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“Health as a Human Right” Seminar  

Introduction  

In a context of ever growing criticism of the 

Irish health system deemed deeply unequal 

and discriminatory due to the existence of 

two tier access to health services, the 

Community Platform with All Together in 

Dignity Ireland (ATD) organised a seminar1 on 

Health as a Human Rights on June 27th 2017, 

held at the Irish Human Rights and Equality 

Commission (IHREC) in Dublin.  

The aim of the seminar was to discuss the 

Community Platform’s “Six principles for an 

inclusive health policy” developed in 

December 2016 and the “Our Voices2” project 

organized by ATD Ireland to give voice to the 

people most underserved by the current 

healthcare system in Ireland. It was attended 

by over 80 people from a wide of variety of 

organizations working to make health care 

more accessible, equitable, and inclusive for 

all citizens of Ireland, especially those living in 

poverty or other forms of exclusion 

The seminar collided with the publication of 

the Sláintecare report of the Oireachtas 

Committee on the Future of Health3. Where a 

historic cross-party Committee was set up by 

the Dáil in June 2016 to try and provide a 

roadmap for a better health system backed by 

political consensus. As explained by Rόisín 

Shortall “We had a situation then for the 

                                                           
1
 http://www.atdireland.ie/wp/slaintecare/ 

2
 See ANNEX 1  

3
https://www.oireachtas.ie/parliament/media/co

mmittees/futureofhealthcare/Oireachtas-
Committee-on-the-Future-of-Healthcare-
Slaintecare-Report-300517.pdf 

first time in Irish politics where there was 

a unanimous decision made by the Dáil 

to establish a cross-party Committee to 

reach a political consensus on health.”  

In May 2017, the Committee reached a 

consensus and published a report called 

Sláintecare to serve as a basis for reforming 

the current health system.  

Presentations from Dr. Sara Burke of Trinity 

College Dublin University, Paul Ginnell of 

European Anti-Poverty Network (EAPN) and 

Pierre Klein from ATD, were followed by a 

“World Café” in which the participants 

discussed four key themes: social 

determinants of health, what health system 

we need, access to quality healthcare, and 

participation.  The discussions were then 

followed by presentations from Rόisín Shortall 

(TD) who chaired the Committee, and Ronnie 

Fay from Pavee Point and ended with a panel 

discussion.  

The following document is a summary of the 

speeches and exchanges that occurred during 

the event. 
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The Irish health system and its limits  

The seminar started off with a presentation 

from Sara Burke mapping out different issues 

with the current Irish health system. She 

highlighted the complexity of the two-tier 

system often reduced to eligibility to a 

medical card4. And pointed out the inherent 

inequalities to the system “We know that 

because of the charges associated with 

healthcare people don't go to those services 

because they simply can’t afford to pay it. 

Also the fact that technically 1/3 of the 

population has free access to healthcare they 

don't actually get that because of the long 

queues to get in to the service. […] not 

having access to care on a timely basis 

causes people to die much younger in our 

society.”  

 

 

 

 

 

 

 

 

 

 

 

                                                           
4
 See ANNEX 3: mapping of the Irish health system PPT 

p. 15.  

When comparing the Irish system to other 

OECD countries, it appears that the Irish 

system is very unusual as is the absence of a 

clear long term health strategy. “While 

systems all over the world have mixes 

between public and private, ours is 

particularly unusual and unequal in that you 

can privately skip the queue in a public 

hospital system.” 

Sara also underlined the difficulties to a deep 

reform of the health system due to lack of 

political will and complexities due to fast 

government changes. Although the arguments 

for a universal health system is picked up by 

more and more politicians, she highlighted 

the need for vigilance that a universal system 

means for everyone and not to improve the 

access of some.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 1 – Eligibility in the Irish health system – Sara Burke 
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And Sara added “Even Leo Varadkar who 

would not be known for his radical views 

towards universalism said 'the more I 

research on medical card eligibility the more 

I see the solution is universal health care. No 

matter what means tests you apply there will 

always be disproportionately affected’”. 

The role of communities – 

participation  

Finally Sara Burke concluded by saying that 

the Sláintecare plan and the fact that it was 

born from political consensus is a step in the 

right direction and a hope for the future if it 

gets appropriate support. For this, the role of 

groups and individuals on the local and 

community level is essential “my hope is that 

in 10 years’ time we will see 2017 as this 

absolute critical junction in Irish Healthcare. 

We have the roadmap; we have the political 

consensus, there is a direction to go in and 

now is up to the politicians. But also I think 

there’s a critical role for organisations like 

yourselves [community groups] to mobilise 

from the bottom up so that this pathway is 

delivered for the people of Ireland.” 

The role of community organisations and 

groups was also highlighted by Rόisín Shortall 

“I think that pressure has to come from 

groups like yourselves. From the public who 

will say we are not prepared to tolerate the 

dysfunctional, inequitable and inefficient 

system we have at the moment. And that 

they will demand that we move to a fairer 

system”. This echoes the importance for 

service users to be able to voice their 

concerns and be heard. In order for the health 

system to be truly inclusive it has to take into 

account all the members of societies and give 

them the tools and opportunities to 

participate. As Pierre Klein said “Can we find 

a way to implement this transformation 

with the expertise of the people who are 

at the margins of the healthcare system 

and are not enjoying the health that 

most of us enjoy. Can we create any 

participatory consultative way to implement 

the transformation with them, not thinking 

of them just at the end of the process?”  

 

He also underlined the interconnectedness of 

health and the impact it has on all aspects of 

life and the importance of dealing with health 

and healthcare through human rights lenses 

“when we discuss with people health issues 

is connected to all the life. So we could say 

any human rights approach is a health 

approach. Any impact on our human rights 

will have an impact on our health and any 

policy is a health policy”. ………………………. 

 

 

 

Community Platform and health 

principles  

After a brief introduction from Pierre Klein 

about the Our Voices project and some of the 
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findings regarding health in Ireland5, Paul 

Ginnell presented the 6 health principles of 

the Community Platform and the links with 

the Sláintecare plan. Out of the 6 principles, 5 

are directly or indirectly addressed within the 

Sláintecare plan, with the exception of the last 

principle that refers to international solidarity 

when the plan focuses on domestic issues6.  

The Community Platform is a network of 28 

groups and organisations that work on a 

community level. Last year it became clear 

that the issue of health impacts a lot of groups 

Platform members are working with and so 

they decided on 6 health principles for 

inclusive health policies, launched in 

December 2016. It includes the need to see an 

all-government approach regarding the social 

determinants of health “policy must 

address the social determinants of 

health- that there are other things that 

affect health and how to do that is to 

take health impact assessments and it 

has to be across the board”. Similarly, the 

Sláintecare plan calls for an all-government 

approach to address the health system, as 

stated by Rόisín Shortall “we know that 

housing conditions, we know that inability to 

access employment, early school leaving, all 

of those kinds of issues impact hugely on 

health status. We need to tackle those 

fundamental determinants of health and 

that needs to happen on a cross government, 

cross department level”. 

Paul explained the second principle saying 

that “adequate resources to develop a 

universal publicly funded health care system, 

free at the point of access, so that nobody 

should pay for accessing the health system. 

                                                           
5
 Information and video 

http://www.atdireland.ie/wp/ovstrasbourg/ and full 
report http://17october.ie/wp-
content/uploads/2017/06/OV2017-Final-Report-
Web.pdf. Also see ANNEX 1  
6
 See Power Point ANNEX 2  

In terms of the Sláintecare report it 

addresses this directly. Sláintecare calls for a 

single tier system funded through taxation 

revenues and other tax”. Another important 

point from the Plan states that all residents in 

Ireland would get a health card, the mention 

of residents as opposed to citizens is 

appreciated as being a more inclusive 

approach.  

The third principle is “calling for a fully 

functional primary and community health 

care service is a core part of the health 

system and a first point of contact for many 

people”.  A lot of focus on this issue in the 

Sláintecare plan with a willingness to shift 

from a hospital centric system to a primary 

care one.  The fourth principle is highlighting 

the inequalities and lack of access to health 

services and focussing on the idea that “the 

health system should tailor to people’s needs 

[…] on an equal basis”. Sláintecare is 

highlighting “inequality in relation to where 

you live- geographical locations can impact 

on people’s access. But it also highlighted the 

issue that the health system needs to take 

into account population, demographics, 

deprivation and poverty and rurality.” 

The fifth principle is about participation of all 

regardless of their background; and that some 

groups need support in order to participate in 

and design the health system. As Paul stated 

“The Sláintecare report doesn’t necessarily 

address that but it does say that because of 

the way they look at the structure of the 

health system, the new integrated health 

system that people will be able to access 

care when they need it and structure it in a 

more accessible way and this empowers 

people to be able to claim their rights and 

access the system in a way which better 

meets their needs”.  

http://17october.ie/wp-content/uploads/2017/06/OV2017-Final-Report-Web.pdf
http://17october.ie/wp-content/uploads/2017/06/OV2017-Final-Report-Web.pdf
http://17october.ie/wp-content/uploads/2017/06/OV2017-Final-Report-Web.pdf
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World Café discussions 

After the presentations, participants had time 

to discuss four topics in relation to health in 

Ireland. There was a separate table for each 

theme, where participants were able to raise 

issues and recommend solutions, all of which 

were recorded on large sheets of paper by 

facilitators. The facilitators then summarized 

the findings of each table for all of the 

participants. The comments below are a 

summary of what was shared at the different 

tables.  

Table 1 – Social determinants of health 

Table facilitated by Edel McGinley 

Social determinants of health are primordial 

to the exercise of a right to health. They need 

to be got right and to be underpinned by 

human rights, respect and dignity. In regards 

to the issues identified that negatively weighs 

on health, participants mainly named housing, 

basic income, access to education, the impact 

of the environment we live in and the impact 

of the criminal justice system on mental 

health, discriminations...with poverty being an 

overwhelming thread throughout the 

conversations.  

In terms of solutions participants named:  

- Access to free education with equality 

outcomes;  

- Having a redistributive tax system that 

supports access to health;  

- Having an adequate basic income; access to 

quality housing with investment in public 

housing;  

- Access to quality, decent employment, as 

opposed to precarious employment;  

- Having public planning that is for people, by 

people with people also participating in the 

process. 

 

Table 2 – The type of health system we 

need  

Table facilitated by Helen Ryan 

The conversation started by putting the 

person at the centre, to say that the person 

has to be the centre of all healthcare. It is to 

say that the person is an expert of their own 

body and is therefore entitled to respect, 

dignity, to have continuity in personal 

information, a vision that implies some 

changes of culture within the medical 

professions.  

Some of the issues identified were, lack of 

services available in terms of geographical 

location, quality, affordability, and that the 

current two-tier system is in fact more of a 

two-plus tier when issues such as poverty, 

homelessness, being part of the deaf 

community and so on, add barriers to 

accessing the health system. All this brings 

frustrations for people. Another issue 

identified by participants is also the lack of 

political will to do something.  
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For the solutions: 

- The Irish health system should be free and 

stable;  

- Need for health literacy and numeracy with 

documents written in plain English; 

- The importance of education for health 

prevention and the role of the community to 

facilitate supports that are needed for people;  

- Training for staff to raise awareness. For 

instance if a doctor has a patient who has a 

sign interpreter and needs to send the patient 

to a hospital appointment, the doctor should 

think of notifying the hospital for an 

interpreter as well.  

 

Table 3 – Access for everyone to quality 

care 

Table facilitated by Catherine Lane 

In terms of issues of access for everyone to 

quality care, participants talked about 

language barriers, for instance when 

members of the deaf community cannot 

access interpreters for health appointments; 

lack of equal access to health services for 

people on low income (costs, waiting times), 

restrictions on what is covered by medical 

cards (eligibility rather than entitlement), 

discrimination against some groups such as 

the Travellers community, lack of investment 

(for instance cuts in home care support), lack 

of services (transportation, dual diagnosis...), 

too much focus on sickness and ill-health ... 

For the solutions identified: 

- Free, qualified sign language interpreters 

that are widely available; 

- Decentralisation of data and more 

connections between health centres cf. 

Scandinavian and Canadian one-tier models; 

-raise taxes; 

- Access to services should be based on need 

rather than capacity to pay; 

- Positive examples of investment in 

community support should be looked at and 

replicated; 

- Need a minister for drugs, dual diagnosis and 

mental health, as well as a need for gender 

proofing all health policies and services to 

recognise that experiences of men and 

women can be different;  

- Primary health care with more appropriate 

health services in the community (mental 

health ...); 

- Focus on prevention, with education 

programmes in school and by investing in 

preventative care models...  

Table 4 – Participation 

Table facilitated by Wayne Stanley 

 

The main issues identified at this table were 

that there are too many obstacles for people 

to participate cf. the deaf community and the 

language barrier when interpreters are not 

provided. It was also noted that offering rights 

to a service is not the same as empowering 

people.  

Some of the solutions identified include: 

- Respect local experience and Invest in 

community led health projects (like the 

Travellers health project7); 

- Train professionals to listen; 

- Challenge and reduce the power of the 

                                                           
7
 http://www.paveepoint.ie/project/primary-

health-care-for-travellers-project/ 
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H.S.E; 

-  Develop key performance indicators co-

created with communities and create 

monitoring assembly meetings to monitor 

progress. 

 

 Panel Discussion – Sláintecare and 

community approach   
Following the world café, Rόisín Shortall 

presented the Sláintecare plan8 focussing on 

the creation of the cross-party Committee and 

the challenges to the implementation of the 

plan to reform the Irish healthcare and social 

care system.  

She explained that growing concerns 

regarding the health system were voiced by 

constituents during the 2016 election and the 

opportunity arose for the creation of a cross-

party initiative to discuss the health system in 

the aftermath of the election. A Dáil motion 

was signed out by 89 TDs and taken on by the 

minister for health, Simon Harris and his 

cabinet.  

Up till the conclusion of the Committee into 

the Sláintecare plan, there was no clear 

political road map or agreement for health 

strategy, which meant that every time there 

was a change of government, there was a new 

health plan and no continuity. Furthermore, 

unlike most developed countries that have 

agreed to a universal single tier public health 

system, there hadn’t been a debate within 

Irish society about what kind of health system 

was wanted.   

The cross-party Committee was set up with 

three main objectives “The first was to set up 

a cross-party committee that would be 

tasked of reaching a political consensus on a 
                                                           
8
 

https://www.oireachtas.ie/parliament/media/com
mittees/futureofhealthcare/Oireachtas-
Committee-on-the-Future-of-Healthcare-
Slaintecare-Report-300517.pdf 

ten year strategy.  The second objective set 

out for the committee was that they would 

bring forward a plan for a universal single 

tier health service […] that would provide 

health care on the basis of need rather than 

on the ability to pay […] And the third 

objective that was set was to set out a plan 

to reorientate the health service to move 

away from the very hospital centric system” 

The first positive outcome of the Sláintecare 

report was the response from all the 

members of the Committee who agreed on 

and committed to the creation of “a 

universal single tier health service which 

should be available to people 

irrespective of their ability to pay. So 

that’s progress, that’s everybody at the 

political level saying they’re committed 

to this kind of health system.”  

However, despite these positive steps, a lot 

remains to be done in order to have a truly 

universal single tier health system. Foreseen 

difficulties include the following:  

- There has been noise coming from the 

government that they might take on some 

parts of the plan but not all of it, which would 

undermine its effectiveness and the 

realisation of a fair and more equal system.  

- Political willingness is needed to back up the 

plan and make sure it goes forward, but some 

parties are more enthusiastic than others 

regarding the implementation of the plan, 

including members of the Committee.  

- Strong vested interests will work to try and 

bury the plan “there are very significant 

vested interests in this country in the health 

area, take the insurance industry, take the 

pharmaceutical industry, the private 

hospitals, consultants in many respects, 

there’s a whole lot of interests who are doing 

quite well under this dysfunctional system 
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that’s there at the moment. And they don’t 

necessarily want to see a reformed system”  

There are also a series of positive elements 

playing in favour of the current plan. Starting 

with the fact that a number of parties have 

taken Sláintecare on board and said it will 

form the basis of their health policy. It is also 

important to note that there is no alternative 

plan; even people seeking to undermine 

Sláintecare don’t have an alternative plan to 

propose. The only competition therefore is 

with the existing system in place.  

To make sure that the plan laid out in 

Sláintecare is successful, it will be important 

that actors such as community groups work to 

keep the pressure on “it’s really important 

that the voice of the public, the voice of 

service users, the voice of patients and 

the voice of advocacy groups working in 

that area is heard very loud and clear in 

relation to this. Because the competition 

is very strong in terms of vested interests 

who don’t want to see Sláintecare 

implemented.” 

Below are some of the main 

recommendations from the cross-party 

Committee regarding the changes needed 

within the health system, as explained by 

Rόisín:  

- Fully funded e-health programme in order to 

get good quality data “if we don’t have data, 

we can’t measure performance, we can’t 

measure outcomes and that’s critical to 

having a good quality health service”. 

- Shift from a medicalised and centralised 

system to a system where local initiatives can 

be supported (cf. successful pilot 

programmes).  

- Develop fully functioning primary care teams 

with Rόisín noting that “obviously there are 

questions of listening to people, it is critically 

important. And consulting with people, 

because too often people are being told 

what is good for them without them being 

able to participate and I think if we can take 

a whole different approach, a community 

based approach to the provisions of health 

services, it does allow for that kind of 

interaction between the local community 

and the local service providers” 

- Support the Healthy Ireland Plan by doubling 

the budget for the programme, as well as 

proposing clear timelines and targets in order 

to measure the impact of the programme and 

ensure better health outcomes.  

Rόisín Shortall concluded saying “we have 

now a plan in place that I believe can 

revolutionise and reform our health 

service by providing much needed 

reforms which he finally got a roadmap 

for”. 

 

 

 

Ronnie Fay, member of the Community 

Platform, highlighted struggles to access 

health and social care services for the 

Travellers community and others whose 

socio-economic situations is taking a huge toll 
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on their health. “I think all of us in the room 

know that it’s very bad for your health to be 

poor or to be born poor because we see it in 

every community that we work with or that 

we live in. As people have already said, the 

reality is 90% of what affects your health is 

outside of the health care system. So I think 

we really need to differentiate between 

health and healthcare and I think that’s why 

we were talking about the social 

determinants of health. We know that the 

better educated you are, the healthier you 

are, the less poor you are the wealthier you 

are, the healthier you are”. 

The importance of social determinants of 

health are often underestimated and need 

more recognition “health affects all of 

society and how everybody feels wanted 

or part of society”. As such health should be 

seen as a basic human right that we should all 

have access to. If this is easily admissible in 

theory, the reality of everyone’s access to a 

right to health is another matter “the four As 

in terms of the right to health are that it 

needs to be Available, Accessible, Adequate 

and Appropriate. And I think we all know 

that it’s not our reality in terms of an Irish 

context and that much improvement is 

needed.” 

Evidence based policy is essential and the 

collection of good quality data paramount to 

achieving better and more inclusive policies. 

At the same time, it is not always sufficient to 

ensuring action from the State “We have 

provided evidence since September 2010, 

which shows that Travellers are only now 

reaching the life expectancy of the general 

population in the 1940s. Suicide accounts for 

11% of all Traveller deaths, there’s mortality 

rate 3,5 times the national average and what 

have we got? Inaction by the state; we still 

do not have a Traveller’s health strategy or 

Travellers health action plan9”. Ronnie 

highlighted the importance of community 

development and of better synergies between 

different actors as one way to ensure the 

exercise of basic rights and recognises the 

Sláintecare plan as a step in the right 

direction, a roadmap towards good health 

service for all.  

Ronnie identified a series of steps that need 

to be taken to ensure a better system for all: 

-In terms of evidence based policy and 

collecting data “I do think we need to have 

more recognition of racism, discrimination, 

equality, and a need for ethnic data, 

particularly when you look to who in Ireland, 

in term of refugees, asylum seekers, 

Travellers and other minority ethnic groups 

that there are particular issues and cultural 

issues that do need to be addressed.10” 

-There are risks linked with commissioning 

“what we’re seeing is the privatisation of the 

health service and we know even when 

limited parts of it were in the public service 

that when you get the privatisation, there is 

very little profit made dealing with Traveller 

health inequalities, with poor people, with 

homeless people, so the danger is in the 

commissioning, that it actually further 

marginalises people”. Here lessons can be 

learned from other countries such as Great 

Britain about the need to put in place 

protections in order to monitor social impacts, 

community participation and equality.  A 

similar research was conducted by Pavee 

Point11.  

- We have to consider health in a broader 

context “there has to have a health 

proofing of all public policies. And we 

                                                           
9
 http://www.paveepoint.ie/resources/health/ 

10
 http://www.paveepoint.ie/resources/data-

portal/ 
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also have to have equality proofing of all 

health policies and services”.  

- It is important to invest upstream in order to 

have a better and more equal system “we 

have to invest upstream that we can’t just 

deal with the curative approach, that we 

have to invest in education, we have to 

invest in jobs, we have to…so we don’t forget 

the causality and don’t just deal with the 

symptoms that is too often what’s happened 

in the health service”. 

- The community sector does have an 

important role to play, and more investment 

has to be put in place to enable it to do so 

“the context in which we work is very, very 

challenging and it’s very difficult to have a 

very strong community sector where the 

supports aren’t put in place”. We have to 

come together and “what we have to do is 

come up with coherent messages and a 

coherent approach so we do get to the end 

we want to achieve which is health for all”.  

 

Questions and answers  

After these addresses from the panel, the 

floor was open for questions. Below the 

questions and answers have been gathered 

into three thematic areas.  

Dual diagnosis and gender proofing 

policies 

One comment was made around the lack of 

dual diagnosis in the Irish health system – 

dual diagnosis refer to cases where patient 

struggle with a mental health issue and 

addiction and when the two are treated 

together rather than separately as it is 

currently the case in Ireland – and the need 

for gender proofing policies as men and 

women are not always affected the same way 

or may need differential treatments.  

For Rόisín Shortall, a false distinction is made 

between the services in Ireland and there is a 

need for dual diagnosis and for quality 

services that are accessible on the local level 

“my own view is that the delivery system, 

the vehicle should be the primary care team 

and irrespective of where the funding is 

coming from, from the point of view of the 

client or the member of the public, that 

should be the same service and there 

shouldn’t be a distinction” 

Challenges to the implementation of the 

Sláintecare plan and vested interests 

To the question related to the identification of 

vested interests that will be working against 

the implementation of the plan, Rόisín 

Shortall answered “there’s an argument that 

has been made very regularly over the years 

and it is that the private sector can play a 

part in assisting the public sector” in reality, 

“we know that 45% of people pay private 

health insurance yet only 13% of health 

funding comes from insurance companies” 

the lack of transparency around the way 

public and private care are funded, makes it 

hard to monitor the actual beneficial input of 

the private sector to the public sector.  

If there used to be 20% limit of the amount of 

private work that could be done in public 

hospitals, this was lifted in 2014.  “[Today] 

there’s no limit on the amount of private 

work that can be done but there were 

targets set for public hospitals to maximise 

the income from private patients. […] Our 

public hospitals which are publicly funded 

and are supposed to be providing services for 

public patients were being incentivised to 

take on more and more private patients and 

of course the additional private patients 

were taken at the expense of public patients 

and hence you have lengthy waiting lists” 
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The lack of transparency in regards to where 

the funding is going is very problematic 

“when you have that mix of public and 

private within public hospitals it does mean 

that we don’t know whether we’re getting 

value for money from the public money 

that’s going within those hospitals, how 

much of that is actually being used to cross-

subsidise private patients, how much of the 

publicly funded facilities in hospitals – 

diagnostic facilities and so on – are being 

used for private patients. […] that’s one of 

the reasons why the committee has come 

out in favour of complete separation of 

public and private, and taking the private 

work out of public hospitals so that we can 

have transparency in relation to where 

funding is going” 

 

There were also questions around the 

sustainability of the plan due to the lack of 

agreement around the funding on the plan 

within the cross-party Committee.  

Rόisín explained that in terms of funding, the 

committee has identified the costs of the 

programme as being the cost of a universal 

single tier health system but due to lack of 

political consensus among committee 

members as to where the money should come 

from, they decided to leave the decision of 

the funding to the government of the day  “it 

is essentially to ensure that we continue with 

the 7% year on year increase in health 

budget that will enable us to fund the 

expensive package of care and in addition to 

that, we’re talking about a once off fund of 3 

billion euro to be provided over 6 years in 

order to catch up with the underinvestment 

in health facilities in particular but also in e-

health and training places”. Sara Burke added 

that the costs budgeted in the Sláintecare 

plan are about ensuring the move towards a 

better health system in the country “this is 

about making political choices about do we 

want to do this differently. So I think there’s 

a really important piece of work about no 

scaremongering around the costs because we 

can’t afford not to do this.” 

 

For Sara Burke, the novelty with the 

Sláintecare plan resides with the fact that is 

was discussed and agreed within a cross-party 

Committee, meaning political consensus on 

the plan “the whole point of a ten year plan 

and cross-party political consensus is 

reaching this point that that plan is the only 

game in town. So that is the hope that it’s 

irrelevant if the government collapses”.  
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Social determinants of health and a right 

to health 

Several comments highlighted the importance 

of taking more consideration of the social 

determinants of health. And one last 

comment by Mary Collins (Pavee Point) made 

the point of how important it is to emphasise 

on social determinants of health and take 

them into account because “even though 

people would have a medical card and you 

have also limited access to a medical card – if 

you look at your dental treatment you’re 

only allowed one filling per year so if you 

look at people from disadvantaged areas it’s 

quite obvious that they wouldn’t be healthy 

so therefore would have to visit the dentist 

more often so than when they are from a 

rich part of the country”  

For Rόisín Shortall the answer to social 

determinants for the committee was to focus 

on restructuring the system at the local level 

“the whole approach that we took within the 

committee was to provide healthcare at the 

lowest level of complexity […] So two things 

in the report, the universal nature of the 

healthcare system that we’re recommending 

but also switching activities to the 

community with early intervention”.  

For Sara Burke the Sláintecare report and its 

recommendations make the case for stronger 

independent monitoring and the need for 

outcomes framework. This last element is 

very important as Ronnie Fay highlighted it 

because when there is no outcome 

framework it is easy to blame individuals and 

communities without clear outcomes set for 

main actors. “The Wanless report12 which 

                                                           
12

 
https://www.southampton.gov.uk/moderngov/do
cuments/s19272/prevention-
appx%201%20wanless%20summary.pdf 
https://www.theguardian.com/society/2004/feb/2
5/publichealth 

showed if you invest upstream, you actually 

save the health service, because people 

make healthier choices, they don’t get sick 

and then you don’t need the curative options 

so I think there’s an economic argument but 

there’s also an equality argument that can be 

used in terms of trying to look at the social 

determinants approach”  

Ronnie also underlined the need for an 

outcome framework and to monitor impact 

and progress of policies needs better data 

collection system “there is often a big 

resistance to collecting data by ethnicity and 

without it we don’t have data, we can’t look 

for positive change because if you can’t be 

counted the reality is that you don’t count in 

this society, so it’s really important that you 

have data disaggregated by gender, 

ethnicity, disability…”. She concluded by 

saying that wordings is important, and she 

often speak about the right to health because 

it encompasses social determinants, 

healthcare and social care.  

Conclusion 

This event was aimed at bringing together 

activists and community member to discuss 

their experience of the health system and 

their ideas or suggestions to make it better, 

fair and accessible to everyone regardless of 

ability to pay.  Participants got an insight into 

the Oireachtas Committee on the Future of 

Health’s new health plan and on the 

challenges ahead to see the plan 

implemented. They also heard about projects 

from the community sector (the six health 

principles, Our Voices, Pavee Point…) and the 

importance of participation of all. 

https://www.southampton.gov.uk/moderngov/documents/s19272/prevention-appx%201%20wanless%20summary.pdf
https://www.southampton.gov.uk/moderngov/documents/s19272/prevention-appx%201%20wanless%20summary.pdf
https://www.southampton.gov.uk/moderngov/documents/s19272/prevention-appx%201%20wanless%20summary.pdf
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Ireland

WHAT DO PEOPLE FACING POVERTY AND SOCIAL
EXCLUSION THINK ABOUT THE ISSUE OF HEALTH?

Context and subject: Health in Ireland

This project is taking place in a context where a number of organisations have denounced the limits and
inequalities resulting from the health system in Ireland. Indeed, the country has developed what is known as
a Two-tier health system. This means that depending on their income, people can either access the private
health system or a public one on a medical card scheme. The medical card gives access to free GPs and
treatment  in  public  hospitals  but  due to the high demand (41% of  the population has  a medical  card,
according  to  health.gov.ie)  people  are  left  to  wait  sometimes months for  appointments  and diagnoses.
Patients with private insurance, meanwhile, have more timely access to GPs and treatments. 

Several  elements led to the decision to focus the Irish
participation  in  the  Our  Voices  project  –  rethinking
Europe  from  the  margins,  on  health.  As  mentioned
above, the health system and the divide between public
and  private  health  is  being  debated  by  a  number  of
actors  in  Irish  society.  In  February  2016,  General
Elections  were  held  in  Ireland  and  UPLIFT  used  this
opportunity to put health on the political agenda. UPLIFT
is an Irish organisation who ran a survey asking people to
identify  which subjects they would like  to put forward
during the election campaign, a majority of people taking
part in the survey identified health as a top priority. 

Finally, in 2015, during a series of workshops on human rights organised by ATD Ireland, participants coming
from disadvantaged background highlighted numerous issues regarding the health system in the country,
although the subject  was not  debated thoroughly  at  the time.  Simultaneously,  ATD along with  partner
organisations in the Community Platform forum realised that there was no real message about health issues
in the country coming from community groups who are not specialised health organisations or NGOs but
rather focused on more general issues such as housing or poverty. ATD felt that focusing the Our Voices
project on health could also address this gap by involving Community Platform members to talk about health
and to have a visible position in the matter. 
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Methodology in Ireland

Several groups met on a regular basis, to first discuss the issues attached to the health system in Ireland, and
later to try and identify solutions that they would like to see put forward to address the challenges identified
during  the first  phase.  The  groups involved  were:  ATD group from Dublin  inner  city  ,  ATD group from
Ballymun, the SAOL project, the North West Inner City Training and Development Project (NWICTDP), the
Primary Care Travellers Project.

These different  partners  met  on a  regular  basis  in  cross-community  plenary  sessions.  Prior  to  the first
session, different meetings were organised to meet the groups individually and share the outcomes of these
meetings during the plenary. However, this approach was abandoned after the first plenary meeting as it
was deemed time consuming and participants ended up having to repeat themselves. Due to issues linked to
transport and availability, only the meetings in Ballymun were kept additionally to the plenary sessions with
the rest of the partners. For each stage, several plenary sessions were planned out (3 for stage 1 and 5 for
stage 2), as well as meetings in the Ballymun area. There were approximatively 25 people for each plenary
session, and 4 to 7 people for the meetings in Ballymun. In total,  the project involved up to 40 citizens
experiencing hardships, some were regulars others attended one or two meetings. 

In order to make sure that the voices of the participants and what they wanted to say was respected, ATD
team members, with the agreement of the participants, recorded the meetings and later transcribed what
had  been  said.  This  processed  allowed  the  use  of  direct  quotes  from  the  meetings  in  the  documents
produced throughout the project. It was also important for ATD that the participants felt at ease making
comments and changes on the work documents presented to them along the project,  thus ensuring as
minimal distortion of their words as possible. 

The project also benefited from the dynamic expertise of the SAOL project on health issues, especially issues
affecting women in addiction and recovery. They notably brought knowledge regarding access to rights, dual
diagnosis and access to information around illnesses such as Hepatitis C. 

Another important element was to find ways for people to feel connected to each other and to the project.
This was achieved by making sure the participants regularly received photos of their involvement in the
project; but also by inviting them to social events during the year, which gave them confidence to come talk
about harder issues during the plenary meetings. For instance, in July 2016, ATD organised a healthy day
event in the Mourne Mountains in Northern Ireland where participants could relax but also get to know each
other better. People involved in the project were also given the opportunity to create links with participants
from Spain and Poland through small meetings organised respectively in June and November 2016. All of
these elements contributed to provide energy for stronger involvement in the project from participants. 
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Main learnings from Stage 1  – Diagnosis

The different partners of the project in Ireland met 3 times during the first phase of the project between
April and July 2016. Because health is a vast topic, we decided to divide it into three themes, which were
respectively addressed during each meeting: 

1- Is my health my responsibility?  –  27 April 2016
2- How does my environment and my community affect my health (good and bad)?

 – 22 June 2016
3- What rights do I have regarding health? – 20 July 2016

Below some of the main issues addressed during these meetings:

Primary care and access to local services:
-Participants find that a lot of services are being cut from local areas (especially facilities regarding mental
health), meaning that people often have no choice but to go to hospitals where they have to face long
waiting times which can be trying for mental health. Furthermore, there is not enough transition between
services which need to integrate a more comprehensive support package highlighting both rehabilitation and
reintegration into the community.

 Discriminations and inequalities:
-  Participants often feel  like  they are not being listened to by  health professionals,  that their  concerns
regarding  their  health  are  sometimes not seen as  important.  This  can build  up frustration and prevent
patients  from  having  a  trusting  relationship  with  health  professionals.  The  turnover  among  health
professionals means that people get tired of having to repeat their stories. This feeling of powerlessness is
increased when health professionals speak in a language that can be hard for people to understand (medical
jargon).  

Health education:
- Regarding health education and prevention in general, it was stressed that there is no proper education
regarding addiction for young people. A lot of people struggling with addiction say they didn’t know all the
negative impacts drugs could have on their lives before it was too late. Also drug education in school arrived
too late and was taught in very technical terms by people who had only read it from books, which doesn’t
seem to work well as a preventive measure. Furthermore there is nothing positive for young people to do
outside of school which makes it easier for some of them to turn to drugs and crime. There is no place in the
communities where people who struggle can socialise and meet each other, leading to isolation, low sense
of purpose and mental health issues. 

Doctor-patient relationships:
- Participants highlighted the following issues: lack of trust regarding health professionals (fear of authority,
people don’t feel like they can disclose things), but also fear regarding diagnosis (reluctance to follow up by
patients due to poor communication systems and lack of explanation of diagnosis between professionals and
patients), and fear of medication (certain unawareness from doctors that medication could be a trigger to
fall back into addiction, lack of dual-diagnosis).

Socio-economic determinants of health: 
– Minding  your  health  is  your  own
responsibility  to  a  certain  extent,  external
elements  can  also  have  an  impact  on  your
health.  Homelessness,  overcrowded
accommodation or the existence of a place to
socialise, are important factors weighting on
mental health especially, creating sentiments
of insecurity.
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Main learnings from Stage 2 - Proposals

Following the first phase, where we asked the participants to identify issues related to the health system in
Ireland, we asked them to select three main themes to continue the discussion but this time focussing on
identifying solutions and putting forward ideas that would improve the health system in the country. After
discussions and a vote in October 2016, it was decided collectively to focus on the following subjects:

Health and discrimination (16 November 2016)
- Health professionals need to learn more people skills in order to be able to relate better with people and
listen to their needs, for people with a history of addiction, this would also imply that health professionals
are able to look beyond the addiction to see the patient in a full context. Services should be available on a
long term basis meaning that you would deal with one doctor or nurse over time rather than having to meet
lots of new ones.  In this way patients can build up trust (and not having to keep repeating their story).

- There is a need for better coordination of care between health professionals and the people working on the
ground (for example in the community sector in projects like SAOL or the NWICTDP).  There needs to be
more  continuity  of  care  and  attention  on  prolonged  stability.  In  particular,  the  need  for  services  and
expertise on dual diagnosis is needed, that is where there is addiction along with mental health difficulties.   

- Having a third party involved in the meetings with health professionals to act as moral support (for example
a family member, friend or community worker) either to advocate on behalf of the patient or to be a neutral
mediator or a witness. 

Health and education (14 December 2016)
-  There is a need to empower people to act in their communities by developing advocacy and peer led
support groups with a focus on addiction, health and human rights

-  Health  professionals,  social  workers  and  teachers  should  be  better  trained  so  they  can  understand
addiction better, and more generally, what people who are living in poverty go through. This can be done by
involving professionals to meetings with community of voluntary groups and by integrating this knowledge in
their training curriculum. 

-  Addiction  education  should  be
included in school curriculums and be
taught  in  a  way kids  can relate  to.  It
could be done by people who have an
experience  of  addiction  which  would
imply lifting some barriers  (in regards
to Garda vetting  and ex-prisoners  for
instance). This would also imply formal
recognition  of  skills  and  knowledge
from  life  experience,  empowering
people to access the labour market. 

Health and local services (25 January 2017)
- There is a need to develop local services that are fitted to local needs in the community, as a way to de-
clutter  hospitals  (less  waiting  time).   Local  services  may also help  reach some people  who don’t  go to
hospital because of the approach taken in hospitals (where they feel they are not given the right support and
advice when waiting). 

-  Need  to  improve  coordination  between existing  services  (more  consultations  between  HSE  and  local
services, between clinics and GPs and focus on recovery rather than just treatment). Services should be
sensitive to and match the actual needs of the individuals within that community.

-  Need to develop activities and community led projects on the local level, especially for younger people
aged between 12 and 21. Open a place in communities where people from all walks of life can socialise but
also go talk about their issues and get support (either from professionals or peer support groups). 
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“[Education  is  needed]  around  addiction,  around  everything,  health,  sex,  addiction,
anything like… and bring it to the schools, there’s no education around this in schools.
And the likes of people that have been through all that, I think should go back into the
schools cause they’re the ones that have theknowledge around all that stuff (…) Cause
for me, I wouldn’t really listen to someone that has read it over a book”. “(we need) to
let  people  know  that  you  are  entitled  to  ask  questions  –  it's  your  right  to  ask
questions...you don't know until you ask... so it's about letting people know you have a
right to ask and not feel stupid for asking.”

“She  [social  worker]  did  not  understand  addiction
whatsoever soI brought her in to one of my session, I made
her sit through the whole class and by the time she left that
class she was like ‘oh my god I’ve been doing my fucking job
for the last 5 years and I didn’t have a clue’”.

“My mental health was affected because for 2 years I’d be waiting the results of all these
tests and they’d be saying, ‘Yes this is alright and that’s alright “So it took my social
worker to help me change my doctor and he sent me to another clinic and I got an X-ray
done. When it came back the Dr. said we’ve got something that’s not normal here & we
need to send you for an MRI scan, you’re on Public (health scheme) so it will take years”

“I find in my experience, not with social workers but when you need services it’s almost
when you’re weeks in, at the end of the crisis. When you are in addiction, you present
yourself at your worst. These problems aren’t addressed from the get go, if these were
discussed in schools, the 18 year old has already had 18 years of this way of treating
each other and respecting each other, instead of coming to a service at 18 and having to
learn everything with a leaflet on a table”.

“At 17 years old, when I started to be on drugs I  went to the doctor.  He put me on
methadone and said I would be clean in 6 months. I was failed by him.The dosage kept
going up and was never reduced. Doctors have failed me for the past 21 years... All my
babies were born with a methadone addiction. And later, when you're not healthy, you
can't get up and do things with your children.”

“So  X  (nurse)  called me in and she  turned around to me and said Dr. Y has refused you
detoxification under the circumstances that you are homeless ... now she is contradicting
herself because when I was in there last year I got a detox bed and was homeless and I
was in the same address...”

 “[it is important for your health] to belong where people know you, being involved in a
community centre. Because when you’re isolated you begin to feel depressed so your
mental  health is at risk,  but belonging and feeling you can go somewhere it actually
protects your mental  health.  (…) Having someone to really  listen to you“.  “Wherever
you’re sick you’re brought into the hospital so it’s not a continuation of your care when
you’re brought in. There’s frustration. None of these services are, as far as I can see,
offered in the community.  There’s  not  a need to go to the hospital,  so you [end up]
clogging up the system...”
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What do the Irish participants remember
from the European Meeting in France

We  had  occasions  to  remember  what  happened  in  the  last  Our  Voices  meeting,  through  numerous
feedbacks from the participants, as well as a meeting that was held in ATD’s offices on the 6th April, allowing
all the Irish people from the project to meet again, including the persons who couldn’t attend the meeting in
France (among them, women from the SAOL project).

 What seemed the most important for the Irish was the idea of coming together, to discuss issues people
from different countries were facing, and discover those issues can be similar. Therefore, there was this idea
of addressing common issues all together, without regarding the different countries all the participants were
coming from, and the different languages that look at first like a barrier. Like one of the participants said, “I
felt like we overcame that language barrier, you know and it allowed connection and understanding and
exchange of ideas”. Thus, this last stage of the project showed how exchanging ideas can be beneficial to
everybody, and that’s what the Irish took with them back in Ireland.

We also want to talk about the meaning of having met 4 guests, who brought up a lot of ideas on how to
make  a  change in  European  policies,  which  was really  appreciated by  the  Irish  participants.  Again,  the
experts insisted on the importance of participation, as one of the experts said “Whatever comes out, it will
only work because people like yourselves, insist that it is made to work. If people don’t engage, don’t
demand, don’t press the government, don’t organize and press the European level, then they will roughly
subside”.

Anna  Rurka,  President  of  the  INGO
Conference at the Council of Europe

Hugh Frazer, Coordinator of the  
European Social Policy Network 
(ESPN) of the European Union

Cecilia Forrestal, Community Action 
Network (CAN), involved in a 
collective complaint submitted to the
European Committee of Social Rights

Finally, the meeting in Pierrelaye underlined the inefficiency of some national policies, which highlighted the
role  of  Europe,  recognised  by  some  of  the  participants:  “To  be  leaving  it  in  the  hands  of  our  own
governments, our national government I don’t think it going to work because our national governments
have been letting us down for so long. […] And I would like to know how the EU is going to empower us as
citizens of the EU, to take ownership of our citizenship, to be able to speak with authority on these issues,
to have spaces to go to, to tease out and discuss our problems, our fears, what we believe is going wrong,
and spaces to speak out about what is good and what is great about Europe”.

And finally, apart from the serious work on
issues, what everyone will remember is the
good atmosphere, and sharing between all
the participants: we all made good friends,
and  had  good  time  together,  through  fun
activities like dancing, cooking…
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Our Voices – a European
Participatory  Project
for an inclusive Europe
          100                 25                     3  
                   participants                         local meetings  main subjects

             3                    4                      3 
                   EU countries                        EU meetings                              HR frameworks

  What do we recommend? 

Page 3

Social  rights  are  inter-related  and  although  we  live  in
different countries, our struggles are similar. Programmes
like “Europe for Citizens”  can enable  people  from “the
margins” to connect, gain strength from others and find
ways  to  use  the  European  Human  Rights  frameworks
which are protecting us.

Although we live  difficult  lives,  we have  a voice  and a
knowledge! We can inform the policy making processes
and  be  active  citizens  at  European  level.  Participation
means a control  and a guarantee of  quality  of services
and  policies.   It  means  also  becoming  more  ready  to
promote positive messages about the values and the role
of Europe.

Support  the  development  of
inclusive  spaces  in  the  local
communities where people can
meet,  discover their  rights and
get  involved.  This  is  important
to reduce discrimination and to
foster participation.

Make sure people experiencing
social exclusion are involved in
the  design,  promotion  and
implementation  of  the  new
extended European framework
of social rights: European Pillar
of  Social  Rights,  Turin  Process
of the European Social Charter.

Promote  the  strengthening  of
European  Social  Charter  (incl.
ratification of art. 30 & 31 and
collective complaint procedure)
and recognise discrimination for
socio-economic  grounds  in  EU
Equality Directives and rules.

Continue  to  develop  with  the
people  concerned  a  better
understanding  of  what  citizens
living in poverty are facing every
day.  Make  sure  professionals
who deliver services are trained
to access & use this knowledge.

Make  information
about  rights  and
services  more  easily
accessible by
developing new pilot
programmes that put
service users first. An
example  is  the
proposal  of  the
Polish  'Our  Voices'
partner:  to  involve
services  users,  front
line  workers  and
volunteers  in  the
special design of new
information tools.

See  also  the  proposals  of
each national report

We need to come together to learn about
our rights and to support each other to act
through  exchange  of  ideas  and  good
practices, to mobilise ourselves and others
for collective actions.

It is fundamental to invest in information
and education, both for people to know 
their rights and be assertive but also for 
professionals to be made aware of what 
it means to live in vulnerable situations.



Community Platform 

Six principles for  

an inclusive health policy 
 

and  
 

Sláintecare Report 



The State takes responsibility for delivering the right to a high level of health 
and wellbeing for all. All social, economic and environmental policies will 

promote this right by identifying and addressing the social determinants of 
health across all Government Departments and policy through undertaking 

health and health equity assessments. 

Sláintecare 
“A clear understanding of the determinants of health must inform all health system 
planning and reform” 
 

Recognises that Healthy Ireland strategy addresses the social determinants of health. 
However, it notes that Healthy Ireland’s promised implementation plan and Outcomes 
Framework are yet to be published. 

Recommendation: Population Health 

Strengthen mechanisms for the full implementation of Healthy Ireland including 
leadership from the Taoiseach, government wide and health system implementation, 

taking population health and wellness into account in all workings of the government, 
possibly through Health Impact Assessment, and the prompt development and 

publication of an Outcomes Framework for Healthy Ireland. 

1.    Social determinants of health 



Adequate resources are available to develop a universal, 

publically funded healthcare system, free at the point of access. 

Sláintecare 
 

Recommendation 

The single-tier system will be funded through a combination of general taxation revenues 

and earmarking of some taxes, levies or charges into a single National Health Fund. This 

will help build more transparency, sustainability and independence into health funding. 
  

The Committee proposes the introduction of a Cárta Sláinte (a Health Card) which all 

residents in Ireland will have within 5 years of the reform plan being initiated. The Cárta 

Sláinte will entitle all those ordinarily resident to access care based on need. 

 

In order to guarantee access to care and not a place on a waiting list, those entitled to universal 

health and social care will be guaranteed access within a set period of time 

2. Funding and Access     



A fully functioning primary and community healthcare service is 

a core part of the health system and the first point of contact 

for most people.  

Sláintecare 
 

Recommendation 

Use all available mechanisms and processes to ensure healthcare is delivered at 

the lowest level of complexity as is safe, efficient and good for the patients. 

This includes priority resourcing of primary and social care. 

 

Ensure significant expansion of diagnostic services outside of hospitals to 

enable timely access for GPs to diagnostic tests. Primary care centres should be 

the hub of community diagnostic services so that all patients can access 

diagnostics in these centres. 

3. Healthcare close to the community 



Everyone has equal access to high quality healthcare. This should be regardless 

of socio-economic status, gender, civil or family status, sexual orientation, 

religion, age, disability, race or membership of the Traveller community. There 

should be a requirement to pay particular attention to groups or sections of 

society where health and wellbeing is below that of the rest of the population. 

Sláintecare 
 

It is no longer acceptable to have widespread inequities in geographic access to care. A 

key aspect of a universal single tier system is that the population can get good access to 

care no matter where they live. This requires an assessment of and provision of health 

care services which allow for equity of access and utilisation across the country. 

There is a need to take into account population need, demographics, 

deprivation/poverty and even rurality and population dispersion in developing a 

resource allocation model for primary care and social care services. Incentives may 

usefully be offered to GPs to be situated in areas that need more primary health care 

resources but where they are currently absent, such as areas of social and economic 

deprivation and rural isolation. 

4. Access for everyone to quality care 



Everyone is able to participate in the design, implementation and evaluation 

of all health policies and programmes and be empowered to claim and 

enforce their right to health and wellbeing. Members of groups experiencing 

the highest levels of health inequalities and their organisations will need 

particular supports to achieve this. 

Sláintecare 
 

An integrated health system empowers people to play a pivotal role in 

managing their own health and ill-health. “Empowering the person as decision-

maker”. 

 

 

5. Participation 



The State defines its responsibilities in relation to the health of people 

beyond its borders, including through: 

  - pooling and allocating resources to health;  

 - ensuring adequate investment in research and development; and  

 - not harming the health of people in other countries (for example,  

   as a result of pollution and climate change). 

Sláintecare 
 

 

 

 

 

5. Global responsibility 



Engagement 

1. Create a modern, responsive, integrated public health system, comparable to 
other European countries, through building long-term public and political 
confidence in the delivery and implementation of this plan on the basis of: 

2. All care planned and provided so that the patient is paramount (ensuring 
appropriate care pathways and seamless transition backed up by full patient 
record and information 

3. Timely access to all health and social care according to medical need 

4. Care provided free at point of delivery, based entirely on clinical need 

5. Patients accessing care at most appropriate, cost effective service level with a 
strong emphasis on prevention and public health 

 

Enabling Environment 

6. The health service workforce is appropriate, accountable, flexible, well-resourced, 
supported and valued 

7. Public money is only spent in the public interest/for the public good (ensuring 
value for money, integration, oversight, accountability and correct incentives) 

8. Accountability, effective organisational alignment and good governance are 
central to the organisation and functioning of the health system 

Sláintecare Report 
EIGHT FUNDAMENTAL PRINCIPLES  

  



1. The State takes responsibility for delivering the right to a high level of health and wellbeing for all. All 

social, economic and environmental policies will promote this right by identifying and addressing the 

social determinants of health across all Government Departments and policy through undertaking 

health and health equity assessments. 

2. Adequate resources are available to develop a universal, publically funded healthcare system, free at 

the point of access. 

3. A fully functioning primary and community healthcare service is a core part of the health system and 

the first point of contact for most people.  

4. Everyone has equal access to high quality healthcare. This should be regardless of socio-economic 

status, gender, civil or family status, sexual orientation, religion, age, disability, race or membership of 

the Traveller community. There should be a requirement to pay particular attention to groups or 

sections of society where health and wellbeing is below that of the rest of the population. 

5. Everyone is able to participate in the design, implementation and evaluation of all health policies and 

programmes and be empowered to claim and enforce their right to health and wellbeing. Members of 

groups experiencing the highest levels of health inequalities and their organisations will need 

particular supports to achieve this. 

6. The State defines its responsibilities in relation to the health of people beyond its borders, including 

through: 

 pooling and allocating resources to health;  

 ensuring adequate investment in research and development; and  

 not harming the health of people in other countries (for example, as a result of pollution and climate change). 

Community Platform 
Six principles for an inclusive health policy 
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Overview 

• To give you a whistle-stop tour of the history 

of Irish health system 

• To chart recent health policy trends and 

developments in relation to universalism 

• Where to from here? 
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The first health services

First health services 

started in Ireland in 

the 17th and 18th

centuries 
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Poor Law Unions

In 1838 Ireland 

was divided into 

Poor Law Unions 
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1838 Poor Law enacted in Ireland
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19th C
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Irish Free State established
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Important developments: 1930s & 40s
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International developments

18th-
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Aneurin Bevan and the NHS 1945
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49
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Irish white papers

18th-
19th C

1838 1921 1930s-
40s

1945 1947-
49

1970 1970-
2011

Outline of Proposals 

for the Improvement 

of the Health 

Services 

(1947)

Social Security

(1949)

1953
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The Mother & Child scheme

18th-
19th C

1838 1921 1930s-
40s

1945 1947-
49

1970 1970-
2011

Screening, vaccines, drugs for 
TB, and sanatoria

The Health Act (opposed)

Mother & Child scheme

1953
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1953 Health Act

18th-
19th C

1838 1921 1930s-
40s

1945 1947-
49

1953 1970 1970-
2011

• Extended cover – 85% of 

the population

• Scaled-down Mother & Child 

scheme

• Modified dispensary system
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1970 Health Act 

18th-
19th C

1838 1921 1930s-
40s

1945 1947-
49

1970 1970-
2011

1953

• 8 regional health boards

• Remained until 2001

• Disbanded in 2005 –

merged into HSE
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1953 & 1970 Health Acts 
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Irish health system: eligibility

Type of care Category 1 Category 2 GP visit card Long term 
illness

GP Free Pay full charge Free Pay full charge 

Pharmaceuticals Pay €2.50 per 
item per month, 
capped for family 
€29.50

Pay full cost up to 
€144 a month 

Pay full cost up to 
€144 a month 

Free

Public hospital
inpatient care 

Free but long 
waiting times...

Pay €75 a night, 
capped at 10 
nights per year

Pay €75 a night, 
capped at 10 
nights per year

Pay €75 a night, 
capped at 10 
nights per year

Public hospital 
out-patients care 

Free but long 
waiting times...

ED – free with GP 
ref, €100 w’out, 
free outpatients 
but....

ED – free with GP 
ref, €100 w’out, 
free outpatients 
but....

ED – free with GP 
ref, €100 w’out, 
free outpatients 
but....

Adapted from WHO 2014 
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How does this impact on health?

Public health system

months or years

Private health insurance

quicker access
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How does this impact on health?
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The complexity of our health 
system, tracing recent 
Irish health policy 
developments…. 
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Phase 1 : Health policy 2001 - 2009

Focus of ‘reform’ on 
reconfiguration 

2005 – HSE set up 

No attempt to undo 
two tier health system

Further exacerbated

Quality & access 
issues 
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Phase 2: Health system 2009 – 2014/7

Defined by austerity and cut 
backs

More people dependent on 
public health system

Fewer staff, less money 

Greater burden of cost 
shifted on to people

Rationing of care 

Access & quality issues 
persist & escalate 
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Phase 3? - 2011 Programme for Government 

a universal single-tiered health 
service, which guarantees 
access based on need, not 
income… through Universal 
Health Insurance. 

Universal Primary Care will 
remove fees for GP care and 
will be introduced within the 
government’s first term in office

– Universal Primary Care by 
2015

– Universal Health Insurance 
(UHI) by 2016/9

Health commitments 
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Phase 3? - 2011 – new government, new health 
policy? 

2012 – Future Health 

2014 – White Paper on 
Universal Health Insurance

2014 – Local & European 
elections – loss of 
discretionary medical cards is 
the top issue of anger with the 
government along with Irish 
Water 

Fall-out included reshuffle & 
appointment of Leo Varadkar 
as health minister 
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Phase 3 – 2014  - new health minister, a brand new 
dawn?

The more that I have 
studied the issue of 
eligibility for medical cards, 
the more I have become 
convinced that the only 
solution is universal 
healthcare. No matter what 
means-test you apply, 
whether financial or 
medical, there will always 
be anomalies and there will 
always be people just above 
the threshold…

October 2014 
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2014/5 - increasing policy incoherence 

Life-time community rating – LCR exacerbates 2 tier system, 
no need for LCR if plan is to have universal health insurance 

Universal primary care – Free GP care for u’6s & o’70s but 
different ways to cover adults who are not already covered for 
free access to primary care… refunding some of their health 
care costs through social insurance… could be examined 
(Varadkar, 1 July 2015, Irish Times) From universal to oldest & 
youngest

Universal healthcare – UHI shelved? 

my definition of universal healthcare is wider access to safer -
and higher quality - healthcare for more people (Varadkar, 1 July 

2015, Irish Times) ‘Wider access… for more people’ is NOT 
universal

Trinity College Dublin, The University of Dublin

ESRI costings on UHI 

– UHI model would cost between €666m and 
€2bn more than we currently pay for 
healthcare (expenditure up by 3.5% - 11%)

– No evidence that competing private insurers 
would bring down the cost

– In fact the opposite - countries which finance 
their healthcare through health insurance 
systems are more expensive. 

– The major driver of the additional cost is the 
model of “multiple, competing insurers” and 
that private health insurers’ margins are driving 
those costs

– In 2013, private health insurers’ margins were 
€300m

– 70% of Healthcare tax funded (currently 74%)

– Still pay on average €379 OOPs annually 
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So what actually happened since?
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So what actually happened since?
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Phase 3 - 2016 – another new dawn? 

– Universal Health 
Insurance finally 
abandoned in light of 
costings 

– General election 
March 2016 

– New minister May 
2016

– New Programme for 
Government 
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Phase 3 - 2016 – another new dawn? 

Programme for Partnership 
Government 2016

request an Oireachtas All-Party 
committee to develop a single long 
term vision plan for healthcare over a 
10 year period… Key to the long-term 
sustainability of our health service and 
Universal Healthcare…is the 
development of a new funding model 
for the health service. This will allow 
the New Partnership Government to 
make a final decision on the best way 
forward to finance Universal 
Healthcare...
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Oireachtas Committee on Future of Healthcare 

• Established under a cross party motion in Dáil Éireann to 
establish an all-party Committee to “devise cross-party 
agreement on a single, long-term vision for health care and 
the direction of health policy in Ireland”

• An example of new politics?
• Chaired by Roisin Shortall
• 167 public submissions, held 22 public hearings
• Technical support provided by Pathways team 
• Published report on 30 May 2017 
• First time ever cross party commitment to universal 

healthcare
• First time attempt to develop an agreed 10 year health plan 
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Oireachtas Committee on Future Healthcare Slaintecare
report 
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Oireachtas Committee on Future of Healthcare 
Sláintecare Report 

– Everybody will have an entitlement to health & social care

– Access based on need, not ability to pay 

– No charge to access GP, primary or hospital care & 
reduced drug charges

– Care will be provided at the lowest level of complexity, often 
outside of hospital, in an integrated way

– Delivering eHealth is central to Slaintecare

– Very strong focus on public health and health promotion

– Waiting times guarantees will be legislated for Emergency 
Departments,  for a diagnostics test, outpatient 
appointments and daycase and inpatient procedures

– Private  care will be phased out of public hospitals 

– Significant expansion of access to diagnostics in the 
community, earlier and better access to mental health 
services

– An expanded workforce 

– Costed with timelines 

– The establishment of an Implementation Office in the 
Department of An Taoiseach to drive the reform
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New Taoiseach, same health minister, new 
plan?  

– No country has a perfect health service. 
However, Ireland is an outlier among 
wealthy countries when it comes to 
patient charges and patient access. 
Surely, a country and a political system 
that managed to weather the worst 
recession in a generation, save the 
banking system and bring an end to a 
conflict that last centuries should be 
able to get this right? I am determined 
that we do so. The all-party Slainte
Care Report provides good guidance, 
and so I task Minister Simon Harris with 
preparing a detailed response to the 
report including proposed measures 
and timelines

Announcing the new cabinet on 14 June 2017 
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– Phase 1: 2001 – 2009: 
reorganising/reconfigurin
g

– Phase 2: 2009 - 2014 6 –
Defined by austerity and 
non-implementation of 
universal commitments

– Phase 3 – 2017…..  The 
era of universal 
healthcare???

Where to from here? 
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Mapping the Pathways to Universal Healthcare 

Any thoughts or questions? 

THANK YOU
sarabur@gmail.com
https://medicine.tcd.ie/health-systems-research/




