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FOREWORD

The Ade la ide Hosp i ta l Soc ie ty i s p leased to pub l i sh the f i r s t in a
new ser ies ent i t led Ade la ide Hea l th Po l i cy Br ie fs . I t i s appropr ia te
tha t the f i r s t Br ie f concerns EQUITY IN HEALTH CARE : A VIEW
FROM THE IR ISH HEALTH CARE SYSTEM as the Ade la ide
Hosp i ta l Soc ie ty, wh ich ex is ts to advance heal thcare, is commi t ted
to a l l c i t i zens rece iv ing equa l ca re and t rea tment upon the bas is
o f the i r hea l thcare needs ra ther than upon the i r f i nanc ia l means .
The purpose o f the se r ies o f Ade la ide Hea l th Po l i cy Br ie f s i s to
p rov ide shor t ev idence-based t rea tments o f key issues or top ics
in I r i sh hea l thcare . I t i s hoped that the ser ies wi l l cont r ibu te to the
hea l t h po l i c y p rocess in I re l and and the reby he lp improve the
hea l th care o f our peop le . The ser ies is be ing deve loped as par t
o f a w ide r and exc i t i ng new in i t i a t i ve by the Ade la ide Hosp i t a l
Soc ie ty in con junc t ion w i th the Depar tment o f Pub l i c Hea l th and
Pr imary Care in Tr i n i t y Co l l ege , Dub l i n . Th i s w i l l i nvo l ve the
appo in tmen t o f two Ade la ide Lec tu re rs i n Hea l t h Po l i cy and in
Hea l th Sc iences Research in 2009 . In add i t i on the Board o f the
Soc ie ty has appo in ted a Hea l th Po l icy Adv isory Board wi th a wide
range of exper t ise in re la t ion to hea l th po l icy issues. The Adela ide
Hosp i t a l Soc ie t y be l i eves tha t i t i s impo r tan t t o b r i ng the
con t r i bu t i ons o f expe r t s and agenc ies to bea r i n seek ing to
advance hea l thcare and to advocate improvements upon the bas is
o f the bes t ava i lab le ev idence .

We wish to thank Dr. Samantha Smi th fo r p roduc ing th is g round-
b reak ing pape r i n the I r i sh con tex t . We be l i eve i t w i l l be a
subs tan t ia l con t r ibu t ion to grea te r c la r i t y bo th as to the mean ing
o f ʻequ i t y ʼ and as to the ʻ f l ow of funds ʼ in the I r i sh hea l th sys tem.
As Dr. Smi th shows ʻ the dev i l ʼ o f un fa i rness is o f ten h idden in the
ʻde ta i l ʼ . Th is Br ie f p rov ides an essen t ia l roadmap to he lp deve lop
a more cohe ren t and t ranspa ren t na t i ona l commi tmen t to equ i t y
and in ensur ing th is in the way our hea l th fund ing f lows . There is
a cent ra l cont rad ic t ion around pr iva te f inanc ing in I r i sh hea l thcare
in tha t p r i va te sources o f f inanc ing accoun t fo r a re la t i ve ly sma l l
p ropor t ion o f to ta l hea l thcare resources . However i t has a sys tem
def in ing ro le un l i ke in o ther European coun t r ies : we end up wi th
our un ique ʻ two- t ie r ʼ sys tem which is so obv ious ly inequ i tab le and
w i th p r ima ry ca re be ing ve ry dependen t upon ʻou t o f pocke t ʼ
paymen ts . The re i s no th ing immutab le abou t ou r f i nanc ing o f
hea l t hca re , wh i ch had p roduced th i s cu r ren t s i t ua t i on , and th i s
we l l - researched paper w i l l ass is t in chang ing to a fa i re r and more
e f fec t i ve f low of funds .
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OVERVIEW
Th is br ie f examines equ i t y in the I r i sh hea l th care sys tem. Equ i ty
i s examined in I r i sh po l i c y, i n the s t ruc tu re o f t he hea l t h ca re
sys tem, and in how the hea l t h ca re sys tem is f i nanced and
imp lemented .

EQUITY IS………?
Equ i t y i s an impor tan t goa l fo r many hea l th po l i cymakers and is
one o f the fou r gu id i ng p r i nc i p l es in the cu r ren t I r i sh na t i ona l
hea l th care s t ra tegy. However, equ i t y i t se l f i s a complex concep t
and has no universa l ly agreed def in i t ion . There are a number o f
d i f fe ren t ph i losoph ica l theor ies on what equ i t y means .

EQUITY IN HEALTH CARE IS…. .?
I n hea l t h ca re , a range o f d i f f e ren t goa l s on equ i t y can be
iden t i f i ed in po l i cy s ta tements and s t ra teg ies :

� Ensure equal access to hea l th care fo r a l l i n the popu la t ion?

� Dis t r ibu te hea l th care accord ing to need?

� Ensure equal d is t r ibut ion of hea l th?

� Dis t r ibu te hea l th care on the bas is o f wi l l ingness to pay?

Each o f these goa ls re f lec ts a va l id ph i losoph ica l perspec t i ve on
equ i t y. The cent ra l p rob lem is tha t these goa ls (and the
under ly ing ph i losoph ica l theor ies ) can conf l i c t w i th each
other . To i l l us t ra te , i f hea l th care is s t ruc tu red so as to ach ieve
equa l access to hea l th ca re , th i s w i l l no t necessa r i l y mean tha t
hea l th care is d is t r ibu ted accord ing to need , o r tha t hea l th s ta tus
is equa l i sed across the popu la t ion . S imi la r l y, a l low ing hea l th care
to be d i s t r i bu ted acco rd ing to w i l l i ngness to pay r i sks i t be ing
concent ra ted in the hands o f those who are r i ch enough to pay fo r
i t . Th is wou ld no t necessar i l y ensure equa l access or tha t hea l th
care is d is t r ibu ted in l ine w i th need , and cou ld g ive r i se to a very
unequa l d is t r ibu t ion o f hea l th ou tcomes.

The ph i l osoph i ca l deba te on the mean ing o f equ i t y, and by
ex tens ion , equ i t y i n hea l t h ca re , i s un l i ke l y to be reso l ved .
Awareness and unders tand ing of the poten t ia l fo r conf l i c ts
be tween d i f fe ren t goa ls fo r equ i ty can in form and improve
heal th pol icy decis ion making .

EQUITY IN IRISH HEALTH POLICY?
Given there are d i f fe ren t ways o f de f in ing equ i t y in hea l th care , i t
i s impo r tan t t o i den t i f y wh i ch de f i n i t i on i s adop ted in na t i ona l
po l i cy s ta tements . Equ i ty is a cent ra l goa l in many nat iona l hea l th
ca re po l i c i es , bu t i t i s more d i f f i cu l t t o f i nd examp les o f po l i c y
s ta temen ts on equ i t y i n hea l t h ca re tha t embody c lea r l y
iden t i f i ab le e th ica l p r inc ip les .

Th is is observed in I r i sh hea l th po l i cy. Equ i ty is a cent ra l p r inc ip le
in the na t iona l hea l th ca re s t ra tegy bu t the de f in i t i on i s unc lea r
and incons is tent and thus cannot be un ique ly a l igned wi th any one
ph i l osoph i ca l i deo logy. A t one po in t , t he s t ra tegy i s conce rned
w i th equa l i t y i n access and oppo r tun i t y ( t o ach ieve fu l l hea l t h
po ten t i a l ) , a t ano the r i t i s conce rned w i th equa l i t y i n hea l t h
s ta tus , and a t ye t ano the r i t i s conce rned w i th d i s t r i bu t i ng
resources accord ing to need. I t is di f f icul t to ident i fy the overal l
equ i ty pr inc ip le underp inn ing I r i sh hea l th care po l icy. As a
f i r s t recommenda t ion , the de f in i t i ons o f wha t i s mean t by equ i t y
in hea l th , and in hea l th care , need to be rev is i ted in I r i sh na t iona l
hea l th po l i cy.

EQUITY IN IRISH HEALTH CARE STRUCTURES?
Di f fe ren t de f in i t i ons o f equ i t y in hea l th care have imp l i ca t ions fo r
how the hea l t h sys tem is s t ruc tu red . I n a sys tem gove rned by
l i be r ta r i an p r i nc ip l es , hea l t h ca re i s d i s t r i bu ted in the p r i va te
marke t accord ing to wi l l i ngness to pay ( i .e . us ing out -o f -pocke t o r
p r i va te hea l th insurance funds) . Other, non- l i be r ta r ian , p r inc ip les

requ i re non-marke t or ien ted sys tems where consumpt ion o f hea l th
ca re is separa ted f rom payment fo r tha t ca re . In these sys tems,
revenues f rom the popu la t i on (e .g . taxes ) a re poo led to f i nance
hea l th care serv ices which are in turn d is t r ibu ted to the popu la t ion
on the bas is o f some cr i te r ion (e .g . need) . There are no examples
o f hea l t h ca re sys tems whose s t ruc tu res a re cons i s ten t w i t h a
pu re l y l i be r ta r i an o r pu re l y non - l i be r t a r i an / ʻ ega l i t a r i an ʼ
pe rspec t i ve . The st ruc tures of the I r i sh sys tem embody a
complex mix of l iber tar ian and egal i tar ian pr inc ip les:

Pr imary care

� Ega l i ta r ian - pub l i c fund ing o f p r imary serv ices fo r med ica l
ca rd ho lders (<29% of the popu la t ion ) .

� L iber ta r ian - p r i va te fund ing fo r p r imary serv ices by non
med ica l ca rd ho lders (>71% of the popu la t ion ) .

Secondary care

� Ega l i ta r ian fo r pub l i c hosp i ta l ca re . A l l i nd iv idua ls a re
e l ig ib le to rece ive pub l i c hosp i ta l t rea tment (med ica l ca rd
ho lders are t rea ted f ree o f charge wh i le non med ica l ca rd
ho lders are requ i red to make co-payments ) .

� L iber ta r ian fo r p r i va te hosp i ta l ca re . Pr i va te hosp i ta l ca re
(e .g . p r i va te /semi -p r i va te beds , d i rec t consu l tan t ca re e tc . )
i s p rov ided on a wi l l i ngness to pay bas is in bo th pub l i c and
pr i va te hosp i ta l s .

Th is mix o f p r inc ip les in a hea l th sys tem has been descr ibed as
ʻhor r i f i c ʼ i n the l i te ra tu re (Wi l l i ams, 1988) :

� Di f fe rent ia l pr ic ing st ruc tures for pr imary and secondary
care give r ise to var ied incent ives that can lead to compl ica ted
pat te rns of u t i l i sa t ion and un in tended in terac t ions between the
d i f fe ren t leve ls o f hea l th care .

� Libertar ian pr inciples apply not jus t to supplementary pr iva te
hosp i ta l se rv i ces , bu t a l so , fo r spec i f i c i nd i v idua l s , to bas ic
pr imary care serv ices . Use o f GP care by non med ica l ca rd
ho lde rs i s i n f l uenced (amongs t o the r fac to r s ) by the i r
ab i l i t y /w i l l i ngness to pay fo r i t . The l i be r ta r i an s t ruc tu re
sugges ts tha t po l i cy makers are ind i f fe ren t to how much these
ind iv idua ls do /don ʼ t pu rchase .

The comp lex i t y o f t he equ i t y concep t makes i t d i f f i cu l t , bu t no t
imposs ib l e , t o ou t l i ne a cohe ren t s ta temen t on equ i t y i n hea l t h
care po l i cy, and to subsequen t l y a l ign hea l th care s t ruc tu res w i th
the po l i cy ob jec t i ves . The ana lys is o f the d i f fe ren t de f in i t i ons o f
equ i t y, and the i r po ten t i a l con f l i c t s , p rov ides a usefu l roadmap
for deve lop ing more coheren t and t ransparen t hea l th po l icy
commitments and heal th care st ructures .

MEASURING EQUITY?
The way in which the heal th sector is implemented may di f fer
f rom the intended structures so i t i s impor tan t to examine equ i ty
in the con tex t o f how the hea l th sys tem opera tes on the ground .
Th is i s the focus o f Par t I I .

A range o f in te rna t iona l l y accep ted methods fo r measur ing equ i t y
in hea l th care have been deve loped . To ge t a round the prob lems
in de f i n i ng equ i t y, r esea rche rs have focused on two b road l y
agreed pr inc ip les . Adherence to the fo l low ing two pr inc ip les has
been ana l ysed in a range o f OECD coun t r i es : a ) hea l t h ca re
shou ld be f i nanced acco rd ing to peop le ʼ s ab i l i t y t o pay and b )
hea l t h ca re shou ld be de l i ve red acco rd ing to peop le ʼ s need fo r
hea l th ca re ( i . e . rega rd less o f ab i l i t y to pay ) . Th i s cap tu res the
idea tha t wha t peop le pay in to the hea l t h sys tem does no t
determine the amount o f hea l th care they are ent i t led to rece ive in
re tu rn .
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Prev ious ana lys is has separa te ly examined these two pr inc ip les .
In the I r i sh con tex t , th i s over looks impor tan t pa t te rns on equ i t y.
Pa r t I I o f t h i s b r i e f adop ts a newer app roach o f l ook ing a t the
f inanc ing and de l ive ry o f hea l th care toge the r t o examine
equ i t y.

FLOW OF IRISH HEALTH CARE RESOURCES
The comple te f low of hea l th care resources in the I r ish hea l th care
sys tem is t raced . I nd i v i dua l s con t r i bu te to pub l i c and p r i va te
hea l t h ca re resou rces (v i a tax con t r i bu t i ons , ou t -o f -pocke t
payments e tc . ) , these resources are used to pay fo r hea l th care
f rom a range o f p rov ide rs (e .g . hosp i t a l s , GPs e tc . ) and these
hea l th care serv ices are in tu rn d is t r ibu ted across the ind iv idua ls .
By unp ick ing the de ta i l s in the resource f lows , the ana lys is
ident i f i es equ i ty pa t te rns beh ind how the hea l th sys tem is
f inanced and del ivered in pract ice .

A range o f da ta sources are used to t race the f low of non-cap i ta l
pub l i c and pr i va te hea l th care resources th rough the I r i sh hea l th
care sys tem in the year 2004 .

Ind iv idua ls a re ca tegor i sed by hea l th care en t i t l ement s ta tus :

� ʻMed i ca l ca rd ʼ – i nd i v i dua l s who ho ld on l y a med ica l ca rd
(25%) . The ave rage income o f th i s g roup i s l ow, w i t h a
re la t i ve ly o ld age pro f i l e .

� ʻDua l cover ʼ – ind iv idua ls w i th bo th a med ica l ca rd and pr i va te
hea l t h i nsu rance (3%) . The ave rage income o f th i s g roup i s
low, bu t h igher than in the med ica l ca rd group , w i th an o lder
age pro f i l e .

� ʻNon -cove red ʼ – i nd i v i dua l s w i t h ne i t he r a med ica l ca rd no r
p r i va te hea l t h i nsu rance (23%) . The ave rage income o f th i s
g roup i s h ighe r than fo r t he med ica l ca rd ho lde rs bu t l ower
than fo r those wi th pr i va te hea l th insurance , w i th a re la t i ve ly
young age pro f i l e .

� ʻP r i va te ly insured ʼ – ind iv idua ls w i th pr i va te hea l th insurance
only (49%). The average income of th is group is h igher re la t ive
to the o ther g roups , w i th a midd le age pro f i l e .

EQUITY MESSAGES FROM THE FLOW OF FUNDS?
A cent ra l message f rom the ana lys is is tha t in order to unders tand
equ i t y in the I r i sh hea l th care f inanc ing sys tem, the devi l rea l ly
is in the deta i l .

Exist ing measures of equi ty in I r ish heal th care f inancing hide
sources of inequ i ty t ha t a re iden t i f i ed f rom the more de ta i l ed
f low of funds ana lys is .

There is ev idence of c ross subs id isa t ion in the sys tem . Fo r
some groups in the popu la t ion , the i r con t r ibu t ions to hea l th care
resources are h igher than the va lue o f hea l th care serv ices tha t
t hey rece i ve , and v i ce ve rsa fo r o the r g roups . Resou rce
cont r ibut ions by some ind iv idua ls are used to subs id ise the cost o f
hea l th care fo r o thers .

The amount o f c ross subs id isa t ion var ies by hea l th care
serv ice .

The d i rec t ion of c ross subs id isa t ion var ies by hea l th care
serv ice . I t i s no t a lways the case tha t the r i ch subs id ise the poor
and the hea l thy subs id ise the s ick . For some hea l th care serv ices
and types o f expend i tu re , there is ev idence o f c ross subs id isa t ion
in the oppos i te d i rec t ion .

The f inanc ing mix for hea l th serv ices var ies across
ent i t lement groups. A mix of pub l ic and pr iva te resources is used
to f inance hea l th care fo r a l l i nd iv idua ls in the popu la t ion , bu t the
p ropo r t i ona l m ix va r i es ac ross g roups . I n par t i cu la r, the non-
covered group re l i es to a grea te r ex ten t on out -o f -pocke t
payments to f inance hea l th care re la t i ve to o thers in the
popula t ion , par t icu lar ly for pr imary care .

Impor tant lessons on equi ty can be learnt f rom smal l deta i ls
in the sys tem. The Na t i ona l Trea tmen t Pu rchase Fund (NTPF)
accoun ts fo r less than 1% of to ta l hea l th care resources , bu t i t s
ex is tence h igh l igh ts key prob lems in the res t o f the sys tem. The
NTPF crea tes a comp l i ca ted resource f low whereby some of the
con t r i bu t i ons made by ind i v i dua l s to pub l i c resou rces a re
a l l oca ted to pu rchas ing hea l t h ca re in the p r i va te sec to r, a t
p r i va te sec to r ra tes , fo r pub l i c pa t ien ts . The NTPF is a symptom
o f the w ide r p rob lems in the sys tem caused by comp lex supp l y
and demand s ide incen t i ves tha t opera te to favour the t rea tment
o f p r i va te pa t ien ts over pub l i c pa t ien ts w i th in the pub l i c hosp i ta l
sys tem, regard less o f hea l th care need or soc io -economic s ta tus .

The ana lys is a lso exp la ins a cent ra l cont rad ic t ion around
pr iva te f inanc ing in the I r i sh sys tem. Pr i va te sou rces o f
f inanc ing accoun t fo r a re la t i ve ly sma l l p ropor t ion o f to ta l hea l th
ca re resou rces , bu t t he i r r o l e i n the sys tem is no t marg ina l .
P r i va te sou rces rep resen t an impo r tan t sou rce o f f i nanc ing fo r
spec i f i c hea l th se rv i ces , and fo r spec i f i c i nd i v idua ls in the I r i sh
sys tem.

U l t imate ly, ana lys ing equ i t y in hea l th care is a d i f f i cu l t task . The
concept i tse l f i s compl ica ted wi th no un iversa l l y agreed def in i t ion .
F rom the perspec t i ve o f the I r i sh hea l th care sys tem, the p ic tu re
is fu r ther compl i ca ted . A mix o f p r inc ip les on equ i t y a re iden t i f i ed
both a t the leve l o f hea l th po l i cy, and in the s t ruc tures tha t govern
the sys tem (Par t I ) . A t the leve l o f imp lementa t ion , ana lys is o f the
comple te f low of resources th rough the sys tem revea ls a number
o f complex f lows tha t have imp l i ca t ions fo r equ i t y (Par t I I ) .

v i
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PART I

UNDERSTANDING EQUITY:
IN IRISH HEALTH CARE POLICY

AND STRUCTURES
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1.2 Def in ing equi ty
EQUITY IS…. .
Equi ty can be def ined in a number o f ways. D i f fe ren t ph i losoph ica l
perspec t i ves have d i f fe ren t v iews on what ʻequ i t y ʼ means . These
d i f f e ren t v iews can con f l i c t w i th each o the r. Th i s sec t i on b r ie f l y
ou t l i nes the de f i n i t i on o f equ i t y f r om each o f the fo l l ow ing
ph i l osoph i ca l v i ewpo in t s : l i be r t a r i an i sm, u t i l i t a r i an i sm, Raw ls ʼ
theory o f d i s t r i bu t i ve jus t i ce , equa l i t y o f oppor tun i t y theory, and
Sen ʼs theory o f equa l i t y.

Liber tar ian ism emphas ises r igh ts , and c la ims tha t i f everyone is
en t i t l ed to the goods they possess , a jus t d is t r ibu t ion is whatever
d is t r ibu t ion resu l t s f rom peop le ʼs f ree exchanges o f those goods .
The on l y l eg i t ima te gove rnmen t i n te r ven t i on i s to f i nance the
background ins t i tu t ions tha t a re requ i red to pro tec t the sys tem of
f ree exchange (e .g . po l i c ing and jus t i ce sys tems) .

Ut i l i ta r ian ism j udges ac t ions to be r igh t o r wrong by assess ing
the i r impac t on to ta l u t i l i t y. The cen t ra l i dea i s tha t t he mora l l y
cor rec t ac t ion is the one wh ich produces the grea tes t amount o f
happ iness fo r soc ie ty (Kyml icka , 2002) . A jus t soc ie ty i s ach ieved
when the majo r ins t i tu t ions are ar ranged to y ie ld the grea tes t ne t
ba lance o f sa t i s fac t ion summed over a l l i nd iv idua ls in the soc ie ty
(Rawls , 1971) .

Rawls ʼ t heo ry o f soc ia l j us t i ce (Raw ls , 1971 ) assumes tha t a l l
i nd i v i dua l s a re equa l , r a t i ona l , and se l f - i n te res ted . The theo ry
descr ibes a hypo the t i ca l ʻo r ig ina l pos i t i on ʼ , where no-one knows
h is or her p lace in soc ie ty, in wh ich these ind iv idua ls choose the
pr inc ip les to govern d is t r i bu t i on in soc ie ty. Raw ls p roposes tha t
beh ind th is “ve i l o f ignorance” (Rawls , 1971 : 12) ind iv idua ls w i l l
adop t t he ʻd i f f e rence p r i nc ip l e ʼ . Unde r th i s p r i nc ip l e , a l l
i nequa l i t i es a re judged in te rms o f secu r ing the bene f i t s fo r the
leas t advan taged person in soc ie ty.

The idea o f ʻ equa l i t y o f oppor tun i ty ʼ i s desc r i bed as the
p reva i l i ng jus t i f i ca t i on fo r economic d i s t r i bu t i on in ou r soc ie t y
(Kyml icka , 2002) . Th is theory proposes tha t peop le shou ld no t be
“advan taged o r hampered by the i r soc ia l backg round and tha t
the i r p rospec ts in l i fe shou ld depend ent i re l y on the i r own ef fo r t
and ab i l i t i es ” (2004 : 25) . Inequa l i t i es in income, power and o ther
doma ins a re jus t i f i ed i f t he re has been fa i r compe t i t i on in
ach iev ing those pos i t i ons . I nequa l i t i es a re un fa i r i f peop le a re
d isadvan taged /p r i v i l eged by arb i t ra ry and undeserved d i f fe rences
in the i r soc ia l c i r cumstances (Kyml icka , 2002) .

Sen prov ides a use fu l me thod fo r compar ing the above theo r ies
w i th each o ther (Sen , 1992) . Each o f the theor ies are look ing fo r
equa l i t y in some th ing (e .g . l i be r ta r ians demand equa l i t y o f r igh ts
and l i be r t i es , u t i l i t a r i ans ass ign equa l we igh t s to eve ryone ʼ s
u t i l i t y, Rawls ʼ theory requ i res equa l l i be r ty and equa l d is t r ibu t ion
o f soc ia l p r imary goods) . I f a l l peop le were iden t i ca l , equa l i t y in
one space (e .g . i ncome) wou ld be cong ruen t w i t h equa l i t i es i n
o the r spaces (e .g . we l l - be ing , u t i l i t y ) . I t i s a consequence o f
human d i ve rs i t y t ha t equa l i t y i n one space tends to go w i th
i nequa l i t y i n ano the r. Sen the re fo re a rgued tha t t he mos t
impo r tan t i ssue i s to ag ree on the space in wh i ch equa l i t y i s
requ i red: “ ʻEqua l i ty o f what? ʼ is indeed a momentous – and cent ra l
- ques t ion ” (Sen , 1992 : 21) .

Sen ʼs t heo ry o f equa l i t y i s deve loped on the bas i s o f h i s own
answer to tha t ʻmomentous ʼ ques t ion . The theory requ i res equa l i t y
i n the space o f peop le ʼ s capab i l i t i es to ach ieve va luab le be ings
and do ings tha t make up the i r we l l - be ing . These ʻbe ings and
do ings ʼ a re labe l l ed ʻ f unc t i on ings ʼ and range f rom e lemen ta ry
i tems such as adequate nour i shment and be ing in good hea l th to
more comp lex i t ems o f happ iness , se l f - r espec t , commun i t y
par t i c ipa t ion (Sen , 1992) .

2

The recen t jo in t po l i cy paper by the Ade la ide Hosp i ta l Soc ie ty
and the Jesu i t Cen t re fo r Fa i th and Jus t i ce (2007) iden t i f i es a
se t o f key va lues tha t a re be l i eved to be impor tan t i n
underp inn ing a cen t ra l v i s ion fo r the I r i sh hea l th sec to r. Jus t i ce
(equ i t y ) i s i nc l uded in these key va lues , and equ i t y i s a l so a
cen t ra l ob jec t i ve in the na t i ona l hea l t h ca re po l i cy. Desp i t e
these po l i cy commi tments to equ i t y, in rea l i t y there is concern
w i th inequ i tab le pa t te rns in the f inanc ing and de l i ve ry o f I r i sh
hea l th care and th is i s where much of the empi r i ca l work in th is
a rea has focused (e .g . Lay te and No lan , 2004) .

However, the concept o f equ i ty is complex . There is no un iversa l
agreement on how i t shou ld be de f ined and d i f fe ren t de f in i t i ons
can con f l i c t w i th one ano ther. Th is has obv ious imp l i ca t ions fo r
wha t i s mean t by equ i t y i n hea l t h ca re and how i t can be
pu rsued in a hea l t h ca re sys tem. The s t ruc tu re o f t he I r i sh
hea l th care sys tem has a number o f unusua l fea tures . Lay te and
No lan (2004 : 111 ) desc r i be as “comp lex ” the response o f the
I r i sh hea l th care sys tem to the cent ra l ques t ions of how a hea l th
serv ice shou ld be f inanced, who should have access to i t , and at
wha t p r i ce . The au tho rs no te w i t h su rp r i se the lack o f
concep tua l work on de f in ing equ i t y in hea l th care in the con tex t
o f th i s complex sys tem.

In response , Par t I o f th i s b r ie f a ims to unp ick the fundamenta l
equ i t y p r i nc ip l es tha t unde rp in I r i sh hea l t h ca re po l i cy and
s t ruc tu res . The ana lys is shows tha t the way in wh ich equ i t y i s
de f i ned changes f rom one pa r t o f t he sys tem to ano the r. By
draw ing on the theore t i ca l background to equ i t y, the d iscuss ion
he lps to c la r i f y the cho ice o f jus t i ce pr inc ip les tha t i s ava i lab le
fo r govern ing the s t ruc tu re o f the I r i sh hea l th care sys tem.

To he lp assess the equ i t y goa ls in the I r i sh sys tem, sec t ion 1 .2
out l ines a range of d i f fe rent theore t ica l def in i t ions of equ i ty, and
o f equ i t y in hea l th . Sec t ion 1 .3 examines how equ i ty has been
de f ined in in te rna t iona l hea l th po l i c ies and the imp l i ca t ions fo r
hea l th ca re s t ruc tu res . Sec t ion 1 .4 focuses on how equ i t y has
been def ined in I r i sh hea l th care po l i cy and examines the equ i ty
p r i nc ip l es unde rp inn ing hea l t h ca re s t ruc tu res . Sec t i on 1 .5
assesses how the hea l t h ca re s t ruc tu res a re imp lemen ted in
p rac t i ce . Sec t i on 1 .6 d i scusses p re fe rences on equ i t y i n I r i sh
hea l th care , and sec t ion 1 .7 conc ludes Par t I .

Introduction
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EQUITY IN HEALTH IS….
Equ i t y i n hea l t h ca re has been de f i ned in a number o f ways , i n
te rms o f seek ing equa l hea l th care fo r peop le w i th equa l needs ,
o r ensur ing equa l access to hea l th care , o r remov ing inequa l i t i es
i n hea l t h ou tcomes e tc . (Cu l ye r and Wags ta f f , 1993 , Cu l ye r,
1995) . G iven the vary ing de f in i t i ons o f equ i t y, i t i s no t surp r i s ing
tha t there are d i f fe ren t de f in i t i ons o f equ i t y in hea l th . To compare
a l te rna t i ve concep t ions o f equ i t y in hea l th , i t i s use fu l to l i nk the
d i f f e ren t de f i n i t i ons back to the i r unde r l y i ng ph i l osoph i ca l
pe rspec t i ves . Th i s can be done by us ing the ʻequa l i t y o f wha t? ʼ
ques t ion as a gu ide . Tab le 1 .1 summar ises the l inkages be tween
the ph i losoph ica l theor ies and the de f in i t i ons o f equ i t y in hea l th .

Focus on equa l i t y i n r i gh t s and a l l ow ing hea l t h ca re to be
purchased in the marke t acco rd ing to ind i v idua ls ʼ w i l l i ngness to
pay f i t s w i th the l ibe r ta r ian perspec t i ve (Cu lyer, 1995) .

D is t r i bu t i on o f hea l th ca re accord ing to need can be l inked w i th
u t i l i t a r ian or Rawls ian theory depend ing on how need is de f ined .
A ut i l i ta r ian perspec t i ve wou ld p lace equa l we igh t on the hea l th o f
everyone and wou ld seek to ach ieve the max imum leve l o f hea l th
i n the soc ie t y. Where need i s de f i ned in te rms o f capac i t y to
bene f i t , t he u t i l i t a r i an m igh t seek d i s t r i bu t i on o f resou rces in
favou r o f t hose w i th the g rea tes t capac i t y to bene f i t f r om tha t
ca re . 1 A Raw ls ian pe rspec t i ve i s assumed to be conce rned w i th
the hea l th o f the wors t o f f i nd iv idua l . I f need is de f ined as in i t i a l
hea l th s ta te , the Rawls ian po l i cy maker w i l l app ly the ʻd i f fe rence
p r i nc ip l e ʼ and d i rec t resou rces to those w i th the wors t hea l t h
s ta tus (O lsen , 1997) . 2

Equa l i t y o f access to hea l th care f i t s w i th the genera l p r inc ip le o f
equa l i t y o f oppor tun i ty. Equa l i t y o f hea l th can be l inked wi th Sen ʼs
theo ry. Where hea l t h i s an impor tan t f unc t i on ing in a pe rson ʼ s
capab i l i t y se t , pursu i t o f equa l i t y in the d is t r ibu t ion o f hea l th w i l l
be an impor tan t goa l . 3

Theore t i ca l ana lys is has emphas ised the con f l i c t s tha t can occur
be tween these d i f fe ren t de f in i t i ons o f equ i ty in hea l th (Cu lye r and
Wags ta f f , 1993 , Cu lye r, 1995) . Th is i s no t su rp r i s ing g iven the i r
l i nkage w i th unde r l y i ng ideo log ies tha t a re known to con f l i c t .
A l low ing hea l th care to be d is t r ibu ted accord ing to w i l l i ngness to
pay r i sks i t be ing concen t ra ted in the hands o f those who are r i ch
enough to pay fo r i t . Th is wou ld no t necessar i l y see hea l th care
d is t r ibu ted in l ine w i th need (however de f ined) , wou ld no t ensure
equa l access , and cou ld g ive r i se to a very unequa l d is t r ibu t ion o f
hea l t h ou tcomes . Thus , whe re peop le a re no t i den t i ca l i n eve ry
way, pu rsu i t o f equa l r i gh t s and a l l ow ing hea l t h ca re to be
d is t r ibu ted accord ing to wi l l i ngness to pay is l i ke ly to con f l i c t w i th
the o ther p r inc ip les such as needs , access , and equa l hea l th .

D is t r ibu t ing hea l th care accord ing to need embod ies two gener i c
concepts , hor izonta l and ver t ica l equ i ty. Hor izonta l equ i ty requ i res
equa l i t y in the t rea tment o f those wi th equa l needs wh i le ver t i ca l
equ i t y l ooks fo r unequa l t r ea tmen t o f unequa l s . 4 D i s t r i bu t i ng
hea l t h ca re acco rd ing to need has d i f f e ren t imp l i ca t i ons fo r the
resu l tan t d is t r ibu t ion o f hea l th s ta tus , depend ing on how need is
de f ined . Two peop le may have the same in i t i a l hea l th s ta tus bu t
one has more capac i t y to bene f i t f rom hea l th care than the o ther.
Where need is de f ined in te rms of in i t i a l hea l th s ta tus ( i .e . degree
o f i l l - hea l t h ) , d i s t r i bu t i on acco rd ing to need be tween these two
ind iv idua ls emp loys the hor i zon ta l equ i t y p r inc ip le (equa l ca re fo r
equa l need ) and the resu l t i ng hea l t h d i s t r i bu t i on i s equa l .
However, where need is de f ined as capac i ty to benef i t f rom hea l th

ca re , d i s t r i bu t i on acco rd ing to need in th i s examp le w i l l emp loy
the ve r t i ca l equ i t y p r i nc ip l e whe re unequa l ca re i s requ i red to
meet unequa l capac i t y to bene f i t . In th is case the resu l t i ng hea l th
d i s t r i bu t i on be tween the two ind i v i dua l s wou ld be unequa l . The
examp le demons t ra tes tha t app l i ca t i on o f t he p r i nc ip l e o f
d i s t r i bu t i ng acco rd ing to need can g i ve r i se to d i f f e ren t
d is t r ibu t ions o f hea l th depend ing on how need is de f ined (Cu lyer
and Wags ta f f , 1993) and wi l l a l so no t necessar i l y y ie ld equa l i t y in
o ther spaces such as hea l th , r igh ts , access .

The d i s t r i bu t i ons o f hea l t h s ta tus and capac i t y to bene f i t f r om
hea l t h ca re a re no t necessa r i l y i den t i ca l ac ross the I r i sh
popu la t i on . The re i s ev idence tha t poo r hea l t h s ta tus i s more
concen t ra ted amongs t t he lower soc io -economic s t ra ta (e .g .
Lay te , 2004 ) . Capac i t y to bene f i t f r om hea l t h ca re can be
in f l uenced by a range o f fac to r s (e .g . access to hea l t h
complementa ry fac to rs such as nu t r i t i ona l d ie t , hea l th -p romot ing
behav iours) tha t cou ld be more preva lent in h igher income groups.

Ensur ing equa l i t y o f access to hea l th care (by equa l i s ing cos ts o f
u t i l i sa t ion or the max imum at ta inab le consumpt ion of hea l th care) ,
wou ld no t au tomat i ca l l y g ive r i se to equa l i t y in the o ther spaces .
A l l ow ing eve ryone the same cos ts o f u t i l i sa t i on does no t
gua ran tee tha t each pe rson w i l l use the amoun t o f hea l t h ca re
requ i red to y ie l d an equa l d i s t r i bu t i on o f hea l t h (Cu l ye r and
Wags ta f f , 1993 ) , o r t ha t hea l t h ca re w i l l be d i s t r i bu ted in l i ne
w i th need .

These observed con f l i c t s be tween po l i c ies tha t pursue equa l i t y in
d i f f e ren t hea l th - re la ted spaces are cons is ten t w i th Sen ʼs (1992)
ana l ys i s o f con f l i c t s be tween ph i l osoph i ca l pe rspec t i ves where
pursu i t o f equa l i t y in one ideo log ica l space requ i res accep tance
o f poss ib l e i nequa l i t i es i n o the rs . Fo r each o f the above
de f i n i t i ons o f equ i t y i n hea l t h , un less peop le have equa l
w i l l i ngness to pay, equa l hea l th endowments , and equa l capac i t y
to bene f i t f rom hea l th care , accep tance o f equa l i t y in one space
(e .g . r i gh t s , needs , access , hea l t h ) w i l l po ten t i a l l y l ead to
inequa l i t y in the o ther spaces . As long as the under l y ing ideo logy
o f the d is t r ibu t ion pr inc ip le is accep tab le , an unequa l d is t r ibu t ion
o f hea l th ou tcomes is no t necessar i l y inequ i tab le .

3
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2 A l t h o ugh Raw l s h a s a c kn ow l e dged s ome d i f f i c u l t i e s w i t h a pp l y i n g t h e ‘ d i f f e r e n c e p r i n c i p l e ’ t o h e a l t h a nd s ome au t h o r s h a v e a r g u ed t h a t t h i s d i s t r i b u t i v e t h e o r y c a nno t b e a pp l i e d t o h e a l t h .
3 S e n ’s t h e o r y i s u l t ima t e l y c o n c e r n ed w i t h p u r s u i n g equa l i t y i n c a p a b i l i t i e s t o f u n c t i o n r a t h e r t h a n equa l i t y i n t h e f u n c t i o n i n g i t s e l f . H owe v e r, i t h a s b e en no t e d t h a t a pp l i e d wo r k r e l a t i n g t o S en ’s
t h e o r y h a s f o c u s ed on equa l i t y i n a c t u a l a c h i e v emen t s ( i . e . f u n c t i o n i n g s ) r a t h e r t h a n on c a pa b i l i t i e s t o f u n c t i o n (Wag s t a f f a n d v an Doo r s l a e r, 2000 ) .
4 To c l a r i f y, v e r t i c a l e q u i t y i s c o n c e r n ed w i t h e n su r i n g t h a t whe r e two peop l e h a v e unequa l n e ed s f o r h e a l t h c a r e , t h e t r e a tmen t w i l l b e a pp r o p r i a t e l y u n equa l ( i . e . t h e i n d i v i d u a l w i t h g r e a t e r n e ed f o r
h e a l t h c a r e w i l l r e c e i v e mo r e t r e a tmen t t h a n t h e i n d i v i d u a l w i t h a l owe r n e ed f o r h e a l t h c a r e ) .
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1.3 Equi ty in hea l th care pol icy and structures
EQUITY IN HEALTH CARE POLICY….
Equ i ty i s a cen t ra l goa l in many na t iona l hea l th care po l i c ies . The
above theore t i ca l d iscuss ion under l i nes the impor tance o f c lear l y
spec i f y i ng wh ich de f i n i t i on o f equ i t y i s adop ted i f t he goa l i s to
coheren t l y gu ide po l i cy dec is ions . In prac t i ce i t i s d i f f i cu l t to f ind
examp les o f po l i cy s ta temen ts on equ i t y i n hea l th and in hea l th
care tha t embody c lear l y iden t i f i ab le e th ica l p r inc ip les .

In many cases , con f l i c t i ng pr inc ip les are espoused wi th in the one
po l i cy where the coun t ry seeks to reduce inequa l i t i es in access ,
whi le a lso a iming to reduce inequa l i t ies in hea l th outcomes (Ol iver
e t a l . , 2005 ) . The co re ob jec t i ve o f t he Eng l i sh Na t i ona l Hea l t h
Serv ice is to ensure equa l access fo r equa l need . Th is con f l i c t s
w i t h o the r ob jec t i ves to na r row hea l t h ou tcomes inequa l i t i es
a l though commenta to rs have descr ibed these as secondary to the
ove r r i d i ng ob jec t i ve o f secu r i ng equa l access (O l i ve r, 2005 ) .
Equ i t y i s one o f the cen t ra l co re va lues on wh ich the Canad ian
sys tem is based and the re i s a s t rong emphas i s on un i ve rsa l
access , and on ensur ing d is t r ibu t ion o f care on the bas is o f need
ra ther than any other fac tor (e .g . wea l th , reg ion etc . ) (Commiss ion
on the Fu tu re o f Hea l t h Care in Canada , 2002 ) , a l t hough need
i tse l f i s no t de f ined . As ou t l i ned in theory, ensur ing equa l access
to ca re can con f l i c t w i t h e f f o r t s to d i s t r i bu te ca re acco rd ing to
need .

In o the r coun t r i es , i t i s more d i f f i cu l t t o i den t i f y t he p r i nc ip l es
underp inn ing the hea l th ca re sys tem. In the US, the re has been
less obv ious commi tmen t to equ i t y compared w i th o the r OECD
count r ies (Wags ta f f and van Doors laer, 2000) . However, in more
recen t deba tes the re i s i nc reas ing conce rn w i th g row ing
inequa l i t i es in access to care . The US Dept . o f Hea l th and Human
Serv ice expresses a spec i f ic concern wi th those who are wors t o f f ,
and iden t i f i es i t s manda te as “p ro tec t i ng the hea l t h o f a l l
Amer icans and prov id ing essen t ia l human serv ices , espec ia l l y fo r
those who are leas t ab le to he lp themse lves” (US Dept . o f Hea l th
and Human Serv ice , 2008) . A cen t ra l p r io r i t y w i th in th is mandate
i s to ensu re access to bas i c hea l t h i nsu rance a t an a f f o rdab le
pr ice fo r the who le popu la t ion wh ich is cons is ten t w i th an equa l i t y
o f oppor tun i t y perspec t i ve .

EQUITY IN HEALTH CARE STRUCTURES….
Di f fe ren t de f in i t i ons o f equ i t y in hea l th care have imp l i ca t ions fo r
how the hea l th sys tem is s t ruc tu red .

I n a sys tem gove rned by l i be r ta r i an p r i nc ip l es , hea l t h ca re i s
d is t r i bu ted in the pr i va te marke t accord ing to w i l l i ngness to pay
( i .e . ou t -o f -pocke t o r p r i va te hea l th insurance funds) . 5 There is a
d i rec t l i nk be tween payment fo r, and consumpt ion o f , hea l th care .
Ind iv idua ls have exc lus ive r igh ts to consume the hea l th care tha t
they have pa id fo r.

Non - l i be r ta r i an p r i nc ip l es requ i re non -marke t o r i en ted sys tems
where consumpt ion o f hea l th care is separa ted f rom payment fo r
tha t ca re . I n these sys tems , revenues f rom the popu la t i on (e .g .
taxes) are poo led to f inance hea l th care serv ices which are in turn
d is t r ibu ted to the popu la t ion on the bas is o f some cr i te r ion (e .g .
need ) . Each o f the non - l i be r t a r i an ideo log ies d i scussed ea r l i e r
requ i re some deg ree o f gove rnmen t i n te r ven t i on and can
be loose l y l abe l l ed ʻega l i t a r i an ʼ t heo r i es , de f i ned in te rms o f
b reak ing the l i nk be tween pay ing fo r and access ing hea l th ca re
(Wi l l i ams, 1988) . 6

In p rac t i ce there are no examples o f hea l th care sys tems whose
s t ruc tu res a re cons i s ten t w i t h a pu re l y l i be r t a r i an o r pu re l y
ʻ ega l i t a r i an ʼ pe rspec t i ve . The way in wh i ch the p r i nc ip l es a re
mixed in hea l th sys tems can be more or less comp lex and th ree
arche types have been iden t i f i ed (Wi l l i ams, 1988) .

In a ʻm ixed mot i ves ʼ sys tem, ega l i t a r i an p r inc ip les gove rn some
aspec ts o f t he sys tem and l i be r ta r i an p r i nc ip l es d i rec t o the rs .
Access to hosp i ta l t rea tmen t m igh t be de l i ve red on the bas i s o f
need , wh i le access to pr imary care is de te rmined by wi l l i ngness
to pay. W i l l i ams iden t i f i ed p rob lems w i th th i s a r rangemen t
because o f the in te r - l i nkages be tween the two leve ls o f ca re (e .g .
p r ima ry ca re cases a t t end ing hosp i t a l emergency depa r tmen ts ,
i n te r f e rences w i th ga tekeep ing ro le o f p r ima ry ca re rs ) .
A l t e rna t i ve l y, Cu l ye r and Wags ta f f ( 1993 ) g i ve some examp les
where d i f f e ren t p r i nc ip l es can ope ra te w i t h i n a s ing le sys tem.
Comp lemen ta ry se rv i ces p rov ided by hosp i t a l s (e .g . ʻ ho te l ʼ
bene f i t s o f p r i va te / sem i -p r i va te rooms) cou ld be a l l oca ted on a
l i be r ta r i an bas i s . Ye t W i l l i ams (1988 ) warned tha t sepa ra t i ng
amen i t y aspec ts o f ca re f rom the c l i n i ca l aspec t s o f ca re i s
compl i ca ted and conc luded tha t t ry ing to cope wi th con f l i c t s l i ke
these “ in a s ing le organ isa t ion wou ld seem to be ra ther a hor r i f i c
task ” (1988 : 180) .

4

Phi l iposophica l Equal i ty of what? Equal i ty of what in hea l th? Impl icat ions for hea l th care system
perspect ive

Libertarianism Rights Rights Health care distributed in the private
market (no government intervention)

Utilitarianism Utility Health care need Health care distributed according to
(capacity to benefit) capacity to benefit from health care

Rawlsian Liberties and social Health care need Health care distributed according
primary goods (health status) to health care needs of the individuals

with worst health status

Equality of opportunity Opportunity Access to health care Health care organised to ensure
equality of access to health care

Sen’s theory of equality Capabilities to function Health Health care organised to achieve
equality in health across indivicuals

Table 1 .1 Summary o f l i nkages be tween ph i losoph ica l perspec t i ves on equ i t y and equ i t y in hea l th /hea l th care

5 W i l l i n g n e s s t o p a y f o r h e a l t h c a r e i s c omp l e x a nd w i l l v a r y d ep end i n g on t h e s e r i o u s n e s s o f t h e h e a l t h c a r e n e ed ( e . g . i f a n i n d i v i d u a l i s n o t i l l , t h e r e i s n o immed i a t e n e ed f o r h e a l t h c a r e , a n d
w i l l i n g n e s s t o p a y f o r h e a l t h c a r e wou l d t h u s b e l ow ) .
6 T h e u s e o f t h e t e rm ‘ e g a l i t a r i a n ’ t o g r o up t h e n on - l i b e r t a r i a n p r i n c i p l e s d i s c u s s ed e a r l i e r d o e s n o t q u i t e f i t w i t h S en ’s p r o p o s a l t h a t a l l t h e o r i e s o f j u s t i c e ( i . e . i n c l u d i n g l i b e r t a r i a n ) a r e c o n c e r n ed
w i t h e qua l i t y i n s ome o r o t h e r s p a c e . H owe v e r, i t i s u s e d i n t h i s c o n t e x t i n o r d e r t o d i s t i n g u i s h b e tween l i b e r t a r i a n a nd non - l i b e r t a r i a n a pp r o a ch e s t o h e a l t h s y s t ems .
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I n the second a rche type , two independen t sys tems ope ra te
a longs ide each other. The success of such a system wi l l depend to
some degree on who is requ i red to con t r ibu te to the cos ts o f the
pub l i c sys tem and who uses the pub l i c sys tem. R icher peop le w i l l
op t ou t o f the pub l i c sys tem i f s tandards in the pr i va te sys tem are
h ighe r. Med i ca l p ro fess iona l s may have an incen t i ve to ensu re
tha t s tandards in the pub l i c sys tem are kep t re la t i ve ly low i f they
can make more money in the p r i va te sys tem. Consumers in the
p r i va te sys tem may a l so w ish to keep s tanda rds in the pub l i c
sys tem low ( in order to min im ise the i r con t r ibu t ions ) i f they don ʼ t
i n tend to use the pub l i c sys tem. A l t hough cha rac te r i sed as a
para l le l sys tem, the two are in te r - l i nked and the ex is tence o f one
sys tem has imp l ica t ions fo r the func t ion ing of the o ther. The pro f i t
mot i ve o f the pr i va te sys tem can lead to c ream-sk imming , sh i f t i ng
the mos t comp lex and expens i ve cases back on to the pub l i c
sys tem (McPake and Normand , 2008 ) . I t i s d i f f i cu l t t o f i nd
examp les o f such sys tems a l t hough many La t i n Amer i can
coun t r i es have la rge p r i va te sec to rs ope ra t i ng a longs ide pub l i c
(and soc ia l insurance) sys tems.

The th i r d a rche type a l l ows one sys tem to p redomina te wh i l e
pe rm i t t i ng the o the r a mino r ro le . Acco rd ing to Wi l l i ams (1988) ,
mos t hea l t h sys tems g rav i t a te towards th i s t ype o f sys tem. A
predominan t l y p r i va te sys tem wi l l “modera te the ru th lessness o f
the ʻ i f you can ʼ t pay, you can ʼ t have ʼ ru le by o rgan i s ing a sma l l
pub l i c sys tem to take care o f the poore r peop le ” (1988 : 181) . The
US sys tem has s im i la r i t i es w i th th is approach . A la rge par t o f the
hea l t h ca re sys tem is d r i ven by marke t f o r ces bu t the re a re
pub l i c l y f unded schemes in p lace to p rov ide ca re fo r t he ve ry
poor, and for the e lder ly. A predominant ly pub l ic sys tem may a l low
a smal l p r i va te sys tem to func t ion in order to a l low r icher peop le
to be ab le to pu rchase hea l t h ca re tha t i s no t ava i l ab le i n the
resou rce -cons t ra i ned pub l i c sys tem (e .g . a non -essen t i a l
p rocedure ; a more expens ive t rea tment ) . The UK Nat iona l Hea l th
Serv ice is pub l i c l y funded f rom which everyone is en t i t l ed to seek
care . There is a lso a smal l pa ra l le l marke t fo r p r i va te hea l th care
ca te r i ng fo r t hose who a re w i l l i ng to pay p r i va te l y fo r spec i f i c
se rv ices (European Observa to ry, 1999) .

1 .4 Equi ty in I r ish heal th care system
EQUITY IN IRISH HEALTH CARE POLICY….
Equi ty has been an impor tan t goa l in I r i sh hea l th po l icy and is one
o f four gu id ing pr inc ip les in the cur ren t na t iona l hea l th s t ra tegy. 7

The a im of th is sec t ion is to examine how equ i ty i s de f ined in th is
s t ra tegy.

The de f i n i t i on o f equ i t y i s adop ted f rom the Wor ld Hea l t h
Organ isa t ion (WHO) : “Everyone shou ld have a fa i r oppor tun i t y to
a t ta in fu l l hea l th po ten t ia l and , more pragmat ica l l y no-one shou ld
be d i sadvan taged f rom ach iev ing th i s po ten t i a l , i f i t can be
avo ided. Inequ i ty re fers to d i f fe rences in hea l th which are not on ly
unnecessary and avo idab le bu t , in add i t i on , a re cons idered un fa i r
and un jus t ” (DOHC, 2001b: 17) . I t i s in teres t ing tha t in th is overa l l
de f i n i t i on , con f l i c t i ng p r i nc ip l es can be iden t i f i ed . The f i r s t
s ta temen t i nd i ca tes a conce rn w i th equa l oppo r tun i t y ( i . e . t o
ach ieve fu l l hea l t h po ten t i a l ) . On the o the r hand , the second
s ta temen t (d i s t i ngu i sh ing be tween avo idab le and un fa i r
d i f f e rences in hea l t h ) , f ocuses on d i spa r i t i es i n ac tua l hea l t h
ach ievements sugges t ing a concern wi th equa l i t y in hea l th s ta tus .

Con f l i c t i ng p r i nc ip l es a re a l so iden t i f i ab le i n subsequen t
s ta temen ts on equ i t y in the s t ra tegy. “Equ i t y means tha t : hea l th
i nequa l i t i es a re ta rge ted ; peop le a re t rea ted fa i r l y acco rd ing to
need” (DOHC, 2001b : 17) . The f i r s t par t o f the s ta tement imp l ies
a concern w i th an equa l d i s t r i bu t i on o f hea l th in the popu la t i on ,
bu t t h i s does no t necessa r i l y f i t w i t h the second pa r t o f t he
s ta tement , tha t peop le are t rea ted accord ing to need .

The goa l o f reduc ing soc io -economic inequa l i t i es in hea l th s ta tus
i s repea ted a number o f t imes th roughou t the s t ra tegy (e .g .
DOHC, 2001b : 18 , 36 , 39) . Th is has resonance wi th the Rawls ian
conce rn w i th improv ing the s ta tus o f t hose who a re leas t
advan taged in soc ie t y. Ye t a t t he same t ime , the s t ra tegy a l so
makes f requent re ference to fa i rness in access (e .g . DOHC 2001b:
18 , 43 , 61) .

A l though equ i ty is a key pr inc ip le in I r ish hea l th po l icy, the answer
to Sen ʼ s ʻ equa l i t y o f wha t? ʼ ques t i on va r i es th roughou t the
na t i ona l hea l t h ca re s t ra tegy. A t one po in t , t he s t ra tegy i s
concerned wi th equa l i t y in access and oppor tun i t y ( to ach ieve fu l l
hea l th poten t ia l ) , a t another i t i s concerned wi th equa l i t y in hea l th
s ta tus , and a t ye t ano the r i t i s conce rned w i th d i s t r i bu t i on o f
resou rces acco rd ing to need . As a f i r s t r ecommenda t i on , t he
de f i n i t i ons o f wha t i s mean t by equ i t y i n hea l t h , and in hea l t h
care , need to be rev is i ted in I r i sh na t iona l hea l th po l i cy.

EQUITY IN IRISH HEALTH CARE STRUCTURES….
Whi le i t i s d i f f i cu l t to in terpre t what ideo log ica l pr inc ip le underp ins
the I r i sh po l i cy s ta tements on equ i t y, i t i s more s t ra igh t fo rward to
e l im ina te spec i f i c cand ida tes , f o r examp le l i be r ta r i an i sm. The
concern w i th es tab l i sh ing a ʻ fa i r ʼ oppor tun i t y fo r ach iev ing hea l th
po ten t i a l , and avo id ing d i sadvan tages in th i s oppo r tun i t y,
ind ica tes an avers ion to the l ibe r ta r ian v iewpo in t and accep tance
o f some degree o f government in te rven t ion . I f the s t ruc tu res o f a
hea l th care sys tem are to re f lec t the equ i t y p r inc ip les as de f ined
in po l i cy, the genera l s t ruc tu re o f the I r i sh hea l th care sys tem is
the re fo re expec ted to be ega l i t a r i an (o f some fo rm) , ra the r
than l ibe r ta r ian .

I n fac t , t he gene ra l s t r uc tu re o f t he I r i sh hea l t h sys tem is
comp lex w i th l i be r ta r i an and ega l i t a r i an p r inc ip les ope ra t i ng fo r
d i f f e ren t peop le and fo r d i f f e ren t se rv i ces . The I r i sh sys tem
the re fo re resemb les the ʻm ixed mo t i ves ʼ sys tem desc r i bed by
Wi l l i ams (1988) .

A t t he p r ima ry ca re leve l , ega l i t a r i an p r i nc ip l es app l y on l y to a
p ropo r t i on o f t he popu la t i on fo r GP se rv i ces . GP v i s i t s a re
p rov ided f ree o f cha rge to med i ca l ca rd 8 ho lde rs (<29% of the
popu la t i on ) . The res t o f t he popu la t i on a re exposed to a
l i be r ta r i an , marke t -o r i en ted sys tem, pay ing 100% of the p r i va te
charge for GP v is i ts . Prescr ip t ion serv ices are prov ided on a more
ega l i t a r i an bas i s . A l l i nd i v i dua l s a re e l i g i b l e to bene f i t f r om
pub l i c l y f unded p resc r i p t i on se rv i ces a l t hough the non med ica l
ca rd ho lde rs a re requ i red to make re la t i ve l y h igh co -paymen ts
( the f i r s t €100 per month ) .

I n hosp i t a l ca re , pub l i c hosp i t a l se rv i ces a re s t ruc tu red on an
ega l i t a r i an mo t i ve . A l l i nd i v i dua l s a re e l i g i b l e to rece i ve pub l i c
hosp i t a l t r ea tmen t (med i ca l ca rd ho lde rs a re t rea ted f ree o f
charge wh i le non med ica l ca rd ho lders are requ i red to make co-
paymen ts ) . L i be r ta r i an p r i nc ip l es app l y to se rv i ces ove r and
above th i s base l i ne . P r i va te hosp i t a l ca re (e .g . p r i va te / sem i -
p r i va te beds , d i r ec t consu l t an t ca re e t c . ) i s p rov ided on a
wi l l i ngness to pay bas is in bo th pub l i c and pr i va te hosp i ta l s .

I t i s not hard to see how th is sys tem conta ins many of the features
desc r i bed as ʻho r r i f i c ʼ by Wi l l i ams (1988 ) . D i f f e ren t i a l p r i c i ng
s t ruc tu res fo r d i f fe ren t par ts o f the hea l th care sys tem g ive r i se
to va r i ed incen t i ves tha t can lead to comp l i ca ted pa t te rns o f
u t i l i sa t i on and un in tended in te rac t i ons be tween the d i f f e ren t
leve ls o f hea l th care (d iscussed in more de ta i l be low) . L iber ta r ian
pr inc ip les app ly no t jus t to para l le l p r i va te hosp i ta l se rv ices , and
non-essen t ia l ʻho te l ʼ bene f i t s , bu t a lso , fo r spec i f i c ind iv idua ls , to
bas ic p r imary care serv ices . Use o f GP care by non med ica l ca rd
ho lde rs i s i n f l uenced (amongs t o the r fac to r s ) by the i r
ab i l i t y /w i l l i ngness to pay fo r i t . The l ibe r ta r ian s t ruc tu re sugges ts
tha t po l i cy makers are ind i f fe ren t to how much these ind iv idua ls

5

7 T h e o t h e r t h r e e p r i n c i p l e s i n c l u d e peop l e - c e n t r e d s e r v i c e ; q u a l i t y o f c a r e ; c l e a r a c c oun t a b i l i t y.
8 S e e Pa r t I I o f t h i s b r i e f f o r a d e t a i l e d d e s c r i p t i o n o f t h e c a t e g o r i e s o f e l i g i b i l i t y i n I r i s h h e a l t h c a r e .
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do /don ʼ t pu rchase . Ye t th is con t ras ts w i th the s ta ted goa ls o f the
na t i ona l p r ima ry ca re s t ra tegy (DOHC, 2001a ) to ensu re tha t
p r ima ry ca re becomes the f i r s t po in t o f con tac t i n hea l t h ca re ,
mee ts 90%-95% of hea l th needs , and is “ read i l y ava i l ab le to a l l
peop le ” (2001a : 7 ) .

Even where ega l i ta r ian pr inc ip les app ly in the sys tem, the answer
to the ʻequa l i t y o f wha t? ʼ ques t ion is hard to iden t i f y. In p r imary
ca re , sepa ra t i on o f d i r ec t paymen t fo r GP v i s i t s i n to those who
pay no th ing and those who pay fu l l cos ts sugges ts a concern w i th
equa l i s i ng access be tween those who a re f i nanc ia l l y i nh ib i t ed
f rom GP care and those who aren ʼ t . Th is wou ld be cons is ten t w i th
an unde r l y i ng ideo logy conce rned w i th equa l i t y o f oppo r tun i t y,
where access is de f ined in te rms of the d i rec t cos ts o f u t i l i sa t ion .
E l ig ib i l i t y fo r a med ica l ca rd is ma in ly de te rmined on the bas is o f
a means tes t . The group inc ludes the wors t o f f in soc ie ty in soc io -
economic te rms wh ich sugges ts a concern w i th promot ing hea l th
ca re access fo r the poores t i n the popu la t i on , cons i s ten t w i th a
Rawls ian perspec t i ve .

However, med ica l ca rds can be gran ted on the bas is o f i l l -hea l th ,
and f rom 2001-2008 they were a l so i ssued to a l l t hose who are
aged 70 and ove r ( some o f whom cou ld a f f o rd to buy the i r own
hea l th care ) . Thus , low hea l th s ta tus migh t be the charac te r i s t i c
tha t mos t med ica l ca rd ho lders have in common (e .g . low soc io -
economic s ta tus and o lde r age a re bo th l i nked w i th poo r hea l t h
s ta tus ) . Th i s fu r t he r sugges ts cons i s tency w i th a Raw ls ian
perspec t i ve where d i rec t cos ts o f u t i l i sa t ion are removed fo r the
group wi th the wors t hea l th s ta tus in the popu la t ion . A l te rna t i ve ly,
t he s t ruc tu re cou ld ind i ca te conce rn w i th improv ing access fo r
i nd i v i dua l s w i t h a h igh capac i t y to bene f i t f r om hea l t h ca re
(cons is ten t w i th a u t i l i ta r ian perspec t i ve ) . Wi th in the med ica l card
ca tegory, the ob jec t i ve may be to equa l i se access fo r those wi th
equa l need , de f i ned e i t he r as i l l - hea l t h o r capac i t y to bene f i t .
However, i t i s un l i ke ly tha t the cr i te r ia fo r med ica l ca rd e l ig ib i l i t y
a re su f f i c i en t l y soph i s t i ca ted to d i v i de the popu la t i on in to two
in te rna l l y homogenous g roups , t hose w i th equa l l y l ow hea l t h
s ta tus /h igh capac i t y to bene f i t and those wi th equa l l y h igh hea l th
s ta tus / l ow capac i t y to bene f i t . I t i s t hus d i f f i cu l t t o i den t i f y t he
ʻwha t ʼ t ha t t he ega l i t a r i an app roach in GP ca re i s seek ing to
equa l i se . Th is i s even more d i f f i cu l t i n l i gh t o f the recen t changes
in med ica l ca rd e l i g i b i l i t y f o r i nd i v i dua l s aged 70 and ove r
( in t roduc t ion o f means- tes t ing in January 2009) . The same l ine o f
reason ing can be app l i ed to the ega l i t a r i an app roach in
presc r ip t ion med ic ines and pub l i c hosp i ta l ca re .

To summar i se , t he gene ra l s t r uc tu res o f t he I r i sh hea l t h ca re
sys tem opera te on a mix o f l i be r ta r ian and ega l i ta r ian pr inc ip les .
L i be r ta r i an p r i nc ip l es app l y bo th to non -essen t i a l and pa ra l l e l
p r i va te serv ices , bu t a lso , fo r some peop le , to bas ic p r imary care
se rv i ces tha t a re no t p rov ided e l sewhere in the sys tem. Pub l i c
f inance is d i rec ted a t spec i f i c se rv ices and a t spec i f i c g roups in
the popu la t ion , ind ica t ing some leve l o f concern for inequa l i ty tha t
jus t i f i es a ro le fo r government in te rven t ion in the sys tem. Yet i t i s
d i f f i cu l t t o i den t i f y wh i ch inequa l i t y i s t he focus o f a t t en t i on .
Access is improved (by remova l o f d i rec t cos ts ) fo r those who are
soc io -economica l l y depr i ved , those in very poor hea l th , and un t i l
recen t l y, the e lder l y. Th is sugges ts a concern to inc rease access
(but not necessar i l y u t i l i sa t ion) for those who are most depr ived in
hea l t h and economic te rms , o r those w i th g rea te r capac i t y to
bene f i t f r om hea l t h ca re . The re a re e lemen ts o f Raw ls i an and
u t i l i t a r i an ideo log ies here bu t ne i the r a re fu l l y cons is ten t w i th a
known ideo log i ca l p r i nc ip l e . I t i s a l so no t c l ea r why the m ix o f
l i be r ta r ian and ega l i ta r ian pr inc ip les d i f fe rs be tween the pr imary
and secondary leve ls o f hea l th care .

1 .5 What happens in pract ice?
The impos i t i on o f l i be r ta r ian va lues in GP care fo r more than 70%
of the popu la t ion is expec ted to in f luence u t i l i sa t ion . Economet r i c
ana lys is f inds tha t med ica l ca rd s ta tus , and hence f ree access to
care , has a pos i t i ve and s ign i f i can t impac t on the probab i l i t y, and
f requency of GP ut i l i sa t ion (No lan and Nolan, 2007) . Cross-border
compar i sons o f GP ut i l i sa t i on be tween Nor the rn I re land and the
Repub l i c i nd i ca te tha t cha rges ( i n the Repub l i c ) de te r a la rge
propor t i on o f poore r and less hea l thy pa t i en ts f rom see ing the i r
GP (OʼRe i l l y e t a l . , 2007) .

The d i f f e ren t i a l p r i c i ng s t ruc tu res fo r d i f f e ren t l eve l s o f ca re i s
expec ted to in f l uence the in te rac t i on be tween p r imary and
seconda ry ca re in the sys tem. GP and hosp i t a l emergency ca re
ac t as the two ma in ga teways in to the I r i sh hea l th ca re sys tem.
Hosp i ta l emergency care might be used as a subst i tu te for pr imary
care in order to avo id GP charges a l though a GP v is i t i s cu r ren t l y
es t imated to cos t approx . €50-€60 9 compared wi th the s ta tu to ry
cha rge o f €100 fo r a se l f - r e fe r red Emergency Depa r tmen t (ED)
v i s i t (DOHC, 2009 ) . Howeve r, p re l im ina ry ev idence f rom EDs in
the Dub l i n a rea ind i ca te tha t i nd i v i dua l s who have no med ica l
ca rd , and are on re la t i ve ly low incomes, may be us ing emergency
se rv i ces as an a l t e rna t i ve to p r ima ry ca re fo r non u rgen t
comp la in t s (Smi th , 2007b , Smi th , 2007a ) . Th i s i s suppo r ted by
su rvey da ta wh i ch ind i ca te tha t t he ED cha rges a re no t as we l l
es tab l i shed in the pub l i c mind as are GP fees (Red C, 2004) . 1 0

Prac t i ca l imp lementa t ion o f the hea l th care s t ruc tu res may in tu rn
underm ine the e th i ca l p r i nc ip les tha t unde rp in those s t ruc tu res .
Par t I I o f th i s b r ie f examines equ i t y in the con tex t o f how the I r i sh
hea l th care sys tem is imp lemented in prac t i ce .

1.6 What do the I r ish people want?
As sugges ted ear l i e r, the de f in i t i ons o f what i s meant by equ i t y in
hea l th , and in hea l th ca re , need to be rev is i ted in I r i sh na t iona l
hea l th po l i cy and by ex tens ion , in the s t ruc tu res o f the sys tem.

The p resen ta t i on o f t he d i f f e ren t t heo re t i ca l pe rspec t i ves
emphas i ses the comp lex i t y o f t he concep t o f equ i t y. The
comp lex i t y makes i t d i f f i cu l t , bu t no t imposs ib l e , t o ou t l i ne a
cohe ren t s ta temen t on equ i t y i n hea l t h ca re po l i cy, and to
subsequen t l y a l i gn hea l t h ca re s t ruc tu res w i th the po l i cy
ob jec t i ves . The ana lys is here has prov ided a roadmap through the
va r i ous d i f f e ren t concep t i ons on equ i t y. Th i s can be used to
sys tema t i ca l l y gu ide po l i c y make rs on the cho i ces ava i l ab le
be tween d i f fe ren t p r inc ip les to underp in the hea l th sec to r.

In an imp l i c i t h ie ra rchy o f cho ices , the f i r s t cho ice can be made
be tween a l i be r ta r i an and a non - l i be r t a r i an v iewpo in t . I f t he
l iber ta r ian v iewpo in t i s p re fe r red , the soc ie ty focuses on the ru les
tha t gove rn behav iou r. As long as those ru les (e .g . r i gh t t o
purchase hea l th care accord ing to wi l l i ngness to pay) are adhered
to , t he ac tua l ou t comes (e .g . d i s t r i bu t i on o f hea l t h ) a re no t
cons idered to be impor tan t by l ibe r ta r ians . I f the a l te rna t i ve , non-
l i be r ta r i an , o r ega l i t a r i an pe rspec t i ve i s adop ted , t he soc ie t y
ind ica tes tha t i t ca res abou t consequences o f ac t ions . Wi th in tha t
pe rspec t i ve , t he de ta i l s on wh ich ou tcomes a re impo r tan t a re
comp l i ca ted and a range o f d i f f e ren t ph i l osoph i ca l cho i ces a re
ava i lab le . However, the bas ic ega l i ta r ian focus is very d i f fe ren t to
the l i be r ta r i an focus and in the I r i sh con tex t , mak ing a dec is ion
on th is h igh- leve l cho ice a l ready advances on the complex mix o f
l i be r ta r ian and ega l i ta r ian pr inc ip les observed in the hea l th care
s t ruc tu res .

A gene ra l p re fe rence fo r ega l i t a r i an i sm is imp l i ed w i th i n the
var ious ob jec t i ves fo r equ i ty ou t l ined in the I r i sh nat iona l s t ra tegy
(e .g . reduc ing soc io -economic inequa l i t i es i n hea l t h , ensu r i ng

6

9 GP ou t - o f - h o u r s c o - o p e r a t i v e s i n t h e Dub l i n a r e a ch a r g e €60 pe r v i s i t s u g ge s t i n g t h i s i s c l o s e t o t h e a v e r a g e GP cha r g e , a t l e a s t i n Dub l i n .
1 0 H owe v e r, t h e i n c r e a s e i n t h e ch a r g e f o r a s e l f - r e f e r r e d ED v i s i t b y 52% be tween 2008 and 2009 ma y change t h i s .

AHPU004338 Text new:Layout 1  31/03/2009  19:13  Page 6



equa l access e tc . ) . The adopt ion o f an ega l i ta r ian cr i te r ion is a lso
reasonab le in the con tex t o f European and other na t iona l hea l th
ca re sys tems wh ich embody gene ra l ega l i t a r i an p r i nc ip l es . I t i s
equa l l y poss ib l e tha t t he b road assump t i on o f a p re fe rence fo r
ega l i t a r i an i sm is too p resc r i p t i ve and the re i s a ro le fo r
psycho log ica l / soc io log ica l research in th is a rea . The presence o f
l i be r t a r i an va lues fo r a la rge p ropo r t i on o f t he popu la t i on fo r
base l ine pr imary care serv ices ind ica tes there may be respec t fo r
the v iew tha t i f peop le are w i l l i ng and ab le to pay more fo r more
hea l t h ca re , t hey have a r i gh t t o do so . Howeve r, h i s to r i ca l
accoun ts o f how the l i be r ta r i an s t ruc tu re to p r ima ry ca re came
about sugges t a d i f fe ren t s to ry. Bar r ing ton descr ibes the power fu l
res is tance a t var ious junc tu res by the Catho l i c h ie ra rchy and the
med ica l p ro fess ion to p roposa l s to i n t roduce un i ve rsa l f r ee
pr imary ca re in I re land (Bar r ing ton , 2000) . The inc remen ta l way
in which the ent i t lement and payment s t ruc tures in the I r i sh hea l th
ca re sys tem have deve loped ove r t ime h igh l i gh t s the need to
ques t ion the fundamenta l p r inc ip les on wh ich I r i sh soc ie ty wou ld
l i ke the hea l th sec to r to be based .

The presence o f l i be r ta r ian va lues govern ing pr i va te hea l th care
serv ices is un l i ke ly to be con t rovers ia l in fu tu re I r i sh hea l th care
s t ruc tu res . The Gove rnmen t i s un l i ke l y to i n te r f e re w i t h an
ind i v i dua l ʼ s r i gh t t o pay more to access p r i va te ca re i f he / she
wants to . 11 However, in the h igh- leve l cho ice be tween l ibe r ta r ian
and ega l i t a r i an va lues , i t i s more d i f f i cu l t t o j us t i f y t he use o f
pub l i c f unds to subs id i se p r i va te hea l t h ca re resou rces , o r t o
a l low pr io r i t y to pr i va te pa t ien ts w i th in the pub l i c hea l th sys tem.
As wi l l be d iscussed in more de ta i l i n Par t I I , examples o f these
are observed in the I r i sh hea l th care sys tem in prac t i ce .

A t the nex t s tage in the h ie ra rchy o f cho ices on equ i t y p r inc ip les ,
po l i c y make rs can make more de ta i l ed cho i ces amongs t
a l te rna t i ve ega l i ta r ian perspec t i ves . Aga in , these are no t s imp le
dec is ions , bu t the ʻequa l i t y o f wha t ʼ f ramework prov ides va luab le
gu ide l ines on which rou tes are ava i lab le . Prac t i ca l cho ices can be
l i nked w i th ph i l osoph i ca l pe rspec t i ves to iden t i f y unde r l y i ng
p re fe rences o f i nd i v i dua l s . Where the re i s a cho i ce to be made
be tween two ind i v i dua l s who a re e l i g i b l e fo r a spec ia l i sed ,
expens i ve ope ra t i on , po l i c y make rs may f i nd i t ha rd to choose
be tween someone i s s i ck , bu t w i t h re la t i ve l y l ow capac i t y to
bene f i t , and ano the r who i s l ess s i ck , bu t w i t h re la t i ve l y h igh
capac i t y to bene f i t . However, where the capac i t y to bene f i t o f the
f i r s t i nd i v i dua l i s j us t 30 m inu tes , t he cho i ce may be eas ie r t o
make . A pre fe rence fo r the p r inc ip le o f d i s t r i bu t i ng acco rd ing to
need, w i th need def ined as capac i ty to benef i t , i s iden t i f ied in th is
l a t t e r examp le bu t i t i s recogn i sed tha t f o r o the r l ess s ta rk
con t ras t s , need as in i t i a l hea l t h s ta te i s a l so impo r tan t . The
issues here are no less complex than in the ear l i e r d iscuss ion o f
how equ i ty i s de f ined in the I r i sh hea l th care sys tem, bu t because
o f the s t ruc tu re prov ided by the theore t i ca l con tex t , the re is less
con fus ion . The l inkage to ph i losoph ica l equ i t y p r inc ip les c la r i f i es
the dec is ions invo lved and he lps to iden t i f y whether, and in what
c i rcumstances , pre ferences are weigh ted more towards equa l is ing
ou tcomes, o r oppor tun i t i es to bene f i t , o r capac i t y to bene f i t e tc .

1 .7 Conclus ion to Par t I
In conc lus ion , po l i cy makers and hea l th sys tem commenta to rs are
conce rned w i th the va lues unde rp inn ing the I r i sh hea l t h ca re
sec to r, as i l l us t ra ted by the jo i n t Ade la ide Hosp i t a l and Jesu i t
Cen t re fo r Fa i th and Jus t i ce paper (2007) . Commi tment to equ i t y
in hea l th care is compl i ca ted by the lack o f agreement on how i t
shou ld be de f ined .

I n Pa r t I , t he sou rces o f con f l i c t s be tween d i f f e ren t v i ews on
equ i t y have been ou t l i ned us ing l i nkages w i th unde r l y i ng
ph i l osoph ica l pe rspec t i ves on equ i t y. The theo re t i ca l bas i s a l so

p rov ides a use fu l roadmap fo r gu id ing the deve lopmen t o f more
cohe ren t and t ranspa ren t hea l th po l i cy commi tmen ts and hea l th
care s t ruc tu res than are cur ren t l y adop ted in I re land .

Un less the goa l o f equ i t y i n hea l t h ca re i s c l ea r l y de f i ned in
po l i c y, t h i s i n te r f e res w i th the ab i l i t y t o gu ide how the hea l t h
sys tem shou ld be s t ruc tu red . In tu rn , p rac t i ca l imp lementa t ion o f
t he s t ruc tu res can fu r t he r dev ia te f rom an ag reed de f i n i t i on on
equ i t y. Much o f the deba te on equ i t y in hea l th care has focused
on measur ing and quant i f y ing the amount o r degree o f inequ i t y in
a sys tem in prac t ice (van Doors laer e t a l . , 1993, Wagsta f f and van
Doors lae r, 2000 , Lay te and No lan , 2004 ) , and th i s i s the focus
o f Par t I I .

7

1 1 E v e n i f a p r i v a t e s y s t em d i d n o t e x i s t i n I r e l a n d , t h e r e i s n o l aw p r e v e n t i n g an i n d i v i d u a l who i s w i l l i n g t o p a y f o r i t , t o t r a v e l a b r o a d t o s e e k add i t i o n a l h e a l t h c a r e . U n l e s s t h e r e a r e s p e c i f i c l aw s
p r e v e n t i n g t h e pu r c h a s e o f p r i v a t e h e a l t h c a r e , l i b e r t a r i a n p r i n c i p l e s w i l l o p e r a t e t o s ome e x t e n t i n mos t c o un t r i e s .
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PART II

EQUITY IN
IRISH HEALTH CARE FINANCING:

UNCOVERING THE DETAILS

9
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2.2 WHAT IS EQUITY AND HOW HAS IT BEEN
MEASURED?
As out l i ned in Par t I , the answer to the ques t ion ʻwha t i s equ i t y? ʼ
i s comp lex and the re i s no un i ve rsa l l y ag reed de f i n i t i on . The
complex i t y o f the equ i t y concep t has imp l i ca t ions fo r how i t i s to
be measured . In hea l th care , emp i r i ca l inves t iga t ion o f equ i t y has
focused on adherence to two pr inc ip les : tha t hea l th ca re shou ld
be f inanced accord ing to ab i l i t y to pay, and de l i vered accord ing to
need .

To assess equ i t y in ab i l i t y to pay, much o f the ex is t i ng ana lys i s
has focused on progress iv i t y (van Doors laer and Wags ta f f , 1993 ,
Wags ta f f e t a l . , 1999 , Wags ta f f and van Doors lae r, 2000 ) .
Research has concen t ra ted on ver t i ca l equ i t y in f inanc ing , where
peop le o f unequa l ab i l i t y t o pay (measu red by p re - tax income) ,
pay unequa l amoun ts . Th i s cap tu res the idea tha t r i ch peop le
shou ld pay more towards hea l th care than the poor. Measur ing the
p rog ress i v i t y o f f i nanc ing inves t i ga tes th i s fu r the r by look ing a t
how much more the r i ch a re (o r cou ld be ) pay ing . P rog ress i ve
f inanc ing invo lves hea l th care payments r i s ing as a propor t ion o f

10

Par t I I o f th i s b r ie f examines the equ i t y imp l i ca t ions o f how the
I r i sh hea l t h ca re sys tem is imp lemen ted in p rac t i ce , w i t h
spec i f i c f ocus on how fa i r l y t he sys tem is f i nanced . Ava i l ab le
ana lys is o f equ i t y in hea l th care f inanc ing has been l im i ted and
re fe rs to f i nanc ing pa t te rns o f t he la te 1980s (No lan , 1993 ,
Wags ta f f e t a l . , 1999 ) . More up - to -da te assessmen t i s
pa r t i cu la r l y impo r tan t i n l i gh t o f cu r ren t hea l t h po l i c y deba te .
Opt ions fo r chang ing the s t ruc tu re o f I r i sh hea l th care f inanc ing
have been d iscussed throughout the po l i t i ca l h is to ry o f the s ta te
(Commiss ion on Hea l th Fund ing, 1989; Bar r ing ton , 2000) . There
are now ongo ing in t ra - and in te r - po l i t i ca l par ty d iscuss ions on
whe the r o r no t t o rep lace ex i s t i ng hea l t h f i nanc ing s t ruc tu res
w i th a soc ia l hea l t h i nsu rance based sys tem (Labou r Pa r t y,
2008) . Ye t these debates have been tak ing p lace in the absence
o f comprehens ive I r i sh da ta on hea l th f i nanc ing pa t te rns , and
on the equ i t y imp l i ca t i ons o f ex i s t i ng and new f i nanc ing
pa t te rns .

The a im o f Pa r t I I i s t o p rov ide an up - to -da te and de ta i l ed
ana lys is o f equ i t y in the I r i sh hea l th care f inanc ing sys tem, to
underp in the cur ren t d iscuss ions . Th is i s compat ib le w i th , and
bu i l ds on , recen t wo rk by Thomas e t a l . ( 2006 , 2008 ) who
in i t i a ted the p rocess o f upda t i ng the ev idence base on I r i sh
hea l th care f inanc ing pa t te rns . The comple te f low of I r i sh non-

cap i t a l hea l t h ca re resou rces i s t raced f rom ind i v i dua l s to
f i nanc ia l i n te rmed ia r i es , f r om the re to hea l t h ca re p rov ide rs ,
and f rom the re to ind i v i dua l s . Th i s d i f f e r s f rom the s tanda rd
in te rna t i ona l me thod fo r ana l ys ing equ i t y i n hea l t h ca re
f i nanc ing tha t was p rev ious l y app l i ed to I r i sh da ta . Howeve r,
resu l t s f r om the ea r l i e r ana l ys i s p roduced re la t i ve l y ben ign
conc lus ions abou t inequ i t y in I r i sh hea l th care tha t a re a t odds
wi th common percept ions of w idespread inequ i t ies in the sys tem
(e .g . Wren , 2003 , Tuss ing and Wren , 2006) . Th is p rob lem is no t
un ique to I re l and and in te rna t i ona l resea rche rs a re a l so
in t roduc ing changes in to the methods used to measure equ i ty in
hea l th care f inanc ing in a range o f coun t r ies (O ʼDonne l l e t a l . ,
2008 , Leung e t a l . , 2009) .

Sec t ion 2 .2 summar ises the background l i te ra tu re on measur ing
equ i t y i n hea l t h ca re f i nanc ing and sec t i on 2 .3 in t roduces an
a l te rna t ive perspec t ive on ana lys ing equ i ty. Sec t ion 2.4 out l ines
the da ta and me thodo logy fo r a f l ow o f funds app roach to
ana lys ing equ i t y in I r i sh hea l th care f inanc ing . Sec t ions 2 .5 -2 .7
p resen t and in te rp re t resu l t s f rom the f low o f funds approach .
Lessons and conc lus ions are ou t l i ned in sec t ions 2 .8 and 2 .9 .

2.1 Introduction
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Figure 2 .1 Index of progress iv i ty by source of f inance ( I re land 1987/88 , 1999 /00 , 2004 /05 1 )

Data Sources : Cent ra l S ta t i s t i cs Off i ce , 1988 , Cent ra l S ta t i s t i cs Off i ce , 1999 , Cent ra l S ta t i s t i cs Off i ce , 2005

1 D a t a o n i n d i r e c t t a x e s a r e n o t y e t
a v a i l a b l e f o r 2004 /05 .
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i n come as income r i ses . Reg ress i ve f i nanc ing occu rs whe re
payments fa l l as a propor t ion o f income as income r ises . Payment
i s p ropor t iona l where ind iv idua ls pay the same propor t ion o f the i r
income on hea l th care regard less o f the i r leve l o f income.

The degree o f p rogress iv i t y in a source o f hea l th f inanc ing can be
summar i sed us ing ind i ces . The Kakwan i i ndex measu res the
ex ten t t o wh i ch a g i ven f i nanc ing sou rce depa r t s f r om
propo r t i ona l i t y. Pos i t i ve va lues ind i ca te p rog ress i v i t y, nega t i ve
va lues ind ica te regress iv i t y and zero ind ica tes propor t iona l i t y. An
index o f p rog ress i v i t y f o r t o ta l hea l t h ca re f i nanc ing can be
ca l cu la ted f rom a we igh ted sum o f Kakwan i i nd i ces fo r each
source o f hea l th ca re f inance . The we igh t re fe rs to the share o f
each source o f f inanc ing in to ta l resources .

F igure 2 .1 presen ts Kakwan i ind ices fo r each o f the main sources
o f I r i sh hea l t h ca re f i nanc ing based on da ta f rom 1987 /88 -
2004 /05 . Resu l t s fo r 1999 /00 ind i ca te a marg ina l l y p rog ress i ve
sys tem ove ra l l , d r i ven by p rog ress i ve pa t t e rns in the la rges t
sou rces o f f i nance ( i ncome tax and soc ia l i nsu rance
con t r ibu t ions ) .

Cross -coun t ry compar i sons have been conduc ted us ing Kakwan i
ind ices . In a sample o f OECD count r ies 1 2 , Sw i tze r land and the US
had the mos t reg ress i ve s t ruc tu res and these sys tems have the
la rges t components o f pr iva te f inanc ing . The next most regress ive
sys tems were in the coun t r i es w i t h l a rge soc ia l i nsu rance
componen ts , name ly Germany and the Ne the r lands . F rance was
an excep t i on w i th an ove ra l l p rog ress i ve sys tem, la rge l y due to
the progress iv i t y o f the s t ruc tu re o f i t s soc ia l insu rance sys tem.
The most progress ive ind ices were found in those count r ies wh ich
re l y ma in l y on gene ra l t axa t i on as a sou rce o f hea l t h f i nanc ing
(F in land , UK) (Wags ta f f e t a l . , 1999) .

Howeve r, measu r i ng p rog ress i v i t y f a l l s sho r t o f t he u l t ima te
ob jec t i ve o f ana l ys ing equ i t y i n a hea l th ca re f i nanc ing sys tem.
Progress iv i t y resu l t s need to be in te rp re ted d i f fe ren t l y fo r pub l i c
and pr i va te f inanc ing sources . For pub l i c sources , i t i s assumed
tha t a l l con t r ibu t ions are poo led to fund the pub l i c hea l th sys tem,
f rom which everyone is en t i t l ed to rece ive care . Cont r ibu t ions to
the sys tem are no t l i nked to bene f i t s rece i ved f rom the sys tem.
Fo r p r i va te sou rces , t h i s assump t i on canno t ho ld because
expend i tu re is d i rec t l y l i nked wi th consumpt ion . A low propor t ion
o f p r i va te expend i t u re a t l ow incomes ( i . e . p rog ress i ve ) may
re f l ec t non -a f f o rdab i l i t y o f t he good /se rv i ce in ques t i on . H igh
expend i tu re by h igher income groups cou ld be re f lec t ing purchase
o f non -essen t i a l hea l t h ca re se rv i ces . As a resu l t , appa ren t
improvements or o therw ise in progress iv i t y in p r i va te sources are
l i ke l y to be incons i s ten t w i t h i n tu i t i ons abou t wha t i s o r i s no t
equ i t ab le . I n I re l and , a reduc t i on in the p r i ce o f GP ca re may
improve access fo r m id - l ow income peop le p rev ious l y unab le to
a f fo rd to see the i r GP. Yet th is migh t be re f lec ted as an inc rease
in reg ress i v i t y o f ou t -o f -pocke t payments as expend i tu re by th i s
g roup r i ses .

I n add i t i on , t he use o f summary ind i ces h ides impo r tan t
i n fo rma t i on in the d i s t r i bu t i on o f hea l t h ca re paymen ts ac ross
incomes. Uneven pat te rns tha t may be of in te res t to po l i cy makers
are no t p icked up in the ind ices where the emphas is i s on genera l
p rog ress i ve / reg ress i ve t rends . I ndex resu l t s a re t yp i ca l l y
comp lemented by ana lys is o f the under l y ing d is t r ibu t ions . In the
I r i sh con tex t , t he d i s t r i bu t i ons o f ou t -o f -pocke t and p r i va te
insurance premium payments are uneven across income dec i les .
Moreover, ind iv idua ls w i th in the income d is t r ibu t ion are grouped
in to d i f f e ren t hea l t h ca re en t i t l emen t g roups (e .g . med i ca l ca rd
ho lders , p r i va te ly insured e tc . ) . These groups are assoc ia ted wi th
d i f f e ren t hea l t h ca re f i nanc ing pa t te rns . Focus ing on the
d i s t r i bu t i on o f t he hea l t h f i nanc ia l bu rden ac ross en t i t l emen t

g roups cou ld h igh l i gh t impor tan t pa t te rns on equ i t y tha t a re no t
o therw ise v is ib le .

The fo l l ow ing sec t i ons ou t l i ne a who le sys tems app roach to
examin ing equ i t y in I r i sh hea l th care f inanc ing . As wi l l be shown
th roughou t the ana l ys i s , t he re a re a number o f un fa i r de ta i l s i n
the I r i sh hea l t h f i nanc ing sys tem tha t don ʼ t show up in ex i s t i ng
measures o f equ i t y.

2.3 A FLOW OF FUNDS FRAMEWORK FOR IRISH HEALTH
CARE
The in te r - l i nkage be tween f i nanc ing and consumpt ion in p r i va te
hea l t h ca re paymen ts p rov ides mo t i va t i on fo r deve lop ing a
f ramework tha t i nco rpo ra tes bo th the f i nanc ing and de l i ve ry
e lemen ts i n the hea l t h ca re sys tem. Th i s i s i n l i ne w i th the
l i t e ra tu re whe re resea rche rs a re now beg inn ing to look a t t he
d is t r ibu t ion o f hea l th care payments a longs ide the d is t r ibu t ion o f
u t i l i sa t ion (e .g . O ʼDonne l l e t a l . , 2008 , Leung e t a l . , 2009) .

F igure 2 .2 ou t l i nes the f low of funds f ramework fo r th is ana lys is .
Resource f lows are t raced f rom ind iv idua ls to pub l i c and pr i va te
f inanc ia l in termediar ies (p lus d i rec t out -o f -pocket payments) , f rom
the re to hea l t h ca re p rov ide rs , and f rom the re d i s t r i bu ted to
ind iv idua ls . To examine some of the uneven pa t te rns o f payments
ac ross the income d is t r i bu t i on , i nd i v i dua l s a re ca tego r i sed by
hea l th care en t i t l ement .

The re a re two b road e l i g i b i l i t y ca tego r i es in the I r i sh sys tem.
Ind i v i dua l s i n Ca tego ry 1 a re i ssued w i th a med i ca l ca rd wh ich
g ran ts the rec ip i en t (and dependen ts ) f r ee access to pub l i c
hosp i ta l ca re , GP and pharmaceu t i ca l se rv ices , and o ther p r imary
and commun i t y ca re se rv i ces . 1 3 I nd i v i dua l s i n Ca tego ry 2 a re
requ i red to pay ou t -o f -pocke t f o r GP ca re and pha rmaceu t i ca l
se rv i ces . They a re e l i g i b l e fo r pub l i c hosp i t a l ca re sub jec t t o
s ta tu to ry charges . Ind iv idua ls in th is ca tegory can a lso ava i l o f a
range o f pub l i c ass i s tance schemes (e .g . d rugs paymen t
schemes) . E l ig ib i l i t y for a medica l card is granted to those earn ing
an income be low a spec i f i ed th resho ld leve l , and a l l peop le aged
70 yea rs and ove r ( rega rd less o f i ncome 1 4 ) . A sma l l number o f
d isc re t ionary med ica l ca rds are issued on the bas is o f i l l -hea l th .

Many peop le in Ca tego ry 2 , and a sma l l p ropo r t i on o f t hose in
Ca tego ry 1 , pu rchase supp lemen ta ry p r i va te hea l t h i nsu rance .
Thus , t he popu la t i on can be ca tego r i sed in to fou r b road
en t i t l emen t g roups : med i ca l ca rd on l y w i t h no supp lemen ta ry
i nsu rance ( ʻmed i ca l ca rd ʼ , 25%) ; p r i va te l y i nsu red on l y w i t h no
med ica l ca rd ( ʻ p r i va te l y i nsu red ʼ , 49%) ; i nd i v i dua l s w i t h bo th
med ica l ca rd and p r i va te hea l t h i nsu rance ( ʻ dua l cove r ʼ , 3%) ;
ind iv idua ls w i th ne i the r med ica l ca rd nor p r i va te hea l th insurance
( i .e . ʻnon-covered ʼ , 23%) .

Based on desc r ip t i ve su rvey da ta , these en t i t l emen t g roups can
be broad ly ranked in te rms o f soc io -economic and hea l th s ta tus
f rom the med ica l ca rd ( lowes t ) to the pr i va te ly insured (h ighes t )
(ESRI , 2001 ) . Mean gross incomes are s ta t i s t i ca l l y s ign i f i can t l y
d i f fe ren t (p<0.01) across the groups and the pr iva te ly insured and
non -cove red g roups a re bo th more l i ke l y to be engaged in
emp loymen t than the med ica l ca rd and dua l cove r g roups . Non-
covered ind iv idua ls have the lowes t mean age (<35) , fo l l owed by
the pr i va te ly insured group (40 .5 ) . Ind iv idua ls in the med ica l ca rd
group are o lder (52 .7 ) and the mean age fo r those wi th dua l cover
is 61. Measures of hea l th s ta tus ind ica te a h igher propor t ion of i l l -
hea l th amongs t the med ica l ca rd and dua l cover g roups re la t i ve
to the i r respec t i ve popu la t ion shares . I t i s impor tan t to no te tha t
over laps in the depr iva t ion and soc io -economic measures suggest
t ha t t hese do no t desc r i be mu tua l l y exc lus i ve soc io -economic
ca tegor ies .

11

1 2 D enma r k , F i n l a n d , F r a n c e , Ge rman y, I r e l a n d , I t a l y, t h e Ne t h e r l a n d s , P o r t u g a l , S p a i n , Sweden , Sw i t z e r l a n d , UK , US .
1 3 I n 2005 t h e ‘GP ( f am i l y d o c t o r ) V i s i t ’ med i c a l c a r d wa s i n t r o d u c ed . T h i s c a r d g r a n t s t h e r e c i p i e n t ( a n d dependen t s ) a c c e s s t o f r e e GP se r v i c e s , n o t i n c l u d i n g p r e s c r i p t i o n s o r a n y o t h e r
p r ima r y / s e c onda r y c a r e . A n a l y s i s i n t h i s p o l i c y b r i e f i s b a s ed on da t a f r om 2004 p r i o r t o t h e i n t r o d u c t i o n o f t h i s a dd i t i o n a l med i c a l c a r d .
1 4 F r om Janua r y 2009 i n d i v i d u a l s a g ed 70 and o v e r w i l l b e mean s t e s t e d f o r a med i c a l c a r d .
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2.4 DATA AND METHODOLOGY

2.4 .1 DATA
The f l ow o f funds t races the f l ow o f to ta l non -cap i t a l 1 5 hea l t h
resources in the I r i sh sys tem in the year 2004 . The pr imary da ta
source fo r pub l i c hea l th expend i tu re is the Depar tment o f Hea l th
and Ch i l d ren (DOHC) wh ich pub l i shes an annua l b reakdown o f
non -cap i t a l pub l i c hea l t h expend i t u re by hea l t h p rog ramme.
Annua l expend i tu re records o f ind iv idua l p rogrammes are used to
supp lement these core da ta . Tax re l ie f on hea l th expenses and on
pr i va te hea l th insu rance premiums are inc luded in pub l i c hea l th
resou rces . P r i va te hea l t h i nsu rance c la ims expend i t u re by the
la rges t p r i va te hea l t h i nsu rance company i s fac to red up by the
est imated market c la ims share to g ive an est imate for to ta l p r iva te
hea l t h i nsu rance expend i t u re fo r t he marke t . 1 6 The DOHC
pub l i shes annua l summary es t ima tes o f na t i ona l p r i va te ou t -o f -
pocke t hea l t h expend i t u re . Expend i t u re pa t t e rns in the 2004
Househo ld Budge t Survey (HBS) gu ide the a l loca t ions o f ou t -o f -
pocke t expend i tu re ac ross hea l th p rov ide rs and func t i ons in the
f low of funds f ramework .

2.4 .2 METHODOLOGY
At s tage I , pub l i c and pr i va te f i nanc ing sources are ca tegor i sed
by hea l t h ca re p rov ide r (and func t i on ) acco rd ing to the OECD
In te rna t i ona l C lass i f i ca t i on Sys tem fo r Hea l t h Accoun ts ( ICHA) .
Th is i s the f i r s t app l i ca t ion o f I r i sh da ta to the OECD Sys tem of
Hea l th Accoun ts (SHA) .

S tage I I exam ines the d i s t r i bu t i on o f pub l i c and p r i va te hea l t h
ca re resou rces ac ross ind i v i dua l s . Bene f i t I nc i dence Ana l ys i s
(B IA) i s used to es t imate the d is t r ibu t ion o f a la rge propor t ion o f
these resou rces ac ross ind i v idua l s . B IA es t ima tes the mone ta ry
cos t o f p rov id i ng a good /se rv i ce and comb ines th i s w i t h
in fo rmat ion on ut i l i sa t ion of tha t good/serv ice to examine how that
moneta ry cos t i s d is t r ibu ted across the popu la t ion (Cas t ro -Lea l e t
a l . , 2000) . 1 7 U t i l i sa t ion da ta are ava i lab le fo r GP, in -pa t ien t , ou t -
pa t i en t , den ta l , and op t i c i an se rv i ces in the 2001 wave o f the
L iv ing in I re land Survey. 1 8 Resources l inked to u t i l i sa t ion o f these
se rv i ces a re inc luded in th i s pa r t o f t he ana l ys i s . No t a l l o f t he
resou rce enve lope can be a l l oca ted on the bas i s o f obse rved

u t i l i sa t ion da ta . In many cases pub l i c hea l th expend i tu re is non-
r i va l ( e .g . hea l t h p romo t i on ac t i v i t i es ) and canno t be read i l y
ass igned to ind iv idua ls . However, there are o ther da ta tha t can be
used to es t ima te the d i s t r i bu t i on o f t he rema in ing expend i t u re
across the en t i t l ement g roups . 1 9

S tage I I I i den t i f i es the u l t ima te con t r ibu t ions made by ind iv idua ls
to to ta l hea l t h ca re resou rces . Pub l i c hea l t h resou rces a re
genera ted f rom income, consumpt ion , and o ther tax and non tax
revenues . The propor t iona l con t r ibu t ion o f each ent i t l ement g roup
to the income tax and soc ia l i nsu rance componen ts o f pub l i c
hea l th resources is es t ima ted f rom the I r i sh sec t ion o f the 2004
European Survey on Income and L i v i ng Cond i t i ons . 2 0 Add i t i ona l
da ta a re used to es t ima te the p ropo r t i ona l con t r i bu t i on by each
en t i t l emen t g roup to consumpt ion and ʻo the r ʼ t ax componen ts o f
pub l i c hea l t h resou rces . Paymen t reco rds f rom the 1999 /00
Househo ld Budge t Su rvey a re used to a l l oca te p r i va te hea l t h
i nsu rance p rem iums expend i t u re ac ross the dua l cove r and
pr i va te l y insu red groups . 2 1 Ou t -o f -pocke t expend i tu re i s d i rec t l y
l i nked to consumpt ion and has a l ready been iden t i f i ed in s tage I I
o f the methodo logy.

2 .5 OVERVIEW OF RESOURCE FLOWS AND FINANCING
COMPOSITION
The to ta l ne t non-cap i ta l hea l th care resource enve lope fo r 2004 ,
accord ing to the OECD def in i t i on o f hea l th care , i s es t ima ted to
be €10.9bn . Th is represen ts 8 .8% of GNP (or 7 .4% of GDP) 2 2 and
l i es j us t be low the EU 15 ave rage as repo r ted by Tuss ing and
Wren (2006) .

Da ta were ava i l ab le to t race 91% of to ta l non -cap i ta l resou rces
th rough the comple te resource f low in F igure 2 .2 ( i .e . s tages I to
I I I ) . 2 3 Pub l i c sou rces accoun t fo r t he la rges t p ropo r t i on o f
resources (75%) , fo l lowed by ou t -o f -pocke t payments (13%) , and
pr i va te hea l th insurance resources (8 .8%) .

F igure 2 .3 presen ts a more de ta i led vers ion o f the f low of funds
and shows the va r i a t i ons in the resou rce f l ows by f i nanc ing
source .
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NOTES: Arrow indicates direction of resource flow.  Resourse flows at stage II refer to the value of health care services provided by health care providers.

Figure 2 .2 F low of funds framework for I r ish heal th care system

1 5 C a p i t a l e x p end i t u r e i s n o t i n c l u d ed i n t h e ana l y t i c f o c u s .
1 6 I n t h e c omp l e t e r e s o u r c e f l ow, n e t i n s u r a n c e c l a ims a r e e s t ima t e d t o e qua l n e t i n s u r a n c e p r em i ums (OECD , 2000 ) .
1 7 T h e s t a n d a r d me t h odo l o g y f o r B I A i s a d op t e d , a s d e s c r i b e d b y O ’Donne l l e t a l . ( 2 007 ) .

AHPU004338 Text new:Layout 1  31/03/2009  19:13  Page 12



At s tage I , pub l i c resou rces a re sepa ra ted in to ea rmarked and
non -ea rmarked funds . As ind i ca ted by the s i ze o f t he a r rows , a
sma l l p ropo r t i on ( l ess than 9%) o f t o ta l pub l i c resou rces a re
a l loca ted to serv ices fo r wh ich there are no e l ig ib i l i t y res t r i c t ions
and no cos t shar ing requ i rements .

A t s tage I I , the d iagram iden t i f i es the a l loca t ion o f each source o f
fund ing to each en t i t l emen t g roup . The s ize o f a r row represen ts
the p ropo r t i on o f mean hea l t h ca re resou rces . Mean pub l i c
resou rce a l l oca t i ons a re concen t ra ted on the med ica l ca rd and
dua l cove r g roups . Ou t -o f -pocke t paymen ts a re concen t ra ted on
the non-covered and pr iva te ly insured groups . A h igher propor t ion
o f mean pr i va te hea l th insu rance resources a re a l l oca ted to the
dua l cove r than to the p r i va te l y i nsu red g roup . Hea l t h ca re
resou rce a l l oca t i ons to the fou r en t i t l emen t g roups can be
s tandard ised fo r need . Separa te assessment o f hor i zon ta l equ i t y
i n hea l t h ca re resou rce a l l oca t i ons has shown tha t even a f te r
s tandard is ing for hea l th need, the d is t r ibu t ion of mean to ta l hea l th
care resources by en t i t l ement i s no t un i fo rm (Smi th , 2008) and is
b iased towards the group wi th dua l cover and away f rom the non-
covered group .

The con t r ibu t ions made by each en t i t l ement g roup to each source
o f fund ing a t s tage I I I a re a lso iden t i f i ed in F igure 2 .3 .

F igu re 2 .4 g ives a summary p ic tu re o f how hea l th ca re se rv i ces
are funded fo r each en t i t l ement g roup . Where e l ig ib i l i t y fo r pub l i c
resou rces i s l im i t ed , t he re i s a ro le fo r p r i va te resou rce
supp lemen ta t i on . Jo in t ana l ys i s o f con t r i bu t i ons and a l l oca t i ons
shows tha t where th is i s the case , p r i va te resources can accoun t
fo r a h ighe r p ropo r t i on o f a l l oca t i ons than o f con t r i bu t i ons . I n
pa r t i cu la r, p r i va te resou rces accoun t fo r l ess than 24% of to ta l
mean hea l th resource con t r ibu t ions made by the non-covered bu t
a lmos t 37% of to ta l mean a l l oca t i ons rece i ved by tha t g roup . A
s im i la r pa t te rn is observed fo r the pr i va te ly insured group . Whi le
the fo rmer group re l ies on ou t -o f -pocke t payments to supp lement
ava i l ab le pub l i c resou rces , t he la t t e r uses a mix o f p r i va te
insurance and ou t -o f -pocke t payments .

A key po in t emphas i sed by th i s pa r t o f t he ana l ys i s i s tha t t he
to ta l ʻ cos t ʼ o f hea l t h ca re se rv i ces inc ludes no t j us t t he ou t -o f -
pocke t or pr iva te insurance payments bu t a lso the pub l i c resource
cont r ibu t ions , regard less of whether or not an ind iv idua l is e l ig ib le
to bene f i t f rom those pub l i c resources . To i l l us t ra te , the fu l l cos t
o f p r imary care fo r a non-covered ind iv idua l inc ludes no t jus t the
GP charges bu t a lso the con t r ibu t ions made by those ind iv idua ls
to subs id ise pr imary care fo r the med ica l ca rd groups .
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1 8 T h i s s u r v e y f o rms t h e I r i s h c omponen t o f t h e Eu r o p e an Commun i t y H ou s eho l d Pane l S u r v e y. T h e s amp l e s i z e i n 2001 i n c l u d ed >6 ,000 i n d i v i d u a l s a nd i s r e -we i g h t e d t o e n su r e t h e d a t a a r e f u l l y
r e p r e s e n t a t i v e o f t h e p opu l a t i o n o f i n d i v i d u a l s i n p r i v a t e h ou s eho l d s i n I r e l a n d ( ESR I , 2001 ) .
1 9 To i l l u s t r a t e , p u b l i c e x p end i t u r e o n dom i c i l i a r y ma t e r n i t y s e r v i c e s i s a v a i l a b l e t o a l l w omen r e g a r d l e s s o f e n t i t l emen t s t a t u s . On l y women o f r e p r o du c t i v e a g e w i l l a v a i l o f t h e s e r v i c e s . T h e e x p end i t u r e
i s a l l o c a t e d a c r o s s a l l g r o u p s , b a s ed on e s t ima t e s o f t h e p r o p o r t i o n o f 15 -44 y e a r o l d s i n e a ch g r o up , whe r e 15 -44 app r o x ima t e s t h e a v e r a g e r e p r o du c t i v e a g e pe r i o d .
2 0 T h e 2004 wa ve c o v e r e d a s amp l e o f 14 , 433 i n d i v i d u a l s a nd r e s u l t s a r e r e -we i g h t e d t o e n su r e r e p r e s e n t a t i o n o f p r i v a t e h ou s eho l d s i n t h e c oun t r y ( C en t r a l S t a t i s t i c s O f f i c e , 2004 ) .
2 1 T h e 1999 /00 HBS was condu c t e d be tween June 1999 and Ju l y 2000 , c o v e r i n g a s amp l e o f 7 , 644 hou s eho l d s ( C en t r a l S t a t i s t i c s O f f i c e , 1999 ) . R e s u l t s a r e r e -we i g h t e d t o t a k e i n t o a c c oun t p o s s i b l e
d i f f e r e n c e s i n n on - r e s p on s e r a t e s a c r o s s d i f f e r e n t c a t e g o r i e s o f h o u s eho l d s .
2 2 GDP and GNP a r e a t c u r r e n t ma r k e t p r i c e s f o r t h e y e a r 2004 (Cen t r a l S t a t i s t i c s O f f i c e , 2006 ) .
2 3 E x c l u d ed r e s o u r c e s r e f e r t o p ub l i c e x p end i t u r e o n d i s a b i l i t y a n d men t a l h e a l t h p r o g r ammes (€974 .8 m i l l i o n ) . D a t a o n t h e h e a l t h c a r e e n t i t l emen t s t a t u s o f i n d i v i d u a l s b en e f i t i n g f r om t h e s e r e s o u r c e s
a r e n o t a v a i l a b l e .
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Figure 2 .3 F low of funds – deta i l
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The graph ica l p resen ta t ion is use fu l as a genera l gu ide bu t o ther
impor tan t i n fo rma t i on on the pa t te rns o f equ i t y i n the sys tem is
con ta ined in the comp lex i t i es i n these resou rce f l ows . The
fo l l ow ing resu l t s unp i ck these de ta i l s and emphas i se the va lue
added o f tak ing a complex sys tems approach in assess ing equ i t y
in I r i sh hea l th care .

2.6 RE-ASSESSMENT OF PROGRESSIVITY IN
CONTRIBUTIONS
To da te , ana l ys i s o f equ i t y i n I r i sh hea l t h ca re f i nanc ing has
focused on the da ta cap tu red a t s tage I I I o f t he f ramework . As
out l ined ear l ie r, con t r ibu t ions to hea l th care f inanc ing sources are
examined in te rms of the i r d is t r ibu t ion across income groups . The
focus in the f l ow o f funds i s on the d i s t r i bu t i on o f con t r i bu t i ons
across en t i t l ement ra ther than income.

F igu re 2 .5 iden t i f i es the mean con t r i bu t i ons made by each
en t i t l emen t g roup to each o f the ma jo r sou rces o f f i nance . To
assess p rog ress i v i t y, t he d i s t r i bu t i on o f mean con t r i bu t i ons by
en t i t l emen t can be compared w i th the d i s t r i bu t i on o f mean
incomes. A progress ive source o f f inance is one where the share
o f t o ta l hea l t h ca re paymen ts bo rne by lower i ncome groups i s
less than the i r share o f to ta l income. The ent i t l ement groups have
been broad ly ranked accord ing to soc io -economic s ta tus f rom the
med ica l ca rd group ( lowes t mean income) to the pr i va te ly insured
g roup (h ighes t mean income) . The non -cove red and dua l cove r
g roups l ie in be tween these two groups , earn ing 26 .3% and 22%
of to ta l mean pre- tax income respec t i ve ly (ESRI , 2001) .

The overa l l pa t te rn o f hea l th care cont r ibu t ions looks progress ive ,
cons is ten t w i th the resu l t s in F igure 2 .1 . The progress ive pa t te rn
is here re f lec ted a t the ex t remes o f the income d is t r ibu t ion . The
p r i va te l y i nsu red ( r i ches t ) g roup con t r i bu tes more than 44% of
to ta l mean hea l th care resources compared to i t s share o f income
(36 .8%) . Conve rse l y, t he med ica l ca rd (poo res t ) g roup pays fo r
8 .5% of mean hea l th care resources compared wi th a 14.9% share
of mean pre- tax income. The mean cont r ibu t ion shares by the dua l
cove r and non -cove red g roups a re in be tween these ex t remes ,
and are s im i la r to the i r re la t i ve shares o f to ta l income.

As sugges ted by F igu re 2 .5 , t he p rog ress i v i t y pa t t e rns va ry by
source o f f inance . The burden o f p r i va te resource con t r ibu t ions is
uneven l y sp read ac ross the en t i t l emen t g roups and i t i s more
d i f f i cu l t to iden t i f y p rogress iv i t y pa t te rns .

The h ighes t p ropor t i on o f mean ou t -o f -pocke t payments i s made
by the non -cove red g roup , and the sha re con t r i bu ted (41 .3%)
exceeds the group ʼs share o f to ta l mean pre - tax income (26 .3%)
by a la rge amoun t . The p ropo r t i on o f mean ou t -o f -pocke t
expend i t u re made by the p r i va te l y i nsu red g roup i s a l so h ighe r
re l a t i ve to the g roup ʼ s sha re o f mean p re - tax income .
Progress iv i t y ind ices fo r ou t -o f -pocke t hea l th expend i tu re in the
I r i sh con tex t ind ica te an overa l l reg ress ive pa t te rn (F igu re 2 .1 ) .
Ana lys is by en t i t l ement ind ica tes tha t the ou t -o f -pocke t burden is
concen t ra ted on spec i f i c en t i t l ement g roups , in par t i cu la r on the
non-covered group a t the midd le o f the income d is t r ibu t ion . Th is
h igh l i gh ts a key d rawback o f i ndex measures tha t focus on pro -
poor o r p ro - r i ch pa t te rns w i thou t p ick ing up on impor tan t pa t te rns
tha t occur a t the midd le o f the income d is t r ibu t ion .

The p ropo r t i on o f mean con t r i bu t i ons made by the p r i va te l y
insured ( r i cher ) g roup to pr i va te insurance premiums is es t imated
to be s l igh t ly lower than the propor t ion cont r ibu ted by the (poorer )
dua l cove r g roup . Poo l i ng the income o f these two g roups
iden t i f i es a reg ress i ve pa t te rn . The con t r i bu t i ons by the h ighe r
i ncome group a re lower re la t i ve to the i r sha re o f t h i s poo led
income than those o f the lower income, dua l cover g roup (37 .4%
o f poo led mean p re - tax income ve rsus 51 .3% o f poo led mean
insu rance paymen ts ) . The reg ress i ve pa t t e rn i s cons i s ten t w i t h
commun i ty ra ted premiums, where a l l i nd iv idua ls a re charged the
same prem ium fo r a g i ven insu rance p roduc t , r ega rd less o f
income, hea l th s ta tus or any o ther fac to r. A f la t ra te (commun i ty
ra ted ) p rem ium poses a re la t i ve l y l a rge r bu rden on a lower
income. A l te rna t i ve l y, t he resu l t i s cons i s ten t w i th the purchase
by the o lde r age (and poo re r hea l t h ) dua l cove r g roup o f more
comprehens ive and more expens ive insurance products re la t i ve to
the younger (and hea l th ie r ) p r i va te ly insured group .

14

Figure 2 .4 Resource composi t ion of contr ibut ions and al locat ions for each ent i t lement category, 2004 (%)
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2.7 SUBSIDISATION IN THE SYSTEM

2.7 .1 AGGREGATE PATTERNS
Figure 2 .6 compares the d is t r ibu t ion o f mean resource a l loca t ions
(a t s tage I I ) w i th the d is t r i bu t ion o f mean con t r ibu t ions made by
the four en t i t l ement g roups (s tage I I I ) . The la rges t p ropor t ion o f
to ta l mean resources is a l loca ted to the med ica l ca rd (32%) and
dua l cover g roups (43%) and smal le r p ropor t ions are a l loca ted to
the non-cove red (11%) and pr i va te l y i nsu red g roups (15%) . The
la rges t mean con t r i bu t i ons (>70%) a re made by the p r i va te l y
insured and non-covered groups .

Th i s g i ves the ove ra l l ne t ba lance o f resou rce f l ows wh ich
sugges ts a t rans fe r o f resources in the sys tem f rom the pr i va te ly

i nsu red and non -cove red g roups to the dua l cove r and med ica l
ca rd groups . Mean resource a l loca t ions rece ived by the med ica l
ca rd and dua l cove r g roups a re h ighe r than the i r mean
con t r i bu t i ons . These a l l oca t i ons a re c ross subs id i sed by
ind iv idua ls in the non-covered and pr i va te ly insured groups . Th is
summary p ic tu re sugges ts tha t in aggregate te rms there is income
and hea l t h r i sk poo l i ng in the sys tem. Th i s i s ev idenced by the
subs id i sa t i on o f hea l t h ca re resou rce a l l oca t i ons to the two
en t i t l emen t g roups tha t on ave rage have lower soc io -economic
and hea l t h s ta tus , by the two en t i t l emen t g roups w i th h ighe r
average incomes and bet te r hea l th s ta tus . However, more deta i led
assessment shows tha t the pat te rns o f c ross subs id isa t ion are not
as s t ra igh t fo rward as ind ica ted in the aggrega te p ic tu re .

15

Figure 2 .5 Percentage share of contr ibut ions by ent i t lement groups to tota l mean resources by source of f inance (2004)
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Figure 2 .6 Percentage share of tota l mean contr ibut ions and al locat ions by ent i t lement , 2004
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2.7 .2 SUBSIDISATION BY PROVIDER/FUNCTION
The SHA st ruc tu re a l lows the resource f lows in F igu re 2 .3 to be
d isaggrega ted by hea l th care prov ider / func t ion .

F igu res 2 .7 -2 .10 iden t i f y the mean con t r ibu t ions and a l loca t ions
(b roken down by f inanc ing source) fo r key hea l th care serv ices in
the system. For non-prescr ip t ion medic ines, there is no separat ion
be tween ab i l i t y to pay and need fo r hea l th care . Non-p resc r ip t ion
med ic i nes a re fu l l y f unded by ou t -o f -pocke t resou rces and on l y
those who make paymen ts rece i ve the bene f i t o f t he se rv i ces .
Mean con t r i bu t i ons a re equ i va len t t o mean a l l oca t i ons fo r each
en t i t l ement g roup .

Sepa ra t i on be tween ab i l i t y t o pay and need fo r hea l t h ca re i s
obse rved fo r o the r hea l t h ca re se rv i ces . Fo r hosp i t a l ca re , GP
v i s i t s , and p resc r i p t i on med ic i nes , mean con t r i bu t i ons by the
med ica l ca rd and dua l cove r g roups a re sma l l e r t han the mean
resource a l loca t ions rece ived and the oppos i te is observed for the
non -cove red and p r i va te l y i nsu red g roups . Howeve r, t he
d i f f e rences be tween mean con t r i bu t i ons and a l l oca t i ons va ry by
hea l th serv ice .

GP vis i ts and prescr ip t ion medic ines for the medica l card and dua l
cove r g roups a re ma in l y funded by pub l i c resou rces where
con t r i bu t i ons to the pub l i c budge t do no t i n f l uence the leve l o f
se rv i ce rece ived . In these cases , the non-cove red and pr i va te l y
insu red groups con t r ibu te to pub l i c resources wh ich are used to
f inance hea l th care serv ices fo r the med ica l ca rd and dua l cover
g roups . The non -cove red and p r i va te l y i nsu red re l y on p r i va te
resources to supp lement what i s ava i lab le f rom pub l i c sources . I t
i s es t ima ted tha t more than 86% of con t r i bu t i ons by the non -
covered and pr i va te ly insured to pub l i c GP resources are used to
subs id ise GP serv ices fo r the two med ica l ca rd groups . 2 4

More than 52% of mean con t r i bu t i ons by the non -cove red and
p r i va te l y i nsu red g roups fo r hosp i t a l i n -pa t i en t se rv i ces a re
a l l oca ted to the med ica l ca rd and dua l cove r g roups . G iven the
re l iance on var ied sources o f da ta to popu la te the f low of funds ,
s t r i c t i n te rp re ta t i on o f t he gap be tween mean con t r i bu t i ons and
mean a l l oca t i on i s no t poss ib le and these propo r t i ons a re to be
used as ind ica t i ve o f genera l pa t te rns on ly.

16

Figure 2 .7 Mean contr ibut ions and al locat ions of hospi ta l ( inc l . o ther res ident ia l ) resources for each ent i t lement group,
2004 (€000)
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2 4 N on med i c a l c a r d h o l d e r s a r e e l i g i b l e t o b ene f i t f r om pub l i c l y f u n d ed GP hea l t h s e r v i c e s ( e . g . t h e Hea r twa t c h p r o g r amme ; t h e Me t h adone Tr e a tmen t S ch eme ; s e r v i c e s p r o v i d e d unde r t h e Hea l t h
Amendmen t A c t ( 1996 ) f o r t h o s e who ha v e c on t r a c t e d Hepa t i t i s C f r om t h e u s e o f Human Immunog l o b u l i n - An t i D / o t h e r b l o o d p r o du c t o r t r a n s f u s i o n ) , a n d f r om t a x r e l i e f o n GP e xp en s e s .
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Figure 2 .8 Mean contr ibut ions and al locat ions of GP resources for each ent i t lement group, 2004 (€000)
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Figure 2 .9 Mean contr ibut ions and al locat ions of prescr ip t ion medic ine resources for each ent i t lement group, 2004 (€000)
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2.7 .3 SUBSIDISATION BY SPECIFIC RESOURCE FLOWS
Resou rce f l ows fo r spec i f i c i t ems o f expend i t u re h igh l i gh t po ten t i a l pa t t e rns o f c ross subs id i sa t i on in the oppos i t e d i rec t i on to the
aggrega te p ic tu re .

Tax re l ie f on pr i va te insurance premiums (F igure 2 .11) i s con t r ibu ted to by a l l en t i t l ement ca tegor ies , and bene f i t s on ly the dua l cover
and pr i va te ly insured groups .

18

Figure 2.10 Mean contr ibut ions and al locat ions of non-prescr ipt ion medic ine resources for each ent i t lement group, 2004 (€000)
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Figure 2 .11 Mean cont r ibut ions and a l locat ions of pr iva te hea l th insurance tax re l ie f resources for each ent i t lement group,
2004 (€000)
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Figure 2.12 Mean contr ibut ions and al locat ions of heal th expenses tax re l ie f resources for each ent i t lement group, 2004 (€000)
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Al l en t i t l ement g roups con t r ibu te to , and bene f i t f rom, tax re l ie f on hea l th expenses (F igure 2 .12) . Mean a l loca t ions are lower than
con t r ibu t ions fo r the med ica l ca rd and dua l cover g roups . Mean a l loca t ions are grea te r than con t r ibu t ions fo r the non-covered group .
For the pr i va te ly insured group , mean a l loca t ions and con t r ibu t ions are a lmos t equa l .

F igure 2 .13 ou t l i nes mean con t r ibu t ions and a l loca t ions fo r the Nat iona l Trea tment Purchase Fund (NTPF) . The NTPF secures pr i va te
surg ica l t rea tment fo r pub l i c pa t ien ts who have wa i ted ex tended per iods o f t ime on the pub l i c wa i t i ng l i s t . The pr i va te t rea tment i s
rece ived e i the r in par t i c ipan t p r i va te hosp i ta l s in I re land (95% of cases) o r abroad (NTPF, 2006) . A l l en t i t l ement g roups con t r ibu te to
the Fund wh i le on ly the med ica l ca rd and non-covered groups are seen to bene f i t f rom i t . Mean a l loca t ions are g rea te r than mean
con t r ibu t ions in the med ica l ca rd group . For the non-covered group , the gap be tween mean con t r ibu t ions and a l loca t ions are a lmos t
equa l .

Resources to the Drugs Payment Scheme are con t r ibu ted to by a l l g roups (F igure 2 .14) bu t bene f i t on ly the non-covered and pr i va te ly
insured groups . Mean a l loca t ions are grea te r than con t r ibu t ions fo r the non-covered and marg ina l l y so fo r the pr i va te ly insured group .
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Figure 2 .13 Mean contr ibut ions and al locat ions of NTPF resources for each ent i t lement group, 2004 (€000)
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El ig ib i l i t y fo r pub l i c resources is res t r i c ted . The above d iagrams
i l l us t ra te tha t t hese res t r i c t i ons va ry and a re no t a lways
de te rm ined on the bas is o f need or soc io -economic s ta tus . Th is
g ives r i se to po ten t ia l c ross subs id isa t ion e f fec ts f rom poorer to
r i cher ind iv idua ls tha t a re no t p icked up in aggrega te t rends . The
fac t tha t a l l en t i t lement groups cont r ibu te to pub l ic fund ing even i f
they are no t en t i t l ed to bene f i t f rom those resources is no t new.
What i s impor tan t here is tha t th is pa t te rn does no t change even
when the pub l i c resources are no t a lways a l loca ted to the poores t
o r s ickes t in the popu la t ion .

2.8 LESSONS FROM THE FLOW OF FUNDS
The f l ow o f funds ana l ys i s makes a number o f con t r i bu t i ons to
ana lys ing equ i t y in the I r i sh hea l th care f inanc ing sys tem.

F i rs t , the ana lys is po in ts to a cen t ra l con t rad ic t ion around pr i va te
f inanc ing in the I r i sh sys tem. Pr iva te sources of f inanc ing account
fo r a re la t i ve ly smal l p ropor t ion o f to ta l hea l th care resources , bu t
the i r ro le in the sys tem is no t marg ina l . In the l i te ra tu re , the need
to in te rp re t p rogress iv i t y in pr iva te sources d i f fe ren t l y f rom pub l i c
sources has been g iven l i t t l e /no a t ten t ion in the European contex t
whe re p r i va te sou rces a re assumed to rep resen t a marg ina l ,
supp lemen ta ry sou rce o f f i nanc ing . The b reakdown o f the
resou rce f l ow by hea l t h ca re p rov ide r shows tha t i n I re l and ,
p r i va te sou rces rep resen t an impor tan t sou rce o f f i nanc ing fo r
spec i f i c hea l t h se rv i ces . I n pa r t i cu la r, ou t -o f -pocke t resou rces
accoun t fo r a la rge p ropo r t i on o f GP and p resc r i p t i on med ic i ne
a l loca t ions .

Ana l ys i s by en t i t l emen t s ta tus h igh l i gh t s uneven pa t te rns in
resource f lows tha t a re no t revea led in summary index measures .
Measurement o f progress iv i ty across the income dis t r ibu t ion g ives
a genera l p ic tu re o f the overa l l pa t te rn o f payments , bu t does no t
show tha t uneven pa t te rns w i th i n the d i s t r i bu t i on a re c lus te red
in to spec i f i c g roups , de f i ned by en t i t l emen t . I n pa r t i cu la r, t he
bu rden o f ou t -o f -pocke t resou rces (shown to be reg ress i ve in
progress iv i t y ana lys is ) fa l l s uneven ly ac ross the popu la t ion . Out -
o f -pocke t paymen ts rep resen t a much la rge r p ropo r t i on o f t o ta l
hea l th care fund ing for the non-covered group re la t ive to the other
en t i t l ement g roups in the popu la t ion .

Po ten t ia l l y inequ i tab le pa t te rns o f c ross subs id isa t ion have been
iden t i f i ed . Wh i l e a l l en t i t l emen t g roups con t r i bu te to pub l i c

resources , no t a l l o f these resources are ava i lab le fo r a l loca t ion
ac ross the popu la t i on as a who le . Ana l ys i s o f spec i f i c resou rce
f l ows (e .g . t ax re l i e f , NTPF) i l l us t ra tes tha t t he e l i g i b i l i t y
res t r i c t i ons a re no t a lways de te rm ined on the bas i s o f
hea l t h / soc io -economic s ta tus . A l l i nd i v i dua l s i n the tax ne t
con t r i bu te to the cos t o f pub l i c t ax re l i e f on p r i va te hea l t h
i nsu rance wh ich in tu rn bene f i t s on l y those who can a f fo rd to
purchase hea l th insurance .

Res t r i c t ions in en t i t l ement to pub l i c resource a l loca t ions g ive r i se
to fu r the r i n te rac t i ons a t d i f f e ren t l eve l s i n the sys tem tha t can
lead to some unusua l resou rce f l ows . Tax re l i e f on hea l t h
expenses i s one examp le o f an expend i t u re f l ow tha t a r i ses
because o f res t r i c t ions e lsewhere in the f inanc ing sys tem. Cross
subs id i sa t i on fo r t h i s expend i t u re i s no t necessa r i l y i n the
d i rec t ion of r i ch to poor ( ind ica ted above) . As s ta ted in po l i cy, th is
fo rm o f tax re l i e f i s spec i f i ca l l y a imed a t those who a re no t
p ro tec ted by a med ica l ca rd o r p r i va te insu rance . Th i s re l i e f
accounts for a re la t ive ly smal l p ropor t ion of hea l th f inanc ing but is
impo r tan t i n te rms o f the inequ i t y tha t i t h i gh l i gh t s . The po l i cy
j us t i f i ca t i on fo r t he re l i e f exp l i c i t l y acknow ledges tha t some
ind i v i dua l s requ i re ass i s tance in mee t i ng ou t -o f -pocke t hea l t h
care payments . The tax re l ie f i t se l f has a regress ive s t ruc tu re and
o f fe rs a re la t i ve ly h igher bene f i t to those on h igher incomes ( the
re l ie f i s g ran ted a t the ind iv idua l ʼ s marg ina l tax ra te ) so tha t even
aga ins t i t s own ob jec t i ves the re l ie f i s no t op t ima l l y des igned . Ye t
the need fo r the re l ie f , i n any fo rm, cou ld be avo ided i f exposure
to d i rec t ou t -o f -pocke t paymen ts d id no t f a l l so heav i l y on one
par t i cu la r g roup in the popu la t ion . The oppor tun i t y cos t o f the tax
re l i e f expend i t u re can the re fo re be ques t i oned aga ins t an
a l te rna t i ve o f ad jus t ing the fundamenta l en t i t l ement s t ruc tu res to
reduce cos t shar ing burdens on non med ica l ca rd popu la t ions .

The expend i tu re f low under the NTPF ex is ts because o f p rob lems
c rea ted by the incen t i ves tha t f avou r the t rea tmen t o f p r i va te
pa t i en t s ove r pub l i c pa t i en t s i n the pub l i c hosp i t a l sys tem. The
NTPF addresses the subsequen t p rob lem of long wa i t ing l i s ts fo r
pub l i c pa t i en t s . As w i th the tax re l i e f on hea l t h expenses , t he
resource f low fo r the NTPF g ives r i se to c ross subs id isa t ion tha t
i s no t necessa r i l y i n the d i rec t i on o f r i ch to poo r. The NTPF
c rea tes a comp l i ca ted resou rce f l ow whereby some o f the
con t r i bu t i ons made by ind i v i dua l s to pub l i c resou rces a re
a l l oca ted to pu rchas ing hea l t h ca re in the p r i va te sec to r, a t
p r i va te sec to r ra tes , f o r pub l i c pa t i en t s th rough the NTPF. The
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Figure 2 .14 Mean contr ibut ions and al locat ions of Drugs Payment resources for each ent i t lement group, 2004 (€000)
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impo r tance o f the NTPF to th i s d i scuss ion i s no t because i t
i nvo l ves a la rge amoun t o f money (<1% of to ta l pub l i c
expend i tu re ) , bu t because o f i t s ex is tence and what i t says abou t
the res t o f t he sys tem. The NTPF is a symp tom o f the w ide r
p rob lems in the sys tem caused by comp lex supp l y and demand
s ide incen t i ves tha t ope ra te to favou r the t rea tmen t o f p r i va te
pa t i en t s ove r pub l i c pa t i en t s w i t h i n the pub l i c hosp i t a l sys tem,
regard less o f hea l th care need or soc io -economic s ta tus .

These examp les ind i ca te tha t i nequ i t ab le pa t t e rns o f c ross
subs id i sa t i on can occu r because o f second bes t so lu t i ons to
prob lems e lsewhere in the sys tem, as in the case o f tax re l ie f on
hea l t h expenses and the NTPF. Howeve r, t hey can a l so a r i se
because o f spec i f i c government po l i cy goa ls , such as the exp l i c i t
use o f tax re l ie f on pr iva te hea l th insurance premiums as a means
o f encourag ing consumpt ion o f p r i va te hea l th insurance . A l though
smal l i n magn i tude re la t i ve to to ta l hea l th care resources , these
complex resource f lows can represent la rge propor t ions of fund ing
fo r spec i f i c g roups /serv ices , 2 5 and are impor tan t s igna ls fo r w ider
incons is tenc ies in the res t o f the f inanc ing sys tem.

Moreover, a complex , bu t re la t i ve ly sma l l , f l ow of resources migh t
in t ime become much more d is rup t i ve to a sys tem i f i t i s used to
channe l a la rge r f l ow o f resou rces . The incons i s tenc ies
assoc ia ted wi th the NTPF would be much more v is ib le i f i t s budget
we re mu l t i p l i ed . No lan made a s im i l a r po in t i n a d i scuss ion on
p r i va te hea l t h i nsu rance . The p rob lems assoc ia ted w i th the
pr i va te ly insured ga in ing pre fe ren t ia l access to the pub l i c hea l th
sys tem were in ex is tence pr io r to the r ise in the number o f insured
ind i v i dua l s , bu t t he re i s no doub t tha t t he rap id i nc rease in the
insured popu la t ion has exacerbated the prob lem and made i t more
v is ib le (No lan , 2004) . The complex sys tems perspec t ive can serve
as an ʻea r l y wa rn ing sys tem ʼ by h igh l i gh t i ng seeming l y
i ns i gn i f i can t , bu t po ten t i a l l y d i s rup t i ve , comp lex i t i es i n the
sys tem. Th i s has lessons no t j us t f o r t he I r i sh sys tem, bu t f o r
o the r i n te rna t i ona l sys tems . Fo r examp le , t he in te rac t i on o f
supp lemen ta ry p r i va te insu rance w i th the pub l i c hea l t h ca re
sys tem in the UK may be s im i la r to the I r i sh exper ience bu t i s too
smal l to iden t i f y. 2 6

2.9 CONCLUSION TO PART I I
Ex is t i ng measu res o f equ i t y i n I r i sh hea l t h ca re f i nanc ing have
focused on the p rog ress i v i t y pa t t e rns in the ma in f i nanc ing
sources . To ta l pub l i c sources are progress ive and accoun t fo r the
la rges t p ropo r t i on o f t o ta l hea l t h resou rces . Th i s can g i ve a
re la t i ve l y ben ign p i c tu re o f equ i t y i n hea l t h ca re f i nanc ing .
Howeve r, t hese measu res do no t p i ck up on the comp lex i t i es in
the hea l t h ca re resou rce f l ows . I n Pa r t I I o f t h i s b r i e f , f l ow o f
funds ana lys is has demonst ra ted tha t beh ind these broad pat te rns
o f p rog ress i v i t y t he re a re a w ide range o f comp l i ca t i ons and
in te rac t i ons tha t g i ve r i se to less equ i t ab le pa t t e rns . A cen t ra l
message f rom the ana lys is i s tha t in o rder to unders tand equ i t y in
the I r i sh hea l th care sys tem, the dev i l rea l l y i s in the de ta i l .

21

2 5 F o r e x amp l e , t a x r e l i e f o n p r i v a t e h e a l t h i n s u r a n c e p r em i ums a c c oun t s f o r a p p r o x . 20% o f t o t a l e x p end i t u r e o n p r em i ums .
2 6 L e s s t h a n 11% o f t h e UK popu l a t i o n a r e e s t ima t e d t o h o l d p r i v a t e h e a l t h i n s u r a n c e , b a s ed on da t a f r om t h e l a t e 1990s ( E u r o p e an Obse r v a t o r y, 1999 ) .
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