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COUNCIL PREFACE

HEALTH SERVICES:
THE IMPLICATIONS OF DEMOGRAPHIC CHANGE

This study is part of a wider study of the implications of demographic
change on the social services. Previous studies have examined housing,
education and social welfare. The Council proposes to comment on the
combined effects of these studies at a later date.

A similar exercise was attempted by the Council in the early 1970s and
studies dealing with the implications of demographic change on housing
(1) and education (2) were published. In the case of social welfare a
detailed exploration was carried out of the services provided in the
context of the debate over universality and selectivity.(3) The
implications of demographic factors were not considered.

A report was planned on the implications of population projections for the
health services but on the grounds that '‘considerations other than the
projected growth in population were more important in determining the
future development of health policy and heaith services’' (4), a more
general study, Some Major Issues in Health Policy (5) was undertaken
and published in 1977. The present study goes further than the previous
study in quantifying the effects that demographic change would have on
health service requirements, assuming no change in utilisation patterns.
The importance of non-demographic factors is acknowledged, however,
in Chapter 3 which examines cost trends, and in Chapter 4 which
provides detailed comparisons of health service provisions in Ireland and
the various countries of the UK. The final Chapter addresses once again
the major issues in the health services.

Notes to Preface

NESC Report No. 14, Population Projections 197 1-86: The Implications for Social Planning ~
Dwellings Needs.

NESC Report No. 18, Population Projections 1971-86: The Implications for Education.

NESC Report No. 36, Universality and Selectivity: Strategies in Social Policy and NESC Report
No. 38, Universality and Sefectivity: Social Services in Ireland.

NESC Report No. 29, Some Major Issues in Health Policy.

Ibid.
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CHAPTER 1
REVIEW OF IRISH HEALTH SERVICES

1.1 This chapter reviews the information available on public and private
expenditure on health services. The share of national resources devoted to
public health services is shown to have doubled during the 1970s. Changes
in the method of financing public heaith services are noted. The overall
demand for public heaith services is shown to have risen due to increased
eligibility and continuously increasing hospital admissions and doctor
consultations. The supply of services, particularly hospital beds, is also
examined. Finally the availability of data on the demographic characteristics
of the users of these services is reviewed and the methodology of assessing
the implications of demographic change is outlined.

Total health service expenditure

1.2 Total health service expenditure is made up of public and private
components. Although detailed data on public expenditure are available,
there is very little information on private health service expenditures. A
1974/1975 estimate, attributed to the Department of Health (1) put private
health service expenditure at 0.8% GNP. Analysis of the 1980 Household
Budget Survey yields an approximation of private health service expenditure
of around 1% of GNP, close to the 1974/1975 estimate.(2) It seems
reasonable to assume, then, that private health service expenditure has
remained at a little under 1% of GNP in recent years.

1.3 Total {(capital and current) public health service expenditure almost
doubled as a share of GNP over the 1970s (Figure 1): from 4.7% of GNP in
1972 to 8.6% in 1980. The growth in public health service expenditure was
arrested in 1981 and subsequent years. The sharp jumps in the share of
public health service expenditure took place between 1973 and 19765 (from

1. See Health, Health Policy and Poverty, A D Tussing in Poverty and Social Policy, compiled by
L Joyce and M McCashin, (Dublin 1981). See also Heafth Needs versus Resources.
R.Maxwell in A Review of the Irish Health Services: Seminar Proceedings, Department of
Health, {Dublin 1975).

2. Private health service expenditure was calculated from the 1980 Household Budget survey
by grossing up expenditure on medical expenses (items 374 to 381) by the average
household, weighted by the various eligibility categories in that household and allowing for
social insurance coverage for dental and optical treatment.
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5.0% to 6.4%) and between 1977 and 1980 (from 6.4% to 8.6%). In
order to allow for cyclical changes in GNP distorting these figures, heaith
service expenditure has also been expressed as a share of trend GNP.(3) The
pattern of growth is very similar.

Figure 1,1

Total (capital + current) public health service expenditure as 7 GNP

107 -
97
874
Total 774
Health
Service
Expenditure 671 Trend GNP
s T GNP -— = Jren
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Sources: National Income and Fxpenditure 1981, Book of Fstimates,
1983, and Appendix 3, Table AXI of this report.

1.4 it is sometimes objected (4) that use of the public health expenditure
ratio to GNP is an unsuitable measure of health service costs. While it is true
that the measure is highly aggregated, it nonetheless does indicate the
growth in public health service costs. Some reasons for expecting to find a
high value of this ratio in Ireland relative to other countries are suggested in
Chapter 4.

1.5 Public health service expenditure is almost entirely financed out of
general taxation. Persons with category il and 1l eligibility are liable for health
contributions which, in total, amounted to 6.5% of current receiptsin 1980,

3. Trend GNP is an estimate of what GNP would have been had it increased steadily. The use
of trend GNP ensures that variations in the health service/GNP ratio are not due to cyclical
changes in GNP.

4. Resolution of the lrish Medical Association, IMA annual conference, 1983.
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while the Exchequer contributed 92% of total receipts. Up to 1973 health
charges were levied on local authority rates. In that year health charges
contributed 14% of the cost of the health services, health contributions
contributed 4%, and the Exchequer was responsible for the remaining 82%.
(5) As health charges on the rates were phased out, the Exchequer assumed
increasing responsibility for health service finance. By contrast, twenty five
years ago the health services were the responsibility of the local authorities,
and were financed mainly from rates, aided by state funds.(6)

Eligibility
1.6 There are three categories of eligibility for public health services:{7)
Category |, i and Il with the following entitlements:

Category | Persons who are unable, without undue hardship, to arrange
general practitioner services for themselves and their
dependents. Such persons have full eligibility for all heaith
services. They are issued with medical cards by the health
boards. The health boards fix income guidelines to help in
deciding on applications for medical cards. About 37% of the
population are currently in this category.

Category Il Persons together with their dependents, whose annual income is
below a specified limit. On 1 June, 1983 this limit was set at
£11,000. it relates to income for the year which ended on 5
April, 1983. Just under 50% of the population are in this
category.

Category lll Persons, together with their dependants, whose income is above
the specified limit for Category 1I. About 15% of the population
are in this category.

Services
The following is a list of the main services which each category is entitled to:

Category |

Persons in this category are entitled to the full range of
health services without charge. This includes in particular:
- free general practitioner and pharmaceutical services
- free maintenance and treatment in public wards of hospitals
- free specialist out-patient services at public clinics
- free dental, ophthalmic and aural services
5. The Health Services and their Administration, B. Hensey, in Unequal Achievement ed E.

Litton, p. 157, (Dublin 1983).
6. Ibid.

7. This list is based on Statistical Information Relevant to the Health Services 1982,
{Stationery Office, Dublin 1983).



Category |l

free maintenance and treatment in public wards of hospitals,
- free specialist out-patient services at public clinics.

- assistance towards the cost of prescribed medicines,

- general practitioner maternity and infant care services,

- free drugs for certain long-term illness.

Category il free maintenance in public wards of hospitals (liable for

consultants’ fees),

- free specialist out-patient services at public clinics
{excluding consultants’ fees),

- assistance towards the cost of prescribed medicines,

- free drugs for certain long term iliness.

1.7 The proportion of the population with Category 1 eligibility increased
slightly during the 1970s, from 34% in 1973 rising to 37% in 1977 and
falling to 36% in the period 1979 to 1982.(8) The proportion covered is
sensitive to the income limit guidelines, which are administered with some
discretion by the Health Boards, and there are significant inter-regional
variations (9), due in part to variations in the manner of assessing
means.(10) The range of services for which Category Il and Il are eligible has
expanded over the 1970s, particularly with the introduction of free hospital
services for all in 1979. Up to 1979, Category lil patients were required to
pay for hospital services. These payments were subsidised in a number of
ways, however, through tax reliefs on health insurance premia and through
charges to private patients at below the full economic cost.(11) In addition,
the drug subsidy scheme was extended to include Category Il from April
1979.

1.8 Increased usage of the health services has contributed to the rise in
public health service expenditure. Acute hospital admissions increased from
266,000 in 1961 to 394,000 in 1971 and to 561,000 in 1979, (12) an
annual growth rate of over 4% per annum during the past two decades, with
the growth rate in the latter decade slightly above that of the 1960s.
Admissions to acute hospitals in 1979 were equivalent to one in every six
persons in the state. The general medical services were reorganised in 1972,
Between 1974 and 1981 the number of doctor consultations under the

8. General Medical Services (Payments) Boards, annual reports, various years.
9. NESC Report 38 Universality and Selectivity: Social Services in Ireland, (Dublin, 1978).
10. Gormley in Guide to Irish Heafth Services (Galway 1980) discusses the problems of
assessing means for determining Category | elibility. For instance only the means of the
applicant and spouse can be taken into account, regardless of the means of other members
of the household. The lack of consistency across Health Boards in relation to Category 1
eligibility is also noted by Tussing, op.cit.
1. Financing the Health Services, A D Tussing, New Exchange (Dublin, 1982), p.5.

12, Statistical Information Relevant to the Health Services, various years, {Stationery Office,
Dublin).
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scheme grew from 5.35m to 7.17m, an increase, once again, of 4% per
annum.{13) On average each person covered by the general medical services
(Category 1) consulted their general practitioner around six times in 1979.
Admissions to psychiatric hospitals increased by just under 3% per annum
between 1970 and 1980.{14)

1.9 While the demand for public health services increased steadily, the
changes in the services supplied varied by service. The number of acute
hospital beds showed little change (from 16,500 in 1974 to 17,600 in
1979, anincrease of 7%). The increase in admissions was made possible by
reductions in the average duration of stay {from 14.6 daysin 1971 to 10.4
days in 1979). The number of doctors participating in the choice of doctor
scheme in the general medical services increased from 1,123 in 1973 to
1,303 in 1979, an increase of 16%. By contrast the number of inpatients in
psychiatric hospitals has been falling: from just over 15,000in 1970 to just
over 13,000 in 1981.(15) This however was accompanied by a growth in
short stay psychiatric admissions.(16) Overall, then, the increase in the
health services demanded has been met more by increased usage of existing
facilities than by expansion of those facilities.

1.10 Between 1971 and 1979 the population of Ireland increased at a
compounded annual rate of 1.6%. As noted above, both acute hospital
admissions and general medical service consultations increased at close to
4% annually. It seems likely, a priori, that the growth in the size of the
population contributed significantly to the increased usage of the health
services. Other factors included increases in the proportion of the population
eligible for "'free’” services, as well as increased expectations relating to both
healthiness and the health services.

Demographic change and the health services

1.11 Usage of the various health services typically varies considerably by
age. Specifically the very young and the old tend to be high users of the
major health services. The variation in usage rates by age can be pictured as a
U shaped curve (Figure 2). In this hypothetical example, the usage rate is
high for the very young, declines with age for the intermediate age groups,
but begins to rise with age beyond middle age.

13. General Medical Services (Payments) Board, Annual report, various years.

14. Activities or Irish Psychiatric Hospitals and Units, various years, Medico Social Research
Board, Dublin.

15. Statistical Information Relevant to the Health Services, various years, Stationery Office,
Dublin.

16. Activities of Insh Psychiatric Hospitals and Units 1979, Medico Social Research Board,
{Dublin 1982).
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General Medical Services. Finally, the result of the 1980 Census of Long
Stay Geriatric Hospitals provides the necessary data for this sector. These
five services presently account for around 75% of current public health
service expenditure. Clearly a study of the implications of demographic
changes on these services will indicate the likely implications for the entire
heatth services.

Figure 1,2

Hypothesised variation of health services usage by age group

Usage }
Rate

Age

1.12 The usage rates for the health services also vary by sex due to greater
longevity of females and their higher usage of the health service in their fertile
years. Usage rates by sex can be derived for some services and are used in
this study. Once age and sex specific usage rates have been estimated in
relation to an existing population, the effects of population change on the
overall requirements can be estimated. In this study the shape of the curve
relating usage rates and age (and sex where possible) is presented for each of
the major health services. The effects of population change are estimated on
the basis of the curve remaining unchanged.

1.13 The Hospital Inpatient Enquiry (HIPE) collects data on the age and sex
of users of the acute hospitals, while the annual report, Activities of Irish
Psychiatric Hospitals and Units presents similar data on admissions to and
discharges from psychiatric hospitals. The age and sex of the mentally
handicapped is available from census returns of the Medico Social Research
Board. A similar methodology has previously been used to examine the
implications of demographic change in the report Services for the Mentally
Handicapped. Information is available on the age profile of users of the
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Chapter 2
PROJECTIONS FOR SPECIFIC HEALTH SERVICES

2.1 This chapter presents the results of the application of the Council’s
previously published demographic projections (1) to the age and, in some
cases, sex specific usage rates for the major health services. The
methodology (2) noted at the end of Chapter 1 has been used to assess the
overall requirements for the health services on the basis of existing patterns
of utilisation remaining unchanged. In addition, the effects of population size
and age structure have been separated. The details of each of the services
examined are provided in Appendix 2.

intensity of care

2.2 Although a considerable body of information is available on heaith
service utilisation by age group, very little is known about how the cost of
service varies by age group. In other words we lack data on the "intensity’’
of care by age, (intensity here meaning those aspects of care that are not
catered for by measures such as number of hospital days). It is possible that
the assumption of constant intensity of care within services may result in an
overestimate of costs for some groups such as the elderly. There is some
evidence from the US (3) that the average intensity of care for the elderly is
less than for other age groups but the variation involved is small. This study,
like a number of comparable studies, (4) uses the assumption of constant
intensity of care, in the absence of the requisite information.

1. Population and Labour Force Projections 1981-1991, NESC Report No. 63. Fertility |
assumption (continuing decline) is used throughout this study and the high and low
projections are based on Assumptions | and Il on migration (zero and 5000 pa net emigration
respectively).

2. As outlined in Appendix 1 and also in Health Expenditures in Canada and the Impact of
Demagraphic Changes in Future Government Health Insurance Programme Expenditure J A
Boulet and G Grenier, Discussion Paper 123, Economic Council of Canada.

3. Differences by Age Groups on Health Care Spending, C Fisher in Health Care Financing
Review, Spring. 1980.

4. Health Expenditures in Canads and the Impact of Demographic Changes on Future
Government Health Insurance Programme Expenditures Economic Council of Canada, Paper
No. 123 and also the forthcoming OECD study on health services.
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Acute hospitals

2.3 The data on acute hospitals presented here refers to those covered by
the Hospital Inpatient Enquiry (HIPE}. Since the term "'acute hospitals’’ is
used by the Department of Health to include maternity and some other
discharges, (acute psychiatric assessment, geriatric assessment and some,
long stay geriatric), in the following paragraphs the term ’‘acute’’ will be
qualified by the addition of (HIPE) where it is meant to indicate the narrower
meaning of those discharges covered by HIPE. Otherwise the term acute will
be used in the wider sense, as it is used by the Department.

2.4 Since the number of births is projected to show little change to 1986
and since the 1991 projections vary between +5% and -10%, depending
on the assumptions (5) made about fertility, it has been assumed that the
maternity hospital requirements will remain unchanged. However, it is likely
that, as smaller maternity units in the (non-HIPE) acute hospitals are
rationalised, there will be a growth on the number of maternity beds in the
acute (HIPE) hospitals. This factor is not examined in the study.

2.5 The usage or consumption rate of acute (HIPE) hospital inpatient
hospital days by age and sex is illustrated in Figure 2.1 which exhibits the U
shaped pattern referred to in Chapter 1. The rates for males and females are
broadly similar. The female usage rates are, however, higher in the
intermediate, child bearing years and for the over 70 age group. The rates for
both males and females aged 65 and over, and particularly for the 75 plus,
age groups are very high, at over 4000 and over.6000 inpatient days per
1000 persons respectively.

2.6 The application of the demographic projections of the 1979
consumption pattern of acute (HIPE) hospital inpatient services by age and
sex (Tables A2.1 to A2.6) show that increases in inpatient days of between
5.3% and 6.3% by 1986 and between 10.0% and 11.9% by 1991 will be
required to maintain the 1979 pattern. The projected increases in inpatient
days is slightly higher for females than for males (Tables A4, A5). The high
usage of acute (HIPE) hospitals by the elderly is evident. The male, over 65,
age group accounted for 35% of all inpatient days consumed by males in
1979 and the proportion accounted for by females aged over 65 years was
40%.

5. NESC Report No. 71, Educstion: the Implications of Demographic Change, (forthcoming)
Table C1. On the assumptions of a contiruing decline in fertifity, births by 1991 will decline
by around 5% on 1979. On the assumption of unchanged fertility, births would increase by
around 10% by 1991,

9



Figure 2.1

Usage of acute (HIPE) hospital services by age and sex,

(inpatient days per 1000 persons in relevant age and sex group)
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Psychiatric hospitals

2.7 The psychiatric hospitals pose particular problems due to their dual
structure of inpatient usage. Some 80% of the places in psychiatric hospitals
are occupied by long stay inpatients (over one year) while the remaining 20%
of places cater for a high turmover of short stay patients, whose average
duration of stay is around six weeks.(6) The age specific usage pattern of
short stay psychiatric admissions is illustrated in Figure 2.2. Unlike the acute
{HIPE) hospitals, the usage rate for psychiatric hospitals is very low for those
aged under 15 and increases with age to over 500 inpatient days per 1000
for the 25-44 year age group, and peaks at around 650 inpatient days per
1,000 for the 45-64 age group before declining for the 65-74 and over 75
age groups.

6. Activities of Insh Psychiatric Hospitals and Units in 1979, Medico Social Research Board.
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Figure 2.2
Distribution of short stay psychiatric admission rates by age, 1979
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Source: Derived from Activities of Irish Psychiatric Hospitals and
Units in 1979, MSRE,

2.8 The procedure adopted was to apply population projections by age to
the short stay patients in order to estimate the change in provisions required
by 1986 and 1991, ceteris paribus. Because the requisite detailed
information is not available on the age profile of new entrants to the long stay
psychiatric sector, it has been assumed that requirements in this sector will
increase in proportion to the short stay sector. This assumption is based on
the switch from a net outflow to a net inflow into this sector in the mid
1970s (Table A2.11).(7) Long stay psychiatric inpatients are no longer
predominantly elderly: only 36% were aged over 65 in 1981. A comparison
of the proportion of psychiatric inpatients who are long stay shows that the
proportion did not change significantly in Ireland between 1971 and 1981.
The proportion who are long stay in Ireland is identical to that of Northern
Ireland and not much greater than the UK average. (see Appendix 2.2).

2.9 The projected increase in psychiatric requirements is between 7.9%
and 8.9% by 1986 and between 14.8% and 16.8% by 1991, over the

7. The decline in the number of psychiatric inpatients up to 1971 has been shown to have
been due largely to the re- classification of certain geriatric patients. "'Since the largest
proportion of these patients were long term schizophrenics, it is difficult to understand why
they ceased being schizophrenic once they reached 65th birthdays”” D. Walsh, and A,
O’Hare, Patients in Irish Psychiatric Hospitals and Units in 1971 - and in the future, Journal
of the Irish Medical Association May 14, 1977 p. 221,
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1979 level of provision, assuming the usage pattern by age remains
unchanged.

Residential care for the mentally handicapped.

2.10 Turning to the residential centres for the mentally handicapped, the
procedure adopted was to project the numbers of mentally handicapped
persons in both 1986 and 1991 and to assume that the provision of places
in residential centres will increase accordingly. Prevalence rates (8) of mental
handicap by age are illustrated in Figure 2.3 which shows the rates as low for
the very young, increasing to a peak for the 15 to 19 age group and declining
to a low level for those aged over 55 due to the lower life expectancy of
those so handicapped. The lower prevalence rates for the younger age
groups are due partly to delayed recognition of mental handicap.

Figure 2.3

Prevalence rates by age for mentally handicapped, 1981

Prevalence
Rate

(Number per
1000 population)

4

0 10 20 30 40 50 60
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Source: Derived from N Mulcahy, S O'Connor, A Reynolds.

Cengus of the Mentally Handicapped in Ireland in
[ggii Trish Medical Journal, FeEruary 1983.

8. The prevalence rates are derived from the 1974 and 1981 Census of the Mentally
Handicapped, carried out by the Medico Social Research Board. See Census of the Mentally
Handicapped in the Republic of Ireland 1981 N Mulcahy, S O'Connor, A Reynolds, /rish
Medical Journal February 1983. The prevalence rates have been recalculated using the
1974 and 1981 population data rather than 1971 and 1979 data as used in the studies
referred to.
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2.11 Atthough the method adopted is in keeping with the aims of this
exercise, namely the projection of the 1979 consumption patterns into the
future as a base line, it must be noted that the official report Services for the
Mentally Handicapped (9) counselled caution in adopting a policy of
providing extra residential places. This counsel was based on the serious
mismatch between the needs of the mentally handicapped (judged by degree
of handicap) and those presently receiving residential care. The above report
estimated that around half of those receiving residential care could be catered
for in the community, if appropriate facilities were made available, and that
there was an approximately equal number of mentally handicapped persons
in need of residential care who are at present being cared for outside the
residential centres. In this study it has been assumed that the number of
residential places will be increased in proportion to the increased numbers of
mentally handicapped persons on the grounds that

{(a} there may be difficulties in moving from residential to community
care many of those who could in theory be catered for in the
community

(b} that even if increased numbers were cared for in the community,
there would be approximately equal costs entailed as those of
providing residential care.(10)

2.12 The projected increase in residential care places for the mentally
handicapped (in line with the numbers so handicapped} is between 5.1 % and
5.9% by 1986 and between 9.9% and 11.9% by 1991. The projected
number of mentally handicapped persons has been estimated by
extrapolating the percentage changes in prevalence rates for mental
handicap per 1,000 persons between 1974 and 1981, derived from the
census of mentally handicapped in each of those years.(11) The projected
increases show declines for the younger age groups due to lower maternity
ages and improved preventive measures.(12) Increased life expectancy
boosts the projections for the middie age groups (Table A13).

General medical services

2.13 In projecting usage of the general medical services it has been
assumed that the proportion of the population holding Category 1 eligibility
will remain unchanged. On this basis, the number of consuitations in 1986

9. Services for the Mentally Handicapped, Department of Health, 1980.

10. The costs of out-patient facilities for the mentally handicapped in England are simitar to the
cost of residential care - see Health Services Costing Returns 1978/79, HMSO London
1981. htis arguable that there is a need to consider forms of care which are intermediate to
both institutional and community care.

11. Census of the Mentalty Handicapped 1974 Medico Social Research Board.

12. See Services for the Mentally Handicapped for a discussion of these factors.
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and 1991 have been calculated using consultation rates by age only.(13)
The consultation rate is shown in Figure 2.4 to vary by age in a U shaped
curve, falling from around four consultations per annum for the under 1 age
group to around two for the 15 to 20 age group before rising sharply with
age. The consultation rate declines somewhat however for the over 75s, due
perhaps to their greater reliance on institutional care.

2.14 The application of the demographic projections to these consultation
rates shows an increase in the number of consultations of between 5.1%
and 6.0% by 1986 and between 9.4% and 11.3% by 1991 (Tables A14,
A15, A16). The relative significance of the over 65 age group comes out
clearly with this group accounting for just over 36% of all GMS consultations
in 1979. Application of more highly specific age-consultation rates and the
inclusion of rates for each sex would enable greater precision in the results.

Figure 2.4

Consultation rates by age for the general medical services,
(number per annum)

10 4

8 4
Consultations
per person
per annum

0 20 40 60 ) 100

Age (Years)

13. Although data is collected on consultations by age, sex and marital status by the General
Medical Services (Payments) Board, it is not readily available.
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Geriatric long stay care

2.15 In projecting the impact of demographic change on the institutional
provision of geriatric long stay places, it was assumed that the 1980
relationship between the number of places and the 65 to 74 and the 75 and
over age groups would remain unchanged. The number of long stay geriatric
places per 1,000 of population varies sharply with age. The provision for the
75 and over age group is between four and five times that for the 65 to 74
age group.(14) The age specific provisions, available for the long stay
geriatric units surveyed by the Department of Health in 1980, have been
extended to include the long stay District Hospitals.

2.16 The results show an increase of between 6.5% and 7.7% by 19886,
and between 13.3% and 15.8% by 1991, in geriatric long stay
requirements. By contrast, the overall projected increase for the over 65 age
group is considerably lower, indicating the high relative significance of the
over 75 age group. Details of geriatric provisions by sex are not available for
each age group.

Overall expenditure implications

2.17 The results of the projections for each service are summarised in Table
2.1 which also shows the projected increase in the combined expenditure on
the services examined. The projected changes in the requirements for each
service have been weighted by expenditure on that service in 1979 (15).
This assumes that expenditure is related directly to the quantity of service
used The results indicate an increase in overall health service provision
reasonably close to that of the projected population increase. On the high
population projection of an increase of 8.1% by 1986 and 13.6% by 1991,
the equivalent increases in health services expenditure are estimated at
6.8% and 13.1% respectively. The low population projection of an increase
of between 7.3% and 11.2% in 1986 and 1991, respectively, involves an
increase in health service expenditure of 5.8% by 1986 and 11.1% by
1991. The reason for the less-than-proportionate increase in health service

14. Information received from the Department of Health based on the Census of Long Stay
Geriatric Units, 1980.
15. The weights used are based on the 1879 estimated expenditure on each of the main

services, viz:
£

Acute (HIPE) beds 194.0m
Psychiatric 72.5m
Mental Handicap
Residential 22.0m
GMS 49.0m
Geriatric 36.0m

373.5m

Net pubkc expenditure on the health services was £505m in 1878,
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expenditure by 1986 is that the population structure is becoming more
favourable from the point of view of the age-related usage of most of the
heaith services examined. This effect will no longer apply by 1991.

Age structure effect
2.18 Since the usage pattern of some heaith services is highly age specific,
the changing age structure of the population may moderate or exaggerate the

effects of the changing size of the total population. By using the -

methodology outlined in Appendix 1 it is possible to separate the effect of
population size increases from that of the age structure of the same
population. The results of this exercise, presented in Table 2.2, show that
the age structure overall has a significant moderating effect on the
consumption of these health services in 1986. A negative sign before the
value for the age structure effect indicates that this factor is having a
moderating influence on the projected total increase. The combined total
increase in projected requirements for the services examined is shown as
increasing at between 0.8% and 0.9% annually by 1986 and by between
1.0% and 1.2% annually by 1991. These increases are below the growth
rate of total population by 1986 and above it by 1991, due to a switch in the
age structure effect. The only services in which the age structure is projected
not to have a moderating impact in 1986 are psychiatric hospitals and

geriatric long stay. By 1991 the picture is less clear and depends more on the
population assumptions.

2.19 To summarise then, the health services required to maintain 1979
consumption patterns will involve overall increases of between 6% and 7%
by 1986 and between 11% and 13% by 1991. The projected increases are
less than those in total population due to the relatively more favourable age
structure by 1986 but this effect no longer applies by 1991.
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Table 2.1

Projections of public health services utlllisation and expendlture, with low and high
demographlc growth, constant prices and constant consumption patterns, 1986 and 1991.

§ changs on 1979

1986

1991
§ change on 1979

Auﬂflon | = high

Acute (HIPE) hospltals 6.3 1.9
Psychlatric hospltals 8.9 16.8
Resldentlal care for 5.9 11.9
mentally handlcapped

General medical services 6.0 1.3
Gerlatric long stay provisions 7.4 15.7
Total expend|ture 6.8 13.1
(on above services)

Populatlion change 8.1 13.6
Assumption 1| ~ low

Acute (HIPE) hospltals 5.3 10.0
Psychlatric hospltals 7.9 14.8
Resldentlal care for

mental ly handlcapped 5.1 9.9
General medical services 5.1 9.4
Gerlstric long stay provisions 6.4 13.3
Total expendlture

(on sbove services) 5.8 1.1
Populstion change 7.3 11.2
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Table 2.2

Average annual growth rates of certaln public health services
broken down by component, 1986 and 1991

Population assumption | 1986 1991
hi Th
g p.a. g p.a.

Acute (HIPE) hospltals

Age structure effect -0.257 40.023

Total Increase 40.863 +1.027
Psychlatric hospltals

Age structure effect +0.096 +0.425

Total Increase +1.216 +1.429
Mentally handicepped (resident!al)

Age structure effect -0.462 +0.111

Total Increasae +0.658 +1.115
General medical services

Age structure effect -0.282 ~0.026

Total Increase +0.838 0.978
Gerlatric longstay

Age structure effect =0.110 +0.04!

Total Increase +1.010 +1.045
Total Age structure ef fact -0.176 +0.152

Total Increase +0.944 +1.156
Population change (projected) +1.120 +1.004
Population assumption I

low growth

Acute (HIPE) hospltals

Age structure effect -0.283 0.000

Total Increase +0.726 +0.865
Psychlatric hospltals

Age structure effect . =0.078 +0.407

Total Increase +0.931 +1.272
Mentally handlcapped

Age structure effect -0.447 -0.039

Total Increase +0.562 -0.826
General medical services

Age structure effect -0.298 -0.026

Total Increase +0.711 +0.811
Gerlatric long stay

Age structure effect 0.000 +0.148

Total Increase +1.009 +1.013
Total Age structure effect -0.170 +0.123

Total +0.839 +0.988
Population change (projected) +1.009 +0.865
Note: Assumption |:  Zero net emigration 1981-91.

Assumption 11: 5,000 p.a. net emigration 1981-91.

18

CHAPTER 3

IRISH PUBLIC HEALTH SERVICE EXPENDITURE TRENDS

3.1 This chapter traces the growth in Irish public health service expenditure
by programme from 1977 to 1982 and provides estimates of the cost per
unit of service {as measured in inpatient days and visits to the doctor). The
implications of a continuation of the recent trend in unit costs for the share of
public health service expenditure in GNP are outlined.

Irish public health service expenditure, by programme
3.2 Data on Irish public health service current expenditure has been
provided by programme since 1976. Seven broad programmes are

distinguished: (1)

1. Community - covering:
Protection

2. Community - covering:
Health

3. Community - covering:
Welfare

Prevention of infectious diseases,
Child heaith examinations,

Food hygiene and standards,
Drugs Advisory Board,

Health Education,

Other preventive services.

General Practitioner Services,
Drug subsidy and refund schemes
Home nursing services,
Domiciliary maternity services,
Family planning,

Dental Services,

Ophthalmic Services,

Aural Services.

Cash payments to disabled persons,

Mobility allowances,

Cash payments to persons with certain
infectious diseases,

Maternity cash grants,

1. Detailed data on expenditures on each of these subprogrammes are published each year in
Statistical Information Relevant to the Health Services (Department of Health). Current
expenditure does not include the costs of servicing capital expenditure funded by borrowing.
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Allowances for ''constant care’’ of handicapped
children,

Cash payments to blind persons,

Home help services,

Meals-on-Wheels Services,

Grants to voluntary welfare agencies,

Supply of free milk,

Boarding out of children,

Payments for children in approved schools,
Welfare homes for the aged.

4. Psychiatric - covering: Services for diagnosis, care and prevention of
psychiatric ailments

5. Handicapped - covering:Care in special homes for mentally handicapped,

Care of mentally handicapped persons in:

psychiatric hospitals,

Care in day centres for mentally handicapped,
Assessment and care of blind,

Assessment and care of deaf,

Assessment and care of persons otherwise
handicapped,

Rehabilitation service.

6. General - covering: Services in regional hospitals,
Hospitals Services in public voluntary hospitals,
Services in health board county hospitals and
homes,

Contributions to patients in private hospitals,
Services in district hospitals,

Services in health board long-stay hospitals,
Ambulance services.

7. General - covering: Central administration,
Support Local administration (Health Boards),
Research,

Superannuation,
Finance charges (including interest on
borrowings, insurances), etc.

3.3 Expenditure by programme in 1981 is shown in figure 3.1. The
General Hospital programme clearly dominates public health service current
expenditure, accounting for just over half gross current expenditure. The
Community Health Programme was the second largest programme in
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Commnity Health
Programme (147)

expenditure terms {14% of current expenditure) followed by the Psychiatric
and Handicapped programmes which absorbed 12% and 9% of current
expenditure, respectively. (The detailed data on expenditure by programme is
provided in Appendix 3, Table 3.1).

Figure 3.1

Public health service expenditure by programme, 1981

Community Welfare Programme (7%)

Psychiatric Programme (12%)

Community Protectio
Prograome (27)

Handicapped (9%)

General Support
Programme (5%)

General Hospital
Programme 52%

Source: Statistical Information relevant to the Health
Services, 1982,

3.4 Expenditure by programme in constant prices is shown in Figure 3.2.
Between 1977 and 1982, net real expenditure (2) grew by just over 36%.
Most of the increase was between 1977 and 1979 (11% and 17%
increases respectively), after which the rate of increase slowed to under 2%
in each year to 1982. As shown, a drop in real expenditure of some 1% is
implied in current estimates for 1983. The greatest growth between 1977

2. There is no price index available for health expenditure per se. In order to translate current
expenditure into real terms i.e. expenditure at constant prices, the implicit price index for
public authorities net current exenditure has been used. A more refined deflator is required to
analyse small changes in real expenditure. Consequently the trends noted here are
approximations. Around 66% of cument health service expenditure is made up of wage
costs, compared to around 50% for current public expenditure.
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Figure 3.2

Gross public non-capital health service expenditure by programme
(constant 1975 prices) (1), 1977-83
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Note: (1) Deflated by the implicit price index for current

public expendituyre.
Source: Appendix 3.

and 1982 was in the Community Health Service, (45%), the Programme for
the Handicapped, (43%) and the General Hospitals Programme,(39%). The
other major programmes, the Psychiatric and the Community Welfare
Programmes grew by just over 20% each. Much smaller increases were
recorded in the remaining programmes.

3.5 Although expenditure on the General Hospital Programme has been
falling by small amounts in real terms since 1980, because of its large share
in public health service expenditure, this programme accounted for 56% of
the increase in real expenditure on current health services between 1977 and
1982.

3.6 A bLreakdown of expenditure on the General Hospital Programme
highlights the importance of Health Board County hospitals and homes in the
increased real expenditure programme (Appendix 3, Table A3.3).
Expenditure in these hospitals grew by 66% in real terms between 1977 and
1982. Increases of over 40% were recorded in the Regional Hospitals.
Expenditure increases in the other hospitals were below average.
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3.7 The particularly high increase in real expenditure in health board county
hospitals and homes may have been due to the Governments decision in the
1975 National Hospital Development Plan (3) to develop 22 general
hospitals. This led to increased expenditure with the upgrading of mainly
county hospitals. No estimates appear to have been made of the cost
implications of this decision, nor of the optimum size for general hospitals.

3.8 The Fitzgerald Report (4) recommended the development of 12 general
hospital centres, each serving a population of at least 100,000. It has been
estimated that 16 out of the 22 centres finally chosen serve populations of
less than 100,000.(5)

Cost per unit of service :

3.9 Very little information is available on the average costs per unit of
service, whether measured in inpatient days or doctor consultations. The
available information is examined in Appendix 3, (Tables A3.4 to A3.7) and
the results are presented in summary form in Table 3.1.

Table 3.1

Cost per Inpatlent doy and GP consultatlon, varlous Institutlons,
1980, and cost trends 1977-80

Cost per IP Cost Increase Cost Incresse
day {(current p.a. 1977-80 p.a. 1977-80
prlces) {current prices) (1975 prices) (1)
k4 b3 ]
Acute hospltals 61.3 29.1 1.5
Speclal centres for
the mentally
hendlcpped 18.1 32.8 14.6
Psychlatric hospltals 22.4 - 30.2 12.5
General medical
services (per 8.1 1.7 n.a.
consultation)
Note (1) Usling the Impliclt price defiator for net current expenditure

by publlc authoritles.

Source: Appendix 3, this report

3. Nstional Hospital Development Plan, Department of Health 1975.
4. Report of the Consultative Council of the General Hospitsl Services, 1968, Stationery
Office

5. Grasping the Nettle - Locational Strategies for Irish Hospitals, A Homer and A Taylor,
Administration, Vol 27, No. 3, 1979,
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3.10 The high cost per inpatient day in acute hospitals is striking: at £61
per day in 1980, it is some three times the cost of maintaining a person in a
special home for the mentally handicapped or in a psychiatric hospital. The
annual average trend in costs between 1977 and 1980 is presented both in
nominal and real terms due to the difficulty of using a single price index,
particularly in the case of GMS consultations where the cost of a
consultation is made up of disparate items, the largest of which is the cost of
drugs (See Table A3.7 in Appendix 3 for details)

3.11 The cost increases in nominal terms are highest for residential centres
for the mentally handicapped at 32.8% p.a. followed by 30.2% p.a. for
psychiatric hospitals and 29.1% p.a for the acute hospitals. The cost
increases in the GMS were considerably lower at 11.7% p.a.

3.12 The costincreases have been expressed in real terms for the inpatient
provisions where a single price index is more appropriate. The real cost
increases vary between 11.5% p.a. in the acute hospitals to 14.6% in the
residential centres for the mentally handicapped.

3.13 The high cost increases for inpatient facilities were affected by the
1980 pay settlement in the health services. The 1977 to 1979 trend was
lower: at around 7% in real terms for acute (HIPE) and psychiatric hospitals,
and somewhat higher for residential care for the mentally handicapped.
Although it is dangerous to generalise on the basis of the evidence of only
four years data, there does appear to be evidence of significant cost inflation
in the provision of inpatient facilities. In turn, inpatient expenditure accounts
for over two thirds of net public health service expenditure.

3.14 It can be argued on a priori basis that real cost inflation is to be
expected in certain labour intensive sectors where there is little opportunity
for productivity increases. This is most likely to arise in the services sector. If
such a sector is located in an economy where productivity increases in other
sectors offset wage increases so that unit costs in the other sectors remain
constant,then the application of economy - wide levels of wage increases will
relentlessly push up unit costs in the low productivity sector. This
phenomenon is known as Baumol’s Disease.(6) It has been suggested that
such an explanation applies to educational costs in Ireland.(7) It has not been
possible to devise any measures of health service productivity in Ireland with
which to test whether productivity growth has been low relative to other
sectors.

6. Macroeconomics of Unbalanced Growth, W J Baumal, American Economic Review 1967.
7. See Irish Educational Expenditure: Past, Present and Future A D Tussing, ESR! Paper 92

1978. and Education: the Implications of Demographic Change, D Murphy, NESC Report
71, forthcoming.
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3.15 ltis also possible that unit costs have increased because of an increase
in the number of personnel employed per unit of service. The number of
persons employed by the Health Boards and by Voluntary Public Hospitals
increased by almost 33% between 1975 and 1981. ({See Table A.6.8 in
Appendix 3). The category, Nursing and Allied, (8) which accounted for
52% of those employed in 1981, showed the largest increase since 1975: a
jump of 45%. Unfortunately, details of personnel employed by service are
not available. However, it is possible to obtain a rough overall estimate of the
ratio between nurses and inpatient places by dividing the number classified
as Nursing and Allied (9) by the number of places in acute, psychiatric and
geriatric hospitals. In 1975 there were an average 0.53 nurses per inpatient
place and by 1980 this had increased to 0.76, arise of 43% (See Appendix
3, Table A3.9). The increases in the ratio of nurses to inpatient places is
likely however, to be due in part to reduced working hours per nurses.

3.16 The share of public health service expenditure in GNP depends on the
cost per unit of service and the per capita usage of the service. Real increases
in unit costs will inevitably increase the share of health service expenditure in
GNP unless GNP per capita grows or per capital usage falls. A matrix of
growth rates for public health expenditure for a variety of assumptions on
unit costs and GNP per capita trends, and constant per capita usage (10) are
outlined in Appendix 3 (Table A3.10). If GNP per capita remained unchanged
to 1986, a 5% growth in per unit costs would increase the share of health
service expenditure in GNP by 36%. Only a zero rate of increase in unit costs
could reduce the health service/GNP ratio in this scenario. At the other
extreme, a GNP per capita growth rate of 3% (equivalent to a GNP growth
rate of 4% because of continuing population growth) would involve
significant declines in the health service/GNP ratio if the growth in unit costs
was less than 3% p.a. However if unit costs grew by more than 3% p.a., the
ratio of health services/GNP would once again increase rapidly. Thus the
future share of health service expenditure is highly sensitive to unit cost
trends. Increased attention to these trends and to the factors which
determine productivity would seem to warrant a high priority in further
research.

8. Nurses comprise about 85% of the category Nursing and Allied, with the remainder being
made up of nursing aids, attendants and orderlies.
9. Nurses employed in special residentia! Homes for the Handicapped are not included in the
data on personnel employed.
10. The results are approximate in that the methodology is based on differential calculus and
thus is strictly true only for very small changes in the variables.
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CHAPTER 4
INTERNATIONAL COMPARISONS

4.1 This chapter first compares the level of Irish health service expenditure
as a proportion of national income (1} with the levels in OECD and EEC
countries and in more detail with the countries within the UK {2}. Comparison
is made of health service provisions, their pattern of utilisation and unit costs
in the latter group of countries. Finally the question of ‘'need’’ for health
services is examined in relation to UK official studies of relative needs by
country as measured by various morbidity indicators. The main morbidity
indicators are shown to be similar in Northern Ireland and lIreland. It is
suggested that acute (HIPE) bed provisions in both Northern Ireland and
Ireland are excessive in relation to need.

Selected international comparisons and trends

4.2 All the studies on international health service expenditure show Ireland
to have a high share of national resources devoted to health services. An
earlier NESC report, Some Major Issues in Health Policy (3) showed lIrish
health care expenditure in 197 1/72 expressed as a percentage of GNP, to be
on a par with that of the UK despite less-than-universal coverage. The OECD
study Public Expenditure on Health (4) put Ireland’s health service
expendiure ratio above the OECD average in 1975 and close to the top of the
EEC group of countries. A later EEC study {5} argued that Ireland had had the
most rapid growth in the EEC of its health service - GNP ratioup to 1975. A
1981 survey (6) showed a tapering off of growth in health service
expenditure in a number of EEC countries by the late 1970s. It was shown in

1. Both GNP and GDP is used in international comparisons. GNP is arguably the more relevant
indicator for lreland where GNP is now significantly below GDP due to servicing of foreign
borrowing and repatriation of profits by overseas companies. However, variations in interest
rates will cause both net factor income from abroad and GNP to vary, but will not directly
affect GDP. Hence GDP is a more stable aggregate and is used where possible.

The term ‘‘countries within the UK'' is based on HMSO usage.

NESC Report No. 29 Some Major Issues in Health Policy p.34. Stationery Office, Dublin
1977.

Public Expenditure on Health p. 18, OECD, Pars 1977.

The Organisation, Financing and Cost of Heath Care in the European Community, B Abel
Smith and A Maynard, Social Policy Series No. 36, Brussels 1978.

Trends in European Health Spending, Office of Health Economics, Briefing No. 14, 1981,
London.
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an earlier chapter that Ireland’s public health service/GNP ratio continued to
grow rapidly in the late 1970s, with the result that Ireland’s ratio became
further out of line. The most recent EEC government accounts (7) do not
include more recent data but it is likely that continued growth in Irish health
service expenditure into the 1980s has further increased the disparity.

4.3 The health service expenditure/GDP (9} ratio is a highly complex and
aggregated statistic and needs to be interpreted with care for several
reasons:

Firstly, the ratio is likely to be related to GDP per capita since health service
expenditure typically increases with income. An examination of the OECD
data for 1975 confirms this hypothesis (10} showing that the more
prosperous countries tend to have high health service/GDP ratios and vice
versa.

Secondly, lower income countries may tend to have higher-than-expected
health service expenditure/GDP ratios if standards of health services are set
by those prevailing in neighbouring, higher income, countries. The close
relationship between Ireland and the UK is likely to have contributed to health
service expectations above those justified by Ireland’s relative GDP per
capita. ‘

Thirdly, to the degree that health service inputs, including drugs, are
imported at internationally traded prices, a relatively greater share of
resources will be devoted to health services in poorer countries. Similarly, it
may be necessary to pay wages at international levels to retain certain
categories of internationally mobile health service personnel.

Fourthly, a country with a relatively high dependency ratio will tend to have a
high demand for health services which has to be financed from a relatively
small workforce. Consequently, the share of national income devoted to the
health services will be high due to both higher levels of need and lower GDP
per capita. Ireland has a high dependency ratio and low GDP per capita by
EEC standards.

4.4 For the above reasons one would expect Ireland to have a high health
service/GDP ratio and one would expect to find similarly high ratios in
Northern Ireland, Scotland and Wales where GDP per capita is relatively low
and dependency ratios are relatively high. Table 4.1 confirms this hypothesis

General Government Accounts and Statistics, Eurostat, Brussels 1983.

It is understood that a forthcoming OECD study of health service expenditure trends will
confirm this point.

The same point applies with even more force to health service expenditure/GNP
comparisons for the reasons noted in footnote 1.

Public Expenditure on Health, OECD, 1977. See also Tussing AD, Health, Health Policy and
Poverty in Poverty and Social Policy, L Joyce and A McCashin, Dublin 1982,

© © ®N
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by showing that public health service/GDP ratios are considerably higher for
Northern Ireland, Scotland and Wales than for England. In this comparison,
Ireland exhibits a ratio which, while above that of England, is below that of
the other countries. Because of the difficulties of ensuring like is being
compared with like, health service/GDP ratios are shown including. and
excluding personal social services for the UK (11}, and for Ireland, including
and excluding the Community Welfare Programme and the Programme for
the Handicapped and several sub-programmes to do with the community
protection. On either measure, the statistic for Ireland is below those of
Wales, Scotland and Northern Ireland and is only slightly above that for
England. The ratio for Northern Ireland, on the broad definition, {including
personal social services) is extremely high at 10.4% GDP in 1979/80 and
12.0% in 1980/81 (12).

UK comparisons of health service provisions

4.5 International comparisons are particularly difficult in health service
provision, both because of different health service systems (with, for
example, different community/ institutional emphases), and also because
morbidity is likely to vary by country, in response to climate, income levels,
diet, housing, etc. The similarity of climate, diet and culture is likely to have
produced similar patterns of morbidity across the UK and Ireland, and
particularly in Northern Ireland and Ireland. The following paragraphs
compare health service provision by UK country with Ireland.

Bed population ratios

4.6 The ratios of beds occupied per 1,000 population are presented in
Table 4.2, divided by acute (HIPE) specialties, maternity, psychiatric and
mental handicap and geriatric beds. A wide degree of variation in the overall
ratio is evident with the ratio for England the lowest at 9.1 and the ratios
highest for Scotland, 11.9, and Northern Ireland, 11.4. The ratio for Ireland,
at 13.5, is considerably above any of the UK countries.

11. Personal social services in the UK cover: residential accommodation provided by or on behalf

of local authorities for the elderly and the handicapped; homes, hostels, day care and training
centres for the mentally handicapped; nurseries, child minding and mother and baby homes;
home help services, meals services, certain other aids to households; assistance by local
authorities in the provision of holidays; children in care of local authorities.
In Ireland exclusion of the Community Welfare Programme and the Programme for the
Handicapped along with such programmes as those dealing with food hygiene, the Drugs
Advisory Board and the Health Education Bureau, would approximate to the exclusion of the
personal social services. Exclusion of the entire programme for the Handicapped is debatable
since the more acute care provided under this Programme is provided in hospitals in the UK.
However, it is not possible to separate out this element from the available data. Thus, the
revised statistic for Ireland may be an under-estimate.

12. Data for health service expenditure, excluding personal social services is not available for
Northem Ireland.
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Table 4.1

Current publlc health service expenditure as § GOP, K countrles and
Ireland 1979/80, 1980/81

England Vales Scotland Northern Ireland (1)
Ireland
Publlc health service
expendlture as (1979-80) 6.2 71 8.1 10.7 71
g GOP  (wlide
detinltlon (2)) (1580~-81) 6.9 8.3 9.0 12.0 8.0

Publlc health service

expendlture as (1979-80) 5.0 6.0 6.4 n.a. 5.9
g GOP  (narrow

detinltion (3))

(1980-81) 5.7 7.0 7.3 n.s. 6.6

Notes:

Source:

(1) Ireland's data for 1979, 1980 and 1981 combined to estimate tlscal years data.

(2) Including personal soclal services In the UK and Department of Health current expendlture
In Ireland.

(3) Excluding personal soclal services In the UK and programmes for Communlty Welfare,
the mentally handicepped etc. In Ireland (programmes numbered 1.3, 1.4, 1.5, 2.4,
2.5, 3.1, t0 3.12, and 5.1 +0 5.7 In the Dopartment of Health's expenditures by progromme) .

Derlved from Reglonal Trends 1992 Tables 10.1 and 10.10 and
Statistical Informatlion Relevant to the Health Services 1980, 1981.
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TABLE 4.2

Occupled(1) bads In hosplitals and residential centres, numbers per 1,000 population,
UK countries and frefand, 1979

England Wales Scotland Northern Trefand
Treland
Acute speclalties (2) 2.1 2.1 2.5 3.5 3.2 -
(2.8) 3.1 (3.5) (4.2) (3.8)
Maternity per 1,000 females
aged 15-44 (3) 1.4 1.4 1.9 2.2 2.2
(1.9 2.1 (2.6) (2.9) (2.7
Psychlatric mental 111ness (4)
mental handlcap 3.1 3.1 4.7 3.8(M 3.2
(3.%5) (3.4) 5.1 (4.6)
Gerlatric (5) per 1,000 persons
aged 65+ 24.7 31.3 30.7 33.3 39.%
Other (6) - - - - 0.4
Total beds per 1,000 population 9.1 10.3 1.9 11.4¢(7) 13.%
Notes: (1) "Occupled™ rather than "avallohle™ bed populstion ratlos have besen used because data on the
Tatter are not collected In all cases. The figures In brackets show ratlos for “avallable®
beds, where possible.
(2) X deta from Reglonal Trends 1982, WMSO, Table 4.4
Iraland’'s data from Statistical Information Relevant to the Health Sarvices
1981, Teble GI, excluding maternity, psychiatric and gorlatric assessment beds,
all district hospitals, cottage hospitals and all privata hosplitals.
(3) X date as (2)." Ireland's date: Statistical Information Relevant to the Heath Services.
(4) UK data by combining Table 4.4 and 4.15 Reglonal Trends 1982.
Ireland's statistic was derlved by combinlirng Health Board Psychlatric Hospitals and Unlts,
Speclal Psychlatric Hospltals, acute psychlatric beds, Speclal Resldontial Centres for
the Mentally Handlicapped.
(5) UK data as for (4). Ireland's statistic was derlved by combining acute gerlatric assessmasnt beds,
Tongstey District Hosplitals and tha 1980 data on Health Board Gerlastrc Unlts (Including private and
voluntery Hospitals and Homes) In Statistical Information Relevant to the Health Servivces, 1982.
(6)

(§2]

"Other™ comprises Short Stay District Hospltals and Cottage Hospltals, which do not fit essily
Into any of the other categorles
Northern Ireland's statistic excludes mentally handlcapped
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4.7 The acute hospital bed ratios are similar in Ireland and Northern Ireland
at 3.2 and 3.5 respectively but are considerably above the ratio of 2.1 in
both England and Wales. The maternity bed ratios are identical in Ireland and '
Northern Ireland at 2.2 per 1,000 females of child bearing age and once
again the ratios for England and Wales were considerably lower at 1.4. It
should be noted that birth rates are significantly higher in Ireland and
Northern Ireland than in Britain, however. The ratio for psychiatric and mental
handicap beds is also high in Ireland, 5.2 relative to the figure of 3.1 for
England and Wales. In each of these comparisons Scotland exhibits an inter-
mediate ratio.

4.8 The ratios for geriatric beds follow the same pattern, with the ratio of
39.5 for Ireland the highest, followed by that for Northern Ireland, 33.3 and
dropping to a low of 24.7 for England. The ratios for geriatic provision are
complicated by the varying extent of voluntary and private residental
accommodation in each country. If such provision is excluded, the ratio for
Ireland falls to 27.0, compared with 28.3 for Northern ireland, 24.6 for
Scotland, 25.6 for Wales and 22.3 for England. Thus while the disparity is
lessened, the pattern remains broadly the same.

Medical Personnel
4.9 The number of various categories of nursing and medical personnel per
100,000 population are shown in Table 4.3 for the UK countries and for

Table 4.3

Medical staff comperisons, X countries and Ireland, 1979
(numbers per 100,000 population)

England Wales Scotiand N. lreland Ireland
Hospltal nurses and
midwives per 100,000 753 807 1,084 1,061 899(1)
Hospltal consultants
per 100,000 23 22 33 29 28
GPs per 100,000 47 50 58 49 48
Non consultant
hospital doctors 44 a“ 68 n.a. 48
(per 1,000)
Notes: (1) The Irish statistic Is based on the number of quallfled nurses and student

nurses employed by Health Boerds and Yoluntary Publlc Hospltals, plus
an estimate of the number of nurses employed In residential homes for
the mentally handicapped.

Source: Office of Health Economics Compendium of Health Statistics 1981 (London, 1981)

and Statistical Information Ralevant to the Health Services, 1980, 1981.
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Ireland. The ratio of 899 nurses per 100,000 population in Ireland, whnile
considerably above the rates of 753 for England and 807 for Wales, is

appreciably below the figures of 1084 for Scotland and 1061 for Northern
Ireland.

4.10 The number of hospital consultants per 100,000 population was 28
in Ireland in 1979 compared to 23 in England, 22 in Wales and 33 in
Scotland. The number of non-consultant hospital doctors per 100,000 was
48 for Ireland compared to 44 in both England and Wales and 68 in
Scotland. Finally, the number of GPs per 100,000 population at 48 for
Ireland was close to the English figure and was exceeded by each of the other
countries. The conclusion then would appear to be that Ireland has high bed-
population ratios and personnel-population ratios relative to levels in England

and Wales but has similar ratios in many cases to those of Scotland and
Northern Ireland.

Utilisation of services

4.11 There are difficulties in comparing utilisation rates due to the
differences between the universalist National Health Services in the UK and
the mixed eligibility system in Ireland. The comparison of acute (HIPE)
hospital discharges is reasonable, however, since the provision of this service
in Ireland is universally available. Discharge rates from acute hospitals can be

calculated for England and Wales and for Ireland using the Hospital Inpatient
Enquiries.

4.12 Irish acute (HIPE) hospital discharge rates are higher than those for
England and Wales, classified by age and sex, as shown in Table 4.4 for
1978. The rates for Ireland are significantly higher for all age groups and for
both sexes: 40% higher overall for males and almost 30% higher overall for
females than the English/Welsh rates. It is noticeable that the discharge rates
for men between 15 and 64 are considerably above the English/Welsh rates
while the rates for the females aged 75 plus are close to the English/Welsh
levels. For women the discharge rates in Ireland are highest relative to
England for the 45-64 and the 65-74 age groups. The relatively higher
discharge rates in Ireland appear to be related here to the relatively greater

acute (HIPE) bed-population ratios (noted in Table 4.2) rather than to
shorther lengths of stay in hospital.

4.13 Comparison of numbers of consultations with general practitioners
and prescriptions issued per person per annum is made difficult by the fact
that, in the UK, the entire population is eligible for those services, either free
or at a nominal charge, while in Ireland only those with Category | eligibility
are so entitled. Since Category | eligibility is confined to low income groups
and covers almost 80% of those aged 65 or over, it is likely that Category |
levels of morbidity, and hence utilisation of the service, would be relatively
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high. Consultation rates in the UK vary considerably by age and are higher for
the aged. The consultation rate for Ireland at 5.6 per person per annum in
1979 was above the average for Great Britain of 4.2 (13). The figure for
Great Britain would rise to 4.6 if it was adjusted solely to take account of the
differences in the proportion of the over 65 age group eligible for "‘free’’ GP
consultations (14),

4.14 Prescriptions per person (the prescription rate) are closely related to
the consultation rate. In addition, the cost of the drugs prescribed greatly
exceeds the cost of providing the doctors services. Although data on
consultation rates by UKcountries are not readily available, prescription rates
are. The Irish prescription rate of 9.0 (15) is considerably above the UK rate
of 6.7 and corresponds with the higher consultation rates. The prescription
rate varies considerably, however, by UK country and was 8.7 for Wales,
6.5 for Scotland and 8.2 for Northern Ireland in 1979. Bearing in mind the
likelihood of higher morbidity among the Category | population in Ireland, the
prescription rate does not appear to be unduly high.

Cost comparison

4.15 Although the cost data for Ireland are neither so abundant nor detailed
as that for the UK, an attempt is made to compare costs for the major broad
services in Table 4.5. The cost per inpatient day in Ireland, relative to
England, was 89% for acute hospitals, 84% for psychiatric hospitals and
81% for special residential centres for the mentally handicapped. These
figures are for 1978/79 (16), before the break of the link between the Irish
pound and sterling. Although a comparison of wage and salary level of public
health service personnel has not been possible due to the meagre information
available, average earnings in each country can be approximated by GDP per
employed person. In 1979, although GDP per capita in Ireland was 61% of
that in the UK, the GDP per employed person in Ireland was 89% of that in
the UK (17). This would seem to indicate that health service costs in Ireland
in 1978/79 were no higher than one might expect on the basis of a
comparison of GDP per employed person in the two countries. More recent
data would be required to monitor trends since those years.

13. Social Trends, Table 7.9, HMSO, London 1981.

14. The UK consultation rate adjustment for the 65+ age group has been achieved by
estimating the effect of increasing the proportion of the population aged over 65 in the UK to
the proportion of that age group in Ireland’s Category |.

15. The lrish prescription rate is derived from iiw anual teport of the Generar ivievical Services
{Payments} Board and UK rates from Regional Trends 1982. Table 4.11.

16. 1978/79 is the latest year for which data is available.

17. Review 1970-1979, Eurostat 1981
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Table 4.5

Cost per Inpatlent day for Ireland and England by type of
hospltal, 1978/1979

Type of Hosplital Iretand (1) England (2) Ireland as § England
z S

Acute 35.8 39.9 89%
Psychliatric 13.1 15.6 84Y%
Mantally

Handl cepped 10.9 13.4 8%
Gerlatric n.a. 17.8 n.a.

Notes: (1) Data for freland teken from Appasndix 3, Tables A3.5, 6, 7

and converted to flscal year 1978/79.
(2) Derived by combining all scute hospitals.
n.a. not avallable

Sources: (1) Appendix 3, thls Report:
Heslth Services Costing Returns, 1978/79, HMSO.

Need comparisons.

4.16 There is a considerable body of official work in the UK on the relative
need for health services in each of the UK countries and on the relationship
between the distribution of need and the distribution of public health service
resources (18). In these studies considerable reliance was placed on
mortality rates, standardised by age and sex, since these rates vary
systematically both by socio-economic group and by region. Standardised
mortality ratios (SMRs) have been produced for each of the UK countries,
which show actual deaths in that country as a percentage of the hypothetical
number of deaths which would have occurred, had that country experienced
the age/sex specific death rates for the UK in that year. It was hypothesised
that the variations in SMRs were related to morbidity and hence to need. In
addition, other proxies for morbidity, like certified numbers of days absence
from work, hospital beds occupied and number of prescriptions issued were
used. It has been argued that the relatively high ranking by several regions on
these indicators goes some way to explaining the relatively more generous
health service provisions in these regions. The values of these morbidity
proXies for each of the UK countries is shown in Table 4.6 along with
comparable estimates for Ireland.

18. Department of Health and Social Security, "'Resource Allocation Working Party in England’’
(RAWP) HMSO, 1976; The Welsh Office, '"Working Group and Steering Committee on
Resources Allocation in Wales'' (SCRAW), HMSOQ, 1981: Scottish Home and Health
Department, “Working Party on Revenue Resource Afocation in Scotland”’ (SHARE),
HMSO, 1977, Department of Health and Social Services, Northern Ireland, “"Proposals for
the Affocation of Revenue Resources for Health and Personal Social Services'",(PARR),
1978.
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Table 4.6

Indicators of relative morbidity, IK countries and Ireland

England Wales Scotland  Northern W ireland
ireland

Standerdised
mortallty
ratlios, (1)

1978 {(males) 98 109 "t 1o 100 104

(X = 100)

(Females) 98 103 109 110 100 13

Slckness absence
(days per head of
working
population} (2)

(1978-1979) 16.9 (Britaln) 26.0 - 23.2

Occupled Hosp!tal

beds (3)

{(Number per

1,000 population) 9.1 10.3 1.9 1.4

Prescriptions
{Number per person)
1980 6.6 8.7 6.5 8.2 6.7 9.0(4)

Notes: (1) Derlved from Soclal Trends 1982 Table 1.10 (HMSO, 1983) and Vital Statistics
1978 {(Satlonery Offlice, 1982).
(2) The flgures are all derived from G Hughes Soclal Insurance and
Absence from Work In Ireland except the figure of 23.8 which
!s derlved by allowing for the distortion to the Irish data by
the high clalm rates and the high average duration of clalms by
married women.
Based on Table 4.2. Northern Irelands statistic excludes mental 1y
handicapped beds.
GMS (Payments) Board Annual Report, 1979.

3

(4

Sources: Pubilc Expenditure Prioritias Health and Personal Soclal Services, NIEC Paper

No. 24; Soclal Trends 1982, (HMS0, 1983); Reglonal Trends 1982 {HMSO, 1983);
and as noted above for ireland.

4.17 The standardised mortality rates for males in Ireland at 104 is close to
that of the UK but the female rate is surprisingly high at 115 (19). The
combined rate is 109 which is close to Northern Ireland’s combined rate of
.1 10. The data for days lost from work due to sickness is more difficult to
Interpret since the gross overall figure for Ireland is relatively high but if an

19. The SMRs for females are high relative to the UK particularly for the older age groups.
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adjusted figure is used (to allow for particularly high claim rates and lengthy
claims for Disability Benefit by married women) {20} the rate drops-to close
to the Northern Ireland rate. Turning to occupied hospital beds, the provision
in Ireland is high compared to the figures for the UK countries. Finally, while
the number of prescriptions issued in Ireland, as already noted, is
considerably above the UK average of 6.7, it is close to Northern Ireland’s
figure of 8.2 and Wales 8.7.

4.18 The indications, then, are that the level of morbidity in Ireland is similar
to that in Northern Ireland. It is also close to that in Scotland and Wales and
higher than that in England. The UK working parties on resource allocation
took the view that standardised mortality rates were the most suitable proxy
for morbidity.

4.19 An examination of death rates by cause of death confirms the
similarity between Northern Ireland and Ireland. The death rates by cause of
death are set out for the four countries of the UK and for Ireland in Appendix
4 (Table A4.1). Ireland has a relatively low death rate from heart disease, the
maijor cause of death and which particularly affects the elderly. Death rates
from cancer, pneumonia and bronchitis are also relatively low in Ireland. The
rates for death from cerebrovascular diseases, congenital abnormalities,
infective diseases and motor accidents are all relatively high. Generally death
rates in Ireland are more similar to those in Northern Ireland than in the other
countries.

4.20 Data on births and infant mortality rates are presented on Table 4.7
which show Ireland to have both the highest birth rate and highest perinatal
mortality rate of the five countries, closely followed in each case by Northern
Ireland. The infant mortality however was lowest in Ireland along with Wales.

4.21 The Needs Assessment Study {271} in the UK attempted to combine
the various indicators of morbidity as proxies for social need in order to
estimate the expenditure levels required to provide the same levels of service
relative to need in the different countries of the UK. A majority and minority
view emerged, each attaching different weights to morbidity. The majority
view put the overall index of relative need for health services in Northern °
Ireland at 107 while the minority view put the index at 121, (England =
100).

20. The data on absence from work due to certified illness has been adjusted by attributing to
married women the same claim rates and duration of claim as for the rest of the population
so insured. Claim rates are based on NESC Report 70, Econamic and Social Report 1982,
and the average duration of claim for mamied women is taken as greater than one year,
based on preliminary estimates from the Department of Social Weifare.

21. ""Needs Assessment Study - Report”’, H M Treasury, London, 1979.
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Table 4.7

Births, still-births, infant mortality and perinatal mortality rates, 1979

Births per Infant mortality Perinatal
1,000 population rate (1) mortality
Tate (2)

England 13.0 12.8 14.6
Vales 13.0 12.4 15.6
Scotland 13.2 12.8 14.1
Northern Ireland 18.2 14.8 18.1
Ireland 21.5 12.4 17.6(3)
Notes: 1. Deaths of infants under 1 year of age per 1,000 live births.

2. Still births and Deaths under 1 week of age per 1000 live
and still births.

3. 1978 figure.

Source: (1) Regional Trends, 1982, (HMSO, 1982); Statistical Information

Relevant to the Health Services, 1981, (Stationery Office, 1982).

4.22 Since the provision of acute hospital beds in Northern Ireland was
some 50% above the English level in 1979 compared with a relative need
that was between 7% and 21% greater, the Needs Assessment Study
concluded that there was over-provision of this particular service. As a
consequence, the study argued that there was a low relative need in
Northern Ireland for capital expenditure on the health services, particularly on
hospitals. Family practitioner services in Northern Ireland, by contrast,
received the highest priority in the study.

Conclusions

4.23 This chapter has indicated some of the hazards of international
comparisons of health service/GDP ratios and has suggested reasons why
there might be high ratios for countries with relatively low GDP per capita and
high dependency ratios. A comparison of health service/GDP ratios by UK
country and Ireland showed much higher than average values for Northem
Ireland, Scotland and Wales. The ratio for Ireland was below each of these
countries with the exception of England.
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4.24 Examination of bed-population ratios by UK country also showed wide
variation, with the ratio for Ireland being relatively high and close to that of
Northern Ireland and Scotland. The provision of medical personnel per
100,000 population in Ireland was shown to be above England and Wales
and below Scotland and N. Ireland. The discharge rates from acute (HIPE)
hospitals was shown to be considerably above that of England and Wales,
both by sex and age group, as might be expected from the higher acute
(HIPE) bed provisions in Ireland. The cost per inpatient day was shown to
vary between 81% and 89% of the English figure and it was suggested that
these costs were similar to what one might expect from the levels of GDP per
person employed in each of the countries.

4.25 Areview of UK studies of relative health service need, as measured by
morbidity proxies, particularly standardised mortaility ratios, indicated a ievel
of morbidity in Ireland similar to that of Northern Ireland and Scotland, and
above that of England and Wales. The death rates by cause of death were
also shown to be very similar in Northern Ireland and Ireland. On the basis of
the Needs Assessment Study, which argued that there was over-provision of
acute (HIPE) hospital beds in Northern Ireland relative to its morbidity levels,
it was suggested that a similar conclusion might apply to Ireland, due to the
similarity of both morbidity indicators and bed-population ratios.
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CHAPTER S

MAIN POLICY ISSUES FOR HEALTH SERVICE EXPENDITURE

5.1 There are few statements of the overall strategy of Govemment in
relation to the health services. The attempts to define objectives have been
consistently vague.}(1 ) The most recent statement(2) of objectives was in the
White Paper National Development 1977-1980:

""policy will aim at providing a first-class general service which will
secure the highest possible standard of physical and mental health for
all the people to ensure that no person will be denied medical care

because of his inability to provide for it out of his own resources.’’
(p.58)

5.2 To state the objective of the health services as the achievement of a
certain level of health in the community provides little guidance to policy
formulation. There are two general reasons for this. Firstly, there is not a
direct relationship between the level of health services provision and the
healthiness of the community. Secondly, it is not possible to measure health
in a definitive manner.- A clear statement of the objective of the health
services would include consideration of the following:

- the relationship between health and the health services,

- the main factors determining levels of demand for health services,
including the role of the doctor,

the resources society is prepared to allocate to public health
services.

1. NESC Rgport No. 29 Major Issues in Heafth Policy, p. 22-23.
2. The White P_aper, The Way Forward (1982) outlined basic principles of the ongoing capita/
programme in the heaith services as follows:
— to coqtinge the desirable shift from institutional to community care i the provision of
psthl&tnc services while ensuring that the institutional care which will continue to be
required is of an acceptable standard;
tc|>| provide proper and appropriate institutional facilities for the mentally handicapped of
all ages;
to ensure that adequate provision, in facilities of acceptable standards. is made for the
needs qf the growing elderly sector of the population;
to contl_nue to meet the needs of other sectors of the population, particularly in new
townships, through the provision of health centres, community centres, clinics etc.;
to so develop institutional and community health services in the overall, that the nation’s
health n_eeds can be catered for adequately within the fimitations imposed by
prospective economic conditions.
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Health and the Health Services

5.3 Factors other than the health services play a large part in explaining the
level of the community’s health. The socio-economic environment in which
people live appears to be a crucial determinant of their states of health.
Factors such as occupation, housing conditions, air pollution and income
levels have been shown in the UK to explain a larger part of the variation in
mortality and morbidity than variations in medical care. A recent survey of
these studies suggest that income level appears to be the most important
variable (3). Because of this it has been argued (4) that the main lesson to be
drawn from international comparisons of health care inputs and health
outcomes is that more expenditure on health care appears to do little to
eradicate the causes of premature death.

5.4 With the virtual elimination of most infectious diseases in the
developed countries, the major fatal diseases now are heart diseases and
cancer. These diseases particularly affect the elderly. Medical science, it has
been argued (5), has been able to do little to prevent or cure these diseases.
Similarly many of the non-fatal diseases like rheumatism, arthritis, glaucoma
and most respiratory diseases, it is argued (6), do not seem to be curable by
medical science. The sources of morbidity and mortality have resulted
increasingly from lifestyle choices (such as diet and smoking) and
environment which, in turn, are related to income levels. A useful distinction
can be made between natural morbidity e.g infectious diseases, and social
morbidity which is a result of social factors like life style and environment.
Besides the diet-related illnesses, accidents are a major component of social
morbidity (notably traffic accidents, industrial accidents and accidents in the
home).

5.5 Internationally, there has been much concern about the apparently
uncontrollable escalation in the costs of the health services. The available
data indicates a slowdown in the growth of public health service
expenditures in many countries in the late 1970s (7), but, as shown in
Chapter 1, this slowdown occurred in Ireland only in the 1980s. In each year
over the period 1973-1981, large supplementary estimates were added to
the original budgets for the financing of public expenditure on the health
services. The need to supplement estimates did reflect, in part, over-

3. The Strategy of Fquality, J Legrand, (London 1982} p. 42, see also Inequalities in Health,
Black and Townsend, {London 1982) which emphasises economic and social factors in
explaining inequalities in health.

A. Privatising the National Health Service, A Maynard Lioyds Bank Review, April 1983,

5. Legrand op. cit. p.40, see also The Political Economy of Social Policy, A J Culyer (London
1980).

6. Ibid.

7. Trends in European Heafth Spending, Office of Health Economics Briefing, No. 14, {London
19811}
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optimism with regard to the rate of cost increases and particularly the
settlement of wage claims for nurses. It also reflected underestimates of the

rate of increase in the demand for public health services.

Demand for Health Services.

5.6 Demand for the public health services has been increasing rapidly as
m'ea.is_u'red by hospital admissions and GP consultations. Although changes in
eligibility have undoubtedly played a part, the rate of increase in acute.
hospital admissions at 4% annually was the same in the 1970s as it was
during the 1960s. The number of consultations per person covered by the
Qeneral Medical Services has also increased steadily at around 4% annually
§|nce the inception of the scheme in 1973. Psychiatric hospital admissions
Increased at close to 3% annually during the 1970s.

5.? In addition to the demand as measured by these indices, there is also
evidence of significant unmet need for health services in the community. It
has been shown that a large proportion of elderly persons surveyed in Dublin
wgre suffering from untreated treatable illness (8). It is also likely that the
utilisation of "free”” health services varies by socio-economic group
depending on factors like health expectations, awareness of treatments;
available, relationship with doctor, peer group experiences, etc.

5.8. It has been demonstrated (9) in the UK that while the lower income
soquo-economic groups score relatively highly on the indicators of morbidity,
their use of the publicly provided health services is relatively low. The
fragmen'tary evidence of higher morbidity rates among the lower socio-
economic groups in Ireland has been reviewed elsewhere (10).

5.9 The relationship between need and demand for the health services is
complex. and is conditioned by the varying propensities of different socio-
economic groups to express their needs as demands as well as by the role of
the doctor in distinguishing health and illness. The doctor is in a unique

position to determine both the demand for and the supply of his or her
services.

The Role of the Doctor

510 A previops NESC study (11) pointed out that the rationing function in
the health services tends to be left to physicians who not only have a clear

8. Previously Unrecognised Treatable lliness in an lrish Elde i 1, Iri
ioush iy s rfy Population, J B Walsh, Irish

9. Inequalities in Health, Black and Townsend. Pengiun, 1983,

10. Health, Health Policy and Poverty, A D Tussing in Po i i
Mot oy and. ng in Poverty and Socisl Policy, i. Joyce and A

11. NESC, Report No. 29, Major Issues in Health Policy, Dublin 1977,
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incentive to press always for more resources but are provided with no clear
instructions from society as to how their rationing function is to be
discharged. There is substantial evidence showing that an increase in the
number of doctors leads to an increase in the services provided and
authorised (12). It has been argued (13) that the expansion of medical
education in the 1960s and 1970s has been a major cause of the increase in
health service costs internationally. Consequently, the limiting of entry to
both medical schools and specialist training may be an important policy
measure in relation to control of public health service expenditure (14).

5.11 The remuneration system for doctors has also been shown in other
countries to significantly affect their behaviour. Tussing has suggested that
the Irish system of remuneration encourages over-use of GP services in the
GMS via the fee for service method of payment and over-use of hospitals by
the payment of consultants in proportion to the number of days a patient
spends in hospital (15). The method of payment of consultants has,
however, been changed recently in this respect.

5.12 The international evidence on doctor consultation rates and
prescription rates per person shows a clear association with the method of
remuneration, with fee-for-service remuneration generating rates around
double those evidenced under a capitation system (16). In these
comparisons, particularly when the UK countries are included, {Chapter 4)
Ireland appears to have lower usage rates than might be expected.

Resource Implications .

5.13 The present study has the limited objective of measuring the impact of
demographic change on the health services. To assess the implications for
policy it was necessary to set the trends in population size and structure in
the context of the other major factors which operate to shape the health
services. The key policy issue facing the health services is the amount of
resources which society is willing to devote to them. A simple projection of
usage patterns into the future would ignore the crucial interactions of supply
and demand. The future demand for health services will, of necessity, adjust
to the quantity supplied. For this reason the study also illustrates the resource
implications of health services growth under certain assumptions.

12. B Abel Smith, Economic Efficiency in Health Care Delivery: Improving Cost Effectiveness in
Heafth Care, Intemational Social Security Association, (Geneva, 1983) ’

13. Ibid.

14. Ibid.

16. Financing the Health Services, A D Tussing New Exchange, 1982.

16. B Abel Smith, Economic Efficiency in Health Care Delivery: Improving Cost Effectiveness in
Health Care, International Social Security Association, (Geneva, 1983)
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5.14 The estimates of future demand are confined to five major areas: acute
hospitals, psychiatric hospitals, residential care for the mentally
handicapped, the general medical services and provision of geriatric long stay
places. The projections to 1991 on the basis of meeting demand at current
patterns of health services usage by age and sex result in demand increasing
by between 11.1% and 13.1% over the period 1979-1991. This is close to
the projected increases, from 11.2% to 13.6%, in total population,

5.15 It is not possible to project future allocations of public resources to the

health services with any confidence. The many ways that demand and
supply for services could interact makes the outcome highly uncertain,

particularly when coupled with a budgetary strategy over the medium term
which seeks to redress the imbalance in the public finances. In this study, a

variety of very simple combinations, based on historical trends, are
considered. A 5% rate of increase in real costs per unit, although not high by
the standards in recent years, would result in a large increase in the share of
national resources devoted to public health services. If it is assumed that
there will be no increases in real costs per unit and that existing patterns of
usage will remain unchanged, the share of health expenditure in GDP could
fall, depending on the GDP per capita growth rate.

5.16 Itis only reasonable however, to assume that the real cost per unit of
health services, will continue to rise. To expect otherwise would require the
highly unlikely assumption of no increases in expenditure in the context of
new medical technologies, (17) rising standards of care, existing unmet
needs and rising expectations. Perhaps, even more importantly, it would also
mean that real wages would only rise where they could be fully compensated
by productivity improvements in the health services. The prospects of
significant growth in GDP per capita also appear to be poor. Thus there is
likely to be considerable pressure for the share of health service expenditure
in GDP to increase. Against this, efforts to balance public finances will put
strong downward pressure on public health expenditure.

5.17 The projection of the future cost of the health services, based on past
trends, would result in an allocation of public resources which appears

unrealistically high. A number of options must therefore be considered. They
can be divided into two broad types:

- options which could reduce the demand in public health services,
which could include: charges for services, changes in the method
of doctor’'s remuneration, reduced eligibility for services, and
improved education for both health service personnel and heaith

17. Unless, of course, new technologies are rigourously evaluated in respect of their cost
effectiveness.
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service users about health services costs and the prevention of
iliness. .

- options which could reduce the cost to the erchequer of sqpplymg
heaith services, which could include: increased efﬁcuer?cy,
compulsory health service insurance, limiting the rarjge.of servu_:es
provided, restricting the number of doctors, substitution of high
cost by low cost personnel (e.g. nurses for doctors).

Ho | Services
gﬁ?é::;ﬁﬁe a:l?ti;a {HIPE) hospitals account for around 40% of current
health service expenditure they must be the gateway to an_y measures almgd
at curbing the trend of increasing health service expenditure. As noted in
Chapter 3, these hospitals accounted for pver half of the real increase in
public health service expenditure in the period 1977-1981.

5.19 The application of the demographic projections to the 1979 pat;i? gf
usage of acute hospitals showed an increase of between 5.3% and 6. s
1986 and between 10.0% and 11.9% by 1991. The average cost pec;
inpatient per day increased in real terms by 1.5% p.a. betwegn 1977ban

1980. There has been a trend of increasing discharge rates, which ha\;e een
compensated for by reductions in the average duration of.st‘ay sq t ac; per
capita consumption of acute hospital services, as measured in ‘mpatlent ays,
has shown little change over the period 1976-1980. In relation to need,':s
measured by various morbidity indicators, it has t?een argued t.hat}reland: li |e
Northern Ireland, has a provision of acute hospital beds which is relatively

high.

5.20 A reduction in the present level of acute (HIPE) hospital .serwces
provided suggests itself as a policy option. This would necessarily mvol;/f :
reassessment of the 1975 National Hospital Development Plan (18}, whic
laid the basis of the present hospital structure.

5.21 In recent years eligibility for so called ''free hospitglisatlon” has. beer;
extended so that such services are now provided to all (with the exception o

consultant services for the top 15% income earners VYhO‘ have Qater?olelll
eligibility}. Despite this, some 30% of the populatlorj |§ !r?sured with the ,
many combining their insurance with their general ellglbfllty in order‘ to secure|
private or semi-private accomodation in hospitals.‘ Besides tax relief on VH
insurance contributions, private care is subsidised in a nunlwlber of o_thgr ways
(19). The option of restricting eligibility for ‘‘free’”” hospitalisation,

7 Information Service, 21/10/1975.
18. General Hospital Development Plan, Government ! 975
Current hospital planning, according to the‘ Departmen't o_f Health, provides for a reduction in
the numbers of acute hospitals beds relative to popul ation. )
19. NESC Report No. 61, Priorities for Irish Social Policy Developrnent. (Dublin 1981)
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accompanied perhaps by the extension of health service insurance, would
appear to be worthy of consideration.

5.22 Improved managerial control (20) would appear to be a prerequisite to
greater cost efficiency within hospitals. Irish hospitals are remunerated
mainly on an annual budget basis. Very little information is publicly available
on how funds are used within hospitals, particularly within the voluntary
hospitals which comprise around half the acute (HIPE) beds. Although there

is international evidence of wide variations in the cost of hospital stays by M

diagnostic categories, it is not possible to assess such costs across Irish
hospitals. It has been suggested that the annual budget remuneration system
can generate inefficient use of resources and that there is consequently a
case for experimentation with various alternative payment systems (21) as
well as improved information systems. A detailed recent study of one
hospital has suggested that at least 40% of short stay patients, equivalent to

close to 18% of all patients, could have been dealt with in other than an
acute care ward (22)

The Psychiatric Hospital Services .

5.23 The application of demographic projections to the 1979 usage pattern
of psychiatric hospital services indicated an increase of between 7.9% and
8.9% by 1986 and between 14.8% and 16.8% by 1991.

5.24 Short stay admissions to psychiatric hospitals increased rapidly in the
early 1970s but have stabilised in recent years. Only around one third of total
admissions are new admissions, which may indicate that the decline in
numbers of long stay inpatients was achieved at the cost of a considerable
increase in multiple admissions. Alcholism accounts for more admissions
than any other diagnostic category and accounted for one quarter of all
admissions and almost 40% of male admissions in 1979. By contrast
alcoholism accounted for under 7% of all admissions in England, (23) which
suggests that the necessity of treating alcoholism in hospital is questionable.
Because alcoholism is generally the result of consumption choices, it can be
classified under social morbidity. The more general question may be raised of
whether the care and treatment of ailments resulting from social morbidity
should be financed by the state to the same extent as those based on natural

20. See Health, Heafth Policy and Poverty, A Tussing op. cit. for a critique of managenial control
in lrish hospitals.

21, B Abel Smith, Economic Efficiency in Health Care Delivery: Improving Cost Effectiveness in
Heafth Care, International Social Security Association, (Geneva, 1883}, includes the
exarnples of France which is experimenting with two alternative remuneration systems,

22. An Analysis, is of Short Stay Hospital Cases, R A Hamill, Irish Medical Journal, (December
1982, Dubfin).

23. Heaith and Personal Social Service Statistics for England, (London, 1978, HMSO, Table
8.6, (the 7% statistic quoted refers to 1976).
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morbidity. Most public health services were originally designfad tc_> cater
mainly for natural morbidities. The treatment of social morbidity ailments
should, arguably, be financed, at least partly, by the patient.

5.25 With regard to cost efficiency in mental hospitals, vinu?lly no
information is available on the costs of the various services provided either by
sub-programme, by hospital, or between inpatient and outgatient facilities.
Although it is often assumed that outpatient treatment is .chea'per, the
evidence from the UK (24) points to similar costs for both inpatient .and
outpatient care. The same points made about management of acute hospitals
above are likely to apply to the psychiatric hospitals.

Residential Care for the Mentally Handicapped _ ‘
5.26 The results of the projected demographic changes show an increase in
the number of mentally handicapped persons of between 5.1% and 5.9% b_y
1986 and between 9.9% and 11.9% by 1991. There are problem§ in
translating this increase in numbers of mentally handicapped persons into
residential requirements because of the existing mismatch .bgtwe‘en
residential places and those who need them. It is possible that t_he dlffnggltnes
in relocating those at present in residential care may rquJlre add!tlonle
expenditure on community based facilities. Although no pformatngq is
available in Ireland on the relative costs of inpatient and outpatient facnht!gs,
the English experience suggests costs are similar for each type of facility
{25). Unlike most of the other programmes examined here, the total number
of residential places required for the mentally handicapped can be measured
with some precision. Consequently, there would appear to be little scope for
reduction of the services provided.

The General Medical Services . ’
5.27 Demographic changes imply, ceteris paribus, an increase in
consultations of between 5.1% and 6.0% by 1986 and between 9.4%.and
11.3% by 1991. The provision of the general medical services is detgrmmed
largely by the income guidelines for Category | eligibility. Once _the income
guidelines have been decided, the provision of service is determined largely
by the consultation and prescription rates, in other words by dfamand. Recent
policy changes have concentrated on limiting the list of prescribable drug§: A
more recent development has been the setting of drug trade prices at British
levels, due to an agreement between the Department of Health and the drugs
industry. A number of other policy options could be considered:

— reduction of the consultation and prescription rates by changing the
method of payment of doctors,

24. Health Services Casting Retums, 1373, HMSO,(London 1881) p. 36 and p.50.
25, Ibid.
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— substitution of generic drugs for branded names by chemists, and
— restrictions of sales promotions by pharmaceutical firms {26).

With regard to the provision of insurance for GP services it is worth noting
that this is already provided to those with non-Category | eligibility, subject to
a deductible, under the VHI. Consequently extension of the insurance
principle for these services is another option.

Geriatric Long Stay Provisions

5.28 The growth in the number of elderly persons would require an increase
in places of between 6.4% and 7.4% by 1986 and between 13.3% and
15.7% by 1991 to maintain existing facilities. In Ireland the provision by the
public authorities (27) of long stay geriatric places is less generous than for
acute iliness or for mental illness or handicap, relative to many of the UK
countries. Consequently the scope for reduction of existing public provisions
is limited. Although just over one quarter of the geriatric places currently
available in Ireland is provided in private and voluntary hostels and homes,
very little is known about the operation of this sector. Inpatients in this sector
are eligible to a subsidy of up to £30 per week, subject to a means test, from
the Health Boards. This subsidy amounts to considerably less than the
average weekly cost of public provision of places. The quality and the
location of many of the places publicly provided are poor. If the option of
reducing the provision of acute (HIPE) hospital provisions was adopted, some
of the hospitals concerned could be turned into geriatric hospital homes.

Other Issues Affecting Future Health Service Expenditure
5.29 There are a number of other issues, not discussed in this study, which
may affect future health service expenditure and which are important to any
analysis of the social policy implications of the health services.

Health Service and Equity.

5.30 Very little information is available on either morbidity patterns or usage
of health services by socio-economic group (28). A considerable body of
evidence exists in the UK on this topic, where it is clear that people from
lower socio-economic groups are more likely to have medical problems. The
evidence on the relationship between poverty and health is comprehensively
reviewed in the Black Report (29). Morbidity patterns were shown to be
clearly related to socio-economic group with the result that the lower income
groups tended to suffer most from ill health. However, the usage of certain

26. B Abel Smith - speech to Pharmaceutical Society of Irefand, Trinity College, 9/4/1983.
27. The provision in private and voluntary hostels and homes is ignored in this comparison due to
lack of information and the difficutty of making comparisons.

28. See Data Deficiencies in the Social Services, NESC Report No. 70, Appendix 1. (Dublin,
1982)

29. Inequalities in Health, Black and Townsend, et. al., London 1983.
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major public health services by lower income groups was less than
proportionate to their degree of ilt health. Although no comparable data is
available for reland, it seems likely that similar patterns of use might apply for
the hospital services, which are provided ‘'free to all’’. Collection of data on
the socio-economic background of users of, particularly the acute hospital
services, is a basic prerequisite for any assessment of the social policy
implications of health service expenditure.

Management Information Systems

5.31 In comparison with the UK, the management information available on
the health services in freland is very poor. A recent official study of health
services information in the UK (30) indicated the need for much improved
data. Data on specialty costs, length of stay, mortality, etc, by consuttant
and the constant monitoring of doctor’s work patterns have been suggested
as basic requirements for effective management (31}. Development of much
improved management information systems in the health services must then
be seen as a high priority in Iretand.

Technology

5.32 Medical technology has been developing rapidly and in such a way
that hospital care has become simultaneously more fabour and
technologically intensive. There is a growing body of work internationally on
the evaluation of the new technologies and their cost effectiveness. A
particularly important field, because of the extremely high costs involved, is
diagnostic imaging. X rays are an elementary form of diagnostic imaging,
which are now being supplemented by CAT (computer-assisted
tomographical) scanning. A number of other, much more sophisticated,
scanners are coming into use. Because of the extremely high costs involved
in this technology, there is a need for greatly improved evaluation of the
medical, economic and social implications of decisions to purchase this
equipment.

Social Factors Affecting Health Service Demand

5.33 Factors which are likely to lead to increased demands on the health
services include urbanisation and its associated life-styles, patterns of
employment and unemployment, increased awareness of the capabilities of
medical technology, increased expectations, rising social morbidity, etc.
Consideration of these and other factors is clearly beyond the scope of this
study.

30. Komer Report (1982) Steering Group on Heaith Services Information, First Report to the
Secretary of State, HMSO. '
31. Privatising the National Health service, A Culyer, Llyods Bank Review, April 1983.

49



Conclusions

5.34 The reasons for the growth in public expenditure on the health
services involve a complex interaction of demand for and supply of these
services. Projections of the future level of resources required to fund the
health services suggest that, if past trends and patterns of organisation
continue, there will be a rapid growth in public expenditure on the health
services. In this study an attempt was made to quantify the inpact of
demographic change up to 1991. A complete picture would require further
study of a number of other key factors: in particular, trends in productivity,
the impact of new technology and medical practices and the factors
underlying the rapid growth in admissions to acute hospitals.

5.35 The key policy issue in the years ahead will be the amount of resources
which society will be willing, and able, to devote to the public health
services. Present indications are that a growth in resources similar to that
which took place over the past fifteen years is unlikely. It is therefore
important to consider the options available to maintain the level and quality of
service in a situation of frozen or even declining real budgets. This chapter
has discussed areas where a change in emphasis in the delivery of heaith

services would allow a more efficient allocation of resources. P

5.36 Animmediate option with the acute (HIPE) hospitals is the reduction of
the number of beds provided. The provision of acute (HIPE) beds appears
high both by comparisons with the UK group of countries particularly in
relation to indicators of need. The options of restricting eligibility for "'free
hospitalisation’’ and the extension of health service insurance are also
suggested. Many of the same options are relevant to the psychiatric
hospitals. In addition it must be questioned whether alcoholism should
properly be treated to its current extent by inpatient psychiatric
hospitalisation. Since alcoholism can be classified under social morbidity,
there may be scope for extending at least some of the direct costs of
treatment to the patient, whether by charges, insurance, increased taxation
or the like. There appears to be little scope for reduction of the provision of
residential care for the mentally handicapped. It has also been suggested that
the cost of providing community, non-institutional services may be similar to
those costs in institutional care. A number of options have been outlined for
the general medical services, including changing the method of payment for
doctors, substitution of generic drugs for branded names by pharmacists,
and restrictions on sales promotions of branded drugs

5.37 Further information is required on the substantial proportion of
institutional geriatric places provided in private and voluntary hostels and
homes. The number of places provided by the public authorities is low in
relation to most of the countries in the UK. Some of the places currently
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provided are of poor quality and are badly located. It has been suggested that
the option of transforming some acute hospitals into geriatric institutions be
considered.

5.38 Finally, it is important to recognise the long lead time required to alter
the emphasis in the pattern of health services delivery. This fact is reflepted
in recent statements by the Minister for Health that he intends to provide a
blueprint for the health services in 1995. The present study provides a
particular snapshot of projected demand for the services in 1991.

5.39 If significant changes are to be made to the heaith sev.'vices, then the
pace of change must be considered. Many present day initiatives would only
begin to take effect at the beginning of the next decade. The students who
are now entering medical schools will be seeking their first erpployment as
registered doctors at that time. There will be few acute hospital beds then
which are not already written into the plans of the Department of Health and
the health boards. Many of the programmes designed to encourage more
healthy lifestyles, either through education or changed economic incentives,
will not effect the demand on the health services until well into the next
decade. It will be even longer if the necessary choices are not made soon.
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APPENDIX 1
METHODOLOGY

A1.1 The basic method used in studies of this type (1) involves the
estimation of age and sex specific per capita ratios relating costs of existing
health services to a given population. Once derived, these ratios can be
applied to projected populations.

A1.2 Starting with the basic identity that total cost = cost per item
multiplied by number of items, the method can be expressed symbolically as:

(Total Cost) G =E _(Cost) X persons
£ (persons)
i
wherei = age
j = sex

and E = ""the sum of"

As applied to hospitals, this formula can be written:

(Total Cost) G =Z(Ma—r9§) x lcosth (persons)
(persons) (discharges})

As applied to physicians services:

{Total Cost) G =Z services) _feost) {persons)
{persons) {services)

[
This extended model allows analysis, in the case of hospitals, of the effects
of changes in discharge rates, the cost per day, as well as changes in both
the size and age structure of the population. Similarly in the case of
physicians’ services, changes in the number of services provided
{consultations) and the cost per consultation can be included in the analysis.

1 This section relies heavily on Health Expenditures in Canada and the /mpact of Demographic
Changes on Future Government Health Insurance Programme Expenditures, J A Boulet and G
Grenier, Discussion Paper No. 123, Economic Council of Canada, 1978.
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A1.3 The analysis of expenditure on specific health services can be
extended to distinguish the effects of increased population size and changed
age structure in the following way. Let G be the cost of public health

services, C be the per capita cost and P the total population. Total cost can
be expressed, as before as

G x CP (1)

Taking natural logarithms, we have

MG = INC+ P ' (2)

and differentiating with respect to time,

dinG _ dinC + dinP
dt dt dt (3)
or dG 1 _ dC 1 + dP 1
dt G dt C dtP
or (% increase in G) = (% increase.in C) + (% increase in P) (2)

A1.4 .In other words, the percentage increase in public health expenditure
is equal to the sum of the percentage increase in expenditure per capita cost
and the percentage increase in total population. With this equation we can
break down the increase in health expenditure into two components: one
reflecting the increase in population size and the other reflecting the changes
in the per capita cost of the service. Where per capita cost is assumed to be

invariant with respect to age, the per capita cost will reflect the age structure
of the population.

A1.5 In order to examine the effects of changing relative prices for health
services, the following method can be used to estimate the relationship
between changes in prices and changes in the share of public health care as a
% GDP. In order to carry out this analysis, it is convenient to derive further
results from equation (1), defined above. This equation expresses the cost of
health services (in this case, public health services) as the product of per
capita cost and population: G = CP. Per capita cost (C) can be broken down

further into two parts: the number of services per capita (s) and the cost per
service (q): We then have

G = sqgP {7)

2 Since growth rates have to be defined in continuous time for this operation to be correct, the
results are applicable only to low growth rates.
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and the growth rate of that expression can be written as

ding dinP
" e a dt (8)

A1.6 Note that, in all the above equations it was assumed that ‘relatlve
prices are constant, i.e. d log g = O, and that the growth in per.caplta cost
was due entirely to increases in the number of services per capita (c_aused,
for example, by increases in the proportion of aged). Thus, eqqatlon (8)
indicates how changes in relative prices willh affect real pupllc health
expenditures. Trends in the number of services dispensed per capita can also
be analysed in this framework.

A1.7 Itis interesting to relate this last equation to the rate of change of the
share of public health care as a percentage of GNP. Let h be the share of

these health expenditures, G, as a percentage of GNP, and Y be the GDP, we
have,

h = GIY 9)

whose growth rate can be expressed as:

dinh _ dinG i dinyY
dt - dt dt (10)
Defining now GNP per capita as
y = Y/P {(11)
we have
diny _ dinY i dinP
dt - dt dt (12)
or
dinY _ dIny + dinP
dt dt dt (13)

Substituting in (10) the expression in (8) for

dinG
dt
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and the expression in (12) for

dt
the term dinP
dt
disappears and we géti
dinh - ~dhns + ding i dlogy
dt dt dt dt {13)

This‘ expression is useful to analyse possible future trends in the share of
public health care as a percentage of GNP. Note that,

in estimating dinC
dt

we have estimated dins
dt

under different assumptions.

This is simply the growth rate in per capita public health expenditure in
constant relative prices.
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APPENDIX 2

UTILISATION PATTERNS BY AGE AND SEX AND DETAILED
PROJECTION RESULTS

A2.1 The Acute Hospitals

Data on discharges and average duration of stay is collected for acute {short
stay, acute illness) hospitals by the annual Hospital Inpatient Enquiry (HIPE)
of the Medico Social Research Board. Data on maternity patients are
excluded. HIPE was instigated in 1971 with the aim of collecting data on a
census rather than a survey basis. Initially however coverage was only
around 20%, increasing to 51% in 1976, 56% in 1977, 69% in 1978,
76% in 1979 and 82% in 1980.

A2.2 The HIPE data can be used to estimate discharge rates per 1,000
population but caution must be exercised in grossing up HIPE data to 100%
coverage. Because the data is not collected on a survey basis, it is likely that
the coverage is biased towards certain hospitals and thus towards certain
age groups. When discharge rates were calculated by a simple grossing up,
the results showed a large decline over time in the discharge rates for
children. It is likely that this was due to the high coverage by HIPE of the
Childrens Hospitals, which, with low overall coverage in the earlier years,
inflated the grossed-up discharge rates for this age group. Consequently, the
HIPE discharge rates have been estimated using data on discharges, grossed
up by type of hospital, with adjustments suggested by the Medico Social
Research Board to account for some double counting etc. The results are
shown in Table A2.1 which shows high discharge rates (i.e. number
discharged as a percentage of the total population on that age group) for the
under 1 age group of over 200 discharges per 1,000. The rate drops sharply
for the intermediate age groups to below 100 per 1,000 and rises to around
250 per 1,000 for the 65-74 age group and 300 per 1,000 for the over 75
age group.

A2.3 The product of the data on discharge rates and average duration of
stay gives the usage, in inpatient days, by age group per 1,000 of
population. The data on average duration of stay by age group is provided in
Table A2.2. Table A2.3 shows the usage pattern, by age, of acute hospital
services.
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Table A2.1
Discharge rates for acute (HIPE) hospltals 1979

Numbers of discharge per [,000 persons

Males Females Persons

< 278 209 244
1-14 99 74 87
15-24 87 107 97
25-44 9 149 122
45-64 16% 154 159
65-74 278 219 24i
75+ 351 266 01
Total 131 133 132

Source: Derlved from Hospltal Inpatlent Enquiry (HIPE)
1979. (Medico Soclal Research Board) and 1979
Census.

Tabte A2.2
Average duratlion of stay,(HIPE)acute hospitals, lreland 1979

(Dsys per age group)

Age Group (Years) Msles Females Persons
<1 12.0 13.7 12.7
1-14 6.2 6.6 6.3
15-24 6.8 6.1 6.4
25-44 7.2 6.7 6.9
45-64 1.5 11.9 1.7
65-74 14.9 17.8 16.2
75+ 17.6 24.9 21.5%
Total 10.0 10.8 10.4

Source: Hospital inpatient Enquliry 1979, and Statistical
Information Relevant to the Health Services, 1980
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Tebte A2.3

Consumptlon of scute (WIPE) hospltal services by age group,

(inpatient days, per 1,000 persons)

1979
Age Males Femates Total
<t 3336.0 2863.3 3098.8
1-14 613.8 488.4 548.1
15-24 591.6 652.7 620.8
25-44 691.2 998.3 841.8
45-64 1897.% 1832.6 1860.3
65-74 4142.2 3898.2 4001.4
75+ 6177.6 6623.4 6471.5
Total 1310.0 1436.4 1372.8
Source: Tables A2.1 and A2.2

Table A2.4

Actual 1979 and projected 1986 and 1991 consumption by age for males of scute (HIPE)

hospltal services In Inpatient days, and % changes on 1979 total consumption

1986 1991
Age 1979 | I | Il
[ 120763.20 124432.80 123765.60 119095.20 118761 .60
1-14 301314.42 317764.26 315922.86 3217%93.96 318132.54
15-24 176355.96 189252.84 188187.96 195642.12 193512.36
25-44 281940.48 338411.52 335923.20 376842.24 371865.60
45-64 564126.75 562039.50 5%5208.50 596763.75 583481.25
65-74 458955.76 454399.34 450257.14 450671 .36 441972.74
75+ 322470.72 358918.56 353358.72 387953.28 377451 .36
Total 2225927.20 2345218.70 2322623.90 2448721.70 2465!77-30
1 Change
over 1979 - 5.36 4.34 10.0t 8.05
flgures
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Actual 1979 and projected 1986 and 1991 consumptlon by age for females of acute (HIFE)

Table A2.5

hospltal services 1n Inpattent days, and ¥ changes on 1979 consumption

1986

1991

Age 1979 1 1" 1 1

{1 100788. 16 101074.49 100501.83 96779.54 96206.88

1-14 228424.68 241513.80 240048.60 243711.60 241074.24

15-24 186411.12 199856.74 198681.88 206514.28 204164.56

25-44 388837.8% 468502.19 464908. 31 522110.90 514823.31

45-64 547214.35 541350.04 534752.68 567922.74 554911.28

65-74 472851.66 502088.16 498579.78 511443.84 502867.80

75+ S510664.14 554378.58 548417.52 617300.88 606041.10

Totat 2435191.80 2608763.80 2585890.40 2765783.60 2720089.00
$ Change
over 1979
figures - 7.13 6.19 13.58 tt.70

Tabtle A2.6
Projected Incresse tn consumption for males and females of
scute (HIPE) hospltal services 1986 and 1991 over 1979
1979 1986 1991
1 1 1 1

Totals 4661119.00 49%53982.50 4908514.30 521450%.30 5125266.30

1 change - 6.28
. 5.31 11.87 .

over 1979 9
figures

60

J

e e N, AT £ <ESER 1 Bt et 2 T A et

A2.4 Usage by age group is high for the under one age group at around
three inpatient days per person, falls to under one inpatient day per person for
those aged under 44, under two days per person up to 64 and then rises
sharply to four days per person for the 65 to 74 age group and approaches
seven days per person for the over 75s.

A2.5 In 1979 just over one in four of the 65 plus age group were
discharged from acute hospitals. These discharges total under 3% of the
entire population but account for 34% of all in-patient days '‘consumed’’ in
1979. (These figures assume no multiple discharges by the same person:
multiple discharges would concentrate hospital usage on an even smaller
proportion of the population).

A2.6 The data for usage of acute (HIPE) hospital service by age can be
applied to the 1979 population and to the projected 1986 and 1991
populations, classified by age, and sex, in order to show the changes in
1986 and 1991 due to demographic factors. The results of this exercise are
presented in Tables A2.4, A2.5, and A2.6 . The aggregate results for all
persons in Table A2.6 show an increase in inpatient days consumed of
between 5.3% and 6.3% by 1986 and of between 10.0% and 11.9% by
1991. The results for males in Table A2.4 show slightly lower increases
while the results for females (Table A2.5) show increases slightly above
those for the entire population. The higher female figures are due to longer
life expectancy of females.

Psychiatric hospitals

A2.7 Detailed data is available on admissions to and discharges from
psychiatric hospitals in the annual publication by the Medico Social Research
Board, Activities of Irish Psychiatric Hospitals and Units. There is however a
dual structure in psychiatric hospitals: the short stay sector and the long stay
sector. In 1981, 78% of all psychiatric inpatients had been there for over
one year and 62% of all inpatients had been in hospital for more than 5
years. Thirty nine per cent of those resident over 5 years were aged 65 or
over. Among the long stay patients were 2,400 mentally handicapped
persons, making up 31% of long stay patients.

Short stay sector

A2.8 Admission rates per 1,000 population by age to Irish psychiatric
hospitals and units are shown in Table A2.7. The rates are highest for the
45-64 age group and are lowest for the under 15 and over 75 age groups.
The average duration of stay by age groups is shown in Tables A2.8 for live
discharges who have remained as inpatients for less than one year. These
figures are derived from data showing the frequency of various sets of stay in
hospital. The use of mid-range measures involves some imprecision. The
degree to which the long and short stay sectors are separate is indicated by
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Table A2.7

Admission rates by age to psychiatric hospitals

All admissions per 1,000 persons

and units 1979

Age Admission Rate

{15 0.1
15-24 4.2
25-44 13.6
45-64 16.1
65-74 13.5
75+ 9.6
Total 8.1

Source: Activities of Psychiatric Hospitals

and Units, 1979 Table 1.

Research Board.

Table A2.8

Medico Social

Average duration of stay of live discharges from
psychiatric hospitals and units, 1979

(days)
Age Average duration of
stay

{15 67

15-24 48

25-44 39

45-64 41

65-74 47

75+ 55

Total 42

Source: Derived from "Activities of Psychiatric
Hospitals and Units 1979" Table 18

P.36
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Table A2.9

Usage rates of psychlatric hospltal services by age, 1979

Age In-Patient Days per
1000 population

&1 6.7

15-24 201.6

25-44 530.4

45-64 660.1

65-74 634.5

7% %28.0

Average 340.2

Source: Tables A2.8 and A2.9

Table A2.10

Usage of short stay psychlatric Inpatlent hospltal services, 1979, and projected
1986 and 1991 consumptlon and ¥ changes

1986
Age 1979 1 " 1 1"
{15 6900.38 7266.82 7223.94 7317.74 7240.69
15-24 117673.92 126221.76 125496.00 130455.36 129003.84
25-44 422940.96 508600.56 504781.68 566573.28 559200.72
45-64 393353.39 390515.16 385762.44 412166.44 402859.03
65-74 147267.45 151264.80 150122.70 152280.00 149044.05
75+ 68270.40 74870.40 73920.00 82368.00 80572.80
Total 1156406.70 1258739.5 1247306.7 1351160.8 1327921.0
{ Change
over 1979 8.85 7.86 16.84 14.83
figures

Sources: Teable A2.9 and NESC Report No. 63.
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Inflow

12
110
67
~-139
155
~-113
~-163

Net

Desths
605
549
554
7
583
687

Long stay

593
523
1617
603
mns
679
793
691

Live
dlscharges

Inflow

1310
1383
2276
1224
13

1419
1367
1207

Gross

Table A2.11%

discharges

Total

25788
2597%
25386
25161

25303
24473
23597
22829

Short stay

Actlivities of psychlatric short and long stay sectors 197380

235472
23673
25067
24790
24952
24117
23226
22419

dlscharges

Live

27098
273%8
27662
2638%
26434
23892
24964

24036

admisslons

Total

1980
1979
1978

Source: Actlvitles of Irish Psychlatric Hospltals and Unlts (varlous years) Medlco Soclal Resesrch Soard

1977
1976
1973
1974
1973

the fact that 98% of live discharges occur in less than one year. The average
duration of stay for all age groups is 42 days with little systematic variation
by age group.

A2.9 The product of Tables A2.7 and A2.8 yields the usage in in-patient
days per 1,000 population, classified by age group, Table A2.9. The
consumption of inpatient days in psychiatric hospitals clearly increases with
age up to 25 and then levels off, and falls slightly for the over 75 age group.

2.10 Application of Table A2.9 to the 1979 and projected 1986 and 1991
populations, classified by similar age groups, gives Table A2.10 which
shows a projected increase in the consumption of inpatient days of between
8.4% and 9.4% by 1986 and by between 15.5% and 17.5% by 1991.

Long stay { => 1 year) psychiatric sector

A2.11 In 1971, 77% of all psychiatric inpatients were long stay, a figure
almost identical to the 78% who were so classified in 1981. This ratio is not
particularly high by international standards; the comparable percentages
being 78% for Northern Ireland 74 % for Scotland, 66% for Wales and 66%
for England in 1979". Further the proportion of psychiatric inpatients aged
65 and over was 36% in 1981, compared to an average of 50% for the UK
in 19792,

A2.12 In recent years there has been a small net inflow into the long stay
sector as shown in Table A2.11. Up to the mid 1970s the net inflow was
negative but this pattern then reversed. It is not possible to obtain an age
profile of these new entrants from either of the main data sources. It is
understood that the Medico Social Research Board is about to commence a
study on this and related topics.

A2.13 Until more detailed information on the age profile on new admissions
to the long stay sector is available, it is not possible to estimate the impact of
demographic change on this sector. Consequently it has been assumed that
the relationship between short and long stay places will remain constant,
which implies that the percentage increase in long stay requirements in 1986
and 1991 will be identical to that of the short stay sector. This appears to be
the most plausible assumption on the basis that the proportion of elderly
psychiatric long stay inpatients has been declining so that the number of
deaths is likely to decline, thereby increasing the net inflow to the long stay
sector.

Services for the mentally handicapped

A2.14 The procedure adopted in estimating the effect of demographic
change on the services required for the mentally handicapped is the same as
1 Regionaf Trends, 1382, Table 4.7, HMSO, 1982,

2 ibid.
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' Table A2.12

Prevalence rates for moderate

» severe and profound mental handicap
(numbers per 1,000 populati

on), by age group, various years

Prevalence rates

1981 1986 1991
Actual Projected Projected

0-4 3.92 3.29 2.76
5-9 3.92 3.29 2.76
10-14 4.65 4.29 3.96
15-19 5.71 6.43 7.23
20-34 5.13 5.38 5.64
35-54 3.45 3.48 3.51
55+ 1.52 1.42 1.32

Source: The 1981 rates are derived from Census of Mental

Handicap 1981 (Irish Medical Journal, February 1983) and
the estimated 1981 population by age. The 1986 and 1991

rates are derived by extrapolation of the 1974 to 1981
trends in prevalence rates.
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Table A2.13
Mentally handlcapped

Projected number of persons 1986-1991 and percentage change on
estimted 1979 number

1986 1991
Ages | 1] 1 1]
0-4 1205 1196 982 972
5-9 185 179 1025 1013
10-14 1539 1531 1449 1435
15-19 21117 2106 2514 2488
20-34 4412 4383 4856 4795
35-54 2599 2564 3000 2949
55+ 938 928 952 866
Total 13985 132387 14778 14518
£ Change over oo o
1979 estimated 5.9 5.1

total of 13210 (1)

Notes:

(1) The totals for 1979, 1986 and 1991 have been estimated on the assumpflo:h
' L]
that the prevalence rate for the 0-4 age group Is the same as that for

5-9 age group.
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for the other services. Prevalence rates showing the numbers of mentally
handicapped persons per 1,000 population, classified by age group, have ’
been estimated for 1981 based on the 1981 Census of Mental Handicap.
Projected prevalence rates for 1986 and 1991 were estimated by
extrapolating the percentage change in prevalence rates over the period

Table A2.14

Age distribution of medical card holders and % of
population by age group covered by medical cards

1974-1981, 1974 being the year of the previous Census of Mental
Handicap.Prevalence rates for the 0-4 age group have been taken as identical
to those for the 5-9 age group since the rates for the younger age group are
low due to understandable delays in labelling young children as mentally

N s

% Medical % Age Group
Card Holders Covered by Medical
Cards in 1977

handicapped.

- 34.5
A2.15 Table A2.12 shows the 1981 prevalence rates for moderate, severe 0-15 3.3

and profound mental handicap by age group, along with estimated 16 - &4 27.7 24.5
prevalence rates for 1986 and 1991.

SR LAPRRRAER G © BPEg g  AS

Y 45 - 64 17.2 35.9
A2.16 The results of applying the actual 1981 and the projected 1986 and 65+ 23.6 79.0
1991 populations to these prevalence rates are set out in Table A2.13 along :

with the estimated 1979 numbers of mentally handicapped persons. The

100.0 35.4
overall result of an increase in the number of persons who are mentally

handicapped from around 13,200 in 1979 to almost 14,000 in 1986 and
around 14,600 by 1991, or of an increase of between 5.1% and 5.9% by
1986 and between 9.9% and 11.9% by 1991. The results are based on the
reasonable expectation of a decrease in the number of mentally handicapped
children {due to lower maternal age, improvements in obstetric and neo-natal
care and increased genetic counselling) as well as a rise in the number of
mentally handicapped adults due to their increasing life expectancy.

Source: Medical Card Survey, 1977 Department of Health.

The general medical services

A2.17 The age composition of medical card holders is available from a
1977 Medical Card Survey carried out by the Department of Health and is
shown in Table A2.14. It is assumed that the same proportion of each age

¥ Table A2.15

Ratio of consultation rates by age to
average consultation rate per person pa

group was covered by medical cards in 1979. ; for General Medical Services
|

A2.18 Data on consultation rates by age in 1981 have been made available 5 Age Ratio

by the Department of Health and are presented in Table A2.15 which shows

consultation rates increasing with age so that the rates for the under 15 age 0 - 15 0.53

group are 53% of average, those for the 45-64 age group are 140% of the " 0.84

average and those for the over 75s are 150% of the average. The average 16 - ’

number of consultations by medica! card holders is available each year in the : 45 - 64 1.41

annual reports of the General Medica! Services (Payments) Board. In 1979 65+ 1.50

the average number of consultations was 5.59.

A2.19 By combining table A14 and A15 with the actual 1979 population a Average 1.00

and the projected 1986 and 1991 populations, the changes in the number of {

consultations due to demographic change can be derived, assuming the , Source: Dep?;;\{m:t of Health, based

on ata.
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Teble A2.16 same proportion of each age group retain Category 1 status and the
consultation rate for each age group remains unchanged. The results,

General medical 1 , octed ber of itatl n 1986 and 1991 . . . .
rel medical services, prol fumber Of consultations fn 19896 @ presented in Table A 16 show an increase in consultations of between 5.1%

B N

! and 6.0% by 1986 and of between 9.4% and 11.3% by 1991.

1986 1991 .

; Geriatric long stay residential provisions
Ages 1979 ! " | " A2.20 The number of geriatric long stay residential places in 1980 in
’, shown in Table A2.17, including long stay district hospitals. Over one
Qs 1121.2 1174.9 1167.8 1186.4 1173.8 quarter of the total places were in voluntary and private hospitals and homes.
'6 - 4 151220 1749.2 R 185429 187120 The distribution of places by age ls‘av€a||at?|e exc|uﬂdmg District Hospitals: it
has been assumed that the same distribution applies to the latter. The age
45 - 64 . 1685.8 1673.3 1652.9 1766.4 1726.5 distribution is shown in Table A2.18 which indicates that over two thirds of

65+ 2395.4 2520.0 2496.8 26247 257403 ; all places were occupied by the over 75 age group.
A2.21 The number of places per 1000 persons was 13.2 for the 65- 74
Total 6713.4 TM17.4 7054.9 T7472.4 7345.5

age group and 66.5 for the 75 + age group. Because of the differential use of

geriatric provisions by age group it is necessary to apply the population
% Change - 6.07 5.9 . 9.42 ; projections separately to each age group. This is done in Table A2.18 which
over 1973 ‘ shows an increase of 6.5% and 7.7% in total requirements by 1986 and

betwen 13.3% and 15.8% by 1991. The methodology employed simply
estimates the effects of demographic change on existing geriatric provision
which is equally applicable to the total provision or to either the public or
private sector, assuming their shares remain constant.

Table A2.18

Table A2.17 i Application of demographic projections to 1980
: distribution of geriatric long-stay institutional places

Gertatric long stay places by Institution, 1980
Age group %X Distribution Projected requirements
of places in 1980 1986 1991
1 i1 1 11
Places
: 75+ 67.3 73.8 72.9 81.2 79.4
Health Board Welfare Homes 1185 »
{ 65-74 23.5 24.7 24.5 24.8 24.4
District Hosplitals (long stay) 1471
45-64 (1) 9.0 9.0 8.9 9.6 9.3
Health Board Long Stay Hospltals 7541
Gerlatric Assessment 297 . | Totals (2) 100.0 107.7 106.5 115.8 113.3
Yoluntary and Private Hosplitals and Homes 4700
Notes: (1) The entire under 64 age group has been assigned to the 45-64 age group
since the proportion in this category aged under 45 is very small.
Total 15194

(2) Total do not add due to rounding.

Sources: Statistical Information Relevant to the Health Services, 1982, Table G20
and NESC Report 63. Pages 24, 25.

Source: Statistical information Relevant to the Health Services
1982, 1981, Department of Health.
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various assumptions.

handicapped

Current public expenditure on health services by programme,
1976-1982

APPENDIX 3
EXPENDITURE AND PERSONNEL TRENDS
and change in constan; prices, 1977 to 1981

prices), 1977-1983.
Table A3.10 Change in health service expenditure as % GNP, 1986 under

Table A3.2 Health services current expenditure by programme {constant
Table A3.3 General hospital programme expenditure by service, 1981,
Table A3.4 Acute hospitals: average cost per inpatient day

Table A3.5 Average cost per place in special centres for the mentally
Table A3.6 Psychiatric hospitals; average cost per inpatient place

Table A3.7 Cost per consultation in the general medical services and by
Table A3.8 Manpower - number employed by health boards and voluntary

Table A3.9 Nurses per inpatient place 1975-1980

Table A3.1



Table A3.2

Health services current expenditure by programme (constent 1973 prices) 1977-1983, (1).

$ Change
1977-1982

1978 1979 1980 1981 1982 1983

1977

Programme

(e)

Im (1975 prices)

1.7

6.4 7.3 6.8 6.3 5.9 5.8

5.8

Community protection

+ 45,3

39.5 41.5 40.2 46.6 51.3 46.4

3%.3

Community health services

+ 22.4

26.5

20.6 21.5 21.2 22.2 25.8

20.9

Community welfare

+21.8

43.0 43.8

42.8

41.6

40.9

38.1

35.3

Psychlatric

74

+ 43.4

25.4 28.3 29.7 26.6 32.8 33.9

22.8

Programme tor the hendlcapped

+38.6

146.0 181.5 184.0 185.5 182.0 181.7

131.3

General hospltal progromme

6.0

17.9 18.3 15.6 17.4 17.3 17.3

18.4

General support programme

+ 32.7
-11.7

355 .4

293.8 339.2 338.8 347.2 358.1

269.8

Gross expend!ture

Less Income

19.1

18

14.3

19.9 19.3

20.6

+ 36.4

274.0 319.9 323.8 332.9 339.9 336.3

249.2

Total

Deflatad by Implicit price Index of public authorities net current expenditure, derived from

Economlc Review and Outlook, 1983

)

Note:

Table A3.1.

Source:

-

Ganeral haspltal programme expendlture by service, 1981,
and change In constant prices, 1977 to 1981

Table A3.3

1981 1977 1981 % Change
Current Constant
prices prices(1) 1977-81
im im im }
6.1 Services In reglonsl hospltals 103.0 25.8 36.9 + 43.0
6.2 Services In publlc voluntary 207.7 55.6 T74.5 + 34.0
hospltals
6.3 Services In health board county 107.0 2.7 38.4 + 59.1
hospltals and homes
6.4 Contributions to patlents In 1.8 3.5 4.2 + 20.0
private hospltals
6.5 Services In district hospltals 20.5 6.0 7.4 + 23.3
6.6 Services In health board long 45.4 14.9 16.3 + 9.4
stay hospltals
6.7 Ambulance services 12.3 2.9 4.4 +51.7
Total 507.7 130.5(2) 182.0 + 37.9
Note: (1) Deflator as for Table A3.2.
(2) Excludes services In voluntary long stay hospltals.
Source: Statlistical Information Relevant to the Health Services, 1981 and 1977.
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TABLE A3.4

Acute hospitals; average cost per inpatient day

Cost per Cost per
IP day (1) IP day
(current prices) (1975 prices) (2)
£ £
1977 28.3 21.5
1978 33.9 23.2
1979 41.6 24.6
1980 61.3 29.8
Average Annual
Increase 29.1% 11.5%
Notes: (1) the figures were derived by weighting the average

cost for each type of hospital by that hospitals
share of total inpatient days.
(2) Defltor as for A3.2.

Source: (i) Derived from Statistical Information Relevant to the

Health Services, various years.
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TABLE A3.5

Average cost per place in special centres for the
mentally handicapped

Cost per residential Cost per residential
place (1) per annum, place per annum,
current prices 1975 prices (2)
£ £
1980 6572 3190
1979 4708 2786
1978 3735 2557
1977 2780 2111
Average Annual 32.8 14.6

% increase

Notes:

Source:

(1) Data on public expenditure on special centres for
Mentally Handicapped was obtained from the
Department of Health and was divided by the number
of residential places in these centres.

(2) Deflated by the implicit price index for current
public expenditure.

(i) Statistical Information Relevant to the Health Services,
various years; Department of Health.
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Psychiatric hospitals;

o A

Table A3.6

average cost per inpatient place

Cost per inpatient p.a.

Cost per inpatient p.a
(current prices) (1)

(1975 prices)

1977 3657 2777

1978 4575 3131

1979 5328 3153

1980 8135 3949

% Increases

p.a. 30.2% 12.5% i

Notes: (1) Data on gross expenditure on District Mental s
Hospitals was obtained from the Department of Health %
and was divided by the number of inpatients in
these hospitals.

(2) Deflator as for Table A3.5.
Source: (i)

Statistical Information Relevant to the Health Services
various years; Department of Health.
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A3.7

Table

Cost per consultation in the general medical services and by

(current prices)

component, various years

VAT and administration

Doctor cost Dispensing fee Ingredient cost

Overall cost
per visit

Year

.15

T4

1981

4,09

8.11

1980

.14

1.17

.25

6.91

1979

0.06

2.84

1.01

5.85

1978

79

0.89

1.67

5.17

1977

.15

0.81

1.61

.54

1976

0.71

1375

0.20

0.57

3.22

1974

0.31

1.09

.40

0.92

2.72

1973

-2.9

11 11.8

11.7

1973~1981

% Change
p.a.

Ceneral Medical Services Payments Board

Source:



Table A3.8

Manpower (1) - number employed by health boards and voluntary

hospltals 1975 and 1977-1981

% Change
1975-1981

1978 1979 1980 1981

1977

1975

Med|cal

23.2

4,436

4,348

3,835 4,200

3,739

3,600

Dental Medlcal

44.9

28,350 29,742 30,433

27,005

25,146

21,000

Nursing and allled

2,747 2,814 3,152 43.3

2,588

2,370

2,200

Paramed| cal

7.0

9,208

8,232 8,533 3,806

7,626

9,

Catering and housekeepling
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+214.4

2,606 2,573

2,325 2,263 2,538

1,200

Other

+ 32.8

55,645 58,030

50,922 53,891

47,509

43,700

Total

(1) - excludes employment In Speclal Resldentlal Homes for Mentally

Note

Handlcapped and other health bodles.

Statistlical Informetlon ralevant to the Health Services, 1975, 1980 and 198! and Department of Health.

Source:

Table A3.9

Nurses per inpatient place 1975-1980

Inpatient Places/beds 1975 1980
Acute 16,810 17,665
pPsychiatric 13,874 12,212
Geriatric (health board) 9,307 8,726
Total places/beds 39,991 38,767
Total nurses and allied 21,000 29,472
Nurses and allied per
inpatient place 0.53 0.76

Statistical information relevant to the health services
and Table A3.8.

Source:

Table A3.10

Change In health service expendlture as % GNP, 1986 under varlous assumptions

Change In §
unlt costs
£ p.a.
GNP per caplta
£ change 1 2 3 5 8
] b ] ] ] ]
) -3.3 +3.2 +10.7 +18.5 +35.7 +65.4
1 -9.9 ~3.3 + 3.2 +0.7 4+26.9 +95.0
2 -16.1 -9.9 - 3.3 + 3.3 +18.5 +45.1
3 -22.0 -16.1 - 9.9 - 3.3 +10.7 -35.7

Source: The data was derlved by use of formula 13, Appendix | and Table 2.2,
The results are approximate because the methodology Is based on very
small changes In the varlables.
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APPENDIX 4 NATIONAL ECONOMIC AND SOCIAL COUNCIL PUBLICATIONS

DEATH RATES BY UK COUNTRY AND IRELAND 1978 NOTE: The date on the front cover of the report refers to the date the report was submitted to

the Government. The dates listed here are the dates of publication.

Teble Ad.1 ' Title Date
i oo it 1. Report on the Economy in 1973 and the Prospects for 1974 April 1974
2. Comments on Capital Taxation Proposals July 1974
Couse England  Wales  Scatfand M. irefand Ireland 3. The Economy in 1974 and Outiook for 1975 Nov. 1974
4. Regional Policy in Ireland: A Review Jan 1975
Heart disesse " ez N e 204 5. Population and Employment Projections 1971-86 Feb. 1975
6. Comments on the OECD Report on Manpower Policy in Ireland July 197%
C?:::;:';C‘“d‘"‘-’ " ,8 290 287 204 207 7. Jobs and Living Standards: Projections and Implications June 1975
F 232 230 244 184 175 8. An Approach on Social Policy June 1975
Corobrovaseuler e 2 i 123 10 9. Report on Inflation ’ June 1975
F 178 223 209 178 186 10. Causes and Effects of Inflation in Ireland Oct 1975
Pheumonl a M 9 8% 61 57 61 11. Income Distribution: A Preliminary Report Sept 1976
F 122 121 77 n 60 12. Educational expenditure in Ireland Jan 1976
Bronchltls M 69 88 63 43 67 13. Economy in 1975 and Prospects for 1976 Oct 1975
F 23 26 23 18 34 14. Population Projections 1971 - 86: The Implications for Social
Planning - Dwelling Needs Feb 1976
Congen’te! " . o 8 10 . 15. The Taxation of Farming Profits Feb 1976
F 6 6 7 10 15 16. Some Aspects of Finance for Owner-Occupied Housing June 1976
Infective 17. Statistics for Social Policy Sept 1976
d1seases M 6 7 7 8 3 18. Population Projections 1971 - 86: The Implications for Education  July 1976
F ¢ ' ¢ ’ ® ’ 19. Rural Areas: Social Planning Problems July 1976
Porinatal 20. The Future of Public Expenditures in Ireland July 1976
mortal 1ty M 8 9 9 12 14 ' '
(cortaln couses) . 5 5 s 9 10 21. Report on Public Expenditure July 1976
22. Institutional Arrangements for Regional Economic Development July 1976
M:Z:d::?lm M 19 20 22 33 30 23. Report on Housing Subsidies Feb 1977
F 8 7 10 12 8 24. A Comperative Study of Output, Value Added and Growth in Irish
and Dutch Agriculture Dec 1976
M,lc?;:::, M 16 22 38 35 28 25. Towards a Social Report Mar 1977
F 18 L& 36 2 % 26. Prelude to Planning Oct 1976
Sulclde M 10 12 7 5 6 27. New Farm Operators, 1971 to 1975 April 1977
F 6 6 6 4 4 28. Service-type Employment and Regional Development July 1977
A1l other causes M 156 m 178 147 1% 29. Some Mayor Issues in Health Policy July 1977
F 185 184 196 133 12 30. Personal Incomes by County in 1973 Juy 1977
31. The Potential for Growth in Irish Tax Revenues Sept 1977
Total a1l causes : : fi? 3?: :;)g ';gg ‘;‘3’; 32. The Work ofthe NESC: 1974-1976 Sept 1977
33. Comments on Economic and Social Development, 1976-1980 July 1977
Source: Reglonal Trends, 1981. Vital Statistics, 1978 ] 34. Ahernative Growth Rates in Irish Agriculture Oct 1977
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36.
37.
38.
39.
40.
41.
42.
43.
44,
45,
46.
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48.
49.
50.

51.
52.
53.

54.
55.
56.
57.
58.

59.

60.
61.
62.
63.

64.

65.
66.

67.
68.

70.

Population and Employment Projections 1986: A Reassessment
Universality and Selectivity: Strategies in Social Policy
Integrated Approaches to Personal Income Taxes and Transfers
Universality and Selectivity : Social Services in lreland

The work of the NESC: 1977

Policies to Accelerate Agricultural Development

Rural Areas: Change and Development

Report on Policies for Agricultural and Rural Development
Productivity and Management

Comments on Development for Fuli Employment

Urbanisation and Regional Development in lreland

Irish Forestry Policy

Altemative Strategies for Family Income Support

Transport Policy

Enterprise in the Public Sector

Major issues in Planning Services for Mentally and Physicalty
Handicapped Persons

Personal Incomes by Region in 1977
Tourism Policy

Economic and Social Policy 1980-83: Aims and
Recommendations

The Future of the National Economic and Social Council
Urbanisation: Problems of Growth and Decay in Dublin

industrial Policy and Development: A Survey of Literature from
the Early 1960s to the Present

industrial Employment and the Regions 1960-82

The Socio-Economic Position of Ireland within the European
Economic Community

The Impotance of Infrastructure to Industrial Development in
Ireland - Roads, Telecommunications and Water Supply

Minerals Policy
insh Social Policies: Priorities for Future Development
Economic and Social Policy 1981 - Aims and Recommendations

Population and Labour Force Projections by County and Region,
1979-1991

A Review of Industrial Policy
(A Summary of this report is available separately}

Farm incomes

Policies for Industrial Development: Conclusions and
Recommendations

An Analysis of Job Losses in Irish Manufacturing Industry

Social Planning in lreland: its Purpose and Organisational
Requirements

Economic and Social Policy 1982: Aims and Recommendations
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