
Health Policy 120 (2016) 790–796

Contents lists available at ScienceDirect

Health  Policy

j ourna l ho me  pa g e: www.elsev ier .com/ locate /hea l thpol

Health  Reform  Monitor

The  2011  proposal  for  Universal  Health  Insurance  in  Ireland:
Potential  implications  for  healthcare  expenditure�

Sheelah  Connolly ∗, Maev-Ann  Wren
The Economic and Social Research Institute, Whitaker Square, Sir John Rogerson’s Quay, Dublin 2, Ireland

a  r  t  i c  l  e  i  n  f  o

Article history:
Received 25 September 2015
Received in revised form 11 May  2016
Accepted 12 May  2016

Keywords:
Ireland
Insurance, Health
Healthcare expenditure
Healthcare financing
Health Care Reform

a  b  s  t  r  a  c  t

The  Irish  healthcare  system  has  long  been  criticised  for a  number  of  perceived  weaknesses,
including  access  to healthcare  based  on ability-to-pay  rather  than  need.  Consequently,  in
2011, a newly  elected  government  committed  to the  development  of a universal,  single-
tier  system  based  on  need  and  financed  through  Universal  Health  Insurance  (UHI).  This
article  draws  on  the national  and  international  evidence  to identify  the potential  impact
of  the  proposed  model  on healthcare  expenditure  in  Ireland.  Despite  a pledge  that  health
spending  under  UHI  would  be  no  greater  than  in  the current  predominantly  tax-funded
model,  the  available  evidence  is suggestive  that  the proposed  model  involving  competing
insurers  would  increase  healthcare  expenditure,  in part  due  to an  increase  in administrative
costs  and  profits.  As a result  the  proposed  model  of UHI appears  to be no  longer  on the
political  agenda.  Although  the  Government  has  been  criticised  for abandoning  its model  of
UHI,  it has  done  so  based  on  national  and  international  evidence  about  the  relatively  high
additional  costs  associated  with  this  particular  model.
©  2016  The  Authors.  Published  by Elsevier  Ireland  Ltd.  This  is  an  open  access  article  under

the  CC  BY-NC-ND  license  (http://creativecommons.org/licenses/by-nc-nd/4.0/).

1. Introduction

The Irish healthcare system is a complex mix of pub-
lic and private. The system is largely tax-funded, with 77
percent of total healthcare expenditure coming from gen-
eral taxation revenues in 2013; 9 percent from private
insurance and 12 percent from household out-of-pocket
expenditure [1]. Entitlement to healthcare is subject to a
complex system of eligibility categories [2]. Medical cards
are awarded on income grounds, with a higher income
threshold applying to persons aged 70 and over and with
some (ill-defined) discretion to award cards where the
absence of a card may  cause undue hardship. Medical
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cardholders are eligible for a range of services without
significant charge, although more recently prescription
charges have been introduced for this group. A small pro-
portion of those above the income threshold for a medical
card are entitled to a General Practitioner (GP) visit card
which provides free GP visits only. In the summer of 2015,
a GP visit card was extended to all children under the age
of 6, as well as those aged 70 and over. The remainder
of the population (approximately 56 percent) pay the full
cost associated with GP care, but are entitled to subsidised
public hospital care. However, due to long waits for public
hospital care, approximately 45 percent of the population
purchase private health insurance, which is assumed to
secure faster access.

In both primary and hospital settings, publicly financed
and privately financed care is often administered by the
same staff using the same facilities [3]. In primary care, all
GPs work in a private market, although most have public
patients (those with a medical or GP visit card) and pri-
vate patients (those without a medical or GP visit card). In
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the hospital sector, there are separate public and private
hospitals, but within public hospitals consultants can treat
patients on a private basis [3]. Ireland has the only Euro-
pean health system that does not offer universal coverage
of primary care [4]. There is evidence of financial barri-
ers to access, unmet need for care and relatively high user
charges in primary and hospital settings, when compared
to other EU countries [4]. Private patients can achieve faster
access to the public acute hospital sector. People who can
afford to pay privately can more rapidly access diagnostics
and a first specialist appointment which facilitate speedier
access for public hospital treatment. A block grant system
used to reimburse for public patients results in an incentive
to treat fewer public patients as each patient represents
a cost; in contrast, per diem charges for private patients
provide an incentive for hospitals to treat more private
patients. Similarly, consultants receive a salary for treat-
ing public patients and a fee-for-service for the treatment
of private patients. These alternative payment methods for
public and private patients incentivise “two-tier” access to
hospital care, in which the wait time for private patients is
significantly shorter [5].

In 2011 a newly elected coalition government commit-
ted to far-reaching healthcare reform for Ireland, which
included the development of a universal, single-tier health
service, which guarantees access to medical care based on
need, not income [6]. The proposals also committed to a
change to the manner in which Irish healthcare is financed,
with the introduction of Universal Health Insurance (UHI).
Some three years later, a White Paper was published which
proposed how this reform might be achieved [7]. The White
Paper provided little detail on the potential cost implica-
tions of the proposed reforms, although it was noted that
spending by the State on healthcare under a single-tier UHI
system should not exceed spending under the two-tier sys-
tem which it replaces. Following publication of a report
examining the cost implications of the White Paper pro-
posals [1], the Minister for Health announced that “the high
costs for the particular model of health insurance.  . . are
not acceptable, either now or any time in the future” [8]. In
the election campaign of February 2016, the outgoing coali-
tion government parties continued to express their support
for universal healthcare but their approach to financing
universality was unclear [9,10] with the Taoiseach (Prime
Minister) suggesting that UHI should remain the financing
model but the nature of the UHI system required further
research [11]. Some opposition parties advocated tax-
funded, NHS-style reforms [12]. Although the Taoiseach
was re-elected to head the incoming 2016 Government,
his minority government will require support from oppo-
sition deputies to pass any legislation [13]. Early signs of
support for reaching cross-party consensus on a long-term
approach to reform of Irish healthcare will require recon-
ciling quite divergent views to succeed [14,15].

This paper examines the proposed reforms for the Irish
healthcare system as set out in the 2014 White Paper and
assesses their potential implications for healthcare expen-
diture in Ireland. Section 2 details differences between the
current and proposed health system in Ireland. Section
3 examines how the proposed changes might influence
healthcare expenditure in Ireland. Section 4 discusses the

implications of health system reform in Ireland. Section 5
concludes.

2. The proposed reforms

Under the White Paper proposals, general taxation
would remain as the core mechanism for raising healthcare
revenues; however, UHI would finance aspects of pri-
mary and hospital care. Under the proposed system, every
member of the population would be insured for the same
package of healthcare services [7], though while offer-
ing some proposals in this regard, the White Paper does
not identify definitively which services should be financed
via health insurance. People would purchase insurance for
this standard package from one of a number of compet-
ing health insurers. Financial support would be available
to ensure affordability by directly paying or subsidis-
ing from taxation the cost of insurance premiums for all
those who  qualify. The proposed system would entail a
purchaser–provider split with the purchasing of primary
and hospital care largely devolved to insurers. Health insur-
ers would purchase care for their members from primary
care providers, independent not-for-profit hospital trusts
and private hospitals. Insurers would be free to engage in
selective contracting with healthcare providers. As part of
the transition to UHI, a model for financing public hospital
care based on Money Follows the Patient (MFTP) was pro-
posed involving a shift from the current block grant budgets
with adjustment for the volume and complexity of activ-
ity to a new system where hospitals are paid for the actual
level of activity agreed.

The multi-payer, competing insurer model outlined in
the White Paper is, to a large extent, based on the Dutch
model of social health insurance (introduced in 2006) and
marks a significant departure from the current healthcare
system in Ireland. Despite this, the potential implications
of the reforms received relatively little attention; perhaps
because of uncertainty about the timing of the implemen-
tation of the proposed reforms as well as a lack of detail
about how the proposed system would operate in practice.

A small number of studies have identified a number of
potential issues that may  arise if a Dutch style health sys-
tem were implemented in Ireland. Ryan and colleagues, for
example, noted that a successful shift to a Dutch financing
system could result in a more equitable healthcare system
in Ireland as it would abolish different entitlement for dif-
ferent groups; however, they questioned whether the Irish
health system has the capacity (in terms of acute hospital
beds and human resources) for the service delivery asso-
ciated with such a system [16]. Similar issues were raised
by Turner [17] who also questioned the affordability of pre-
miums  for those currently without private health insurance
who would be obligated to purchase insurance under the
proposed system.

3. Impact of the proposals on healthcare
expenditure

3.1. Change in method for financing healthcare

Previous research suggests that tax-financed health sys-
tems tend to have lower levels of healthcare expenditure
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