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1. 

INTRODUCfiON 

The Medico-Social Research Board has now completed its second 
year as a research institute. The research projects started in its first 
year have become fully operational and further studies have been 
started. 

The Board considers that to carry out medico-social research it 
needs accurate information about causes of death and physical and 
psychological illness. To obtain this information it needs accurate 
medical certification of deaths and precise knowledge about why 
people are sick and what treatment they receive. 

There are not sicknesses, there are sick people. The main reasons 
for sickness to-day are in the mental and physical environment: 
smoking, alcohol, incorrect diet, lack of exercise and pollution of 
our environment. Perhaps most important of all are psychological 
factors. 

In Ireland there has been an increase in the total number of 
certified illnesses in the insured population of about 15 per cent 
during the six year period 1961 to 1967 and an increase of 20 per 
cent in total days lost from work over the same period. The average 
duration of illness has also increased. The increase in the cost of 
illness among the insured population during the same period has 
been threefold. Dr. Sean O'Quigley in commenting on these figures 
in a recent article (Irish Journal of Medical Science, November 1970), 
pointed out that during these six years there has been in fact a 
reduction in working hours of about 12 per cent per annum and 
concluded that in Ireland, compared with England and Wales, we 

I . work less hours, 
2. get sick more often, 
3. stay away longer from work when we do get sick. 

Ireland has a higher level of dependency than most, if not all 
European countries. In Ireland for every 100 people aged 15 to 64 
there are 74 aged over 64 or under 15. In Britain the ratio is 53 for 
every 100 in the working age group. 

Our high dependency rate is due to: 

I . Large families, especially among the poorer section of the 
population ; 

2. Emigration of younger people; 
3. A large proportion of older people ; 
4. Uneconomic farm holdings. 
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The duration of stay in our hospitals was on average longer 
than in England and Wales and has increased during the period 
1961-1967 by 5·6 per cent, whereas in England and Wales it was 
falling. The average duration of stay in hospital is very much 
longer than in the United States. There are twice as many patients 
in mental hospitals per 1,000 of population in the Republic than in 
England and Wales and they stay in longer on average. The high 
rate of hospitalisation in mental hospitals is particularly marked 
among young people; among young men aged 25- 34 the rate was 
six times higher than in England. (1964 First Admissions). 

Further evidence of the psychological ill-health is the high pro
portion of personal income spent on alcohol (11·2. per cent in 1969). 
If alcohol and tobacco are combined 18·8 per cent of personal 
income was spent on these two drugs in 1969, leaving so much less 
for improving the quality of our and our children's lives. 

On the advice of the Director the Board is undertaking or will 
undertake research in the following subjects: 

I. Research to improve the accuracy of our information about 
the causes of death, and to improve the registration of births, 
both live births and stillborn births, so that we can plan to 
avoid unnecessary premature death. 

2. The Hospital In-Patient Enquiry to study the causes of 
sickness in Ireland by area, social class and other variables. 

3. Studies on mental health in the community, and the functioning 
of the mental health service, the treatment available, and the 
success of treatment. 

4. Studies on the abuse of drugs, including alcohol, cigarettes, 
sedatives, marijuana, LSD etc. 

5. Studies on the prevalence and causation of heart attacks and 
strokes. 

6. Studies into the care of the physically and psychologically 
handicapped and into the care of the aged. 

The latest report of the Medical Research Council of Great 
Britain stated that the Council was giving priority to four subjects; 
mental illness, the abuse of drugs (alcohol, cigarettes, drugs of 
addiction), ischaemic heart disease and population control. The 
Board had already given priority to the first three of these and the 
Director had addressed the Masters and staffs of Dublin's maternity 
hospitals on the fourth subject. 
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2. 

MORTALITY-ACCURACY OF CERTIFICATION OF THE 
CAUSES OF DEATH AND THE NEED FOR MORE 

AUTOPSIES 

Not all deaths in Ireland are medically certified. A proportion, as 
high as 9% in certain areas of the West oflreland, are only registered, 
often some time after death, and are not medically certified. A 
number are neither medically certified nor registered. We have 
collected lists from the parish priests of those who have been buried 
in 10 per cent of the parishes in the selected rural areas of the West 
of Ireland and the staff of the Registrar of Deaths has checked the 
Central Register to see how many deaths were certified, how many 
were registered only and how many were neither certified nor 
registered. In some parishes as many as 10 per cent of the deaths 
had neither been certified nor registered and the people concerned 
were, therefore, still officially alive. At the census they will be 
numbered among the emigrants, which in a sense they are! 

The Board, in conjunction with the Irish Medical Association and 
the Medical Union, has made representations to the Minister for 
Justice that it should be illegal for anyone to be buried withouteithera 
doctor's or a coroner's certificate as to the cause of death and 
legislation is being considered. The Board has also advocated the 
need for fuJl autopsies, not just inspection of the body, when an 
autopsy has been requested by the coroner. There is a great need for 
more pathologists in Ireland. During the year there has been a real 
improvement in accurate certification of death with a marked fall in 
the number of recorded deaths from senility and from vague causes 
such as myocarditis. In the Board's opinion it is essential that a 
competent medical doctor should be employed on this most 
important work so as to improve the level of certification of death. 

In spite of the inadequacies of our death certification, certain 
interesting comparisons with England and Wales can be made. In 
the Republic there are higher death rates in the age groups under 10 
years and over 25 years than in England and Wales for the total 
population. In the Republic males have a better expectation of life 
between the ages of 5 and 74 than in England and Wales. On 
the other hand, there are higher death rates for women from all 
causes than in England and Wales and women have a poorer 
expectation of life in the Republic than in England and Wales. The 
expectation of life in men, whether they are married, single or 
widowed, up to the age of 70 is considerably better in the Republic 
and worse for women than it is in England and Wales. fn both 
England and Wales and in the Republic married men and women 
have a considerably better expectation of life than single men and 
women. (Table I). The higher death rate in women in Lhe Republic 
is due to a number of causes, the most important, judging by the 
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TABLE 1 

EXPECTED SURVIVAL BY MARil'AL STATUS TO THE AGE OF 75, 
REPUBLIC OF IRELAND AND ENGLAND AND WALES (1966) TAKING 

1,000 MEN OR WOMEN AT AGE OF 20 

MALE 
SINGLE MARRIED WIDOWED 

England Irish Eo gland Irish England Irish 
and Wales Republic and Wales Republic and Wales Republic 

275 305 388 421 232 317 

FEMALE 

577 466 630 579 555 529 

I . Married do better than single or widowed. 
2. Men thrive better in Ireland and women in England. 
3. Nevertheless women always survive better than men. 

death certificates, is the higher reported death rate from heart 
disease and hypertension. Further study is needed to find out 
why women in the Republic, both single and married, have a 
h~igber death rate than women in England, whereas Irish men have a 
lower death rate. It is perhaps that men have an easier life and 
women a harder one in Ireland than they do in England and Wales. 
When we die, we do not just die of the disease we have, we die of our 
whole life. 

[n conclusion, in order to have better information about causes of 
death in the Republic of Ireland it is essential that all deaths should 
be medically certified or, if not medically certified, then they should 
be referred to the coroner who can order an autopsy if there is any 
doubt about the cause of death before the body is buried. The 
situation in certain areas of the West of Ireland, where a number of 
deaths are not certified but only registered and a further number of 
deaths are neither certified nor registered, means that research into 
the causes of death in the Republic will remain unsatisfactory until 
accurate certification of all deaths by the doctor or coroner has been 
established. In order to achieve this more pathologists will be 
required and a change of attitude among the medical profession 
and the public towards the need for autopsy examination wiU be 
necessary. 
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3. 

MORBIDITY AND HOSPITAUSATION. THE HOSPITAL IN
PATIENT ENQUIRY SCHEME 

The function of the Hospital In-Patient Enquiry is to collect 
basic information on morbidity from all hospitals in the Republic, 
excluding maternity hospitals for which a separate scheme will be 
developed at a later stage and psychiatric hospitals for which 
a separate reporting system already exists. 

The hospitals are asked to complete discharge summaries for in
patients and send them to the Medico-Social Research Board which 
has the data processed by computer and stored on magnetic tape. The 
information is fed back in routine tabulations which at present 
consist of: 

(1) A diagnostic index for each participating hospital and for each 
participating consultant every three months. 

(2) Five national statistical tables annually, namely: 
(a) Total number of discharges by diagnosis, sex and age. 

showing bed days and mean duration of stay. 
(b) Total number of discharges by diagnosis, sex and source of 

admission, showing mean waiting time. 
(c) Total number of discharges by diagnosis, sex and discharge 

code, showing mean duration of stay. 
(d) Total number of discharges by diagnosis, sex, marital 

status and broad age groupings, showing mean duration of 
stay. 

(e) Total number of discharges by diagnosis and sex for 
the eight Health Board areas showing bed days, mean 
duration of stay and discharges per mimon population. 

We are anxious that further statistics should as far as possible 
meet the requirements of doctors carrying out research and of 
hospital administrators. The type of basic information being col
lected at the moment follows closely the recommendations of the 
International Conference on Hospital Discharge Abstract Systems 
which was held in the United States in 1969 because in a national 
scheme data must be standardized. 

RESEARCH AND CONFIDENTIALITY 
The morbidity data collected through the Hospital In-patient 

Enquiry is stored on magnetic tape which acts as a data bank 
for epidemiological research. The use of this data for research 
takes complete account of confidentiality and the necessity for 
adequate protection of the rights to privacy of the patient, the 
hospital and the doctor. The Board is very conscious of its obliga
tions in this matter and is following the ethical standards of other 
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countries which are operating similar In-patient Enquiry Schemes. 
The strictest security is observed in the handling of data and an 
inviolable rule forbids disclosure of any information which could be 
used to identify a patient, without the written consent of the doctor 
who treated the patient originally. 

PROGRESS DURING 1970 
During the year 1970 consistent progress was made with the 

development of the Hospital In-patient Enquiry. Arrangements 
were made for processing the data quarterly instead of half-yearly 
as heretofore and a diagnostic index for each consultant was 
introduced in addition to the overall hospital index. From the 1st 
January, 1971, the following nineteen hospitals will be participating: 

1. Ardkeen, Waterford. 
2. Boo Secours, Cork. 
3. City of Dublin Skin and Cancer Hospital. 
4. County Hospital, Naas. 
5. Galway Regional. 
6. Limerick Regional. 
7. Mater Misericordiae, Dublin. 
8. National Children's Hospital, Harcourt Street, Dublin. 
9. Our Lady's Hospital, Cashel. 

10. Our Lady's Hospital, CrumJin. 
11. Peamount, Dublin. 
12. Sir Patrick Dun's, Dublin. 
13. St. ColmciUe's, Loughlinstown, Dublin. 
14. St. Finbarr's, Cork. 
15. St. Joseph's, Temple Street, Dublin. 
16. St. Laurence's, Dublin. 
17. St. Luke's, Kilkenny. 
18. St. Mary's, Cappagh, Dublin. 
19. St. Vincent's, Elm Park, Dublin. 
These nineteen hospitals represent combined total discharges of 

approximately 100,000 patients per annum. One of the factors 
inhibiting the rapid build-up of this scheme is the difficulty some 
hospitals are experiencing in obtaining sanction to the employment 
of additional clerical staff to handle the work involved. For example, 
at present four major hospitals, which account for 22,000 discharges 
per annum, have agreed to join but have deferred their entry to the 
Scheme because so far they have not been given the additional staff 
they require. The full potential of the Hospital In-patient Enquiry 
Scheme cannot be exploited until national coverage is achieved and 
it, therefore, seems logical that the required clerical stair should be 
provided without delay for medical record departments and that they 
should have a proper career structure. 

In the coming year it is hoped to increase participation in the 
scheme to approximately 160,000 discharges per annum. A surgical 
index will be introduced in addition to the diagnostic index and we 
are arranging to have diagnostic descriptions and operations 
produced on the indices in script rather than in code. The possibility 
of introducing a multi-purpose form to eliminate duplication of 
clerical work in hospitals will be considered and the training of 
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diagnostic staff will be necessary. The entire valiclity of this major 
research tool depends on the accurate coding of diagnoses and 
operations. 

We would like to acknowledge the co-operation we have received 
from the hospitals during the year, the very fine development work 
of our computer colleagues and the continued advice and help 
afforded to us by the The Scottish Home and Health Department. 
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4. 

THE WORLD HEALm ORGANISATION REGISTER OF 
ISCHAEMIC HEART DISEASE 

The World Health Organisation, realising that very little was 
known about the incidence of heart attacks in the community and 
its human, social and economic cost, decided to establish an 
Ischaemic Heart Disease Register in a number ofEuropean countries. 
Ireland was asked to take part in the study and the Department of 
Health asked the Medico-Social Research Board to undertake it. 

It was hoped that the Registers wiJl help in better planning of 
health services, especially with regard to early treatment and the 
prevention of complications , give a suitable framework for com
parative studies of various types of management, provide a basis 
for research into the natural history of the disease and its aetiology, 
and provide an opportunity for comparative national studies. 

The following countries are taking part in this study; Sweden, 
Czechoslovakia, Roumania, Hungary, Denmark, Ireland, Federated 
Republic of Germany, Finland, United Kingdom, Poland, Austria, 
USSR and France. 

An area including about 142,000 people was selected in South 
Dublin for the study. The area was representative of the age, sex and 
social class distribution of the entire Dublin population. Only 
patients under 65 years of age are admitted to the Register. 

All hospitals, pathologists and general practitioners living in and 
around the selected area were approached for co-operation in the 
study. Other potential sources of information such as ambulance 
services, especially the Cardiac Ambulance, the Bed Bureau, Con
tactors Bureau and Central Statistics Office were also approached 
and have co-operated fully with the study. 

First a trial study was run for 4 months, during which time its 
efficacy and thoroughness were tested. The study proper began on 
1st January from which date the documented case reports have been 
sent for analysis by computer in Geneva. 

Below are some preliminary results of the experiences of the study 
from the admissions to the Register during 1970. 

Although 272 cases have been admitted to the Register during 
1970 only 204 were diagnosed as definite or probable myocardial 
infarctions. 

TABLE 2 shows the age and sex dlstribution of al.l patients with heart attacks 
(myocardial infarction) admitted to the regjster during 1970. 

30- 34 I 35-39 40-44 45-49 50-54 55-59 60-64 All ages 
--- --------------

Male .. 1 3 3 22 29 44 52 154 
Female 0 0 0 9 11 12 18 50 

- - - ------------
Total .. 1 3 3 31 40 56 70 204 
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TABLE 31bows tbe srooking habjts or tile 171 patients admltted to the Registel' 
with myoanlial illfarctioo during 1970 lliiiOIIg wbom tbe smoking habits are k.oown. 

Non- Ex- Cia- Pipe cigar % ofcia. ~of non 
smoker smoker smoker smoker smoker amokcn c:ia. smokers 

------------
Male 18 16 87 s 2 68% 14% 
Female 13 4 26 0 0 60-'7% JC>-2% 

------------ ---
Total 31 20 113 s 2 66% 18·1 % 

TABLE 4 sbows tbe age and sex distribution of Deatbs within 24 hours or onset 
or symptoms attributed to myocardial infarction. 

All .. 
All Rea. or 

3C--34 35-39 40-44 45-49 S0-54 SS-59 60-64 A&es dcatha deaths 
------------

M ... 0 2 2 3 8 4 23 42 58 72·4~. 
p ... 0 0 0 I 0 2 2 s 12 41·7 % 

- ------ ----
T ... 0 2 2 4 8 6 25 47 10 6H ~~ 

Two-thicds or all deaths were witllin the first 24 hours and the perceotaac of autopsies done 
on patien~ who died within 24 houra or onset or symptoms was SS·J per cent. 

Ischaemic heart disease is accounting for an increasing number 
of deaths and the WHO study will throw great light on the aetiolog
ical factors responsible, for instance, the effects of smoking habits, 
diet, blood cholesterol, hypertension, exercise and stress and will 
guide us as to how we should halt and reverse the increasing death 
rate from heart attacks, particularly in men in the prime of their life. 
(Table 5). 

TABLE S 

ARTERIOSCLEROTIC HEART DISEASE CODE 420-422 7th REVISlON) 
RATES PER 100,000 

MALE 

1951 1966 percent change 

40-49 85 112 +32 
50-59 284 372 +31 
60-69 905 1,103 +22 
70 + 2,996 3,437 + 15 

40+ 858 994 +15-5 

In June 1970 a meeting was held in Copenhagen of the representa
tives of all the participating centres. The problems and difficulties of 
the study were discussed, and it was decided that the study should 
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continue until December, 31st, 1971. Another meeting was arranged 
for April, 1971 when the progress and future uses of the Registers 
will be discussed. 

The ultimate aim of the WHO cardiovascular programme is the 
establishment of community heart disease control programmes. The 
Ischaemic Heart Disease Registers are the means we are using to 
collect the basic information necessary for the further development 
of these programmes so as to lower the very high death rates from 
heart attacks at present occurring among the technologically 
advanced countries of the world. 

• I . 
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5. 

THE PSYCHIATRIC IN-PATIENT ENQUIRY 

The major task of the Mental Health Section of the Board has 
been the re-organisation of the National Psychiatric In-Patient 
Reporting System for which the Board assumed responsibility from 
the Department of Health early in 1970. 

The Board has set up an Advisory Body consisting of the 
following:-

Dr. P. Beckett, Professor of Psychiatry, Trinity College. 
Dr. B. Blake, R.M.S., St. Dympna's Hospital, Carlow. 
Dr. I. W. Browne, Professor of Psychiatry, University College, 

Dublin. 
Dr. F. Camp bell, Department of Health. 
Mr. D. de Loughry, Data Processing Section, Dublin Health 

Authority. 
Mr. E. A. Dunphy, Secretary, Newcastle Hospital, Co. Wick-

low. 
Dr. T. Egan, R.M.S., Newcastle Hospital, Co. Wicklow. 
Dr. J. Fennelly, R.M.S. St. Conal's Hospital, Letterkenny. 
Dr. T. Lynch, Professor of Psychiatry, Royal College of 

Surgeons in Ireland. 
Dr. J. N. P. Moore, Professor of Psychiatry, Trinity College. 
Mr. A. O'Connell, I.C.L. House, Adelaide Road, Dublin. 
Dr. D. Walsh, Medico-Social Research Board. Chairman. 

The main decisions so far taken by the Advisory Body have been: 
I. To design new admission and discharge sheets which will be 

simplified in comparison with those in present usage. It was felt 
that much of the information now requested was redundant and 
was not being utilised. It was agreed that the principle should be 
established that the protocols used would ask for the minimal 
essential information but that all possible efforts will be made to 
ensure that this information is accurate. 

2. To carry out a census of all patients in psychiatric hospitals on 
the 1st April, 1971 and to complete this census on the new forms 
which will be used on and from that date for each admission and 
discharge from psychiatric hospitals. 

3. To introduce the International Classification of Diseases as the 
diagnostic classification to be used by the reporting system. 

The Advisory Body has considered the important matter of 
linking psychiatric records. Until now the Reporting System has 
collected data on patient movement only, such as the numbers of 
admissions to and discharges from psychiatric hospitals. However, 
the existing system did not allow the follow-up of cohorts or groups 
of patients after admission. This was a serious deficiency as it did not 
indicate the length of time that any group of patients spends in 
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hospital nor the proportion of patients that become "long-stay". 
Accordingly, it is not possible to estimate the build-up of long stay 
patients or accurately predict future psychiatric bed requirements. 

In record linkage, data such as name, address, date of birth, etc. 
are used to identify patients in the psychiatric hospital system. 
Individual case records are compiled containing selected items of 
medical, social and demographic interest. As patients enter, re-enter 
or leave the system their case records are either compiled or, in the 
case of re-admission or discharge, new information is linked to 
existing records so providing up to date and continuous data for all 
patients using the pyschiatric hospital system. CarefuJ consideration 
was given to the issues of confidentiality which the inclusion of 
names and addresses will involve. It was decided to devise the new 
forms so that the confidential items of patient information will be 
returned on the upper detachable part of the form. This information 
will be transferred in code, through the use of a specially designed 
typewriter by the Board to the form proper and later the detachable 
part of the form destroyed. In this way complete anonymity will be 
preserved on all patient information leaving the Board's premises for 
further processing by the Dublin Health Authority. 

The Board will be concerned with providing information on 
patient movement, such as the number of admissions in each year, 
etc. and with the outcome of groups of patients followed over periods 
of time. The Board is not concerned with the personal, social or 
medical details of any one patient and the Board will not supply 
information to any person or agency, medical or otherwise, about 
any individual. 

The technical problems presented by the design of the new report
ing system have been the focus of attention for some time past. Close 
collaboration between the Mental Health Section of the Board and 
the Computer Section of the Dublin Health Authority as well as 
International Computers Ltd. has been established. Mrs. A. O'Hare, 
Sociologist to the Mental Health Section of the Board, has devoted 
particular attention to the items of social information which appear 
on the data sheets. Several centres in Britain which specialise in 
record linkage have been visited and the technical problems involved 
were discussed with the staffs of these centres. They included the 
Scottish North Eastern Hospital Board's Psychiatric Case Register 
at Aberdeen, the National Scottish Psychiatric In-Patient statistical 
system at Edinburgh, the Processing Unit at the Medical Research 
Council's Unit for the Epidemiology of Psychiatric illness in 
Edinburgh, the Oxford Record Linkage Study and the Psychiatric 
Case Register for the Borough of Camberwell, operated by the 
Maudslcy Hospital, London. 

In November, 1970, a joint meeting was held by representatives of 
the Medico-Social Research Board and the Department of Health 
to discuss the feasibility of the Board providing regular patient 
movement data to the Department of Health for such purposes as the 
report of the Inspector of Mental Hospitals. Accordingly a small 
committee was set up at the meeting and consisted of representatives 
of the Mental Health Section of the Department of Health, and Dr. 
WaJsh of the Medico-Social Research Board. 
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6. 

THE 1963 Af\1]) 1971 IRISH PSYCIDATRIC CENSUS 

The results of the 1963 and 1971 Irish Psychiatric Census have 
been analysed and reports will be presented in two papers. The 
information given to each psychiatric hospital about its resident 
population in 1963 will stimulate interest in the National Psychiatric 
In-Patient Reporting System and encourage psychiatrists to co
operate in supplying accurate information to the Board in the future. 
In due course it will be compared with the findings of the 1971 census. 

Some of the main findings of the 1963 Irish Psychiatric Hospitals 
Census were as follows. The residence or hospitalisation rate for 
Ireland was 747 per 100,000 of total population of males and 657 for 
females or 703 for both sexes. The corresponding residence figures for 
England and Wales were for males, 255 per 100,000 of population 
and for females , 316 per 100,000 of population and for both sexes 
combined 286 per 100,000 of population. The Irish rates for men 
were, therefore, approximately three times and for women twice the 
rates for England and Wales. There was considerable regional 
variation of hospitalisation rates in Ireland, ranging for males from 
I, 144 per I 00,000 of total population for the BaJiinasloe and Castle
rea Hospital catchment area (counties Galway and Roscommon) to 
484 per 100,000 of population for the Carlow Hospital catchment 
area (counties Carlow and Kildare) and for women from 877 per 
100,000 of population for Ballinasloe and Castlerea, to 431 per 
100,000 of population for Carlow. The main diagnostic findings of 
the study were that mental deficiency contributed almost 14 per 
cent of the total Irish hospitalisation rate as against only 5 per cent 
of the rate for England and Wales. The impact of the high ratio of 
people in the age group 15 to 34 with a diagnosis of schizophrenia, 
particularly for males, was striking and has already been commented 
on in the First Annual Report of the Board. 

The impact of social group on psychiatric hospitalisation rates is 
apparent from the following Table. (Table 6). 

The very high hospitalisation rate for "other agricultural occupa
tions" is noteworthy and it would be seen that this high rate, which 
is five times that of the next occupational group, is largely due to a 
very high rate for schizophrenia. 

Lastly, the 1963 psychiatric census showed clearly the effect of 
demographic variables on regional variations in Irish psychiatric 
hospitalisation rates. Thus the age structure of the Irish population 
lowers the Irish hospitalisation rate by over 10 per cent when com
pared with England and Wales. A relatively small proportion of the 
resident population of Irish psychiatric hospitals, in comparison 
with other countries, is over 65 years of age. This is so only because 
of the relatively large numbers of younger patients in our hospitals. 
Although the hospitalisation rates of elderly patients in Ireland is 
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TABLE 6 

REPUBLIC OF IRELAND (All hospitals) 

MALE PATIENTS IN HOSPITAL ON 31st MARCH, 1963 

DIAGNOSIS BY SEX AND SOCIO-ECONOMIC GROUP RATES PER 100,000 POPULATION AGED 14 AND OVER 

Manic Personality Mental AIJ 
Schizo- Depressive Organic Disorder Deficiency Diagnoses 

Neurosis pbrenia Psychosis Psychosis 

Farmers, etc. . . . . 35 422 108 84 5 51 664 
Other Agricultural Occu-

436 patioos . . .. 135 2,153 355 24 359 3,465 

Higher Professional .. 60 364 88 72 148 4 736 

Lower Professional .. 5 240 40 55 50 0 380 

Employers and Managers 3 40 30 16 33 0 123 

Salaried Employees .. 0 72 16 38 16 5 144 

Intermediate Non-manual 
Workers .. .. 31 491 98 84 33 26 762 

Other Non-manual 
Workers .. .. 27 275 59 58 24 40 481 

Skilled Manual Workers 19 337 51 56 16 27 508 

Semi-skilled Manual 
Workers .. .. 46 493 71 73 17 128 780 

Unski.lled Manual 
Workers . . .. 38 609 108 85 12 90 944 

-·-·- ---------



slightly higher than in England and Wales, these patients make less 
of a contribution to the high Irish hospitalisation rates than do the 
younger patients. The unmarried Irish person has a markedly higher 
hospitalisation rate than the married and this difference is almost 
three times greater than the corresponding difference in England and 
Wales. The abnormal marital status structure of the Irish population 
increases the male hospitalisation rate by 35 per cent and the female 
rate by 25 per cent, but this is responsible for only part of our high 
hospitalisation rate. 
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7. 

FffiST ADMISSIONS TO PSYCHIATRIC HOSPITALS 

The results of the Psychiatric Census are in accord with the 
findings of the analysis of first admissions to psychiatric hospitals in 
Ireland in 1964 which has recently been published. This study 
confirms the high ratio of young Irish patients entering psychiatric 
hospitals in Ireland for the first time in 1964 compared to those of 
England and Wales. Once again this difference is seen to be largely 
the consequence of high Irish ratios for schizophrenia, particularly 
for males. Likewise, the impact of demographic factors on regional 
variations in first admission rates within Ireland is apparent. Of 
these influences by far the most important was that of the unmarried 
state; the single person was twice as likely to experience a first 
hospitalisation as his married counterpart in Ireland in 1964. This 
was particularly so for schizophrenia where the single person was 
four and a half times as likely to suffer a first hospitalisation as the 
married person. As the schizophrenic diagnostic group was by far 
the largest numerically, the single/married differences in all first 
admission rates in Ireland in 1964 were in the most part due to 
schizophrenia. Thus the large number of single people in the West 
of Ireland is closely associated with the high first admission. Whether 
the large number of males who remain unmarried in the West of 
Ireland do so because of the personality characteristics which are 
antecedent to mental illness- particularly schizophrenia-and at the 
same time prevent them from marrying or whether they remain 
single because of economic factors is a question that will require 
further study. 

The 1964 first admissions to psychiatric hospitals study showed 
that of every 100 Irish males surviving to age 65, 18 would be 
admitted to a mental hospital at least once and of every 100 females 
surviving to age 65, 15 would experience at least one admission to 
hospital. Of those surviving to 85, 25 males of every lOO and 23 
females of every 100 would enter a psychiatric hospital at least once. 

The high numbers of young Irish people who are admitted to and 
are resident in Irish psychiatric hospitals has stimulated great interest 
and the Minister for Health has asked the Board to make a special 
study of this group of young people. It is hoped to undertake this 
task in both a retrospective and prospective manner. The study will 
focus on the medical, social, demographic and family aspects of 
these patients and, in addition, will endeavour to follow up their 
outcome from the date of first hospitalisation. In addition, the 
problem will be approached through the record linkage project 
of the National Psychiatric In-Patient Reporting System which will 
be able to follow cohorts of first admitted patients through continu
ing periods of care. It is hoped that this project will explain why so 
many young people are coming to Irish psychiatric hospitals and, in 
particular, may lead to the understanding of why there is a high 
incidence of hospitalised schizophrenia in Ireland. 
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8. 

FIVE YEAR STUDY OF ADMISSIONS AND DISCHARGES TO 
PSYCIUATRIC HOSPITALS, 1964-1968 

Analysis of the five-year admission and discharge statistical 
returns from 1964 to 1968, inclusive, continues. Because the Dublin 
Health Authority Data Processing Unit was not in a position to 
transfer speedily some of the data from the statistical sheets to punch 
cards, BARIC, an independent computing service is carrying out 
this work for the Board. 

9. 

MENTAL HEALTH IN TH.E COMMUNITY 

A projected study of psychiatric morbidity in two Irish rural 
communities, one of high and the other oflow hospitalised morbidity, 
was designed and submitted to two international experts in this field 
for comment and evaluation. Both experts affirmed the necessity and 
value of research of this type in Ireland and suggested that before 
embarking on the field study more extensive information, social, 
medical and demographic, should be gathered on patients-both 
in-patients and out-patients-utilising the psychiatric facilities in 
these two areas. It was further suggested that a third area, intermedi
ate in psychiatric hospitalised morbidity, be included in the com
parative study. These recommendations have been studied in some 
detail and the Board considers that the most logical approach to this 
problem is the setting up of a Psychiatric Case Register to cover 
patients at all stages of psychiatric care in the three areas, prior to a 
more intensive sociological investigation of the communities 
involved. 

The Board is currently taking part in the setting up of a Psychiatric 
Case Register in the St. Loman's Hospital catchment area of Dublin 
10 and 12. This Case Register will shortly be fully operational and 
will be of immense value to the Board in preparing the way for the 
establishment of a Case Register in the three Irish rural areas. 

The Board has continued to take a deep interest in the anthropol
ogical work carried out in several areas in Ireland during the past 
summer under the guidance of Professor Eileen Kane and those parts 
of her findings that relate to mental illness and alcoholism have been 
given close attention. 
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10. 

PRELIMINARY RETROSPECI1VE STUDY OF THE HIGH 
ADMISSION RATE FOR YOUNG PEOPLE AGED 15 TO 34 TO 

PSYCHIATRIC HOSPITALS IN IRELAND 

The Board's First Annual Report pointed out that the first 
admission rate to psychiatric hospitals in the Republic was very 
high for young people; for instance, in men aged 25 to 34 the rate 
was six times higher than occurred in the same age group in England 
and Wales. The Minister for Health has asked the Board if we would 
carry out an immediate study to find out as far as we could why the 
first admission rate to mental hospitals in young people was so much 
higher than occurred in England and Wales. A very high proportion 
of these first admissions-nearly half- are diagnosed as schizo
phrenia. 

The study on mental health that the Board is carrying out on 
admissions to psychiatric hospitals and particularly the record 
linkage study wiiJ make it possible to follow cohorts of individuals 
who are admitted in a certain year and find out what happens to 
them, how many stay in hospital, how many are discharged , how 
many are re-admitted to the same or to other hospitals, etc. 

In order to obtain rapidly information on this most important 
subject we have offered to carry out a retrospective study of what 
happened to first admissions aged 15 to 34 from three hospitals in 
rural areas and from a Dublin hospital. In all there would be about 
300 first admissions who were admitted in 1964 and 1965. A follow
up would then be made of the individual patients in order to find out 
in retrospect the reasons for their admission, how the diagnosis was 
made, whether it was confirmed and what has happened to the 
person concerned since-whether they are still in hospital, whether 
they have been discharged and re-admitted, whether they have been 
discharged and are still receiving psychiatric attention, whether they 
have been discharged and are not receiving attention but are unable to 
work. This limited retrospective study should provide valuable data 
but it will have its undoubted limitations. First, it will only tell us 
what did happen in the past to patients who were admitted to a 
selected number of hospitals, although from this we shall be able to 
obtain a fair impression as to what happens to other patients.There 
is no doubt the picture has been modified by emigration. A follow
up of young patients who were admitted six years ago to psychiatric 
hospitals, of whom about half were diagnosed as suffering from 
schizophrenia, should provide extremely important information as 
to the way in which the young mentally disturbed patients have been 
handled in the past. A feasibility study is being undertaken. 
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11. 

A STUDY OF THE ORGANISATION AND EFFICIENCY OF 
THE DUBLIN AREA PYSCHIATRIC SERVICE 

It has long been realised that no branch of medicine is vaguer both 
as regards diagnosis and treatment than psychiatry. Whether or not a 
patient should be referred for psychiatric treatment depends in the 
first place not only on the symptoms about which the patient com
plains but also upon the social background in which the patient lives 
and upon the approach to psychiatry and the bias of the referring 
doctor. Once a patient has been referred for psychiatric treatment the 
type of care he or she receives also depends on a number of factors; 
for instance, on the approach to mental ill health of the psychiatrist 
concerned, the financial status of the patient and the degree of 
pressure from the patient, the relatives and friends that a particular 
line of action should be taken. There are no clear-cut definitions as 
to when a patient is sufficiently ill to require psychiatric treatment 
nor as to when the psychiatric treatment should end. In all probability 
a high proportion of time spent on the treatment of psychiatric 
patients is wasted and could be very much better utilised if the 
services provided were more specific in their orientation. 

The study, which will be undertaken by Dr. John CuUen of the 
Department of Psychiatry and Professor M. J. MacCormac of the 
Department of Business Administration, University College, Dublin, 
hopes to define more clearly the goals of psychiatric therapy in 
relation to the total background of the patient. The study hopes to 
develop measures for assessing progress in treatment. The social 
variables which can hinder or aid treatment wiU also be studied. 

By its very nature this study is an ambitious and difficult one but it 
will be expected to proceed as follows: 

1. During the first stage of the study the project researchers will 
study what is actually happening at present. That is, which 
patients are admitted for treatment in different social categories; 
what organisations, medical and administrative, are there to deal 
with the psychologically disturbed person; what are the costs 
incurred and where these costs arise. Many other medical, 
administrative and organisation details which impinge on the 
treatment of the patient referred for psychiatric help will require 
analysis. 

2. The second stage will be an attempt to express more concretely 
and quantifiably than is being done at present the objectives of 
psychiatric treatment. At present the objectives in the treatment of 
mental ill-health are hardly expressed at all. This stage would also 
include a study of the cost-effectiveness of present modes of 
treatment. 

3. The next stage will study the effect on the patient, both as regards 
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personal happiness and on economic life, of mental il1ness. The 
effect on the community will also be assessed. 

4. Next the researchers will consider the effect of the introduction of 
new techniques in treatment and the necessary organisation 
change and will study their effectiveness and likely cost. 

5. The study wil1 end with conclusions and recommendations for the 
future. 

The budget of the Dublin Area Psychiatric Service (1971) is 
estimated at £2,935,000. The financing of the proposed research 
project can only be tentative; it will involve senior members of both 
the Departments of Psychiatry and Commerce, research assistants 
and secretarial work and it is estimated that it will cost approximately 
£3,000 a year for 3 years or about one-tenth of I per cent of the 
annual cost of the service each year. 

The objective of this study is to see how modern techniques of 
administration and management can improve the efficiency and 
reduce the private and social cost of psychiatric illness in the Dublin 
area. 

12. 

THE ECONOMIC ASPECfS OF ALCOHOL CONSUMPTION 

Ao enquiry into the economic aspects of alcohol consumption in 
Ireland, carried out in co-operation with Dr. Brendan Walsh of the 
Economic and Social Research Institute, shows that in 1969 11·2 
per cent of personal expenditure in the Republic was on alcohol, a 
higher proportion than in any other country for which figures are 
available. (I) Table 7. In the same year 7·6 per cent of personal 
expenditurewason tobacco(2)(3), thus giving a total of 18·8 percent 
for alcohol and tobacco combined. 

(l) WaJsh, D. and Walsh, B. Economic Aspects of Alcohol consumption in 
Ireland. Economic and Social Review, Autumn 1970. 

(2) (3) Central Statistics Office. 
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TABLE 7 

INTERNATIO~AL DATA ON EXPENDITURE ON BEVERAGES• AS A PERCENTAGE OF TOTAL PERSONAL EXPENDITURE 
ON GOODS AND SERVICES 

E.llpenditure on beverages• , including alcohol 
as a percentage of total personal ~enditure 

on goods and services. 

Expenditure on alcohol only as a percentage of total personal 
expenditure on good' and services 

Country/Year 1953 1965 1966 1967 

~ 
1965 1966 1967 1968 1969 

Australia . . .. 6·46 6·51 6·65 
Austria .. . . 1·50 7-90 7·73 7-68 

00 

Belgium .. . . 5-65 5·07 4·87 4-99 
Canada .. . . 5-43 5·07 4·95 5·23 
Ceylon .. 3·12 4·32 4·40 4·30 
Ecuador (1959) .. 6·97 
Finland . . .. 4-93 4·61 4-91 5·03 
France . . . . 7-78 6·45 n.a . n.a. 
Greece .. . . 3-88 3·08 3·10 3·39 
Iceland (1961) . . 4·70 
Ireland (Republic) .. 8·96 10.35 10·57 11·14 8·11 9·66 9·73 10·11 10·44 11-2 
Israel .. . . 2·15 2·1 1 2·06 2·05 
Italy .. . . 5·73 5·32 5·26 5·02 
Malta . . n.a . Z.SI 3·10 3·70 
Netherlands .. .. 3·10 3-88 3-64 3-64 
Norway .. 5·01 4-88 5·05 5·12 
Puerto Rico .. .. 6·04 5-67 5·51 5·62 
South Africa .. .. 3-99 4·45 4-65 4·74 
Spain . . . . n.a. 3· 10 3·04 n.a . 
Sweden .. . . 5-65 6·18 6·59 6·60 
Taiwan .. . . 1-71 2-66 2 99 3 57 
U.K. .. .. . . 6·94 6·24 6·23 6·27 
U.S.A. .. . . 3·86 2-99 2-93 2-93 

•· Beverages' refers to • alcoholic beverages ' plus • non-alcoholic beverages ' (viz. mineral water, soft drinks, etc.). 
Expenditure on non-alcoholic beverages is a trivial proportion of total • outlay on beverages •. Non-alcoholic beverages accounted for 

0·51 % of total expenditure in Ireland in 1967 and in the EEC countries ranged from 0·63% in Germany to 0·29% in Italy in the same year. 



13. 

TilE DRINKING PRACI1CFS AND ATTITUDES OF lRISH 
YOUTH 

The study was initiated by the Irish National Council on 
Alcoholism and sponsored by the Department of Psychiatry, 
University College, Dublin, and the Department of Health. The 
Board, whose Director was a member of the Alcohol Scientific 
Research Committee, took a direct interest in the study, and Dr. 
Derrnot Walsh, who is in charge of the Board's mental health 
studies, was the project supervisor. The study was designed , under
taken and written by Miss Joyce Fitzpatrick, M.Soc., Department of 
Psychiatry, University College, Dublin. A stratified random sample 
was selected from all the young people between 18 and 21 years of 
age living in a mixed housing area in a South-Eastern suburb of 
Dublin. Of the 200 people selected, I 99 interviews were completed 
giving a response rate of 99·5 per cent. 

In this study drinking among young people emerged as a culturally 
transmitted and normal pattern of behaviour. For these young people 
drinking was associated with adulthood and sociability. While 
drinking was viewed as a normal practice the attitude of the 18 to 
21-year olds was ambivalent and their support of it was qualified. 
The ambivalence was demonstrated by the very small percentage of 
either sex who were favourable towards having a boy-friend or 
girl-friend who drank regularly. The qualified nature of the support 
was demonstrated by a high percentage of both sexes who expressed 
themselves in favour of drinking in moderation. Possibly because of 
the ambivalence of parental drinking practices and attitudes there 
was no clear relationship between parental drinking practices and 
attitudes and those of their children. While the importance of 
friendship groups was evident in so far as it was the social context of 
drinking, their influence did not amount to coercion and tolerant, 
if not favourable, attitudes to the non-drinker appeared to be 
widespread. The actual number of young people in this age group 
who took a drink indicated that the nearer the young person was to 
twenty-one years of age, the likelihood that he would take a drink 
appeared to increase. Only a minority of those interviewed had 
experienced domestic trouble caused by drinking and this again 
confirmed the necessity and indeed the reasonableness of viewing 
drinking as a normal practice within its cultural context. 
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14. 

THE ANGLO-IRISH PROJECf. A JOINT STUDY WITH THE 
MEDICAL COUNCIL ON ALCOHOLISM IN ENGLAND ON 
THE CULTURAL BACKGROUND TO DRINKING PRACTICFS 
IN YOUNG PEOPLE IN IRELAND, IN ENGLAND AND 

AMONG IRISH EMIGRANTS TO ENGLAND 

The Board is participating with the British Medical Council on 
Alcoholism in an Anglo-Irish project to study the cultural factors 
associated with drinking patterns in the two countries. 

A small Anglo-Irish committee has been formed under the chair
manship of Admiral Sir Dick Caldwell, the Executive Director of the 
British Medical Council on Alcoholism. This committee is repre
sented on the British side by Dr. D. L. Davies, and Brigadier H. L. 
Glyn Hughes, Secretary of the British Council, and on the Irish side 
by Dr. Dermot Walsh, who is in charge of the Board's mental health 
studies and Mr. Richard Perceval, the Secretary of the Irish National 
Council on Alcoholism. It is proposed that Miss Joyce Fitzpatrick, 
sociologist, whose research into the drinking practices and attitudes 
oflrish youth has been described earlier in this report, should prepare 
a preliminary research proposal for this cross-cultural study which 
will be considered by the Aoglo-lrish project committee at their 
next meeting in July, 1971. 

The British Medical Council on Alcoholism have provided funds 
for this cross-cultural study. 
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15. 

A COMPARISON OF THE AUTOPSY DEATH RATFS FROM 
CIRRHOSIS OF THE UVER IN IRELAND AND IN 
ENGLAND 

Although more than 11 per cent of personal expenditure is spent 
on alcoholic drinks in the Republic and our admission rates to 
psychiatric hospitals for alcoholic psychosis are much higher than 
those of England and Wales, the total amount of alcohol which is 
drunk per head in the population aged 15 and over is less than in 
the United Kingdom and is less than in France, Italy, Switzerland, 
New Zealand and Australia. The death certificate incidence of 
cirrhosis of the liver per 100,000 of the population is low, 2 per 
100,000 (1966) in Ireland compared with 3·0 per 100,000 in the 
United Kingdom and 13-6 per 100,000 in the United States. The 
highest reported death rate from cirrhosis of the liver is in France, 
34·8 per 100,000. 

Because of the apparent contradiction between the high admission 
rate to hospital for alcoholism and for alcoholic psychosis and the 
reputation for excessive drinking among the I rish who emigrate and 
on the other hand the relatively low total consumption of alcohol 
and the low reported death rate from cirrhosis of the liver, the Board 
undertook a study of the autopsy incidence of cirrhosis of the liver 
as a primary cause of death to see if we reaJty had a low death rate 
for cirrhosis and to compare the autopsy rate in Ireland with England 
and Wales. 

TABLE 8 

The certified and autopsy incidence of cirrhosis per J ,000 deaths and the autopsy 
to certified ratio or cirrhosis in the Republic or Ireland in age groups 

years 
All ages 1---1----1---·l---

l- 14 15-44 45-64 65+ 

Certified incidence of cirrhosis 
per 1,000 deaths .. .. 2-1 0·5 4·0 4·5 1·4 

Autopsy incidence of cirrhosis 
per I ,000 autopsies .. 7-6 0 8·1 J1·6 8·0 

Autopsy incidence of 
cirrhosis 

Ratio 3·6 0 2·0 2·6 5·9 
Certified incidence of 

cirrhosis 

The certified incidence of cirrhosis refers to the mean yearly incidence of 
cirrhosis during the years 1956-1965 per 1,000 deaths. 
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The incidence of cirrhosis refers to the frequency with which 
cirrhosis is diagnosed as the cause of death and not the frequency 
with which cirrhosis is found, or the prevalence of cirrhosis. The 
pathologists of seven hospital groups, i.e., St. Fiobarr's Hospital. 
Cork, the Federated Hospitals, Dublin, the Mater Misericordiae. 
Dublin, the Regional Hospital, Galway, the Regional Hospital, 
Limerick, St. Kevin's Hospital, Dublin and St. Vincent's Hospital, 
Dublin, co-operated with this study by reviewing all autopsies 
performed in their hospitals during the years 1947 to 1969. All 
autopsies in which the age and sex were known were included and a 
total of 7,631 autopsies were collected. 

The incidence of cirrhosis in our Irish autopsy series is three times 
higher than the certified incidence of cirrhosis and in the 65 + age 
groups the incidence of cirrhosis is six times the certified incidence. 

It must be remembered that the autopsy series is made up of 
selected deaths, deaths in which the cause of death was uncertain, 
deaths in which an autopsy was ordered by the coroner and deaths 
in hospitalised patients. The magnitude of the effect of autopsy 
selection on the incidence of cirrhosis is shown by comparison of 
the .findings in two English autopsy series. In England it was found 
that the hospital autopsy series over-estimated the true incidence of 
cirrhosis by a factor of two. By inference the true incidence of 
cirrhosis in Ireland would appear to be approximately twice, 1·8 
times, rather than three times the certified incidence. 

The reliability of the certified incidence of cirrhosis has been tested 
in another way. The autopsies are selective, but the selection, it is 
reasonable to assume, is not dependent on sex. Therefore, the male 
to female ratio of cirrhosis at autopsy should be a valid index of the 
true male to female ratio of cirrhosis. Accepting that alcohol 
consumption is a predominantly male characteristic in Ireland and 
that excess alcoholic consumption may be associated with an 
increase in the incidence of cirrhosis, we would expect a male 
predominance of cirrhosis in Ireland. 

TABLE 9 

The male to female certified and autopsy incidence of cirrhosis In the RepubUc of 
Ireland .. 

Certified Incidence of cirr
hosis pu 1,000 de.otbs 

Allaaes 1- 14 yrs. l s-44 yrs. 4~ yrs. 65+)'rs. 
M. F. M. F. M. P M. P. M. P. 

(1956-6~ 2·5 1·5 0·4 0·6 5·1 2·6 5·0 3-8 1·6 1·1 

Autopsy incidence of cirr-
hosi• per 1,000 deatbt ... 7·4 7·9 0 0 10·2 50 11·0 12·7 6·8 9·S 
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Table 9 compares the Irish male to female certified and autopsy 
incidence of cirrhosis; the certified incidence is five males to three 
females and the autopsy incidence is approximately one male to 
one female. These results strongly confirm that the low certified 
incidence of cirrhosis in males is indeed real and, in addition, it 
also suggests that alcohol consumption in the Republic in the past 
did not greatly affect the incidence of cirrhosis. 

We have the unusual situation in Ireland that our total alcohol 
consumption is not unduly high by international standards, although 
the percentage of personal income spent on alcohol, proportionate 
to our total spending, is the highest of all countries in which these 
records are kept (11·2 per cent in 1969). The high proportion of 
personal income spent on alcohol is due in part to the high level of 
taxation on alcohol and low average income in Ireland. 

There is a very high level of admissions to our mental hospitals 
for alcoholism and a high level of behaviour disturbance caused 
by alcohol occurs not only in Ireland but it is reported also among 
the Irish who emigrate to the United Kingdom and the United 
States. This high level of disturbed behaviour caused by alcoholism 
can be contrasted with a low incidence of deaths from cirrhosis of 
the liver. Although cirrhosis of the liver in Ireland is understated as 
the cause of death on the death certificates and the true incidence 
is approximately twice the reported incidence, as has been shown by 
the study of autopsies undertaken by Dr. George Duffy, it is still 
low hv international standarrls. 

32 



,f J •. 

16. 

THE USE AND ABUSE OF DRUGS AND DRUG TAKING 
AMONG CHILDREN AT DUBLIN POST-PRIMARY SCHOOlS 

Drugs have been used by the human race to release tension and 
change mood for thousands of years. The oldest of these is almost 
certainly alcohol. Marijuana (Cannabis lndica) has also been in use 
for at least four thousand years and is used by many millions of 
people in India and in the Middle East. It is a mild euphoriant and 
very seldom causes aggression or leads to crime, unlike alcohol. 
There is no evidence that it is responsible, when used alone, without 
alcohol, for serious injury to individuals or property, nor does it 
appear to be a drug of addiction. 

At present two drugs are socially acceptable and their use is 
encouraged by advertising. These are, of course, alcohol and 
nicotine (cigarettes). Of the two, cigarettes are undoubtedly the more 
dangerous to life and are largely responsible for the increase in 
death rates in middle-aged men in England and Ireland to-day from 
lung cancer, bronchitis and coronary thrombosis. Alcohol, on the 
other hand, causes much domestic and personal unhappiness and 
Dr. Dermot Walsh has shown that the admission rates in the 
Republic for alcoholism and alcoholic psychosis were in 1964 ten 
times higher in males than they were in England and Wales and that 
the highest proportion of personal income is spent on alcohol in 
Ireland of any country for which information is available (Table 7). 

~ After alcohol and nicotine, the commonest and most serious 
drugs of addiction are the barbiturates. Most barbiturate addiction 
is begun by the doctor, of whose patients perhaps a third suffer from 
vague psychiatric and social troubles. In 1968 24 million units of 
barbiturates were consumed in the Republic compared with 18 
million units in 1962. In addition in 1968 11 million units of tran
quillisers were consumed. The excessive use of barbiturates and tran
quillisers on doctors' prescriptions is a very much larger problem 
than the much publicised drugtaking sub-culture in Ireland. ")( 

It is a sobering thought that about £1 in every £5 of personal 
expenditure in Ireland is spent on drugs of addiction, alcohol and 
nicotine. 

THE ILLEGAL USE OF DRUGS 

The Board has carried out a study, which has lasted over a year, 
to find out who are the people who are commonly using drugs 
illegally. These drugs can be divided roughly into two groups; the 
"hard" drugs which are drugs which cause rapid addiction and 
undermine morale and health, the most important of this group are 
the opium drugs such as heroin, morphine and pethedine-hard 
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drugs also include cocaine; the second group are the "soft" drugs 
which do not usually cause addiction although they may do so; the 
least harmful of these is undoubtedly marijuana or "pot". The other 
commonly used drugs are the amphetamines and the hallucinatory 
drugs such as "LSD". The use of amphetamines in Ireland has been 
greatly reduced since these drugs were banned by the Minister for 
Health. 

Studies show that the major use of drugs illegally is by a sociaJiy 
underprivileged group in the city of Dublin who do not differentiate 
well between one drug and another. This is the group that has been 
raiding dispensaries. There is also a smaller group amongst the 
more intelligent who are very well aware of the difference between 
the various drugs-they experiment mostly with marijuana but also 
with LSD. 

The problem of illegal drug taking as it is presenting itself in 
adolescents is largely an urban phenomenon involving the socially 
underprivileged. It mainly involves adolescents for whom experi
mentation with drugs is merely one facet of a general disturbance of 
personaJity. Most of them could not be described as drug addicts 
although some are and others are undoubtedly on the way to 
becoming so. 

Our studies on drug taking in Dublin suggest that this subculture 
can be numbered in hundreds. 

The Board carried out a study of drug usage in Dublin post
primary schoolchildren. A 10 per cent sample of the 145 Dublin 
post-primary schools was taken which included 5,483 subjects, 
ranging in age from ll-19 years. This study was carried out in 
co-operation with the I rish Cancer Society, the College of General 
Practitioners and the Economic and Social Research Institute. The 
study showed that 2·3 per cent of the sample claim to have experi
mented with drugs. Over the age of 16 years 4·9 per cent claimed 
they had tried a drug and under the age of 16 it was 1· 3 per cent. 
Marijuana was the drug that was most commonly mentioned aod 
there was no difference between the proportion of girls and boys 
who had tried smoking marijuana. Very few of the post-primary 
schoolchildren had experimented with hard drugs and this small 
group were chiefly boys. At present the problem of drug usage by 
Dublin post-primary schoolchidren would appear to be a small one 
but these children are aware of the current use of drugs to alter 
mood and suitable steps should be taken to make sure that they 
understand the dangers of drug addiction. 

Teaching children about the use and abuse of drugs, including 
cigarettes and alcohol, should not in our opinion be approached as 
an isolated subject but should be part of training at school to assure 
the development of a mature relationship with friends, parents and 
teachers. Whether to experiment with drugs is only one of the 
problems of adolescence and a better understanding of drugs and 
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their dangers can best be obtained by discussion with the right 
person in a quiet way at the same time as other problems of adoles
cence are under discussion. 

A real effort should be made to damp down the emotional excite
ment attached to the drug subculture. Much of the anger against 
drug abuse among young people from the older generation represents 
a reaction against those who are in revolt against established beliefs 
and customs rather than specific concern about the use of drugs. 
Many of the older generation who are so critical of the young are 
themselves addicted to alcohol and cigarettes. 

There is no doubt there is a serious problem of drug taking in our 
Irish society- alcohol, cigarettes, barbiturates and tranquillisers. 
The drugs of the new drug subculture, marijuana and LSD, are at 
present only a minor problem. 
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17. 

A SOCIOLOGICAL STUDY OF THE AGED, BOTH THOSE 
ADMIITED AND THOSE NOT ADMITTED TO THE COUNTY 

HOMES 

The recent inter-departmental report on the care of the aged 
(Inter-Departmental Committee on the Care of the Aged. Report 
1968. Stationery Office) stresses the need for in-depth studies of the 
population of such institutions as the County Homes. Such a study 
would serve to fill an essential need when so much stress has been 
laid on the necessity for community care and responsibility rather 
than institutionalisation. 

The Board has under consideration a proposal by Fr. Dougan, 
Professor of Social Science at Galway University "A Sociological 
Study of the Factors associated with the Admission of Patients to 
the County Homes and a Comparison of those who are admitted 
with those who are not admitted". This study would counterbalance 
the study the Board is undertaking on mental health in the com
munity and in the mental hospitals and it is, therefore, proposed that 
it should take place in Counties Carlow, Roscommon and Galway. 
In Counties Carlow and Roscommon the study would complement 
the Board's study on mental health in the community in these two 
areas and it is considered that as the study is being organised from 
Galway and there is very good co-operation with the Medical 
Superintendent of Loughrea County Home, Galway should be 
included in the study. 

The study of the aged, both at home and in county homes, would 
be undertaken by combined casework and questionnaire technique. 
It will not always be possible to complete questionnaires by direct 
interview since a number of the aged will be either physically ill or 
mentally disturbed. Among these, histories will be obtained from 
friends. A pre-coded questionnaire will be used. Information will be 
gathered not only from the patients in the county homes and the 
aged at home, but also from the staffs of the homes, the family 
doctors, the relatives of patients and local key informants, such as 
the Medical Officers of Health, the gardai and the priests. The study 
of the aged is likely to take about two years. 
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18. 

A SURVEY OF HOMELESS PERSONS AND VAGRANTS IN 
DUBLIN 

The Board is carrying out a survey of homeless persons in Dublin 
during the winter of 1970-71. This study is under the supervision 
of Mr. Seamus 0 Cinoeide and the Simon Community and the 
general direction of the Director. The purpose of the proposed 
census or survey is to enumerate all persons who are sleeping rough 
in Dublin and to collect basic background information about them 
with a view to accounting for their homelessness and to plan help 
for them. 

Homeless persons are taken to include two classes; those living 
in free or subsidised hostels, and those who are sleeping rough. For 
each person the following information will be obtained; name, age, 
marital status, place of origin, employment experience, source of 
income (if any), nearest living relative, the sleeping arrangements 
used and any hospital records. This survey will take about twelve 
weeks. 

19. 

ADOPTION IN IRELAND 

The Board is supporting a study by Miss Vivienne Darling, 
Department of Social Studies, Trinity College, Dublin, into the 
functioning of adoption agencies in Ireland and the physical and 
psychological care taken of unmarried mothers. The Board is also 
interested in the treatment of children, particularly those that are 
sent, often at an early age, to reformatories. 
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20. 

THE EPIDEMIOWGY OF MULTIPLE SCLEROSIS 

Multiple Sclerosis, or MS, is the most important disease of the 
nervous system affecting men and women in the prime of life. In 
May, 1970, the Director was invited to attend the World Neurology 
Congress in Jerusalem to describe his researches on the Epidemiology 
of MS which he has been undertaking since 1947. The risk of MS 
among immigrants from Northern Europe to South Africa is five 
times higher than among the South African-born but those who 
emigrate below the age of 15 have only one-quarter of the risk of 
those who emigrate after this age. The Multiple Sclerosis research 
has been described by the Director during the year in "Scientific 
American" and in "The South African Medical Journal" and a 
further report is to appear in 1971. The epidemiology of Multiple 
ScJerosis suggests strongly that this disease is caused by a "slow 
virus" and that if the infection takes place in childhood or infancy 
the risk of the syndrome we know as Multiple Sclerosis occurring 
in the adult is small. If the infection takes place for the first time 
after the age of 15, among the pre-disposed there may be a precarious 
balance betwe.en allergy and immunity to the infection which we 
know as the disease Multiple Sclerosis. 

After the Multiple Sclerosis congress in Israel the Director was 
able to study some of the researches that are being carried out in 
Israel, a country like Ireland of just under 3-million people, but 
unlike Ireland, with high immigration, a high rate of growth and no 
alcoholism problem. 
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21. 

PROPOSED RESEARCH INTO THE CAUSES OF STROKES 

The World Health Organisation invited the Director to attend a 
conference to discuss the organisation of a Stroke Register. This 
Register will be similar to the Ischaemic Heart Disease Register 
which has been already · established by the Board in Ireland. The 
Stroke Register will study the factors responsible for strokes, that 
is cerebral haemorrhage, cerebral thrombosis and embolism and 
subarachnoid haemorrhage. There is increasing awareness by WHO 
that in Europe and North America the causes of ill-health are no 
longer infectious diseases but that our health in middle age is being 
increasingly affected by the so-called degenerative diseases, that is 
heart attacks, stroke and cancer. WHO considers that epidemio
logical studies offer the best hope for the prevention of these diseases, 
just a~ epidemiological studies have already shown how we can 
greatly reduce the incidence of lung cancer, cancer of the uterus and 
to a large extent heart attacks. 

TABLE 10 

IRELAND 

Average a1111uaJ number or deaths and death rates in eac:b period: 1950-52, 
J9S5-57, 1~2, 1964-66, from Yascular lesions affecting ceotnd nervo• system 

(330-334) 

Year 

1 9~52 
1955-57 
1960-62 
1964-66 

Number 

2,907 
3,738 
3,960 
4,202 

Rate per 100,000 

98·2 
129·0 
140·5 
145·7 

Avenge annuaJ number of deaths and death rates per 100,000 In eac:b period 
1950-52, 1955-57, 1960--62 and 1964-66 from senility (794) 

Year 

1950-52 
1955-57 
1960-62 
1964-66 

Number 

4,436 
2,680 
2,010 
1,462 

Death rate per 100,000 

149-8 
92·5 
71·3 
50·7 

The statistics for deaths from cerebrovascular disease (code 330 
to 334) in the Republic of Ireland are a good example of the in
accuracy with which this diagnosis is made. The age distribution of 
the population between 1950 and 1966 has remained about the same 
and so has the total population. In 1950-52 there were 2,907 deaths 
certified annually from cerebrovascular disease, a rate of 98·2 per 

39 



~ 

TABLE 11 

IRELAND 

DEATHS lN 1966 DUE TO VASCULAR LESIONS AFFECI'JNG CENfRAL NERVOUS SYSTEM (330-334 7th eciJtioa) CLASSIFIED 
BY AGE AND SEX 

All A&es 0--4 $-1 <4 J$-24 2$-34 3$-44 4$-$4 $$-64 65-74 7$-8<4 8$ and Over 

------
330 M. F. M. F. M. F. M. F. M . F. M. F. M. F. M. F. M . F . M . F. M . F. 
Subarachnoid 

HaemoiTba&e ... 8$ 132 0 I I 0 $ 4 3 • 9 19 1$ 33 24 24 16 2$ 11 19 I 3 

331 
Cerebral Haemorrbaae 727 971 2 3 I 0 3 I I 0 6 9 <40 $0 127 134 227 282 246 372 11 120 

332 
Cerebral Embolism 

and Thrombosis ... 917 1.020 0 0 0 I 0 I 0 0 2 $ 11 8 66 67 263 243 409 466 166 229 

334 
Other Vucu.lar Lesions 

of the C.N.S. ... 228 2$8 0 0 0 I 0 I I 0 0 2 $ $ 20 1<4 61 62 89 120 46 $3 

Total 330-334 1,957 2,381 2 4 2 2 8 7 $ 4 17 3$ 11 96 237 239 ,3 612 1$$ 977 290 .as 

Ratcs/100,000 ... 13$·0 165-9 1·2 2·6 (}6 0·6 3-4 H 3-42·7 10·8 21-8 42·2 58·8 170·1 179·1 $88·9 $71·8 1,694·1 1,81$•4 3,583-9 3,318·<4 

----------



100,000. By 1964-66 the average number had increased to 4,222 or 
145·7 per 100,000 (Table 10). This is an apparent increase of 50 per 
cent •. However, if the deaths from senility are considered it will be 
seen that they have dropped during the 15-year period from 4,436 
(150 per 100,000) to 1,462 (51 per 100,000) per annum. This suggests 
that the apparent increase in deaths from cerebrovascular disease in 
Ireland is really due to improvement in diagnosis and perhaps some 
change in the fashion of diagnosis (Table 1 0). 

When deaths due to vascular lesions affecting the central nervous 
system (330-334) in Ireland are classified by age and sex, the number 
of deaths and the rates per 100,000 increase with increasing age 
(Table 11). Below the age of 65 cerebral haemorrhage is twice as 
likely to be given as the cause of stroke than cerebral thrombosis 
and embolism. After the age of 65, cerebral thrombosis and embolism 
exceed in number cerebral haemorrhage. Very probably in the 
younger age groups the term "cerebral haemorrhage" includes some 
patients where the diagnosis should have been "subarachnoid 
haemorrhage". 

The statistics from death certificates in Ireland show that no 
conclusions can be drawn at present as to whether or not deaths 
from the different forms of stroke in different age groups are 
increasing or decreasing. Nor is it known with any accuracy the 
relative proportion of the different varieties of cerebral accident 
that occur in different age groups. There is very little knowledge of 
the aetiology of the various forms of stroke except that cerebral 
haemorrhage is associated with a high blood pressure and that if the 
blood pressure is kept under control the risk of a cerebral haemorr
hage is greatly diminished. It is also known that hardening of the 
arteries of the brain is important. Epidemiological studies and a 
"Stroke Register" will throw great light on this very important 
cause of morbidity and death. 

22. 

A PRELIMINARY STUDY OF THE ITINERANTS 

During the year Dr. Michael Crawford, Lecturer in Anthropology 
at Pittsburgh University, requested the help of the Board in order 
to study the genetic background and general health of our itinerant 
population and to see if and how it might differ from the non
travelling Irish people. 
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23. 

CIGARETTE SMOKING-A CHALLENGE FOR PREVENTIVE 
MEDICINE 

The recent report by the Royal College of Physicians (R.C.P.) 
"Smoking and Health Now" gave clear evidence that premature 
death and disabling illness caused by cigarette smoking has now 
reached epidemic proportions and presents the most challenging of 
all opportunities for preventive medicine. The sales of cigarettes per 
head in the Irish Republic, including sales to visitors from other 
countries, reached the same level as sales per head in the United 
Kingdom about 1950 (graph). There has been a drop in the number 
of men smoking cigarettes in social classes I, II and Ill in Britain 
during the last few years. Cigarette smoking in doctors has steadily 
declined in Britain and in Ireland and Richard Doll has shown that 
the doctors' lung cancer and heart attack rates in Britain have fallen 
while the rates in the rest of the community have increased. 
Cigarette smoking is the major factor associated with the risk of 
developing lung cancer and an important factor contributing to 
chronic bronchitis and heart attacks. 

PACKETED C ICI\RcTTES PURCHASED PER ADULT PER A NNUM 

1920 - 1967 
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1920 1 930 1940 1950 1 960 1967 
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The number of deaths in both men and women from cancer of the 
lung has increased steadily in Ireland as it has in the United Kingdom 
so that to-{)ay there are about 1,000 deaths a year from this cause 
in the Republic. Most of the recent increase in the lung cancer rates 
occurred in men and women over the age of 55 (Table 12). The lung 
cancer rates are higher in D ublin (77/100,000, 1967) than in rural 
areas (35/100,000, 1967). In women in the Republic aged 45-64 
years the lung cancer rates are 81 per cent of those found in women 
in England and Wales. (Rates averaged over the five-year period 
1964-1968). 

TABLE 12 

REPUBLIC OF IRELAND 

Average annual lung cancer death rates per 100,000 population comparing tbe 
five-year period 1954-58 with 1964--Q 

Males Females 
Age 1954-58 1964-68 1954-58 1964-68 

35--44 8·4 (15-4) 9·8 (15-4) 3·7 (6·8) 3-4 (H) 
45-54 45·1 (75·2) 46·4 (78) 11·0 (17-0) 14·9 (24·4) 
5~ 103-4 ( 139·0) 158· 3 (217·6) 25·0 (33-6~ 36·3 (48·4) 
65+ 83·6 (129·6) 203-4 (305) 28·8 (46·6 42-6 (73-8) 

AJ1 ages 24-7 (361·8) 42-6 (617-6) 7·3 (105·2) 10·7 (153-4) 

The number in brackets is the number of lung cancer cases per year averaged 
over the five-year period. 

In 1961 , 60·7 per cent of men and 37·5 per cent of women smoked 
packeted cigarettes in the Republic. By 1967 the percentage of men 
who smoked packeted cigarettes had fallen to 55·4 per cent but the 
percentage of women had increased to 38·3 per cent. The number of 
cigarettes smoked by men has fallen slightly in Ireland between 1961 
and 1967; however, there had been a big increase in the cigarette 
consumption by women (Table 13). More cigarettes were smoked 
per day per adult in Dublin than in other urban areas and in other 
urban areas than in rural areas (Table 14). These statistics have been 
made available through the courtesy of the Irish Tobacco Manu
facturers Advisory Committee. 

The R.C.P. Report points out that in the United Kingdom 2 out 
of every 5 heavy cigarette smokers, smoking more than 25 cigarettes 
a day, wiU die before the age of 65 but only 1 in 5 non-smokers. 
Those who discontinue cigarette smoking run a reduced risk of 
dying from its effects. Pipes and cigars according to the Report play 
a relatively small part in causing lung cancer, bronchitis or heart 
attacks. 
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TABLE 13 

Average Manufactared Cigarette Coasumptioa per week per Adlllt in the Republic 
and Great Britain 

1961 

Men 

I 
Women 

I 
Total 

Age R. I G.B. R. I G.B. R. I 0.8. 

1961 

16-19 40 56 11 24 25! 41 
20--24 61 80 19 34 41 56 
25-34 92! 78 28 40 ~l 60 
35-49 96 91 35 46 69 
50-59 87 85 3Sl 34 63l 60 
60+ 481 55 14! 13 31 32 

All ages 76! 78 26 33 5U 55 

1967 

16-19 43 55 21 33 321 44 
20-24 75 77 39l 45 58 61 
25-34 sot 76 38 43 58! 

59 
35-49 81 83 42l 50 61 66 
50-59 82! 73 42t 45 62 59 
60+ 54l 49 20 18 361 31 

All ages 71i 70 34! 38 521 53 

TABLE 14 

A-.erage Manufactured Clprette CoosmnptioD per Day per Adlllt in the Republic 
and EDgland and Wales 

Men Women 

1961 1967 1961 1967 

Irish Republic: 
13l 13 H 7 Dublin 

Other Urban 12 11 4l 5! 
Rural 10 8! 3 Jt 

England & Wales 
London .. .. 10 10 7 7 
Urban excluding London, 

Conurbs and CBs 10 10 4 5 
Rural 9 8 4 4 
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Smokers must be convinced of the dangerous effects of cigarette 
smoking on health. Those who can give a good example, doctors, 
teachers, the clergy and television stars, should abstairi from 
smoking and medical students should be fully instructed about the 
effects of smoking. Better means of educating children about the 
dangers of smoking should be developed. Perhaps we should 
consider whether notices warning about the danger to health of 
cigarette smoking should be printed on packets of cigarettes as is 
done in the United States and as has been proposed in the United 
Kingdom. 

Differential taxation could be used to encourage those who cannot 
stop smoking to change from cigarettes to a pipe or cigars. For 
those who are unable to stop cigarette smoking a safer cigarette 
should be developed as a matter of urgency by the tobacco industry. 
Doctors have a special responsibility to warn those who are 
particularly "at risk", for instance those who have already or who 
are threatened with cardiovascular disease and those with a smoker's 
cough. The goal is the preservation of the health and lives of 
thousands of smokers who would otherwise continue to become ill 
and die before their time. 
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WHAT CAN BE DONE TO IMPROVE OUR HEALTH? 

A much clearer understanding of the economic and social sick
nesses of Irish society is becoming apparent. These sicknesses 
suggest that the main problems of life have been avoided rather than 
faced. This can be seen by our unique method of controlling 
population, consciously or unconsciously, by celibacy, late marriage 
and emigration. Excessive time off work. often because of psycho
logical illness and dependence on the blunting effect on the 
consciousness of alcohol, are other forms of escape. 

Almost a fifth of our spending income is spent on alcohol and 
tobacco. Not only does this deflect wealth from improving our 
environment but it also contributes to much absenteeism from work 
and causes a large proportion of admissions to our general and 
psychiatric hospitals. 

Cigarette smoking is a major factor responsible for ill health. It 
accounts for the increasing deaths from lung cancer and is an 
important contributing factor in the morbidity and mortality from 
bronchitis, emphysema and heart attacks. It is the main reason why 
middle-aged men to-day have a poorer expectation of life than they 
did 10 years ago. 

Jt is much easier to state the medico-social problems of Ireland 
than to do anything about them. We have a tradition of individualism 
and resistance to change. Nevertheless, we are moving from a 
traditional rural economy to a modem industrial state and we 
cannot opt out. How can the change be made with the minimum 
loss of our traditional virtues and at the same time improve the 
health and happiness of our society? 

A first priority is accurate information about the types and causes 
of sickness and death in Ireland. The notification, not only of live 
births but, also of stillborn children, should be a necessary part of 
the attending doctor's or midwife's duty and perhaps a suitable fee 
could be attached to this notification. It should be an indictable 
legal offence to bury a body without either a medical certificate or a 
coroner's certificate and where the cause of death is not known an 
autopsy should be carried out. 

The Hospital In-patient Enquiry Scheme will provide detailed 
information about morbidity among different social classes and in 
different parts of the country (the Diagnostic Index) and will also 
provide information about the length of stay in hospital and the 
factors that in certain cases made the length of stay unduly long, 
such as admission for X-ray and other investigations that could be 
done just as easily and much more economically from the Out
patient Department. There have been in the past far too many small 
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hospitals, many of them inadequate for modern needs. It has been 
shown elsewhere that with good roads such as there are in Ireland a 
smaller number of modern, well equipped and staffed hospitals 
provide a better service with lower morbidity, a shorter length of 
stay in hospital and lower mortality. For instance, in Dublin, a 
city of 600,000 people, there are 14 general hospitals. Reducing the 
number of hospitals with full services is difficult because it conflicts 
with established interests~not only among the medical and nursing 
staff but also with the local pride and economy of the interested com
munity. It is essential, if we are to provide better medical services, 
that there should be fewer and better staffed and equipped hospitals 
and to this end the country is to be divided into eight Area Health 
Boards. 

The method of payment to the doctor and hospital can have a 
profound effect on the length of stay of the patient~perhaps very 
often because of subconscious or only partly conscious reasons. At 
present there is insufficient incentive to send a patient home from 
hospital and back to work quickly. It is proposed in the case of 
doctors treating dispensary patients that the doctor should be paid 
by items of service. Similar methods of payment elsewhere, for 
instance, .. Medicare" in the United States, have resulted in a greatly 
increased cost to the medical service and require increased taxation. 
This proposal is not likely to reduce the amount of absenteeism 
from work for sickness. Andre du Bois has pointed out in "The 
mirage of health" that medical care can become a bottomless pit. 
This is undoubtedly true and a balance must be kept between the 
needs of the health services and the proportion of the country's 
most able people and the amount of wealth that should be spent on 
these services in comparison to the ability and the wealth that is 
required for industrial expansion and to improve farming methods. 
Jt must always be remembered that the greatest part of the improve
ment in health has resulted from an improvement in the standard 
of living. 

Mental health is at the root of much of our medico-social problems 
in Ireland. Much mental ill-health seems to be associated with the 
peculiarities of our society, celibacy, late marriage, emigration of 
the young, and insufficient opportunities for rewarding work. 
Mental illness is twice as common among the single as among the 
married and in the West of Ireland there are large numbers of 
bachelors. Mental illness is much more a problem of young people 
in Ireland than in England. Mental health is also affected by loneli
ness and the small holdings in the West of Ireland which are not only 
uneconomic but also isolate the often unmarried and old men and 
women who live there. 

It is already possible to do a great deal to reduce the cost to the 
community of the mentally disabled, and to help a large number of 
these patients to live as reasonably well-functioning members of 
society outside of hospital. It has been shown that a well-functioning 
service of community psychiatric nurses who, for instance, see 
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patients who are inclined to schizophrenia and give them the 
treatment they require every three or four weeks to maintain mental 
stability, makes it possible to keep many of these patients in the 
community. If we improve community care of psychiatric patients 
we could perhaps close a number of our psychiatric hospitals and 
transfer the medical and nursing staff to community care. This 
would not only increase the happiness of the patients and their 
families but also reduce the cost of maintaining so many psychiatric 
hospitals. The Director took "locums" in practice during the year in 
Counties Roscommon, Mayo, Carlow and Louth in order to study 
community services within the community. 

In Dublin a major cause of unrest and mental ill-health may be due 
to people living in ever larger amorphous masses. There has been a 
failure in human relationships. The Board is very interested in the 
approach to this problem that is proposed for Ballyfermot, the 
concept of a Living Centre and a Community Development prog
ramme. The group working on this concept includes psychiatrists, 
medical practitioners, social workers, nurses, members of the 
Tenant's Association and others. It is hoped that this active civic 
centre will reduce the sense of alienation that is present, particularly 
among the teenagers. 

Just as a large number of mentally disturbed people can be kept 
reasonably well-adjusted and working in the community, whereas at 
present they are in mental hospitals, it is a better social policy to keep 
our "Senior Citizens" in their own community rather than in County 
Homes. The Board proposes to study this problem, particularly in 
Carlow, Roscommon and Galway. Financial aid to relatives or 
neighbours to help old people would in many cases make it unneces
sary to admit them to institutions. 

There are very many lonely people in Ireland, including married 
women who may become "kitchen sink drinkers". There is a great 
need for community centres, particularly in Dublin, where the 
children can play and take part in such activities as scouting and 
their mothers can have some social life of their own, such as tennis 
and bowls and meeting their friends over coffee. 

The fact that the pub is the centre of most Irishmen's social life is 
a major criticism of our society. Drinking among young people and 
among women who formerly did not visit bars is becoming more and 
more the rule. What can be done about this? Taxation on alcohol is 
already very high. Advertising of alcohol should be discouraged and 
the State and Churches could encourage and finance alternative 
forms of recreation, not only active sports but also pleasant places 
to relax, coffee bars and dances. 

The use of marijuana by a few young people has provoked a near 
hysterical reaction among their elders who, as Margaret Mead has 
said, as likely as not have a gin and tonic in one hand and a cigarette 
in the other. The use of marijuana, while it is to be condemned, is 
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often a search by young people for a heightened awareness. The 
Department of Health's action in banning the sale of the ampheta
mines has helped diminish the use of this brain stimulating drug and 
the very competent Garda drug squad are active in their search for 
drug pushers, particularly the sellers of dangerous drugs such as 
heroin and LSD. Fortunately, the hard drugs are still very little used 
as yet in Ireland. The study of post-primary schoolchildren in 
Dublin described in this report shows that 5 per cent of these children 
over the age of 16 have experimented with drugs, usually marijuana. 

What should be the attitude towards the use of marijuana by our 
young people. First, it must be accepted that they know about it 
and that it is easily grown and obtainable. It is pointless to lie to 
children and pretend that this drug is habit-forming and very 
dangerous to health because it appears to be less dangerous and 
habit-forming than alcohol, and the children know this. The great 
danger of hard drugs and LSD can be pointed out and the risk that 
experimenting with one drug will lead to experimenting with another 
more dangerous one; that drugs, including alcohol and tobacco, 
are best left alone. 

Those who take hard drugs such as heroin require a long period 
of treatment and rehabilitation under some degree of restraint so 
that they do not stop treatment too soon. The Courts could help as 
long as facilities for treatment and rehabilitation are provided. The 
peddling of hard drugs for profit should be a serious criminal offence 
so that, by a long sentence in gaol, these anti-social individuals can 
be discouraged. For every person in Ireland who takes heroin 
thousands take sedatives and tranquillisers, usually on a doctor's 
prescription. One of the first duties of the physician should be to 
educate people not to take medicine except on the real occasion when 
it is required. To write prescriptions is easy but to come to an 
understanding with people is hard. 

Last year 140 people in Ireland died from drowning. The risk of 
drowning is three times greater in Ireland than in England and this 
is largely because the Irish child so often does not learn to swim. 
The provision of many more swimming baths and swimm ing 
instructors so that every child in Ireland learns to swim will reduce 
the number of these tragic deaths and provide in later years a healthy 
alternative form of enjoyment to the pub. 

Two other dangers to the public have been noted recently. The 
weedkiller, Paraquat, is desperately dangerous, one mouthful can 
kill and yet it is sold freely to the public and is sometimes kept in a 
beer bottle. Stronger legal control of this deadly poison is required. 
Cellulose bags are being used for many articles that are sold and 
yet if a small child, perhaps playing as a spaceman, places one over 
his head, the cellulose sticks to the face and will cause death by 
suffocation in five minutes. All bags of a size that can be placed 
over the head should, by law, have a number of perforations, so that 
they cannot cause suffocation. 
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Because a number of deaths, particularly in the rural areas of the 
West of Ireland, are not registered, statistics about the expectation 
of life in Ireland must be treated with a degree of caution. For 
instance, we apparently have a better expectation of life in certain 
counties, such as Leitrim and Longford, than in the more prosperous 
counties. Thh is almost certainly not true. 

Certain general conclusions can be made. The expectation of life 
in the Republic is improving over the years in all age groups and 
both sexes, except for men (aged 55-74) among whom there has 
been a slight increase in the expectation of death today compared 
with ten years ago. (fable 15). The decrease in the expectation of 
life in middle-aged men has also occurred in England and Wales 
and is due in the main to the increased risk of death from heart 
attacks and lung cancer. 

TABLE 15 

CHANGE IN MORTALITY TRENDS IN MIDDLE AGED MEN BUT 
NOT IN WOMEN 

Rates/1,000 

Men England and Wales Women 

1946-50 .. 51 ·6 Aged 65-74 34·4 
Increasing 

1956-60 .. 53·7 death rate 30·7 
1961- 65 . . 54·2 in men 29-6 Falling 

death rate 
in women 

Republic of Ireland 

1951-60 .. 48·9 ? Following trend in 38·8 

1961-66 .. 49·3 England and Wales 34·3 

Aged 55-64 

1951-60 .. 19·3 14·1 

1961- 66 . . 20·1 12·5 

Except in infancy and old age, it is probably the better living 
standards rather than medical attention that is largely responsible 
for the improvement in the expectation of life. In the Republic men 
between the ages of 5 and 74 have a better expectation of life than 
in England and Wales but among women there is a poorer expecta
tion of life at an ages than in England and Wales. If you are a man 
and you want to have a long life live in the Republic ; if a woman 
live in England. (Table 1). 
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CONCLUSION 

Since the famine Ireland has controlled its population growth by 
three measures; celibacy, late marriage and emigration, so that the 
population today is no greater than it was a hundred years ago but 
we have added greatly to population growth in other countries. 
What has been the cost-there is a skew in the age structure of our 
population with a large number of children, relatively few in the 
productive years of life and a relatively large number of old people. 
All hospitalisation rates in the Republic are high and first admissions 
to mental hospitals are twice as high as those of England and Wales 
and among young people they are several times higher. Otber 
evidence of the sickness of our society is the high rate of absenteeism 
from work and of strikes, and the high proportion of personal 
expenditure that goes on alcohol and cigarettes. 

It is becoming more and more apparent that this is likely to be 
the only planet that mankind will be able to inhabit for many years 
to come. Yet during the last 100 years we have gone a long way to 
destroying this planet's environment by u.>ing up its natural resources 
which had been built up over millions of years. Many forms of life 
have been decimated and even obliterated in order to produce an 
increased food supply. Artificial fertilisers and chemicals pollute the 
rivers and smoke pollutes the air. 

Further increase in the world population will destroy the whole 
balance of our ecology, the balance between Homo Sapiens, made, 
we believe, in the image of God, and the rest of this planet's animal 
and vegetable life and its natural resources, in the air, in the ground 
and in the- seas. Unless steps are taken now the planet Earth will 
become a desert. Whatever is done, the world's population by the 
year 2,000 A.D. is expected to be over 6,000,000,000 people. 

Many of Ireland's problems stem from poverty and it is interesting 
to compare the size of families in Ireland by socio-economic group. 
The lower socio-economic groups have families which are 50% 
greater in size than those of the higher socio-economic group (Table 
16). This difference between the size of families and socio-economic 
groups doe~ not occur in England and Wales. In Ireland it is the 
poorest, who can least afford to educate and bring up their chrldren, 
who ·have the biggest families and so perpetuate their own poverty 
and inability to cope with our increasingly complex society. 

It is Obt enough that the medico-social problems of Ireland should 
be studied. There is already a considerable understanding of the 
nature and reasons for many of our problems and part of the 
function of the Board is to educate people to demand the changes in 
their environment that will lead to a happy, healthy and full life. 
The Board is most fortunate in the good relations it has with the 
Titnaiste and Minister for Health, Mr. Erskine Childers, T.D., the 
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TABLE 16 

FIGURES RELATING TO nfE NUMBER OF CHlLORE."l PER 100 
MARRIAGES OF 2~25 YEARS DURATION, WIVES AT TIME OF 

MARRIAGE 20-24 YEARS. OFFICIAL CENSUS RETURNS. 

Irish lrish 1961 English 
Social Group 1946 1961 

Average Average Catholic Other Average 

Professional Workers, self 
employed .. . . .. 387 382 437 265 238 

Professional Workers, em-
ployees .. .. . . 501 435 460 249 20-l 

Employers and Managers .. 427 386 429 267 195* 

Farmers relatives, farm 
managers .. . . . . 591 581 596 404 246* 

Agricultural Workers, Fisher-
men . . . . .. 609 573 577 428 260 

Skilled Manual Workers .. 574 524 533 328 219 

Semi-skilled Manual Workers 629 548 551 332 229 

Unskilled Manual Workers 629 608 610 420 256 

*Mean figures of two sub-groups. 

Secretary and the staff of the Department of Health. Many of the 
changes that are required depend on public opinion as it is expressed 
in the Dail and on the action that can be taken by Ministers and their 
Departments, such as legislation to obtain full certification of births 
and deaths, changes in the structure of the psychiatric services, 
legislation about the advertising and use of drugs such as alcohol 
and cigarettes, the provision of community health centres and 
amenities, etc. 

The work of the Board has been made possible by the co-operation 
it has received from the Irish Medical Association and the Medical 
Union and by consultation and co-operation with the universities, 
the Medical Research Council and other Boards and Institutes, in 
particular, the Economic and Social Research Institute. 

Only close co-operation between the State and the various groups 
which are working for the psychological, physical and economic 
health of Ireland can cause the necessary changes in public opinion 
and attitudes that will achieve the result we all desire- a happy, 
active and healthy people in a well-balanced society. 
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