
Abstract: In 2011, the Government made a commitment to the introduction of universal General

Practitioner (GP) care, which they equated to the removal of fees for GP care. The aim of this paper is

to quantify the potential cost implications of implementing universal GP care in Ireland. The analysis

finds that universal GP care would add between 2 and 3.5 per cent to overall public healthcare

expenditure and up to 1.2 per cent to total healthcare expenditure. While the introduction of universal

GP care in Ireland would go some way to addressing limitations of the current system, other reforms

may be required before universality can be achieved. 
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I INTRODUCTION

The use of out-of-pocket payments to finance General Practitioner (GP) care by

the majority of the population in Ireland is unusual in the European context

(Evetovits et al., 2012). In 2011, the Irish Government committed to removing fees

for GP care (Department of the Taoiseach, 2011). In July 2015, free GP visits for

all children aged under six years and all adults aged 70 years and over were

introduced; the following year a new government committed to the introduction of

free GP care to under 18s (Department of the Taoiseach, 2016). An all-party

parliamentary committee (Houses of the Oireachtas Committee on the Future of

Healthcare) was established with the aim of achieving a single long-term vision for

healthcare and the direction of health policy in Ireland. One of the recommendations

of the Committee’s final Sláintecare Report, published in May 2017, was the

introduction of universal GP care, which was equated to “access to GP care without

cost” (Houses of the Oireachtas Committee on the Future of Healthcare, 2017: 65).

In the context of these policy changes and policy recommendations, the aim of this

analysis is to quantify the potential cost implications of implementing universal GP

care free at the point of use in Ireland. 

The Irish healthcare system is a complex mix of public and private financing

and provision. While healthcare financing relies predominately on public sources

of finance, private health insurance (PHI) and direct out-of-pocket payments by

individuals are also important sources of finance in the Irish context (Central

Statistics Office, 2016). Currently, there are two main categories of entitlements to

public health services. Those in Category I (full medical card holders) are entitled

to free public health services but pay a co-payment for prescription items (Hudson

and Nolan, 2015). Those in Category II are entitled to subsidised public hospital

services and prescription medicines, but must pay the full cost of GP services (and

other primary and community care services) (Brick et al., 2010). In October 2005,

the GP visit card was introduced; GP visit cardholders have the same entitlements

to free GP care as Category I individuals, but the same entitlements to all other

public health services (including prescription medicines) as Category II individuals.

Eligibility for a full medical/GP visit card is assessed primarily on the basis of an

income means test. The income thresholds for the GP visit card are 50 per cent

higher than for the full medical card (Hudson and Nolan, 2015). In certain cases,

individuals who are otherwise ineligible for a full medical/GP visit card may be

granted a card on a ‘discretionary’ basis, if they have particular health needs which

would cause them undue hardship (Health Service Executive, 2015a). A further

layer of complexity is added by the existence of PHI. In 2016, approximately 43

per cent of the population held PHI (Department of Health, 2017), which mainly

provides cover for private or semi-private acute hospital services. Recent evidence

for Ireland suggests that those without free primary care and/or PHI are more likely

to report an unmet need for healthcare (Connolly and Wren, 2017). 
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A major reform of this financing system and associated public healthcare

entitlement structure was proposed in 2011, including the introduction of a single-

tier system supported by universal health insurance (UHI) and covering both

hospital and primary care (Department of Health, 2014). The government

committed to strengthening primary care and to ensuring that every member of the

population should be registered with, and have universal access to, a comprehensive

multi-disciplinary primary care team. In addition, it was noted that the highest risk

healthcare users would be entitled to formal healthcare management support, while

other members of the population who met certain clinical criteria would be entitled

to chronic disease management (Department of Health, 2014). However, following

publication of a report examining the cost implications of the proposed model of

UHI, the Minister for Health announced that “the high costs for the particular model

of health insurance … are not acceptable, either now or any time in the future”

(Department of Health, 2015a) and subsequently UHI was no longer on the political

agenda. Though, as detailed above, some progress has been made in introducing

GP care free at the point of use.

Research from the US and Europe has highlighted the benefits of strong

primary care systems including better population health, lower costs, lower rates

of unnecessary hospitalisation and relatively lower socioeconomic inequality

(Kringos et al., 2013b; Starfield, 1994). A key component of a strong primary care

system is accessibility (including addressing issues of availability, affordability and

acceptability) (Kringos et al., 2010). With regard to affordability, Ireland performs

relatively poorly, having the highest formal co-payments for primary care among

31 European countries examined (Kringos et al., 2013a).

In Ireland, GPs are self-employed and are free to set their fees for private

(Category II) patients; in addition, they may have a contract with the State to supply

care to public patients (those with a medical or GP visit card) whose care is free at

the point of use under the medical card schemes (Smith and Normand, 2011). In

2015, more than 92 per cent of GPs under the medical card schemes signed up to

the contract providing for free GP visits for the under sixes (Department of Health,

2015b); however, the introduction of free GP care for children aged under six years

was opposed by some GP organisations (Goodey, 2015). The reasons for the

opposition included concerns about the equity implications of extending free GP

care to segments of the population based on their age while others, perhaps with

greater affordability issues, continue to pay for such care, a concern which would

be addressed if universal GP care free at the point of use for all were introduced. In

addition concerns were raised about the potential impact of increased demand

following the removal of fees on an already under-resourced primary care system

(Goodey, 2015). As a result there were protracted negotiations between the Irish

Medical Organisation and Department of Health to reach agreement on a fee

structure for extending free GP care to all children aged six and under (Ring, 2015). 

The objectives of this analysis are:
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(i) To identify different methods that might be used to set a reimbursement price

for universal GP care in Ireland; 

(ii) To apply these alternative methods to estimate the impact of universal GP care

on public and total healthcare expenditure in Ireland.

The analysis identifies and uses three alternative scenarios to assess the cost

implications of universal GP care in Ireland in terms of public and total healthcare

expenditure. The scenarios are based on the likely approaches that Government

may use to reimburse GPs for the services they would provide under universal GP

care. In all scenarios, it is assumed that GPs would be paid predominately via a

capitation system (rather than fee-for-service), with GPs being reimbursed for each

patient registered with their practice rather than for each service provided. Currently

in Ireland GPs receive an annual capitation payment for each patient holding a

medical or GP visit card on their list; while they receive a fee-for-service for each

service received by Category II patients. In addition to capitation payments, 

GPs receive some additional fees and allowances for their treatment of cardholders.

The analysis will predominantly focus on the cost implications of extending 

free GP visits to those who previously paid at the point of use; however, in some of

the scenarios, the cost for existing medical and GP visit cardholders will also

change. 

II MATERIALS AND METHODS

2.1 Methodology
The cost of universal GP care is a product of price and quantity. Given the

assumption that GPs would be paid by the State for the provision of free GP visits

via a capitation system, the price in this analysis is the capitation rate and the mean

of any additional payments, while the quantity refers to the eligible population

and/or the number of visits (as appropriate; further details below). Identifying the

appropriate or probable capitation rate is complex and here alternative prices or

capitation rates are examined; while there is no “correct” capitation rate, a range of

rates are used in order to identify a range of potential cost implications of universal

GP care. The base year for the analysis is 2013. While the Central Statistics Office

(CSO) has published health expenditure data for Ireland for 2013 and subsequent

years, this analysis uses 2013 data from Wren et al. (2015) as that analysis captures

GP expenditure as a single category while the CSO estimates assign GP expenditure

into two different categories (Keegan et al., 2017). A societal perspective was

adopted; thus the effect on public healthcare expenditure of shifting the cost of GP

visits from individuals to the Exchequer and the overall effect on total healthcare

expenditure of the removal of out-of-pocket fees were examined. 
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2.2 Three Scenarios
Table 1 details the current system of reimbursing GPs in Ireland and the three

alternative scenarios used in this analysis to assess the potential cost implications

of universal GP care. A variety of methods and data sources were used with further

detail provided in Wren et al. (2015). As there is no national administrative database

recording the number of GP visits in Ireland, a number of surveys were used to

estimate visiting rates. 

Scenario 1 assumes that the capitation rates for GPs’ provision of care free 

at the point of use will apply existing GP capitation rates and mean addi-

itional payments for cardholders’ care. Scenario 2 assumes that remuneration 

rates will take into account increased demand for universal GP services among 

previous non-cardholders. Scenario 3 assumes that the State will seek to 

reduce costs by encouraging a supply-side response to change skill-mix in general

practice. 

Scenario 1: Existing Capitation Rates
In Scenario 1 it is assumed that GPs would receive for each previous non-cardholder

the age and gender-specific capitation rate for existing medical and GP visit

cardholders, plus the mean fee of some of the other fees and allowances including

out-of-hours, secretarial/nursing and annual leave. Other fees (such as dispensing

and asylum seekers) are specific to certain practices and do not extend to the total

population and are therefore not included in our analysis. This scenario does not

adopt any assumption about utilisation of GP care by previous non-cardholders who

are now entitled to free GP care at the point of use. However, this approach to

costing in effect has an implicit assumption that GPs would receive an equivalent

level of remuneration for the care of previous non-cardholders, who have in general

better health status than the cardholder group and might be expected to have lower

visiting rates.

This scenario may be considered to set an upper bound on projected payments

for universal GP care, since this scenario would apply the same capitation rates for

the care of relatively higher income members of the population as apply for the

care of lower income groups, despite the likelihood that people on higher incomes

would have better health status and lower demand for care. This scenario 

was examined as it was to some extent the method used to reach a price schedule

for extending free GP visits to all children aged under six in 2015. However the

agreed price (which was subsequently applied to previous cardholders as well 

as to previous non-cardholders) was in effect a 29 per cent increase over the

previous cardholder rate for young children (Wren et al., 2015). These increased

payments were in return for an enhanced service which includes free visits for

preventive checks and annual reviews of children with asthma (Department of

Health, 2015c). 
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Scenario 2: Demand Driven Approach
As it is expected that the removal of GP fees at the point of use would result in an

increase in the demand for GP visits, it is assumed that GPs would seek to secure

remuneration from the State for current visits and this additional visiting, at rates

reflecting the fees that they would have received for these visits on the private

market. Therefore this scenario was chosen to reflect a remuneration method which

would capture the anticipated increase in demand.

Previous research in Ireland has derived estimates of the expected increase in

demand associated with receipt of a full medical or GP visit card (Table 2). 

Table 2: Impact of Gaining a Medical or GP Visit Card on Number of 
GP Visits

Cohort                           Additional GP visits per annum           Source

9 months–3 years                                0.7                                   Layte and Nolan (2016) 

9 years–13 years                                 0.4                                   Layte and Nolan (2016) 

16–49 years                                         0.9-1.3                             Nolan (2008)

50+ years                                            1.1-1.3                             Ma and Nolan (2016) 

These estimates of additional demand were applied to age-specific GP visiting rates

for the non-cardholder population. Given the absence of administrative data on GP

visiting in Ireland, three different surveys were used to estimate GP visiting rates;

the Quarterly National Household Survey Health Module 2010 for adults and GUI

2007-2009 for children were used to arrive at an estimate of the number of overall

visits for the period around 2010 (Wren et al., 2015), while Healthy Ireland data

were used to derive visiting rates for the adult population for 2015. Estimated

visiting rates from each survey were applied to the 2013 population. 

In this scenario, expected increases in demand among those who become

eligible for free GP visits informs the approach adopted by the State to remunerate

GPs. It is assumed that the State would reimburse GPs for income foregone for

current visits by non-cardholders and for the additional expected visits at the

prevailing mid-range private fee of €52.50 in 2008 (The Competition Authority,

2009), which is assumed to have remained constant in the subsequent years based

on survey evidence from 2011 and 2015 (Brick et al., 2015; WhatClinic.com, 2015).

It is assumed that GPs would be reimbursed by the current public system of

capitation combined with some fees and allowances. 

Scenario 3: Supply-Side Responses 
In providing universal GP care, the State may seek to encourage supply-side

responses which lower the cost of universal GP care. Thus, whereas GPs in the

private market may be incentivised to deliver personal care to fee-paying patients

in the universal system without fee-for-service, they may seek to delegate more
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care to practice nurses in instances when such care does not require medical doctor

expertise. It is therefore anticipated that the introduction of universal GP care with

a change in reimbursement from fee-for-service to capitation for previous non-

cardholders may result in a supply response by GPs. To reflect the probability that

the State will seek to reduce costs by encouraging such a supply response, we

consider the effect on the cost of care of the State building such an assumed

response into its price-setting for universal GP care. An additional motivation for

examining this scenario is that this supply-side response may be required in the

event of a shortfall in the number of GPs required to supply universal care free at

the point of use.

Unfortunately there is relatively little evidence about what such supply-side

responses might be. One area for consideration is the skill-mix in primary care and

in particular the potential to reduce unit costs of GP care by greater employment of

practice nurses. In recent research, GPs noted that practice nurses were central to

the delivery of high quality care and to ensure GP time is spent efficiently (O’Dowd

et al., 2017). Previous Irish research has found that there is a weak negative

correlation between the number of practice nurses per capita and GPs per capita

suggesting that in some areas shortages of GPs may be compensated for by greater

utilisation of practice nurses to provide services (Teljeur et al., 2014). 

Although lacking reliable evidence, it appears that there is lesser use of practice

nurses in Ireland compared to other countries. For example one study found that

among patients with coronary heart disease (CHD), the average annual number of

GP visits in the Republic of Ireland was 5.6, compared to 4.4 in Northern Ireland.

Conversely, the average number of practice nurse visits among the CHD patients

was 1.6 in the Republic of Ireland and 2.1 in Northern Ireland (Cupples et al., 2008).

While based on one disease group, the proportion of primary care patients seen by

the practice nurse in Northern Ireland in this study (approximately 32 per cent) is

similar to that observed across a sample of the total population in England (34 per

cent) (Hippisley-Cox et al., 2007) and compares to a 22 per cent practice nurse

share in the Republic (Cupples et al., 2008). More recent analysis has found that

across the population in the Republic of Ireland, practice nurse visits accounted for

25 per cent of GP and practice nurse visits combined in 2015 (Wren et al., 2017).

In 2015, there were an estimated 1,800 practice nurses in Ireland with 82 per cent

of GP practices employing a practice nurse (O’Kelly et al., 2016). 

The aim of this scenario therefore was to determine the potential cost savings

that could be made in the Republic of Ireland if the implicit staff-mix (between GPs

and practice nurses) in the study for Northern Ireland were applied to the Republic

of Ireland. This involves estimating the average cost per CHD patient using

Republic of Ireland visiting rates and comparing it to the average cost when using

Northern Ireland visiting rates. In addition to GP and practice nurse visiting rates,

it was necessary to establish the relationship between the average cost per GP and

practice nurse visit. Such an analysis estimated that there would be a 15.9 per cent
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reduction in GP costs if there were a change to the proportionate use of nursing

staff in Northern Ireland in the Cupples et al. study (Wren et al., 2015). Since it

appears that the proportion of care delivered by practice nurses has subsequently

increased, a further estimate adjusts for the 2015 share of practice nurse visiting

which is closer to the NI share and therefore convergence to the NI rate yields the

lesser 14.5 per cent reduction in GP costs. These reductions were applied to the

total cost of GP care estimated in the demand driven approach (Scenario 2). 

2.3 Estimating Baseline Healthcare Expenditure
In order to determine the impact of universal GP care on current healthcare

expenditure it is necessary to determine total healthcare expenditure in Ireland. For

the purpose of this analysis, estimates of public expenditure on GP services, private

expenditure on GP services, public healthcare expenditure and total healthcare

expenditure were derived from a published report which provides estimates of

healthcare expenditure for 2013 (Table 3). 

Table 3:  Healthcare Expenditure Estimates for Ireland, 2013

Category          Public                   Private              Total public          Total public and
                      payments                payments             healthcare        private healthcare
                        to GPs                   to GPs              expenditure             expenditure

€m                    471                        267                     14,602                     19,216

Source: Wren et al. (2015). 

III RESULTS

Impact on public healthcare expenditure
Table 4 shows the impact on public healthcare expenditure of the introduction of

universal GP care free at the point of use using the three alternative methods of

reaching a reimbursement price for universal GP care identified above. For previous

non-cardholders, the cost to the State of introducing free GP visits is €492 million

per annum for Scenario 1 (existing capitation rates), €401 million to €489 million

per annum for Scenario 2 (demand driven approach – which found that GP visiting

by former non-cardholders would increase by 2.55 million, implying an overall

increase in GP-visiting of between 16.7 and 18.7 per cent), and €337- €418 million

for Scenario 3 (supply-side response). 

For previous cardholders, there is no change in the cost to the State if the

demand driven approach is adopted. However, if the method used to reach a price

for universal GP care is based on 2013 capitation rates, then the cost for previous

cardholders (for 2013) would increase by €8 million per annum. When more care

by nurses is assumed (Scenario 3), there is a decrease in the cost for existing

cardholders. 
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The overall increase in total healthcare expenditure of introducing universal GP

care ranges from €262 million per annum to €500 million per annum depending

on the method used to reach a price for universal GP care, representing an increase

of between 1.8 and 3.4 per cent of public health expenditure in 2013. 

Table 4:  The Impact on Public Healthcare Expenditure of Extending Free
GP Care to the Full Population, 2013 

                                                           Cost for      Cost for     Increase   Percentage
                                                                 previous     previous    in public     increase
                                                                    non-      cardholders    health         public
                                                              cardholders                  expenditure     health
                                                                     @m            @m           @m       expenditure

Current                                                         0             471                                  

Scenario 1 – existing capitation rates          492             479            500            3.4%

Scenario 2 – demand driven approach    401–4891           471        401–489    2.7–3.3%

Scenario 3 – Supply-side response         337–4182      396–403    262–350    1.8–2.4%

Source: Authors’ own calculations.

Notes: 1 – The range reflects different visiting rates emerging from different surveys.

2 – Skill-mix savings applied to the estimated cost of universal GP care estimated from

Scenario 2 (demand driven approach).

Impact on Total Healthcare Expenditure
Table 5 shows the impact on total healthcare expenditure of extending free GP care

to the total population. Under the current system, non-cardholders are estimated to

spend between €267 million and €355 million per annum on GP visits. The impact
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Table 5: The Impact on Total Healthcare Expenditure of Extending Free 
GP Care to the Full Population, 2013 

                                                           Cost for      Cost for     Increase   Percentage
                                                                 previous     previous      in total       increase
                                                                    non-      cardholders    health          total
                                                              cardholders                  expenditure     health
                                                                     @m             @m            @m       expenditure

Current                                                    267–3551           471                                  

Scenario 1 – existing capitation rates          492             479        233–145   1.2%–0.8%

Scenario 2 – demand driven approach     401–489         471            134            0.7%

Scenario 3 – Supply-side response         337–4182      396–403         –5              0 %

Source: Authors’ own calculations.

Notes: 1 – The range reflects different visiting rates emerging from different surveys.

2 – Skill-mix savings applied to the estimated cost of universal GP care estimated from

Scenario 2 (demand driven approach).



on total healthcare expenditure of introducing universal GP care is less than on

public healthcare expenditure because a significant proportion of the cost to the

State reflects payments that were previously made out-of-pocket by individuals

(and therefore included in the calculation of total healthcare expenditure). The

additional cost to total healthcare expenditure (ranging from 0 to 1.2 per cent)

therefore largely reflects the additional demand for GP visits arising from a drop in

price at the point of use. 

IV DISCUSSION 

Introduction of universal GP care free at the point of use in Ireland would result in

an additional cost to the State of up to €500 million per annum. However, a

significant proportion of this additional cost reflects a shift in spending from private

individuals paying out-of-pocket at the point of use to the State paying for GP visits

under a capitation scheme. Therefore much of the additional expenditure does not

reflect a net cost to society but rather a change in how contributions for healthcare

services are made. 

While public healthcare expenditure in Ireland has increased in the past number

of years (Department of Health, 2017), this rise is in the context of a prolonged

period of austerity characterised by significant cuts to public healthcare expenditure

(Thomas et al., 2014). Furthermore, there are many competing priorities for

resources and it is not yet clear if funding universal GP care is a priority. The

introduction of universal GP care may also involve structural changes within

primary care (for example, the development of new methods of reimbursing GPs

and a change in staff-mix) and associated set-up costs, which have not been

included in the analysis, putting further pressure on limited additional resources. 

The current analysis examined the cost implications of universal GP care in

relation to the reimbursement of GPs; however, it might be expected that universal

GP care would also impact on healthcare expenditure in other sectors. For example,

increased GP visiting may lead to increased medication costs due to additional

prescribing; alternatively, universal GP care may result in lower hospital costs as

conditions are treated in a more timely manner or in a more appropriate setting.

While Kringos and colleagues found little relationship between primary care

accessibility (which included affordability) and total healthcare expenditure across

a number of European countries, they did find that countries with better access to

primary care were associated with lower hospital admission rates for diabetes

(Kringos et al., 2013b). A growing body of American literature has shown a positive

association between accessibility of primary care and population health (Friedberg

et al., 2007; Starfield et al., 2005). However, recent research has highlighted

weaknesses in the Irish primary care system in domains other than accessibility

(Kringos et al., 2013a), suggesting that improving accessibility to primary care
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services is only one of the necessary reforms to achieving a strong primary care

system. In Ireland other factors such as the availability of GPs in rural and deprived

areas may also act as barriers to accessing GP services and should be considered in

future research. 

In 2015, more than 92 per cent of GPs signed up to the contract providing for

free GP visits for the under sixes (Department of Health, 2015b); however, the

scheme was opposed by a new representative organisation for GPs, the National

Association of General Practitioners (NAGP), although the terms of the contract

were negotiated by the Irish Medical Organisation (IMO), the traditional GP trade

union. Some of the NAGP opposition related to the introduction of free GP care

based on age rather than income (Goodey, 2015); a concern which would be

addressed if universal GP care were introduced. However, concerns were also raised

about the potential impact of additional demand on an under-resourced primary

care system. Recent research estimates that 4.5 per cent of healthcare expenditure

in 2014 was spent on general medical practice, equating to €858.6 million

(O’Dowd et al., 2017); of this €453 million related to payments for cardholders,

€90 million for other State fees and €315.6 million for private out-of-pocket care.

While these expenditure estimates do not include private payments for practice

nurse visits and the out-of-pocket payment estimate is lower than the €355 million

estimated for the analysis presented in this paper using the Healthy Ireland Survey,

the proportion of healthcare expenditure spent in general practice remains low by

international standards (O’Dowd et al., 2017).

A further concern relates to the inadequacy of the supply of GPs in Ireland.

Recent estimates suggest there are 64.4 GPs per 100,000 population in Ireland,

significantly lower than the European average of 91 GPs per 100,000 (Teljeur et
al., 2014). Further it is anticipated that that the demand for GP services will increase

at a time when there will be a reduction in the number of GPs. Demographic change

including an increase in the number of people in the population, as well as an

increase in the number of older people, will result in a significant increase in

demand, regardless of changes in policy towards universal GP care (Wren et al.,
2017). A high proportion of GPs over the age of 55 will likely result in a large

number of retirements in the next ten years, reducing the supply of GPs, a situation

potentially exacerbated by a high proportion of current trainees expecting to leave

Ireland after training (Health Service Executive, 2015b). However, there is evidence

that the number of trainee GPs is increasing and the ICGP currently trains 172 GPs

per year (Irish College of General Practitioners, 2017). Therefore, while the actual

cost of providing free GP visits at the point of use may not be significant in terms

of the overall healthcare budget, initiatives will likely be required to address GP

supply shortfalls before universal GP care and associated changes are fully

implemented (Teljeur et al., 2010). 

There are limitations to the current analysis. Due to the lack of a national

administrative dataset recording the number of GP visits, it is necessary to rely on

                            Universal GP Care in Ireland: Potential Cost Implications                             105



survey data to estimate GP visiting rates. Different surveys have provided different

estimates of the number of GP visits; to account for this variation, the analysis used

a range of visiting rates. An essential component of the analysis presented in this

paper involved predicting behavioural change following a change in policy. On the

demand side, the introduction of free GP care is expected to increase demand for

GP visits. While there is some Irish evidence available to estimate how gaining a

medical or GP visit card may impact on the demand for GP visits (Nolan, 2008;

Ma and Nolan, 2016), there is much uncertainty on how the introduction of

universal GP care would impact on the supply side. In this analysis we considered

the potential cost implications of substituting GP visits with practice nurse visits

under the assumptions that (i) existing practice nurses may be able to meet some

of the additional demand generated from the introduction of universal GP care and

(ii) may be able to do so at a reduced cost relative to GPs. While previous research

for Ireland has found that increased nurse substitution offers the best long-term

prospects of addressing GP shortages (Teljeur et al., 2010), the ability to reduce

healthcare costs depends on the particular context of care. Doctors’ workload may

remain unchanged either because nurses are deployed to meet previously unmet

patient need or because nurses generate demand for care where previously there

was none. Savings in cost depend on the magnitude of the salary differential

between doctors and nurses, and may be offset by the lower productivity of nurses

compared to doctors (Laurant et al., 2005). 

The three scenarios identified in this analysis about how Government might

approach reimbursing GPs for the services they would provide under universal GP

care are certainly not the only methods which could be used, but rather reflect recent

policy and evidence in an Irish context. A number of other scenarios could be

considered including a combination of Scenarios 1 and 2 where information on

lower GP visiting rates among existing non-cardholders is used to set a capitation

rate proportionally lower than that used for existing cardholders. Also on the supply

side, alternative skill-mix possibilities could be explored including consideration

of the increased role of community pharmacists. 

V CONCLUSIONS 

The World Health Organisation (WHO) has advocated universal healthcare as the

best means of improving global health (World Health Organisation, 2015). As a

first step, the WHO recommends reducing the need for people to pay directly for

services at the point of delivery, out of their own pockets. The introduction of

universal GP care would go some way to increasing the universality of the Irish

healthcare system. While adding to public health expenditure, free GP visits at the

point of use for all would add relatively little to total healthcare expenditure.

However there are other obstacles which need to be circumvented before such a
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policy can be comprehensively implemented, especially around the adequate

resourcing (both financial and staffing) of the primary care system. A long-term

perspective is required to strengthen primary care in Ireland to ensure maximum

benefits including improved population health. 
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