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Executive summary
The Irish Heart Foundation (IHF) welcomes the establishment of the Oireachtas Committee
on the Future of Healthcare to support the Oireachtas adopting a 10‐year plan for
healthcare. The development of a 10‐year plan is an important opportunity to end the two‐
tier health system and move Ireland towards a health and social care system based on need
and not on ability to pay.
The IHF is a founding member of the Health Reform Alliance. Alliance members share a
common belief that reform is needed to create a more equitable system. We have
developed a consensus on the five principles1 to underpin reform. The IHF supports the
submission made by the Alliance to this consultation. While all patients would be better
served by a universal system, which reflected the HRA principles, this submission comments
on issues of particular relevance to people with cardiovascular disease (CVD).
As a patient organisation our only interest is in the outcome and experience of patients
using the health and social care system. Many CVD patients use medical, rehabilitation and
social care services concurrently. Currently, different cost structures for different elements
of care lead to complicated patterns of use and unintended interactions between different
elements of the system, for example between primary and hospital care.2 If the objective is
to achieve equitable access determined by need, then complex eligibility criteria must be
avoided in the future system.

Summary of issues addressed in this submission





Chronic disease management, which will be the primary task of the system, requires
integration of health and social care.
It is essential to review the gaps in current chronic disease service provision and
develop these services. In particular, develop a network of step‐down, social care
and community services adequate to meet demand.
The primary task for reform is to define the system of universal access and define
what services will be provided. The financing system is secondary to the objective of
delivering universal access but is an important tool to develop integrated services.
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Recommendations


Begin by focussing on the outcome to be achieved ‐ the healthcare system to be
delivered by 2026 and the level of universality which the system will deliver. The
financing system is secondary to the objective of universality.



There is a need to fully articulate the vision for healthcare to the public who will be
the users and the payees for the system. To achieve public buy‐in at an early stage
for reform, the Oireachtas should clearly set out the reasons why the final selected
model of universality and funding best fits Irish needs and its advantages over
alternative approaches.



Protect the health budget in the short term and return to pre‐crisis funding in the
medium term.



Assess the cost of introducing health reform and set aside a reasonable set‐up
budget.3



Prioritise integrated care to ensure proper management of chronic diseases,
including CVD, as chronic diseases will increasingly be the main focus of the system.
The system of chronic disease management must be carefully designed, with
reference to patient needs and to a system of financing which will support
integrated care.



Review gaps (including geographical and by population) in current service provision
and develop these services. In particular, develop a network of step‐down, social
care and community services adequate to meet demand. Continue the focus on
reducing the waiting lists to access community and acute services. Rehabilitation is
an important service for patients following a stroke or a cardiac event and the IHF
would welcome universal access to these services, which are currently under‐funded
or unavailable in many parts of the country.



Include a strong patient advocacy element in the reform programme to ensure all
reforms focus on the quality of care.



Ensure regulators (HIQA, Patient Safety Agency, etc.) are properly resourced and
provide quality standards for the full range of care.



Use existing and forthcoming research on the Irish health and social care system,
particularly the Economic and Social Research Institute’s (ESRI) health systems
research and Trinity College Dublin’s ‘Mapping the Pathways to Universal Health
Care in Ireland’ project.
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Cardiovascular disease and the current health system

Recent developments in healthcare treatments and our ageing population mean that
healthcare provision now primarily focuses on the management of chronic diseases and
particularly on older patients with a combination of chronic diseases. It is essential that the
reformed system is built around a proper system of chronic disease management. The IHF is
primarily concerned with how the CVD patients we represent, many of whom have multiple
care needs, will be served by the reformed system.
Between 1985 and 2000, deaths from CVD in Ireland almost halved, with 44% of the
reduction attributed to more effective treatment and a greater impact from improvements
in population‐level risk factors.4 However, the prevalence of CVD risk factors continues to
change, including obesity rates. The Institute of Public Health has estimated that due to the
ageing population and increases in population overall there will be considerable increases in
CVD by 2020.5 Further, as life expectancy increases, people are living longer with CVD,
requiring community‐based care and supports.
The OECD (2015)6 has identified a number of significant challenges for countries seeking to
reduce CVD: rising levels of CVD risk factors, including obesity; delays in diagnoses of CVD
risk factors; lack of adherence to treatment; ageing population leading to more complex
health needs; and gaps in timely access to specialised care. All of these challenges are
apparent within the Irish system. In Ireland, the Expert Group on Resource Allocation for the
Health Sector7 outlined the conditions required to establish integrated care for chronic
diseases in Ireland, including: formal links [which would likely include formal financing
mechanisms] between the primary care system and wider healthcare system; primary care
would be seen as a core component of healthcare, rather than as a parallel system to
hospital care; primary care would become the centre of chronic disease management, with
patients only engaging with hospital for short periods as required; and patients would be
incentivised (through free primary care at the point of access) to default to primary care for
their health needs. For cardiovascular patients, the National Cardiovascular Health Policy8
makes a number of recommendations in relation to chronic disease management, including
the requirements for primary care, the need for implementation of the ESC Clinical Practice
Guidelines, information systems, audit and development of cardiac rehabilitation.
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Experience of stroke survivors to illustrate issues experienced by CVD
patients in current system

This section briefly outlines how stroke survivors currently fare in accessing essential
medical, rehabilitation and ongoing care services. Their experience are likely to be similar to
other patients with chronic diseases.
In the acute setting many stroke patients are faced with under‐resourced acute stroke
services. The 2015 national audit of stroke services9 shows that only 29% of stroke patients
are admitted to a stroke unit and almost half do not receive any treatment in a unit during
their hospital stay. Nearly a quarter of hospitals providing acute care do not meet minimum
organisational standards and three of these do not have any of the infrastructure in place
required for a stroke unit. In addition, there are staffing deficits of 50% for physiotherapists,
61% for occupational therapists and 31% for speech and language therapists, whilst only
44% of hospitals have any access to a medical social worker and 19% have access to a
neuropsychologist.
Rehabilitation after stroke is insufficient for the vast majority of patients, resulting in
disability that is unduly severe or prolonged for many people trying to rebuild their lives
after stroke. The 2014 Stroke Rehabilitation in Ireland report10 conducted for the IHF and
HSE found poor resourcing of inpatient and community rehabilitation for stroke survivors in
Ireland. There is great variability in the availability of therapy staff and the intensity with
which therapy is delivered across regions, hospitals and residential and community care
settings. The report estimated that over half of all stroke survivors – more than 3,000 people
a year – could benefit from Early Supported Discharge (ESD), a six week programme
providing therapy in people’s own homes rather than hospital. Such programmes represent
a basic form of care internationally and would free up 24,000 bed days, resulting in annual
net savings of from €2 to €7 million. Implementing ESD would require a substantial increase
in the resourcing of community therapists, community nurses and other community care
above current levels. However, savings from the reduced cost of acute bed days could fund
this increase in resourcing.
When stroke patients leave hospital they are faced by a widespread dearth of vital services
to support them to continue their recovery, including community rehab teams, homecare
packages, housing adaptations and ongoing care. The National Survey of Stroke Survivors11
conducted by the RCSI and IHF showed major deficits in community rehabilitation services to
help survivors overcome the physical impact of stroke with just half having access to any
speech and language therapy, or occupational therapy and one in three survivors who
require physiotherapy getting none at all.
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Consultation questions
1. Strategy

What are the key strategies for inclusion in a ten year plan for the health service?
The IHF recommends the Committee initially focuses on the content of the ‘universal single
tier service’ to be achieved. The first step must be a clear definition of universality for the
Irish system. To achieve a universal system for Ireland the plan should focus on: removing
financial barriers to care through use of pooled funds; defining the services which will be
financed by the fund and the breadth of coverage of the population; and defining the limits
placed on out‐of‐pocket payments.12 The funding model is the vehicle through which the
universal system will be delivered.

What are the key challenges, in your view, to achieving a ‘universal single tier health service
where patients are treated based on health need, rather than ability to pay’?
The key challenge will be to develop a definition of universality for the Irish system. The
WHO framework13 defines universality in terms of three dimensions – population coverage,
service coverage and cost coverage (proportion of costs covered) – and is rooted in the use
of pre‐paid pooled funds to remove barriers to care at point of access. Reflecting the
position of the Health Reform Alliance, we consider that the services covered should include
curative, rehabilitative, long‐term nursing, ancillary and prevention services as well as
medical goods. The services should be free at the point of access, of good quality and
measured against agreed quality indicators.
What actions are needed to plan for, and take account of, future demographic pressures
(population growth, ageing population), and their impact on the health system?
In order to meet the needs of our ageing population and the number of people living with
CVD and other chronic diseases, social care must be integrated with the health system so
that people can be treated in the most appropriate setting.
Reform of the health system should put health promotion and prevention of CVD and
chronic disease at its core. The 10‐year plan should incorporate targets for health status, risk
factors, mortality, morbidity and increases in healthy life years.
Commit to addressing health inequities as part of the Committee’s 10‐year plan. Currently,
there is no reference to reducing health inequities within the Committee’s terms of
reference. Reducing health inequities should be a major target of the 10‐year plan. Poverty
directly effects health, reduces access to healthcare services and makes it harder for people
with low incomes to lead healthy lives. As a result, people in the most deprived areas have
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the lowest life expectancy (CSO, 2010).14 In relation to CVD, coronary heart disease is almost
2.5 times more prevalent and stroke 2.2 times more prevalent in the most deprived areas
than in the least deprived areas.15

2. Integrated primary and community care

What steps are needed to move from the current model towards a model based on
integrated primary, secondary and community health care?
Following years of policy commitments, primary care services need to be developed and
resourced. Eligibility for primary care services should be universal.
The Adelaide Health Foundation’s analysis on Integrated Healthcare16 makes a number of
recommendations about how better integration may be achieved between different levels
of the health and social care systems. Many of these recommendations particularly relate to
the care of chronic diseases.
What are the key barriers to achieving this, and how might they be addressed?
One of the major barriers to chronic disease care in the current system is the separation of
the health and social care systems with entirely separate budgetary and decision‐making
processes. While health need is to some extent met in the public system, social care is
primarily viewed as an individual responsibility subject to heavy means‐testing. Access to
social care systems is mixed with some services being free, some being charged for and
some being means‐tested. Consequently, vital social care services are increasingly available
only to those with the highest needs and lowest incomes, rather than as a universal service
supporting the whole population.
In your experience, what are the key roadblocks you encounter in your particular area of the
health service?
The fundamental building blocks of a primary care‐led single tier system, community and
continuing care, have significant gaps in their infrastructure.
In the current system a person’s diagnosis often determines the financial support received
for their care. For example, if you require rehabilitation after stroke, or social care supports
for your dementia, this is not as available as medical care would be for other conditions,
even though your need for care is equivalent. This is particularly the case for people whose
disease requires social care input ‐ such as home care packages ‐ to stay well.
Further, people are treated differently depending on their insurance/medical card status.
Patients going through the public system are often subjected to waiting lists and delays,
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while those with greater resources and health insurance get faster treatment often on public
hospital sites. As the medical card system has developed it has become a ‘passport’ required
for people to access certain entitlements, including health (e.g. primary care therapists,
public health nurse, etc.) and non‐health services. A medical card gives access to many
services which are unavailable to patients without a medical card, such as public health
nurses. These services should be available to all those who have medical and/or income
needs. This blockage can be overcome through provision of universal access to healthcare,
as is envisaged by the Committee.
Access to social care supports (e.g. home‐care packages, home help and meals on wheels) is
subject to budget caps. This means that access to social care will depend on the resources
that are available locally.
Receiving care in the community is the preference of most people and is also the stated
policy of Government. The statutory provision of Fair Deal, in tandem with the
‘discretionary’ basis of home care supports, has inadvertently prioritised long term
residential care over home and community care.
Cuts in funding have further restricted access to health services through the closure of
hospital beds, longer waiting lists and reductions in frontline staff. Austerity has also led to
significant increases in the charges patients must pay to access health and social care. 17
There is a lack of data on quality measures and patient outcomes, which is vital to ensuring
quality of care, monitoring costs and planning for future health needs. Patient registries
which operate across all healthcare settings are required to ensure effective service planning
and quality care for patients across the healthcare system. Given the volume of CVD patients
in the system there is a pressing need for the establishment of either a combined CVD
register, or separate registers for acute coronary syndrome, stroke and heart failure. The
current stroke register in hospitals receives no dedicated funding and operates in about two‐
thirds of hospitals in addition to the official duties of overworked stroke care teams.
Meanwhile national stroke services have recently been audited for just the second time
ever. On both occasions the national audit could not have been undertaken without funding
from the IHF.18

3. Funding model

Do you have any views on which health service model would be best suited to Ireland?
A universal system free at the point of access paid for by all through pooled funds. All those
using the system would contribute to costs through taxation or social insurance but would
receive care free at the point of access. The ESRI’s 2015 review of UHI19 estimated that 77%
of healthcare expenditure came from general taxation in 2013; 9% from insurance and 12%
from out‐of‐pocket payments.
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Specifics of the financing, payment methods and service delivery (purchaser and provider) of
the model you are advocating
The funding model must be progressive, based on ability to pay and the State, through
transfers, must ensure that healthcare is affordable for low income groups.
The IHF would caution against the use or retention of co‐payments within the reformed
system. Equity in healthcare provision comes from the separation of payment from the
receipt of care. Co‐payments are a regressive form of financing and are damaging to health
because they discourage necessary use by patients. Co‐payments put the focus for overuse
of care on the patient, rather than on the medical professionals, who should be in a position
to properly apportion care according to medical need. Co‐payments can also increase the
administration costs of a system.
What are the main entitlements that patients will be provided under your funding model?
Design a system which responds to the health and social care needs of people with chronic
disease. People with chronic conditions and older people need access to care, whether that
care be for medical services, or care to live in their own home with dignity. In a society
where we are increasingly called to care for people with multiple morbidities the differences
in entitlement to health and social care services no longer appear appropriate, or fair.
We would advise that the mechanism used to define the services covered in the universal
system be careful considered. The development of a ‘health basket’ is a just one approach
which can be taken. Some argue that having a set package from the outset is a limiting
approach which may not be responsive to patient’s needs. For example, the NHS does not
have a formalised ‘basket’ of care, instead the National Institute for Clinical Excellence
(NICE) develops evidence‐based practice guidelines to guide NHS service delivery.20 Setting
out a defined universal health basket would be a major exercise and would need to be
continually updated to consider changing technology and evidence.

For further information contact:
Cliona Loughnane, Policy and Research Manager
Irish Heart Foundation, 50 Ringsend Road, Dublin 4
cmccormack@irishheart.ie (01) 6685001
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