(.26) (.43) (65.70) (58.65)

No VHI -.292 -.267
(1.04) (.85)

Distance to GP -.010 -.011
(.03) (.03)

GP Fee .011 .042
(.01) (.18)

House Call Fee .081 .057 .091"
(2.61) (1.25) (4.85)

GP Density 8.108 3.654
(.24) (.05)

Other Help -. 139 -.092
(. 14) (.06)

Medical Card Ratio 7.283 1.979 -1.792" -2.141"*
(. 18) (.01) (4.48) (6.39)

Farmer -.072 .002
(.O8) 6OO)

GP Density-Medical Card -19.681 -8.239
Ratio Interaction (.27) (.05)

Household GP Utilisation .147** .158**
(13.13) (15.60)

Joint Tests:
Age (63.04)** (56.43)**
GP Density (.30) (.06)
Medical Card Ratio (2.01) (2.08)

c     (a) ~ (b)a\otes: X~ in parentheses beneath parameter estimates. Columns (1) and (3) exclude, and
Columns (2) and (4) include, household GP utilisation variable in model. IcJRz adjusted for degrees

I,llof li’eedom. Intercept term includes in full model: sex = male; eligibility = Category II; VHI
cover = no; other help ----- no; and head of household a farmer = no.
Significance: *0.01 < p ~< 0.05. **p ~ 0.01.
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Table 6.25: Probability of any GP consultations, 1980, childreno aged under 16 only
(based on logistic regression)(al

Probabilities
Household utilisation is            Excluded        Included

Full 5% Full 5%
Model Version Model Version

Baseline probability* .63 .65 .66 .73

Other probabilities**
Sex = male .54 -- .56 .64
Age =

rain = 1 .85 .79 .85 .84
4 .78 .76 .79 .82
7 .68 .70 .70 .77

10 .55 .57 .58 .66
13 .40 .39 .43 .49

max = 15 .30 .26 .33 .36
Eligibility =

Category I .86 .85 .84 .82
Category III .67 -- .71 --

VHI cover = yes .70 -- .71 --
Distance to GP

min = under 1 mile .64 -- .66 --
max = more than 10 miles .62 -- .65 --

aP fee
min = £0 .62 -- .63 --
max = £6 .64 -- .69 --

House call fee
min = £0 .57 .58 .61 --
max = £10 .75 .77 .74 --

GP density
min = 0.429 .64 -- .66 --
max = 0.555 .67 -- .68 --

Other help = yes .60 -- .64 --
Medical Card ratio

min = 0.232 .70 .70 .72 .78
max = 0.586 .55 .56 .57 .63

Farmer= yes .62 -- .66 --
Persons under 16 in

household
min = 1 .67 .69 .68 --
max = 8 .47 .48 .55 --

Household GP Utilisation
min = 0 -- -- .54 .62
max = 32 -- -- .99 .996

*Baseline probability
applies when the following
variables are set equal to their
means, as below:tb)

Age = 8.29
Distance to GP = 2.612
GP fee = £2.84
House call fee = £3.32
GP density = .460
Medical Card ratio = .366
Household GP utilisation

=3.19
Persons under 16 in household

; 2.50
and when the following
qualities obtain:cb)

sex = female
eligibility = Category II
VHI cover -- no
other help = no
farmer = no

** Other probabilities
apply when variables are
changed, one by one (the
others held constant as above)
to the values and/or qualities
indicated.

Notes: lalSee Table 6.24. Cb)For 5% version, applies only to variables in the model; for household
utilisation, applies only to model including that variable.
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Table 6.26: Regression of annual numbers of general practitioner consultations, 1980,
on selected independent variables, ordinmy least squares, persons with any consultations

only - aged under 16years onlylal

Full Mode~b) 5% Version(b)

(s) (2) (3) (4)
k’Tib)                     0.061 0.170 0.058 0.200
N 147 147 147 147
Equation F 1.868" 3.502** 9.03** 18.11"*

InterceptIcl 13.972 7.082 6.381
Sex female 1.058 0.708 --

(0.534) (0.645)
Age -0.962* -0.837* -0.337**

(2.155) (1.991) (3.005)
Age squared -- 1,000 40.674 35.674 --

(1.407) (1.312)
Category I 5.462 1.740 --

(1.339) (0.861)
Category III -2.665 -1.453 --

(1.006) (0.946)
No VHI -1.231 -1.106 --

(0.471) (0.681)
GP Fee -0.083 -0.103 --

(0.155) (0.211)
House Call Fee 0.398 0.107 --

(1.301) (0.397)
Other help 4.026 2.085 --

(1.721) (1.193)
Farmer -2.596 -1.203 --

(1.483) (0.914)
Inverse Mills -4.211 -0.981 --

(1.031) (0.972)
Household Utilisation 0.781"*

(3.439)

3.980

-0.325**
(3.133)

0.646**
(5.067)

Joint Tests:
Age (5.282)** (4.806)**

Notes: �"lFigures in parentheses beneath parameter estimates are t-statistics. Columns (1) and (3)
include, and Columns (2) and (4) exclude, household utilisation (GP utilisation of other household
members). IblR~- adjusted for degrees of fi’eedom, tClIntercept term in full model includes sex =
male; eligibility = Category II; VHI cover = yes; Other help = No; Head of Household a Farmer
or Fisher = No.
Significance: *0.01 < p ~< 0.05. **p <~ 0.01.
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hypothesised. No VHI, wherever it has a significant effect, somewhat paradoxic-
ally reduces the probability of any visit, while raising the number of visits for
persons with any.

Head of household, a farmer or fisher reduces utilisation for everyone except
children and the aged.

Other household members’ utilisation increases the probability of any visits
for all except the aged, and as well increases the number of visits in every model.

Finally, the Inverse Mills is significant and positive, indicating (and correct-
ing for) selection bias, only in two cases, the all-persons model and the males only
version.

It should be added that heteroscedasticity was found in the OLS regressions
for males, females and the aged, thus requiring the same adjustment as discussed
earlier in critical t-values.

Household Expenditures on GP Fees
We saw in Chapter 5 that an estimated £19.7m was spent by households in

1980 on GP fees, as compared with £18.8 spent by the General Medical Service
on the same service for persons covered by Medical Cards. This household or
private expenditure averaged £20.69 per household and £5.68 per person.

GP fee expenditures per household and household per person66 are reported
by a variety of characteristics of the households and household heads in Table
6.28. (More detail is provided in Appendix Tables A. 16 through A.27).

It will be seen in Table 6.28 that category of health services eligibility has a
marked effect on this type of expenditure. Households in Category I spent con-
siderably less than other households; this is hardly surprising, as persons in Cate-
gory I can avail of free GP care. Perhaps a little more surprising is that the figure
was not nil.67 Notable, too, is the extent to which households in Category III
spent more than those in Category II. As this difference applies to household
expenditures but not household per person, we can infer that household size
varies between the two groups.

The figures given in Table 6.28 are gross, in the sense that VHI reimburse-
ment is not deducted. Persons with VHI cover can gain reimbursement for out-
patient care, including GP fees, only after a large deductible is reached, and it is
not thought that VHI reimbursement looms very large in any case. Table 6.28
indicates that those with VHI cover spent about £10.00 more per household, and
£3.00 more per person, than those without; but this difference is likely to reflect
category of entitlement and socio-economic differences more than VHI cover
itself.

66,,Household per person" means household expenditures, divided by the number of persons in the
household. We do not have data on expenditures for each individual in a household.
67One possible reason is that category of eligibility in Table 6.6 is that of the person reported as
head of household. There are some households headed by persons with Category I eligibility,
which contain persons with Category II or III eligibility and who therefore must pay their GPs.



TaMe 6.27: Summary of logistic and OLS regression results, GP utilisation, 5% Version�"1

All persons Category I Cat. H/Ill iVIothers Males Females Aged 65+ Aged 0-16
0,1 No. 0,1 No. 0,1 No. 0,1 No. 0, I No. 0,1 No. 0,1 No. 0,1 No.

Sex female ++ ++
Age
Age-squared ++ ++ ++
Category I ++ ++ ++
Category III
No VHI -- ++ (+)
No. in householdCbl

Distance
GP Fee
House Call Fee +
Other help
Farmer -(-)
Girl-I-No VHIIc)

Woman-I-No VHI�c) ++
Lady-I-No VHIIc)

Boy-I-No VHI(el

Man-I-No VHI�c) +(+)
Gent-I-No VHI�c~ +
Category I-No VHI ++
Household utilisation ++ ++
Medical Card Ratio
GP Density + ++
Inverse Mills ++

++ ++

++ ++ ++ ++ .....

++ ++ ++ ++

++ +-t- ++ ++ ++ ++

++ ++ (+) +

- +

++ ++ ++ -(-) ++ ++
++ ++
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++ ++ ++ ++ ++ ++ ++ ++ ++ ++

++

+
-b ....
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Notes: �")Based on Tables 6.3 through 6.26.0,1 Column summarises Logistic regressions of any GP consultations; No. Column summarises number
of consultations, persons with any. ++ = significant at 1%, positive; += significant at 5%, positive; -- = significant at 1%, negative; - = significant
at 5%, negative. Second column includes household utilisation. Cb)Number of persons, number of persons in Category I, number of males, etc., as
appropriate. �c) Girl, Boy = aged 0-14; Woman, Man = aged 40-64; Lady, Gent = aged 65+. In Category I, Cat~-II/III partitions, variables are
Girl, Boy, Woman, etc. (rather than Girl-I-No VHI, Boy-I-No VHI, Woman-I-No VHI, etc.).
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Table 6.28:1980 household expenditures on general practitioner fees, per household
and household per personI"l, by selected household characteristics{hI

Per Household
household per personlal

£ £
All Households 20.69 5.68
Category of eligibility:Ic~

Category I 4.58 1.29
Category II 28.96 8.55
Category III 36.60 8.31

VHI cover:(c)

VHI 28.82 7.84
Non-VHI 18.04 4.98

Health Board area of residence:
Eastern 29.11 7.97
Midland 11.06 3.06
Mid-Western 15.66 6.01
North-Eastern 20.13 5.23
North-Western 12.95 3.38
South-Eastern 14.94 3.32
Southern 21.94 5.87
Western 14.38 4.14

Occupation group:{~)

Professional, managerial, or employer 28.09 7.34
Salaried or intermediate non-manual 22.41 6.98
Other non-manual 19.11 5.69
Skilled manual 24.45 5.80
Semi- or unskilled 19.38 4.79
Farmer, farm worker, or fisher 15.53 4.92

Notes: lalHousehold expenditure divided by number of persons in household. CblExpenditures are
gross in the sense that VHI reimbursements are not subtracted. IClCharacteristic pertains to head of
household.

Table 6.28 also reveals large differences in average expenditures in the various
Health Board areas, ranging from a low of£11.06 in the Midland area to a high
of £29.11 in the Eastern area. (It is to be emphasised that we are referring to
Health Board area as a matter of residential location; these are private, not
Health Board expenditures.)

Finally, Table 6.28 reveals differences among social or occupation group of
heads of household. The range is perhaps smaller than might be expected, from
£15.53 per household for farm households to £28.09 for professional, managerial,
or employer. The per-person range is from £4.79 for semi-skilled or unskilled
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manual worker households, to .£7.34 for professional, managerial, or employer.
Again, regression analysis permits us to determine the net or partial contribu-

tion of these and other independent variables to variability in the dependent
variable, in this case household GP fee expenditures. Table 6.29 reports on such
a regression equation, using ordinary least squares. The parameter estimates are
in pounds and pence per household. Thus Table 6.29 tells us that households in
the Eas.tern Health Board area spent £4.39 more than those in the Midland,
Southern, or Western areas (whose expenditures are included in the constant
term), and that the difference was not significant, statistically speaking when
controlling for the other variables included in the model.

The significant variables in the model are the number of children aged 0-16 in
the household (each child adds £3.34 to annual household GP expenditures in
the full model and £3.83 in the 5 per cent version); the number of persons aged
17-64 (each adds £1.88 in the full model, £2.49 in the 5 per cent version); a
dummy for an individual living alone (which reduces GP expenditures by£6.38
in the full model only); a dummy for other help with medical bills (which reduces
expenditures by £9.58 or £9.85 -- about half of average household expendi-
tures); the index of per capita income (each one-point increase raises expendi-
tures by 23p or 35p); and a dummy for the head of household having Category I
eligibility without VHI cover (which reduced-:GP outlays by £19.52 or £20.42,
very significantly).

There are few surprises in this regression. One might be that the number of
persons aged over 64 reduced (though insignificantly) GP outlays. Another
might be that per cent female ofperson~ in the household also reduced (though
also insignificantly) GP outlays.

Persons in Category I do not have to pay GP fees. In the regression reported in
Table 6.30, we report on a household GP outlay regression for persons in Cate-
gories II and III only. In general, the results parallel those in Table 6.29.

The only significant variables in the model are the number of children aged
0-16 in the household (each child adds £5.04 in the full model and £5.51 in the 5
per cent version); the dummy variable for an individual living alone (which
reduces expenditures by £13.62 in the full model, where it is significanl; at a 6 per
cent level, and by £16.17 in the 5 per cent version); other help (which reduces
expenditures by £11.40 or £10.57); and, in the 5 per cent version only, the index
of per capita income (each one-point increase raises expenditures by 39p).

Possible surprises in Table 6.30 are, again, the negative but insignificant
effects of numbers of persons aged over 64 and per cent female.

House Calls
As Table 4.6 (in Chapter 4) indicates, 19.1 per cent of GP consultations in

1980 were domiciliary, or house calls, a figure slightly higher for Category I (23.1
per cent) and lower for Category II (15.5 per cent). As Table 4.5 (also Chapter 4)
indicates, house calls vary in an inverted U-shaped manner with distance, peak-
ing (at 27.0 per cent) in the three-to-five mile category. It is lowest for the over-
ten-miles category, at 11.3 per cent.
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Table 6.29: Regression of 1980 household general practitioner expenditures on selected
independent variables - ordinary least squares(a)

Full Model 5% Version
~2(b) 0.156 0.162
N 1,045 1,045
Equation F 10.652"* 40.09**

Intercept(c) -2.52 - 13.82
Persons Aged Over 64 -1.58 --

(0.763)
Persons Aged Under 17 3.34** 3.83**

(4.472) (5.536)
Persons Aged 17-64 1.88" 2.49**

(2.249) (3.49)
Dummy for Living Alone -6.38 --

(1.459)
Eastern Health Board Area 4.39 --

(0.974)
Mid-Western Health Board Area 0.22 --

(0.047)
North-Eastern Health Board Area 0.78 --

(0.191)
North-Western Health Board Area 3.99 --

(0.758)
South-Eastern Health Board Area -1.21 --

(0.307)
Per Cent Category III 6.80 --

(1.593)
Per Cent No VHI -0.97 --

(0.267)
Other Help -9.58" -9.85"

(2.189) (2.326)
Occupation of Head:

Professional, Manager Employer 1.93 --
(0.406)

Other Non-Manual -1.23 --
(0.244)

Skilled Manual 4.37 --
(0.937)

Semi- or Unskilled Manual 6.16 --
(1.396)

Farmer or Fisher 1.60 --
(0.361)

Per Cent Female -3.72 --
(0.773)

Index of Per Capita Income 0.23 0.35**
(1.675) (4.61)

Head Category I-No VHI -19.52"* -20.42**
(6.835) (8.29)

.hroles: �")t-statistics in parentheses beneath parameter estimates. (b)f{~ adjusted tbr degrees of
freedom. (C)Intercept term in Full Model includes: individual living alone = no; Health Board
Area = Midland, Southern or Western; other help = no; occupation of head= salaried employee
or intermediate ndn-manual worker; and eligibility of head = Category II or III, with VHI cover.
In 5% version, intercept term includes: other help = no; and eligibility ofhead = Category II or III,
with \1HI cover.
Significance levels: "0.01 < p ~< 0.05. **p ~< 0.01.
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Table 6.30: Regression of 1980 household general practitioner expenditures on selected

independent variables - categories H and III only - ordinmy least squares(a)

F(-’cb)
Full Model 5% Version

0.079            0.089
N 663 663
Equation F 3.996** 16.170"*

Intercept(¢1

Pez~ons Aged Over 64

Persons Aged Under 17

Persons Aged 17-64

Dununy for Living Alone

Eastern Health Board area

Mid-Western Heahh Board Area

North-Eastern Health Board Area

North-Western Health Board Area

South-Eastern Health Board Area

Per Cent Category III

Pet" Cent No VHI

Other Help

Occupation of Head:
Prol~ssional, Manager, Employer

Other Non-Manual

Skilled Manual

Senti- or Unskilled Manual

Farmer or Fisher

Pet" Cent Female

Index of Pet" Capita Income

3.43 -12.61
-3.61
(1.040)
5.04** 5.51"*

(4.884) (5.608)
0.86

(0.727)
-13.62 -16.17"*

(1.896) (2.466)
5.47

(0.912)
-2.81
(0.381)
0.53

(0.089)
3.15

(0.387)
-1.72
(0.298)
5.00

(1.004)
-0.25
(0.057)

-11.40" -10.57"
(2.147) (2.100)

1.11
(0.194)
-1.89
(0.284)
5.72

(0.923)
9.57

(1.575)
0.43

(0.073)
-6.03
(0.825)
0.20 0.39**

(1.046) (3.818)

,ACotes: ("It-statistic in parentheses beneath parameter estimate. (b)R.2-adjusted for degrees of
fi’eedom. I~)Intercept term in Full Model includes: individual living alone = no; Health Board
Area = Midland, Southern, or Western; other help = no; and occupation of head = salaried
employee or intermediate non-manual worker. In 5% version, intercept term includes individual
living alone = no; and other help = no.
Significance levels: *0.01 < p ~< 0.05. **p ~< 0.01.
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In Tables 6.31 (all persons), 6.32 (Category I only) and 6.33 (Categories II/III
only), we report logistic regressions of a dichotomous variable, measuring
whether the individual’s most recent GP consultation was a home visit, on rele-
vant independent variables. Because incentives affecting GPs vary considerably
as between Category I and other patients, separate regressions are reported for
the two groups. It can be argued, on plausible a priori grounds, that the prob-
ability that the most recent visit was a home visit will have a U-shaped relation-
ship to age, being higher for small children and the aged, and smaller for those
in-between. That surmise is borne out in Tables 6.31 and 6.32, which show both
age (negatively) and age squared (positively) to be highly significant indepen-
dent variables for all persons and persons in Category I. For persons in Cate-
gories II and III, while the signs are the same, the age variables are not signifi-
cant. However, in that version, "Lady," a dummy for females aged 65+, is
significant and positive.

Because persons in Category I do not pay GP fees, and are unlikely to have
VHI cover, the variables No VHI, GP Fee and House Call Fee are most mean-
ingful in the Category II/III version. No VHI is negative and very significant,
indicating that persons with VHI cover are significantly more likely to have
house calls than others with Category II/III eligibility, though the reason is not
obvious. The most recent consultation, a home visit, was significantly negatively
associated with usual GP fee and positively with house call fee. On first examina-
tion, these results appear to reflect physician self-interest and this may very well
be correct. Assuming the usual and house call fees are set in a somewhat competi-
tive process over which the individual physician has little control, doctors might
well respond to the incentive structure they face by choosing to make more house
calls, for which they are paid more, when usual GP fee is too low and when house
call fee is high. But causation may run in the other direction as well: in markets in
which the demand for house calls is high, the house call fee should be expected to
be higher.

In all three versions, we have controlled for important marketwide supply and
demand factors by including GP density, consultant density, and the Medical
Card ratio (ratio of persons with Category I eligibility to total population), as
main effects and in interactions. These are significant in the all persons model,
nearly so in the Category I version, and not in the Category II/III version. Because
of the interaction terms, interpretation is not straightforward, and we postpone
discussion briefly.

When We control for other influences, members of farming and fishing families
are less likely to have had house calls, possibly reflecting lack of access to a tele-
phone, and in spite of the results of Table 4.5, discussed earlier, distance to GP
proves to have no significant net effect on house calls.

Once again, the parameters of these logistic regressions cannot easily be inter-
preted, and the effects of variables included in interaction variables are hard to
discern, so once again we report, in Tables 6.34, 6.35 and 6.36, on illustrative
probabilities based on these regressions. It will be seen that the variables having
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Table 6.3 h Logistic regressions of most recent 1980 GP consultation a home visit
(Dichotomous Variable), on selected independent variablesI")

Full Model 5% Version
R’-’cbl 0.087 0.084
N 1,003 1,003
Equation Z2 125.24** 83.64**

Intercep(c) 19.821 * -0.749**
(3.75) (13.05)

Sex Female -0.055 I
(0.03)

Age -0.083** -0.095**
(21.52) (48.56)

Age Squared .’-- 1,000 1.150"* 1.307"*
(29.02) (63.77)

Category I O. 167 --
(0.38)

Category III 0.437 --
(2.14)

No VHI -0.211 --
(0.66)

l)istance Io GP 0.084 --
(1.81)

GP Fee -0.236** --
(6.17)

House Call Fee 0.166"* --
(7.68)

Farmer or Fisher -0.890"* I
(I 1.92)

GP Density -41.423 --
(3.65)

Medical Card Ratio -52.592" --
(4.61)

Persons in Household Who Saw GP 0.036 --
(0.40)

Gi,’lt~{ 0.250 --
(0.45)

Wo,nanCa~ 0.077 --
(0.03)

Lady(d) 0.646 --
(2.09)

Boy(~) O. 199 --
(0.26)

Man�~) 0.208
(0.33)

Medical Card Ratio-GP Density Interaction 110.436" --
(4.38)

Consultant Density-GP Density Interact ion - 10.194**
(7.51)

Thnes Seen by GP in 1980 0.009 I
(0.62)

Joint 7-ests:
Age (30.98)**
GP Density (7.68)**
Medical Card Ratio (5.43)*

’ (76.85)**

Notes: �’)Xz in parentheses beneath parameter estimates. (b)~,,, adjusted for degrees of fi’eedom.
�¢JIntercept term in Full Model includes: sex= male; eligibility= Category II; VHI cover= no; other
help = no; head of household a l:armer = no; and age = 0-4, or 18-39. Idl"Girl," "Boy" = age 5-17;
"Woman", "Man" = age 40-64; "Lady" = age 65+.
Significance: *0.01 < p~< 0.05. **p~ 0.01.
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Table 6.32: Logistic regressions of most recent 1980 GP consultation a home visit
(Dichotomous variable), on selected independent variables, persons in Category I only(a)

Full Model 5% Version
~b~ 0.130 0.155
N 401 401
Equation X z 90.7 l** 75.33**

Intercept(el 26.057 -0.920
(3.08) (3.67)

Sex Female -1.229 --
(1.76)

Age -0.178** -0.124"*
(22.21) (24.62)

Age Squared + 1,000 2.115"* 1.704"*
(28.42) (35.90)

No VHI " 0.769 --
(1.26)

Distance to GP 0.209* 0.272**
(4.25) (8.37)

Farmer or fisher - 1.255** - 1.207**
(11.69) (11.71)

GP Density -53.982 --
(2.98)

Medical Card Ratio -63.937 --
(3.31)

Persons in Household Who Saw GP 0.057 --
(0.49)

Girl(a) 0.267 --
(0.10)

WomanCdl 1.554 --
(2.22)

Lady(d) 1.813 --
(3.28)

BoyCd) - 1.685 --
(2.88)

ManIdl 0.941
(2.89)

Medical Card Ratio-GP Density Interaction 138.417 --
(3.36)

Consultant Density-GP Density Interaction - 10.727 --
(4.30)

Times Seen by GP in 1980 -0.010 --
(0.36)

Joint Tests:
Age (31.03)**
GP Density (4.54)*
Medical Card Ratio (3.41)

(53.64)**

,Notes: (aIz2 in parentheses beneath parameter estimates. (b)~z adjusted for degrees of freedom.
(C~Intercept term in Full Model includes: Sex = male; eligibility = Category II; VHI cover = no;

(dJ,¢     ,~head of household a farmer = no; and age = 0-4 or 18-39. Girl , "Boy" = age 5-17; "Woman’,
"Man’s = age 40-64; "Lady" = age 65+.
Sign~’cance: *0.01 < p ~ 0.05. **p~< 0.01.
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Table 6.33: Logistic regressions of most iecent 1980 GP consultation a home visit

(Dichotomous variable), on selected independent variables, persons in Categories II and HI
on/y(a)"

Full l~lodel 5% Version
~..,ch~ 0.034 0.054
N 602 602
Equatlon Z~ 55.3 l** 39.73**

In tercept(c) 8.979 -0.581
(0.34) (1.08)

Age -0.038 -0.016"*
(2.74) (6.60)

Age Squared + 1,000 0.417 --
(1.78)

No VH I -0.649** -0.650"*
(6.49) (7.18)

Distance to GP 0.002 --
(0.00)

GP Fee -0.267* -0.250*
(4.67) (4.55)

House Call Fee 0.216"* 0.213"*
(9.10) (10.54)

GP Density -13.064 --
(0.16)

Medical Card Ratio -29.320 --
(0.63)

Farmer or Fisher -0.764 --
(3.62)

Sex Female -0.131 --
(0.11)

Times Seen by GP in 1980 0.051" 0.046*
(4.40) (4.17)

Persons in Household Who Saw GP -0.029 --
’ (0.11)

Girlcd) 0.513 --
(1.34)

WomanIJ) 0.115 --
(0.05)

Ladyta~ 1.556* 1.939**
(4.16) (14.78)

Boy~d) 0.489 --
(1.22)

~’[flll|d) -0.163 --
(0.09)

Medical Card Ratio-GP Density Interaction 52.686 --
(0.43)

Consuhant Density-GP Density Interaction -11.884" --
(4.36)

Joint Tests:
Age (2.93)
GP Density (5.57)*
Medical Card Ratio (5.03)*

,,Votes: 1"~2"-’ in parentheses beneath parameter estimates. Iblp,’_, adjusted lbr degrees of fi’eedom.
ICllntercept term in Full Model includes: sex= male; VHI cover= no; head ofl’lousehold a farmer=
no; and age = 0-4 or 18-39. ldh’Girl", "Boy" = 5-17; "Woman", "Man" = age 40-64; "Lady" =
age 65+.
Significance: *0.01 <~ p~< 0.05. **p~ 0.01.
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Table 6.34: Probability that most recent GP consultation was home visit, all persons,
based on logistic regression (~)

*Baseline probability applies when
the following variables are set
equal to their means, as below:cb)

Age = 39.64
Distance to GP = 2.60
GP fee = £2.43
House call fee = £2.80
GP density = .461
Medical card ratio = .369
Persons in household who saw

GP = 2.86
Annual no. of GP consultations

= 5.86
and when the following qualities
obtain:

sex = female
Eligibility = Category II
VHI cover = no
Farmer = no

**Other probabilities apply when
variables are changed, one by one
(the others held constant as
above) to the values and/or
qualities indicated.

Probabilities
Full Model 5% Version

Baseline probability* .07 .08

Other probabilities**
Sex = male .07 --
Age =

rain = 1 .24 .30
10 .17 .17
20 .09 .11
30 .07 .08
40 .07 .08
50 .09 .10
60 .13 .15
70 .34 .27
max = 95 .80 .89

Eligibility =
Category I .08 --
Category III .10 --

VHI cover = yes .08 --
Distance to GP

min = under 1 mile .06 --
max = more than 10 miles .09 --

GP fee
min = £0 .12 --
max = £7 .02 --

House Call Fee
rain = £0 .04 --
max = £10 .20 --

GP Density =
mln = 0.429 .06 --
max = 0.555 .04 --

Medical Card ratio
min = 0.232 .06 --
max = 0.586 .04 --

Farmer= yes .03 --
Annual GP consultations

min = 1 .07 --
2 .07 --
6 .07 --

12 .07 --
24 .08 --
max = 60 .11 --

Notes." (a)See Table 6.31. {b)For 5% version, applies only to variables in the model.
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Tal~le 6.35: Probability that most recent GP consultation was home visit, Category I
only, based on logistic regressionla)

*Baseline probability applies when
the following variables are set
equal to their means, as below:Ib~

Age = 51.06
Distance to GP = 2.60
GP density =.471
Medical Card ratio = .403
Persons in household who saw

GP = 2.78
Annual no. of GP consultations

= 8.81
and when the following qualities
obtain:Ibl

Sex = female
VHI cover = no
Farmer = no

**Other probabilities apply when
variables are changed, one by one
(the others held constant as
above) to the values and/or
qualities indicated.

Probabilities
Full Model 5% Version

Baseline probability* .02 .11

Other probabilities**
Sex= male .08 --
Age =

min = 1 .44 .42
10 .17 .22
20 .06 .12
30 .03 .08
40 .02 .08t
50 .02 .10
60 .04 .18
70 .10 .37
max = 88 .66 .89

VHI cover = yes .01 --
Distance to GP

min = under 1 mile .02 .06
max = more than 10 miles .05 .23

GP density =
min = 0.429 .02" --
max = 0.555 .02 --

Medical Card ratio
min = 0.232 .01 --
max = 0.586 .02 --

Farmer= yes .01 .04
Annual GP cousultations

min = 1 .03 --
2 .02 --
6 .02 --

12 .O2 --
24 .02 --
max = 60 .02 --

Number of persons in household
who saw GP
min = 1 .02 --
max = 14 .05 --

Notes: ~")See Table 6.32. tblFor 5% vez~ion, applies only to variables in the model.
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Table 6.36: Probability that most recent GP consultation was home visit, Categories H
and III only, based on logistic regression (,I

Probabilities
Full Model 5% Version

*Baseline probability applies when Baseline probability* .07 .10
the following variables are set
equal to their means, as below:chl Other probabilities**

Age = 32.03 Sex = male .09 --
Distance to GP = 2.60 Age =
GP fee = £3.44 min = 1 .15 .15
House call fee = £3.95 10 .11 .13
GP density = .455 20 .09 .11
Medical card ratio = .346 30 .08 .10
Persons in household who saw GP 40 .07 .08

= 2.91 50 .07 .07
Annual no. of GP consultations 60 .08 .06

= 3.88 70 .09 .05
andwhen the following qualities max = 95 .17 .04
obtain:Ib) VHI cover= yes .14 .17

Sex = female Distance to GP
VHI cover = no min = under 1 mile .08 --
Farmer = no max = more than 10 miles .08 --

** Other probabilities apply when GP fee
variables are changed, one by one min = £0 .17 .20
(the others held constant as above) max = £6 .04 .05
to the values and/or qualities House call fee
indicated, rain = £0 .03 .04

max = .23 .28
GP density =

min = 0.429 .06 --
max = 0.555 .08 --

Medical Card ratio
rain = 0.232 .11 --
max = 0.586 .02 --

Farmer = yes .04 --
Annual GP consultations

min = 1 .07 .09
2 .07 .08
6 .08 .11

12 .11 .13
24 .18 .21
max = 50 .46 .48

Number of persons in household who
saw GP

rain = 1 .08
max = 9 .06

,Notes." la)See Table 6.33. ~b)For 5% version, applies only to variables in the model.
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the greatest absolute impact on house calls were age (especially for children); for
Category I, GP density; and for Category II/III, GP fee, house call fee and annual
GP consultations.

GP density has an ambiguous effect in these regressions. It is positively associat-
ed with the probability that the most recent visit was a house call in the all persons
version, where the effect is small, and in the Category I version, where it is large. Its
effect is negative, small and insignificant in the Category II/III version, though it
is significant in the important joint test in this version. The positive relationship
found in the former versions could reflect physician self-interest. By itself, high GP
density should reduce fee levels and physician incomes. If physicians seek to com-
pensate, in part, by seeking house calls, GP density will vary positively with the
probability of house calls. A somewhat different interpretation is that where GP
density is low, doctors will be less pressed for time, and will have more freedom to
go on home visits, where these are indicated by other criteria.

The Medical Card ratio also has an ambiguous effect. It is significant in the joint
tests in the all persons and Category II/III versions, but not in the Category Iver-
sion. Tables 6.34 and 6.36 show that the effect is negative in both cases in which it is
significant, but non-trivial only in the Category II/III version. Among other
things, a high Medical Card ratio means higher demand for GP services in an
area, given the higher utilisation of persons covered by Medical Cards. These
findings tell us that where doctors have large numbers of patients covered by
Medical Cards, they cut back considerably on their house calls to persons in Cate-
gories II and III, though house calls to persons in Category I are not affected.
Where they have fewer patients covered by Medical Cards, they increase their
house calls to patients in Categories II and III.

Comparisons with Britain
In 1979, the annual British GP consulting rate was 4.0, somewhat higher than

our reported 1980 Irish rate of 3.6. The two countries have similar morbidity
patterns, climates and cultures. Their medical care systems are different, in two
important respects relevant to the present comparison. In Ireland, all but those in
Category I must pay for GP consultations (excepting that those with VHI who
have passed a significant deductible may also claim reimbursement). In Britain,
the whole population can avail of free GP care. Secondly, British GPs are paid on a
capitation basis, which means that their incomes are unaffected directly by their
consulting rates, whilst Irish GPs for both public and private patients, are
remunerated on a fee-for-service basis, which obviously means that their incomes
are affected by their consulting rates. (This statement must be qualified some-
what, as British GPs are paid on a fee basis for certain services, such as night visits,
immunisations, family planning services and others.)

Table 6.37 compares consulting rates by sex and age group. British rates are
higher amongst both males and females. They are higher than Irish rates for males
under age 65, and markedly lower amongst males 65 and older. They are higher
than Irish rates for females under 45, but much lower for middle-aged and older
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Table 6.37: Average annual general practitioner consultations by sex and age, Ireland vs.
Britain

Irelandt~1 BritainIbl

All Males 3.2 3.5
0-14 2.6 3.4Icl

15-44 2.1 2.7cdl
45-64 3.9 4.4
65+ 7.4 4.7

All Females 4.0 4.5
0-14 2.4 3.3I°)

15-44 3.4 4. 8(dl
45-64 5.3 4.3
65+ 7.9 5.4

All Persons 3.6 4.0

lal 1 80 Ibl - ,9 , present survey. 1979, Oflme of Populauon Censuses and Surveys, GeneralHouseholdSurve~,.
IClIn this case the age range is 0-15 instead of 0-14 as tbr Ireland. Id~In this case the age range"is
16-44 instead of 15-44 as for Ireland.

women. Irish consulting rates for persons aged 65 and over are well over 50 per
cent higher than British rates for the same age group. Since morbidity is presum-
ably similarly high in this age group in both countries, a possible explanation lies
in the fact that a large proportion of Irish persons in this group are eligible in Cate-
gory I. (As noted earlier, the Category I consulting rate is 6.1, much higher than
the overall British rate; the rate for the rest of the Irish population is only 2.5, much
lower than the overall British rate.)

It is sometimes argued that the Irish Category I consulting rate is high in part
because large numbers of aged persons are in this category. Comparison with Brit-
ain points up the possibility that the causation may work, in part, in the opposite
direction: older Irish people have high consulting rates because they have
Category I eligibility.

More light is shed on the comparison by Table 6.38 which reports on Irish and
British consulting rates by social group (occupation group of head of household).
In Ireland, consulting rates rise sharply, from 68 per cent of the national average to
144 per cent, as one goes down the socio-economic ladder. The only exception to a
continuous rise in consulting rates with a fall in social group is the extraordinarily
low consulting rates in Irish farming and fishing families. (The latter loom larger
in the Irish than the British population and help explain the difference in overall
consulting rates.) In Britain, there is little difference in consulting rates as one
moves through the ranks of social groups. In particular, the lower social groups,
corresponding to the Irish Medical Card population, have consulting rates
approximately equal to the British average.
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Table 6.38: Average annual general practitioner consultations by social group, Ireland
vs. Britain

Consultations % of average

Ireland"1 3.4
Professional, manager, or employer 2.3
Salaried employee, or intermediate
non-manual worker 3.2
Other non-manual 3.7
Skilled manual worker 4.1
Farmer, farmer’s relative, farm manager,
other agricultural worker, or fisher 3.1
Semi-skilled or unskilled manual worker 4.9

BritainIb) 4.0
Professional 3.0
Employers and managers 3.5
Intermediate and junior non-manual 4.0
Skilled manual and own account
non-professional 4.1
Semi-skilled manual and personal service 4.5
Unskilled manual 4.2

100
68

94
109
121

91
144
100
75
88
100

103
113
105

cal 1980, present survey. Ib) 1979, Office of Population Censuses and Surveys, General HouseholdSurvey.

In short, Irish rates are lower, relative to the average, than British rates in the
higher social groups, and higher in the lower social groups.

The reasons lie in part in the incentive structures in the two countries. The
British professional, manager, and employer receives free GP care, whilst the Irish
counterpart must pay. The Irish GP, unlike her or his British counterpart, is paid
on a fee-for-service basis.and has a motive to stimulate demand. It is sometimes
argued that physicians working under a capitation system, as in Britain, not only
have no motive to stimulate demand for their own services, but actually seek to
reduce their workloads by referring their patients to others, mainly specialists.
Comparison between Irish and British GP referral behaviour, discussed in a later
section, does not appear to bear out this thesis. (See also McCormick and
Allwright, 1977).

The Working Party on the General Medical Service, who had access to our data
and to the comparisons discussed here between Ireland and Britain,. read these
numbers differently. They conclude that "Irish visiting rates by socio-economic
group.., are not very different from those in Britain, butthe visiting rates for the
elderly are very much higher in Ireland" (Working Party on the General Medical
Service, 1984). From this reading, they attach less significance to method of
remuneration than we, or most economists, do.



UTILISATION OF GENERAL PRACTITIONER SERVICES 197

Wait for GP
In Chapter 4, it was seen that the length of time patients wait in GPs’ waiting

rooms varies considerably from region to region. Multiple regression analysis
reveals that region-to-region variation in such factors as the ratio of physicians to
population accounts for the regional differences.

In Table 6.39 wait up to one hour, a dichotomous (or dummy) variable, was
regressed on a number of relevant independent variables. Note should be taken of
the fact that respondents only are included in this particular analysis, and not
other members of households, as with the utilisation analysis. These respondents
were mainly women, usually housewives, and the waiting times of other house-
hold members might be different.68 A negative coefficient means longer waiting
times; a positive coefficient, shorter times.

The variables which seem most to influence utilisation -- sex, age, time-price
(distance) and category of health services eligibility -- do not significantly affect
waiting time. Instead, the significant variables are:

1. VHI cover: Those without VHI cover seem more frequently to have to wait
more than one hour. For a discussion, see item 4 below.

2. GP density: It is far from surprising to find that areas with high ratios of GPs
to population have short waiting times, whilst those with low ratios have longer
waiting times. This is the most significant relationship found. It is reflected in
interaction as well as main effects variables. For overall significance, see the joint
tests.

3. Consultant density: consultants may here be regarded as substitutes
(competitors) for GPs in the sense that a low consultant population ratio will help
fill GP waiting rooms.

4. Occupation group: respondents from households headed by other non-
manual workers are significantly more likely to have to wait more than an hour.
VHI (above) may also reflect social class. One explanation for this relationship
may be that persons in lower social groups are less likely to have telephones, in
which case they would be unable to make appointments.

The regression reported in Table 6.39 was also run adding Health Board areas
as separate, additional dichotomous independent variables. These coefficients
were consistently insignificant. This does not mean that waiting time does not
vary from region to region; indeed, it has already been seen (Table 4.8, Chapter 4)
that the variation is considerable. Instead, it means that the variation is explained
by the variables in the model reported in Table 6.39.

The ~2 in Table 6.39, 0.004, is very low. While the five variables discussed
above are significantly associated with waiting time, the equation as awholeonly
explains about 0.4 per cent of the person to person variability in the probability
that one will have to wait more than (or less than) an hour. The 5 per cent version
explains less than 2 per cent. Both equations are, however, very significant.

68It was assumed in designing the interviews that the housewife would be likely to know about the GP
utilisation of other household members but not necessarily their waiting times.
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Table 6.39: Logistic regressions of wait up to one hour (Dichotomous Variable) in GP’ s
waiting room, most recent 1980 consultation, on selected independent variableslal

Full Model 5% Version
p~lb) 0.004 0.017
N 1,073 1,073
Equationx2 36.30** 21.85**

InterceptIc~ -6.095 2.879**
(2.43) (52.40)

No VHI -0.721"* -0.798"*
(7.37) (14.18)

Distance to GP -0.030 --
(0.29)

GP Density 19.519"* --
(6.00)

Catego,’y I -0.006 --
(0.00)

Category III 0.055 --
(0.03)

GP Fee 0.061 --
(0.68)

House Call Fee -0.081 --
(3.39)

Medical Card Ratio-GP Density Interaction -0.596 --
(0.03)

Consultant Density 31.055* --
(3.69)

Consuhant Density-GP Density Interaction -66.793" --
(3.71)

Times Seen by GP in 1980 0.006 --
(0.25)

Executive, Pr&essional, or Employer -0.005 --
(0.00)

Other Non-Manual Worker -0.632 -0.508*
(3.35) (4.86)

Skilled Manual Worker -0.095 --
(0.08)

Semi- or Unskilled Worker -0.229 --
(0.53)

Farmer or Fisher 0.038 --
(0.01)

Joint Tests:
GP Density (6.44)**
Consultant (3.71)*

Notes: calX’2 in parentheses beneath parameter estimates. Ib)P,12 adjusted for degrees of freedom.
CIntereept term in Full Model includes: eligibility = Category II; VHI cover= no; and occupation of
head ofhousehold = salaried or intermediate non-manual employee.
Significance: *0.01 < p~< 0.05. **p~< 0.01.
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We have used the regression reported in Table 6.39 to calculate illustrative

probabilities, and these are reported in Table 6.40. The probabilities relate to
wait up to one hour. Thus, a low probability corresponds to a greater likelihood of a

long wait. Table 6.40 shows that while GP density’s effect may be statistically

significant, the strength of the effect is quite small.

Table 6.40: Probability of wait up to one hour in GP’ s waiting room, based on lo~stic
regression(al

Probabilities
Full Model 5% Version

.80 .78**Baseline probability applies when
the following variables are set
equal to their means, as below:Ibl

Annual no. of consultations =4.37
Distance to GP = 2.61
GP fee = 2.44
House call fee = 2.78
GP density =. 461
Consultant density =.271

and when the following qualities
obtain:Ibl

Eligibility = Category II
VHI cover = no
Occupation of head -- salaried

employee or intermediate
non-manual employee

**Other probabilities apply when
variables are changed, one By one
(the others held constant as above)
to the values and/or qualities
indicated.

Baseline probability*

Other probabilities**
Eligibility =

Category I
Category III

VIII cover = yes
Distance to GP

mm = under 1 mile
max = more than 10 miles

GP fee
min = £0
max -- ;~7

House call fee
mln = £0

max = £10
GP density

min = 0.429
max = 0.555

Consultant Density
mln = 0
max = .387

Annual GP consultations
min = 0
2
6

12
24
max = 52

Occupation of head
managerial/professional
Other non-manual
Skilled manual
Semi- and unskilled
Farmer, farm worker, fisher

.80

.81

.89     .89

.81

.78

.78

.84

.83

.69

.78

.80

.78

.79

.80

.80

.80

.81

.82

.84

.80

.68

.78

.76

.81

m

m

m

m

m

m

.68

.Notes: (")See Table 6.39. (b)For 5% version, applies only to variables in the model.
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GP Referrals and Revisits
As has been emphasised throughout this study, general practitioners are

economically and medically important not alone for the significant primary care
health service they provide to patients, but also for their roles as gate-keepers and
decision-makers with respect to further utilisation of the system. It is to this
function that we now turn.

Table 6.41 reports the coefficients of(simple) correlation among main types of
medical care utilisation. The annual number of GP consultations correlates with
other types ofutilisation in the range, 0.209-0.484. All correlations are extremely
significant (at the 0.0001 level).

The role of GPs in utilisation decisions was discussed above in connection with
Table 6.1 (see also Appendix Tables A. 30 through A. 35). Another way of viewing
GP referral behaviour is based on the following questions, asked in our household
survey:

I want to ask you just one more question about the most recent time each mem-
ber of the household was seen by a generalpractitioner in 1980. If you can, try to
remember the outcomes of those visits -- what further care or treatment the
doctor prescribed, suggested, or ordered, or what he told the member to do as
a result of the visit. Did the doctor...

... arrange for a return visit -- for the member to see the same doctor
another time?

... refer the member to another doctor, such as a specialist?

and so forth, for seven additional categories or types of utilisation including
"other". The answers to these questions provide a unique insight into GP con-
sultations, and are given in detail, by Category of Health Services eligibility, and
by VHI cover, in Appendix Table A.28, and summarised in Table 6.42. Of all per-
sons’ most recent GP consultations, 23.5 per cent resulted in a return visit being

Table 6.41: Correlation Matrix: Medical Care Utilisation, 1980("1

(2) (3) (4) (5) (6)

(1) GP consultations 0.284 0.484 0.271 0.217 0.209
(2) Specialist

consultations 0.203 0.334 0.279 0.335
(3) Prescription items 0.151 0.188 0.190
(4) Out-patient hospital

visits 0.180 0.202
(5). No. of times hospital

in-patient 0.572
(6) Length of hospital stay

talAll correlations significant at 0.0001 level. N = 4,522.
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arranged with the same GP; 7.1 per cent resulted in a referral to another doctor,
usually a specialist; 77.2 per cent in one or more pharmaceutical medicines being
prescribed; 10.0 per cent in a referral to a hospital out-patient department; and
5.3 per cent in hospital admission.

All of these rates appear high. Indeed, British physicians, operating under a
capitation system which is sometimes argued to encourage referral, appear to
have much lower referral rates. British data are organised differently from ours,
but the following per consultation referrals seem comparable: admission to
hospital, Ireland, 5.1 per cent, Britain, 0.6 per cent; specialist and out-patient, Ire-
land 16.2 per cent, Britain, 6.9 per cent; and other health professionals, Ireland,
2.5 per cent, Britain, 0.1 per cent.69 (British data from HMSO, Morbidity
Statistics from General Practice, Second National Study, 1970-71, London,
1974.)

The high Irish referral rates warrant some comment. In Chapter 3, we quoted
the Gowen Report, a self-survey of Irish general practice by the Royal College of
General practitioners, as stating, "There are some indications, especially from
referral rates, that the level of acute medical care is more haphazard than in the
United Kingdom, and Irish doctors still having a too ready recourse to direct
hospital admission to solve their patients’ problems" (Gowen, 1972).

Lest one think this problem to be exclusively a rural one, we also quote a
Dublin GP, from a survey of his own practice published in a leading medical
journal: "Some of my general practitioner friends will consider that sending one
in every five patients for investigations would seem to be overdoing it. It is
possible that this reflects my lack of confidence in my clinical acumen" (Berber,
1974).

69In 1970/71, British persons saw their GPs an average of 3.2 times per year. There were 240
referrals per 1,000 population, which works out to .075 referrals per consultation. These referrals
consist of the following: in-patient (direct admission to hospital), 18.2 per 1,000 population, and
.006 per consultation; out-patient (where a patient was sent for specialist opinion or service), 92 per
1,000, and .029 per consultation; investigation (where the GP initiated or stipulated the
investigation or service she or he required for the patient, irrespective of whether a specialist
reported on the result), 115.9 per 1,000, .037 per consultation; local authority (where services run by
a local authority were invoked on behalf of the patient), 6.5 per 1,000 and .002 per consultation;
multiple (where two different referral codes were required for the same consultation, e.g.,
investigation and local authority), 3.5 per 1,000 and .001 per consultation; and other (e.g.,
optician, chiropodist, dentist, etc. ), 3.9 per 1,000 and .001 per consultation. The Irish data cannot
be derived directly from the tables published here because of overlapping categories. Differences
between the Irish and British data should be noted. In our survey in Ireland, we asked about
referrals at each household member’s most recent GP consultation. British data provide consulta-
tions per 1,000 population and referrals per 1,000 population, and the referral rate is obtained by
dividing the latter by the former. Irish respondents reported that 5.1 per cent of most recent GP
consultations resulted in a referral to hospital for admission, even though in general GPs do not
have this authority. It is likely that in certain instances, GPs made what amounted to de facto, but
not de jure, referrals to hospital for admission; the lower British rate may reflect the fact that it is
based on official data sources, and comes from GP rather than household records, and hence may
reflect de jure rather than de facto referrals.
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Table 6.42: General practitioner referrals and return visits arranged: per cent of
consultations (most recent visit) resulting in further care or treatment ordered,

prescribed, or suggested, 1980

(s) (2)      (3) (4)
Ratio,

Category Categories All Col. (1)
I only H/Ill only persons to Col. (2)

Return visit arranged 34.9 16.5 23.5 2.12
Referred to another doctor 5.6 8.0 7.1 0.70
Prescribed medicine(s) 84.1 72.9 77.2 1.15
Referred to out-patient

department 9.8 10.3 10.0 0.95
Referred to hospital for

admission 6.2 4.6 5.3 1.35

Source: Appendix Table A.31.

The situation of Irish general practice has undoubtedly improved since the
early 1970s, but our results suggest that the problems referred to in these quota-
tions still exist. One suspects that the underlying problem is more one of isolation
and self-confidence than of competence on the part of Irish GPs. One possible
solution is organisation of group practices wherever possible, so that GPs can
more readily consult and interact with each other. We return to this problem in
Chapter 8.

In Table 6.42, special interest attaches to the differences in physician behav-
iour as regards Category I patients, whose medical care (including GP services)
is free to them, and other (Categories II and III) patients, who must pay some-
thing foI" medical care, including fees for GP services. Column (4) reports the
ratio of the percentage for persons in Category I to that of persons in Categories
II and III combined. It reveals a striking pattern. Among persons in Category I,
34.9 per cent of most recent GP consultations resulted in a return visit being
arranged with the same GP; among persons in Categories II and III, only 16.5
per cent resulted in a return visit being arranged, giving a ratio of 2.12 to 1.

This ratio seems surprisingly high. It relates, of course, to the regression results
reported in Tables 6.3-6.26 which showed that controlling for age, sex and other
important variables, persons in Category I had significantly more GP consulta-
tions in 1980 than other persons. The possibility arises, of course, that persons in
Category I, who are, in general, poorer in income terms and more likely to be
aged, had more health problems requiring a succession of GP visits than had
other people. For example, chronic conditions often require repeated consulta-
tions. But if illness and chronic conditions explained the high Category I return
visit rate, one would expect similarly high ratios in Column (4) for other kinds of
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utilisation. One would expect those in Category I to have appreciably more
referrals to other doctors, such as specialists; more pharmaceutical medicines
prescribed; more referrals to out-patient departments of hospitals; and more
referrals to hospital, for admission, than those in Categories II and III.

This is not what one finds, however, in Column (4). Instead, there are fewer
referrals to specialists for Category I than for Category II/III patients. This
ratio, 0.70 to 1, is the lowest reported in Table 6.42. Pharmaceutical medicines
are somewhat more likely to be prescribed (the ratio is 1.15 to 1),70 and patients
are more likely to be referred to hospital for admission (1.35 to 1), but there are
slightly fewer referrals to out-patient departments (0.95 to 1). In short, some
types of referral show more, and some less, for Category I than other patients,
but for no type of referral does the ratio approach that found for return visits.

One possible explanation lies in the incentive structure in the Irish medical
care system. Table 6.42 does not prove but it is consistent with the following:

1. GPs wishing to increase their incomes arrange for return visits by persons
in Category I. Those in Categories II and III, who must pay for GP services, are
more likely to resist extra visits and GPs may feel better about arranging extra
visits for persons who are not charged for them. This point is developed further
below.

2. Persons in Category II can avail of free out-patient hospital and specialist
care, but must pay their GPs. For these patients, it is cheaper to be referred to a
specialist or the out-patient department of a hospital than to return to their GPs.
A physician acting in the manner predicted by the agency model (see Chapter 2)
might refer patients in the manner described.

If they are true, both patterns of physician behaviour are uneconomic. The
first results in increased return visits for persons in Category I, as well as in what-
ever other types of utilisation arise because of these return visits. (A discussion of
"necessary" vs. "unnecessary" utilisation appears later in the chapter.) The
second means that more costly specialist and hospital services are substituted for
less costly primary GP care among persons in Categories II and III.

Taken together, they help us understand why Irish and British average GP
consulting rates are similar overall but differ in detail. Irish rates are lower rela-
tive to the average than British for upper social groups and higher for lower
social groups. The Category I rate exceeds and the Category II/III rate is
exceeded by the overall British average. Though other explanations are possible,
these patterns are precisely those one would predict on the basis of incentives.

The issue raised here is of medical as well as economic significance. Table 6.42
suggests that persons with Category I eligibility are more likely than others to be
kept by the GP while those with Category II/III eligibility are more likely to be
referred on to specialists and hospital. One wonders which, if either, are getting
the medically most appropriate treatment.

7°This ratio reflects the probability that any medicines were prescribed, rather than the number of
items prescribed.
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Physician-Induced Demand by Irish GPs
The following discussion of physician-induced demand by Irish GPs is based

on a theoretical model published elsewhere (Tussing, 1983a, and Tussing and
Wojtowycz, forthcoming). The reader is referred to those sources for the formal
argument. The empirical results are presented here in full.

As we have seen in Chapter 2 and elsewhere, two types of study in the health
economics literature point to self-interested physician-induced demand for their
own services. One set of studies shows method of remunerating physicians in-
fluences utilisation. Where doctors are paid on a fee-for-service basis, utilisation
rates are higher than where capitation or salary methods are used, even where
similar or identical clientele are se. rved. Another set of studies shows that where
physician density (the ratio of physicians to population) is high, a relationship
which by itself would depress physician incomes, high density is compensated for
by higher per capita utilisation, believed to be physician-induced. This latter
behaviour is called compensatory demand stimulation.

In Ireland, GPs are paid on a fee-for-service basis, so we have no opportunity
to conduct the first type of study. We do, however, have data on physician den-
sity and relevant physician behaviour. Thus what follows is a test of compensa-
tory demand stimulation by Irish GPs.

It will be recalled that Irish GPs do not have access to patients in hospital, do
not perform significant amounts of surgery, do not have x-ray or pathology
facilities as parts of their practices, and do not work in partnership with
specialists or non-physician professionals. Hence if Irish GPs stimulate demand
for their own services, it must be almost entirely by generating return visits.

It is important to note how much more limited the scope for physician-induc-
ed demand is in Ireland than in other countries using fee-for-service remunera-
tion, particularly the USA and Canada, from which most of the relevant
empirical literature emanates. To the extent that it exists, physician-induced de-
mand is a much smaller problem in Ireland than other fee-for-service countries,
though of course a larger one than in capitation countries.

In brief, the argument is as follows. Where the supply of GPs is high, other
things being equal, physician incomes will be depressed. If physicians compen-
sate for reduced income, they will attempt to generate additional demand, in the
form of repeated return visits. Thus, we hypothesise a positive relationship be-
tween physician density and return visits. In addition, where the (unstimulated)
demand for medical care is lower, again physician incomes will be low, and if
they compensate, GPs will generate return visits. Therefore, where per capita in-
come is relatively low, we would expect, other things equal, reduced demand
and hence more return visits. Similarly, where the ratio of persons in Category I
tO population (the Medical Card ratio) is low, again we expect reduced demand
for GP services and reduced GP incomes, and an effort to stimulate more return
visits. Return visits should be positively related to GP density, and negatively
related to per capita income and the Medical Card ratio.

In the analysis which follows, the dependent variable is a dichotomous one, set
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equal to one where a future return visit was arranged at the present visit. The de-
pendent variables are hypothesised to influence the probability that the present
visit leads to a return visit.

The independent variables in the model are the following:

Age, and age squared;
Distance to GP from patient’s home;
GP density;
Medical Card Ratio;
Area index of per capita income;~1

Women-Category I-No VHI (interaction);
Per capita income-GP density (interaction);
Per capita income-GP density-Medical Card ratio (interaction).

We will discuss the role of each of these variables in the model and its
hypothesised sign.

Each independent variable relates to the agency model, the self-interest
model, or both (see Chapter 2). The agency model states that physicians will
take the patient’s health status, preferences and economic circumstances into
account in ordering medical care (such as return visits), acting on the patient’s
behalf as the doctor believes the patient would act if the latter had the doctor’s
knowledge, experience and authority. Therefore the agency model involves
both health status variables (or their proxies) and economic variables (relating
to patient preferences and economic circumstances).

We discuss the independent variables in turn.
Women-Category I-No VIII. As utilisation is typically significantly higher

among females than males, sex is a health status and preference proxy and we
hypothesise a positive sign for females. Sex may also be a proxy for lower time
price, again arguing for a positive sign. Category I is both an agency and a self-
interest variable. Persons in Category I are poorer and, on average, older, and
therefore should have higher morbidity. They should therefore have more re-
turn visits than the rest of the population. Moreover, they pay nothing for GP
services; and therefore, a GP pursuing his or her agency function will order more
services for them, other things being equal. Thus the agency model predicts a
positive relationship between Category I and return visits. On the other hand,
because they do not pay fees for GP services, persons with Category I eligibility
are less likely to resist extra return visits than those in the population who do
have to pay for them. Indeed, following Wilensky and Rossiter (1981 ), as discuss-
ed in Chapter 2, we might argue that physicians derive disutility (e.g., guilt)
from undue demand generation; and in the Irish case disutility will certainly be
less where the patient pays no fee. Hence the self-interest model also pi~edicts a
positive relationship between Category I and return visits. Because both agency
and self-interest models predict a positive relationship, this variable is not useful

7~The author is indebted to Dr. Miceal Ross of ESRI for this series.
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in distinguishing between them. Women-Category I-No VHI performed better
than sex and Category I separately, indicating an interaction among these three
variables.

Age and age squared. Like sex female, age with age squared is first and fore-
most a health status proxy and secondarily a proxy for time price. The signs
should be negative and positive, respectively, to yield a U-shaped relationship.

Distance to GP. This is a time-price variable, and a physician taking time-
price into account and pursuing an agency role will order more return visits for
his or her more nearby patients. Hence a negative relationship is hypothesised.
This variable assumes considerable importance in the present study, as a control
variable. If it were not included, then physician density could conceivably act as
a proxy for time-price (on the plausible assumption that the lower the physician-
to-population ratio, the further, on average, each patient would have to travel to
a GP).

GP densi~,. This is the most important variable in the model. For reasons set
forth above, we hypothesise a positive relationship on the basis of the self-interest
model. However, such a positive relationship does not point uniquely to the self-
interest model. If an area has a high demand for medical care (e.g., because of
preferences, social class, income, or health status), it will be likely to have both
more return visits and a higher GP density. Thus it is important to control for the
factors which influence demand for medical care. One weakness in the present
study is the lack of measures of health status. We are unable to state whether
there are areas with, e.g., a high prevalence of chronic conditions which might
explain a positive relationship between return visits and GP density without
resort to physician-induced demand. We do have a number of proxies, however,
as noted. Moreover, we have two other variables, viz., Medical Card ratio and
per capita income, which relate to the self-interest hypothesis.

Medical Card ratio. On the basis of the self-interest model, we hypothesise a
negative relationship, for reasons stated earlier. It will be noted that Category I
eligibility has quite different effects when viewed from the individual patient
perspective and when viewed from the standpoint of the area average. A patient
with Category I eligibility is a more likely candidate than those in Categories II or
III for demand stimulation, while a high regional ratio of Category I patients to
population reduces the probability that any given patient, whatever be his or her
own eligibility, will be the target of demand-stimulating efforts.

Area index of per capita income. On the basis of the self-interest model, we also
hypothesise a negative relationship here, for reasons stated earlier. Again, there
is a difference between the effect of patient income and that of area per capita
income. The higher is the patient’s income, the more return visits will be predict-
ed, on the basis of the agency model. However, high per capita income, by rais-
ing the demand for GP services, will reduce the need for and hence the prob-
ability of economically-motivated, physician-stimulated return visits.

Interactions. In addition, the regional variables - GP density, Medical Card
ratio, and index of per capita income -- were combined in two- and three-way
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interactions, on the hypothesis that these variables may combine multiplicative-
ly as well as (or instead of) additively, in their effects on return visit behaviour.

Empirical Estimates
Because the dependent variable is dichotomous, it is interpreted as relating to

probabilities, and the model was estimated using a logistic multiple regression
model.72 Regressions were run on six sets of cases, namely:73

All persons;
All persons, except females aged 18-40
Males only;
Females only;
Persons with Category I eligibility only; and
Persons with Categories II or III eligibility only.

Females aged 18-40 were excluded in one version in order to delete most series
of obstetrical return visits,v4 The model was partitioned by sex because of the
known differences in morbidity and medical care utilisation between males and
females. As those with Category I eligibility have free GP care while those with
Categories II and III eligibility do not, the two groups arguably have quite
different return visit behaviour.

The results are given in Tables 6.43 through 6.54. In all instances, tables
reporting logistic regression results are followed by tables reporting illustrative
probabilities calculated from the regressions.

The results strongly support the hypothesis. GP density, Medical Card ratio,
and index of per capita income are all statistically very significant and their signs
are in the hypothesised directions (positive, negative and negative, respectively).

To assess the effects of these three critical variables in the model, it is not
sufficient to examine the main effects alone; interactions must also be consider-
ed. An example is GP density. In the all persons version of the regression (Table
6.43) the sign of the GP density variable in the full model is negative, which
would appear to run counter to the hypothesis. But GP density also appears in
two interactions, per capita income -- GP density (positive) and per capita in-
come -- GP density -- Medical Card ratio (negative). The question is the net
combined effect of GP density on the dependent variable, or in other words, the
sign of the partial derivative of the probability that a return visit was arranged at
the most recent GP visit with respect to GP density. That the sign is positive is
clear when one examines the probabilities in Table 6.44: as GP density varies

7ZThe model was estimated by the LOGIST procedure in SAS. See footnote 66, above. However,
some OLS regressions were run on the same model, yielding essentially similar results. See
Tussing, 1983a.
73In addition, earlier versions of the same model were run tbr children aged 16 and under, and for
persons aged 65 and over, with essentially similar results.
74The author is indebted to his former colleague, Professor Stephen H. Long of Syracuse
University, for suggesting this version.
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Table 6.43: Was return visit arranged at most recent GP visit? - Dichotomous
variable, logistic regression - all personsI")

Full Model 5% Version
R2(b) 0.136 0.123
N 1,003 1,003
Equation X2 183.70"* 160.54"*

Intercept 30.824 -9.313
Age 0.028* 0.021"*

(3.87) (36.92)
Age Squared -- 1,000 -0.083

0.25)
Distance to GP -0.098 -0.112"

(3.54) (5.46)
GP Density -86.887** 21.701"*

(12.62) (36.35)
Medical Card Ratio 29.055**

(15.12)
Category I 0.697** 0.680**

(14.22) (15.22)
Per Capita Income -0.623**

(21.10)
Interactions

Woman(�)-Cat. I-No VHI 0.611" 0.711"*
(4.32) (6.83)

P.C. Income-GP Density 1.629"*
(21.89)

P.C. Income-GP Density- -0.967**
Medical Card Ratio (22.14) (23.18)

Joint Tests:
Age (37.96)**
GP Density (49.35)**
Medical Card Ratio (38.94)**
Index of Per Capita Income (29.44)**

(36.49)**

Notes: (a)X2 in parentheses beneath parameter estimates. (b)~.2

I¢l"Woman" defined as female aged 40-64.
Significance: *0.01 < p ~ 0.05. **p ~ 0.01.

adjusted for degrees of freedom.

from its minimum value (0.429) to its maximum (0.555), holding constant other
variables at their means (and qualitative variables at the values specified), the
predicted probability varies positively, and quite considerably, from 0.08 to
0.91.
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Table 6.44: Probability that most recent GP visit resulted in a return visit being
arranged, all persons, based on logistic regression (a)

**Baseline probability applies when
the following variables are set
equal to their means, as below:Ibl

Age = 39.64
Distance to GP = 2.60
GP density = .462
Medical Card ratio = .369
Index of per capita income

= 99.04
and when the following qualities
obtain:(b)

Eligibility = Category II/III
VHI cover = no

**Other probabilities apply when
variables are changed, one by one
(the others held constant as
above) to the values and/or
qualities indicated.

Probabilities
Full Model 5% Version

Baseline probability* .20 .20

Other probabilities**
Age=

min = 1 .08 .I0
10 .11 .12
20 .14 .14
30 .17 .17
40 .20 .20
50 .24 .24
60 .28 .27
70 .31 .32
max = 95 .40 .44

Eligibility =
Category I .34 .33

VHI cover = yes -- --
Sex-age-eligibility- VHI coverIc)

Woman-I-no = yes .54 .50
Distance to GP

rain = under 1 mile .25 .25
max = more than 10 miles .15 .15

Index of per capita income
min = 73 .40 --
max = 122 .11 --

GP Density =
min = 0.429 .08 .13
max = 0.555 .91 .53

Medical Card ratio
min = 0.232 .54 --
max = 0.586 .01 --

Notes: lalSee Table 6.43. Cb~For 5% version, applies only to variables in the model. (c)"Woman"
defined as female aged 40-64.

The appropriate significance test for this combined effect of GP density is the
joint test, reported below the regression results in Table 6.43. The reported X2

value is extremely high, meaning that the effect is very significant indeed.

In the other, partitioned versions, GP density (main effects only) is always

very significant, but in the full model it is sometimes positive and sometimes
negative. However, the partial derivatives are always positive and in absolute

values quite strong; and the joint tests show the effect of GP density to be con-

siderable in all cases.
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Table 6.45: Was return visit arranged at most recent GP visit? - Dichotomous
variable, logistic regression - All persons except women aged 18-40la)

Full Model 5% Version
~zcbl 0.147 0.136
N 863 863
Equation X2 175.79"* 156.79"*

Intercept
Age

Age Squared + 1,000

Distance to GP

GP Density

Medical Card Ratio

Category I

Per Captia Income

Interactions
WomanCCI-Category I-No VHI

P.C. Income-GP Density

P.C. Income-GP Density-Medical Card Ratio

30.598 -10.009
0.031" 0.020**

(4.29) (32.99)
-0.125
(0.49)
-0.102 -0.126"
(3.25) (6.01)

-84.455** 24.187"*
(10.16) (39.41)
26.386**

(10.90)
0.791"* 0.772**

(16.21) (17.26)
-0.615"*

(17.60)

0.556 0.680**
(3.39) (6.07)
1.597"*

(18.00)
-0.919"* -0.187"*

(17.62) (27.37)

Joint Tests:
Age
GP Density
Medical Card Ratio
Index of Per Capita Income

(34.45)**
(47.01)**
(38.21)**
(24.79)**

(39.41)**

jVotes: lalXz in parentheses beneath parameter estimates. Cb)~2
(cl"Woman" defined as female aged 40-64.
Significance: *0.01 < p ~< 0.05. **p ~< 0.01.

adjusted for degrees of freedom.
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Table 6.46: Probability that most recent GP visit resulted in a return visit being
arranged, females 18-40 excluded, based on logistic regression (a~

*Baseline probability applies when
the following variables are set
equal to their means, as below:Cb)

Age = 41.47
Distance to GP = 2.61
GP density = 0.463
Medical Card ratio = 0.373
Index of per capita income

= 98.53
and when the following qualities
obtain:(b)

Eligibility = Category II/III
Sex-age-eligibility-VHI cover

= not woman-I-no(c)

**Other probabilities apply when
variables are changed, one by one
(the others held constant as
above) to the values and/or
qualities indicated.

Probabilities
Full Model 5% Version

Baseline probability* .21 .20

Other probabilities**
Age =

min = 1 .08 .10
10 .11 .12
20 .14 .14
30 .17 .17
40 .20 .2O
5O .24 .23
60 .27 .27
70 .30 .31
max = 95 .36 .42

Eligibility =
Category I .37 .35

Sex-age-eligibility- VIII cover(c)

Woman .50 .52
Distance to GP

min = under 1 mile .26 .26
max = more than 10 miles .16 .14

Index of per capita income
rain = 73 .41 .34
max --= 122 .11 .10

GP Density
min = 0.429 .07 .12
max = 0.555 .91 .56

Medical Card ratio
rain = 0.232 .59 .42
max = 0.586 .01 .04

Notes: I"~See Table 6.45. (b)For 5% version, applies only to variables in the model. ¢c)"Woman"
defined as female aged 40-64.
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Table 6.47: Was return visit arranged at most recent GP visit? - Dichotomous
variable, logistic regression - Males onlyI")

Full Model 5% Version
~2b 0.146 0.147
N 453 453
Equation X2 92.89** 83.35**

Intercept -14.916 -7.930
Age 0.050* 0.029**

(5.06) (31.83)
Age Squared -- 1,000 -0.272

(1.07)
Distance to GP -0.163"

(3.95)
GP Density 30.777** 18.121"*

(9.83) (16.22)
Medical Card Ratio 3.508 -8.218"*

(0.20) (26.41)
Category I 0.895** 0.782**

(11.03) (9.27)
Per Capita Income 0.025

0.75)
Interactions:

P.C. Income-GP Density-Medical Card Ratio -0.338
(2.63)

joint Tests
Age (27.84)**
GP Density (16.64)**
Medical Card Ratio (20.80)**
Index of Per Capita Income (3.55)

Notes: (alZz inparentheses beneath parameter estimates. (b)~ adjusted for degrees of freedom.
Significance: *0.01 < p ~< 0.05. **p ~< 0.01.
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Table 6.48: Probability that most recent GP visit resulted in a return visit being
arranged, males only, based on logistic regression (al

**Baseline probability applies when
the following variables are set
equal to their means, as below:(b)

Age = 37.72
Distance to GP = 2.62
GP density = .461
Medical Card ratio = .373
Index of per capita income

= 98.07
and when the following qualities
obtain:(bl

Eligibility = Category II/III
VHI cover = no

**Other probabilities apply when
variables are changed, one by one
(the others held constant as
above) to the values and/or
qualities indicated.

Probabilities
Full Model 5% Version

Baseline probability* .19 .18

Other probabilities**
Age =

min = 1 .05 .07
10 .08 .09
20 .11 .11
30 .15 .15
40 .20 .19
50 .24 .23
60 .28 .29
70 .32 .36
max = 88 .34 .48

Eligibility =
Category I .37 .32

VIII cover = yes -- --
Distance to GP

min = under 1 mile .27 --
max = more than 10 miles .12 --

Index of per capita income
min = 73 .31 --
max = 122 .08 --

GP Density
min = 0.429 .10 .11
max = 0.555 .53 .54

Medical Card ratio
min = 0.232 .51 .41
max = 0.586 .02 .04

Notes." (a)See Table 6.47. (blFor 5% version, applies only to variables in the model.
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Table 6.49: Was return visit arranged at most recent GP visit? - Dichotomous
variable, logistic regression -females only~a)

Full Model 5% Version
R3Ibl 0.135 0.111
N 550 550
Equation X~ 111.45"* 83.06**

Intercept
Age

Age Squared + 1,000

Distance to GP

GP Density

Medical Card Ratio

Category I

Per Capita Income

Interactions
WomanlC)-Category I-No VHI

P.C. Income-GP Density

P.C. Income-GP Density-Medical Card Ratio

42.461 -6.971
0.008 0.015"*

(0.15) (11.99)
0.112

(0.24)
-0.091
(1.64)

-118.999"* 10.842"*
(13.80) (17.09)
39.730**

(14.23)
0.636* 0.632**

(5.68) (6.98)
-0.795**

(19.89)

0.696*
(3.99)
2.075**

(20.25)
-1.186"*

(17.08)

0.707*
(5.80)

Joint Tests:
Age (13.84)**
GP Density (31.80)**
Medical Card Ratio (19.89)**
Index of Per Capita Income (19.32)**

Notes: la~X2 in parentheses beneath parameter estimates. Ibl~ adjusted for degrees of freedom.
lel"Woman" defined as female aged 40-64.
Significance: *0.01 < p ~ 0.05. **p ~ 0.01.
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Table 6.50: Probability that most recent G P visit resulted in a return visit being
arranged, famales only, based on logistic regressionlal

*Baseline probability applies when
the following variables are set
equal to their means, as below:Cb)

Age = 41.22
Distance to GP = 2.58
GP density = .462
Medical Card ratio = .366
Index of per capita income

= 99.83
and when the following qualities
obtain:(u)

Eligibility = Category II/III
Age-eligibility-VHI cover

= Not Woman-I-No(c)

**Other probabilities apply when
variables are changed, one by one
(the others held constant as
above/ to the values and/or
qualities indicated.

Probabilities
Full Model 5% Version

Baseline probability* .19 .21

Other probabilities**
Age =

min = 1 .13 .13
10 .14 .14
20 .15 .16
30 .17 .18
40 .19 .21
50 .22 .23
60 .25 .26
70 .30 .29
max = 95 .45 .38

Eligibility =
Category I .31 .33

Age-Eligibility- VIII cover(")c

Woman-I-No = yes .47 .54
Distance to GP

min = under 1 mile .23 --
max = more than 10 miles .15 --

Index of per capita income
min = 73 .41 --
max = 122 .11 --

GP Density
min = 0.429 .06 .16
max = 0.555 .95 .42

Medical Card ratio
min = 0.232 .48 --
max = 0.586 .00 --

Notes: Ca)See Table 6.49. (bIFor 5% version, applies only to variables in the model. (c)"Woman"
defined as female aged 40-64.



216 IRISH MEDICAL CARE RESOURCES

Table 6.51: Was return visit arranged at most recent GP visit? - Dichotomous
variable, logistic regression, Category I onlyI")

Full Model 5% Version
Nz(b) 0.089 0.072
N 401 401
Equation X2 66.76** 49.44**

Intercept 40.363 - 7.099
Age -0.020 0.018"*

(0.71) (14.78)
Age Squared -- 1,000 0.441

(2.81)
Distance to GP 0.143 -0.176"*

(3.48) (6.75)
GP Density -100.844"* 18.174"*

(9.89) (14.01)
Medical Card Ratio 23.685*

(5.5O)
Per Capita Income -0.672**

(14.26)
Interactions:

WomanIc) 0.962** 0.719**
(8.98) (7.14)

P.C. Income-GP Density 1.693"*
(13.80)

P.C. Income-GP Density-Medical Card Ratio -0.821"* -0.135"*
(8.87) (9.24)

Joint Tests:
Age (19.10)**
GP Density (23.46)**
Medical Card Ratio (18.58)**
Index of Per Capita Income (16.68)**

(14.01)**

Notes: la~X~ in parentheses beneath parameter estimates. Ib)R2 adjusted for degrees of freedom.
Ic)"Woman" defined as female aged 40-64.
Significance: *0.01 Cal( p ~< 0.05. **p ~ 0.01.
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Table 6.52: Probability that most recent GP visit resulted in a return visit being
arranged, Category I only, based on logistic regression(a)

*Baseline probability applies when
the following variables are set
equal to their means, as below:(u)

Age = 51.06
Distance to GP = 2.60
GP density = .471
Medical Card ratio = .403
Index of per capita income

= 94.63
and when the following qualities
obtain:(b)

sex = female
VHI cover = no

**Other probabilities apply when
variables are changed, one by one
(the others held constant as
above) to the values and/or
qualities indicated.

Probabilities
Full Model 5% Version

Baseline probability* .31 .39

Other probabilities**
Sex = male -- --
Age=

min = 1 .28 .21
10 .25 .24
20 .24 .27
30 .25 .30
40 .27 .34
50 .31 .38
60 .37 .43
70 .46 .47
max = 88 .68 .55

VIII cover = yes -- --
Distance to GP

rain = under 1 mile .40 .50
max = more than 10 miles .22 .26

GP Density =
min = 0.429 .13 .27
max = 0.555 .84 .66

Medical Card ratio
rain = 0.232 .75 --
max = 0.586 .03 --

Inde)c of Per Capita Income

min = 73 .49
max = 122 .18

Notes: (")See Table 6.51. (b)For 5% version, applies only to variables in the model.
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Table 6.53: Was return visit arranged at most recent GP visit? - Dichotomous
variable, logistic regression, Categories II-III onlyl")

Full Model 5% Version
y~2Cbl 0.067 0.075
N 602 602
Equation 23(2 55.59** 52.31 **

Intercept - 19.972
Age 0.064**

(8.89)
Age Squared -- 1,000 -0.508"

(3.84)
Distance to GP -0.035

(0.24)
GP Density 37.088**

(15.49)
Medical Card Ratio 12.412

(2.54)
Per Capita Income 0.037

(1.90)
Interactions

Woman(~) -0.171
(0.31)

P.C. Income-GP Density-Medical Card Ratio -0.500*
(5.99)

-11.478
0.062**

(9.57)
-0.489"
(3.87)

25.247**
(22.89)

Joint Tests:
Age (21.52)**
GP Density (21.56)**
Medical Card Ratio (15.17)**
Index of Per Capita Income (8.02)**

Notes: (~X2 in parentheses beneath parameter estimates. (b)R2 adjusted for degrees of freedom.
(cl"Woman" delined as female aged 40-64.
Significance: *0.011,~( p ~ 0.05. **p ~< 0.01.
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Table 6.54: Probability that most recent GP visit resulted in a return visit being
arranged, Categories H/ III only based on logistic regression (al

*Baseline probability applies when
the following variables are set
equal to their means, as below:lul

Age = 32.03
Distance to GP = 2.61
GP density = .455
Medical Card ratio = .346
Index of per capita income

= 101.98
and when the following qualities
obtain:Ibl

Sex-age = Not WomanIcl

**Other probabilities apply when
variables are changed, one by one
(the others held constant as
above) to the values and/or
qualities indicated.

Probabilities
Full Model 5% Version

Baseline probability* .20 .20

Other probabilities**
Age =

min = 1 .06 .06
10 .09 .09
20 .14 .14
30 .19 .19
40 .24 .24
50 .28 .27
60 .29 .29
70 .29 .28
max = 95 .20 .20

Sex-age~cl

Woman = yes .24 --
Distance to GP

min = under 1 mile .22 --
max -- more than 10 miles .19 --

Index of per capita income
min = 73 .40 --
max = 122 .08 --

GP Density
min = 0.429 .11 .13
max = 0.555 .58 .63

Medical Card ratio
min = 0.232 .40 --
max = 0.586 .01 --

,]Votes: ~a~See Table 6.53. ~b~For 5% version, applies only to variables in the model. ~c~"Woman"
defined as female aged 40-64.
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A similar story can be told concerning the Medical Card ratio and the index of
per capita income. Both are hypothesised to vary inversely with the dependent
variable. When we look at the main effects, these variables sometimes have a
positive effect. But again when we look at the partial derivatives, as indicated by
the probabilities inferred from the regressions, the effect is always strongly
negative.

When these regressions were run without interactions (not reported here), the
signs of the coefficients of GP density, Medical Card ratio, and index of per
capita income were as hypothesised -- i.e., positive, negative, and negative
respectively -- and they were significant at better than the 5 per cent level,
usually at better than 1 per cent.

When one compares the full models with the 5 per cent versions, one sees a
similar effect. In all three instances in which GP density (main effects) has a
negative sign in the full model, i.e., in Tables 6.43, 6.45 and 6.49, it "turns
around" and becomes positive, and still very significant, once the per capita
income-GP density variable is eliminated.

It should be noted that, in each case, we are assessing the effects of each
independent variable, assuming the others are held constant at their means even
though in the real world they tend to vary together. For example, the Medical
Card ratio and the index of per capita income have a zero-order correlation of
-0.85. This explains how the predicted probabilities can vary so greatly. In the
real world, the effects of these variables work against each other, more or less.

The other variables in the model may be of interest.
Age is always significant (when the joint test is noted) and positive. The

magnitude of the effect is large, though least so in the Category II/III version.
Category I eligibility raises the probability of a return visit from 0.20 to 0.34 in

the all persons version; the effects are almost identical in the other versions. This
result is consistent with both agency and self-interest models of physician
behaviour. If the person in Category I is a woman aged 40-64, without VHI
cover, the probability in the all persons case rises to 0.54, again with similar
effects in other versions of the model.

Excluding women aged 18-40 adds about ten points to the Rz. Apart from
that, the results of that version are virtually the same as in the all-persons
version. Partitioning by sex seems to improve the regressions; partitioning by
category of eligibility worsens them.

In general, these equations explain 10 to 15 per cent of the person-to-person
variation in the probability that his or her most recent GP consultation led to a
return visit being arranged. Of course, if we had health status information on the
patient, or information on the doctor, these R2s would be higher. None the less,
using essentially demographic, economic and market-related data, we are able
to explain an important part of physician behaviour. We are left with the
conclusion that Irish GPs do engage in compensatory demand stimulation.
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"Necessary" vs. "Unnecessary" Utilisation
All of the foregoing discussion of self-interested demand stimulation by Irish

GPs may leave the impression that much unnecessary utilisation -- GP
consultations and other utilisation correlated with them -- must be taking place.

The notion that there is a dichotomy between "necessary" and "unnecessary"
utilisation is based on a simplistic and excessively mechanical interpretation,
both of medicine and of economics. When a doctor orders a return visit which he
or she would not have ordered under other incentive arrangements, it would be
wrong to conclude that the visit can have no medical value, or perhaps it should
be said no probability of any medical value. Medical value is not an either-or
quality, but a question of degree and of judgement. A major problem in health
care systems, not only in Ireland but around the world, is the tendency, arising
out of moral hazard and provider incentive structures, to push medical care
utilisation beyond the point where its benefits are as great as its costs. In most
systems, that in Ireland included, decision makers in medical resource utilisation
-- mainly patients and physicians -- do not bear the costs, individually, of their
decisions. Unless other checks are introduced, excessive utilisation results. In fee-
for-service systems, as in Ireland, incentives are actually perverse, encouraging
still further excessive utilisation.

This excessive utilisation might best be described as uneconomic rather than
unnecessary. Individual consultations arising out of self-interested demand
stimulation by GPs may sometimes be of medical value; taken together in
aggregate, all such visits almost certainly are. But it is almost certain that they
are not worth their cost. The same resources, devoted to medical care elsewhere
in the system, will yield significantly more medical value.

Having said this, it is important to add that some physician-stimulated
utilisation is probably actually unnecessary. Indeed, because in medical care it is
not always true that "more is better", some such utilisation may actually be
harmful. Presumably, this is the rare exception, rather than the rule.

Conclusion
In Chapter 5, we discussed the reasons for believing the incentive structure in

the Irish medical care system to be often perverse. Those a priori propositions
have been borne out in this chapter. Consumer incentives are perverse, in the
sense that persons in Categories II and III are encouraged to make excessive use
of high cost specialist and hospital services, which are often cheaper to the
patient than GP care. Provider incentives are perverse, in the sense that they
induce GPs to generate excessive~return visits, particularly amongst the
Category I population. A systematic review by policymakers of this incentive
structure is appropriate. Some suggestions are made in Chapter 8.

First, however, we turn to utilisation of services other than general
practitioner care.



Chapter 7

UTILISATION OF OTHER MEDICAL CARE SERVICES AND
PREVENTION-ORIENTED CARE

In Chapter 6, we reviewed the utilisation of general practitioner services, in-
eluding household expenditures on GPs, and the issue of physician-induced de-
mand for medical care by GPs. In this chapter, we examine the utilisation of
medical care other than general practitioner services: specialist care; pharma-
ceutical prescriptions; out-patient and in-patient hospital care and services; and
dental care. All except the last, as will be seen, are strongly linked to the utilisa-
tion of GP services. In a second section, we examine the determinants of house-
hold expenditures on medical care services. In a third and final section, we
review the utilisation of prevention-oriented care.

A. Utilisation of Other Medical Care Services

In Chapter 6, we introduced a general model for the demand for or utilisation
of medical care services and applied it to GPs. The same model can be applied,
in general, to other services. For GPs, individual utilisation is a function of his or
her health status (Hi); background variables affecting taste for or attitude to
medical care (Zi); money-price (Pi); time-price (Ti); and availability of the ser-
vice (/~). For services other than GP care, we add a fifth variable to the model,
viz., physician referral or prescription (I~). This is, of course, strongly correlated
with Hi, but it was thought to be better to indicate it specifically and separately,
as health status and referral are not the same, and the latter deserves explicit
reference. Thus, for pharmaceutical prescription medicines (for example), sub-
scripted p, the model is written

Xpi = Xpi(Hi, Zi, Ppi, Tpi, Api, Rpi)

and for other services the subscripts merely change.
As before, we do not have health status data, and must use proxies, mainly sex

and age. General practitioner (and in some equations specialist) utilisation,
which mainly represent R, also indirectly reflect health status. Occupation
group and education are the main Z variables. P is represented primarily by
category of health services eligibility, VHI cover, and other help with medical
bills, though usual GP fee levels are included in several equations. Time price is

222
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measured again by distance to GP, and in some cases by whether there is a large
(300-bed) hospital nearby. Availability is also measured by the nearby hospital
variable and by the ratio of persons eligible in Category I to the population. The
"Nearby Hospital" variable is a dichotomous one: "Is there a 300-bed hospital
within 10 miles?" On the theory that persons in Category I have higher utilisa-
tion levels for most medical care services, the ratio of those persons to population
is an index of demand pressure on the available services and hence of avail-
ability. R is measured by GP utilisation and by specialist utilisation.

The results are reported in Tables 7.1 through 7.16, inclusive, for pharma-
ceutical prescription items, specialist consultations, out-patient hospital utilisa-
tion, in-patient hospital utilisation and dentist visits, respectively. For each type
ofutilisation (except dental visits for reasons to be noted), there are three tables.
In the first, we report on a regression in which the dependent variable is dichoto-
mous, taking the form, "Were there any pharmaceutical medicines prescribed
(specialist consultations, dentist visits, etc.) in 19807" As elsewhere in this study,
where a dichotomous dependent variable is used, the form of regression analysis
used is a logistic function. In the second table, following each logistic regression,
there are reported illustrative probabilities, as in Chapter 6, because the para-
meters of the logistic regressions themselves are almost impossible to interpret
intuitively. In the third table, we report on regressions in which only those
persons with any 1980 utilisation are included, and the dependent variable is the
number of pharmaceutical items prescribed, specialist consultations, etc., or in
the case of in-patient admissions, the length of stay. The dependent variable is
continuous and OLS (ordinary least squares) regression analysis is used. Because
of the limited dependent variable, there is a chance of selection bias, and accord-
ingly we include as an independent variable the inverse Mills ratio, as discussed
in Chapters 1 and 6.

The tables reporting OLS regressions show both full models and 5 per cent
versions, and also models including and excluding other household members’
GP utilisation. See Chapter 6 for a discussion. This means there are four columns
in each OLS table when the household utilisation variable is significant at the 5
per cent level or better, and three if it is excluded from the 5 per cent version.

The reader will find it instructive to compare the findings in Tables 7.1-7.16
with the data on utilisation found in Appendix Tables A. 1 through A.6. Table
7.1 indicates that sex has essentially no net relationship to pharmaceutical pre-
scriptions. This is in spite of the fact that Appendix Table A. 1 shows that females
had nearly 30 per cent more pharmaceutical prescription items per person in
1980, and indeed nearly 20 per cent more prescription items per GP consulta-
tion. Evidently, these male-female differences are completely explained by other
variables in the model, especially GP utilisation.

The same can also be said for age. Appendix Table A. 1 shows an important in-
fluence on pharmaceutical prescriptions for this variable, especially as between
persons aged 65 and over, and the rest of the population. Part of this is due to
higher GP utilisation among this part of the population, but Appendix Table
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A. 1 also shows a very much higher number of prescription items per GP con-
sultation -- about twice as high -- for aged persons as for the rest. Hence age has
its own effect. In Table 7.1, where both GP and specialist consultations, as well
as other variables correlated with age (such as category of entitlement), are con-
trolled for, age does not significantly influence whether there were any pre-
scribed pharmaceutical items in 1980. However, Table 7.3 shows age to
influence the number of prescription items, for persons with any, in the 5 per
cent version.

Appendix Table A.2 shows pharmaceutical prescriptions to be considerably
higher for persons in Category I than for those in II or III; and the same holds
true of prescription items per GP consultation. The logistic regression in Table
7.1 shows persons in Category I to be significantly more likely to have any pre-
scriptions filled even where such other varibles as age and GP utilisation are con-
trolled for. However, Table 7.2 shows the magnitude of this effect to be small. In
Table 7.3, women aged 40-64, with Category I eligibility and no VHI, have
nearly foul" more prescription items per year than other persons who have any, in
the 5 per cent version.

Easily the most powerful effect on pharmaceutical prescriptions as judged by
Xz and t-statistics, is, of course, GP utilisation itself. This leads us to note again
the point made in Chapter 6, that general practitioner services are important
not only in themselves but in the other resource-utilising medical care decisions
linked to them causally and statistically. As might be expected, specialist con-
sultations are also significantly associated with prescriptions, though less
strongly than GP consultations.

Table 7.2 shows how strong the relationship between GP and specialist con-
sultations and the likelihood of a prescription is. Table 7.3 shows that, amongst
persons with any prescriptions, each GP consultation adds approximately 1.2
prescription items, and each two specialist visits add about one prescription
item.

Table 7.3 shows the Inverse Mills ratio to be significant though small in
magnitude.

The regressions reported in Table 7.3 suffered from heteroscedasticity in the
error variance, leading us to adjust the critical values of the t-statistics, as
discussed in Chapter 1.

The R.Zs shown in Tables 7.1 and 7.3 are higher than most of those reported in
this volume, and are relatively high for this kind of microdata analysis. Our
equations explain more than a third of the person-to-person variability in
prescriptions.

Tables 7.4, 7.5 and 7.6 report on determinants of specialist consultations. A
review of the three tables will quickly make clear that they are all dominated by
the influence of GP consultations. This is not surprising and it again points up
the crucial role of GPs in subsequent utilisation. However, Table 7.5 shows each
GP consultation to have a relatively small effect on the probability of a specialist
consultation and Table 7.6 shows that the number of specialist visits was not signi-
ficantly influenced by the number of GP visits.
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Table 7.1: Logistic regressions of any prescribed pharmaceutical items in 1980
(Dichotomous Variable~a)

Full Model 5% Version
K2Ibl 0.371 0.362
N 1,068 1,068
Equation Z2 532.35** 512.17"*

InterceptIc) 0.132 - 1.185"*
(0.01) (101.05)

Sex Female 0.238 --
(2.02)

Age -0.014 --
(0.98)

Age Squared + 1,000 0.197 --
(1.19)

Category I 0.469* 0.392*
(4.91) (4.63)

Category III -0.008 --
(0.00)

No VHI -0.143 --
(0.43)

Other help 0.297 --
(1.04)

GP Density -2.856 --
(0.74)

Medical Card Ratio -0.180 --
(0.02)

Consultant Density 0.259 --
(0.05)

Woman-I-No VHIId) -0.261 --
(0.22)

Times Seen by GP 0.799** 0.820**
(150.82) (164.45)

Times Seen by Specialist 0.112 --
(1.58)

Joint Tests:
Age (1.25)

Notes: I"}X2 in parentheses beneath parameter estimates. Ib)~2 adjusted for degrees of freedom.
IClIntercept term in Full Model includes: Sex = male; eligibility = Category II; VHI cover = no;
and other help =no. Idl"Woman" = 40-64.
Significance: *0.01 < p ~< 0.05. **p ~ 0.01.
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Table 7.2: Probability of any prescribed pharmaceutical medicines in 1980, based on
logistic regression (al

Probabilities
Full Model 5% Version

.90 .91*Baseline probability applies when
tile following variables are set
equal to their means, as below:IbJ

Age = 38.50
GP density = .462
Consultant density = .462
Medical Card ratio = .370
Annnal no. of GP consultations

= .381
and when the following equalities
obtain:~bl

sex = female
eligibility = Category II
VHI cover = no
Other help = no

**Other probabilities apply when
variables are changed, one by
one, (the others held constant as
above) to the values and/or
qualities indicated.

t

Baseline probability *

Other probabilities**
Sex = male
Age =

min = 1
10
2O
30
4O
50
60
7O
max = 95

Eligibility =
Category I
Category III

VHI cover = yes
GP density =

rain = 0.429
max = 0.555

Consultant Density
min = 0
max = .387

Other help = yes
Medical Care ratio

min = 0.232
max = 0.586

Annual GP consultations
rain = 0
2
6

12
24
max = 60

Specialist consultations
min = 0
2
6

12
max = 25

.87

.92

.91

.90

.90

.90

.90

.91

.92

.94

.93 .94

.90

.91

.91

.87

.89

.90

.92

.90

.89

.23 .23

.60 .61

.97 .98
1.00 1.00
1.00 1.00
1.00 1.00

.89

.91

.94

.97

.99

Notes: (a~See Table 7.1. Oh)For 5% version, applies only to variables in the model.



UTILISATION OF OTHER MEDICAL CARE SERVICES 227

Table 7.3: Regression of annual number of prescribed pharmaceutical ztems," 1980., 6)°n
selected independent variables, ordinary least squares, persons with any items onty

Full Model 5% VersionR .ib)
(1) (2) (3)

0.373 0.375 0.382
N 641 641 641
Equation F 28.263** 26.681"* 78.61"*

Intercept(c)
3.437 3.889 -2.394

Sex Female 0.440 0.317 --
(0.493) (0.355)

Age 0.071 0.069 0.091"*
(0.966) (0.946) (5.080)

Age squared -- 1,000 0.206 0.204 --
(0.234) (0.233)

Category I 1.501 1.653 --
(1.347) (1.481)

Category III 2.111 2.052 --
(1.410) (1.373)

No VHI 0.417 0.484 --
(0.338) (0.393)

Other Help -0.243 -0.084 --
(0.154) (0.053)

GP Density -17.674 -17.872 --
(1.139) (1.153)

Medical Card Ratio 1.677 1.937 --
(0.353) (0.408)

Persons in Household -0.034 -0.028 --
(0.161) (0.133)

Woman-I-No VHIId) 3.470 3.359 3.950*(*)
(1.900) (1.841) (2.466)

GP Visits 1.179"* 1.211"* 1.200"*
(13.906) (14.003) (14.649)

Specialist Visits 0.529(*) 0.516 0.508(*)
(2.011) (1.965) (1.990)

Household Utilisation -- -0.163 --
(1.769)

Inverse Mills -5.276"(*) -0.000I°)** -0.000c°)*(*)
(2.716) (2.823) (2.751)

Joint Tests:
Age (5.657)** (3.981)**

Notes: �")Figures in parentheses beneath parameter estimates are t-statistics. Columns (1) and (3)
include, and Column (2) excludes, household utilisation (GP utilisation of other household
members). (hip2 adjusted for degrees of freedom. It)Intercept term in Full Model includes sex =
male; eligibility = Category II; VHI cover = yes; Other help = no. Idl"Woman" = age 40-64.
I°)Less than 10.00051 but not zero.
Significance: *0.01 < p ~ 0.05. **p ~ 0.01.
(*) parentheses around an asterisk indicates parameter did not pass t-test adjusted for
heteroscedasticity; see Chapter 1.
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Table 7.4: Logistic regressions of any specialist consultations in 1980 (Dichotomous
Variable) on selected independent variables(a)

Full Model 5% Version
Rz(b) 0.030 0.039
N 1,068 1,068
Equation Xz 49.00** 38.97**

Intercep(c) -0.956 -2.176"*
(0.62) (29.60)

Sex Female 0.535** 0.468**
(7.44) (6.10)

Age 0.022 --
(1.73)

Age Squared -- 1,000 -0.353 --
(2.77)

Category I 0.083 --
(0.11)

Category III -0.120 --
(0.16)

No VHI -0.341 --
(1.78)

Other Help 0.206 --
(0.41)

Medical Card Ratio -2.189 --
(0.16)

Woman-I-No VHIca) -0.551 --
(1.49)

Medical Card Ratio-GP Density Interaction -1.795 -4.144"*
(0.04) (8.03)

Consultant Density -1.927 --
(1.56)

Times Seen by GP in 1980 0.063** 0.051"*
(25.46) (22.33)

Joint Tests:
Age (4.05)*
Medical Card Ratio (5.79)*

Notes: lalX2 in parentheses beneath parameter estimates. Cb)r~2 adjusted for degrees of freedom.
lClIntercept term in Full Model includes: Sex = male; eligibility = Category II; VHI cover = no;
and other help = no. Call"Woman" = age 40-64.
Significant: *0.01 < p ~< 0.05. **p ~< 0.01.
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Table 7.5: Probability of any specialist consultations in 1980, based on logistic
regression(a)

Probabilities
Full Model 57o Version

.17 .15*Baseline probability applies when
the following variables are set
equal to their means, as below:(b)

Age = 38.50
GP density = .461
Consultant density = .271
Medical Card ratio = .370
Annual number of GP

consultations = 4.24
and when the following qualities
obtain:(b)

sex = female
eligibility = Category II
VHI cover = no
Other help = no

**Other probabilities apply when
variables are changed, one by one
(the others held constant as
above) to the values and/or
qualities indicated.

Baseline probability*

Other probabilities**
Sex = male
Age =

min = 1
10
20
30
40
50
60
70
max = 95

Eligibility =
Category I
Category III

VHI cover = yes
GP density =

min = 0.429
max = 0.555

Consultant density
min = 0
max = .387

Other help = yes
Medical Card ratio

min = 0.232
max = 0.586

Annual GP consultations
min = 0
2
6

12
24
max = 60

.10 .10

.13

.15

.16

.17

.17

.15

.13

.11

.05

.18

.15

.22

.17 .16
.16 .13

.25

.14

.20

.23 --

.09

.13 .12

.15 .13

.18 .16

.25 .21

.41 .32

.87 .75

Notes: (a)See Table 7.4. Oh)For 5% version, applies only to variables in the model.
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Table 7.6: Regression of annual number of specialist consultations 1980, on selected
independent variables, ordinaTy least squares, persons with any consultations onlyla)

Full Model                5% Version
(s) (2) (3)

~2~bl 0.246 0,2639 0,293
N 141 141 141
Equation F 4.544** 4.61"* 58.00**

Intercept�cl -2.953 -2.567 - 1.280
(0.791) (0.745)

Sex Female 0.446 0.502 --
(0.747) (0.889)

Age 0.045 0.048 --
(0.997) (1.106)

Age squared + 1,000 -0.547 -0.564
(0.934) (0.983)

Category I 0.013 -0.034 --
(0.020) (0.052)

Category III -0.641 -0.705 --
(0.795) (0.886)

No VHI -0.111 -0.211 --
(0.156) (0.302)

Other help -0.437 -0.384 --
(0.512) (0.456)

Medical Card Ratio 0.045 -0.096 --
(0.010) (0.023)

Woman-I-No VHIcdl -0.987 -0.913 --
(0.834) (0.783)

Persons in Household -0,214 -0.149 --
(1.600) (1.115)

Specialist Density 3.250 3.012 --
(0.795) (0.756)

GP Visits -0.008 -0.027 --
(0.102) (0.4O5)

Inverse Mills 7.012"(*) 6.114"* 5.850**
(2.801) (3.455) (7.616)

Household Utilisation -- 0.043
(0.548)

Joint tests:
Age (0.632) (1.142)

Notes: laIFigures in parentheses beneath parameter estimates are t-statistics. Columns (1) and (3)
include, and Column (2) excludes, household utilisation (GP utilisation of other household
membel~), lbl~2 adjusted for degrees of freedom. (ClIntereept term in Full Model includes sex =
male; eligibility = Category II; VHI cover = yes; Other help = no. Idl"Woman" = age 40-64.
Significance: *0.01 p ~< 0.05. **4 0.01.
(*) parentheses around an asterisk indicates parameter did not pass t-test adjusted for
heteroscedasticity; see Chapter 1.
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Sex had an unusually potent influence on the probability of a specialist con-
sultation (though not the number). Indeed, the "average" woman represented
in the baseline probability in Table 7.5 had a 17 per cent probability of a
specialist visit, whilst a man with the same characteristics had only a 10 per cent
probability. This variable was quite significant.

The Medical Card ratio appears in the logistic regression in main effects and
interaction versions and is significant in joint tests. Table 7.5 shows the effect to
be negative. (This is the sign obtained for Medical Card ratio when no inter-
action terms are included, in regression results not reported here.) The inter-
pretation is that the larger the percentage of persons in an area who have Cate-
gory I eligibility the less likely each person is to see a specialist.

The p2 in the logistic regression is very small, while that in the OLS version is
fairly high. In the latter, only the Inverse Mills ratio was statistically significant
and again the error variance was troubled by heteroscedasticity.

Tables 7.7, 7.8 and 7.9, which report on utilisation of services of hospital out-
patient departments, show a similar pattern. Tables 7.7 and 7.8 are dominated
by GP consultations, again showing the importance of primary care, and
equally by specialist consultations. A very interesting finding in this table is that
the presence of a nearby large hospital does have a significantly positive effect on
the probability of any utilisation, while distance to GP has a negative though
insignificant relationship to number of visits. There may be some element of sub-
stitution between GP services and hospital out-patient clinic care, such that
those who live far from GPs and/or near to hospitals use the latter in place of the
former, and vice versa. It is notable that sex and category of eligibility have no
influence on the probability of any out-patient utilisation, except that women
aged 65 and over, with Category I eligibility and no VHI cover, are less likely to
attend an out-patient department. Category I does strongly influence the num-
ber of out-patient visits, for those with any.

The regression reported in Table 7.9 suffers from heteroscedasticity in the
error variance. The number of out-patient visits varies with the number of
specialist visits and with the region’s Medical Card ratio. The Inverse Mills ratio
is also very significant.

We turn to Tables 7.10, 7.11 and 7.12, which deal with in-patient hospital
care.75 The equation reported in Table 7.10 is dominated by GP and specialist
consultations, again pointing up the importance of the physician in medical care
utilisation. Among persons with any hospital admissions, only Category I
eligibility significantly influences length of stay, and its influence is very large.
This could be the influence of diagnosis and severity, though it should be noted
that we control for age, sex and GP and specialist visits.

Dentist care, reported in Table 7.13 for all persons and 7.15 for children,

75As elsewhere in this study, if a hospital stay involved two different calendar years, i.e., the end of
1979 and the beginning of 1980, or the end of 1980 and the beginning of 1981, it is treated as a 1980
stay in hospital if the discharge occurred in 1980.
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Table 7.7: Logistic regression of any visits in 1980 to hospital out-patient department

(Dichotomous Variable)la)

Full Model 5% Version
~2(b) 0.75 0.91
N 1,068 1,068
Equation Xz 97.78** 87.74**

In tercep(cl -2.971" * -2.498
(7.20) (273.08)**

Sex Female 0.154 --
(0.54)

Age 0.020 --
(1.36)

Age Squared -- 1,000 -0.166 --
(0.59)

Category I 0.026 --
(0.01)

Category III 0.051 --
(0.03)

No VHI 0.030 --
(0.01)

Distance to GP -0.083 --
(1.64)

GP Fee -0.018 --
(0.08)

Other Help 0.223 --
(0.48)

Medical Card Ratio -0.713 --
(0.30)

Consultant Density 1.419 --
(1.07)

Woman-I-No VHItd) -0.216 --
(0.25)

Lady-I-No VHIcdl -1.601"* -1.300"*
(7.82) (6.95)

Times Seen by GP in 1980 0.071"* 0.073**
(27.34) (35.55)

Nearby Hospital 0.343 0.685**
(2.05) (13.64)

Times Seen by Specialist in 1980 0.203** 0.218"*
(11.97) (13.40)

Joint Tests:
Age (3.20)

Notes: (~)2"2 in parentheses beneath parameter estimates. (b)~z adjusted for degrees of freedom.
CClIntercept term in Full Model includes: sex = male; eligibility = Category II; VHI cover= no;
other help = no; head of household a farmer = no. Id)"Woman" = age 40-64; "Lady" = age 65+.
Significance: *0.01 ~ p ~ 0.05. **p ~ 0.01.
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Table 7.8: Probability of any visit in 1980 to out-patient department of hospital,
based on logistic regression(a)

Probabilities
Full Model 5% Version

Baseline probability* .18 .19*Baseline probability applies when
the following variables are set
equal to their means, as below:(hI

Age = 38.50
Distance to GP = 2.61
GP fee = ,~c2.43
Consultant density = .271
Medical Card ratio =.370
Annual number of GP

consultations = 4.24
Annual number of specialist

consultations = .381
and when the following qualities
obtain:Ib)

sex = female
eligibility = Category II
VHI cover = no
Other help = no
Nearby hospital = yes

Other probabilities**
Sex = male
Age=

min = 1
10
20
3O
40
5O
6O
7O
max = 95

Eligibility =
Category I
Category III

VHI cover = yes
Distance to GP

min = under 1 mile
max = more than 10 miles

GP fee
min = £0
max =

Consultant density
rain = 0
max = .387

Other help = yes
Medical Card ratio

rain = 0.232
max = 0.586

Annual GP consultations
min = 0
2
6

12
24
max -- 60

Specialist consultations
min = 0
2
6

12
max = 25

Nearby hospital = no

.16

12
14
16
17
18
19

.20
19
17

19
.19
.18

.22

.15

.19
.17

.13
.21
.22

.20
.16

.14 .15

.16 .17

.20 .22

.28 .3O

.48 .51

.92 .93

.17 .18

.24 .26

.41 .45

.70 .75

.97 .98

.14 .11

Notes: (a)See Table 7.7. (b)For 5% version, applies only to variables in the model.
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Table 7.9: Regression of annual number of visits to hospital out-patient departments,
1980, on selected independent variables, ordinary least squares, persons with any visits

0n/y(a)

Full Model 5% Version
(1) (e) (3)

R2(b) 0.428 0.4321 0.473
N 153 155 153
Equation F 8.155"* 7.849** 38.88**

Intercep(c) 0.861 0.173 -1.493
(0.234) (0.047)

Sex Female 1.309 1.403 --
(1.470) (1.577)

Age -0.020 -0.024 --
(0.282) (0.343)

Age squared ’ 1,000 0.512 -0.596 --
(0.568) (0.663)

Category I -3.419"(*) -3.292 --
(2.584) (2.486)

Category III -1.136 -1.141 --
(0.810) (0.817)

No VHI 0.085 -0.030 --
(0.069) (0.024)

Distance to GP -0.310 -0.310 --
(1.090) (1 .O94)

GP Fee -0.599(*) -0.542 --
(1.974) (1.770)

Other Help -1.268 -1.224 --
(0.911) (0:883)

Medical Card Ratio 6.770 7.400 8.804*(*)
(1.527) (1.664) (2.514)

Lady-I-No VHI~d) -0.132 -0.757 --
(0.055) (0.311)

GP Visits 0.027 0.004 --
(0.538) (0.079)

Nearby Hospital - 1.140 - 1.052 --
(1.045) (0.966)

Household Utilisation -- 0.121 --
(1.393)

Specialist Visits 0.601"* 0.598**            0.550**
(3.285) (3.280) (3.110)

Persons in Household -0.004 -0.006.
(0.017) (0.023)

Inverse Mills 1.322"* 1.353"* 1.379"*
(6.81 O) (6.940) (8.601 )

Joint tests:
Age (0.107) (1.123)

Notes." I’lFigures in parentheses beneath parameter estimates are t-statistics. Columns (1) and (3)
include, and Column (2) excludes, household utilisation (GP utilisation of other household
members). (b)~z adjusted for degreess of freedom. It)Intercept term in Full Model includes sex =
male; eligibility = Category II; VHI cover = yes; Other help = no. Idl"Lady" = age 65+.
Signigqcanee: *0.01 <~p ~< 0.05. **p ~< 0.01.
(*) Parentheses around an asterisk indicates parameter did not pass t-test adjusted for
heteroscedasticity; see Chapter 1.



UTILISATION OF OTHER MEDICAL CARE SERVICES 235

Table 7.10: Logistic regressions of any in-patient hospital utilisation (any discharges)
in 1980 (Dichotomous Variable) on selected independent variables(a)

Full Model 5% Version
p2(b) 0.096 0.106
N 1,068 1,068
Equation X2 92.85** 79.52**

Intercept(c) -2.446"* -2.676"*
(9.70) (387.72)

Sex Female 0.184 --
(0.65)

Age -0.033 --
(3.37)

Age Squared -- 1,000 0.340
(3.48)

Category I 0.131 --
(0.20)

Category III 0.089 --
(O.O6)

No VHI 0.010 --
(0.00)

Other Help -0.405 --
(0.79)

Woman-I-No VHI(d) 0.142 --
(0.10)

Boy-I-No VHIcdl -6.965
(0.12)

Times Seen by GP in 1980 0.045** 0.052**
(11.33) (18.99)

Nearby Hospital -0.303 --
(1.62)

Times Seen by Specialist in 1980 0.438** 0.415"*
(38.53) (37.72)

Joint Tests;
Age (3.50)

Notes: (a)}~2 in parentheses beneath parameter estimates. IblRz adjusted for degrees of freedom.
cClIntercept term in Full Model includes: sex = male; eligibility = Category II; VHI cover = no;
other help = no; and 300-bed hospital wxthm 10 miles-- no. Boy = age 5-17 Woman -- age
40-64.
Significance: "0.01 < p ~< 0.05. **p ~< 0.01.
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Table 7.11: Probability of any in-patient visits to hospital (discharges) in 1980,
based on logistic regressioncal

Probabilities
Full Model 5% Version

*Baseline probability applies when
dm following variables are set
equal to their means, as below:Ibl

Age = 38.50
Ammal 11o. of GP consulta, tions

= 4.24
Annual 11o. of specialist

consultations = .381
and when the tbllowing qualities
obtain:(b)

sex = fenmle
eligibility = Category II
VHI cover = no
Other help = no

**Other probabilities apply when
variables are changed, one by one
(the others hekl coustant as
above) to the values and/or
qualities indicated.

Baseline probability* .06 .09

Olher probabilities**
Sex = male .05 --
Age =

rain = 1 .12 --
10 .09 --
20 .07 --
,30 .07 --
40 .06 --
50 .06 --
60 .07 --
70 .09 --
max = 95 .18 --

Eligibility =
Category I .07 --
Category III .07 --

VHI cover = yes .06 --
Other helt) = yes .04 --
Annual GP consultations

rain = 0 .05 .07
2 .06 .08
6 .07 .09

12 .09 .13
24 .14 .22
max = 60 .45 .64

Specialist consullations
rain = 0 .05 .07
2 .12 .16
6 .44 .50

12 .92 .93
max = 25 .99 .99

./Vearby hospital = no .08 --

Notes: (alSce Table 7.10. (blFor 5% version, applies only to variables in the model.
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Table 7.12: Regression of length of hospital stay, persons discharged from hospital in
1980, ordinary least squareslal

Full Model 5% Version
(sj (2) (3)

~2(b) 0.109 0.1003 0.177
N 111 111 111
Equation F 2.134" 1.952"* 23.70**

InterceptIc) 11.043 10.951
Sex Female 0.989 1.075

(0.285) (0.303)
Age -0.034 -0.032

(0.133) (0.124)
Age squared + 1,000 0.456 0.412

(0.146) (0.131)
Category I 12.757"* 12.759"*

(3.068) (3.053)
Category III 1.237 1.172

(0.198) (0.186)
No VHI -0.120 -0.200

(0.022) (0.036)
Other Help -0.045 -0.045

(O.OO6) (O.OO6)
GP Visits 0.057 0.047

(0.269) (0.212)
Nearby Hospital -3.681 -3.770

(1.087) (1.092)
Specialist Visits -0.276 -0.271

(0.313) (0.307)
Persons in Household -1.007 -1.009

(1.228) (1.224)
Inverse Mills 0.737 0.765**

(0.287) (0.296)
Household Utilisation -- 0.060

(0.147)

6.950

14.262"*
(4.868)

Joint tests:
Age (3.993)**    (0.132)

Notes: I"~Figures in parentheses beneath parameter estimates are t-statistics. Columns (1) and (3)
include, and Column (2) excludes, household utilisation (GP utilisation of other household
members). IbiS2 adjusted for degrees of freedom. (C)Intercept term in Full Model includes sex =
male; eligibility = Category II; VHI cover = yes; Other help = no.
Significance: *0.01 < p ~ 0.05. **p ~< 0.01.
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Table 7.13: Logistic regressions of any dentist visits in 1980 (Dichotomous Variable)
on selected independent variables, all personsla)

Full Model 5% Version
Rz{b} 0.112 0.112
N 1,061 1,061
Equation Z2 160.26"* 147.44"*

InterceptIc) -3.556"* -4.466"*
(15.82) (45.06)

Sex Female 0.299* 0.347*
(3.70) (5.47)

Age 0.062** 0.056**
(18.96) (16.11)

Age Squared -- 1,000 -1.174"* -1.121"*
(35.97) (33.97)

Category I 0.220 --
(1.27)

Category III 0.198 --
(0.73)

No VHI -0.302 --
(2.31)

Age Head Completed Education 0.152"* 0.186"*
(12.31) (25.02)

Boy-I-No VHIId} 0.542 --
(1.44)

Man-I-No VHItd} -1.884 --
(3.30)

Skilled Manual Worker 0.089 --
(0.18)

Joint tests:
Age (61.54)**    (68.05)**

Notes: {’~}X2 in parentheses beneath parameter estimates. {b}R2 adjusted tbr degrees of freedom.
cO}Intercept term in Full Model includes: sex = male: eligibility = Category II; VHI cover= no;
head of household a skilled manual worker = no. {d}"Boy" = age 5-17; "Man" = age 40-64.
Significance: "0.01 < p ~ 0.05. **p ~< 0.01.

proves to be somewhat different from other types of utilisation, as one might
expect. The only question our regression analysis was capable of answering was
what determines whether someone sees a dentist. The equation reported in
Table 7.14 explained about 11 per cent of the person-to-person variability in
probability of seeing a dentist and that reported in Table 7.15 explained about
20 per cent amongst children. On the other hand, our OLS regressions, which do
not seem worthwhile presenting, explained less than 1 per cent of the variation in
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Table 7.14: Probability of any dental visits in 1980, all persons, based on logistic
regression(a)

Probabilities
Full Model 5% Version

*Baseline probability applies when
the following variables are set
equal to their means, as below:(b)

Age = 38.50
Age at which head finished

full-time education = 15.44
and when the following qualities
obtain:(b)

sex = female
eligibility = Category II
VHI cover = no
Occupation of head = not skilled

manual
**Other probabilities apply when
variables are changed, one by one
(the others held constant as
above) to the values and/or
qualities indicated.

Baseline probability* .36 .40

Other probabilities**
Sex = male .29 .32
Age=

min = 1 .24 .30
10 .33 .39
20 .39 .44
30 .40 .44
40 .35 .38
50 .25 .28
60 .15 .17
70 .06 .07
max = 95 .00 .00

Eligibility =
Category I .41 --
Category III .40 --

VHI cover = yes .43 --
Age head completed education =

min = 13 .28 .29
max = 20 .53 .61

Occupation of head =
skilled manual .38 --

Notes." (a)See Table 7.13. (blFor 5% version, applies only to variables in the model.

numbers of visits amongst persons with any. Wiley, using our survey data, but
employing techniques for analysis of dental utilisation which are beyond the

scope of the present study, explained much more in her OLS regressions, and the

reader is referred to her important study (Wiley, 1984).

Tables 7.13 and 7.14 show that females are significantly more likely to see

their dentists than males. This is an interesting phenomenon, for which there is
no ready physiological explanation. This result suggests the possibility that

higher medical care utilisation of many types by females may be in part a cul-
tural and attitudinal phenomenon. While pregnancy and the use of oral contra-

ceptives reduce calcium and hence affect teeth, Table 7.15 shows that the differ-

ence applies amongst children. The sex female variable is positive but not signifi-
cant; the interaction term, boy-Category I-No VHI is significant and negative,

and in its absence the sex female term is significant and positive.
Age has the strongest effect in both versions (see especially thex2 statistics in

the joint tests). Utilisation rises with age, peaks (between ages 20 and 30) and
then declines. Social class, as measured by the age the head of household com-

pleted his or her full-time education, also has a major influence. Where the head

of household left school at age 13, the probability of a dental visit is 0.28 (assum-
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Table 7.15: Logistic regressions of any dentist visits in 1980 (Dichotomous Variable)
on selected independent variables, children under 16 onlyla)

Full Model 5% Version
p2Cbl 0.192 0.201
N 558 558
Equation X2 152.89"* 147.53"*

InterceptIcl -8.961"* -9.798"*
(31.09) (59.14)

Sex Female 0.118 --
(O.24)

Age 1.076"* 1.049"*
(44.95) (43.83)

Age Squared -- 1,000 -47.191"* -45.389**
(32.00) (30.99)

Category I 0.388 --
(1.40)

Category III 0.307 --
(0.88)

No VHI -0.290 --
(0.89)

Boy- I-No VH I(dl - 1.213" - 1.052"*
(5.71) (7.68)

Age Head Completed Education 0.221"* 0.259**
(11.17) (20.47)

Skilled Manual Worker 0.158 --
(0.31)

Number of Children in Household -0.069 --
(0.83)

Joint Tests:
Age (66.98)**    (67.16)**

.;Votes: ~lX2 in parentheses beneath parameter estimates. IbiS2 adjusted for degrees of freedom.
l¢~Intercept term in Full Model includes: sex = male; eligibility = Category II; VHI cover= no;
head of household a skilled manual worker = no. Idl"Boy" = age 5-16.
.Significance: *0.01 < p ~< 0.05. **p = 0.01.

ing the other characteristics specified in Tables 7.14 and 7.16); but where the
head remained in full-time education until age 20, the probability rises to 0.53
(0.65 for children).

Of persons in our sample, only 27 per cent saw their dentists in 1980. Among
children aged under 15 years, this was only 26 per cent among boys and 34 per
cent among girls. Those who did not see their dentists are evidently in the lower
socio-economic groups. This constitutes an important national problem.

All of these tables, except the last four, show again the great importance of the
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Table 7.16: Probability of any dental visits in 1980, children aged 0-15 only, based
on logistic regression I,)

Probabilities
Full Model 5% Version

.41 .45*Baseline probability applies when
the following variables are set
equal to their means as below:Ibl

Age = 8.29
Age at which head finished

full-time education = 15.59
Children in household = 2.51

and when the f6llowing qualities
obtain:Ibl

sex = female
eligibility = Category II
VHI cover = no
occupation of head = not skilled

manual
**Other probabilities apply when
variables are changed, one by one
(the others held constant as above
to the values and/or qualities
indicated.

Baseline probability*

Other probabilities**
Sex = male .39
Age=

min = 1 .01
4 .08
7 .31

10 .50
13 .50
max = 15 .38

Eligibility =
Category I .51
Category III .49

VHI cover = yes .49
Age head finished education

min = 13 .28
max = 20 .65

Occupation of head =
skilled manual .45

Children in household
min = 1 .44
max = 8 .33

.01

.09

.34

.55

.55

.44

.30

.72

Notes." mSee Table 7.15. Cb)For 5% version, applies only to variables in the model.

general practitioner in influencing subsequent medical care. Table 7.17 reports
on zero-order correlations among the types of further medical care utilisation

arising out of each individual’s most recent GP consultation, i.e., referrals by

GPs. Return visit arrangements are correlated with the prescription of medi-
cine, as discussed earlier; referral to a hospital out-patient department, presum-

ably because x-rays and diagnostic tests lead to further consultations for inter-

pretation and treatment; and referral to another doctor, such as a specialist.

B. Household Expenditures on Other Medical Care

Tables 6.29 and 6.30, in Chapter 6, reported on household expenditures on

general practitioner fees in 1980. This section reports on total household
expenditures on medical care in the same year, inclusive of GP fees.

Table 7.18 shows that the average household spent £117.54 on medical care in

1980, or £32.88 per person. This amount varied considerably by the category of
health services eligibility of the person identified as head of household, with the

Category III household spending ten times as much as the Category I household

and twice as much as the Category II household; and with the Category II

household spending five times as much as the Category I household. The house-

hold whose head is covered by VHI spends very considerably more than the non-



Table 7.17: Correlation matrix: Further medical care utilisation arising out of most recent GP consultationla)

Return Another Other Rx Non-Rx Other Out- In-
Visit Doctor Professional Medicine Medicine Device Patient patient

Return Visit Arranged
Referred to Another Doctor 0.153
Referred to Other Professional 0.102 0.127
Prescribed (Rx) Medicine 0.300 0.084 0.079
Suggested Non-Rx Medicine 0.070 0.022~cl 0.086 0.043
Prescribed Other Device 0.066 0.095 0.130 0.039
Referred to Out-Patient Dept. 0.167 0.243 0.111 0.081
Hospital Admission 0.074 0.283 0.130 0.044
Other Treatment 0.117 0.132 0.091 0.037al

0.042
0.052 0.068
0.014(c) 0.048 0.178

-0.0011cl 0.102 0.110 O. 128

©
>

>z

©

©aAll correlations significant at 0.01 level except as indicated, N = 4,522. (b)Significant at 0.05 level. (C)Not significant at 0.05 level.
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Table 7.18:1980 household expenditures on medical care, per household and
household per personlal, by selected household characteristicsIbl

Per Household
household per personIal

£ £
All households 117.54 32.88
Category of eligibility:col

Category I 27.01 9.12
Category II 137.04 41.34
Category III 283.79 67.18

VIII cover:Ic)

VHI 223.28 60.19
Non-VHI 83.04 23.97

Health Board Area of residence:
Eastern 161.39 44.65
Midland 65.70 18.39
Mid-Western 72.00 22.59
North-Eastern 116.79 29.48
North-Western 70~61 20.40
South-Eastern 88.25 23.44
Southern 120.09 31.94
Western 106.16 35.30

Occupation group:Col

Professional, managerial, or employer 242.33 71.06
Salaried or intermediate non-manual 150.37 46.92
Other non-manual 86.81 25.70
Skilled manual 109.75 27.64
Semi- or unskilled 72.95 18.83
Farmer, farm worker, or fisher 85.46 22.36

Notes: I,lHousehold expenditure divided by number of persons in household. IblExpenditures are
gross in the sense that VHI reimbursements are not subtracted. IClCharacteristie pertains to head of
household.

VHI household, but this probably reflects category of eligibility as much as or
more than VHI cover. There is also considerable variability from Health Board
area to Health Board area, with the Eastern at the high end, at £161.39 per
household, and the Midland at the low, at an average of£65.70. Finally, Table
7.18 shows considerable variability by occupation group of household head,
with white collar occupations in general spending much more than blue collar or
farming households.

Tables 7.19 and 7.20 report on regressions in which these same variables, and
some others, are used as independent variables in explaining household expendi-
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Table 7.19: Regression of 1980 household medical care expenditures on selected
independent variables - ordinmy least squareI"l

Full ]~4odel 5% Version
p ".,(hi 0.107 0.119
N 1,061 1,061
Equation F 7.374** 23.84**

Interceptto)
80.38 62.20

Persons Aged Over 64 9.98 --
(0.841)

Persons Aged Under 17 12.02"* 11.16"*
(2.832) (2.820)

Persons Aged 17-64 16.30"* 15.52"*
(3.432) (3.844)

I)mnnW lbr Living Alone -14.09 --
(0.552)

Eastern Heahh Board Area 22.32 --
(0.866)

Mid-Western Heahh Board Area -1.09 --
(0.041)

North-Eastern Health Board Area 3.76 --
(0.161)

North-Wcstern Heahh Board Area 2.28 --
(0.075)

South-Eastern Heahh Board Area -33.06 -42.54"
(1.482) (2.112)

Per Cent Category III 64.40** 71.57"*
(2.636) (3.263)

Per Cent No VHI 9.66 --
(0.464)

Other Help -29.87 --
(1.201)

Occupation of Head:
Professional, Manager, Employer 39.86 57.11"*

(1.482) (2.769)
Other Non-Manual -26.97 --

(0.934)
Skilled Manual -20.98 --

(0.788)
Semi- or UnskilledManual -10.77 --

(0.427)
Farmer or Fisher -12.81 --

(-0.509)
Per Cent Female 10.85 --

(0.390) _
Index of Per Cal)ita Income -0.225 --

(0.285)
Head Category I-No VHI -73.07** -70.23**

(4.454) (4.822)

Notes: ("It-statistics in parentheses beneath parameter estimates. Ib)Re adjusted for degrees of
li’eedom, tC)Intercept term in Full Model includes: individual living alone = no; Health Board

Arca= Midland, Southern or Western; other help = no; occupation of head = salaried employee
or intermediate non-manual worker; and eligibility of head = Category II or III, with VHI cover.
In 5% version, intercept term includes Health Board Area = not South-Eastern; occupation of
head = not professional, managerial, or employee; and eligibility of head = Category II or III,
with VHI cover.
Significance Levels: *0.01 < p ~< 0.05. **p ~< 0.01.
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Table 7.20: Regression of 1980 household medical care expenditures on selected
independent variables - Categories H and III only - ordinary least squares�"l

Full Model 5% Version
R-2(b) 0.046 0.061
N 676 676
Equation F 2.712"* 10.87"*

Intercep(cl 121.09 39.08
Persons Aged Over 64 10.38 --

(0.482)
Persons Aged Under 17 18.85"* 18.54"*

(2.954) (3.092)
Persons Aged 17-64 18.69"* 18.67"*

(2.563) (2.909)
Dummy for Living Alone -39.60 --

(0.856)
Eastern Health Board Area 29.20 --

(0.781)
Mid-Western Health Board Area -2.51 --

(0.054)
North-Eastern Health Board Area -5.89 --

(0.158)
North-Western Health Board Area -4.59 --

(0.090)
South-Eastern Health Board Area -54.57 --

(1.526)
Per Cent Category III 55.69 63.20*

(1.791) (2.311)
Per Cent No VHI 13.34 --

(0.492)
Other Help -34.96 --

(1.061)
Occupation of Head:

Professional, Manager, Employer 37.25 63.79*
(1.05) (2.398)

Other Non-Manual -34.10 --
(0.823)

Skilled Manual -36.67 --
(0.947)

Semi- or Unskilled Manual -14.20 --
(0.372)

Farmer or Fisher -14.85 --
(0.407)

Per Cent Female 15.68 --
(0.34)

Index of Per Capita Income -0.73 --
(0.614)

Notes." (")t-statistics in parentheses beneath parameter estimates. (b}e2 estimates adjusted for degrees
of freedom. It)Intercept term in Full Model includes: individual living alone = no; Health Board
Area = Midland, Southern, or Western; other help = no; occupation of head= salaried employee
or intermediate non-manual worker. In 5% version, intercept term includes occupation of head,
professional, manager, or employer ---- no.
Significance: *0.01 < p ~< 0.05. **p ~< 0.01.
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tures, with results somewhat different from those shown in Table 7.18. The unit
of analysis in these regressions is the household, rather than (as in utilisation re-
gressions) the person. Separate regressions are reported for all households and
tbr households in which the person identified as head of household had either
Category II or III eligibility. Persons with Category II or III eligibility are likely
to have more household medical care expenditures than persons with Category I
eligibility. Note, however, that not all persons in a household will necessarily
have the same eligibility; hence there will be persons in Category I even in the
households reported on in the regression Table 7.20.

The number of persons aged under 17, and the number of persons aged 17-64,
significantly influenced expenditures; the number of persons aged over 64 did
not. The three coefficient estimates, though two of them were significantly differ-
ent from zero, were not significantly different from each other, at the 5 per cent
level. Similarly, the fact that a household consisted of a single person living alone
did not separately affect expenditures significantly, apart from the effect of
number of persons.

Though Table 7.18 shows major differences among Health Board areas of
residence, Tables 7.19 and 7.20 indicate that there was no significant net
influence of Health Board area. In other words, the differences shown in Table
7.18 are accounted for by other influences, such as age, eligibility, etc. The single
exception to this statement is that, in the 5 per cent version of the all persons
model (Table 7.19), after 14 variables are eliminated from the full model, house-
holds in the South-Eastern Health Board area spend significantly less than the
areas (Midland, Southern, Western) included in the intercept term -- £52.54
less.

The proportion of the household with Category III eligibility had a strong
intluence on expenditures. (Category II is included in the constant term.) A
household in which all the members had Category III eligibility spent £64.40
more than the all-Category II family. In the Category II/III-only model (Table
7.20), the difference is £63.20 -- approximately the same. The dummy variable
Head Category I-No VHI produced better fits than per cent Category I to repre-
sent the expenditure behaviour of that group. A household whose head had
Category I eligibility and no VHI cover spent £73.07 less than the Category II
household. No-VHI does not significantly affect expenditures except in the
interaction term Head Category I - No VHI. This appears to validate our
surmise, stated above, that the simple relationship shown in Table 7.18 between
VHI cover and medical care expenditures reflects other influences (such as
eligibility) and not VHI cover.

The influence of social group (occupation group of head of household) as
shown in Table 7.18 shows up again in the net or ceteris paribus relationships of
Tables 7.19 and 7.20. Only one such relationship is significant: Persons in "pro-
fessional, manager, employer" households spend significantly more than others.
It is to be noted that this is a net influence of social group, controlling for num-
bel-s of persons and their ages, category of eligibility, VHI cover, Health Board
area of residence, etc., and hence appears to reflect social group only.
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C. Prevention-Oriented Care

"An ounce of prevention is worth a pound of cure", states an old proverb. The
ratio is surely even higher today, given the cost of hospitalisation and specialist
care. Prevention can save money: measures taken to prevent, or to detect early,
illnesses and injuries, can in many instances cost far less than treating them.
More important, prevention can save needless pain, discomfort, economic loss
and death.

Ireland appears to be behind many other countries in Western Europe and
North America in prevention-oriented measures and programmes. Cigarette
consumption is high by world standards, and non-smokers are forced to become
captive, "passive smokers" in cinemas, pubs, buses and other places. Auto-
mobile and bus emissions, trash burning, and the use of soft coal and turf as
heating fuels have made Dublin as polluted as several highly industrialised cities
in Britain and Europe (Medico-Social Research Board, 1977; Walsh and Bailey,
1979). Motor vehicle laws seem only sporadically enforced, and pedestrians and
cyclists are at extreme risk. Motorcyclists lose their lives more frequently in acci-
dents than in most other countries. There is no requirement of child-resistant
containers for medicines and hazardous household products, though such re-
quirements have saved lives in other countries.

Health education seems to be having a minor impact on cigarette consump-
tion, obesity, tooth decay, etc., at least in part because so little money is spent.
Similarly, any national campaign of prevention must be based on better
epidemiological data than are collected in this country.

Our concern in this study is not so much with nutrition, fitness, personal care,
safety, or the like, however, as with medical care. Prevention-oriented medical
care consists primarily of appropriate routine screening or examinations, and
secondarily of immunisations, especially of children, against infectious illnesses.
In our survey, we collected data on several types of prevention-oriented care. We
asked, with respect to each household member, when he or she was last seen by a
doctor. We asked who, in the previous year, had had a physical examination
when he or she did not suspect an illness or pregnancy; had been immunised for
any illness; had had a blood pressure test; or (for adult women only) had had a
cervical cancer smear ("pap") test. By including these types of prevention-
oriented care, we are not suggesting that they are, in all cases, efficient or cost-
effective methods. They are indices of preventive care which could conveniently
and usefully be studied on the basis of a household sample survey. In addition to
these variables, our results on dental care reported above (see Table 7.13-7.16)
might be considered reflective of prevention-oriented care.

The results are given in full in Appendix Tables A. 10-A. 15. It will be seen that
approximately one-third of the population did not see a general practitioner in
the past year, of whom half had not seen a GP in the past two years; and that 7.6
per cent had not seen a GP within the past five years (including never). Men are
more likely to fail to see their GPs than women; 13.7 per cent of men aged 15-44
and 9.4 per cent of men aged 45-64, had not seen a GP in the past five years (in-
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cluding never). For women, the corresponding percentages were 6.8 and 7.5.
Those most likely to fail to see a GP for long periods of time were: persons with
Category II eligibility (9.5 per cent); persons in the North-Eastern Health Board
area (14.7 per cent); persons in households headed by unemployed persons (9.7
per cent) and farmers, agricultural workers, or fishers (9.9 per cent).

Similar statistics emerged concerning physical examinations. These rise con-
sistently with age, as is appropriate. Persons with Category II eligibility are the
least likely to have had a physical examination, as are persons in households
headed by the unemployed or semi-skilled or unskilled workers, and persons
living in the North-Western Health Board area. Only 1.7 per cent of those living
in that area reported a physical examination in 1980, compared with 8.1 per
cent tbr the country as a whole, in spite of the North-West’s high concentration
of aged persons.

hnmunisations follow a pattern opposite to age, as is appropriate. Only one
child in six, aged 0-14, was immunised against any disease in 1980, a figure
which seems low, though of course every child does not need immunisation in
any given year.

Blood pressure tests rise with age in a striking fashion. Among men, 60 per cent
of those aged 65 and over had a blood pressure test in 1980; 47 per cent of those
aged 45-64; and 16 per cent of those aged 15-44. Among women, the corre-
sponding figures were 71, 54 and 32. Overall, women were about 50 per cent
more likely to have blood pressure tests than men, even though men are more
likely to be victims of high blood pressure and stroke. Most disturbing is the low
rate for men aged 15-44, slightly less than half the rate for women at the same
age. Blood pressure tests do not have to be administered by a physician or even a
registered nurse, and there appears to be a need for free blood pressure clinics,
conducted perhaps at places of work. Occupational and regional differences in
blood pressure tests seem minimal, or related to age and/or sex. Public (Cate-
gory I) patients are nearly twice as likely to have blood pressure tests as private
(II/III) patients.

Only one adult woman in ten had a cervical smear test in 1980, which is an un-
fortunately low ratio. The percentage falls from about 15 (ages 15-44), the years
of child-bearing and frequent gynaecological examinations) to 2.5 (ages 65 and
over), which is too low. The most important influence onthis form of preventive
care appears to be social class. The likelihood of an adult woman having a smear
test rises with the years 0feducation of the household head, from under 2 per cent
(head completed full time education at age under 14) to over 25 per cent (age
19). Those fi’om households headed by white-collar workers were about twice as
likely to have smear tests as the rest of the population. Similarly, those with VHI
were nearly twice as likely as those without, and the likelihood rose with cate-
gory of entitlement, from 6 per cent (Category I) to 10 per cent (II) to 19 per cent
(III) -- clearly a reflection of income rather than price. Given the importance of
these examinations, more effort must be made to reach working class women.

Another way of looking at the same data is with the aid of multiple regression
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analysis, using a model similar to that used earlier in this chapter and in the pre-
vious chapter. Table 7.21 reports on a logistic regression of no GP consultation
within the past 5 years (including never) on selected independent variables. The
equation explains only a small part of the variability in the dependent variable,
but a number of significant influences were none the less found, including nega-
tive relationships with Category I eligibility and house call fee premium. Persons
in Category I are less likely not to have seen their doctors. We have found pre-
viously that the house call fee premium appears on occasion to reflect the ratio of
GP demand to supply. Since the dependent variable measures the failure to see
one’s GP over long periods of time, the negative sign, again, indicates a positive
relationship between the independent variable and preventive care. Table 7.22
shows the magnitude of both effects to be moderate. Category I reduces the
probability from 0.10 to 0.02 that one did not see a GP.

Table 7.21 shows GP density and the Medical Card ratio, as main effects and
in an interaction term, very significantly to affect the individual’s probability of
not seeing a GP for 5 years. Table 7.22 shows the net effect of GP density to be
positive and large, a somewhat paradoxical effect: the higher the ratio of GPs to
population, the more likely it is that a person will fail to see his or her GP for ex-
tended periods. Medical Card ratio proves to have a negative effect, which is
much more understandable: the higher the Medical Card ratio in an area, the
greater the overall demand for GP services and the less time is available for each
person in the community.

Tables 7.23-7.32 report on logistic regressions of the other forms of
prevention-oriented care: physical exminations, immunisations (separate re-
gressions are reported for all persons and children under 16 only), smear tests
(adult women only) and blood pressure tests (persons aged over 15 only). These
equations explain a larger fraction of the variability in the dependent variable
than that reported in Table 7.21, particularly immunisation (20.7 per cent) and
blood pressure tests (14.1 per cent). Probabilities based on these regressions
appear in Table 7.17.

Sex female significantly influences blood pressure tests considerably raising
the calculated probability from 29 to 43 per cent. Age is important for all types of
utilisation. Table 7.30 shows the probability of a pap test to rise with age to
about age 40 and then to decline rapidly. Category of eligibility is significant
only for blood pressure tests. No VHI has a significantly negative effect, as might
be expected, on the probability of a blood pressure test. Girl (age 5-15)-
Category I-No VHI has a significantly positive effect on immunisation amongst
children. Paradoxically, the more adult females there are in a household, the less
likely each is to have a pap test.

Through main effects and/or interactions, GP density and the Medical Card
ratio significantly affect some types of preventative care. The higher is GP den-
sity, the lower, oddly, is the likelihood of an asymptomatic physical examination
(though the magnitude of the effect is small), and the higher is the probability of
a women having a pap test (the magnitude of the effect is large). On the other



250 IRISH MEDICAL CARE RESOURCES

Table 7.21: Logistic regression of no GP consultation within past 5 years, including
never (Dichotomous Variable), on selected independent variablesI")

Full Model 5% Version
~,{b} 0.046 0.054
N 1,068 1,068
Equation X-~ 50.29** 32.61"*

Intercep(cl -40.007"* -1.737"*
(11.59) (84.57)

Sex Female -0.266
(1.08)

Age 0.027
(1.30)

Age Squared -- 1,000 -0.411
(1.74)

Category I -1.714"* -1.784"*
(15.97) (23.95)

Category III 0.061
(0.03)

No VHI 0.092
(0.08)

Distance to GP 0.033
(0.17)

GP Fee -0.066
(0.45)

House Call Fee -0.123" -0.164"*
(4.31) (11.85)

Other Help 0.199
(0.23)

GP Density 86.892**
(10.46)

Medical Card Ratio 84.770**
(9.31)

Medical Card Ratio-GP Density Interaction    -191.980"*
(9.33)

Joint Tests:
Age (1.97)
GP Density (11.29)**
Medical Card Ratio (9.33)**

Notes: {")X2 in parentheses beneath parameter estimates. {b}pz adjusted for degrees of freedom.
{�}Intercept term in Full Model includes: sex = male; eligibility = Category II; VHI cover= no;
other hell} = no.
Significance: *0.01 < p ~< 0.05. **p ~< 0.01.
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Table 7.22: Probability of no GP visit in 5years (including never), based on logistic
¯ (a)

regresszon

*Baseline probability applies when
the following variables are set
equal to their means, as below:Cb~

Age = 38.50
Distance to GP = 2.61
GP fee = £2.43
House call fee = £’2.78
GP density = 0.462
Medical card ratio = 0.370

and when the following qualities
obtain:Cb)

sex = female
eligibility = Category II
VHI cover = no
Other help = no

**Other probabilities apply when
variables are changed, one by one
(the others held constant as
above) to the values and/or
qualities indicated¯

Probabilities
Full Model 5% Version

Baseline probability* .10 .10

Other probabilities**
Sex = male .12 --
Age =

min = 1 .07 --
10 .08 --
20 .09 --
30 .10 --
40 .10 --
50 .09 --
60 .07 --
70 .06 --
max = 95 .02 --

Eligibility =
Category I .02 .02
Category III .10 --

VHI cover = yes .09 --
Distance to GP

min = under 1 mile .09 --
max = more than 10 miles .11 --

GP fee
rain = £0 .11 --
max = £7 .07 --

House Call Fee
rain = £0 .13 .15
max = £10 .04 .03

GP Density =
min -- 0.429 .10 --
max = 0.555 .46 --

Other help = yes .11 --
Medical Card ratio

min = 0.232 .25 --
max = 0.586 .08 --

Notes: �")See Table 7.21. (bIFor 5% version, applies only to variables in the model.
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Table 7.23: Logistic regression of any asymptomatic physical examination in 1980
(Dichotomous Variable) on selected independent variablesla)

Full Model 5% Version
Nzlb) 0.078 0.056
N 1,068 1,068
Equation X2 77.18"* 39.01"*

Intercep(c) 34.932**
(17.84)

Sex Female 0.002
(0.00)

Age 0.057**
(6.55)

Age Squared -- 1,000 -0.311
(1.73)

Category I 0.194
(0.37)

Category III -0.538
(1.50)

No VHI -0.495
(2.48)

Distance to GP 0.106
(2.32)

GP Fee -0,104
(1.03)

House Call Fee 0.028
(0.20)

Other Help 0.684
(2.63)

GP Density -86.778"*
(21.42)

Medical Card Ratio -91.387"*
(22.43)

Medical Card Ratio-GP Density Interaction 203.975**
(23.01)

-3.555"*
(177.67)

0.028**
(35.33)

Joint Tests:
Age (27.81)**
GP Density (23.05)**
Medical Card Ratio (23.57)**

Notes: calXz in parentheses beneath parameter estimates. Iblp2 adjusted for degrees of freedom.
�¢lIntercept term in Full Model includes: sex = male; eligibility = Category II; VHI cover= no;
other help = no.
Significance: *0.01 < p ~ 0.05. **p ~< 0.01.
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Table 7.24: Probability of asymptomatic physical examination in 1980. Based on
logistic regression la)

*Baseline probability applies when
the following variables are set
equal to their means, as below:Ibl

Age = 38.50
Distance to GP = 2.61
GP fee = £’2.43
House call fee = £2.78
GP density = .462
Medical card ratio = .370

and when the following qualities
obtain:Ib)

sex = female
eligibility = Category II
VHI cover = no
Other help = no

**Other probabilities apply when
variables are changed, one by one
(the others held constant as
above) to the values and/or
qualities indicated.

Probabilities
Full Model 5% Version

Baseline probability* .07 .08

Other probabilities**
Sex = male .07 --
Age =

min = 1 .01 .03
10 .02 .04
20 .03 .05
30 .05 .06
40 .07 .08
50 .09 .10
60 .11 .13
70 .13 .17
max = 95 .14 .29

Eligibility =
Category I .08 --
Category III .04 --

VIII cover = yes .10 --
Distance to GP

min = under 1 mile .05 --
max = more than 10 miles .09 --

GP fee
min = £0 .08 --
max = £7 .04 --

House Call Fee
min = £0 .06 --
max = £10 .08 --

GP Density =
min = 0.429 .05 --
max = 0.555 .01 --

Other help = yes .12 --
Medical Card ratio

min = 0.232 .03 --
max = 0.586 .07 --

Notes: lalSee Table 7.23. IblFor 5% version, applies only to variables in the model.
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Table 7.25: Logistic regressions of any immunisations in 1980 (Dichotomous
Variable) on selected independent variables, all persons~a)

Full Model 5% Version
R~lbl 0.166 0.207
N 1,068 1,068
Equation Z2 94.26** 88.92**

Intercep(cl -21.126
(2.67)

Sex Female -0.020
(0.00)

Age -0.208**
(60.41)

Age Squared -- 1,000 2.233**
(48.72)

Category I -0.009
(0.00)

Category III -0.080
(0.02)

No VHI -0.140
(0.09)

Distance to GP 0.033
(0.11)

GP Fee -0.148
(0.98)

House Call Fee 0.049
(0.31)

Other Help -0.316
(0.31)

GP Density 49.320
(2.82)

Medical Card Ratio 48.139
(2.45)

Medical Card Ratio-GP Density Interaction    -112.124
(2.66)

-0.501"
(3.84)

-0.202"*
(64.68)

2.158"*
(53.14)

Joint Tests:
Age (66.56)**
GP Density (2.82)
Medical Card Ratio (3.43)

(70.97)**

aVotes: lal):,2 in parentheses beneath parameter estimates. Ib)p2 adjusted for degrees of freedom.
IClIntereept term in Full Model includes: sex = male; eligibility = Category II; VHI cover= no;
other help = no.
Significance: *0.01 ~ p ~< 0.05. **p ~ 0.01.
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Table 7.26: Probability of any immunisations in 1980, all persons, based on logistic
regression~)

P~vbabilities
Full Model 5% Version

*Baseline probability applies when
the following variables are set
equal to their means, as below:cb)

Age = 38.50
Distance to GP = 2.61
GP fee = £2.43
House call fee = £2.78
GP density = .462
Medical card ratio = .370

and when the following qualities
obtain:(hI

sex = female
eligibility = Category II
VHI cover = no
Other help = no

Other probabilities apply when
variables are changed, one by one
(the others held constant as
above) to the values and/or
qualities indicated.

Baseline probability* .01 .01

Other probabilities**
Sex = male .01 --
Age=

rain = 1 .33 .33
10 .09 .09
20 .02 .02
3O .01 .01
40 .01 .01
5O .00 .01
60 .01 .01
7O .O2 .O2
max = 95 .47 .45

Eligibility =
Category I .01 --
Category III .01 --

VIII cover = yes .01 --
Distance to GP

min = under 1 mile .01 --
max = more than 10 miles .01 --

GP fee
min = £0 .01 --
max = £7 .00 --

House Call Fee
min = £0 .00
max = £10 .01 --

GP Density =
rain = 0.429 .01 --
max = 0.555 .02 --

Other help = yes .00 --
Medical Card ratio

min = 0.232 ,01
max = 0.586 .00 --

Notes: (")See Table 7.25. (b)For 5% version, applies only to variables in the model,
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Table 7.27: Logistic regressions of any immunisations in 1980 (Dichotomous
Variable) on selected independent variables, children aged under 16years onlylal

Full Model 5% Version
t~21hI 0.133 0.161
N 560 560
Equation X’~ 96.61"* 86.62**

InterceptIc) 1.446 0.698"
(0.39) (5.35)

Sex Female 0.372 --
(1.58)

Age -0.695** -0.672**
(28.75) (32.64)

Age Squared -- 1,000 30.739** 30.037**
(14.33) (15.95)

Category I -0.224 --
(0.13)

Category III -0.773 --
(3.45)

No VHI -0.414 --
(1.29)

Distance to GP -0.058 --
(0.53)

GP Fee 0.029 --
(0.04)

House Call Fee 0.031 --
(0.19)

Other Help 0.184 --
(0.16)

GP Density 0.185 --
(0.00)

Medical Card Ratio -1.231 --
(0.57)

Children in Household -0.039 --
(0.17)

Boy-I-No VHI(dl 0.890 --
(1.30)

GM-I-No VHI(d) 1.847"* 1.456"*
(8.44) (14.57)

Joint Tests:
Age (63.52)**     (73.62)**

Notes: (a)X2 in parentheses beneath parameter estimates. (b)~,2 adjusted for degrees of freedom.
cO’Intercept term in Full Model includes: sex = male; eligibility = Category II; VHI cover = no;
other help = no. lal"Girl", "Boy" = age 5-15.
Significance: *0.01 < p ~< 0.05. **p ~< 0.01.
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Table 7.28: Probability of any immunisation in 1980, children aged 0-15 only,
based on logistic regressionI"l

*Baseline probability applies when
the following variables are set
equal to their means, as below:Ibl

Age = 8.29
Distance to GP = 2.61
GP fee = ,6c2.84
House call fee = £3.32
GP density = .460
Medical card ratio = .366
Persons in household aged

under 16 = 2.51
and when the following qualities
obtain:cbl

sex = female
eligibility = Category II
VHI cover = no

**Other probabilities apply when
variables are changed, one by one
(the others held constant as
above) to the values and/or
qualities indicated.

Probabilities
Full Model 5% Version

Baseline probability* .06 .06

Other probabilities**
Sex = male .08 --
Age =

min = 1 .57 .51
4 .21 .18
7 .08 .07

10 .05 .05
13 .05 .05
max-- 15 .07 .07

Eligibility =
Category I .25 --
Category III .03 --

VHI cover = yes .09 --
Distance to GP

min = under 1 mile .07 --
max = more than 10 miles .05 --

GP fee
min = £0 .06 --
max = £6 .07 --

Itouse call fee
min = £0 .06 --
max = £10 .08 --

GP density =
min = 0.429 .06 --
max = 0.555 .06 --

Medical Card ratio
rain = 0.232 .07 --
max = 0.568 .05 --

Persons hi household
aged under 16
min = 1 .07 --
max = 8 .05 --

Other help = yes .07

Notes: ("lSee Table 7.27. (b)For 5% version, applies only to variables in the model.
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Table 7.29: Logistic regressions of any cervical cancer smear ("Pap") Test in 1980
(Dichotomous Variable) on selected independent variables, women aged over 15 years

0n/y(a)

Full Model 5% Version
R21hI 0.118 0.131
N 999 999
Equation Xz 104.10"* 98.10"*

Intercept(c) -7.035"* -7.004"*
(10.33) (11.62)

Age 0.203** 0.204**
(12.75) (13.49)

Age Squared + 1,000 -2.730** -2.735**
(16.52) (17.70)

Category I 0.461
(1.54)

Category III 0.374
(1.46)

No VHI -0.250
(0.73)

Distance to GP 0.043
(0.40)

GP Fee 0.025
(O.O6)

House Call Fee 0.018
(0.09)

Other Help 0.414
(1.35)

GP Density 17.188"* 17.040"*
(12.43) (12.44)

Medical Card Ratio -10.672"* -10.617"*
(16.88) (17.53)

Consultant Density-GP Density Interaction -12.087"* -11.183"*
(7.64) (6.90)

Number of Adult Females in Household -0.728** -0.751"*
(11.75) (12.68)

Joint Tests:
Age (23.48)** (26.04)**
GP Density (14.48)** (14.15)**

Notes: �’IX" in parentheses beneath parameter estimates. ¢b, Ip,2 adjusted for degrees of freedom.
CCllntercept term in Full Model includes: eligibility = Category II; VHI cover ) no; other help =

no.

Signi~cance: *0.01 < p ~< 0.05. **p ~< 0.01.
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Table 7.30: Probability of cervical cancer smear ("Pap") test in 1980, women aged
over 15 only, based on logistic regression la)

*Baseline probability applies when
the following variables are set
equal to their means, as below:Ibl

Age = 44.61
Distance to GP = 2.59
GP fee = £2.51
House call fee = £2.87
GP density = .461
Medical card ratio = .368
Women in household = 1.54

and when the following qualities
obtain:Cb)

Eligibility = Category II
VHI cover = no
Other help = no

**Other probabilities apply when
variables are changed, one by one
(the others held constant as
above) to the values and/or
qualities indicated.

Probabilities
Full Model 5% Version

Baseline probability* .09 .12

Other probabilities**
Age =

min = 16 .03 .05
2O .05 .07
30 .09 .12
40 .10 .14
5O .O7 .O9
60 .O3 .O4
70 .01 .01
max -- 95 .00 .00

Eligibility =
Category I .13 --
Category III .13 --

VHI cover = yes .11 --
Distance to GP

min = under 1 mile .08 --
max = more than 10 miles .10 --

GP fee =
min = £0 .09 --
max = £7 .10 --

Women in household
min = 1 .13 .17
max = 7 .00 .00

House Call fee
min = £0 .09 --
max = £10 .10 --

GP density
min = 0.429 .06 --
max = 0.555 .27 --

Consultant density
rain = 0 .45 .36
max = .387 .08 .07

Other help = yes .13 --
Medical Card ratio

min = 0.232 .30 .37
max = 0.586 .01 .01

,Notes: Ca)See Table 7.29. Oh)For 5% version, applies only to variables in the model.
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Table 7.31: Logistic regressions of any blood pressure test in 1980 (Dichotomous
Variable) on selected independent variables, persons aged over 15 years only(a)

Full Model 5% Version
Rzcb) 0.132 0.141
N 825 825
Equation X~ 176.57"* 169.67"*

Intercep(c) 3.289 -4.760"*

(0.30) (50.23)
Sex Female 0.603** 0.605**

(14.21) (14.59)
Age 0.106"* 0.102"*

(19.10) (18.44)
Age Squared + 1,000 -0.698** -0.666"*

(8.23) (7.80)
Category I 0.866* 0.815"*

(14.35) (13.62)
Category III -0.250

(0.S0)
No VHI -0.445*

(3.95)
Distance to GP 0.005

(0.01)
GP Fee 0.107 0.139"*

(2.28) (6.64)
House Gall Fee 0.023

(0.30)
Other Help 0.016

(0.00)
GP Density -16.656

(1.46)
Medical Card Ratio -19.318

(1.86)
Persons in Household -0.079* -0.080*

(3.73) (3.88)
Medical Card Ratio-GP Density Interaction 42.960

(1.85)

Joint Tests:
Age (65.44)**
GP Density (2.24)
Medical Card Ratio (1.86)

(64.99)**

Notes: {a)X2 in parentheses beneath parameter estimates. Ib)~2 adjusted for degrees of freedom.
(C)Intercept term in Full Model includes: sex = male; eligibility = Category II; VHI cover = no;
other help = no.
Significance: *0.01 < p ~ 0.05. **p ~ 0.01.
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Table 7.32: Probability of blood pressure test in 1980, persons aged over 15 only,
based on logistic regression("1

*Baseline probability applies when
the following variables are set
equal to their means, as below:(hI

Age = 47.46
Distance to GP ; 2.59
GP fee = £2.34
House call fee = £2.64
GP density = .462
Medical card ratio = .372
Persons in household = 3.79

and when the following qualities
obtain:cbl

sex = female
eligibility = Category II
VHI cover = no
Other help = no

**Other probabilities apply when
variables are changed, one by one
(the others held constant as
above) to the values and/or
qualities indicated.

Probabilities
Full Model 5% Version

Baseline probability* .43 .45

Other probabilities**
Sex = male .29 .31
Age =

min = 16 .10 .11
20 .13 .15
30 .23 .25
40 .35 .37
50 .45 .48
60 .53 .55
70 .57 .58
max = 95 .51 .54

Eligibility =
Category I .64 .65
Category III .37 --

VHI cover = yes .54 --
Distance to GP

min = under 1 mile .43 --
max = more than 10 miles .44 --

GP fee
min = £0 .37 .37
max ; £7 .56 .61

House Call Fee
min = £0 .42 --
max = £10 .47 --

GP Density =
min -- 0.429 .41 --
max = 0.555 .39 --

Persons in household
min = 1 .49 .51
max = 14 .25 .27

Other help = yes .44 --
Medical Card ratio

min = 0.232 .38 --
max = 0.586 .43 --

Notes." la)See Table 7.31. (b)For 5% version, applies only to variables in the model.

hand, specialist density is negatively and significantly related to pap tests. The
higher is the Medical Card ratio, the more likely a person is to have a physical

examination or a blood pressure test (the effects are small), and the less likely a

woman is to have a pap test (the impact is great).
These statistics certainly indicate the presence of some problems. Too many

people go too long without being seen by a GP. This is especially true of men
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aged 15-44, who also fail to have blood pressure tests in adequate numbers; of
persons with Category II eligibility, who also fail to have physical examinations
and blood pressure tests; and persons in households headed by the unemployed,
farmers, or fishers. The results indicate a problem in the North-Eastern and
North-Western Health Board areas where preventive care is less than elsewhere.
There is a problem, as well, in getting working class women access to cervical
cancer smear tests.

Not all of these characteristics show up as significant in the regressions, pre-
sumably because they are so strongly correlated with other variables. The
statistics suggest a case for extending free GP care to the two-thirds of the
population who now must pay for consultations, those in Categories II and III.
This idea will be discussed further, Chapter" 8.

In general, the aged (persons aged 65 and over) use prevention-oriented care
more than the rest of the population. Hence it might appear that their situations
are more satisfactory in this respect. This may not be correct. Only 3.8 per cent
of aged men and 1.4 per cent of aged women report not having seen a GP in five
years (including never). Irish health officials can take some satisfaction in the low
level of these statistics. But there is evidence, to be cited presently, that outreach
to the aged is none the less, inadequate. Fewer than a fifth of the aged received
physical examinations in 1980. While there may be some doubt about the cost-
effectiveness of annual physical examinations for the whole population, there is
less about routine examinations of the aged. Only 3.2 per cent of aged men, and
2.0 of aged women, report immunisations. These figures also seem too low, in
light of the dangers posed by influenza to many aged. Medical authorities in-
creasingly advocate a range of adult immunisations. Of aged men, 60.3 per cent
had blood pressure tests and of aged women the figure was still higher at 71.4 per
cent; but all persons in these years of age should have annual blood pressure tests.
And while hysterectomies have reduced the numbers of women aged 65 and over
at risk from cervical cancer, the number getting smear tests, 2.5 per cent, seems
far too low.

A more telling study of the outreach of the medical care system to aged persons
at risk is reported in Walsh (1980), which discusses what seems to be the first and
only study of unrecognised treatable illness in any Irish population. Walsh and
his team surveyed an elderly and, evidently, poor population in NorthDublin.
These persons were actually called upon in person, by doctors, and, with their
permission, given medical examinations. The results are important and
shocking. In 105 persons, there were 174 cases ofundiagnosed treatable illnesses
ranging from incontinence, visual impairment, mental impairment to hyperten-
sion and congestive heart failure. In addition to these, there was a large number
of cases of previously diagnosed conditions not currently being treated or con-
trolled. In some cases the person did not have a Medical Card to which she or he
was entitled, and in other cases the person was not entitled to a Medical Card.
Commenting on the latter, Dr. Walsh states,
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One feels that a more lenient attitude should be taken, especially as regards
savings and pensions that exceed the stated limits, when assessing eligibility
for Medical Cards of retired people because of the high prevalence of illness
in this age group and of the obvious suffering endured by those who lose out
on essential services.

A possible implication is that free GP services might well be extended to the
entire aged population, a move which would not be extremely expensive. How-
ever, even this would not eliminate the problem. The 105 persons examined by
Walsh were not, in general, persons "lost" to the health care system, or persons
who failed in all cases to see GPs, or who were unknown to public health nurses.
The findings point to a need for routine physical examinations for the aged, and
perhaps others particularly at risk, especially those who are not institutionalised
and who are living alone.

Conclusions
The results reported in this chapter are too many and too diverse to be mean-

ingfuliy summarised in a concluding paragraph or two. A few concluding ob-
servations will have to suffice. One is that, once again, the significance of the
physician in influencing other utilisation is underlined. General practitioners,
and in many instances, specialists as well, have such a strong influence over utili-
sation that. other influences are completely overshadowed.

Our analysis and that of others point to important problems in the area of
routine screening, early detection and preventive care. Age was one important
factor. Children seem not to receive adequate immunisation or, especially,
routine dental care. The aged would profit from systematic, annual physical
examinations. Social class also appears to be a factor. It strongly influences
dental care, and for women, it influences utilisation of cervical cancer smear
tests. Throughout the study we have found that members of farming and fishing
families have received less medical care, controlling for other influences, than
other members of the population. This is a problem requiring closer examina-
tion. We have also found that persons living in the North-Western and North-
Eastern Health Board areas are less likely to obtain preventive care than persons
in central and southern parts of Ireland, and this, too, is a problem deserving
attention.

Some of these problems will receive further attention in the next chapter,
where we offer concluding comments and recommendations arising out of the
study as a whole.



Chapter 8

CONCLUSIONS AND RECOMMENDATIONS

The Irish medical care system has served the needs of the Irish people. It has
changed as times have changed, providing new, improved and expanded ser-
vices. It has kept pace with the science and technology of medical care. It has
earnestly sought to make "state of the art" care available to all, wherever they
live, and whatever their incomes.

Today, there is need for further change. While the quality of medical care is
generally very good, there are some weak spots which require attention. A
conscious and honest effort is made to provide needed care to all, but in places
there are problems with the amount and/or distribution of resources, with out-
reach to particular portions of the population, and with the patterns of eligibility
for state-financed medical care. These problems deserve attention. The most
urgent problems facing the Irish medical care system, and indeed almost every
medical care system in Europe and North America, are the rapid growth and
increasingly irrational allocation of medical care expenditures. The problems
which generated this cost inflation and irrational mix are still in place,
generating even more as these words are read. If none of the other problems is
addressed, these must be, and indeed, in some way will be.

The author recognises that some readers will turn to this chapter without
reading the preceding chapters in which the supporting evidence and analysis
are developed in detail. Therefore, an effort has been made to make this chapter
self-contained. But in fairness to our thesis, and indeed to our readers, it must be
emphasised that this chapter cannot really stand alone, and that our argument is
made in the volume as a whole, and not in a single, concluding chapter.

We will review four sets or types of problems in turn: weak spots in the quality
of care and in outreach; problems in the amount and distribution of resources;
anomalies in eligibility requirements; and exploding and irrational expendi-
tures. We will then review four models for fundamental reform of the system. We
conclude with our own vision for the Irish medical care system of the future, and
needed first steps toward its achievement.

A. Problem Areas

To simplify the discussion, problem areas have been sorted into four
categories. Most of the problems that fall into one category affect other

264
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categories, and the classification should be viewed as primarily an expositional
convenience.

1. Weak Spots in the Quality of Care
As we saw in Chapter 4, reviews of general practice in Ireland by the GPs

themselves, published in the 1970s, contained expressions of concern. The
Gowan Report concluded, "There are some indications especially from referral
rates, that the level of acute medical care is more haphazard than in the United
Kingdom, and Irish doctors still having a too-ready recourse to direct hospital
admission to solve their patients’ problems." (Gowan, 1972). Another author-
itative survey of Irish general practice concluded, "The isolation of the Irish
general practitioner, both geographically and intellectually, needs urgent atten-
tion ..." (Shannon, 1976).

The required strengthening involves group and team practice and greater use
of non-doctor personnel, including clerical staff, technicians, nurses, para-
medical aides, midwives and social workers.

No financial incentives exist, in either General Medical Services methods of
remuneration, or in the structure of VHI reimbursement, which would
encourage any of these changes. Improvements in this area will strengthen
medical care and in the long run save money as well.

These changes are easier to accomplish in more densely populated urban and
suburban areas, but they are more vital in rural areas, especially in remote
places, where doctors are more likely to be isolated. If group practice is impos-
sible in some less populated regions, some means of routine physician interaction
should be devised.

The use of "physician extenders" to economise on scarce physician time will
require education of the general public. It would be no gain for patients to be
seen, for example, by a nurse practitioner and then to be seen by a physician.
While this process of education may take several years, that is no reason not to
begin it.

Another weak spot in primary care is the evident failure of outreach to the
aged poor, and possibly to other disadvantaged or handicapped populations,
outside of institutions. Routine physical examinations for this group in the
population are likely to be cost-effective (though some may wish a research basis
for this conclusion) and as important as examinations of school children. While
adequate care is available, usually without charge, to the aged and to other at-
risk members of the population, it is evident that we cannot rely on self-reporting
of suspected illnesses in this group. Regular physical examinations of the aged
have a high priority in the development of the health services; only one aged
person in five had an examination in 1980.

Other weaknesses in outreach suggested in our study (see Chapter 7) include
the following. Persons with Category II eligibility used significantly less primary
care, as evidenced by the large numbers who had not seen a GP in five years
(including never), and had not had a physical examination or a blood pressure
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test in 1980, or had their children immunised. This weakness seems to argue for
extending free GP care to all. Working class women are much less likely to have
cervical cancer smear tests and lower class children are much less likely to see
their dentists. Preventative care seems less in the North-Eastern and North-
Western Health Board areas, and among members of households headed by
unemployed persons. Members of farming and fishing families seem to have
significantly less utilisation of most kinds of medical care, controlling for other
influences. All of these problems require attention.

A possible weak spot in secondary care concerns specialists. An Irish Medical
Association Working Party has argued that public patients

... are less likely to have an operation performed by a consultant surgeon.
They are more likely to receive their day-to-day medical attention from
resident staff.... Patients attending out-patients’ departments are treated
less well, first because of long waiting and poor physical conditions, and
secondly because they are often seen by residents who, in our opinion, may
not be competent to deal with their problems (Mulcahy, et al., 1975).

The IMA group has alleged three problems in this short quotation: inequality of
care as between public and private patients; poor conditions in out-patient
departments; and, most serious of all, incompetence to carry out their routine
duties by junior hospital doctors. The third allegation should be investigated by
physicians, and appropriate remedial action, relating to medical education,
selection of residents, supervision, or any other aspect, should be taken. The
second allegation can be reviewed by non-physicians. Physical conditions can be
improved, even in older hospitals. Long waiting times are a function of the
supply of physicians, dealt with in the next subsection.

The equity issue is a fundamental one. There seems to be substantial agree-
ment among the political parties and the general public in Ireland that the same
quality of care should be available to all, rich and poor, urban and rural, male
and female, young and old. This consensus is lackifig on whether this basic
equality should extend to amenity levels or to waiting times. But the Working
Party’s allegation goes beyond these to the question of quality of care. Since this
implies a fundamental defect in the structure of the Irish medical care system, it
requires a structural response, and will be dealt with further in a later section.

Another possible weak spot in the quality of care at secondary level is the fact
that some people are served by hospitals which are too small to provide an
adequate medical staff. This problem will be discussed in the next subsection.

A final weak spot in the quality of care is the low ratio of dentists to popula-
tion. A long-term programme, both to increase the numbers of dentists, and to
increase dental utilisation, is required. The supply of Health Board dentists in
particular needs attention.

2. Amount and Distribution of Resources
In general, problems of amount and distribution of medical care resources are
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minor. While Ireland has smaller ratios of both physicians and acute hospital
beds to population than most other European countries, there are more than
enough of these resources, and the low ratios are a credit to the efficiency of the
Irish system, rather than a reflection against it. Statistics are scanty, but there
appear to be too few physician extenders or para-medical personnel in Ireland,
meaning that physicians are often over-qualified for many of their tasks. In
future, expansion of these non-doctor personnel should substitute, in part, for
growth in the stock of physicians. There do appear to be too few dentists.

The Irish system is decentralised, and hence Department officials have little
control over many aspects of resource distribution. There are, none the less,
some distributional questions requiring attention.

There is no indication that Ireland has too few doctors, though there may be
problems with distribution. Table 4.5 in Chapter 4 shows that in 1975 (the most
recent year for which full information was available), general practitioners per
10,000 population ranged from 4.3 (in the Mid-Western area) to 6.0 (in the
Midland area). The Midland figure is 25 per cent higher than the national
average. Only the Mid-Western (at 90 per cent) and North-Western (at 94) had
less than 95 per cent of the national average ratio.

Consideration of the medical care needs of the aged increases the significance
of regional disparities somewhat. In 1980, those aged 65 and over have, on
average, 78 per cent more GP utilisation than the rest of the population and 62
per cent more than the overall average. If we re-calculate the GP-population
ratios for 1975, treating each aged person as 1.62 persons, the adjusted ratios are:
Ireland as a whole, 4.5 GPs per 10,000 population; Eastern Health Board area,
4.7, or 104 per cent of the national average; Midland, 5.6, 124 per cent; Mid-
West and North-West, 4.0, 89 per cent; North-East, 4.3, 96 per cent; Southern,
4.2, 93 per cent; and Western, 4.4, 98 per cent. Only the Midland, Mid-West
and North-West ratios seem to require attention. Significant variation in GP-
population ratios can deprive some of timely needed care; and, as we have seen,
it helps account for unacceptably long time in GP waiting rooms in some under-
served areas, and for compensatory physician-induced demand in areas with
relatively high physician densities.

We have no data on the distribution of specialists as such, but the distribution
of consultants for 1981 is available. There is considerably more variation in this
ratio than for GPs. In the Eastern Health Board area, which had almost exactly
half of the country’s consultants (496 of 993), the ratio was 4.2 per 10,000
population. In the Southern area, the ratio was 3.1 per 10,000. In the rest of the
country, the average was 1.9, and the range was from 1.5 (North-Eastern) to 3.0
(Western). While this pattern is explained, in part, by the concentration of more
specialised hospital facilities in Dublin, and secondarily in Cork and Galway,
the disparities appear excessive and some regions seem distinctly underserved.

In this connection, the comments by the IMA Working Party, quoted above,
should be recalled. The IMA group claimed that out-patient clinic waiting
times were frequently excessive. While we lack data on this point, waiting times
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are presumably greatest in those areas with low ratios of specialist consultants,
and presumably junior doctors working under them, to population.

Table 4.13 in Chapter 4 indicates wide disparities in the regional distribution
of social workers and physiotherapists. The Eastern Health Board area had 311
of Ireland’s 601 social workers in 1979, or 0.35 per 1,000 population, as against
0.09 per 1,000 for the rest of the country, taken as a whole. The Eastern region
also employed 194 of 363 physiotherapists, or 0.17 per 1,000, as compared with
0.08 per 1,000 for the rest of the country.

Regarding dentists, there are problems both with overall numbers, especially
ot" Health Board dentists, and with regional distribution, which favours the
Eastern and Southern Health Board areas. The following are the numbers of
persons stowed by each dentist: Eastern area, 2,700 persons; Southern area,
2,800 persons; and the rest of the country, 4,900 persons. It also shows eligible
persons per Health Board dentist to be 4,200 in the Eastern area, 4,000 in the
Southern area and 6,700 in the rest of the country. These are extremely large
differences. There is a relationship between the low overall numbers and the
geographic mal-distribution. While dentists have far less opportunity than
doctors to generate demand for their own services to compensate for high ratios
of population, excess demand for dental care gives dentists considerable latti-
tude in locating their practices. This does not adequately explain, however, the
mal-distribution of salaried Health Board dentists. According to Table 4.2 in
Chapter 4, Ireland and Britain had the lowest ratios of dentists to population in
1976 in the European Community. At 0.27 per thousand, the Irish ratio compar-
ed badly with the (unweighted) average of the other member states, at 0.48. To
have raised Ireland’s 1975 ratio of dentist to population to the level of that of the
next highest country, Belgium (at 0.31 per 1,000), would have required 127
more dentists in Ireland in that year. The greatest need, however, is for Health
Board dentists in the areas outside the Eastern and the Southern.

At in excess of 5.5 acute hospital beds per 1,000 population, Ireland has more
than enough hospital beds. Only two regions had fewer than four per thousand,
a ratio used elsewhere as a target maximum: the North-Eastern, at 3.85; and the
North-Western at 3.51. Most of the North-Eastern region’s population live
within range of the many large County Dublin hospitals in the Eastern region
(though at 10 per cent, a larger proportion of people in the North-Eastern region
than anywhere else had to wait a month or longer to be admitted to hospital).
The North-West, with its low population density, large proportion of aged
population, and low ratio of beds to population, is the area most clearly under-
served by general hospital facilities.

In 1968, the Fitzgerald Report recommended a policy that general hospitals
have at least 300 beds, and argued that those with fewer than 200 beds are incap-
able of adequately meeting public needs. In 1979, eleven years later, only 13 of
Ireland’s 158 hospitals, accounting for 25 per cent of total acute beds, met the
300-bed standard, and 133 hospitals, accounting for approximately half of the
country’s acute beds, did not meet the 200-bed standard and the North-Western
and South-Western and South-Eastern had none which meet the 300-bed one.
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Finally, we can note that in some areas, inadequate long-stay geriatric
facilities mean that these patients use acute hospital beds, at high cost.

3. Eligibility
Elsewhere in this chapter, structural changes in eligibility patterns are sug-

gested, including the extension of free general practitioner services to all. In this
section we do not deal with such structural changes, but rather focus on
anomalies in eligibility standards. We suggest three changes in the current
arrangements.

First, we suggest that all eligibility standards, for Medical Cards and for
Category II, be indexed to a national earnings index, and adjusted periodically,
perhaps quarterly.76 This would achieve two objectives. It would reduce the
extent of gradual erosion of benefits in the period between adjustments. At
present, these adjustments are large and discontinuous. It would also separate
the correction of eligibility standards to adjust for inflation from real changes in
those standards, reducing the confusion now existing between the two and
taking the former out of the political process.

Second, we suggest that Category I entitlement be made a legal right for those
meeting eligibility standards, while providing that Health Board Chief
Executive Officers (CEOs) could continue to issue Medical Cards at their discre-
tion to those not meeting those standards. At present, Category I eligibility is not
a legal right, according to income, but is at the discretion of Health Board CEOs,
while that for Category II is a legal right. In spite of agreement among CEOs on
generally applicable guidelines for eligibility, it is possible for different standards
to apply in the various Health Board areas. In a small country, there is no reason
for horizontal inequities to exist in the form of regionally different standards for
Medical Cards. This is all the more important as Medical Cards are increasingly
used to qualify for non-medical benefits, e.g., free school bus services.

The third suggested change concerns Category II eligibility, which is deter-
mined quite differently from Category I. In effect, the unit considered for
Category I is the family; that for Category II is the earner. This creates several
anomalies and can account for different treatment of families with the same
incomes. The appropriate revision is to make the family the basic unit in deter-
mining Category II eligibility. Eligibility should depend on family income,
including earnings of both spouses and any other family members, and including
unearned (i.e., property) income as well as labour income and an adjustment
should than be made for family size.

4. Exploding and Irrational Expenditures
Even one who does not read their language will understand and appreciate

the word people in the Federal Republic of Germany have used to describe their
medical care crisis: "Kostenexplosion". The rapid expansion of both utilisation

76Thanks to G. Hughes, who pointed out to me the superiority of an earnings index for this purpose
over the Consumer Price Index, which I had previously proposed.
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and price in recent years has not been limited to Ireland, but has affected, at
least, all of Western Europe and North America. The details of the cost explosion
in Ireland were laid out in Chapter 5.

There is a sense, however, in which the problem is more accurately described
as one of economic inefficiency or irrationality, rather than of inflation or costs
per se. Had the rise in costs been accompanied by widely perceived improve-
ments in the range, reach, extent and quality of medical care, comparable for
example to those which occurred when most infectious diseases were conquered
in developed countries, there would be substantially less concern. But the cost
increases have occurred with no corresponding gains. Barrett (1979) suggests the
possibility of decreasing or even negative returns to further expenditures on the
Irish health sel~ices. Moreover, the most rapid increases in outlays appear not to
have occurred in the medical care areas most in need of expansion -- preventat-
ive care, primary care, community care -- but in the sectors which seem already
to absorb too many resources -- especially hospitals.

In other words, drawing on our analysis in Chapter 2, it is fair to say that the
marginal contribution of medical care expenditures to human welfare in Ireland
may now be less than the marginal contribution of other expenditures; and it is
almost certain that the marginal contribution of medical care expenditures in
h’eland is non-uniform across the system. Our analysis shows that there is no
mechanism in Ireland which assures an efficient outcome and that existing
mechanisms are often perverse to that goal.

Changes are required. The main objectives of these should be to bring
increased efficiency and rationality. This means (1) reducing or eliminating
uneconomic utilisation; and (2) shifting to lower cost forms of utilisation. Note
that the former goal is expressed in terms of uneconomic, and not unnecessary,
utilisation. As was noted in Chapter 6, the notion that there is a dichotomy
between "necessary" and "unnecessary" utilisation is based on a simplistic and
excessively mechanical interpretation, both of medicine and of economics.
Much excessive utilisation of medical care may be of some medical value, or be
undertaken with some positive probability of medical value; but that does not
make it worth its cost. The same resources, devoted to medical care elsewhere in
the system, might yield significantly more medical value; and it is possible that
the same resources shifted outside of medical care, to nutrition, education, high-
way safety, etc., might yield significantly more social return.The second goal
entails, among other things, a shift from costly in-patient hospital care to out-
patient care (i.e., a reduction in admitting rates); a shift, within out-patient care,
from hospital-based and specialist care to community-based, primary care,
especially by general practitioners; and a shift, within primary care, from
physician to non-physician care, wherever such shifts are appropriate.
Ultimately, this entails a reduction in the number of acute hospital beds.

The heart of the problem lies in the incentive structure facing consumers (the
demand side) and providers (the supply side). The nature of these incentives was
spelt out in detail in Chapter 3, and summarised in Chapter 5 (in the sub-section,
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"The incentive structure"); the reader is referred to those places for a fuller
discussion of the problem. What appears here is, hence, a summary of a
summary, in effect.

The main incentive problem is that those who make resource-using decisions
concerning medical care -- patients and providers -- frequently do not individ-
ually bear the economic costs of those decisions. Hence they are not led systemat-
ically to compare the probable benefits of medical care services with their social
costs. This incentives problem has a demand side and a supply side.

The demand side refers to the influence of price and other terms on patient
demand for medical care. As we saw in Chapter 2, there is a nearly universal
tendency for people around the world to deal with the unpredictability of their
medical care needs by arranging for some kind of health insurance, either public
or private, and either compulsory or voluntary. In this context, the provision of
free or subsidised medical care by government or through government financing
should simply be considered as compulsory, public insurance. By bringing down
the point-of-purchase price of medical care services, in many cases to nothing,
insurance increases the demand for those services. This problem is referred to as
that of"moral hazard," which is defined as the general tendency of insurance to
increase the likelihood of a contingency insured against, in this case medical care
utilisation.

It is to be emphasised that the tendency to over-use medical care services
because of reduced (or nil) point-of-purchase prices is not the result of govern-
ment provision per se. It is a universal phenomenon that arises in wholly private,
market-based medical care systems as well as in wholly public, national health
services. It is a characteristic of medical care, not of socialism.

The solution most commonly offered to moral hazard is some form of cost-
sharing, under which the patient pays at the point of use some part of the cost of
providing the care, service, or product. Cost-sharing is often attractive to policy
makers because it can achieve other objectives than combatting moral hazard. It
can help hard-pressed health services in raising revenue, a far from unimportant
property, in this age of fiscal crisis. It can also, it is asserted, help make patients
and physicians more cost-conscious, by reminding them that medical care
resources are not free. In addition, it can help in asserting social priorities among
types of medical care services, an advantage to be discussed below.

There are a number of types of cost-sharing, most of them variants or
combinations of the following: (1) Deductible. The patient pays all costs, up to a
ceiling, figured on either a time or case basis. Beyond that ceiling, the third-
party payor (public or private insurance) pays the cost. The VHI applies this
approach to cost-sharing for out-patient care; the Health Services apply it to
pharmaceutical prescriptions for persons in Categories II and III. (2) Flat rate
charge for each unit of service. A nominal charge -- say, 50p for each visit to the GP
-- is imposed, irrespective of number of services or their cost. A flat rate charge is
a variant of the deductible. The former is applied to each unit of service, while
the latter is applied, as noted, on a time or case basis. (3) A maximum limit on
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benefits. This form of co-payment is usually found only in private insurance; its
purpose is to limit the liability of the insurer. (4) Percentage charges. The patient is
required to pay some set percentage, e.g., 15 per cent.

These four types can exist in combination. For example, there may be a
deductible, beyond which the patient pays a percentage, up to a maximum
money amount which the pateint has to pay.

The various forms of cost sharing serve different purposes. Deductibles in
private insurance limit administrative costs by avoiding large numbers of small
claims. In public provision, they serve the equity objective of aiding only persons
with large expenses. From an incentive standpoint, they discourage use except
when it is clearly important. Their contribution to reducing moral hazard is
questionable, however. After the deductible is reached, they make no contribu-
tion to this objective. Before it is reached, sums concerned are usually small and
incentive effects are small as well. Flat rate charges and percentage charges
apply on every unit and can continue to influence utilisation at all levels of use.
Flat rate charges are administratively simpler and are appropriate where cost
variation is small. The maximum limit on benefits serves only the business needs
of the insurer, and unless supplemented by some kind of public or private catas-
trophic coverage, can leave people vulnerable to economic ruin arising from
large medical care costs.

In spite of the attractions of cost-sharing, there is a large body of opinion
which is either sceptical of the alleged gains or is opposed to general application
of the technique. This point of view, which the author shares, is based primarily
on two considerations. First, physicians make most utilisation decisions,and cost
sharing merely punishes the patient for the physician’s lack of cost consciousness.
While physicians who act as "agents" of their patients (see Chapter 2) may take
into account patient cost in making such utilisation decisions, imposing costs on
patients can be an indirect, inefficient, unsatisfactory and unfair way of
attempting to change physician behaviour. Second, the single area where cost-
sharing might have an influence on utilisation is in the patient-initiated, first
physician contact, for a suspected illness, or for preventative care. Within that
area, the greatest impact would be on initial contacts by lower income persons.
"Nothing should be done which would discourage people from early access to
professional services... Attempts to exempt the poor from cost-sharing are never
wholly successful and insofar as they are successful they further stigmatize the
poor" (World Health Organisation, 1979). There may be important places for
cost-sharing within a medical care system, as will be noted presently; but as a
general technique for limiting utilisation it is liable to have the undesirable effect
of limiting mainly or only the types of care which we least want to limit, viz., self-
initiated primary care.

In addition to the general problem of moral hazard, we find on the demand
side another important genus of problem, where a system imposes fees or charges
in a manner that does not correspond with social priorities or costs. In many
instances, the structure of prices in the Irish system is such as to encourage
utilisation of the higher-cost resources rather than the lower-cost ones. There are
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instances in which the Irish incentive system encourages in-patient hospital care
over out-patient care, specialist care over GP care and physician care over non-
physician care. Subsidies to private care and, indirectly, to VHI, have encour-
aged overexpansion of both, which makes national medical care costs higher
than they should be. These demand-side anomalies are discussed at length in
Chapter 5. One useful contribution of cost sharing can be to shift utilisation from
high-cost and/or low-priority uses to their opposites. For example, if it is desir-
able to encourage the expansion of primary care relative to secondary, that
objective might be achieved by reducing the price of GP services, perhaps to nil,
for the portion of the population who currently must pay, while imposing
charges, perhaps nominal, flat-rate fees, on out-patient specialist care, or in-
patient hospital care, for the same population.

The supply side refers to the influence of remuneration techniques and other
incentives on resource-using medical care utilisation decisions made by pro-
viders. It is generally conceded in health economics that supply side incentives
are more crucial than demand side incentives in influencing utilisation. Two
arenas dominate the discussion: physician remuneration; and hospital budget-
ing or reimbursement.

Physician remuneration has been discussed frequently in this volume. The
general argument, supported both by theory and by considerable statistical
evidence, is that the fee-for-service method of physician remuneration in general
use in Ireland not only fails to make physicians cost-conscious but on the
contrary provides them with incentives for utilisation beyond levels which are
efficient and economical. Modification of the fee-for-service system is at the
heart of any serious effort to control costs and bring economic rationality to the
Irish medical care system.

The main alternative to fee-for-service is capitation, under which physicians
are paid according to the number of patients they have, rather than the number
of times they see them, or the number of services they provide. There is consider-
able evidence (see Chapters 2 and 5) on a world-wide basis that capitation
reduces utilisation and further that it reduces pharmaceutical prescribing rates
as well.

In the Irish context, one difficulty (in addition to possible physician opposi-
tion) confronts any attempt to apply capitation to general practitioner care.
Capitation is not applicable to physician services purchased for a fee at the point
of use. Hence as the Irish medical care services are organised at present, it could
apply only to Category I care, and not to Categories II and III care. In the
Netherlands, GPs are remunerated on a capitation basis for public patients and
on a fee-for-service basis for private patients; thus there is precedent for such an
arrangement. Some observers have expressed fears that if physicians were to be
paid on a capitation basis for Category I patients and on a fee basis for Categories
II and III patients, that would create (or perpetuate) two classes of care. GPs, it is
alleged, would spend less time with lower income, Category I patients, because
consultations with them would bring in no cash income.

It should be noted that similar allegations are made concerning the present
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system, under which the GMS (Payments) Board pays GPs for services to
Category I patients, at fee levels considerably below those prevailing for private
patients. Capitation might, however, aggravate this effect, particularly where
physicians have target incomes. To combat this effect, it would be necessary that
patients on whose behalf capitation payments might be made be able to change
GPs easily, thus bringing market forces into play. Patients who felt they were not
adequately cared for could then deny their doctors their own and family
members’ annual capitation fees, which might be a serious penalty.

The only certain way to insure one class of GP care is to pay GPs in the same
way for all patients. There are strong arguments for the application of capitation
remuneration to the whole population and not merely to persons covered by
Medical Cards. Not only would such a technique avoid the tendency of capita-
tion remuneration to create two classes of care, but it would extend the desirable
incentive effect of the reform to the whole population. There are two ways in
which capitation remuneration could be extended to patients in Categories II
and III. One would be to extend free GP care to the entire population. There are
other arguments for this change, to be discussed later. But it is not necessary to
provide free GP care in order to adopt capitation remuneration. The second
technique would be for patients (or the VHI, on their behalf) to pay GPs on a
capitation basis. Not only would such a reform alter provider incentives in a
decidedly favourable direction, but it would shift demand incentives in favour of
primary care, an objective which is desirable in its own right.

There are remuneration techniques intermediate between fee-for-service as
currently practised and capitation as described. One is to pay physicians on a case
basis. The other is to pay them on the basis of prospectively negotiated ceilings on total
physician remuneration.

Under the case basis, physicians would be paid per case, rather than per unit
of service. If desired, fees could vary, according to case diagnosis. Under this
technique, a doctor would receive the same amount for each case, or each case
with a particular diagnosis, regardless of the number of consultations, and
regardless of the mix of services provided at those visits. Cases requiring more-
than-average and less-than-average care and attention would average out. In
effect, physicians would be paid for their output -- treatment of a given problem
-- rather than their input -- resources used; hence their remuneration would
more closely resemble that of other producers in the marketplace.

Under prospectively negotiated ceilings, representatives of physicians would
negotiate with third-party payors (the Department of Health, or the GMS, and
the VHI) prior to each year a ceiling on overall payments in that year for general
practitioners~ and possibly other classes of physicians’ services. As this technique
is now applied in Germany, the current year’s expenditures are used, together
with a growth factor (8 per cent in Germany). If physicians provide more ser-
vices than can be paid for within the ceiling, in a three-month period, each
doctor’s reimbursement is cut back uniformly, pro rata (Stone, 1980). The
advantage of this technique is that the costs of physician services are limited and
can be precisely budgeted. It seems to have worked reasonably well in Germany.
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The disadvantage is that it provides no incentive to limit utilisation (as opposed
to outlay), and indeed may encourage enhanced utilisation (if doctors seek to
offset prospective cuts in fee levels) and hence increase forms ofutilisation correl-
ated with physician utilisation.

Another alternative is the reorganisation of medical care delivery into pre-
paid group plans (PPGPs) such as health maintenance organisations (HMOs),
under which patients purchase all medical care, and not merely physician ser-
vices, on a capitation basis. Pre-paid group plans and HMOs will be discussed
later.

Methods by which hospitals are budgeted or reimbursed are as important as,
or more important than, the ways in which physicians are remunerated.
Hospitals are the main resource users in the Irish medical care system; and while
physicians determine the extent of patient use of hospitals, they have less control
over the per day or per case cost of that care.

Simplifying considerably, there are four ways in which hospitals’ incomes can
be determined: (1) Retrospective reimbursement of costs. Hospitals are paid, either by
patients or by third party payors, according to activity and costs. For example,
the state can pay hospitals on a patient-day basis, adjusted perhaps for severity of
case mix. This is the rough equivalent of paying physicians on a fee-for-service
basis. It assures hospitals that whatever costs they incur will be reimbursed, and
thus provides them with no motive to economise. It encourages resource-
utilising, rather than resource-saving, decisions. (2) Prospective budgeting on an
individual hospital basis. Hospitals receive annual budgets from the state or other
third party payors. They have an opportunity to explain and defend their
budgets, and to use whatever political strength and/or negotiating skill they
possess. While prospective budgeting is generally thought to be superior, on
economic grounds, to retrospective reimbursement, when it takes the form of
review on an individual hospital basis, it may provide virtually the same result:
whatever costs are incurred are reimbursed and incentives to economise are
lacking.

The other two techniques provide for no negotiation between payor and
hospital, and are hence impersonal, arms’-length techniques. (3) Prospective
budgeting on a per capita basis. Hospitals receive budgets according to the size of the
populations to be served, as adjusted, perhaps, for age composition, other
structural properties bearing on potential hospital use, and possibly differences
in each area’s morbidity patterns from the national average. In short, hospitals
are paid according to formulae. Variants of such a system are used in centralised
systems and national health services. They encourage efficient resource utilisa-
tion by hospitals by imposing on them, in effect, the Full costs of all resource use.
Any unneeded expenditure adds to hospital costs without adding to revenues;
any economy reduces costs without reducing revenues. Because this method can
provide very different income amounts from those provided under either of the
first two methods, a transition from these to formulae-based budgeting needs to
be gradual. (4) Diagnosis-relatedgroups. The final method reimburses hospitals on
the basis of activity, but on a case basis, rather than a costs-incurred, or patient-
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day, basis. In the US, where this method is used to reimburse hospitals for
care of the aged under a social security system, hospitals are paid an amount
equal to the average per case cost of all hospitals, adjusted for case diagnosis
(under 437 separate diagnosis-related groups, or DRGs).77 Like the formula
system, this one separates hospitals’ resource-using decisions from factors
influencing their incomes, and hence rewards them for economies and penalizes
them tbr inefficiency.

As noted in Chapter 5, the Department of Health makes its budget decisions
affecting hospitals on an adhoc basis in ways which are, to the analyst, obscure.78

It is difficult to evaluate the present technique precisely because its incentive and
allocational implications are not obvious without further research. Other
scholars are strongly urged to take up this subject, which seems to the present
writer to be the most important single item on the Irish health economics
research agenda. The present system appears to resemble the second model,
above; arms’-length methods, such as the third and fourth above, would be
likely to provide far stronger incentives for efficient utilisation. Any change to
such methods would have to be very gradual, and would probably have to be
linked to further decentralisation of administrative decision making.

In addition to altering the incentive structure on the demand and supply
sides, authorities can seek to control medical care costs by two additional tech-
niques, both discussed in greater detail elsewhere in this study.

The first is the imposition of firm cash limits on annual expenditures. Gash
limits are easiest to impose where the system is centralised, as under a national
health service. They are hardest to impose where the system is decentralised,
market and insurance-based. In Ireland, cash limits could be applied even
within currently government-financed aspects of medical care only if the current
method of GP remuneration were modified, by adoption of capitation, or by
moving to a system of prospectively negotiated ceilings.

The second is by adoption of medical audit and peer review. Medical audit
is normally conducted by a third party payor (the State or the VHI), and
involves review, by physicians, of services provided or ordered by physicians, to
determine whether they are medically necessary, efficacious and cost-effective. 79

77"Outliers," cases which deviate significantly from the norms, are reimbursed at cost. Separate
norms have been established for urban and rural hospitals. Several years are allowed for
transition.
7alt is appropriate to reiterate what was said in footnote 63 to Chapter 5, namely that the pro-
cedure is not obscure because of any disposition of the Department of Health to make it so, or to
withhold li’om the public or researchers vital information concerning the procedures or the out-
comes. Instead, the procedures are ad hoc and are inherently difficult to model without specific
research into the statistical determinants of budgetary allocations.
VJCost-cffectiveness analysis compares the costs of alternative ways of achieving similar results, or
compares results tbr identical cost. As noted in Chapter 2, true cost-benefit studies are not ordinar-
ily possible in the area of health and medical care, because there is no acceptable measure of
"bcnelit" comparable with cost. Where an h’ish Medical Association Working Party is quoted,
below, as advocating the use of cost-benefit analysis, it is assumed that they really mean cost-
elt~ctiveness analysis.
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Peer review is normally based in hospitals (where it is often called bed utilisation
review, though more than bed use is at issue) and in medical societies. It, too,
involves evaluation of services provided or ordered by physicians. In some
countries, it involves the writing of guidelines or standards, to state currently
preferred methods of treatment, lengths of hospital stay, and the like. Exper-
ience in other countries suggests that these review procedures do not save much
money, but that they can be useful in bringing uniformity in standards and
policing for less competent or careful practitioners.

B. Models for Reform

In this section we review and assess four alternative models which have been
or might be offered for the Irish medical care system: the insurance model; the
incremental growth model; the competitive prepaid group plan model; and the
national health service model. After each is discussed, we will conclude this sec-
tion with an overall assessment.

1. The Insurance Model. A number of years ago, an Irish Medical Association
Working Party, consisting of four prominent specialist consultants, developed a
discussion document on the feasibility of a "compulsory specialist and hospital
insurance scheme" as an alternative to the present system (Mulcahy, et al.,
1975). While the proposed scheme does not seem to have been strongly advanced
in recent years, it does provide a worked-out example of an insurance-centred
scheme, similar to some found in Western Europe, designed by Irish physicians
for the Irish situation.

What is set out is evidently not a complete system, and is called "compulsory
institutional and specialist insurance system." It is silent on such subjects as
general practitioner care and pharmaceutical medicines. It is fair to assume that
its authors tacitly accepted continuation of the current scheme for these: fee-for-
service remuneration of GPs; free GP care and medicines for the Medical Card
population, financed through the General Medical Services (Payments) Board;
and payment of somewhat higher GP fees from their own resources by other
patients.

The operative part of the written proposal is brief and can be quoted in full:

1. A standard premium is to be paid by each person or family, along the lines of
the present VHI arrangement. For the indigent the premium would be paid
by the state. For the middle income group the premium might be paid partly
by the individual and partly by the state, and for the high income group by
the person or family themselves. Premium payments might be subject to relief
of income tax as exists at present with VHI premiums.

2. Patients requiring special accommodtion could pay an extra premium.
3. A schedule of fees would be established and would be fixed in relation to all

patients, whether receiving standard or private treatment. This schedule of
fees would require to be reviewed annually.

4. Out-patients’ services as we know them now would be abolished and patients
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would see consultants in their hospital or private offices. A clear schedule of
fees for out-patient consultations would exist for such visits.

5. The income ft’om insurance premiums would require to cover maintenance
costs of hospitals and payment of all staff. The capital cost of building and the
equipping of hospitals would require to be funded by the state. Services for the
chronic ill, for geriatric and some psychiatric patients, and for other special
cases would also require to be supported by central funds.

6. The system would involve a change from the present Voluntary Health Insur-
ance/client relationship to a Health Insurance/Hospital/Doctor relation-
ship.

7. The system would incorporate medical audit, cost benefit analysis and peer
review to ensure optimum use of hospital facilities, the most useful and
efticient employment of limited resources, and the avoidance of abuse of the
schedule-of-fee system. A compulsory insurance system would facilitate
medical audit and cost-benefit analysis, and would also facilitate the super-
vision of standards of medical treatments.

8. Waiting lists would probably not exist under such a system.

The authors state that the scheme resembles those in place in Belgium and in
Canada.

There are some attractive features of this insurance model. One is that distinc-
tions among patients would disappear. For example, all patients would evident-
ly become private patients, in effect, of consultant specialists. At present, as
noted in Chapter 4, and discussed earlier in this chapter, public and private
patients receive somewhat different care, to the disadvantage of the former.

Another attractive feature of the proposed model is part 7, above, which calls
for medical audit, cost-benefit analysis, and peer review,a° At present the last of
these is rare and limited in its application in Ireland, and the first two are wholly
absent. Their purpose in the present proposal is to assure that costly, time-
consuming, and sometimes possibly hazardous medical and surgical procedures
are medically necessary and useful, are efficacous and are the most cost-effective
treatments available. As noted in Chapter 4, the VHI state that medical audit is
useful mainly to deal with fraud, which they believe to be rare in Ireland. 81 How-
ever, that is a limited view of medical audit, and this part of the Working Party
scheme should not be dismissed without careful investigation. What seems
appropriate is a research project, examining the range of treatments in Ireland
for the same diagnosis, including lengths of hospital stays, to determine whether
indeed no need, apart fi~om fraud, exists for this kind of review.

S°As noted in footnote 79, above, it is assumed that the authors have in mind cost-effectiveness
rather than cost-beneflt analysis.
alThe VHI may be correct that fi’audulent claims are rare in Ireland. However, Mr.Tom Ryan,
chief executive of the Voluntary Health Insurance Board, recently criticised and questioned the
legality of what he described as a widespread practice of hospitals charging VHI subscribers semi-
private room rates when they are actually accommodated in public wards (Irish Times, October
18, 1984).
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In spite of these two attractive features, the insurance model is in general an
unconstructive suggestion. It does nothing, really, to deal with the sources of
either cost inflation or irrational allocation in Irish medical care. The present
incentive structure is retained: physicians are remunerated on a fee-for-service
basis, and indeed this is extended into areas where it does not now exist. On the
basis of experience elsewhere, reviewed in Chapters 2 and 6, one might predict
an increase in utilisation, especially of surgery and other in-patient procedures,
as a consequence of a shift to the insurance model. Similarly, there is no change
in patient incentives. Moral hazard, which is a problem in market-type medical
care systems where care is free or nominally priced at the point of purchase,
would persist.

Later in this section, a modified version of Working Party’s insurance
proposal will be suggested, which will deal with some of these incentive objec-
tions.

2. The Incremental Growth Model. A second model would aim the Irish Medical
care system toward the goal of a system with all services free at the point of use, as
an ultimate goal; and would move toward that goal incrementally, by providing
free, one by one, services heretofore charged for. This was previously the policy
of the Irish Congress of Trade Unions and was set forth and defended in Cassells
(1980). Revised Congress policy will be noted presently. The incremental
growth model seems also to be a description of the actual development of the
Irish system in recent years, as further extrapolated into the future. Thus, even
though it is no longer advocated by Congress, it is worth a review in this section.

Under the incremental growth model, Congress established as its "first
priority" a "free hospital service for the entire population," which, it stated,
"could be achieved by the abolition of the income limit for limited [Category II]
eligibility..." (Ibid.)

For a number of years, the Irish Congress of Trade Unions has been on record
as advocating a national comprehensive health service which is fl’ee for all at the
point of use, a position which underpins both its old and its new policies. Cong-
ress’s approach was to press for incremental changes which, bit by bit, would
move the health services toward that long-run goal. Within the structure of
incremental change, Congress chose to concentrate on the income limit for
Category II. From the mid-1970s, the approach was to seek increases in the
upper-income limit for eligibility. In 1980, Congress adopted the position that
there should be no upper-income limit, i.e., that Category III should be
abolished and Category II eligibility should be extended to all (other than those
covered under the more liberal Category I). As seen in Chapter 4, the major
difference between the present Categories II and III concerns consultant special-
ist services, which are available free to those covered under the former but not to
those under the latter. Hence the main effect of the ICTU proposal would be
extend free consultant services to the approximately 15 per cent of the popula-
tion not entitled to these at the present.

This proposal also has some attractive features. It moves the health services in
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the direction of comprehensive care, free to all. At present, all persons, whatever
their incomes, have a right to free hospital care; and those in Categories I and II
have free consultant services while in hospital. Thus the proposal would close the
last gap in coverage of expensive hospital care for all in Ireland. It would make it
unnecessary for anyone in the country to buy Voluntary Health Insurance
cover, though of course those wishing private as opposed to public care would
still do so. Since the large majority of people in Category III might be expected
to continue to prefer private care, and not to avail of the new service, the
proposal need not be expensive to administer.

None the less, the disadvantages of this approach outweight its advantages.
Like the IMA Working Party proposal, it envisions no fundamental change in
the incentive structure of the Irish medical care system. It does involve three
changes, none of them fundamental, in these incentives. First a reduction in the
private use of specialist services involves a marginal shift from fee-for-service to
salary remunertion. Second, it increases slightly the moral hazard inherent in
the system, to the extent that services once charged for, to uninsured persons in
Category III, are now provided free. Uninsured persons in Category III are few,
however. These two incentive changes are in opposite directions, and as each is
small, the net change is still smaller, and of uncertain direction.

The third incentive change inherent in the incremental growth model is a
change in the relative costs of primary care from GPs and hospital care, both in-
and out-patient. This is a rather more serious consequence than the two just
cited. Persons in Category III would join those in Category II in finding it
cheaper to use hospital services than GP care, thus encouraging a further shift
away fi’om community care and toward hospital care.

There are other objections to the proposal. An important one is distributional.
The essence of the proposal is to shift services already provided from the private
fee category to the public, free category. Thus public funds for medical care
would be used in a way that results in no net increase in resources for medical
care. To the extent that persons in Category III avail of these services, the money
they save on medical care is released for other purposes -- holidays, auto-
mobiles, recreation and other private goods. When it is recalled that those in
Category III are the (approximately) top 15 per cent of the income distribution,
it will be seen that the proposal involves an effective upward redistribution of
disposable income.

If Ireland is ever to move from a multi-tiered system in which some benefits
are means-tested, to a system in which basic care is free to all, then just exactly
this type of upward redistribution of income will be necessary at some point in
time. Its regressive redistributional consequences can be neutralised, however,
by financing such expension out of savings arising out of cutting back on the
many and substantial subsidies to private care. We will return to this subject
later in the chapter.

A final criticism is of the contention cited above, that a free hospital service for
the entire population is a "first priority". It is argued that there are higher
priorities. These wilt also be discussed later in the chapter.
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Congress now advocates (Irish Congress of Trade Unions, 1984) a
comprehensive national health service. They do not spell out the features of such
a sercice, but call for a government White Paper on the subject. The national
health service model is discussed later in this section. Congress states that, "in the
phasing in of a national health service, free primary care should have priority,"
and they call for capitation remuneration of primary care doctors.

3. The Competitive Pre-Paid Group Plan Model. Pre-paid group plans (PPGPs)
operate in the private sector. They are organisations established for the purpose
of providing comprehensive medical care to their clients. Pre-paid group plans
either employ doctors or they are associations of doctors. Depending on their size
and method of organisation, they may also employ other health professionals
and ancillary personnel. They usually own and operate x-ray and pathology
facilities. Some even own their own hospitals, or are owned by hospitals, which
amounts to the same thing. For a set annual pre-paid fee, comparable to an
insurance premium, PPGPs undertake to provide for all of a patient’s medical
care needs. Services they do not themselves provide are purchased by them for
their patients.

The best known and most common type of PPGP in the United States, where
this form of arrangement was first begun and where it enrols about 10 per cent of
the population, is the Health Maintenance Organisation, or HMO. Health
Maintenance Organisations are private businesses, owned by doctors, engaged
in the corporate practice of medicine. Other PPGPs are owned dift~rently, but
most other features are similar.

Two characteristics of HMOs and other PPGPs stand out: they have an
incentive to keep their clients healthy. And they have an incentive to use
resources efficiently.

Pre-paid group plans emphasise preventative care and periodic, routine
examinations. It is in their economic interest to avoid delay in diagnosing illness,
as delay may require more and more expensive treatment.

When PPGP patients are seen by a primary care physician, that physician
may prescribe medicines, or refer the patient toa specialist, or order x-rays or
tests, or send the patient to hospital, just as in any ordinary pattern oforganisa-
tion. But when the doctor does so, the cost is borne by the PPGP. Indeed, as
many HMOs are organised, the cost is covered from a budgeted fund for that
physician. Thus the PPGP and, usually, the physician herself or himself, bear a
cost when resource-using decisions are made.

It will be noted that this sub-section is entitled, "The competitive pre-paid group
plan model." Many attractive features of this technique depend essentially on
the patient having alternatives to the PPGP, possibly including conventional
(insurance-cum-fee-for-service) care, other PPGPs and other arrangements.
Since the patient pays an annual fee and leaves all care in the hands of PPGP
physicians, a profit seeking monopoly PPGP might mis-use that trust. It might
not provide all needed care, saving money at the expense of the patient’s health.
Or it might leave the patient to sit long hours in waiting rooms of primary care
physicians and specialist out-patient clinics. Or, if it had the unchecked
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economic power, it might squander resources and simply increase the level of the
annual charge.

In the United States, the experience with PPGPs, and in particular HMOs,
has been consistently very good, according to evaluation studies,a2 Cost savings
are in the range of 20-33 per cent and are concentrated in hospitalisation. The
health of HMO clients seems actually to be better than that of similar popula-
tions receiving more conventional care, as measured by work-days lost due to ill
health. Consumer satisfaction, according to surveys, is high. In the US, HMOs
operate in a very competitive, market type of environment.

It is worth noting that American HMOs realise their savings entirely from the
eft~cts of altered provider incentives. There are no deductibles or co-payments
whatever; one’s pre-payment premium covers everything. This should create
considerable moral hazard, especially by comparison with private insurance,
which in the US inevitably involves both deductibles and co-payment; but
moral hazard is obviously not an important factor. This is evidence for the
proposition that provider incentives are vastly more important than consumer
incentives in the quest for economy and rationality in the provision of medical
care.

Competing "Consumer Choice Health Plans", or CCHPs, a type of PPGP,
are the central reform proposed for the US by conservative Stanford University
economist Alain Enthoven, in his book, Health Plan (1979), cited in Chapter 5,
above. Enthoven has sufficient faith in the market that he proposes only that
enrolment in a CCHP be made available as an option to all consumers, as an
alternative to private insurance and fee-for-service care. He is confident that the
economic superiority of CCHPs would readily be established through competi-
tion. An Irish equivalent of this proposal would call for the creation of health
plans which, like HMOs, CCHPs and other PPGPs, would guarantee to provide
all needed care, in exchange for a predetermined advance capitation payment.
Persons in Category I could choose to enrol with such a health plan, as an alter-
native to care as now provided; the Health Board would pay the capitation fee in
full, and would have no other responsibility to the patient (other than, perhaps,
monitoring the quality of care provided by the plan). Persons in Categories II
and III would have partial payments made in their behalf by the state, and
would pay the balance themselves, as an alternative to purchasing VHI cover.

A more thorough going reform would substitute such plans for all existing
care, for all patients. Such a scheme would amount in effect to a modification of
the IMA Working Party proposal, above. It would achieve most of that plan’s
advantages, and specifically it would remove the differences which now exist
between care of public and private patients; and it would do so while avoiding

8~Luti (1978) reviews approximately 50 evaluation studies of PPGPs in the preceding two decades
and finds costs savings ranging from 10 to 40 per cent, attributable in the main to hospital utilisa-
tion 25 to 45 per cent lower for similar populations using conventional, fee-for-service care. See
also Enthoven (1979).
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most of that plan’s disadvantages, and specifically its uneconomic incentive
patterns. The result would be a voucher type of medical care system, one in
which (a) the annual cost could be determined in advance, as based on the pre-
paid fee levels; and (b) the incentive structure would be revised, to provide a
strong incentive in favour of resource savings.

Who would organise PPGPs? Groups of physicians, for private gain; hospitals;
voluntary organisations; employers; possibly the VHI; or even Health Boards
themselves. Plans could be organised by private, public, or non-profit voluntary
bodies. Presumably, the state would have to pass on capitation fee levels and
keep an eye on the quality of care. As the Irish system is so hospitals-oriented,
and as most of PPGPs’ savings are in the hospitals area, there would appear to be
considerable latitude for profitable PPGPs in Ireland.

Pre-paid group plans are attractive in particular to those who favour market-
type, or capitalistic, arrangments, the private practice of medicine, and decent-
ralisation. In the conventional practice of medicine, as found in Ireland today,
and in many other countries, the market yields distorted, ineffcient,
uneconomic results, as described in Chapter 2 and as shown throughout this
study. Pre-paid group plans can revive the market and restore to it the potential
for efficiency.

4. The National Health Service Model. There is much loose talk which equates a
"national health service" with the provision of all care free to the user at the time
of use. The meaning of national health service is rather more precise. As usually
employed in the relevant literature, it refers to a centralised, non-market system
in which resource-using decisions are made administratively at the macro level,
and made, as now, by physicians, through referral, prescribing, etc., decisions,
at the micro level. Primary care physicians are paid on a capitation basis.This
creates no provider incentive to over-use, such as physician-induced demand.
Indeed, it has been argued that it may have another type of uneconomic
consequence, namely that primary care physicians, who bear the (time) cost of
revisits, have a greater tendency to refer patients to specialists or others, just to
get rid of them, though our findings (in Chapter 6) cast doubt on that thesis.
Other physicians (for example, specialists and junior hospital doctors) may be
paid by capitation, or they may be salaried, a situation which already prevails in
Ireland, with respect to public patients. All services are provided on a free or
heavily-subsidised basis to patients and the market is not used at all to ration
care or resources.

In the NHS model, there is an opportunity to apply effective cash limits, as
was discussed above. Because in such a centralised system it is possible to deter-
mine total medical care spending in advance, and as well to determine its
regional and functional allocation, it is possible to limit spending, and its
growth, to any level. This is not possible under decentralised models, such as the
present Irish scheme, the insurance model, or the incremental growth model. (It
would be possible, however, in the PPGP model.)

To summarise then, the most salient characteristics of the NHS model are (a)
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fi’ee or heavily subsidised care to all members of the population;a3 (b) effective
cash limits; and (c) an incentive structure which does not encourage excessive
utilisation.

Britain of course uses a version of the NHS model and, indeed, is in effect the
originator of the model. And Britain stands out in international comparisons as
one of the very few countries whose medical care expenditures have not
exploded in recent years. It is one of the crowning ironies of this subject area that
the British "National Health", put in place by socialists committed to equity,
has become the most effective device, due to its centralisation, for controlling
cost expenditures on medical care.

Italy has also adopted a national health service in recent years, for the purpose
of rationalising and controlling expenditures. One important feature of the
changeover is shift from fee-for-service to capitation remuneration of primary
care GPs. The changeover provides an example of a natural experiment,
because we have an opportuntiy to observe utilisation differences arising out of
different systems, where the popultion served and the physician population are
essentially unchanged. In areas where the change from fee-for-service to capita-
tion has taken place, consulting rates have fallen (Abel-Smith and Maynard,
1978).

C. First Steps to Reform: A Personal View

As noted in Chapter 1, the author hopes someday for cost-conscious, health-
conscious, consumer-centred Irish health care system in which needed care of
equal quality is provided to all, without the imposition of fees or charges on the
occasion of use.

This is a long-run target. The need now is for efficiency and economy. It is to
be emphasised strongly that these two objectives are not in conflict.

Two quite different models can realise the long-run objectives aduced above,
and at the same time achieve enhanced efficiency through substantial change of
incentives.

One is a voucher system, based on provision of care by pre-paid group plans,
or PPGPs, as discussed in the previous section. In most parts of the country,
people could choose from among a number of alternative plans; in less densely
settled areas, there might be only one plan, but quality of care and cost standards
established in the more competitive areas could be applied to these monopoly
plans. Plans could be profit-seeking, except in rural, monopoly areas, or non-
profit. Economies would be achieved in this system through imposition of the
costs of their decisions on the decision makers themselves, the primary care
physicians, through their outright ownership of the plans, in the case of liMOs,
or through some kind of profit-sharing and internal budgeting system. In addi-
tion, medical care costs would cease to be open-ended, as now.

a3Thls refers to care as public patients. Typically private care is also available, without subsidy.
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The group plan would be an ideal locus for the practice of group medicine,
the use of medical auxiliaries, expanded use of social workers and use of a team
concept in primary care, developments which are meritorious in their own right,
irrespective of financing reforms.

A beginning could be made with optional PPGP selection by consumers, with
the state paying fully for people in Category I and partially for those in Categ-
ories II and III. Further development of the health services could take the form
of (1) expansion in the numbers of PPGPs available; (2) increase in the range and
quality of services they provide, as medical science develops; and (3) increase in
the portion of the capitation fee paid by the state. Thus development would be
wholly evolutionary.

The other model is the national health service type of scheme. It would derive
its economies, on the one hand, from use of capitation remuneration and other
important incentive reforms (which would be less important, however, than the
incentive reforms in the previous model), and, on the other hand, from the use of
absolute budget ceilings, combined with administrative allocation of resources
at a macro level. It seems likely that administrative allocation would
significantly increase the efficiency of resource use in the Irish medical care
system, as compared with the result of today’s combination of distorted market
allocation and ad hoc administrative allocation. If knowledgeable people,
including a significant number of doctors, sat down to plan the use of medical
care resources, and to apply them according to need and likely return, can it be
doubted that the result would be a substantial improvement over the present
system?

Needless to say, what is described above is the skimpiest of outlines. The
development of new forms of medical care delivery and finance is a major study
in itself. The choice is essentially a social one, in which political and ideological
preferences, as well as economic ones, will play a major role.

If either a PPGP-voucher system or a naional health service is described as a
long-run target, what are the steps which should be taken now? The following
package of changes, designed for more or less immediate adoption, is consistent
with both of the above target models, and with the present system of ad hoc,
iterative and expedient development. In other words, no choice regarding
radical restructuring of the medical car~ ~ystem would be implied by the adop-
tion of the following plan.

The plan consists often points. Some points involve greater exenditure; some
involve reductions. It is beyond the scope of the present study to estimate
precisely the exchequer implications of the proposals, but it is not the spirit of the
plan that it either save or cost money. Instead, it is meant to involve simul-
taneously a redistribution in the use of public money, and a change in the incent-
ive structure facing patients and providers. For this reason, the precise levels of
new fees and charges have been left unspecified. The intended net exchequer
effect is nil.

1. Provide everyone with free general practitioner care and remunerate GPs
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on a capitation basis. (The former would be contingent on the latter.) As part of
the package, give GPs some income security, provide them with paid medical
leave and annual holiday leave, and pensions, according to years of practice in
the scheme. Some increases in GP incomes may be necessary as well, to over-
come doctors’ reluctance to go over to a capitation scheme. Because GP fees are a
small part of present medical care costs, such income increases, if necessarily,
need not be unduly costly. It must be relatively easy for consumers to change
from one GP to another, in order that the market provide some discipline. Our
estimates, reported above in Chapter 5, are that private expenditure on general
practitioner care in 1980 was £19.7m. The exchequer cost of this proposal may
be more or less than that, though little if any social cost (e.g., increased
percentage of GNP devoted to medical care) is envisioned. After some period of
adjustment, increased availability of primary care should bring some budgetary
savings in secondary and tertiary care, while the use of capitation remunmera-
tion will lower overall GP utilisation, and should hence bring some savings, e.g.,
a reduction in over-prescribing and reduced future need for GPs.

2. Impose charges for out-patient hospital and consultant specialist services on
those persons in Category II who currently receive these free. The charges may
not necessarily be so high as to cover full costs. Charges at approximately the
current level of private GP fees would, more or less, offset the exchequer costs of
free GP sel-cices to those with Category II and III eligibility.

3. Impose charges for in-patient hospital care on persons in Categories II and
III. Charges should be significantly less than the full bed-day costs, but should be
high enough to assert social priorities in favour of out-patient over in-patient
care and of primary care where possible. Therefore, consideration should be
given to the desired incentive effects. For example, a flat fee per admission would
discourage unnecessary one-day admissions for investigations, though it would
do nothing to discourage excessively long stays.

The first three points, taken together, are intended to shift both provider and
patient incentives in the direction of lower cost care and primary care in parti-
cular.

4. Reduce the remaining subsidies to private care, especially hospital care;
charge private hospital patients the costs of all services provided to them;
abandon tax relief for VHI premiums. This point has three purposes; (1) it is
meant to save money, to help finance the first point; (2) it will improve equity;
state money should be used to finance the kind of care availble to all, not to
subsidise care which is superior, from any standpoint, for any kind of elite; and
(3) it will improve efficiency, by raising the price of high-cost medical care
services, relative to lower-cost services.

5. Establish systems of medical audit in Health Boards and the VHI, and peer
review machinery amongst physicians and within hospitals, as suggested by the
IMA Working Party.

6. Create financial incentives for establishment of group practice, use of
physician auxiliaries, etc. If fee-for-service is retained, even for a transition
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period, one important incentive would be for third-party payors (the GMS
(Payments Board and the VHI) to pay GPs when patients are seen only by nurse
practitioners, medical auxiliaries, or other non-doctor colleagues. If capitation is
adopted, a larger list limit could be allowed GPs who work in groups and use
ancillary staff. Help with capital costs for the establishment of medical centres
would also be important.

7. Enable the creation ofpre-paid group plans, and e~tablish capitation rates
which the state would pay on behalf of patients in each category of eligibility.

8. Encourage the expansion of dental resources, especially in the Health
Boards. Ideally, dentists and dental auxiliaries would practise in the medical
centres referred to above; and dental care would be included in the list of services
provided by PPGPs.

9. Expand the conception of, and increase resources devoted to, health educa-
tion. Health education must have a central role in an up-to-date health care
system. We cannot spell out this role fully in the present study, which is devoted
to medical care; health education requires a study in itself. But three important
responsibilities of health education can be noted. First, primary responsibility
for care of their own health must be laid at the feet of individuals. They need to
be better informed. Hence health education must be informational and not only
persuasive. Second, as noted earlier, the public will need to be educated to
accept the substitution in many contexts of nurse practioners and medical
auxiliaries for physicians and to deal with other non-doctor staff. And third,
people need educating in cost-consciousness. This includes understanding the
costs to them of their own lifestyle decisions, as well as the cost to them and
society at large of medical care.

10. Finally, the Irish health services are in need of considerably expanded
funds for research. We do not refer to basic medical research; others more qual-
ified than this writer to address that issue will have to speak to it. Instead, our
concern is with three other kinds of research. First is research into what might be
labelled generally as prevention. The Department of Health should have a
continuing research concern with air quality, occupational health and safety,
prevention of poisoning in the home, road safety and other aspects of prevention.
Second is improved collection of epidemiological data, which is the necessary
foundation on which both improved prevention and improved care must rest.
This too should be a continuing concern of the Department. There should be
more routine collection of morbidity data from general practioners, as well as
periodic in-depth studies. And third, Ireland needs health economists and other
social scientists trained in such disciplines as social policy analysis relating to
health and medical care. As this is written, there are no health economists, per se,
in Ireland.a4 One could not read this study from beginning to end without con-

84Since this was written, Mr. Eamon O’Shea, who had completed an M.S. in Health Economics at
the University of York, took up a position at the Institute of Public Administration, with duties
including but not limited to work in health economics. In addition, there are a number of econom-
ists without specific health economics training who work at times in heahh-related areas.
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cluding that there is a vast research agenda, which needs to be addressed by
economists and other social scientists, so that we can be informed when we
address the vital policy issues which arise in this area, rather than merely
guessing, or being guided only by our pre-conceptions. That there are no health
economists to study systematically and regularly a sector using as much as a
tenth of GNP is, or should be, a scandal. Doctors, too, need to know some health
economics; and for that reason, it is argued that trained health economists
should be on medical as well as arts and commerce faculties in Irish universities.

These ten points are in addition to the miscellany of changes discussed earlier
in the chapter, such as more hospital beds for the North-West region, basing
Category II eligibility on the family unit, arms’-length budgeting of hospitals,
and better outreach for primary care.

These proposals, we will readily concede, reflect opinion as well as analysis.
Yet the author began the present study in 1979 with none of these views. They
arose out of the study -- the review of the structure of the system; discussions
with physicians and others who participate in it; the conduct of a major nation-
wide survey; statistical analysis of the results of that study; and review of the
international health economics literature in search of what is relevant.

Others, addressing the same problems, might develop different lists. Let them
do so. That would mean two things. It would mean that they were addressing
important problems and it is unlikely that any harm could come of that. And it
would show once again that economics, like medicine, is an inexact science.
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Appendix I

STATISTICAL TABLES
1980 ESRI NATIONAL HOUSEHOLD SURVEY OF MEDICAL

CARE UTILISA TION AND EXPENDITURES

The Appendix Tables report on the findings of the national household survey
of health care utilisation and expenditures, conducted by the author and The
Economic and Social Research Institute, as described in Chapter 1. A summary
version of the survey questionnaire, with means and frequencies, is found in
Appendix III. A list of tables follows this introduction and precedes the tables.
Some explanation of the tables is required.

Tables A. 1 through A.6 report on medical care utilisation; and Tables A.7
through A.9 report on utilisation of health professionals other than doctors or
dentists. In these tables, we report, for each type ofutilisation, (1) the number of
units of utilisation -- e.g., the number of general practitioner consultations, or
the number of prescription items -- per year, per 1,000 persons; (2) the percent-
age of persons with any utilisation -- e.g., the percentage of persons who had any
consultations with a general practitioner; and (3) the average number of units of
utilisation among those who had any utilisation -- e.g., the average number of
GP consultations in 1980 among those who had any such consultations at all. Of
these three, the first is a product of the second and third, in effect.

Medical care utilisation (A.I-A.6) includes general practitioner consulta-
tions, specialist consultations, out-patient visits, dentist visits, prescription items,
hospital discharges, hospital nights and prescription items per GP consultation.
"Hospital discharges" is a measure of the number of times a person was in
hospital as an admitted in-patient. Where a stay in hospital began in one year
and ended in another (began in 1979 and ended in 1980, or began in 1980 and
ended in 1981), the stay is dated according to the date of discharge rather than
the date of admission. "Hospital nights" refers to the annual average number of
days in hospital -- in effect, the average length of a stay in hospital, multiplied
by the average number of stays (discharges). "Prescription items per GP con-
sultation" is based on the general practitioner and prescription data elsewhere
in the same tables. These tables also report the numbers of persons in our sample
in each of the categories; the total number reported varies slightly from table to
table, according to the response rates to the various questions in the sample.

Tables A.7 through A.9 report on utilisation of health prot~ssionals other than
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Table A.I: Medical care utilisation by sex and age of patient

Prescription
General Items per Persons

practitioner Specialist Out-patient Dentist Prescription Hospital Hosp#al GP consulta- in
consultations consultations visits v~’ts items discharges nights tion sampleI’l

Sex and age

All Males 3,186 61.3 5.20 368 12.3 2.98 438 14.0 3.14 601 23.6 2.54 3,963 53.1 7.46 t22 9.7 1.26 1,791 9.7 18.45 .813 52.1 1.56 1,865 49.4

0-14 2.595 63.9 4.06 314 12.8 2.45 251 11.2 2.25 657 25.9 2.54 2,127 53.5 3.98 121 t0.1 1.20 1,375 10.1 13.61 .577 53.0 1.09 600 15.9

15-44 2,107 51.1 3.94 360 10.2 3.54 526 13.6 3.86 821 31.2 2.63 1,744 43.4 4.02 74 5.9 1.26 805 5.9 13.64 .546 42.4 1.29 705 18.7

45-64 3,940 63.9 6.16 440 13.7 3.22 408 15.6 2.61 267 13.2 2.02 5,757 55.8 10.32 t37 10.8 1.27 2,333 10.8 21.58 .984 54.1 1.82 343 9.1

65+ 7,443 83.2 8.94 429 15.9 2.69 720 20.2 3.57 254 9.5 2.68 13,439 79.5 16.90 255 19.3 1.32 5,298 19.3 27.47 2.062 77.8 2.65 216 5.7

All Females 4,036 70.8 5.70 450 14.1 3.18 545 13.5 4.05 821 30.1 2.72 5,116 62.8 8.14 161 11.2 1.43 2,165 11.2 19.33 .962 62.0 1.55 1,090 50.6

0-14 2,407 66.3 3.63 252 11.3 2.22 253 10.5 2.40 826 33.5 2.46 1,948 56.1 3.47 121 8.0 1.51 2,037 8.0 25.48 .569 55.3 1.03 601 15.9

15-44 3,362 66.2 5.08 586 17.3 3.38 593 15.2 3.91 1,158 40.3 2.84 3,678 57.2 6.43 215 15.1 1.42 2,069 15.1 13.69 .795 56.4 1.41 707 18.7

45-64 5,331 73.4 7.26 441 12.4 3.56 941 16.5 5.69 640 19.3 3.23 7,854 67.7 11.59 139 11.3 1.23 2,542 11.3 22.41 1.445 67.4 2.14 337 8.9

65+ 7,892 89.8 8.79 552 14.3 3.86 579 11.7 4.96 139 7.1 1.96 12,675 87.0 14.57 135 8.1 1.66 2,232 7.9 28.40 1.686 85.3 1.98 264 7.0

All Persons 3,6t6 66.1 5.47 410 13.3 3.09 492 13.7 3.59 712 26.9 2.64 4,546 58.0 7.83 142 10.5 1.35 1,980 10.5 18.93 .888 57.1 1.56 3,775 100.0

�,

©

©

I~Detail may not add to total because of rounding.



Table A.2: IVIedical care utilisation by health services entitlement category and VHI Cover

Prescription
General Items per

practitioner Spedalist Out-patient Dentist Prescription Hospital Hospital GP consulta-
consultations consultations visits visits items discharges nights tion

Persons
in

sampleI~l

Entitlement and
VIII Cover ;>
All VHI

All non-VHI

All I

VHI

non-VHI

All II

VHI

non-VHI

All III

VHI

non-VHI

2,270 64.2 3.54 473 15.8 3.00 367 13.0 1.00 1,046 41.8 2.51

4,084 66.8 6.11 388 12.4 3.13 536 14.0 1.00 596 21.8 2.73

6,082 77.3 7.87 426 12.6 3.37 644 I4.6 4.42 593 18.2 3.25

3,725 78.6 4.74 329 14.1 2.33 417 11.2 3.74 813 30.8 2.64

6,197 77.2 8.02 430 12.6 3.42 655 14.7 4.44- 583 17.6 3.3I

2,540 60.4 4.21 394 12.3 3.19 478 13.4 3.56 637 25.9 2.46

2,373 64.6 3.67 568 15.3 3.71 486 12.6 3.87 840 33.0 2.55

2,582 59.4 4.35 351 11.6 3.02 476 13.7 3.48 587 24.2 2.43

2,152 61.7 3.49 430 16.7 2.57 276 13.1 2.10 1,078 44.5 2.42

2,028 61.9 3.27 431 16.4 2.62 285 13.5 2.12 1,197 48.8 2.45

2,578 60.8 4.24 428 17.9 2.40 243 11.9 2.05 670 29.4 2.28

411 13.3 3.10 495 13.7 3.60 704 26.9 2.63All Persons 3,627 66.1 5.48

I"~Detail may not add to total

3,206 54.7 5.86 128 10.2 1.25 1,151 10.2 11.28

5,014 59.2 8.47 146 10.6 1.38 2,266 10.5 21.48

8,087 72.4 11.I7 171 11.9 1.44 3,347 I1.8 28.37

4,000 74.3 5.39 100 9.9 1.00 748 9.9 7.52

8,286 72.3 11.46 174 12.0 1.46 3,474 11.9 29.22

2,652 50.4 5.26 136 9.9 1.37 1,449 9.9 14.58

2,760 53.3 5.18 165 11.4 1.45 1,381 11.4 12.13

2,625 49.7 5.28 129 9.6 1.35 1,466 9.6 15.30

3,386 53.0 6.39 108 9.7 1.11

3,441 53.1 6.48 108 9.6 1.12

3,199 52.5 6.09 109 10.1 1.07

4,565 58.0 7.86 142 t0.5 1.35

1,018 9.7 10.49

1,064 9.6 i1.I1

861 I0.1 8.49

1,990 10.5 18.95

because of rounding.

.929 53.1 1.75 956 25.5

.875 58.5 t.50 2,794 74.5

1.185 72.1 1.64 1,227 32.7

.775 71.9 1.08 57 1.5

1.205 72.2 1.67 1,170 31.2

.693 49.3 1.41 1,832 48.9

.936 51.7 1.81 364 9.7

.633 48.7 1.30 1,468 39.1

.891 51.2 1.74 692 18.5

.947 51.5 1.84 536 14.3

.700 50.4 1.39 156 4.2

.891 57.1 1.56 3,750 100.0



Table A.3: Medical care utilisation by Health Board Area of residence

General
practitioner Specialist Out-patient Dentist Prescription Hospital Hospital
consultations consultations visits visits items discharges nights

Prescription
items per GP
consultation

Persons in
samplet"~

Health Board Area >

Eastern 3,559 68.1 5.23 539 16.1 3.36 640 18.8 3.41 895 35.0 2.56 4,928 59.9 8.22 125 10.2 1.23 1,398 10.1 13.86 1.000 58.3 1.71

Midland 3,780 57.3 6.60 188 8.3 2.25 200 9.1 2.19 273 18.5 1.36 5,935 52.4 11.32 114 I0.5 1.09 2,094 10.5 19.99 .830 52.4 1.58

Mid-Western 3,853 66.5 5.80 242 12.1 2.00 273 11.6 2.35 620 14.5 4.29 3,833 59.3 6.46 133 10.1 1.32 1,395 10.1 13.84 .694 58.2 1.19

North-Eastern 3,403 66.3 5.13 376 14.6 2.58 608 16.1 3.79 861 29.8 2+89 4,956 56.7 8.73 177 13.0 1.37 3,058 13.0 23.56 1.021 56.3 1.81

North-Western 3,956 66.8 5.92 205 10.1 2.02 289 9.2 3.14 295 13.7 2.15 5,368 58.1 9.24 133 10.2 1.30 1,355 10.2 13.28 .992 58.1 1.71

South-Eastern 3,831 68.3 5.61 315 13.8 2.28 346 10.4 3.31 741 25.2 2.94 3,399 56.6 6.00 145 11.9 1.23 1,987 11.9 16.75 .718 56.1 1.28

Southern 3,409 63.4 5.38 576 12.5 4.60 609 12.4 4.91 759 29.1 2.61 4,545 56.7 8.02 169 9.9 1.71 2,733 9.9 27.65 .924 55.4 1.67

Western 3,640 65.0 5.60 262 9.4 2.78 344 8.6 3.99 457 20.0 2.28 3,810 58.4 6.52 135 9.2 1.47 2,226 9.2 24.30 .694 58.3 1.19

Ireland 3,616 66.1 5.47 410 13.3 3.09 492 13.7 3.59 712 26.9 2.64 4,546 58.0 7.83 142 10.5 1.35 1,980 10.5 18.93 .888 57.1 1.56

(aJDetail may not add to total because of rounding.

1,198 3t+7

174 4.6    g~

303 8.0
rjz

389 10.3    O

221 5.9
©

421 11.2

607 16.1

462 12.2

3,775 100.0



Table A.4: Medical care utilisation by Employment Status of head of household

General Prescription
practitioner Specialist Out-patient Dentist Prescription Hospital Hospital items per GP Persons in
consultations consultations visits visits items discharges nights consultation sampleI"~

Employment status

Employed
(including
self-employed)

Unemployed,
seeking work

Retired

Household duties,
full-time

Other~1

All Persons

2,825 63.6 4.44 396 13.7 2.89 411 13.6 3.03 777 30.9    2.51 3,155 54.3 5.82 137 10.1 1.36    1,655 10.1 16.44 0.747 53.4 1.40 2,723 72.2

3,271 62.7 5.22 216 11.6 1.86 504 11.5 4.39 873    16.6    5.27    2,684 56.5 4.75 I19 8.8 1.35 1,852    8.8 20.99 0.662 55.5 1.19 240 6.4

7,0t0 78.2 8.96 725 15.0 4.83 182 18.3 6.45 400    14.2 2.81 10,662 73.2 14.57 183 14.0 1.31 3,754 14.0 26.90 1.471 72.5 2.03 388 10.3

5,392 74.1 7.28 267 9.7 2.76 411 11.8 3.48 342 14.7 2.33 8,983 69.9 12.85 139 9.9 1.40 2,772 9.9 27.97 1.367 68.5 2.00 236 6.3

3,194 78.4 4.11 80 5.7 1.22 76 5.8 1.16 924 45.5 2.07 2,800 66.0 4.21 36 3.3 1.02 492 3.3 13.44 1.110 51.4 1.53 I87 5.0

3,616 66.1 5.47 410 13.3 3.09 492 13.7 3.59 712 26.9 2.64 4,546 58.0 7.83 142 10.5 1.35 1,980 10.5 18.93 0.888 57.1 1.55 3,774 100.0

×

Notes:~C~iDetail may not add to total because of rounding, c~Includes 14 household heads not working because of long-term sickness or
disablement.



Table A.5: Medical care utilisation by occupation of head of household

General Prescription
practitioner Specialist Out-patient Dentist Prescription Hospital Hospital items per GP Persons in
consultations consullations visits visits items discharges nights consultation sampleI~l

Occupation

Professional,
manager, or
employer

Salaried employee
or intermediate
non-manual
worker

Other non-manual
worker

Skilled manual
worker

Semi-skilled or
unskilled
manual worker

Farmer,
agricultural
worker, or
fisherman

All persons

2,322 64.4 3.61 427 15.9 2.68 315 14.0 2.25 1,126 44.2 2.55 3,712 52.9 7.01 130 10.7 1.22

3,232 64.4 5.02 581 16.3 3.56 497 13.5 3.67 888 38.7 2.30 4,001 54.8 7.31 195 13.0 1.50

3,702 68.8 5.38 563 12.1 4.66 556 16.1 3.45 676 26.3 2.57 4,568 57.5 7.94 123 10.0 1.23

4,146 67.2 6.17 415 16.1 2.57 676 16.4 4.12 771 24.7 3.12 4,776 61.1 7.82 162 11.0 1.47

4,900 72.1 6.80 379 12.2 3.09 782 16.3 4.78 519 17.8 2.92 6,205 66.3 9.35 149 11.1 1.34

3,138 60.8 5.16 294 10.1 2.92 229 9.0 2.55 524 20.5 2.55 3,746 53.8 6.97 116 8.8 1.32

3,612 66.0 5.47 411 13.3 3.09 493 13.7 3.59 712 26.9 2.65 4,546 58.0 7.84 142 10.5 1.35

1,229 10.5 11.66 1.022 51.4 1.99 610 16.2 C)

3,599 13.0 27.69 0.893 53.9 1.66 405 10.8

1,249 10.0 12.50 0.901 56.7 1.59 381 I0.1 O

1,840 11.0 16.73 0.764 60.1 1.27 569 15.1

2,852 II.1 25.68 1.084 65.4 1.66 826 21.9

1,424 8.8 16.22 0.701 53.3 1.32 975 25.9

1,984 10.5 18.93 0.887 57.1 1.56 3,767 100.0

~"~Detail may not add to total because of rounding.



Table A. 6: Medical care utilisation by age head of household completed fuU-time education

General Prescription
practitioner Specialist Out-patient Dentist Prescription Hospital Hospital items per GP Persons in
consultants consultants visits visits items discharges nights consultation sampleI"l

Age Completed
Education

>

Under 14 5,473 72.4 7.56 370 14.5 2.55 1,216 15.4 7.92 936 17.4 5.38 6,563 65.9 9.95 156 11.7 1.34 3,567 11.7" 30.58 0.865 64.1 1.35 222 5.9

14 3,962 65.0 6.10 396 10.0 3.94 491 13.8 3.56 566 21.1 2.68 5,058 56.9 8.89 131 9.6 1.36 2,062 9.6 21.41 0.885 56.3 1.57 1,476 39.4

15 3,641 64.I 5.68 288 12.3 2.33 349 13.2 2.64 492 21.3 2.31 4,757 55.5 8.58 14I 11.1 1.27 1,246 11.1 11.23 0.894 55.1 1.62 408 10.9
16 3,266 66.2 4.93 39I 13.1 2.98 390 13.3 2.92 663 25.5 2.60 3,765 60.3 6.24 163 10.3 1.58 2,653 10.2 26.05 0.827 58.5 1.41 669 17.8

17 3,288 66.9 4.91 494 19.7 2.5I 382 13.7 2.79 903 33.3 2.71 2,813 55.6 5.06 144 11.3 1.27 1,229 11.3 10.87 0.648 55.2 1.17 280 7.5

18 2,756 64.3 4.28 481 17.0 2.83 566 12.9 4.39 955 39.9 2.40 5,078 56.2 9.04 115 9.8 1.17 1,283 9.8 13.03 1.088 55.6 1.96 355 9.5

19 4,729 74.2 6.37 700 25.5 2.75 291 9.1 3.20 917 33.0 2.77 5,342 60.3 8.87 156 13.1 1.19 1,150 I3.1 8.78 0.979 60.3 1.62 73 1.9

Over 19 2,234 69.6 3.21 518 17.3 3.00 454 15.6 2.91 1,266 55.6 2.28 2,775 60.5 4.59 165 13.1 1.25 1,235 13.1 9.40 1.072 58.0 1.85 264 7.0

All Persons 3,621 66.1 5.47 412 13.3 3.10 493 13.7 3.60 715 27.0 2.65 4,562 58.0 7.86 142 10.5 1.35 1,956 10.5 18.68 0.891 57.1 1.56 3,748 100.0

×

I’~Detail may not add to total because of rounding.

g
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doctors or dentists, namely opticians, audiometrists, midwives, nurses, social
workers, chiropodists, psychologists, physio- or occupational therapists, and
others.

Tables A.10 through A.15 report on preventative care utilisation, i.e., most
recent general practitioner consultation, and whether one had the following in
1980: a physical examination when one was not ill or pregnant and did not think
or suspect he or she was; an immunisation for any disease; a blood pressure test;
and/or a cervical cancer smear ("pap") test (for adult women).

Tables A. 16 through A.27 report on private (i.e., household) medical care
expenditures, by major type. Figures are for the year 1980; that is, they relate to
annual outlays, rather than unit charges. Tables A. 16 through A.21 report on
the averages of these per household, whilst Tables A.22 through A.27 report on
the averages per person. Expenditures made by employers on behalf of their
employees are not included. The reported amounts are gross, in the sense that
VHI or, in the case of prescription medicines, Health Board {eimbursements are
not deducted.

Note that tables are organised by characteristics of head of household, and ex-
penditures are for all persons in the household (in the case of average per house-
hold), or for all persons in the household divided by number of persons in the
household (in the case of average per person). Households headed, for example,
by persons with Category I eligibility (Medical Cards) may include persons with
other categories of eligibility.

Tables A.28 through A.35 report on referral behaviour by doctors. Tables
A.28 and A.29 report on the further care or treatment ordered, prescribed, or
suggested, per most recent visit, respectively, to general practitioner or
specialist. The figures in the tables are percentages, and they show, inter alia, that
23.5 per cent of all most recent visits to general practitioners, and 39.0 per cent of
all most recent visits to specialists, resulted in a return visit being arranged.
Tables A.30 through A.35 report on whose idea the most recent utilisation was,
in the case of general practitioner or specialist consult’ations, out-patient hospital
visits, dentist visits, and hospital admissions, and who prescribed pharma-
ceutical<medicines. Respondents were asked (with slight variations in the form of
the question, according to the type of utilisation): "About the most recent time
each member was seen by a general practitioner in 1980: Whose idea was it, or
who first suggested that they see the doctor? Was it -- a return visit; a household
member’s idea; the general practitioner’s idea; another doctor’s idea; other; or
don’t know, or no visit in 1980?"

Tables A.36 and A.37 are concerned with the characteristics of persons in the
three entitlement categories in the public health services, and with persons
covered or not covered by Voluntary Health Insurance (VHI). Table A.36
reports on entitlement and VHI cover by age and sex, and Table A.37 reports on
these by Health Board area of residence. Figures reported are, in all cases,
percentages.

Table A.38 reports on average annual numbers of general practitioner con-
.;
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sultations, by the usual fee charged by the general practitioner for a consultation
in the GP’s office or surgery, by Health Board area.

The remaining tables, A.39 through A.42, report on various hospital statistics
from the survey. Tables A.39 and A.40 report on the numbers of beds in patients’
hospital rooms, by patients’ ages and sexes, and by category of health services en-
titlement and VHI cover. A room with only one bed is usually referred to as "pri-
vate" accommodation; two to four as "semi-private"; and five or more as
"public ward". Table A.41 reports on the Health Board area locations of
hospitals, together with Health Board area places of residence of patients.
Entries in the main diagonal show those patients who stayed in hospitals within
their own Health Board areas. Other entries reflect instances in which patients
living in one Health Board area travelled to other Health Board areas for in-
patient hospital services. For example, in our sample of 394 hospital admissions
in 1980, 19 persons who lived in the North-Eastern Health Board area stayed in
(were discharged from) hospitals in the Eastern Health Board area, as compared
with 30 who lived in and stayed in hospitals in the North-Eastern Health Board
area. Of 394 hospital stays (discharges), 44, or 11 per cent, involved persons from
one Health Board area using in-patient services in another; of the 44, 35 stayed
in hospitals in the Eastern Health Board area.

Table A.42 reports, for each person discharged from hospital in 1980, how
long he or she had to wait to be admitted, by category of entitlement and VHI
cover. Only 7.8 per cent had to wait more than a month, and only 1.6 per cent
more than a year. Health services entitlement and VHI cover do not appear to
matter.

Table A.7: Utilisation of health professionals other than doctors or dentists, by type
of health professional, 1980

Type of health professional

Per yea~,
Per year, % with persons
per 1,000 any with any

Optician (vision examination) 118
Audiometrist (hearing examination) 21
Midwifelal 41
Nurse 350
Social worker 10
Chiropodist 72
Psychologist 13
Physio- or occupational therapist 35
Other 8
Total, all health professionals 633

10.0 1.19
1.6 1.30
1.8 2.31
2.7 13.09
0.4 2.05
2.4 2.97
O.4 2.93
0.7 4.90
0.2 3.50

16.1 3.97

lalRates figured on women aged 18-44 rather than whole population.
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Table A.8: Utilisation of health professionals other than doctors or dentists, 1980, by
patients" sex and age, VHI Cover and Category of Health Services Entitlement and

Health Board area of residence(")

Per year,
Per year, % with persons

Patient characteristic per 1,000 any with any

Sex and Age
All Males 504 12.6 4.01

0-14 221 13.0 1.71
15-44 148 7.1 2.10
45-64 326 15.3 2.13
65+ 2,727 25.1 10.85

All Females 759 19.2 3.94
0-14 278 12.2 2.28

15-44 523 17.6 2.98
45-64 959 26.6 3.60
65+ 2,230 30.4 7.33

VHI Cover and Entitlement Category (I, II, or III)
All VHI 374 18.3 2.04
All non-VHI 723 15.2 4.76
All Category I 1,225 21.0 5.83

VHI* 377 21.6 1.74
non-VHI 1,267 21.0 6.04

All Category II 323 12.6 2.64
VHI 321 19.5 1.65
non-VHI 335 10.9 3.08

All Category III 382 16.2 2.35
VHI 418 17.5 2.39
non-VHI 259 11.8 2.19

Health Board Area
Eastern 586 16.9 3.46
Midland 762 16.9 4.51
Mid-Western 713 21.6 3.30
North-Eastern 1,043 19.6 5.32
North-Western 1,978 14.4 13.73
South-Eastern 356 18.1 1.97
Southern 335 11.0 3.04
Western 309 11.4 2.71

All Persons 633 16.1 3.97

(~lFor list of types of health professionals, see Table A.7.
*Absolute levels too low to establish meaningful rates.
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Table A.9: Utilisation of health professionals other than doctors or dentists, by
employment status, occupation and age completed full-time education of head of

househol2al

Per year,
Head of household per year, % with persons
characteristic per 1,000 any with any

Employment status
Employed (including self-employed) 436 14.2 3.07
Unemployed, seeking work 448 13.6 3.30
Retired 1,999 26.0 7.70
Household duties, full-time 674 22.4 3.01
Other 190 13.4 1.36

Occupation
Professional, manager or employer 618 17.5 3.54
Salaried employee or intermediate

non-manual worker 584 17.0 3.43
Other non-manual worker 616 14.4 4.28
Skilled manual worker 483 16.7 2.89
Semi-skilled or unskilled manual

worker 890 16.4 5.43
Farmer, agricultural worker, or fisher 543 14.3 3.78

Age Completed
Full- Time Education
Under 14 610 15.5 3.94
14 823 15.6 5.26
15 367 18.8 1.95
16 614 14.6 4.20
17 284 14.1 2.01
18 777 15.3 5.07
19 252 11.2 2.25
Over 19 380 21.8 1.75
All persons 633 16.1 3.97

(alFor a list of types of health professionals, see Table A.7.



Table A. 10: Preventative care utilisation by sex and age of patient, 1980

Most recent general practitioner
consultation (% distribution)

Per cent with following
utilisation in 1980

Sex and Age

Within Within Within Within
last last last last

4 weeks 12 months 2years 5years

More than
5 years
or never

Physical
exam.
when

not ill

Immunisa- Blood Pap
tion (any pressure smear

disease test testla)

All Males 22.2 40.0 18.3 9.8 9.7 8.5 6.7 22.1 -- ©
0-14 20.7 44.4 20.4 7.4 7.1 2.0 15.5 1.9 --

15-44 14.5 37.6 20.0 14.2 13.7 9.6 2.5 15.6 -- c~
45-64 26.5 38.4 16.6 9.1 9.4 12.2 2.2 46.6 --
65+ 44.8 38.5 9.3 3.7 3.8 17.2 3.2 60.3 --
All Females 28.0 43.4 16.0 6.9 5.7 7.7 6.8 31.8 9.8

0-14 20.5 46.4 20.3 7.4 5.4 2.6 17.3 1.2 -- ©
15-44" 22.1 44.8 18.0 8.3 6.8 6.5 1.8 32.2 14.8
44-64 34.2 39.6 13.3 5.4 7.5 10.2 2.1 54.4 6.6
65+ 53.0 37.4 4.3 4.0 1.4 19.1 2.0 71.4 2.5
All Persons 25.3 41.7 17.0 8.4 7.6 8.1 6.7 27.1 9.8

CalRates based on women aged 18 and over.



Table A. 11: Preventative care utilisation by VHI cover and health services entitlement, 1980

Most recent general practitioner Per cent with following
consultation (% distribution) utilisation in 1980

VHI Cover and Physical
Category Within Within Within Within More than exam. Immunisa- Blood
of Entitlement last last last last 5 years when tion (any pressure
(I, II, or III) 4 weeks 12 months 2years 5years or never not ill disease) test

Pap
smear
test(a)

All VHI               21.6 43.8 18.4 7.9 8.4 7.7 7.7 24.7 15.2
All Non-VHI 26.5 41.0 16.6 8.5 7.4 8.2 6.4 27.9 8.0
All Category I 38.0 40.0 10.5 6.8 4.8 1t.1 6.2 38.8 5.7

VHI* 30.7 51.7 10.9 1.3 5.4 6.4 4.0 27.7 7.1
non-VHI 38.3 39.4 10.5 7.1 4.7 11.4 6.4 39.4 5.6

All Category II 18.5 42.4 20.3 9.3 9.5 6.5 6.6 21.7 10.2
VHI 21.0 44.8 18.5 7.2 8.5 9.5 6.6 29.4 9.5
non-VHI 17.9 41.8 20.7 9.8 9.8 5.7 6.6 19.8 10.4

All Category III 20.3 42.7 20.5 8.9 7.5 7.0 7.9 20.4 19.3
VHI 20.9 42.1 19.2 9.1 8.7 6.8 9.0 21.1 22.6
non-VHI 18.4 44.6 24.8 8.5 3.7 7.9 4.2 18.0 9.4

All Persons 25.3 41.7 17.0 8.4 7.6 8.1 6.7 27.1 9.8

*Numbers too small to establish meaningful rates, la)Rates based on women aged 18 and over.



Table A.12: Preventative care utilisation by Health Board area, 1980

Most recent general practitioner Per cent with following
consultation (% distribution) utilisation in 1980

Physical
Within Within Within Within More than exam. Immunisa- Blood Pap
last last last last 5years when tion (any pressure smear

Health Board area 4 weeks 12 months 2 years 5 years or never not ill disease) test test{a)

Eastern 25.2 43.7 19.6 6.7 4.9 7.1 8.4 26.0 14.5
Midland 33.1 24.2 27.8 7.8 7.0 8.7 2.0 38.1 21.1 o
Mid-Western 22.4 45.3 14.9 7.3 10.1 10.0 8.5 28.4 4.0
North-Eastern 29.3 37.5 12.4 6.1 14.7 3.9 8.5 24.5 9.4
North-Western 21.1 46.0 9.9 12.6 10.4 1.7 5.6 25.9 10.6
South-Eastern 28.8 40.3 14.0 9.8 7.1 4.9 9.3 24.9 8.3 O
Southern 22.7 41.5 16.4 8.4 10.9 7.4 3.5 26.5 7.3
Western 22.4 43.8 19.2 11.9 2.7 19.7 4.2 29.6 1.0
Ireland 25.2 41.7 17.1 8.3 7.7 8.1 6.7 27.0 9.8 c~

aRates based on women aged 18 and over.



Table A. 13: Preventative care utilisation by employment status of head of household, 1980

Most recent general practitioner
consultation (% distribution)

Per cent with following
utilisation in 1980

Employment status

Physical
Within Within Within Within More than exam. Immunisa- Blood Pap

last last last last 5years when tion (any pressure smear

4 weeks 12 months 2 years 5 years or never not ill disease) test test(a)

Employed
(including
self-employed) 21.3 43.2 18.8 8.8 7.9 6.5 7.2 22.0 11.9

Unemployed,
seeking work 22.6 40.4 15.8 11.5 9.7 3.7 16.8 17.4 23.8

Retired 41.5 37.1 7.6 5.5 8.3 17.8 1.6 53.4 4.0

Household duties,
full-time 34.7 39.9 13.3 6.7 5.4 11.5 2.0 40.8 3.1

Other(b) 10.4 68.1 16.0 5.3 0.3 15.5 7.6 20.1 5.7

All persons 25.2 41.7 17.1 8.3 7.7 8.1 6.7 27.0 9.8

aRates based on women aged 18 and over. (b)Includes 14 household heads not working b.ecause of long-term sickness or disablement.



Table A.14: Preventative care utilisation by occupation of head of household, 1980

Most recent general practitioner Per cent with following
consultation (% distribution) utilisation in 1980

Physical
Within Within Within Within More than exam. Immunisa- Blood Pap

last last last last 5 years when tion (any pressure smear
Occupation 4 weeks 12 months 2 years 5 years or never not ill disease) test testI")

Professional,
manager, or                                                                                                             ~:

22.6 42.8 18.0 8.6 8.1 7.6 9.3 24.6 14.3employer
Salaried employee

or intermediate
non-manual

f?worker 24.6 41.4 18.2 7.1 8.8 6.8 5.8 26.6 13.7 :~
Other non-manual

worker 22.4 46.9 15.2 7.9 7.6 6.7 9.2 24.8 14.0
Skilled manual

worker 28.3 39.9 17.4 9.3 5.1 9.5 5.8 25.5 8,4
Semi-skilled or

imski
unskilled manual
worker 32.0 40.5 14.9 6.5 6.1 9.8 6.3 30.7 7.8

Farmer, agricultural
worker, or fisher    20.5 41.0 18.7 9.9 9.9 6.9 5.5 27.1 6.1

All persons 25.2 41.6 17.1 8.3 7.7 8.0 6.7 27.0 9.8

"Rates based on women aged 18 and over.



Table A.15: Preventative care utilisation by age head of household completed fuU-time education, 1980

Most recent general practitioner
consultation (% distribution)

Per cent with following
utilisation in 1980

Age completed
education

Physical
Within Within Within Within More than exam. Immunisa- Blood

last last last last 5 years when tion (any pressure
4 weeks 12 months 2years 5years or never not ill disease) test

Pap
smear
testla)

Under 14 33.9 39.2 16.6 5.0 5.3 13.9 5.6 29.3 1.7
14 25.4 40.2 17.8 9.4 7.3 8.4 5.9 27.4 7.4
15 26.0 38.7 17.3 9.5 8.5 6.1 7.4 28.4 9.6
16 25.8 41.0 18.1 7.0 8.1 5.8 6.7 24.6 9.6
17 19.0 48.7 16.6 7.4 8.3 7.6 10.8 24.5 11.5
18 21.9 42.5 15.6 10.0 10.0 11.1 6.8 31.0 13.6
19 30.1 51.0 13.9 1.9 3.1 2.1 3.0 20.2 25.6
Over 19 23.6 48.0 14.9 6.5 6.4 8.6 8.8 26.8 19.5
All Persons 25.2 41.7 17.1 8.3 7.7 8.1 6.8 27.0 9.7

aRates based on women aged 18 and over.



Table A. 16: Private medical expenditures, by type, 1980: average per household, by sex and age of head of household (£)

In-patient
hospital

Out-patient Dentists’ Non- charges    Other Other
Sex and age of Specialist hospital fees and Prescriptionprescription including health Cost of medical
household head GP fees fees charges charges medicines charges specialist professionals eyeglasses expenditures Total ©

All Males 24.57 9.14 1.12 19.18 36.44 12.28 24.24 3.62 8.11 0.54 139.25
Under 45 36.46 15.62 1.21 19.71 42.54 16.46 27.18 4.00 6.85 0.23 170.24
45-64 21.41 5.88 1.15 25.50 38.11 10.99 29.17 3.95 11.03 0.31 147.50
65+ 7.31 2.38 0.90 7.35 21.95 6.53 10.19 2.35 5.51 1.54 66.01
All Females 7.91 2.23 0.82 7.39 12.10 4.98 5.19 1.67 3.44 0.36 46.09
Under 45 4.03 7.08 -- 17.54 4.43 3.02 -- 2.11 1.99 -- 40.19
45-64 12.41 1.67 2.31 14.21 20.15 6.99 13.35 2.63 5.24 0.60 79.57
65+ 6.27 1.63 0.19 1.99 9.29 4.29 1.88 1.09 2.77 0.30 29.69
All households 20.69 7.53 1.05 16.43 30.77 10.58 19.80 3.17 7.02 0,50 117.54

©
>

ct~
©



Table A.17: Private medical expenditures, by type, 1980: average per household, by VIII cover and category of health services

entitlement of head of household (£)

VIII cover and entitlement
category (I, II, or III) Specialist
of household head GP fees fees

In-patient
hospital

Out-patient Dentists" Non- charges Other Other
hospital fees and Prescriptionprese@tion including health Cost of medical
charges charges medicines charges specialist professionals eyeglasses expenditures Total

All VHI                28.82 19.00 2.92 38.06 45.98 13.02 53.70 7.29 13.31 1.18 223.28

All non-VHI 18.04 3.79 0.44 9.38 25.80 9.79 8.74 1.82 4.97 0.28 83.04
All Category I 4.58 1.23 0.16 2.77 5.72 5.80 1.60 1.33 3.59 0.23 27.01

VHI* 2.70 5.65 -- 10.14 3.10 4.32 -- 3.45 4.48 -- 33.84
non-VHI 4.64 1.09 0.17 2.54 5.81 5.85 1.65 1.26 3.56 0.23 26.79

All Category II 28.96 5.94 0.80 16.30 43.74 12.96 17.79 3.38 6.84 0.31 137.04
VHI 22.36 9.98 1.20 18.79 41.57 9.72 28.56 6.52 11.29 0.14 150.14
non-VHI 31.08 4.65 0.67 15.51 44.44 14.00 14.34 2.37 5.42 0.36 132.84

All Category III 36.60 27.49 3.95 49.23 55.39 15.66 70.44 7.17 16.13 1.73 283.79
VHI 36.84 28.50 4.77 57.16 54.07 16.79 82.05 8.46 16.17 2.23 307.05
non-VHI 35.75 24.01 1.15 21.92 59.95 11.80 30.51 2.70 15.97 -- 203.76

All households 20.69 7.53 1.05 16.43 30.77 10.58 19.80 3.17 7.02 0.50 117.54

Note: VHI cover and/or category of entitlement of household head may not pertain to all household members.
*Absolute levels too low to establish meaningful averages.



Table A.18: Private medical expenditures, by type, 1980: average per household, byHealthBoard area (£)

Health Board area

In-patient
hospital

Out-patient Dentists’ Non- charges     Other Other
Specialist hospital fees and Prescriptionprescription including health Cost of medical

GP fees fees charges    charges medicines charges specialist professionals eyeglasses expenditures Total f?

Eastern 29.11 7.62 1.70 24.00 41.97 14.79 29.37 4.08 8.55 0.20 161.39
Midland 11.06 3.32 0.68 3.85 21.88 5.34 10.39 2.62 6.38 0.19 65.70
Mid-Western 15.66 7.60 0.21 4.76 20.91 6.63 8.67 1.90 5.29 0.38 72.00
North-Eastern 20.13 6.87 1.00 20.02 31.96 7.26 16.24 5.86 7.41 0.03 116.79
North-Western 12.95 6.76 1.47 4.95 21.59 10.56 7.02 1.66 3.50 0.15 70.61
South-Eastern 14.94 2.96 0.42 13.93 19.81 10.26 11.61 2.90 8.68 2.73 88.25
Southern 21.94 13.39 0.82 16.24 36.55 7.96 14.20 2.41 6.07 0.51 120.09
Western 14.38 6.70 0.73 16.02 17.96 11.04 32.04 1.58 5.72 -- 106.16
Ireland 20.69 7.53 1.05 16.43 30.77 10.58 19.80 3.17 7.02 0.50 117.54

©
>.

©



Table A.19: Private medical expenditures, by type, 1980: average per household, by employment status of head of household (£)

In-patient
hospital

Out-patient Dentists’ Non- charges     Other Other
Employment status Specialist hospital fees and Prescription prescription including health Cost of medical
of household head GP fees fees charges charges medicines charges specialist professionals eyeglasses expenditures Total

Employed (including
self-employed) 27.86 10.91 1.43 23.43 41.56 13.40 27.01 4.06 8.83 0.70 159.20

Unemployed, seeking
work                21.04 2.51 0.21 4.36 12.98 10.35 -- 0.98 2.49 0.24 55.17

Retired 6.23 2.07 0.25 4.80 12.90 4.98 10.32 2.71 4.69 0.10 49.05
Household duties,

full-tree 6.86 1.61 0.93 4.37 8.61 4.94 8.50 1.03 3.60 0.27 40.72
OtherI"l 3.20 0.16 0.01 5.14 9.83 5.65 0.48 0.05 0.35 0.01 24.87
All Households 20.69 7.53 1.05 16.43 30.77 10.58 19.80 3.17 7.02 0.50 117.54

Z

;4

"Includes 14 household heads not working because of long-term sickness or disablement.



Table A.20: Private medical expenditures, by type, 1980: average per household, by occupation of head of household (£)

In-patient
hospital

Out-patient Dentists’ Non- charges    Other Other
Occupation of Specialist hospital fees and Prescription prescription including health Cost of medical
household head GP fees fees charges charges medicines charges specialist professionals eyeglasses expenditures Total

5t~

Professional, manager,
or employer 28.09 18.96 3.81 38.06 45.10 13.65 73.78 7.78 12.47 0.63 242.33

Salaried employee or
intermediate
non-manual worker 22.41 8.44 0.65 25.36 37.24 12.93 28.88 4.00 10.30 0.14 150.37

Other non-manual
worker 19.11 1.35 0.31 16.44 26.49 13.62 2.29 1.32 5.53 0.34 86.81

Skilled manual worker 24.45 10.14 1.68 9.22 33.40 8.55 12.07 3.39 6.84 0.02 109.75

Semi-skilled or
unskilled manual
worker 19.38 1.70 0.28 5.41 26.13 10.20 3.76 1.29 4.36 0.44 72.95

Farmer, agricultural
worker, or fisher 15.53 6.42 0.21 13.46 24.09 8.15 8.90 2.32 5.43 0.96 85.46

All Households 20.77 7.56 1.05 16.49 30.88 10.61 19.88 3.18 7.04 0.50 117.97

f~

©



Table A.21: Private medical expenditures, by type, 1980: average per household, by age head of household completed fuU-time

education (£)

In-patient
hospital

Out-patient Dentists’ Non- charges Other Other
Age household head Spedalist hospital fees and Prescription presc@tion including health Cost of medical
completed education GP fees fees charges charges medicines charges specialist professionals eyeglasses expenditures Total

Under 14 20.79 2.27 0.21 7.89 22.99 12.20 0.93 1.86 4.58 0.55 74.26
14 16.37 2.12 0.45 8.90 26.27 9.90 10.62 1.44 4.69 0.79 81.54
15 18.57 2.27 0.73 13.60 21.67 10.69 7.87 2.40 4.97 0.26 82.43
16 23.75 9.56 0.78 16.90 35.46 11.02 21.66 3.69 9.47 0.29 132.58
17 24.63 21.83 0.21 24.12 28.47 9.63 38.63 3.97 6.74 0.04 158.27
18 25.03 13.10 2.75 29.25 41.12 9.81 52.10 7.56 10.23 0.37 191.33
19 62.06 31.59 10.27 35.00 112.45 16.32 38.51 2.57 5.96 -- 314.73
Over 19 23.46 17.36 2.73 37.34 39.51 13.28 31.19 6.63 15.20 0.52 187.23
All households 20.82 7.58 1.06 !6.51 30.97 10.64 19.94 3.19 7.07 0.50 118..29

Z



Table A.22: Private medical expenditures, by type, 1980:average per person, by sex and age of head of household (£)

In-patient
hospital

Out-patient Dentists’ Non- charges Other Other
Sex and age of Specialist hospital fees and Prescription prescription including health Cost of medical
household head GP fees fees charges    charges medicines charges specialist professionals eyeglasses expenditures Total

Households with male
heads 6.06 2.16 0.25 4.14 9.58 3.10 6.53 0.92 2.15 0.11 35.00

Under 45 8.39 3.63 0.23 4.68 10.00 3.68 6.57 0.86 1.65 0.04 39.74
45-64 5.25 1.15 0.19 4.57 9.39 2.44 8.01 0.87 2.64 0.06 34.58
65+ 2.99 1.06 0.39 2.27 9.13 3.11 3.91 1.14 2.26 0.32 26.69
Households with

female heads 4.44 0.90 0.35 3.90 6.67 2.78 3.44 1.18 1.98 0.27 25.91
Under 45 2.52 3.54 -- 12.71 2.95 2.28 -- 2.01 1.99 -- 28.00
45-64 6.70 0.49 1.06 6.58 10.06 3.47 10.13 1.59 2.31 0.60 43.00
65+ 3.61 0.63 0.05 0.90 5.57 2.51 0.57 0.82 1.81 0,15 16.62
All households 5.68 1.86 0.28 4.08 8.90 3.02 5.81 0.98 2.11 0.15 32.88

C~

©

©



Table A.23: Private medical expenditures, by type, 1980: average per person, by VHI cover and category of health services

entitlement of head of household (£)

VHI cover and entitlement
Category (I, II, or III) of Specialist
household head GP fees fees

In-patient
hospital

Out-patient Dentists" Non- charges    Other Other
hospital fees and Prescriptionprescription including health Cost of medical
charges charges medicines charges specialist professionals eyeglasses expenditures Total

All VHI                 7.84 4.72 0.69 9.57 13.78 3.48 14.64 1.93 3.27 0.27 60.19
All non-VHI 4.98 0.93 0.14 2.29 7.31 2.87 2.93 0.68 1.73 0.11 23.97
All Category I 1.29 0.39 0.04 0.70 1.74 2.12 0.54 0.69 1.48 0.14 9.12

VHI* 0.83 1.88 -- 4.86 0.73 1.80 -- 1.12 1.94 -- 13.16
non-VHI 1.31 0.34 0.04 0.56 1.77 2.13 0.56 0.68 1.47 0.14 8.99

All Category II 8.55 1.66 0.26 4.71 13.46 3.64 6.01 0.94 2.02 0.09 41.34
VHI 7.90 3.53 0.31 7.91 16.15 3.36 8.59 1.89 3.32 0.12 53.07
non-VHI 8.76 1.07 0.24 3.69 12.59 3.73 5.19 0.64 1.60 0.08 37.58

All Category III 8.31 6.03 0.91 10.34 13.63 3.54 18.25 1.85 3.98 0.34 67.18
VHI 8.43 6.10 1.11 11.33 13.01 3.77 21.64 2.07 3.41 0.44 71.30
non-VHI 7.88 5.81 0.24 6.93 15.77 2.77 6.57 1.10 5.97 -- 53.03

All persons 5.68 1.86 0.28 4.08 8.90 3.02 5.81 0.98 2. I 1 0.15 32.88

Note: VHI cover and/or category of entitlement of household head may not pertain to all household members.
*Absolute levels too low to establish meaningful averages.



Table A.24: Private medical expenditures, by type, 1980: average per person, by Health Board area (£)

Health Board area

In-patient
hospital

Out-patient Dentists’ Non- charges    Other Other
Specialist hospital fees and Prescription prescription including health Cost of medical

GP fees fees charges charges medicines charges specialist professionals eyeglasses expenditures Total f?

Eastern 7.97 2.09 0.44 6.53 11.64 4.18 8.15 1.20 2.41 0.04 44.65
Midland 3.06 0.74 0.17 0.92 6.55 2.15 2.21 0.72 1.82 0.04 18.39
Mid-Western 6.01 1.29 0.04 1.07 7.29 1.92 1.61 0.70 2.29 0.38 22.59
North-Eastern 5.23 1.51 0.22 4.34 9.06 1.64 3.03 2.04 2.40 0.01 29.48
North-Western 3.38 1.42 0.24 1.27 8.19 3.53 1.02 0.36 0.94 0.04 20.40
South-Eastern 3.32 0.81 0.07 3.08 5.54 3.13 3.93 1.01 1.92 0.62 23.44
Southern 5.87 3.24 0.40 3.46 10.15 2.18 3.52 0.79 2.17 0.17 31.94
Western 4.14 1.89 0.15 4.18 5.41 2.99 14.32 0.41 1.82 -- 35.30
Ireland 5.68 1.86 0.28 4.08 8.90 3.02 5.81 0.98 2.11 0.15 32.88

©

©



Table A.25: Private medical expenditures, by type, 1980: average per person, by employment status of head of household (£)

In-patient
hospital

Out-patient Dentists" Non- charges Other Other
Employment status Specialist hospital fees and Prescription prescription including health Cost of medical
of household head GP fees fees charges charges medicines charges specialist professionals eyeglasses expenditures Total

Employed (including
self-employed) 7.01 2.53 0.38 5.73 10.97 3.30 6.92 1.01 2.16 0.20 40.19

Unemployed, seeking
work                  4.54 0.49 0.04 0.77 2.78 2.14 -- 0.34 0.83 0.06 11.97

Retired 3.07 0.82 0.06 1.71 6.04 2.61 3.96 1.46 2.20 0.03 21.96
Household duties,

full-time 3.89 0.70 0.23 1.13 4.62 2.65 6.32 0.71 2.07 0.14 22.47
OtherI") 0.58 0.17 0.00cb) 0.62 1.75 1.87 0.20 0.04 0.19 0.00Ib) 5.15
All persons 5.68 1.86 0.28 4.08 8.90 3.02 5.81 0.98 2.11 0.15 32.88

Z

×

alncludes 14 household heads not working because of long-term sickness or disablement. Ib)Less than 0.005.

t~



Table A.26: Private medical expenditures, by type, 1980: average per person, by occupation of head of household (£)

In-patient
hospital

Out-patient Dentists’ Non- charges    Other Other
Occupation of Specialist hospital fees and Prescription prescription including health Cost of medical
household head GP fees fees charges charges medicines charges specialist professionals eyeglasses expenditures Total

Professional, manager
or employer 7.34 4.68 0.90 8.73 14.74 3.98 24.32 2.31 3.95 0.11 71.06

Salaried employee or
intermediate
non-manual worker 6.98 2.48 0.46 7.22 12.56 3.44 8.78 1.70 3.19 0.11 46.92

Other non-manual
worker 5.69 0.31 0.60 5.37 7.45 4.31 0.41 0.35 1.70 0.06 25.70

Skilled manual worker 5.80 2.44 0.38 2.94 8.31 2.60 2.12 1.14 1.89 0.01 27.64
Semi-skilled or

unskilled manual
worker 4.79 0.45 0.06 1.33 6.56 2.88 0.84 0.34 1.32 0.25 18.83

Farmer, agricultural
worker, or fisher 4.92 1.45 0.04 2.54 6.89 2.16 2.00 0.61 1.54 0.21 22.36

All Persons 5.70 1.87 0.28 4.10 8.94 3.03 5.83 0.99 2.12 0.15 33.00

13

0



Table A.27: Private medical expenditures, by type, 1980: average per person, by age head of household completed full-time

education (£)

In-patient
hospital

Out-patient Dentists" Non- charges    Other Other
Age household head Specialist hospital fees and Prescriptionprescription including health Cost of medical
completed education GP fees fees charges charges medicines charges spedalist professionals eyeglasses expenditures Total

Under 14 5.76 0.42 0.02 1.72 7.40 3.18 0.09 0.62 2.24 0.27 21.72
14 3.99 0.58 0.10 1.93 6.46 2.71 4.48 0.33 1.20 0.16 21.96
15 5.41 0.52 0.18 2.92 5.39 2.91 1.13 1.08 1.59 0.08 21.23
16 6.20 2.12 0.13 3.49 9.64 2.89 4.86 1.03 2.81 0.11 33.26
17 8.17 5.56 0.03 6.03 10.00 2.84 17.51 1.30 1.69 0.01 53.16
18 7.94 3.53 0.86 9.12 14.30 3.45 12.10 2.37 2.98 0.06 56.70
19 14.38 7.00 1.83 6.46 26.89 3.23 8.03 0.57 1.45 -- 69.83
Over 19 6.90 4.35 0.99 10.93 15.05 4.72 6.26 2.33 5.39 0.42 57.33
All persons 5.72 1.88 0.28 4.10 8.96 3.04 5.85 0.99 2.12 0.15 33.10

×



Table A.28: Profile of a visit with the doctor (general practitioner): Further care or treatment ordered, prescribed, or

suggested, per most recent visit, by VHI cover and Health Services entitlement, 1980 (per cent)

Surgical, Total ~
Refer to Refer to Non- nursing, Out- visits

VIII Cover and Category of Return another other pro- Prescribe prescription other patient Hospital in
Entitlement (I, II, III) visit doctor fessional medicine(s) medicine(s) device dept. admission Other sample

All VHI 17.6 8.5 2.6 70.4 8.2 1.8 8.2 5.1 1.3 612      e~
All Non-VHI 25.5 6.6 2.4 79.4 3.9 1.3 10.7 5.3 1.3 1,869 >-
All Category I 34.9 5.6 3.6 84.1 3.4 1.6 9.8 6.2 1.6 948

©VHI* 42.6 3.3 3.3 92.3 3.3 1.6 5.7 6.3 4.9 45 :~
non-VHI 34.5 5.7 3.7 83.7 3.5 1.6 9.9 6.2 1.4 903

All Category II 17.8 8.0 1.6 73.2 6.7 h0 11.6 4.6 hl 1,106
VHI 17.8 8.8 2.5 65.7 14.4 0.7 10.8 5.6 0.8 235      tn

¢/znon-VHI 17.8 7.8 1.4 75.2 4.6 h0 11.7 4.4 hl 871 O
All Category III 13.3 8.0 2.1 72.1 3.7 2.1 6.8 4.7 1.2 427

VHI 14.0 9.0 2.7 70.9 4.4 2.4 6.3 4.6 1.3 332 f)
non-VHI 10.0 4.4 0.0 76.9 0.8 1.0 8.1 5.6 1.5 95 tn

All persons 23.5 7.1 2.5 77.2 4.9 1.4 10.0 5.3 1.3 2,481
c~

*Absolute numbers too small to establish meaningful rates.



Table A.29: Profile of a visit with the doctor (specialist): Further care or treatment ordered, prescribed, or suggested, per most

recent visit, by VHI Cover and Health Services entitlement, 1980 (per cent)

Surgical, Total

Refer to Refer to Non- nursing, Out- visits

VHI Cover and Category of Return another other pro- Prescribe prescription other patient Hospital in

Entitlement (I, II, III) visit doctor fessional medicine(s) medicine(s) device dept. admission Other sample

All VHI                      40.1 10.5 0.2 21.7 1.3 2.6 13.8 16.4 5.9 152
All non-VHI 38.3 15.9 3.2 30.1 2.3 4.9 28.7 22.6 5.2 345
All Category I 38.1 21.9 4.5 31.0 3.2 7.1 36.8 27.7 4.5 155

VHI* 37.3 31.8 0.0 30.9 0.0 0.0 9.1 5.5 13.6 8
non-VHI 38.2 20.8 4.6 31.5 3.5 7.8 37.8 29.2 3.9 147

All Category II 39.4 12.8 1.3 27.4 1.3 3.1 22.6 18.6 6.6 226
VHI 41.2 11.5 0.0 27.1 0.0 2.0 18.2 21.7 6.6 56
non-VHI 39.0 13.3 1.9 27.3 1.9 3.5 24.1 17.9 6.2 170

All Category III 38.8 6.9 3.9 23.3 1.7 2.6 10.3 15.5 4.1 116
VHI 39.9 7.5 4.0 18.6 2.5 3.0 11.2 14.8 4.2 88

non-VHI 37.4 5.2 3.9 39.6 0.0 0.0 5.9 18.0 2.6 28
All persons 39.0 14.1 2.9 27.7 2.1 4.3 24.0 20.9 5.1 497

*Absolute numbers too small to establish/-neaningful rates.



Table A.30: Whose idea was most recent GP consultation? - Per cent distribution by VHI Cover and Category of Health
Services entitlement

Household Total
VIII Cover and Category of member’s Another doctor’s Total No.
entitlement (I, If, or III) Return visit ideaI") GP’ s idea Doctor’s idea Other ideasIb) in sample
All VHI 19.8 75.3 3.4 0.2 1.3 23.4 609
All non-VHI 31.5 62.9 4.2 0.6 0.9 36.3 1,863         ©
All Category I 39.8 53.9 4.6 1.2 0.6 45.6 946 >.

VHI* 34.5 60.6 2.5 2.5 0.0 39.5 45
©non-VHI 40.0 53.5 4.7 1.1 0.6 45.8 901 :~

All Category II 24.2 71.0 3.5 0.1 1.2 27.8 1,101
VHI 24.5 70.7 3.3 0.0 1.5 27.8 232
non-VHI 24.1 71.1 3.5’ 0.1 1.1 27.7 868

All Category III 15.8 79.1 3.7 0.2 1.2 19.7 426
VHI 15.2 79.7 3.7 0.0 1.4 18.9 332
non-VHI 17.9 76.8 3.9 0.8 0.6 22.6 94 ©All persons 28.7 65.8 4.0 0.5 1.0 33.2 2,472

alncludes patient, parent, etc. (blSum of return visit, GP’s idea and another doctor’s idea.
*Absolute numbers too small to establish meaningful rates.



Table A.31: Whose idea was most recent specialist consultation? - per cent distribution by VIII Cover and Category of Health

Services entitlement

VIII Cover and Category of
entitlement (I, II, or III)

Household Total
member’s Another doctor’s Total No.

Return visit idea�") GP’s idea Doctor’s idea Other ideas~b~ in sample

All VHI                         30.7 15.1 45.8 6.3 2.2 82.9 152
All non-VHI 24.5 9.9 53.9 7.3 4.4 85.7 348
All Category I 24.6 7.1 56.6 6.6 5.2 87.8 155

VHI* 13.6 21.8 50.9 13.6 0.0 78.1 8
non-VHI 25.2 6.3 56.9 6.2 5.5 88.3 147

All Category II 28.4 11.0 50.4 8.5 1.6 87.3 225
VHI 39.9 13.2 39.6 7.4 -- 86.9 55
non-VHI 24.8 10.4 53.9 8.9 2.1 87.6 170

All Category III 25.5 18.4 47.2 4.7 4.2 77.4 116
VHI 26.9 15.8 48.5 5.0 3.7 80.4 88
non-VHI 21.0 26.7 42.9 3.9 5.5 67.8 28

All persons categorised 26.5 11.5 51.6 7.0 3.3 85. I 496

"Includes patient, parent, etc. (b)Sum of return visit, GP’s idea and another doctor’s idea.
*Absolute numbers too small to establish meaningful rates.



Table A.32: Whose idea was most recent out-patient visit? - Per cent distribution by VIII Cover and Category of Health

Services entitlement

Household Total
VIII Cover and Category of member’s Another doctor’s Total No.
entitlement (I, II, or III) Return visit idealal GP’s idea Doctor’s idea Other ideascb) in sample

All VHI 16.8 22.8 44.6 13.0 2.7 57.6 125
All non-VHI 24.3 11.7 47.8 13.2 2.9 61.0 394

©All Category I 25.2 9.6 48.3 14.1 2.7 52.4 181 >.
VHI* 43.1 22.4 34.5 0.0 0.0 34.5 6
non-VHI 24.6 9.1 48.8 14.6 2.8 63.4 175

All Category II 25.0 11.9 48.5 12.2 2.5 51.0 245
VHI 21.0 13.3 52.1 13.5 -- 65,6 45
non-VHI 25.9 11.5 47.6 11.9 3.1 59.5 200

All Category III 10.9 30.8 39.8 14.3 4.2 44.0 91
VHI 12.3 29.3 39.5 14.2 4.7 53.7 72
non-VHI 5.8 36.5 40.9 14.5 2.3 55.4 19

All persons categorised 22.6 14.4 46.9 13.2 2.9 60.1 517

aIncludes patient, parent, etc. Ib)Sum of GP’s idea and another doctor’s idea.
*Absolute numbers too low to establish meaningful rates.



Table A.33: Whose idea was most recent Dentist visit? - Per cent distribution by VHI Cover and Category of Health Services

entitlement

Household Total
VHI Cover and Category of member’s Another doctor’s Total No.
entitlement (I, II, or III) Return visit ideala~ Dentist’s idea    Doctor’s idea Other ideascb~ in sample

All VHI                         25.4 68.1 1.0 0.5 5.0 1.5 394
All non-VHI 26.6 64.3 1.6 0.6 6.9 2.2 594
All Category I 26.7 62.7 2.2 1.7 6.7 3.9 213

VHI* 25.4 72.1 2.5 0.0 0.0 2.5 18
non-VHI 26.8 61.9 2.1 1.9 7.3 4.0 195

All Category II 25.3 66.5 1.2 0.0 7.0 1.2 470
VHI 19.0 74.9 0.3 0.0 5.8 0.3 118
non-VHI 27.4 63.7 1.5 0.0 7.4 1.5 352

All Category III 27.1 67.6 1.1 0.6 3.6 1.7 305
VHI 28.8 65.4 1.3 0.7 3.8 2.0 258
non-VHI 17.5 80.2 0.0 0.0 2.4 0.0 47

All persons 26.1 66.0 1.4 0.6 5.9 2.0 988

alncludes patient, parent, etc. IblSum of dentist’s idea and another doctor’s idea.
*Absolute numbers too low to establish meaningful rates.



Table A.34: Who prescribed most recent pharmaceutical medicine? - Per cent distribution by VHI Cover and Category of
Health Services entitlement

VIII Cover and Category of Another Total Total
entitlement (I, H or III) GP doctor Other doctor’s ideaslal in sample

All VHI                          93.3 5.6 1.0 98.9 532
All non-VHI 95.0 4.7 0.4 99.7 1,659
All Category I 96.0 4.0 0.0 I00.0 889

VHI* 97.9 2.1 0.0 100.0 42 :~t"*non-VHI 95.9 4.1 0.0 100.0 847
All Category II 93.7 5.5 0.8 99.2 921 :~

VHI 92.1 7.4 0.5 99.5 193
non-VHI 94.2 5.0 0.9 99.2 728

All Category III 93.0 5.8 1.2 98.8 370
VHI 93.3 5.2 1.5 99.5 288 ©
non-VHI 92.0 8.0 0.0 I00.0 82

All persons categorised 94.5 4.9 0.5 99.3 2,180

¯ (a)Sum of GP and another doctor.
*Absolute numbers too low to establish meaningful rates.



Table A.35: Whose idea was most recent hospital admission? - Per cent distribution by VHI Cover and Category of Health
Services entitlement

Household Total
VIII Cover and Category of member’s Another doctors’ Total
entitlement (I, II, III) ide~I") GP’s idea

doctor’s idea Other idea(b) in sample

All VHI                       10.7 52.7 22.4 14.1 75.1 99
All non-VHI 7.4 60.5 21.4 10.8 81.9 294
All Category I 3.7 73.7 16.4 6.2 90.1 144

VHI* 19.4 57.4 15.5 7.7 72.9 6
non-VHI 3.1 74.4 16.4 6.1 90.8 138

All Category II 11.2 50.9 24.2 13.7 75.1 182
VHI 9.7 61.4 24.5 4.4 85.9 41
non-VHI 11.7 47.6 24.1 16.5 71.7 141

All Category III 9.8 46.8 26.0 17.4 72.8 67
VHI 10.7 44.8 21.7 22.8 66.5 51
non-VHI* 6.9 55.3 39.7 0.0 93.0 16

All persons 8.3 58.5 21.7 11.6 80.2 392

alncludes patient, parent, etc. Ib)Sum of GP’s idea and another doctor’s idea.
*Absolute numbers too low to establish meaningful rates.



Table A.36: Entitlement under the Health Services and VHI cover, per cent by age and sex, 1980

With VHI Cover Without VIII Cover All

Sex and age I H III I H III I H III

Males 1.3 9.0 13.9 28.9 42.7 4.2 30.3 51.8 18.0
0-14 0.6 8.7 18.6 23.8 42.5 5.8 24.4 51.3 24.5 ©

15-44 2.0 9.4 13.7 20.7 49.5 4.6 22.7 58.9 18.3
45-64 0.4 9.6 13.4 29.0 45.6 2.0 29.2 55.5 15.3 ©
65+ 2.4 7.6 1.9 69.4 17.0 1.7 71.8 24.5 3.7

Females 1.7 10.4 14.7 33.4 35.6 4.2 35.1 46.1 18.8
0-14 0.7 8.6 22.1 25.1 39.4 4.1 25.8 47.8 26.3

15-44 2.5 12.8 14.7 21.5 43.1 5.4 24.1 56.1 21.5
45-64 0.8 12.2 12.6 39.6 31.6 3.2 40.7 43.9 16.0 O
65+ 3.2 6.0 0.6 75.8 12.2 2.2 78.7 18.3 3.0

All persons 1.5 9.7 14.3 31.2 39.2 4.2 32.7 48.9 18.4 ©

Detail may not add to I00 per cent because of rounding,                                                                               c~



Table A.37: VIII Cover and Health Services entitlement, by Health Board area, 1980 - Per cent distribution

Health Board area

VIII Cover and Category Mid- North- North- South-

of entitlement (I, II, III) Eastern Midland Western Eastern Western Eastern Southern Western Ireland

All VHI                     34.3 21.6 7.0 32.4 10.2 20.4 25.7 22.2 25.5

All non-VHI 65.7 78.4 93.0 67.6 89.8 79.6 74.3 77.8 74.5

All Category I 19.8 38.8 46.0 38.6 41.6 35.3 26.6 51.3 32.7

VHI* 1.7 0.4 0.7 1.7 0.5 1.9 1.I 2.4 1.5

non-VHI 181 38.4 45.3 36.9 41.1 33.4 25.5 48.9 31.2

All Category II 53.9 53.6 44.7 37.6 49.9 50.3 51.0 41.5 48.8
VHI 10.0 14.9 3.9 12.5 3.2 8.2 9.6 13.1 9.7
non-VHI 43.9 38.7 40.8 25.1 46.7 42.1 41.4 28.4 39.1

All Category III 26.3 7.6 9.3 23.8 8.5 14.4 22.4 7.2 18.5
VHI 22.6 6.3 2.4 18.2 6.5 10.3 15.0 6.7 14.3

non-VHI 3.7 1.3 6.9 5.6 2.0 4.1 7.4 0.5 4.2
All Persons(al 100.0 100.0 100.0 100.0 I00.0 100.0 100.0 100.0 100.0
DistributionIb) 31.8 4.6 8.1 10.4 5.9 11.1 15.8 12.3 100.0Ca)

¢"lDetail may not add to total because of rounding. CblPer cent of sample living in each Health Board area.
*Except for Ireland (last column), absolute levels too small to establish meaningful rates.



Table A.38: General practitioner consultations, by usual GP fee, by Health Board area

Nil (medical card)(’1 lp-£2.99 £3.00-£3.99 £4.00-£4.99 £5.00-£,5.99 £6.00+ All persons

,..2

Health Board area ~

.~.    ~. .~

Eastern 5,236 73.5 7.13 2,957 59.9 4.93 3,077 62.7 4.91 3,377 68.7 4.92 2,639 64.7 4.08 2,498 83.8 2.98 3,559 68.1 5.23

Midland 6.568 62.7 10.48 -- -- -- 1,763 51.5 3.42 2,057 55.7 3.69 ...... 3,780 57.3 6.60

Mid-Western 5,528 66.7 8.29 7,043 70.5Ibl 9.99 2,486 59.5 4.18 2,195 72.8 3.01 1,882 53.8 3.50lul 6,500I~ 100.0I~l 6.50I~l 3,853 66.5 5.80

North-Eastern 3,943 71.3 5.53 2,578 84.2 3.06 2,767 59.3 4.67 3,385 62.7 5.40 3,448 68.5 5.03 -- --    -- 3,403 66.3 5.13

North-Western 6,126 78.5 7.80 3,482 66.7 5.22 2,344 47.4 4.94 2,209 60.7 3.64 1,648 63.9 2.57 -- --    -- 3,960 66.8 5.92

South-Eastern 5,994 76.2 7.87 2,027 56.8 ’3.57 2,567 60.0 4.28 2,830 69.5 4.07 2,709 60.6 4.47 1,000lul50.0lul 2.00I~’l3,831 68.3 5.61

Southern 4,495 68.4 6.57 6,806 47.2 14.41 2,024 49.9 4.06 3,129 66.4 4.71 3,282 68.2 4.81 -- --    -- 3,408 63.4 5.37

Western 4,728 69.3 6.83 3,471 70.6 4.92 3,054 64.7 4.72 1,949 53.1 3.67 1,500lul100.0I~ 1.50I~l3,000Ibl50.0I~ 6.00I~ 3,640 65.0 5.60

Ireland 5,616 71.1 7.26 3,698 66.6 5.56 2,677 58.9 4.55 2,995 65.9 4.55 2,691 64.8 4.15 2,577 79.4 3.25 3,616 66.1 5.47

©

©

0
C
©

Notes: ~"~Persons with nil fees for reasons other than Medical Card excluded. I~)Fewer than 10 persons in category in sample.
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Table A.39: Number of beds in hospital room, by sex and age of in-patient, 1980,
per cent distribution

Number of Beds
Sex and age Only 1 2-4 5 or more    Total patientsCal

All Males 6.0 12.8 81.3 100.0
0-14 4.6 9.3 86.2 100.0

15-44 6.3 12.9 80.8 100.0
45-64 10.8 17.2 72.0 100.0
65+ 2.9 12.9 84.2 100.0
All Females 14.0 19.6 66.5 100.0

0-14 17.8 17.5 64.8 100.0
15-44 16.5 22.9 60.6 100.0
45-64 4.9 21.9 73.2 100.0
65+ 11.4 0Cb) 88.6 100.0
All Persons 10.8 16.1 73.1 100.0

¢"lDetail may not add to total because of rounding. CU)Less than 0.05 per cent.

Table A.40: Number of beds in hospital room, by Category of Health Services
entitlement and VIII cover, 1980, per cent distribution

Eligibility and Number of Beds Total
VHI cover Only 1 2-4 5 or more patients�")

All VHI           27.0 22.5 50.5 100.0
All non-VHI 5.5 14.0 80.4 100.0
All Category I 5.7 9.0 85.3 100.0

VHI* 0Cbl 6.5 93.5 100.0
non-VHI 5.9 9.1 85.0 100.0

All Category II 9.9 19.8 70.3 100.0
VHI 29.1 29.3 41.6 100.0
non-VHI 3.8 16.8 79.4 100.0

All Category III 22.8 23.1 54.1 100.0
VHI 26.2 19.1 54.7 100.0
non-VHI* 12.4 35.2 52.4 100.0

All Persons 10.8 16.1 73.1 100.0

ca)Detail may not add to total because of rounding. CblLess than 0.05 per cent.
*Absolute levels too small to establish meaningful rates.



Table A.41: Health Board area location of hospital and Health Board area residence

of patient, 394 hospital admissions, 1980

Health Board area of residence
Health ,Board area Mid- North- North- South-
location of hospital Eastern Midland Western Eastern Western Eastern Southern Western Total

©
Eastern 120 5 I 19 2 5 1 2 155
Midland 0 12 0 1 0 0 0 0 13 ©
Mid-Western 0 0 29 0 0 0 0 0 29 ;~

7z
North-Eastern 0 0 0 30 6 0 0 0 36
North-Western 0 0 0 0 15 0 0 2 17 7z
South-Eastern 0 0 0 0 0 45 0 0 45 5~

Southern 0 0 I 0 0 0 59 0 60 O
Western 0 1 0 0 0 0 0 38 39 7z
Total                     120        18        31         50        23         50        60        42        394

5¢
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Table A.42: Length of wait to get into hospital as in-patient, by Category of Health
Services entitlement and VHI cove~, 1980, per cent distribution

Up to Up to Up to More than Total
48 hours a month a year a year personsla)

All VHI              70.8 22.5 4.5 2.2 100.0
All non-VHI 73.4 18.4 6.7 1.4 100.0
All Category I 70.7 22.1 5.4 1.9 ’100.0

VHI* 50.3 49.7 0.0 0.0 100.0
non-VHI 71.5 20.9 5.6 2.0 100.0

All Category II 78.6 16.5 4.9 0(b) 100.0
VHI 79.0 14.8 6.2 0Cbl 100.0
non-VHI 78.5 17.0 4.4 0(b) 100.0

All Category III 71.2 22.2 4.7 1.9 100.0
VHI 69.4 25.3 5.2 0Ib) 100.0
non-VHI* 76.2 13.4 3.0 7.4 100.0

All Persons 72.8 19.4 6.2 1.6 100.0

la)Detail may not add to total because of rounding. IbILess than 0.05 per cent.
*Absolute levels too low to establish meaningful rates.



Appendix II

CALCULATION OF TABLE 6.1

Column (1) of Table 6.1 reports the per cent of each type ofutilisation deemed
to be the responsibility of (ordered, suggested, referred, or prescribed by) a
general practitioner. The figures are taken from Appendix Tables A. 30 through
A.35. In line i, return visits are treated as the GP’s idea. Out-patient hospital
(line 3) and dentist (line 5) figures are calculated on the basis of non-return visits
only.

Column (2) reports the per cent of each type of utilisation deemed to be the
responsibility of a doctor other than the patient’s GP, usually a specialist. These
figures are also taken from Appendix Tables A.30 through A.35. On line 2,
return visits are treated as the other doctor’s idea. As in Column (1), out-patient
hospital (line 3) and dentist (line 5) figures are calculated on the basis of non-
return visits only.

GP’s adjusted share, Column (3) is calculated as follows. For general practi-
tioner services, the adjusted share is 100 per cent. In other words, all of the cost of
GP services is attributed to GPs. For specialists (line 2), the adjusted GP share is
51.6 per cent, from Column (1), plus 51.6 per cent of return visits (26.5 per cent),
from Table A.31 for a total of 65.2 per cent. When a GP refers a patient to a
specialist, the GP as gatekeeper is deemed responsible in Column (3) not only for
the first but for the second, third, etc., specialist visits.

For the remaining types of utilisation in Column (3), the proportion for which
GPs are directly responsible, as indicated in Column (1), is augmented by 65.2
per cent of the proportion for which another doctor was reported to be respons-
ible, as indicated in Column (2). This adjustment is based on the estimate, as
mentioned in the preceding paragraph, that GPs are deemed responsible for
65.2 per cent of specialist visits. GPs, as gatekeepers to the system, are indirectly
responsible for the services prescribed by the specialists to whom the GP referred
patients.

Column (4) brings forward totals from Table 5.5.
The adjusted shares in Column (3) are applied to total medical care expendi-

tures in Column (4) to yield the estimates of GP responsibility in Column (5).
Public sector data on hospital and specialist expenditures are not broken down
as in Table 6.1, so it was necessary to weight the shares using private sector data
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from the author’s survey (see Table 5.4). The weights used are: specialist out-
patient, 23.6 per cent; hospital out-patient, 3.6 per cent; and hospital in-patient,
72.8 per cent. (Because the range of GP’s adjusted share for these three lines is
small, from 65.2 per cent to 72.6 per cent, the result is not very sensitive to the
particular weights adopted.)

No data were collected on doctor responsibility for the "other" category of
utilisation and expenditure (line 7). In Column (5), GP responsibility is treated
as nil, because of lack of information.

For calculation of overhead, see Table 5.5, note (d). GP share of overhead
expenditure is assumed to be the same in proportion as GP share of all other
items combined (66.8 per cent).



Appendix III

SUMMARY OF SURVEY QUESTIONNAIRE, WITH MEANS AND
FREQUENCIES

Note: Letter "H" by question number indicates data were collected for entire
household (either aggregate or head of household only); otherwise, data were
collected on each individual. There were 1,069 households, and (using the re-
weighted data) 3,775 persons in the survey.

1H.

la.

lb.

lc.

2H.

3H.

Number of persons in household.
Mean = 3.5
Sex.
Male = 1,866 Female = 1,909
Age.
Mean = 31.2
Relationship to head of household.
Self 1,072
Spouse 659
Son/daughter 1,819
Son-in-law/daughter-in-law 58
Other relative 153
Not a relative 14
Employment status of head of household.
Employed (including self-employed) 665
Unemployed, seeking work 47
Retired 175
Household duties, full-time 122
Not working because of long-term sickness or disablement 56
Other 4
Occupation group of head of household.
Professional, manager, or employer 165
Salaried employee, or intermediate non-manual worker 122
Other non-manual worker 105
Skilled manual worker 153
Semi-skilled or unskilled manual worker 240

340



APPENDIX III 341

4H.

5.

6.

7H.

8H.

9H.

10.

11.

12.

Farmer, farmer’s relative, or farm manager; other agricultural worker
or fisherman 280
Unknown 4
Age head o f household completed fuU-time education.
Mean = 15.6
Categoo~ of Health Services entitlement.
Category I 1,227
Category II 1,833
Category III 692
Missing data 23
VIII Cover.
Yes 969
No 2,802
Missing data 3
Distance from home to GP.
Up to one mile 452
Up to two miles 121
Up to three miles I35
Up to five miles 156
Up to ten miles 167
Over ten miles 32
Missing data 6
Usual GP fee - surgery, your home.
Surgery.
No fee 433 households
Mean (>0 only) £3.79
Home.
Mean (>0 only) £5.44
Does GP fee include all or most prescription medicines and pills?
Yes 17
No 635
No fee 433
Most recent time each member was seen by GP.
Within past 4 weeks 948
Within past 12 months 1,570
Within past 24 months 644
Within past 5 years 314
Longer ago than that (or never) 289
Missing data i0
How many times each member seen by GP in 1980.
Nil 1,280
Mean (~0 only) 5.5
Place of each member’s most recent GP visit.
Member’s home 477
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13.

14H.

15.

16.

17.

18.

19H.

20.

Doctor’s office/surgery
Another place
No visit/missing data
Whose idea was each member’s most recent GP visit?
Return visit
A household member’s idea
The GP’s idea
Another doctor’s idea
Other
Don’t know/no visits/missing data
Total household expenditure on GP fees in 1980.
None
Mean (all 1,069 households)
Mean (~0 only)

1,982
35

1,281

710
1,640

99
13
24

1,289

463 households
£20.69
£36.50

At most recent GP visit, further treatment or care prescribed, suggested, or ordered
by doctor.

Yes
15a. Return visit arranged. 586
15b. Referred to another doctor. 177
15c. Referred to a health professional other than a doctor (such as dentist,

optician, midwife). 61
15d. Prescribed medicine. 1,927
15e. Suggested~ordered non-prescription medicine. 122
15f. Prescribed~suggested other device, appliance item (excluding

contraceptives). 35
15g. Referred to hospital for out-patient service or treatment. 249
15h. Referred to hospital for admission. 133
15i. Other. 32
Any visits to specialist?
Yes 500
How many?
Mean (>0 only) 3.1
Whose idea was each member’s most recent specialist visit?
Return visit 132
A household member’s idea 57
A GP’s idea 257
Another doctor’s idea 35
Other 19
Don’t know/no visits/missing cases 3,275
Total household expenditure on (out-patient) specialist fees.
None 898 households
Mean (all 1,069 households) £7.53
Mean (>0 only) £47.07
At most recent specialist visit, further treatment or care prescribed, suggested, or
ordered by doctor.
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21.

22.

23.

24.

25.

26.

27.

28.

29.

20a.
20b.
20c.
20d.
20e.
20f.

20g.
20h.
20i.

~s
Return visit arranged. 194
Referred to another doctor. 70
Referred to a health professional other than a doctor. 15
Prescribed medicine. 138
Suggested/ordered non-prescription medicine. 11
Prescribed~suggested other device, appliance, item (excluding
contraceptives). 21
Referred to hospital for out-patient service or treatment. 120
Referred to hospital for admission. 106
Other. 25

Any visits to hospital out-patient department?
Yes 517
How many?
Mean (>0 only) 3.6
Whose idea was each member’s most recent specialist visit?
Return visit 117
A household member’s idea 75
A GP’s idea 244
Another doctor’s idea 68
Other 15
Don’t know/no visits/missing cases 3,255
Total 1980 household expenditure on out-patient hospital services.
None
Mean (all 1,069 households)
Mean (>0 only)
Any dentist visits?
Yes 1,017
How many?
Mean (>0 only) 2.6
If any visits, were dentures or bridgework supplied?
Yes 106

1,001 households
£1.05

£16.51

I/Vas household member referred by dentist to a doctor, a dental specialist, or an
orthodontist in 1980?
Doctor
Dental specialist
Orthodontist
More than one of these
None of these
No visits/missing cases
Whose idea was each member’s most recent dentist visit?
Return visit
A household member’s idea
A GP’s idea
Another doctor’s idea

5
15
19

1
929

2,760

260
656
14

5
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30.

31.

32H.

33.

34.

35H.

36.

37.

38.

Other 61
Don’t know/no visit/missing cases 2,779
Treatment provided at each member’s most recent dentist visit [enter only one].
Check-up only 780
X-ray(s) 12
Filling(s) 418
Extraction(s) 232
Dentures/bridgework 95
Other 58
Don’t know/no visit/missing cases 2,780
Fee charged by dentist for each member’s most recent visit in 1980.
No visit
No fee
Don’t know/no response
Fee paid (>0)
Mean (’~0 only)
Total 1980 household expenditure on dentists’ fees.
None
Mean (all persons)
Mean (’~0 only)
How many prescription items each member received in 1980.
None
Mean (~0 only)
Who prescribed each member’s most recent prescription item
GP
Another doctor
Other
Don’t know/no prescription/missing cases
Total 1980 household expenditures on prescription
medicines,
a.     Prescription medicines.

None
Mean (all households)
Mean (~0 only)

b.    Non-prescription medicines.
None
Mean (all households)
Mean (~0 only)

Is any member in hospital now?
Yes
How long has member been in hospital?
Mean ~ 0 only)
Who referred member to hospital or ~rst suggested he or she be admitted?
A household member’s idea 0

2,758 persons
391 persons
163 persons
463 persons

£16.02

711 households
£16.43
£49.06

1,584 persons
7.8

2,073
107
12

1,583
and on non-prescription

488 households
£30.77
£56.61

233 households
£10.58
£13.53

22 persons

20.8 days
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39.

40.

41.
42.

43.

44.

45.

46.

47.

48.
49.

A GP’s idea 12
Another doctor’s idea 4
Other 3
Don’t know/missing cases 3
Number of beds in member’s room.
Only 1 4
2 to4 2
More than 4 12
Don’t know/Missing cases 4
Length of wait for admission.
48 hours or less 11
Up to a month 4
Up to a year 2
More than a year 2
Don’t know/missing cases 3
Name and locality of hospital.
Members in hospital for at least an overnight stay in 1980.
Yes 394
How many times in hospital (discharges) in 1980?
Mean (>0 only) 1.4
Who referred member to hospital or first suggested he or she be admitted?
A household member’s idea 32
A GP’s idea 230
Another doctor’s idea 85
Other 46
Don’t know/missing data 1
Length of member’s stay.
Mean (>0 only) 18.9
Number of beds in member’s room.
Only one 37
2 to 4 59
More than 4 264
Don’t know 34
Length of wait for admission.
48 hours or less 272
Up to a month 71
Up to a year 18
More than a year 4
Don’t know 29
Name and locality of hospital.
Total I980 household expenditures on in-patient hospital care, including specialist

fees and any other related charges, as well as hospital room charges.
None 985
Mean (all households) £19.80
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50.

51H.

52.

53.

54H.

55.

56.

57H.

58.-61.

62H.

Mean (>0 only) £251.98
Any consultations, examinations, or treatment from health care professionals other
than doctors or dentists.
Yes 608 persons
Mean, all kinds (>0 only) 4.0 visits

Mean
Yes (>0 only)

a. Optician 371 1.2
b. Audiometrist 62 1.3
c. Midwife 11 2.4
d. Nurse 101 15.0
e. Social worker 19 2.1
f. Chiropodist 92 2.9
g. Psychologist 17 2.6
h. Physio- or occupational therapist 26 4.8
i. Other 8 3.8
Total 1980 household expenditures on health care professionals other than doctors

or dentists.
None 857 households
Mean (all households) £3.17
Mean (>0 only) £15.98
Members supplied with eyeglasses.
Yes 350 persons
How many pairs of eyeglasses.
Mean (>0 only) 1.2
Total 1980 household expenditures on eyeglasses.
None 856 households
Mean (all households) £7.02
Mean (>0 only) £35.23
Members supplied with hearing aids.
Yes. 8
How many hearing aids.
Mean (>0 only) 1.0
Total 1980 household expenditures on hearing aids.
None 1,068 households
Mean (>0 only) £280.00
In 1980 did member have:

Yes
58. Complete physical examination when not ill, injured, pregnant? 305
59. hnmunisation for any disease? 254
60. Blood pressure test? 1,019
61. Cervical cancer smear ("pap") test (adult women only)? 121
Any 1980 household medical expenditure not asked in previous questions.
None                                             1,045 households
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63H.

64H.

65H.

Mean (all households) £0.50
Mean (>0 only) £22.27
Any other body or organisation (such as employer) that helps household with
medical care costs.
Yes 75
(Asked for respondant only, not other household member.)
How long a wait in GP’s waiting area and~or examination room (most recent
visit).
Up to 30 minutes 573
Up to 60 minutes 278
Up to 2 hours 108
More than 2 hours 37
Don’t know/no response 73
Did any member of household make gifts to doctor (excluding cases where doctor is
close friend or relative)?
Yes 29
Money 14
Something else 15
Value -- mean (>0 only) £9.31
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