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Executive Summary   
This paper aims to inform discussions and planning decisions  regarding Irish publicly 

funded health and social care services for 2019. It provides a population focused 

approach to analysis of demographic cost pressure using age-specific utilisation and cost 

data. Demographic pressure is defined as size, growth, and distribution of a population 

and its effects on the environment.1 Demographic cost pressure on health and social care 

services can be defined as the financial requirements to maintain existing level of service 

to a changing population size and distribution.1 Because utilisation of HSE operated and 

funded services increases across age groups, demographic cost pressure is greater than 

population growth. Estimates of demographic cost pressure do not include unmet need, 

unmet demand or implementation of new services or initiatives.  

 

The model employed to calculate demographic cost pressure estimates is a Hybrid 

Methodology that was developed by the Planning for Health team in 2016 and used in 

subsequent papers for the planning process.2, 3 This methodology applies projected 

population growth to a blend of actual age specific HSE service utilisation data, where this is 

available (‘Bottom-Up’ approach), and EU age-specific cost indices(‘Top Down’ approach).4 

Analyses over successive years have demonstrated that, compared with services areas for 

which actual age-specific HSE service utilisation and cost data are available (i.e., Hospital In-

Patient Enquiry/ HIPE and Primary Care Reimbursement Scheme/ PCRS), EU age-specific cost 

indices (‘Top Down’ approach) underestimates demographic cost pressure. In other words, 

using actual HSE service utilisation and cost data, where available, provides more accurate 

and authentic projections of demographic cost pressure for planning purposes. The ‘Hybrid’ 

method provides a range of estimates between low and high, to make informed transparent 

and evidence based decisions regarding the setting of key parameters. 

 

In order to carry out this analysis, population projections are used as the denominator. The 

most recent population projections were published in June 2018. Analysis in this paper 

demonstrates that previous 2013 population projections underestimated our demographic 

cost pressure. Using 2013 projections ‘Top Down’ analysis yielded a demographic cost 

pressure of 1.5% for 2017/18.3 Using 2018 projections this yields a cost pressure of 1.7% 

(Table 2). Also ‘Bottom Up’ analysis for Casemix data using the 2013 projections yielded a 

cost pressure of 1.7% 2017/183 whereas analysis using the 2018 projections yields a cost 

                                                                 
1 Rechel B, Doyle Y, Grundy E and McKee M. How can health systems respond to population ageing? Health 

Systems and Analysis. Policy Brief 10, WHO 2009 
2 Smyth B. Kavanagh P, Marsden P, Donohue F, Kitching A, Ryan A, Cullen L and Collins L. Internal HSE 
Supplementary Paper, July 2016. Planning for Health: Projected Demographic Effect on Health Service Costs in  
2017 
3 Smyth B, Collins L, Kavanagh P, Donohue F, Ryan A, Cullen L, O'Kane J, Sheridan A, Kitching A, Evans D, Burk e 
E, Bennett T and O'Hara, MC. Internal HSE Supplementary Paper, July 2017. Planning for Health: Projected 
Demographic Effect on Health Service Costs in 2018: Estimates Paper  
4 European Commission (2015). The 2015 Ageing Report: Economic and budgetary projections for the 28 EU 
member states (2013-2060). Brussels: European Commission 
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pressure for casemix 2017/18 of 2% (Figure 3). This further reinforces that demographic cost 

pressure has been under resourced in the past.  

 

This paper estimates projected demographic cost pressure in the short term, 2018-2019 and 

medium term 2018-2021. The denominator used in this paper is the recently published CSO 

population projections 2018.5 Demographic cost pressure is represented by proportional 

increase on HSE budget. The HSE National Finance Division provided the budget figures used 

in this paper. These figures are based on the gross cost of providing services by the HSE and 

its partners. The starting point for this ‘Gross Cost’ exercise is net expenditure per the HSE 

National Service Plan 2018, adjusted for revisions in Governance Structures since publication 

and the VIP Priority 3 theme, and then grossed up by the budgeted income as per June 2018. 

Where this grossing up process includes a double count of costs (Fair Deal) or misses 

notional income (private nursing homes), this has been adjusted to arrive at the best 

estimate of gross cost. This gross cost exercise does not reflect the issue where expenditure 

is currently running ahead of budget. 

 The following are the key messages of this report.  

Key Messages 
 

Projected Budget Impact of Demographic Effect on HSE Operated and Funded Services 

‘Hybrid Method’  

 Based on the budget of €16,352.10 million for the HSE in July 2018 the “Hybrid” 

approach estimates a minimum funding requirement of €350.21 million to €383.47 

million in order to meet the additional demand due to the pure demographic effect.  5 

This represents a 2.3% to 2.5% increase in budget. The denominator used for this 

analysis is €15,359 million (93.9% of total gross budget). This denominator excludes 

Pension, Pension Levy, State Claims Agency, Overseas Treatment and Value 

Improvement Programme from the analysis as they are beyond the scope of this 

paper (Table 1b).6 

 

Population Demographic Cost Pressure ‘Top Down’ Analysis  

 From 2018-2019, Top Down analysis projects an estimated 1.8% upward adjustment 

of the publicly-funded health and social care service budget is required to resource 

demographic pressure.  

 From 2018-2019, the demographic cost pressure for adults 65 years and over is 

projected to be 3.6%. Similarly, the demographic cost pressure for adults 85 years and 

over is projected to be 4.6%. 

 

 

                                                                 
5 CSO Population and Labour Force Projections 2017 - 2051 (M2F2 scenario), 20 June 2018 
6 National Finance Division, HSE, July 2018 [budget as per National Service Plan 2018 modified for current 
‘income’ levels as recorded in CFI (Consolidated Financial Intelligence)] 
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Population Growth  

 Total population growth for 2018-2019 is projected to increase by 1% (n = 50,463). 

During this period, adults 65 and over are projected to increase by 3.3% (n = 21,969) and 

adults 85 years and over are projected to increase by 4.3% (n = 3,116). The 0-5-year age 

cohort is projected to fall by -1.8% (n = 6,823) and the 18-64 year age cohort to increase 

by 0.9% (n = 25,303) in the same time period. 

 Total population growth for 2018-2021 is projected to increase by 3% (n = 146,796). 

During this period, adults 65 and over are projected to increase by 10.1% (n = 68,462) 

and adults 85 years and over are projected to increase by 13.9% (n = 10,064). 

 From 2018-2021 there is a decrease of -1.6% annually in the number of births, 

decreasing to -2% in 2021. From 2018-2021 there is also a decrease in both 0-4 year olds 

and 0-5 year olds annually of between -1.6% to -1.8% 

 From 2018-2021 there is an annual increase of between 1.7-1.9% in adults aged 45-64 

years old. Adults aged 18-64 years in the same period increase annually from between 

0.8-0.9%. 

 

 

Acute  
Acute Hospitals  

 For the 71% of the Acute Hospitals inpatient budget for which age specific utilisation 

and cost data are available (based on ABF Casemix Costs), an estimated 2% (an 

additional €81.04 million) upward adjustment of the 2018 budget is advised to deliver 

the same service in 2019.  

 For the 29% of the Acute Hospitals budget for which age-specific data is not available, 

upward adjustments ranging from a low of 1.8% to a high of 2% is recommended (an 

additional range of low-high €29.79 to €33.10 million).  

 Based on the allocated budget of €5,707.00 million for Acute Hospitals as of July 2018 

this equates to an additional low-high range minimum funding requirement of 

€110.83 to €114.14 million in order to meet the additional demand due to the pure 

demographic effect.6 

 In 3 years 2018-2021 an upward demographic cost pressure of 6.2% is projected. 

 

National Ambulance Service 

 The client population for ambulance services are predominately older adults.7 Thus an 

upward adjustments ranging from a low of 3.3% (population growth in adults 65 year 

and over) to a high of 3.6% (demographic cost pressure of adults 65 years and over) 

are advised (an additional low-high range of €5.44 million to €5.94 million).6  

 

                                                                 
7 Veser A, Sieber F, Groβ Stefan and Prückner S. The demographic impact on the demand for emergency 
medical services in the urban and rural regions of Bavaria, 2012–2032. Zeitschrift Fur 

Gesundheitswissenschaften 2015; 23(4): 181–188 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4502287/pdf/10389_2015_Article_675.pdf   

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4502287/pdf/10389_2015_Article_675.pdf
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Community 
Primary Care  

Primary Care budget is divided into the Primary Care Services, Social Inclusion and Chronic 

Illness. 

 For the Primary Care Services budget a total demographic cost pressure is 

represented by an upward adjustment ranging from a low of 1.8% to a high of 2.4% 

(an additional low-high range of €15.86 million to €21.14 million).6  

 Top down demographic cost pressure of 1.8% is recommended as an upward 

adjustment to the Social Inclusion budget (an additional €2.61 million). 

 In the HSE 2018 Budget, Chronic Illness was not assigned a budget line so for the 

purposes of this paper, a monetary calculation for Chronic Illness was not included.  

 

Older People   

Older People budget is divided into Older Persons Services, Palliative Care and Nursing 

Home Support Scheme (NHSS, also known as ‘Fair Deal’). 

 For Older People, upward adjustments ranging from a low of 3.3% (population growth 

in adults 65 year and over) to a high of 3.6% (demographic cost pressure of adults 65 

years and over) are advised (an additional low-high range of €30.73 million to €33.53 

million). 

 Because the client population in Palliative Care Services are predominantly older, 

upward adjustments ranging from a low of 3.3% (population growth in adults 65 year 

and over) to a high of 3.6% (demographic cost pressure of adults 65 years and over) 

are advised (an additional low-high range of €2.85 million to €3.11 million). 

 Similar to Older People, the client population for NHSS are predominantly adults 65 

years and over, thus it is recommended that the incremental increase should be 

consistent with Services for Older Persons, i.e., a low 3.3% and a high of 3.6% (an 

additional low-high range of €35.56 million to €38.79 million).8 

 

Disability 

The client population in Disability services are predominately younger but with higher 

morbidity and greater health needs similar to an older population. Therefore, cost indices 

equivalent to an older population are applied. 

 An upward adjustment of 3.3% to 3.6% consistent with demographic cost pressure in 

an older population is recommended although it is agreed that this is probably an 

underestimate (an additional €61.59 million to €67.19 million).8 

 

Mental Health  

Mental Health Services are delivered in psychiatric hospitals and by community mental 

health teams.  

 In the absence of age specific utilisation and cost data for both elements of the 

                                                                 
8 National Finance Division, HSE, July 2018 (budget as  per National Service Plan 2018 modified for current 
‘income’ levels as recorded in CFI) 
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mental health services it is reasonable to take the ‘Top Down’ general population 

demographic cost pressure of 1.8% as a high and as a low estimate (an additional 

€16.87 million).8 

 

Health and Wellbeing  
Health and Wellbeing 

 Health and Wellbeing services are delivered to the entire population. In the absence 

of age specific utilisation and cost data it is reasonable to take the ‘Top Down’ general 

population demographic cost pressure of 1.8% as a high and as a low estimate (an 

additional €2.12 million).8 

 

National Services  
Primary Care Reimbursement Scheme 

 For the 68% of PCRS budget for which age specific utilisation and cost data are 

available, an estimated 2.4% (an additional €43.59 million) upward adjustment of the 

PCRS budget is required for 2019 to deliver that same services available in 2018.9 

 For the 32% of the PCRS budget for which age-specific data is not available, upward 

adjustments ranging from a low of 1.8% to a high of 2.4% is recommended (an 

additional range of low-high €15.38 million to €20.51 million).  

 Based on the allocated budget of €2,670.89 million for PCRS as of July 2018 this 

equates to an additional low-high range minimum funding requirement of €58.97 

million to €64.10 million in order to meet the additional demand due to the pure 

demographic effect. 

 

National Screening Service (NSS) 

 In the absence of age specific utilisation and cost data it is reasonable to take the general 

population demographic cost pressure of 1.8% as a high and as a low estimate (an 

additional €1.16 million).9 
 

Environmental Health  

 The client population for environmental health services is the general population. In the 

absence of age specific utilisation and cost data it is reasonable to take the general 

population demographic cost pressure of 1.8% as a high and as a low estimate (an 

additional €0.81 million).10 
 

Office of Tobacco Control  

 In the absence of age specific utilisation and cost data it is reasonable to take the general 

population demographic cost pressure of 1.8% as a high and as a low estimate (an 

additional €0.01 million).10 

                                                                 
9 National Finance Division, HSE, July 2018 (budget as per National Service Plan 2018 modified for current 
‘income’ levels as recorded in CFI) 
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Emergency Management 

 The client population for emergency management services is the general population. 

An estimate of 1.8% is proposed for this service (an additional €0.03 million).10 

 

National Cancer Control Programme (NCCP) 

 The client population for the National Cancer Control Programme is the general 

population. An estimate of 1.8% is proposed for this service (an additional €0.24 

million).10 

 

Why are we getting different estimates from the ‘Bottom Up’ Approach and the ‘Top 

Down’ Approach? 

 The ‘Bottom Up’ Approach provides estimate based on age specific service cost and 

utilisation data (estimates ranging from 2.0% with ABF casemix data to 2.4% with PCRS 

data).  

 By comparison, the ‘Top Down’ Approach is based on EU age specific costs which provide 

a proxy for expenditure per capita among the Irish population (estimated demographic 

health cost pressure of 1.8%).10  

 European countries have different health systems, different age distribution in their 

populations and differences in health needs. As such, they do not accurately reflect the 

cost pressures of the Irish population. It is probable that the ‘Top Down’ analysis is 

UNDERESTIMATING our demographic cost pressure.  

 What this analysis highlights is the absolute need to develop appropriate robust datas ets 

and cost indices across services so that health service utilisation data, complexity of care 

and cost indices are uniformly available for the application of transparent and evidence 

based resource allocation models. These are necessary and immediate data needs. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

                                                                 
10 European Commission (2015). The 2015 Ageing Report: Economic and budgetary projections for the 28 EU member states (2013-2060). 
Brussels: European Commission  
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Summary of Estimated Demographic Cost Pressures by HSE Services, 2019 
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Methodology 
The methodological elements used in this paper; 

 CSO projections 2018 used as denominator to quantify Demographic Pressure 

 Demographic cost pressure is analysed using the Hybrid Method  

 

CSO Population Projections (2018-2019 and 2018-2021)  

Developing demographic cost pressure estimates for publicly-funded health and social care 

services is dependent on population projections. The most up to date population projections 

used in this paper are the projections produced by the Central Statistics Office (CSO) and 

published on June 20th 2018 based on the 2016 Census. It is evident through analysis in this 

paper using these projections, that previous analysis using the 2013 projections  

underestimated our population growth (Appendix F). Subsequently it led to an under-

estimation of our demographic cost pressure. Using 2013 projections ‘Top Down’ analysis 

yielded a demographic cost pressure of 1.5% for 2017/18.3 Using 2018 projections this yields 

a cost pressure of 1.7% (Table 2). Also ‘Bottom Up’ analysis for Casemix using the 2013 

projections yielded a cost pressure of 1.7% 2017/183 whereas analysis using the 2018 

projections yields a cost pressure for casemix 2017/18 of 2%. 

  

In this paper Appendix C outlines the 2018 population projections represented by total 

population and age cohorts relevant to the various Points of Delivery (POD) for 2017, 2018, 

2019, 2020 and 2021. Our population is growing by 1% per annum with our population 85 

years and over growing at a rate of 4.3%. Projections at Community Healthcare Organisation 

(CHO) and Hospital Group (HG) levels are also detailed using Health Atlas as a reference. 

These are also detailed by Points of Delivery (POD) for 2018, 2019, 2020 and 2021 (Appendix 

D and E). 

 

Demographic Cost Pressure Estimates (Hybrid Method) 

Estimating demographic cost pressure incorporates applying age-specific cost indices to age-

specific population projections. This method is applied to evaluate the ‘Top Down’ and 

‘Bottom Up’ Approach.   

 The ‘Top Down’ Approach evaluates age-specific costs using EU cost data and applies 

these unit costs to Irish population projections.11 This allows us to account for our 

increasing ageing population and the accompanying increased health service costs.  

 The ‘Bottom Up’ Approach evaluates age-specific costs using Irish datasets; (i) Acute 

Hospitals Casemix dataset and (ii) Primary Care’s Primary Care Reimbursement Service 

(PCRS) dataset, and applies these unit costs to Irish population projections. This allows us 

to reflect Irish health and social care cost pressure using Irish health and social care 

utilisation and cost data.  

 

                                                                 
11 European Commission (2015). The 2015 Ageing Report: Economic and budgetary projections for the 28 EU 

member states (2013-2060). Brussels: European Commission 
http://ec.europa.eu/economy_finance/publications/european_economy/2015/pdf/ee3_en.pdf  

http://ec.europa.eu/economy_finance/publications/european_economy/2015/pdf/ee3_en.pdf
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In service areas where specific utilisation and cost data are NOT AVAILABLE a Hybrid 

Method is used. 

 The Hybrid Method combines estimates from the ‘Bottom Up’ Approach (where age 

specific cost and utilisation data are available), with the population demographic cost 

pressure estimated from the ‘Top Down’ Approach. 

 Using the Hybrid Method, it is no longer reasonable to use population growth only as an 

estimate for increasing publicly-funded health and social care service costs and this is 

replaced with the demographic cost pressure from the ‘Top Down’ analysis.  

 

Assumptions  

 Estimates and projections in this paper are based only on demographic cost pressure and 

do not include UNMET NEED, UNMET DEMAND or implementation of NEW SERVICES OR 

INITIATIVES.  

 It does not take into account changes in costs due to models of care, disease patterns, 

medical inflation, changes in policy, the health of the population or health seeking 

behaviours/ expectations of the public or the state of the national economy.  

 There are many other assumptions underlying the estimates advised. These are 

described in detail in Appendix G. 
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Projected Health Service Cost Pressure Estimates 
Table 1a details projected demographic cost pressure estimates for the Irish health and social care services (2018-2019) and Table 1b relates the 
projections to its absolute impact on the budget. 
 

Table 1a: Projected relative demographic cost pressures for Irish health and social services (2018-2019) 
  Demographic Cost Pressure 

  High Low 

Acute    

Acute Hospital  Age-Specific Casemix Cost Data 2.0% 2.0% 

Non Age-Specific Casemix Cost Data 2.0% 1.8% 

National Ambulance Service   3.6% 3.3% 

Community    

Primary Care  
Of Which: 

Primary Care Services 2.4% 1.8% 

Social Inclusion 1.8% 1.8% 

Chronic Il lness 3.6% 3.3% 

Older People  
Of Which: 

Older Persons Services 3.6% 3.3% 

Palliative Care 3.6% 3.3% 

NHSS (“Fair Deal”) 3.6% 3.3% 

Disability   3.6% 3.3% 
Mental Health  1.8% 1.8% 

Health and Wellbeing    

Health and Wellbeing  1.8% 1.8% 

National Services    

Primary Care Reimbursement Scheme (PCRS)  

Of Which: 

Age-specific data available 2.4% 2.4% 

No Age-specific data available 2.4% 1.8% 

National Screening Services (NSS)  1.8% 1.8% 

Environmental Health  1.8% 1.8% 

National Tobacco Control Office  1.8% 1.8% 

Emergency Management  1.8% 1.8% 

National Cancer Control Programme (NCCP)  1.8% 1.8% 

Clinical Strategy & Programmes Division  1.8% 0.0% 

Quality Assurance & Verification  1.8% 0.0% 

Quality Improvement Division  1.8% 0.0% 

Other National Services  1.8% 0.0% 

CHO HQs & Community Services   1.8% 0.0% 
*Footnotes as per Table 1b 
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Table 1b: Projected relative demographic cost pressures for Irish health and social services (2018-2019) – demonstration of absolute impact on budget 
  Gross Budget 2018 as of July 

2018* (€ millions) 
Demographic cost 

pressure percentage 
2019 Budget  
(€ millions) 

Demographic Cost pressure 
(€ millions) 

   High Low High Low High Low 

ACUTE         

Acute Hospital  ̂  5,707.00       

Of Which: Casemix Cost 
available 4,051.97 2.0% 2.0% 4133.01 4133.01 81.04 81.04 

Other 1,655.03 2.0% 1.8% 1688.13 1684.82 33.10 29.79 

National Ambulance Service   164.88 3.6% 3.3% 170.82 170.33 5.94 5.44 

COMMUNITY         

Primary Care   1,025.74       

Of Which: Primary Care 
Services 880.88 2.4% 1.8% 902.02 896.74 21.14 15.86 

Social Inclusion 144.86 1.8% 1.8% 147.47 147.47 2.61 2.61 

Chronic Il lness - 3.6% 3.3% - - - - 

Older People   2,095.09       

Of Which: Older Persons 

Services 931.28 3.6% 3.3% 964.81 962.01 33.53 30.73 
Palliative Care 86.35 3.6% 3.3% 89.46 89.20 3.11 2.85 

NHSS (“Fair 

Deal”) 1,077.46 3.6% 3.3% 1116.25 1113.02 38.79 35.56 

Disability   1,866.35 3.6% 3.3% 1933.54 1927.94 67.19 61.59 

Mental Health  937.12 1.8% 1.8% 953.99 953.99 16.87 16.87 

HEALTH & WELLBEING          
Health & Wellbeing (H&WB)  117.73 1.8% 1.8% 119.85 119.85 2.12 2.12 

NATIONAL SERVICES         

PCRS***   2,670.89       

Of Which: Age-specific 

data available 1,816.21 2.4% 2.4% 1859.80 1859.80 43.59 43.59 

No Age-Specific 
data available 854.68 2.4% 1.8% 875.19 870.06 20.51 15.38 

National Screening Service (NSS)  64.28 1.8% 1.8% 65.44 65.44 1.16 1.16 

Environmental Health  45.10 1.8% 1.8% 45.91 45.91 0.81 0.81 

National Tobacco Control Office  0.48 1.8% 1.8% 0.48 0.48 0.01 0.01 

Emergency Management  1.85 1.8% 1.8% 1.88 1.88 0.03 0.03 
National Cancer Control Programme   13.36 1.8% 1.8% 13.60 13.60 0.24 0.24 
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  Gross Budget 2018 as of July 

2018* (€ millions) 

Demographic cost 

pressure percentage 

2019 Budget  

(€ millions) 

Demographic Cost pressure 

(€ millions) 

   High Low High Low High Low 

Clinical Strategy & Programmes 
Division 

 
62.18 1.8% 0.0% 63.30 62.18 1.12 0.00 

Quality Assurance & Verification  5.63 1.8% 0.0% 5.73 5.63 0.10 0.00 

Quality Improvement Division  8.39 1.8% 0.0% 8.54 8.39 0.15 0.00 

CHO HQs & Community Services  8.52 1.8% 0.0% 8.67 8.52 0.15 0.00 

Other National Services  312.87 1.8% 0.0% 318.50 312.87 5.63 0.00 

PENSIONS & LDLS         

Local Demand Led Schemes  251.54 1.8% 1.8% 256.06 256.06 4.53 4.53 

SUB-TOTAL   15,358.99 - - 15,742.45 15,709.20 383.47 350.21 

Pensions (Stat & Vol)****  854.92 - - - - - - 

Pension Levy (Stat & Vol)****  0.08 - - - - - - 

State Claims Agency****  274.00 - - - - - - 

Overseas Treatment****  14.10 - - - - - - 

Value Improvement 
Programme**** 

 
-150.00 - - - - - - 

TOTAL  16,352.10 - - - - - - 

Note 1: Tota l  gross budget is €16,352.10 million and total Own Board Income is €1,959.70 mi llion 
Note 2: A number of HSE divisions, including NCCP, H&WB, NSS and Clinical Strategy and Programmes, utilise their budgets to "commission" services internally from the Acute Hospitals Division and 

other Community Divisions. As part of the HSE Corporate Finance’s detailed operational planning work over the coming weeks (July-August 2018) and subject to agreement between the relevant 
divisions, an element of these budgets may be reflected within the budget profile for both the Acute Hospitals and other National Divisions as part of the overall profiles. These allocations are 
i l lustrative and should not be considered as final. 
*National Finance Division, HSE, July 2018 [budget as per National Service Plan 2018 modified for current ‘income’ levels as recorded in CFI (Consolidated Financial Intelligence)] 

^The Acute Hospitals budget is split by 71% for which there is age-specific cost data available and 29% for where there is no age-specific cost data available. It includes Medical services/ unscheduled 
care, Surgical services/ scheduled care, Women and Children’s services and Specialist/ tertiary services  
**Primary Care includes Primary Care Services, Social Inclusion and Chronic I llness. In the HSE 2018 Budget, Chronic Illness was not assigned a budget line so monetary amounts are not included here 

***The Primary Care Reimbursement Scheme (PCRS) budget is split by 68% for schemes where age-specific data are available and 32% for which no age-specific data are available 
****Outs ide scope of paper 
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Projected Health Service Demographic Cost Pressure Estimates 

Commentary on Estimates   
 

Top Down Analysis  
The Top Down approach evaluates age-specific costs using EU cost data and applies these 

unit costs to Irish population projections. This allows us to account for our increasing ageing 

population and the accompanying increased health and social care utilisation and costs. The 

2015 Ageing Report, produced by the European Commission, collected data on age-specific 

healthcare costs across the European Union (EU) and demonstrated significant agreement 

on relative per capita healthcare costs by age and gender.13 The cost pressures for Ireland 

were derived by averaging data from across 15 EU countries and the data were normalised 

so that the average expenditure per capita equated to a value of 1. There is a caveat that 

while the data were based on a number of EU countries, it is still a proxy for the average 

expenditure per capita of the Irish population. This analysis is useful to provide a measure 

of incremental cost pressure based on the size and increasing age of our population. 

Irrespective of budgetary change, medical inflation and utilisation of services, our changing 

demographic profile is a constant cost pressure that accumulates over time. 

Figure 1 shows the estimated age-specific relativities for Ireland. This demonstrates that as 

people age particularly over the age of 50 years the healthcare costs increase. However, a 

more dramatic effect is seen at age 65 years and over where the slope of the line increases.  

These age-specific cost relativities are then applied to the projected population for 2017-

2021 to demonstrate the demographic cost pressure as outlined in Table 2.  

 

• From 2018 to 2019 a demographically driven cost pressure of 1.8% is calculated 

(Table 2 and Figure 2). This is almost twice the projected rate of growth in the 

population (1%, n = 50,463) over the same time period. This means a 1.8% upward 

adjustment in public health spending will be required to meet the pure demographic 

effect in order to deliver the same level of service in 2019. 

• From 2018-2019 the demographic cost pressure for adults 65 years and over is 3.6%, 

the projected rate of growth of this population cohort for the same period is 3.3% (n 

= 21,969). 

• Similarly, for the same period the demographic cost pressure for adults 85 years and 

over is 4.6%, the projected rate of growth of this population cohort for the same 

period is 4.3% (n = 3,116). 

 

 

 

 

 

                                                                 
13 European Commission (2015). The 2015 Ageing Report: Economic and budgetary projections for the 28 EU 
member states (2013-2060). Brussels: European Commission 
http://ec.europa.eu/economy_finance/publications/european_economy/2015/pdf/ee3_en.pdf  

http://ec.europa.eu/economy_finance/publications/european_economy/2015/pdf/ee3_en.pdf
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Figure 1: Estimated age-specific expenditure relativities for Ireland by age category, 2017 

 
Source: Healthcare Pricing Office, The 2015 Ageing Report, Economic and Budgetary projections  

 

Table 2: Projection of health cost units by age category, 2017-2021 

 
Source: Healthcare Pricing Office, The 2015 Ageing Report, Economic and Budgetary projections  
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Figure 2: Estimated Projected Health Expenditure relativities for Ireland, 2017 to 2021 

 
Source: Healthcare Pricing Office, The 2015 Ageing Report, Economic and Budgetary projections  

 

Bottom Up Analysis 
Bottom up analysis applies the age-specific utilisation and cost data by service area where 

available to project the demographic pressure 2018-2019. In many areas of service 

appropriate data is not available and therefore assumptions are made using available data 

and ‘Top Down’ analysis.   

Acute 

Acute Hospitals 

Table 3 outlines the demographic cost pressure for Acute Hospitals 2018-2019. The total 

hospital allocation is divided into two groups: 

 Activity-based funding (ABF) casemix cost available 

 Other (including outpatient and Emergency Department activity) 

 

Activity Based Funding (ABF) Casemix Cost 

An upward adjustment of 2.0% is required to meet demographic cost pressure 2018-

2019 based on the 2018 population projections and 2017 total inpatient and day case 

activity.  This is an increase from 1.7% projected for 2017-2018.  
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Other (including Outpatient and Emergency Activity) 

Approximately 71% of the total allocation to hospitals relates to inpatient and day-case 

activity carried out in the hospitals which participate in the ABF programme. 

The remaining 29% is included in the “other” category. This includes costs of outpatient 

and Emergency Department (ED) attendances. The age-profile of users of these services 

are younger than Day Case and Inpatient services with a range of 19-21% of adults over 

65’s using this service in comparison to 31-39% adults over 65s using inpatient and day-

case services.14 Therefore, in the absence of age specific utilisation and cost data for ED 

and Outpatient Department at present, a high of 2.0% consistent with the casemix 

estimate for 2018 and a low estimate of 1.8% has been assigned to the “other” 

category. It is likely that 1.8% the total demographic cost pressure 2018/19 as reflected 

in the ‘Top Down approach’ is a good basis to support this low estimate. 

 For the 71% of the Acute Hospitals budget for which age specific utilisation and cost 

data are available (based on ABF Casemix Costs), an estimated 2% (an additional 

€81.04 million) upward adjustment of the 2018 budget is advised to deliver the same 

service in 2019.  

 For the 29% of the Acute Hospitals budget for which age-specific data is not available, 

upward adjustments ranging from a low of 1.8% to a high of 2% is recommended (an 

additional range of low-high €29.79 million to €33.10 million).  

 In monetary terms, based on the allocated budget of €5,707.00 million for Acute 

Hospitals as of July 2018 this equates to an additional low-high range minimum funding 

requirement of €110.83 million to €114.14 million in order to meet the additional 

demand due to the pure demographic effect.15 This does not take into account the 

budget deficit position of the 2018 budget or new services or initiatives that could be 

implemented.  

 In the 3 years 2018-2021, an upward increase of 6.2% is projected. 

 

Table 3: Demographic Cost Pressure – Acute Hospitals 2018-2019 

 Demographic Cost Pressure Percentage 

 High Low 

Casemix cost 2.0% 2.0% 

Other (including Outpatient and 

Emergency Department activity)  
2.0% 1.8% 

 

In a system operating at full capacity, when costing additional demographic pressures, it is 

important to be cognisant of the additional infrastructural requirements to enable the 

system to meet that demographic pressure. Otherwise, demographic pressure simply 

translates directly into longer elective waiting lists, and additional funding is consumed 

within the acute hospital budget meeting other needs, e.g. high cost drugs. 

                                                                 
14 Health Service Capacity Review 2018: Review of Health Demand and Capacity Requirements in Ireland to 
2031, Department of Health, January 2018, PA Consulting Group, London, United Kingdom 
15 National Finance Division, HSE, July 2018 (budget as per National Service Plan 2018 modified for current 
‘income’ levels as recorded in CFI) 
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Methodology of Bottom Up analysis on Casemix  

Casemix provides a means for standardising data collected on activity and costs within acute 

hospitals so that meaningful comparisons can be made between different areas of activity, 

types of activity and hospitals. The casemix index represents a unit measurement of the 

relative complexity of the patients treated. ABF casemix data can be matched with data on 

age-specific discharge rates in order to obtain estimates of total inpatient and day-case costs 

for each age group. It is apparent that healthcare costs directly increase with age. Keeping 

the casemix indices and the age-specific discharge rates constant, the values for each age 

group can be applied to the projected populations for 2019 and up to the year 2021. This is 

carried out for inpatient and day cases. Figure 3 demonstrates the increasing trend in 

healthcare costs in this area of service.  

 

Figure 3: Projected Total in-patient and day case demographic cost pressure by age 2017- 2021 

 
 

Projecting the costs for inpatient and day case separately for 2017 and trending up to 2021, 

results in a very similar picture (Figure 4) for each patient activity. The reason for this, 

despite the very different cost structure and pattern of discharges (Figure 5), is the very 

marginal decline in relative cost by age which is offset by the steep rise in discharge rates in 

the large age cohorts up to the age of 79. Projecting forward highlights a significant 

population ageing effect. 
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Figure 4: Projected Inpatient and Day-Case Total Costs 2017-2021

 

 

Figure 5: Inpatient and Day Case Discharge rate per 1,000 Population 2017

 

 

Recent Reports  

Recent reports the ESRI’s Projections of Demand for Healthcare in Ireland, 2015-2030 and 

the Department of Health’s Health Service Capacity Review used the 2013 projections in 

their analysis which is now evident to underestimate our population growth. 

Notwithstanding the differences in population projections, these reports also have 

methodological differences with regard to forecasting activity projections by point of 
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service.16, 17 The ESRI incorporate the healthy ageing effect and unmet demand (waiting lists 

used as an indicator) into their forecasting model allowing for differing ageing scenarios into 

the future. This is of greater relevance in long-term forecasting and not of immediate 

relevance for 2018/2019 projections. The Health Service Capacity Review forecasting model 

incorporates unmet demand (waiting list used as an indicator) and non-demographic 

pressure in their model. It must be remembered that this forecasting is on demographic 

activity and not on the demographic cost pressure.  

 

Developing costing forecasts requires a different methodology. The split of the Inpatient 

care into Elective and Non-elective in the bed capacity is not appropriate in cost projections 

as the Activity Based Funding (ABF) costing is derived at the DRG level and not the bed type 

a patient was treated in. The examination of day-cases in the bed capacity is looking at the 

capacity associated with the treatment whereas in ABF it is costing the actual treatment. In 

HIPE, cases which are clinically similar and are expected to consume similar amounts of 

resources are grouped into diagnosis related groups (DRGs). This grouping, although mainly 

diagnosis driven, is carried out by examination of the case in its entirety including all 

diagnoses, all procedures carried out and demographic and administrative information. It is 

at this DRG level that costs are derived.  

 

Day-Case Costs 2018/2019 

In the case of day case activity this paper projects based on activity for 2017 only. 

Forecasting forward to 2018 and 2019 it is anticipated that with no changes in models of 

care or external factors, day case demographic cost pressure will increase by 2.1% from 2017 

to 2018 and by 2.1% from 2018 to 2019 purely to provide the same care as described in 

activity figures in 2017 to the 2019 population.  

 

Inpatient Costs 2018/2019 

In the case of inpatient activity, this paper projects based on total inpatient activity for 2017 

only. Forecasting forward to 2018 and 2019 it is anticipated that with no changes in models 

of care or external factors, inpatient demographic cost pressure will increase by 1.9 % from 

2017 to 2018 and by 2.1% from 2018 to 2019 purely to provide the same care as described 

in activity figures in 2017 to the 2019 population. 

 

National Ambulance Service (NAS) 
Under the New Ways of Working, the NAS comes under Acute Services. The client 

population for ambulance services are predominately older adults.18 Thus an upward 

                                                                 
16 Wren MA, Keegan C, Walsh B, Bergin A, Eighan J, Brick A, Connolly S, Watson D and Banks J. Projections of 
Demand for Healthcare in Ireland, 2015-2030: First Report from the Hippocrates Model. Economic and Social 
Research Institute, Research Series Number 67, October 2017, ISBN 978-0-7070-0443-3, DOI 

https://doi.org/10.26504/rs67 
17 Health Service Capacity Review 2018: Review of Health Demand and Capacity Requirements in Ireland to 
2031, Department of Health, January 2018, PA Consulting Group, London, United Kingdom 
18 Veser A, Sieber F, Groβ Stefan and Prückner S. The demographic impact on the demand for emergency 
medical services in the urban and rural regions of Bavaria, 2012–2032. Zeitschrift Fur 
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adjustments ranging from a low of 3.3% (population growth in adults 65 year and over) to a 

high of 3.6% (demographic cost pressure of adults 65 years and over) are advised. 

 

Primary Care and Community Services  
The Primary Care Reimbursement Scheme (PCRS) dataset represents the most robust 

dataset which provides age-specific utilisation and cost data for Primary and Community 

Care. Analysis of this dataset therefore provides indices for the ‘Bottom Up’ analysis in 

Primary and Community Services. 

 

Primary Care Reimbursement Service (PCRS) 

The PCRS dataset provides data on activity and costs incurred in Primary Care that are 

administered through the Primary Care Re-Imbursement Service. This data accounts for 68% 

of the total PCRS expenditure. The schemes which provide this data are the following;  

1. GMS scheme (this scheme has 6 elements namely; GMS Pharmaceutical Ingredient Costs, 

GMS Pharmaceutical Pharmacy Fees, GP Visit Card Capitation Fee, Medical Card Capitation Fee, 

Other GMS Fees paid to GPs and Out of Hours Service Fee.  

2. DPS payment to pharmacists 

3. DTSS - Total payments to Dentists 

4. LTI payment to pharmacists 

5. Optical  

 

Analysis of this data for 2017 projects an upward adjustment requirement of 2.4% to meet 

demographic cost pressures in 2018-2019 (Table 4). This is an increase from 2.1% projected 

for 2017-2018. For the remaining 32% of PCRS expenditure for which age and cost 

breakdown are not currently available, a high estimate of 2.4% has been assigned on the 

basis that it is assumed that similarly higher levels of eligibility and usage by the older age 

groups across a number of payments / schemes. However, it is also the case that a 

proportion of PCRS expenditure that is not accounted for through the age-specific data may 

be less directly related to older age groups. Therefore, a low estimate of 1.8% is taken under 

the assumption that equivalence to the ‘Top Down’ projected demographic cost pressure in 

2019 has been attached to this expenditure.  

 
Table 4: Demographic Cost Pressure –PCRS 2018-2019 

 Demographic Cost Pressure Percentage 

 High Low 
PCRS schemes  
(age-specific data available) 
         

PCRS schemes 
(No age-specific data available) 

2.4% 
 
 

 
2.4% 

                       2.4%  
 
 

 
1.8%  

 

                                                                 
Gesundheitswissenschaften 2015; 23(4): 181–188 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4502287/pdf/10389_2015_Article_675.pdf  

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4502287/pdf/10389_2015_Article_675.pdf
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Methodology of Bottom Up analysis on PCRS  

Projecting PCRS expenditure is complex. Demographic change is a driver of changing 

expenditure; however, PCRS expenditure is also significantly impacted by other influences 

such as government policy, pharmaceutical market forces, new drugs, shifting patterns of 

disease burden, and prescribing and dispensing behaviours.  For the purpose of Planning for 

Health, pure demographic effects have been examined only and all other factors have been 

assumed to stay constant. Table 5 provides an overview of the total cost of the schemes 

operated by the PCRS in 2017 for which age-specific data is available.  The expenditure on 

these schemes account for approximately 68% of the total PCRS expenditure.  GMS 

pharmaceutical costs (ingredient costs and pharmacy fees) comprised the largest proportion 

of expenditure (53.5%).   

 

 Table 5: Expenditure on selected PCRS schemes 2017  
Scheme 2017  Total (€) % Total 

GMS GMS Pharmaceutical Ingredient 

Costs 622,030,684 35.6% 

GMS Pharmaceutical Pharmacy Fees 312,878,854 17.9% 

GP Visit Card Capitation Fee 69,681,695 4.0% 
Medical Card Capitation Fee 206,692,191 11.8% 
Other GMS Fees paid to GPs 42,824,063 2.5% 
Out of Hours Service Fee 36,340,281 2.1% 

DPS payment to pharmacists  145,174,451 8.3% 
DTSS - Total payments to 

Dentists  61,933,670 3.5% 

LTI payment to pharmacists  217,209,959 12.4% 

Optical  30,543,677 1.8% 

Total of above schemes  1,745,309,525 100.0% 
Source: PCRS data 2017 accessed via PHIS, Department of Health. There are 2 Caveats to this data; 

(1) Stock payments to pharmacies are excluded in the age-specific element of PCRS (66.7%) but captured in the 
remaining 33.3% of the budget; (2) DPS payments are reported in PCRS via PHIS inclusive of citizen co -
payments. This over-estimates the total costs faced by the HSE due to this scheme.  
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Recent trends and pure demographic effect on expenditure across various schemes is shown 
in Table 6. 
 
Table 6: Recent trends and projections in expenditure (€1,000,000s) across PCRS administered 
schemes 

 

  
Actual 
2017 

Projected 
2018 

Projected 
2019 

Projected 
Change 

2018-2019 
Projected 

2021 

Projected 
Change 

2018-2021 

  € € € € % € € % 

GMS GMS Pharmaceutical 
Ingredient Costs 622 638 655 17 2.6% 690 52 8.1% 

GMS Pharmaceutical 
Pharmacy Fees 313 321 330 9 2.7% 349 27 8.5% 

GP Visit Card 
Capitation Fee 70 70 71 1 1.1% 73 2 3.4% 

Medical Card 
Capitation Fee 207 212 217 5 2.3% 227 15 7.2% 

Other GMS Fees paid 
to GPs 43 44 45 1 2.2% 47 3 6.7% 
Out of Hours Service 

Fee 36 37 37 0* 1.1%  38 1 3.4% 

DPS payment to pharmacists  145 149 152 3 2.3% 159 10 7.0% 

DTSS - Total payments to 
Dentists 62 63 64 1 1.9% 67 4 5.9% 

LTI payment to pharmacists  217 222 226 4 2.0% 235 13 5.9% 

Optical  31 31 32 1 2.6% 34 3 8.2% 
Total 1745 1787 1829 42.3 2.4% 1917 130.4 7.3% 

*this value is represented as 0 above due to rounding 

 

 Expenditure across schemes will increase moderately (1.1% to 2.7%) in the short term 

2018-2019. 

 A larger increase can be expected in the medium term 2018-2021 (3.4% - 8.5%).  This 

represents demographic pressure only.  

 

The following schemes (or elements of schemes) for which we have age-specific data that 
have incurred the greatest expenditure over the past three years have remained the same 

(albeit with a minor variation in pattern). These schemes (or elements of schemes) 
cumulatively consistently represent more than 86.32% of the total for the year (Table 7).  

 
Table 7: Top five PCRS expenditure components (age specific data available) 2015-2017 

 2015 2016 2017 
Scheme €m % of year €m % of year €m % of year 

GMS Pharmaceutical Ingredient Costs  682 37.97% 659 37.06% 622 35.64% 

GMS Pharmaceutical Pharmacy Fees  321 17.86% 320 17.97% 313 17.93% 

LTI payment to pharmacists  198 11.03% 202 11.38% 217 12.45% 

Medical Card Capitation Fee 211 11.73% 210 11.82% 207 11.84% 

DPS payment to pharmacists  153 8.49% 151 8.46% 145 8.32% 

Total 1565 87.08% 1542 86.69% 1504 86.17% 
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Primary Care  
Primary Care budget provides for a number of programmes of care including Primary Care 

Services, Social Inclusion and Chronic Illness. Age-specific utilisation and cost data are not 

available for these services therefore the Hybrid method is used to provide es timates.  

Table 8 outlines the estimates for demographic cost pressure applying the Hybrid Method 

for the Primary Care Budget 2018-2019. 

 
Table 8: Demographic Cost Pressure – Primary Care 2018 – 2019  

 Demographic Cost Pressure Percentage 

 High Low 
Primary Care 2.4% 1.8% 
Social Inclusion 1.8%                       1.8% 
Chronic Illness 3.6% 3.3% 

 
Rationale 

The absence of age specific utilisation and cost data for the Primary Care services gives rise 

to reliance on assumptions regarding the profile of the client populations and accompanying 

demographic cost pressure. Allocations in the area of primary care services relate principally 

to the development of primary care team services. On reviewing activity across the therapies 

in primary care, these lines all show the very typical pattern of increasing use with age.  It is 

probable that utilisation of primary care services mirrors and is linked to the consultations 

and activity to some extent of PCRS. As such it is reasonable to set a high estimate of 2.4 %.  

To the extent that these services are intended to improve health and wellbeing across the 

entire population, a low estimate to reflect population demographic cost pressure of 1.8% 

consistent with the top down approach is also reasonable. 

 

Social Inclusion  

Social Inclusion service users are a younger but more deprived population with higher 

morbidity and mortality rates than the general population.  No age-specific cost or utilisation 

data is available for these services however; complexity of health needs is repeatedly 

reported19. The use of the top down total population demographic cost pressure 1.8% as an 

estimate is reasonable. 

 

Chronic Illness 

Chronic illnesses are distributed across all age cohorts; however, it increases in prevalence 

and complexity with age. Approximately 86% of people aged 65 years and over have one or 

more chronic diseases, and 65% of people aged 65 years and over live with multi-

morbidity.20 Using the ‘Top Down’ health unit costs by age as a proxy it is evident that the 

cost of healthcare increases significantly with age as unit costs are 3.5 times greater in adults 

85 years and over compared to adults 45-49 years (Table 2 and Figure 2).  In addition, 24% of 

                                                                 
19 All Ireland Traveller Health Study (2010). All Ireland Traveller Health Study: Our Geels [Online]. Available: 

https://www.ucd.ie/issda/data/allirelandtravellerhealthstudy/. 
20 The Irish Longitudinal Study on Ageing (TILDA), wave 1, 2010 

https://www.ucd.ie/issda/data/allirelandtravellerhealthstudy/
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community-living Irish people aged 65 years and older are frail and 45% are prefrail. 

Therefore, the top down cost pressure for adults over 65s of 3.6% is used as a high estimate 

and population growth in adults 65 years and over of 3.3% is used as a low estimate.  

 

Older People 

The client population of Services for Older Persons are people 65 years and over (Table 9). 

While this population has been increasing at a rate of 3-4% per annum and will continue to 

increase into the future, there is debate as to the implications of this population increase on 

health services utilisation, in particular on the need for both in home and residential 

supports. 

 
Table 9: Demographic cost pressure – Older People Services 2018-2019  

 Demographic Cost Pressure Percentage 
 High Low 

Older Persons  3.6% 3.3% 
Palliative Care  3.6% 3.3% 
Nursing Home Support Scheme (NHSS)  3.6% 3.3% 

 

Rationale 

The recent CSO projections outline that the population 65 years and over will grow by 3.3% 

(2018 to 2019) and adults 85 years and over will grow by 4.3%. Older persons are more frail 

and living with co-morbidities with 24% of community-living Irish people aged 65 years and 

older are frail and 45% are prefrail.21 Also it is evident from our analysis of healthcare cost 

units by age that the cost of healthcare increases significantly with age with unit costs 3.5 

times greater in adults 85 years and over compared to adults 45-49 years (Table 2 and Figure 

2).Therefore, the high estimate of 3.6% represents the ‘Top Down’ demographic cost 

pressure to provide health and social care costs to adults 65 and over. The low estimate of 

3.3% represents the population growth in adults 65 years and over.  

 

Nursing Home Support Scheme (NHSS) 

The predominant client group of NHSS are adults 65 years and over. Therefore, it is 

reasonable to take a high estimate of 3.6% which represents the ‘Top Down’ demographic 

cost pressure. The low estimate of 3.3% represents the population growth in adults 65 years 

and over.  

 

Recent Reports  

The requirement for ‘in home supports’ is predicted to increase into the future by both the 

ESRI’s Projections of Demand for Healthcare in Ireland, 2015-2030 and the Department of 

                                                                 
21 Roe L, O'Halloran A, Normand C and Murphy C. The impact of frailty on public health nurse service util isation 
Findings from The Irish Longitudinal Study on Ageing (TILDA), Sept 2016. ISBN: 978-1-907894-12-1 
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Health’s Health Service Capacity Review.22, 23 Although using varying methodologies the 

projections of both processes are broadly in agreement in relation to projected demand. 

However, they do not intimate cost projections. Similar broad agreement was seen for home 

care packages (HCP) and intensive HCP. The ESRI report predicts that demand for residential 

care for older people will reduce from a current rate of 4.5% of the population over 65 years 

to a level between 3.9 – 4.4%. However, the report stresses that the rapid growth in demand 

and the projected increase in the proportion of residents over 85 years with complex needs 

will put additional demands on the sector. 

 

Palliative Care  

The predominant client group of Palliative Care Services are adults 65 years and over. 

Therefore, it is reasonable to take a high estimate of 3.6% which represents the ‘Top Down’ 

demographic cost pressure. The low estimate of 3.3% represents the population growth in 

adults 65 years and over.  

 

Disability 

The client population that avails of disability services have more complex health and social 

care needs and age prematurely compared to the general population.24, 25 In addition, 

people with disabilities have more resource intensive needs at a younger age. Demographic 

growth as a proxy for increases in demographic cost pressures for disability services 

significantly underestimate the demographic health costs of this client population. Cost 

indices reflective of greater morbidity and health needs consistent with an older population 

are more representative of a population with disabilities.  A high estimate of 3.6% is 

recommended which represents the cost pressure from the ‘Top Down’ analysis on adults 65 

years and over (Table 10). The low estimate of 3.3% consistent with populations with 

increased morbidity and complexity of needs is reasonable.  
 
Table 10: Demographic cost pressure – Disability 2018-2019  

 Demographic Cost Pressure Percentage 

 High  Low  
Disability  3.6% 3.3% 

 

 

 

                                                                 
22 Wren MA, Keegan C, Walsh B, Bergin A, Eighan J, Brick A, Connolly S, Watson D and Banks J. Projections of 
Demand for Healthcare in Ireland, 2015-2030: First Report from the Hippocrates Model. Economic and Social 

Research Institute, Research Series Number 67, October 2017, ISBN 978-0-7070-0443-3, DOI 
https://doi.org/10.26504/rs67  
23 Health Service Capacity Review 2018: Review of Health Demand and Capacity Requirements in Ireland to 
2031, Department of Health, January 2018, PA Consulting Group, London, United Kingdom 
24 The Irish Longitudinal Study on Ageing (TILDA) (2014). Advancing years, different challenges: Wave 2 IDS -
TILDA. Findings on the aging of people with an Intellectual Disability. Dublin: Trinity College Dublin  
25 McCarron M, Cleary E and McCallion P. Health and Health-Care Util ization of the Older Population of Ireland: 

Comparing the Intellectual Disability Population and the General Population. Research on Aging, 2017, 
39(6):693-718 doi: 10.1177/0164027516684172  

https://doi.org/10.26504/rs67
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Rationale 

The budget lines for Residential and Day services combined account for 85% of the total 

disability budget. This is split 74:26 between residential and day services. Bottom Up analysis 

of utilisation of residential services projects that an increase of 5.2% 2018-2019 is required 

to provide the existing level of service to the growing older population with disabilities 

requiring residential care (Table 11).  Similarly, projection of utilisation of day services 

projects an increase of 3.2% is required to provide the existing day services to the growing 

older population with disabilities (Table 12). This provides a blended increase in residential 

and day services of 4.2% to continue to provide the same level of service in 2019 based on 

current utilisation patterns. However, these are utilisation rates only and do not include cost 

analysis. As a result, consistent with the methodology in this paper, a high estimate of 3.6% 

reflective of the cost pressure on a population with greater health needs e.g. an older 

population is taken. A low estimate of 3.3%, which is the equivalent of the Top Down 

analysis of healthcare cost to the general population.  As previously stated this does not 

take into account unmet need or other significant demands on the disability budget.   

 
Table 11: Projections for Increasing Demand in Disability Services  

Age Group 2015 age specific residential 

care rates (ID) 

Forecast 2020 

population with 
ID 

Number residential 

places required 2020* 

20-24 0.09 2,751 247.59 

25-29 0.18 2,038 366.84 

30-34 0.33 1,894 625.02 

35-39 0.43 1,787 768.41 
40-44 0.51 1,835 935.85 

45-49 0.63 1,954 1,231.02 
50-54 0.71 1,859 1,319.89 

55-59 0.76 1,685 1,280.6 

60-64 0.82 1,199 983.18 

65-74 0.85 1,388 1,179.8 

75+ 0.9 291 261.9 

Total  18,681 9,200 
Source: Transforming lives Report on Future Needs for Disability Services, Working Group 1  

Note: These projected estimates take no account for unmet need for this service which has built up significantly 
over the years of austerity. 

 
Table 12: Projections of Day Services to Meet Existing Level of Service 2017-2021 

  Yearly increase to meet ELS Places required % yearly increase 

2016  27813*  

2017 932** 28,745 3.4% 
2018 932 29,677 3.2% 

2019 948 30,625 3.2% 

2020 975 31,573 3.2% 

2021 992 32,565 3.1% 
Source: Transforming lives Report on Future Needs for Disability Services, Working Group 1  
*Level of service provided in 2016 (HRB 2017) **Assumption that similar increase required 2016-2017 as per 2017-2018 
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Mental Health Services  
It is projected that using the Top Down analysis an upward adjustment of the mental health 

budget of 1.8% is required to meet the demographic cost pressure on the service. 

 

Table 13: Demographic cost pressure - Mental Health services 2018-2019  

 Demographic Cost Pressure Percentage 
Estimate  

 High Low 

Mental Health Services 1.8% 1.8% 
 

Rationale  

Mental Health Service consists of inpatient services and community services. Care to the 

patient through the mental health services is predominately delivered in the community.  

Age specific utilisation data for the in-patient service is available from the National 

Psychiatric Inpatient Reporting System (NPIPRS) database. It is projected that from 2018-

2019 there will be a 1.3% pure demographic pressure on the adult in-patient psychiatric 

services (Figure 6).  However, for this service, age specific cost data is not available. Similarly 

age specific utilisation or cost data are not available for community services. In 2017, the 

number of accepted general adult referrals to Community Mental Health Teams was 38,301, 

while the number of admissions to adult acute in-patient services was 12,425. Although 

hospital and community services are not directly comparable  there are 3 times as many 

accepted community referrals as there are inpatient admissions in the adult service. Also, in 

2017 the number of accepted referrals to the Child and Adolescent Mental Health Service 

(CAMHS) was 12,988; while in 2016 the number of admissions to CAMHS acute in-patient 

services was 509 admissions.  Likewise, although hospital and community services are not 

directly comparable there are 25 times as many accepted community referrals as there are 

inpatient admissions in the child and adolescent service. In the absence of more granular 

cost data on community and inpatient services, it is reasonable to take the general 

population demographic cost pressure of 1.8% as both the high and low estimate (Table 13). 

It is projected that a 1.8% upward adjustment is required to meet demographic cost 

pressure on Mental Health Services 2018-2019.  
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Figure 6: Projected number of adult admissions to public psychiatric hospitals 2018 – 2021  

 
 

Health and Wellbeing 
It is projected that using the Top Down analysis and upward adjustment of the Health and 

Wellbeing budget of 1.8% is required to meets the demographic cost pressure on the service 

(Table 14). 

 
Table 14: Demographic cost pressure - Health & Wellbeing 2018-2019  

 Demographic Cost Pressure Percentage 
Estimate   

 High Low 

Health & Wellbeing Services 1.8% 1.8% 

 

Rationale  

Population health is for the benefit of the entire population therefore it is reasonable to 

apply the general population demographic cost pressure of 1.8% as an estimate. However, 

there are many drivers of non-demographic cost pressure. The age structure of the 

population and the prevalence of chronic disease are two of several factors that drive the 

demand for and pattern of consumption of healthcare. For example, obesity, a major risk 

factor for chronic diseases, is projected to increase from 26% to 38% in men and 25% to 

37% in women from 2014 to 2025 (ESRI, 2017).26 Up to one third of our children are obese 

(GUI, 2017). 27  This non demographic cost pressure should be considered due to the 

potential impact on population health and demand for other health services.  

 

National Services 
National Screening Service 

National screening services no longer lie under Health and Wellbeing. In the absence of age 

specific utilisation and cost data it is reasonable to take the general population demographic 

                                                                 
26 Wren MA, Keegan C, Walsh B, Bergin A, Eighan J, Brick A, Connolly S, Watson D and Banks J. Projections of 

Demand for Healthcare in Ireland, 2015-2030: First Report from the Hippocrates Model. Economic and Social 
Research Institute, Research Series Number 67, October 2017, ISBN 978-0-7070-0443-3, DOI 
https://doi.org/10.26504/rs67 
27 Growing Up in Ireland. National Longitudinal Study of Children. Overweight and Obesity Among 9-Year-Olds. 
Economic and Social Research Institute, Report 2. 
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cost pressure of 1.8% as a high and as a low estimate. Bottom up analysis of utilisation only 

was carried out on the screening service (Appendix B, Tables B1-B3). This projected that 

based on demographics of the age-specific population only;  
 6% increase in numbers of women attending Breast Check is expected 2018-2019  

 3% increase in numbers of women attending Cervical Check 2018 and 2019. There is 

uncertainty in terms of the impact of the recent Cervical Check Screening controversy on 

attendances. 

 3.5% increase in the numbers of men and women participating in BowelScreen are 

expected from 2018 to 2019. 

 An annual growth in demand of approximately 10,000 is anticipated for the Diabetic 

RetinaScreen programme into 2019 and onwards. 

 

Environmental Health  

 The client population for emergency management services is the general population. In 

the absence of age specific utilisation and cost data it is reasonable to take the general 

population demographic cost pressure of 1.8% as a high and as a low estimate.  
 

Office of Tobacco Control  

 In the absence of age specific utilisation and cost data it is reasonable to take the general 

population demographic cost pressure of 1.8% as a high and as a low estimate. 
 

Emergency Management 

Under the New Ways of Working, Emergency Management comes under National Services. 

 The client population for emergency management services is the general population. An 

estimate of 1.8% is proposed for this service. 

 

National Cancer Control Programme (NCCP) 

Under the New Ways of Working, the NCCP comes under National Services. 

 The client population for the NCCP services is the general population. An estimate of 

1.8% is proposed for this service. 

 

Non-Care Areas/ Other National Services  

 An estimate of 1.8% has been applied to all of the following areas of expenditure, 

assuming pressure on these services is demographically driven.   

 As this assumption may not be valid, given the nature of these business areas, a low 

estimate of 0% is also proposed, i.e. the requirements of these areas are not 

demographically driven.    

— Clinical Strategy and Programmes Division 

— Quality Assurance and Verification 

— Quality Improvement Division 

— CHO HQs and Community Services 

— Other National Services 



 

Estimates Paper, V5.0, 25th July 2018, Page 31 of 45 
 

 

Pensions and Local Demand Led Schemes 

 In the absence of age specific utilisation and cost data for Local Demand Led Schemes, it 

is reasonable to take the general population demographic cost pressure of 1.8% as a high 

and as a low estimate. 

 A separate process is in place between the HSE and the relevant government 

departments to project growth requirements in statutory Pensions, Pension Levy, State 

Claims Agency, Overseas Treatment and Value Improvement Programme and this is out 

of scope of this paper.    

 

Recommendations on Analysis 

 Development of age-specific utilisation and cost data across all divisions is a necessary 

and immediate data need to facilitate evidence-based resource allocation in Ireland 

 Refinement of the modelling methodology in future estimates of Older Persons and 

Disability Services through the development of a costing index would greatly assist this 

data gap. 

 Further modelling exercises should be undertaken that factor in existing known deficits 

and any new initiatives being implemented. 
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Appendix A: Definitions of demographic pressure and demographic cost pressure 

 

Definitions 

Demographic pressure is defined as size, growth, and distribution of a population and its 

effects on the environment.28  

 

Demographic cost pressure on health and social care services can be defined as the 

financial requirements to maintain existing level of service to a changing population size and 

distribution.1 Estimates of demographic cost pressure do not include unmet need, unmet 

demand or implementation of new services or initiatives.  

 

 

 
 
 
 
 
 

 
 

 
 

 
 

 
 

 
 

 
 
 
 
 
 
 

 
 

 
 

 
 

 
 

 
 

                                                                 
28 Rechel B, Doyle Y, Grundy E and McKee M. How can health systems respond to population ageing? Health 
Systems and Analysis. Policy Brief 10, WHO 2009 
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Appendix B: Bottom Up Analysis for the National Screening Service (NSS) 

 

National Screening Service 

Bottom Up Analysis  

Projected utilisation of Screening Services was carried out to reflect the demographic pressure 

on this service.  

 

Table B1: BreastCheck Screening Data for 2017 and Projections 2018-2021  

Year Age Group Eligible Population 

(50 % of Cohort) 

No. Screened in the period % participation 

2017 50 -66 230,606 164,118 71.6 

2018 50 -67 242,861 170,000* 70 
2019 50 -68 257,791 180,453 70 

2020 50 – 69 273,617 191,532 70 
2021 50 – 69 279,670 195,769 70 

Source: National Screening Service BreastCheck Programme, Central Statistics Office, Health Service Executive, 
National Service Plan, 2018. 

*Target number to be screened with approximately 70% participation rate as per HSE National Service Plan 
2018. 
 

Table B2 CervicalCheck Screening Data for 2017 and Projections 2018-2021 

Year Age Group Eligible Population 
(number)† 

Numbers 
screened†† 

Coverage Rate 
% 

2017 25-44 238,777 168,959 70.8 
45-60 90,256 81,429 90.2 

                                  

Total 2017 
329,033 250,388 76.1 

2018 25-44 231,011   

45-60 961,82   

                                  

Total 2018 327,192 255,000* 80 

2019 25-44 230,011   
45-60 97,959   

                                  
Total 2019 

327,970 
 

262,376 
 

80 

2020 25-44 229,080   

45-60 99,687   

                                  
Total 2020 

328,768 
 

263,014 
 

80 

2021 25-44 228,177   

45-60 101,445   

                                  
Total 2021 

329,622 
 

263,698 
 

80 

Source: National Screening Service CervicalCheck Programme, Central Statistics Office, Health Service 
Executive, National Service Plan, 2018. 
†Eligible population adjusted for hysterectomy (Based on a hysterectomy rate of 2.35% women aged 25 -60 
years in 2016) 



 

Estimates Paper, V5.0, 25th July 2018, Page 36 of 45 
 

††Numbers screened is number of unique women who have taken (or are projected to take) a smear test in a 
period by age cohort. 
*Target to be screened in 2018 is 255,000 as per HSE National Service Plan 2018.  This target was estimated 

previous to the CervicalCheck Screening controversy. 
 
Table B3: BowelScreen Data for 2017 and Projections 2018-2021 

Year Age 

Group 

Eligible Population 

(50 % of Cohort) 

Numbers screened 

in the period 

% participation 

2017 60-69 230,721 119,868 45.2 

2018 60-69 256,000* 125,000** 48.8 

2019 60-69 258746§ 129373 50 

2020 60-69 262440§ 131220 50 
2021 60-69 267029§ 133515 50 

Source: National Screening Service BowelScreen Programme, Central Statistics Office, Health Service Executive, 
National Service Plan, 2018. 

*Based on eligible population as per BowelScreen Register 2018 
**Target to be screened in 2018 is 125,000 as per HSE National Service Plan 2018, and is based on a 48.8% 
participation rate. 
§Based on the assumption of 10 %, 9.5%, 9.0% difference in eligible population projections between CSO 

figures and BowelScreen Register 2019 to 2021, respectively. 

 

 Please note that no figures were available for Diabetic RetinaScreen
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Appendix C: National CSO Population in 2016 (Census) and National CSO Population Projections for 2017, 2018, 2019, 2020 and 2021 by Age 
Cohorts 
 
Table C1: National CSO Population for 2016 (Census) and National CSO Population Projections for 2017, 2018, 2019, 2020 and 2021 by Age Cohorts 
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Source: CSO Population and Labour Force Projections 2017 - 2051 (M2F2 scenario), 20 June 2018 
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Appendix D: Health Atlas Population for Community Healthcare Organisation (CHOs) in 2016 (Census) and Health Atlas Population Projections  for 
CHOs for 2018, 2019, 2020 and 2021 by Age Cohorts 

 
Table D1: Health Atlas Population for Community Healthcare Organisation (CHOs) in 2016 (Census) and Health Atlas Population Projections  for CHOs 
for 2018, 2019, 2020 and 2021 by Age Cohorts 
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Source: Population projections from Atlas Finder, Health Atlas based on Census 2016 (M2F2 scenario). The methodological approach as at September 2017 is based on the 2016 
census, projected forward using assumptions extracted from the CSO’s 2013 analysis. It is envisaged that the projection will be revised in light of further CSO projections 
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Appendix E: Health Atlas Population for Hospital Groups (HGs) in 2016 (Census) and Health Atlas Population Projections for HG s 2018, 2019, 2020 
and 2021 by Age Cohorts 

 
Table E1: Health Atlas Population for Hospital Groups (HGs) in 2016 (Census) and Health Atlas Population Projections for HGs 2018, 2019, 2020 and 
2021 by Age Cohorts 
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Source: Population projections from Atlas Finder, Health Atlas based on Census 2016 (M2F2 scenario). The methodological approach as at September 2017 is based on the 2016 
census, projected forward using assumptions extracted from the CSO’s 2013 analysis. It is envisaged that the projection will be revised in light of further CSO projections 
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Appendix F: Comparison of Population Projections from the CSO, ESRI and Health Atlas 

 
Source: CSO, ESRI and Health Atlas 
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Appendix G: Assumptions 
As previously stated, the primary assumption of these analyses are that the estimates and 
projections in this paper are based only on demographic cost pressure only and do not 
include UNMET NEED, UNMET DEMAND or implementation of NEW SERVICES OR 
INITIATIVES. Other assumptions include: 

 Estimates and projections in this paper are based only on demographic cost pressure 

only and do not include UNMET NEED, UNMET DEMAND or implementation of NEW 
SERVICES OR INITIATIVES. It does not take into account changes in costs due to models of 

care, disease patterns, medical inflation, changes in policy and the health of the 
population or expectations of the public or the state of the national economy.  

 Population projections are the Central Statistics Office (CSO) 2016 projections based on 
the M2F2 scenario. M2F2 population projection assumptions:  

• M2: Net inward migration is assumed to remain at 2017 levels of 20,000 per 
annum for the entire period from 2017–2051.  

• The annual average net inward migration for the 20-year period from 1997–2016 
was 21,400; therefore, the M2 scenario is reflecting both current and twenty-year 

average net inward migration trends.  
• The gross flows of 70,000 immigrants and 50,000 emigrants from 2026 are also 

indicative of the 20 year averages. 
• F2: Total fertility rate (TFR) to decrease from 1.8 to 1.6 by 2031 and to remain 

constant thereafter to 2051. 
Mortality: Mortality rates are assumed to decrease which will result in gains in life 
expectancy at birth from:  

• 79.3 years in 2015 to 85.6 years in 2051 for males 
• 83.3 years in 2015 to 88.3 years in 2051 for females 

 Acute hospital in-patient and day case utilisation rates are based on Hospital In-patient 
Enquiry (HIPE) activity for 2017, the HIPE file that was used was for all analyses was 

“HIPE_2017_ASOF_0318_V17_CLOSE”. 
 It is assumed that hospital discharge rates, unit costs and the ratios between in-patients 

and day cases remain stable between 2018 and 2019 to produce estimates of activity 
and associated costs. 

 Data on claims made under the various Primary Care Reimbursement Schemes (PCRS) 
were obtained from PCRS via Department of Health and analysed using PHIS; it was cross 

validated with PCRS to ensure validity. Note that, in keeping with the rest of this report, 
PCRS projections illustrate the impact of demographic change only assuming existing 

levels of service will be maintained. It DOES NOT INCLUDE other known influences such 
as government policy, pharmaceutical market forces, new drugs and prescribing and 

dispensing behaviours. 
 National Psychiatric In-patient Reporting System data were used to calculate utilisation 

rates and excludes data from private hospitals, Central Mental Hospital, Carraig Mór 
Cork, St Joseph’s IDS and Phoenix Care Centre. 

 In an effort to keep values as close as possible to their actual value, the team have 
consistently applied rounding values to the nearest tenths or in some more sensitive 
cases, to the nearest hundredths. 

 Population projections detailed in this paper are based on assumptions about past trends 
in the total population, not on assumptions about each component of population 
change. 


