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1 

INTRODUCTION 

Dr. Cyril Joyce, the Chief Medical Officer of Health, 
resigned from the Board from January, 1977 having been a 
member since 1965. The Director would like to express his 
great appreciation of the sound advice and practical help he 
has provided during the years and the Board will continue to 
call on his expert knowledge. Dr. Tim O'Dwyer became a 
member of the Board on the retirement of Dr. Joyce. 

The Hospital In-patient Enquiry Scheme (HIPE) was a 
major preoccupation of the Board in 1976. A number of 
hospitals did not complete all discharge forms and there was 
little increase in the number of participating hospitals. The 
reasons for this were that the patients' records were not always 
completed and that there was also a shortage of records staff. 
Because of the difficulties in expanding the scheme a sub-com
mittee was formed, under the chairmanship of Professor 
Geoffrey Bourke, to review the future of the Scheme. This 
committee considered that the scheme could provide invaluable 
information on hospital care and benefits to hospital admini
stration and research, and that it should continue. A lifting of 
the ban on the employment of new staff will now make it 
possible to recruit records officers to undertake the completion 
of the discharge summaries. It is proposed that they might be 
not only members of the hospitals' staff but also directly 
responsible to the Medico-Social Research Board for com
pletion of the HIPE forms. In spite of the difficulties in ex
panding the RIPE scheme a number of research projects were 
undertaken during the year based on the hospital discharges 
reported in the scheme and they will be detailed in this report. 

After the Hospital In-patient Enquiry Scheme the largest 
group of research projects undertaken by the Board are those 
on mental health under the direction of Dr. Dermot Walsh, 
Dr. Mairfn Nf Nuallain and Mrs. Aileen O'Hare, the Board's 
senior sociologist. Irish immigrants in England have also been 
investigated and during 1976 a study was undertaken in the 
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four Thames Regional Health Authority areas of England on 
psychiatric hospitalisation of Irish immigrants. This study is 
being carried out by the Department of Health and Social 
Security in London and the results will be analysed and re
ported in 1977. 

The Director of the Board and Dr. Adelstein of the Office 
of Population Censuses and Surveys, London, undertook a 
study on suicide and self-poisoning which compared the 
Republic of Ireland with Northern Ireland, Scotland, and 
England and Wales.1 Although suicide rates are lowest in the 
Republic of Ireland they are higher among the Irish immi
grants in England and Wales than among the United Kingdom
born. While deaths from successful suicide are falling there 
is an epidemic of self-poisoning by drugs, particularly among 
young women aged 15- 24. 

The abuse of alcohol continues to be a matter of major con
cern in Ireland. A study is being undertaken by Dr. Dermot 
Walsh and Dr. Richard Stevenson at the request of the Mini
ster for Justice and the Irish National Council on Alcoholism 
to ascertain the extent of recidivism among prisoners attribut
able to alcohol addiction. This study is nearing completion 
and will be reported in 1977. Appropriate treatment and pre
ventive measures will be recommended. 

Dr. Michael Mulcahy completed his study on the incidence 
of moderate and severe mental handicap in Ireland and his 
reports on the mentally handicapped, both those receiving 
institutional care and those outside of institutions, have been 
published.13 He has shown that Ireland has a high rate of 
moderate and severe mental handicap. Down's syndrome 
(mongolism) is the largest single cause of mental handicap 
in this study and the high prevalence of Down's syndrome 
is mostly related to the high average age at confinement of 
women in Ireland. 

A report on the Ischaemic Heart Disease Register under
taken by the World Health Organisation was published in 
1976,4 and Dr. Alicja Radic is continuing to follow up the 
patients on the Register and is completing the Stroke Register. 
The first report on the results of the Stroke Register will be 
published in 1977. 

The Board continued its studies on air pollution as part of 
the EEC programme on environmental control. This re
search, under the supervision of Dr. Denis Keating, is taking 

8 



place in D ublin, Cork and Galway. The Department of Health, 
the city boroughs and the Electricity Supply Board are 
collaborating. 

The Director of the Board and Dr. Peadar Kirke were mem
bers of the Steering Committee of a study undertaken in the 
Western Health Board area by Dr. Helen Grimes and her col
leagues for the monitoring of exposure to lead.' The European 
Community has an annual consumption of more than one 
million tons of lead and the Irish study is intended to develop 
a methodology for studying lead absorption in populations. 
The Irish population might be expected to have low blood 
lead levels. For the pre-pilot survey three population groups 
were selected in Ireland: pregnant women, recent army 
recruits, and workers from the Galway docks (who might be 
exposed to lead ore when loading ships). Both the army 
recruits and the pregnant women had very low blood levels of 
lead but levels were a little higher among the dock workers. 
The pre-pilot study is now being followed by a pilot study. 

The Director has continued research on farmer's lung in 
Ireland in collaboration with Dr. Dermot Collins in the north
west of Ireland and with Dr. James Dunbar of Queen's 
University, Belfast.' This study has now been broadened to 
include chronic bronchitis among the farming community and 
will be carried out in collaboration with similar studies which 
are being undertaken in Normandy, France. 

A report on the prevalence of multiple sclerosis among 
immigrants in Greater London was published in 1976.' A 
study on the prevalence and distribution of multiple sclerosis 
in the Republic of Ireland is near completion and will be 
ready for publication in 1977. 

During the year the Director attended 18 meetings in Ireland, 
Brussels, Luxembourg, Geneva, Lyon and elsewhere. He was 
a representative for Ireland on the Epidemiological Advisory 
Committee of the European Economic Communities. He took 
part in planning a number of EEC medico-social research 
projects which arc of particular interest to Ireland and in two 
major E.E.C. workshops, the first of which was held in Dublin 
in September, 1976 on the "Medico-social consequences of 
psychiatric disorders of major public health importance". This 
workshop was chaired by Dr. Norman Sartorius, Chief of the 
Mental Health Division of the World Health Organisation.' 
The second workshop will be held in Dublin in March, 1977 
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and will consider what action should be taken about the present 
epidemic of self-poisoning among young people. It is hoped 
that both these workshops will lead to a conjoint action pro
gramme among the countries of the European Economic 
Community. 

The Medico-Social Research Board is very aware that its 
research should not be limited to Ireland and, in fact, all the 
research it undertakes is directed towards improving the well
being and happiness not only of the Irish people in Ireland 
but also of Irish emigrants, especially those in England, Wales 
and Scotland, and also in other countries. For these reasons we 
have taken part in a number of WHO and EEC co-operative 
medico-social research programmes. This report will illustmte 
some of the ways in which we are doing this. 

Research alone is not enough and the Board is most anxious 
that the results of the research programmes it undertakes 
should be widely known and should lead to early appropriate 
action to improve the health and well-being of our society. 
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2(A) 

THE HOSPITAL IN-PATIENT ENQUIRY SCHEME 

The overall situation regarding the RIPE Scheme remained 
relatively unchanged during 1976. Fifty-six hospitals partici
pated, a number of them on an intermittent basis. compared 
with fifty-two hospitals in 1975 and the number of discharge 
summaries remained about lhe same at 197,000. The overriding 
problem continued to be shortage of clerical staff at hospital 
level. Not only did this prevent additional hospitals joining 
the Scheme but it also resulted in serious under-repor·ting from 
participating hospitals because hard-pressed administrators 
tended to use RIPE staff to cover shortages of clerical staff 
in other areas of the administration. 

The IDPE Scheme has been in course of development since 
1969 and in that time progress has been substantial. A con
siderable fund of expertise has been developed amongst the 
stalls of the MSRB and the Public Service Computer Centre; 
the major issue of confidentiality has been settled; an increased 
awareness of the role of statistics in planning and evaluation 
has been developed and from the stimulus provided by the 
HIPE Scheme the standard of medical record keeping in hos
pitals has improved. However the overall rate of development 
of the Scheme has slowed considerably in recent years. In 
1974 a total of 184,525 discharge summaries was received for 
processing but at the end of 1976 this figure had increased 
only marginally to 197,000. This has been a cause of con
tinuous concern to the Board and it was decided during 1976 
that an evaluation should be carried out to establish what cor
rective action should be taken to eliminate the difficulties being 
encountered. This work was entrusted ,to a small expert com
mittee of the Board and in the course of their assignment 
two basic factors were identified as the prime reasons for the 
present stop/go nature of the Scheme and for the slow down 
in overall development in recent years. These factors were: 

(1) Lack of clerical staff who have been trained in RIPE 
procedures in hospital medical records departments. 
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(2) The voluntary nature of par.ticipation by hospitals in 
'the Scheme. This leads in many instances to lack 
of commitment by hospital administrators and mani
fests itself in times of economic stringency in the 
practice of using staff appointed for HIPE work to 
cover shortages of clerical staff in other areas of the 
administration. 

These two factors have caused such difficulty in the past few 
years that the sub-committee gave serious consideration to 
the alternatives of abandoning the Scheme altogether or replac
ing it by a sampling system which would of course have 
considerably less potential for research. Ultimately they recom
mended that the Scheme should continue in its existing format 
i.e. that 100% national coverage should remain the objec
tive, but they felt that to put the Scheme on a sound basis 
it was imperative that trained clerical staff should be made 
available by the Board in each hospital. To avoid their being 
diverted to other duties on occasion they should be direct 
employees of the Board except where geographical location 
or considerations of size might suggest an alternative arrange
ment such as direct employment by the hospital with the 
Board refunding an agreed fee for each discharge summary 
submitted. Direct employment by the Board would make it 
feasible to introduce training and review programmes and 
would 'help to guarantee complete coverage and a higher level 
of accuracy in recording than can be obtained under ·the 
present arrangements. The Board is satisfied that these recom
mendations delineate the long term strategy which will be 
essential if full national coverage for the HIPE Scheme is 
to be achieved and if the undoubted potential of the Scheme 
is to be realised. Accordingly, suitable proposals have been 
formulated and submitted to the Department of Health for 
consideration and it is hoped that in the context of the recently 
announced government programme of job creation, that 
approval will be forthcoming. Initially, effor-ts will be con
centrated on three teaching hospitals, St. Vincent's Hospital, 
Dublin, St. Finbarr's Hospital, Cork and Regional Hospital, 
Galway. 

Development of computer systems continued during 
1976 and programmes have either been written or have been 
specified for the following routine statistical output: 
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(1) Hospital diagnostic and surgical indices quarterly, 
half yearly or annually as specified. 

(2) Individual consultant indices quarterly, half yearly 
or annually on request. 

(3) Hospital diagnostic and surgical summaries quarterly, 
half yearly or annually as specified. 

(4) Annual hospital analysis by broad diagnostic cate
gories showing age, sex and average stay compared 
with nat ional average stay. 

(5) Annual hospital analysis showing by broad diagnostic 
category the counties of origin of patients and the 
number of cases and bed days for each county. 

(6) Annual analysis for each Health Board showing for 
each county and by broad diagnostic category the 
hospitals in which patients from those counties were 
treated and the number of cases and bed days 
involved. 

1birty four requests for special statistics were received 
during the year from the following: 

Individual Doctors Conducting Research 11 
Voluntary Hospitals 7 
Other Hospitals 2 
Department of Health 4 
Universities 4 
An Foras Forbar~ha 2 
Health Boards 1 
Others .. . 3 

34 

The statistics were required for a wide range of applications 
and included two requests from firms who were assessing the 
feasibility of manufacturing certain drugs in Ireland. Another 
request was from An Foras Forbartha which was interested 
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in the number of persons hospitalised from road traffic 
accidents and the par~ticular [njuries for which they received 
treatment. A hospital was supplied with data which formed 
the basis of its annual clinical report. These are just some 
examples to illustrate the usefulness of the HIPE data and 
we would like to take this opportunity of reminding admini
strators and doctors participating in the HIPE Scheme that 
the Board will gladly provide special statistics free of charge 
provided the cost of preparation ris not too great in which case 
the user may be asked to meet part of the cost himself. 
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2 (B) 

PATIENT NEED FOR CARE IN LIMERICK 
REGIONAL HOSPITAL 

This study was made possible by the advice, co-operation 
and assistance of Dr. John Nash, the Physician Superintendent 
at Limerick Regional Hospital. The Steering Committee 
included, besides Dr. Nash, Professor G. Bourke, Professor 
J. McCormick, Mr. S. Trant, Mr. J. Hynes, Chief Executive 
Officer, Mid-Western Health Board, and the Director of the 
Board. The Project Team consisted of Dr. G. Carroll of the 
Medico-Social Research Board, Mr. C. Lennon, Mr. W. 
McCarthy and Mr. L. Daly of the Operations Research 
Section of the Department of the Public Service and Mr. 
P. Turpin of the Planning Unit, Department of Health.1 

The terms of reference for the study were as follows : 

- to classify the in-patient population of the Limerick 
Regional Hospital by their needs for medical care in 
the widest sense, and 

-to derive from this classification indications as to pos
sible alternative provisions for their needs. 

Method of Approach 
The normal approach to the problem of classifying patients 

by their need for medical care is to make a clinical assessment 
of the patients and to classify them on the basis of their 
medical condition. This approach relies primarily on a subjec
tive clinical analysis and can result in different classifications 
on the basis of the same evidence. To reduce the element of 
subjectivity an attempt was made in the study to develop a 
standard objective classification scheme which could be applied 
in a wide range of specialties. 

The method adopted was 10 identify the needs of patients 
for hospital care by measuring the needs that were met by 
the hospital facilities. Measurements were 1aken under four 
headings: 
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- the •need for nursing care 

-the need for technical care 

- the need for medical care 

- the need for surgery 

Information in relation to the need for care under each heading 
was collected and classified with respect to each patient 
surveyed. 

The classification scheme provided an indication as to the 
categories of patients whose needs could possibly have been 
catered for outside the acute care wards. Such patients were 
those whose measured needs were wen below the level of care 
available in these wards. The care which could be provided by 
a range of alternative facilities such as a nursing home or 
an out-patient department was defined in the same terms 
as those used in the classification scheme and patients were 
selected as candidates for these institutions on the basis of 
their measured needs. Factors such as home conditions and 
accessibility to the hospital were taken into account when 
making the selection. 

A selection was also made on the basis of clinical evidence 
alone and the results obtained from the two approaches were 
compared. Certain differences between the two sets of results 
were identified and the reasons why the differences existed 
were examined. 

A calculation was made of the reduction in bed-days and 
nursing workload which would result if the patients considered 
suitable for alternative care on the basis of medical evidence 
alone were diverted away from the acute care wards. 

Consecutive in-patient admissions to the general medical 
and the general surgical wards of Limerick Regional Hos
pital were surveyed. A total of 400 patients was included, 
200 patients in Medicine and 200 in Surgery. The survey 
started on 27th January, 1976, and the 400th patient was 
admitted on 6th April, 1976. 

Summary of Findings 
The main findings to emerge from the study were as follows: 

1. It is possible to classify patients by their need for medical 
care, but an objective classification scheme does not by itself 
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provide a sufficiently comprehensive basis on which to deter
mine the proportion of patients who could possibly have been 
treated outside the acute care wards. Clinical information on 
the patients' condition must also be assessed if sound judge
ments in relation to alternative provisions for their needs are 
to be made. 

2. The main short-comings in the objective classification 
scheme in this regard arc : 

- it does not ~dentify patients who are admitted with a 
suspected serious medical condition which afterwards 
turns out to be minor and who make little or 1110 

demand on the hospital facilities. 

- it does not identify patients who are seriously ill when 
admitted and are treated immediately and thereafter 
place a minimal demand on the hospital facilities. 

- it does not dHierentiate between medical patients who 
are properly in the acute care wards and geriatric or 
psychiatric patients who could be treated separately. 

3. The objective classification scheme provides a ready 
means of calculating the workload placed on the hospital by 
different categories of patient and of identifying the additional 
workload which would be placed on alternative forms of care 
if certain categories of patient were diverted away from the 
acute care wards. 

The following findings relate to Limerick Regional Hospital: 

4. On the basis of the clinical assessment it was estimated 
that approximately 19% of the medical and 26% of the 
surgical patients could have been treated outside the acute 
care wards if alternative facilities bad been available. The 
diversion of these patients from the acute care wards would 
result in a saving in bed days of 19·1 % in medicine and 
3·4% in surgery. The more important of the alternative care 
facilities are: 

B 

- an investigation unit which could have catered for 
up to 12% of the patients representing 1· 7% of the 
bed-days. 
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-an accident/ emergency unit which could have catered 
for up to 5% of the patients representing 0·6% of the 
bed-days. 

-a geriatric assessment unit which could have catered 
for up to 6% of the medical patients who represent 
7% of the bed-days in the medical wards. 

-a psychiatric unit which could have catered for up to 
5% of the medical patients representing 2% of the 
bed-days in the medical wards. 

5. Forty per cent of the patients surveyed had a low nursing 
requirement throughout their stay. Their average length of 
stay was 3·7 days and they accounted for 19% of total bed
days. 

6. Over 40% of the patients with a low nursing requirement 
were admitted to the hospital for examinations such as barium 
meal or cholecytogram. Their average length of stay was 2·5 
days. 

7. Sixty-<>ne per cent of the patients admitted to the surgical 
wards did not undergo an operation. 

8. Only one patient out of the four hundred sampled could 
be classified as a "social" admission. 

9. There was no evidence that general practitioners were 
referring patients unnecessarily to the hospital. 

General R ecommendations 
1. The objective classification scheme should be tested in a 

number of other hospitals and refined and developed until it 
can become fully reliable and generally applicable. 

2. Future studies should attempt to introduce more clinical 
information into the objective classification procedure. 

3. The possibility of a cross-sectional survey of patients' 
needs instead of a longitudinal survey should be considered in 
future. A cross-sectional survey would record a patient's needs 
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once only during his stay which would reduce considerably 
the work involved in making a survey. 

Recommendations in relation to Limerick Regional Hospital 
4. The feasibility and economics of establishing the follow

ing alternative care facilities should be investigated-

-an investigation unit and/ or expanding the existing 
out-patient facilities 

- a geriatric assessment unit possibly combined with 
a psychiatric unit 

- an accident/ emergency unit. 

The investigation could identify the effect on the workload of 
the main hospital of establishing such units and should take 
into account the facilities available in the other institutions 
and hospitals in the Mid-Western Health Board area. The 
object of the study would be to procure the most cost-effective 
allocation of resources in this regard in the Mid-Western 
Health Board area. 

References 
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2 (C) 

A STUDY OF THE CONTEXT FOR DECISION-MAKING 
IN A MENTAL HEALTH CARE DELIVERY SYSTEM 

In 1976 a report was published of a study carried out under 
the aegis of the Meclico-Social Research Board by Dr. John 
Cullen of the Department of Psychiatry and Dr. Bemard 
Moran of the Department of Business Administration, 
University College, Dublin. This study took place between 
1971 and 1974. 

It was, in the main, an experimental approach to develop 
a methodology for use by existing personnel to examine some 
of the more pressing issues facing management. Communica
tion between non-medical management and professional staff 
is never easy and this frequently leads to misconceptions on 
both sides. The professional may resent having to communi· 
cate his needs in formal or bureaucratic ways; the adminis
trator, in turn, who is in constant conflict between demands 
on resources and his respect rfor professional know-how, has 
few quantified or analytically rigorous reports or projections 
to justify expenditure. 

This study which was carried out in a mental health service 
context took place at a time when there had been very con
siderable development in service demands and in new facilities. 
The following studies examined selected facets of this wide 
range of activity. 

l. Day Centre-Study 
The Day Centre studied is situated in a residential suburb 

of the Eastern Health Board area. The staff of the Centre con
sisted of psychiatrists, community nurses, occupational 
therapists and psychiatric social workers. The service offered 
was directed towards re-socialisation and included a wide
ranging occupational therapy programme. The staff based at 
the Centre carried out domiciliary visits and were often assisted 
at the Centre by local voluntary help. One of the benefits of 
the study was the development of a monitoring capacity for 
professionals and administrators in assembling data on what 
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is actually happening in a clinical facility, who uses it, why 
and bow they use it etc. 

2. The Basis for Decisions made by Psychiatrists in Therapy 
Management 

This study was undertaken to obtain information about 
some decisions faced by the doctors in the treatment of patients 
and especially about the factors which may influence them. 
Information was obtained on the basis of questionnaires com
pleted during the period under review. Some decisions are 
compromises with real or ·perceived constraints, e.g. inadequacy 
of resources. Tables 1 and 2 (pages 23 and 24) indicate the 
changes in treatment involved and the reasons for such 
changes, and Table 2A on page 24 indicates the changes con
straining psychiatrists in their choice of treatment. 

3. Staff Activity Analysis at a Day Centre 
Because of the overlapping of role boundaries among pro

fessional staff at the Day Centre, it was felt that a study of 
their actual activity in their day-to-day work would provide a 
useful feedback for themselves and for the Clinical Director 
of the Centre. 

4 . Decision Analysis Study 
This was a decision theory analysis of the complex factors 

involved when psychiatric services staff must manage the often 
prolonged period when a patient has to move through different 
types of facilities, for example from hospital to hospital. It 
was quite clear that the decision process was one of extreme 
complexity, but the study shows how it might be made more 
conscious and amenable to evaluation. 

5. Family Doctor Survey 
A study was undertaken by Dr. H. Crawley to explore the 

background against which the mental health services might 
devolve some of their functions to family doctors. Twenty
eight doctors were approached with a request for interview, 
resulting in twenty-two interviews. The doctors generally were 
not satisfied with their undergraduate training in psychiatry, 
and most of them were also not satisfied with their post
graduate training in psychiatry. A wide variety of suggestions 
was made regarding the kind of postgraduate education needed 
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in psychiatry by the famjly doctor and it is proposed that 
some of these suggestions should be put into effect. Also 
studied was the range of psychiatric patients seen by General 
Practitioners, and the perception of General Practitioners of 
·the usefulness of the psychiatric services and of the various 
professionals working in the services. 

6. Survey of Consumption of Psychotropic Drugs amongst 
Dublin's Medical Card Holders 

This study was undertaken with the assistance of the Central 
Pricing Bureau. The Bureau keeps statistics of the monthly 
returns from chemists. Three categories were examined: 
(1) hypnotics, sedatives and anti-convuJsants, (2) tranquilisers 
and (3) anti-depressanls. Table 3 shows the volume of psycho
tropic drugs prescribed in the Eastern Health Board region 
and Table 4 shows the percentage of prescriptions for each 
of these categories. Of considerable importance was the com
parison between the specialists' prescribing patterns at the 
Day Centre and the prescribing patterns of General Practi
tioners. 

7. A study of a Sample of 8-year old children in a Local 
Authority Housing Complex 

This study undertaken by Mr. Ingo Fischer dealt with a 
housing complex which was about 5 years old and with a 
population of approximately 17,000 people in 3,000 families. 
Many of the families had young children of pre-school and 
primary school age. A majority of the children were between 
the ages of 5 and 9 with the 8-year old group comprising 17%. 

Four tests of educational attainment were administered to 
all children. It was found that more girls were under-achievers 
~ban boys, which was the reverse of studies in other areas. 
The boys were within the normal limits on all achievement 
levels. After further tests anxiety was found to be the most 
important factor explaining why the girls were under-achieving. 

A considerable number of the children needed special help. 
For instance, remedial reading programmes mjgbt make a very 
considerable difference to their educational development. 
Social maladjustment findings were also significant. 

This study pinpoints some of the factors related to educa
tional retardation and social maladjustment which could be 
used as the basis for planning an integrated service to support 
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families in djstress and to assist in the total development of 
the child. Educational and preventive programmes are essential 
requirements in this field. 

8. Parental Attitudes and Behaviour Disorders in a Child 
Guidance Clinic Population 

In this study, carried out by Dr. Aila Rantalla Collins 
the existing case records of a clinic were studied to assess 
the feasibility of using existing data in developing predictions 
of breakdown and therefore of further service needs. She 
found she needed to collect her own data to supplement what 
was available. 

The parental attitudes of neurotic and aggressive child 
psychiatric patients were compared, using Achenbach's factors 
for classification of child psychiatric cases into externalisers 
and internalisers. 

The parents of externalisers were more hostile and less 
concerned about their children while the mothers of internalis
ing children had a high degree of anxiety. The results showed 
that neurotic and anti-social symptoms in children are associ
ated with differences in parental attitudes and behaviour and 
often it was the parents who most needed help. The possibility 
of shaping health education to meet these factors was d iscussed. 

DAY CENTRE STUDY 

TABLE 1 
Changes in Treatment (46 patients) 

Existing Patients 

Tranquiliser-major 
Anti-depressant Drug 
Other Cbcm Agent 
Electro Plexy-ECT 
Psycho-Therapy 
Occupational Therapy 
Industrial Therapy 
Day Centre 
Hostel 
Special Unit 
Olstody-Special Supervision 
Other 

Significant features are: 

Present 
Treatment 

21 
19 
8 
7 

13 
13 

8 
1 
2 

Recommended 
Treatment 

7 
10 
9 
3 

28 
13 
8 

12 
5 
3 
6 
3 

(1} At least 14 patients recommended be taken off major tranquilisers. 
(2} At least 9 patients recommended be taken off anti-depressant drug. 
(3} At least 15 patients recommended be given psycho-therapy. 
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TABLE 2 

Reasons Cor Cba.nge in Treatment 

Normal Improvement 

Disimprovement 

Existing treatment not effecting desired change 

Social or other factors in ward 

Change in parents', relatives' attitudes 

Other reasons 

9 
11 

25 

1 

3 
5 

Almost half of all changes in treatment were recommended because existing 
treatment was not effecting the desired change. Also significant is the fact that 
about 25% of these patients were judged to be "disimproving". 

TABLE 2a 

The constraining factors 

Lack of space 
Lack of contact time 
Availability of Psychiatrists 

Availability of Psychologists 
Availability of Nurses 
Availability of Comm. Nurses 
Availability of Occup. Therapists 
Availability of Psy. Soc. Workers 

13} Shortage of Pgychiatrists 
10 

!} Shortage of para-medical 
1 staff 

11 

Outside mcdico-social services incomplete 19} 
Jnad~uate supervision outside 20 
Anythmg also contrary to currently 

3 

Community Failing 
accept.ed treatment 

Bound by Regulation or Law 
Other Reasons 

89 

Signljicm1t Features: 

(1) 26% of " Reasons" pointed to shortage of psychiatrists. 

(2) 46% of " Reasons" pointed to a failing of community services. 

(3) 26% of "Reasons" pointed to shortage of para-medical staff. 

More than one reason obviously apply i.n some cases, which is to be expected 
give.n that lack of resources u.nderlies most of the stated reasons. 
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TABLE 3 

Volume of Psychotropic Drugs prescribed in tbc EHB region 

February 
March 
April 
May 
August 
December 

Month Number of Prescription 

25,641 
29,076 
26,415 
29,668 
27,648 
24,730 

The number of prescription items written during each of the six months investi
gated varied between 24,730 and 29,668 

EASTERN HEALTH BOARD 

TABLE 4 

Percentage of Prescription Jtems written for each of 3 C'Jitegories of Psychotropic 
drugs during February 1973 

Category Number of Prescription Percentage of 
Items Prescriptions 

Hypnotics, 
Sedatives, 
Anticonvulsants 9,635 37·58 
Traoquilisers 12,590 49·10 
Anti-depressants 3,416 13-32 

Total 25,641 lOO% 
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3 (A) 

THE NATIONAL PSYCIDATRIC IN-PATIENT 
REPORTING SYSTEM 

During 1976 the report on the "Activities of Irish Psychiatric 
Hospitals and Units" for 1971 and 1972 was issued and it is 
hoped to publish during 1977 the "Activities" for 1973 and 
1974. All our systems and programming problems which have 
been detailed in earlier annual reports have now been satis
factorily solved and we will shortly be in a position, if hospitals 
and units return their data promptly, to publish annual reports 
on the activities of psychiatric hospitals and units within 
eighteen months of the end of the year concerned. 

The reports for 1971 and 1972 confirm the earlier trends 
of increasing admission rates to hospitals. both first admissions 
and re-admissions, for psychiatric illnesses and particularly 
for the neurotic, alcoholic and personality disorder categories 
of patient. The implications of these and other findings are to 
be presented in a paper accepted for publication by The 
Journal of the Irish Medical Association. 
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3 (B) 

THREE-COUNTY PSYCHIATRIC CASE-REGISTER 
STUDY 

As a fuJI account of this study has already been presented 
in several ear1ier annual reports it is not necessary to repeat it 
here. The study started on the 1st April, 1973 and was due to 
finish on the 31st March, 1976. However both the Department 
of Health and the Health Boards concerned decided to con
tinue their support until the 31st March, 1978. 

The existence of the Three-County Psychiatric Case-Register 
means that taken in conjunction with the St. Loman's Dublin 
psychiatric case register, maintained by the Eastern Health 
Board, we have complete coverage of 10% of the Irish popu
lation using all forms of psychiatric care. If these Registers 
continue we will have longitudinal information concerning all 
those included in the Registers. Since it does not seem feasible 
to introduce a national out-patient reporting system in the 
foreseeable future the reasons for continuing indefinitely the 
Three-County and St. Loman's case registers are compelling. 

Census data from the Three-County Case-Register Study are 
now available and awaiting analysis. Information will be pro
vided about all patients in all forms of care in the three 
counties at the end of March, 1973. The results of this analysis 
should tell us a great deal about the way in which our psychi
atric services in the three areas are deployed and how the 
service is being used by the patients. 

The information concerning admissions and discharges to 
and from care during the three years will also be available for 
analysis shortly. These two studies will provide hitherto un
available information concerning the workings of the psychi
atric services in Ireland. 
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3 (C) 

THREE-COUNTY SCHIZOPHRENIA STUDY 

This project, which was initiated in 1973 and the field work 
of which began in the summer of 1974, is now in its final field 
work year and will conclude at the end of August, 1977. It will 
be remembered from earlier reports that the study commenced 
with a census of all patients in care on the initial study day in 
each area. Patients already in care and identified as schizo
phrenic by the service psychiatrist in each area have been 
examined by our field psychiatrist using a standardised 
examination schedule, the "Present State Examination". This 
schedule has been used in a number of well known inter
national comparative studies, to standardise diagnosis. In addi
tion to patients already in care, all new patients entering the 
care of the psychiatric services for the .first time during the 
study year are being similarly examined by the research 
psychiatrist. Thus standard ised and comparable data concern
ing the prevalence and incidence of schizophrenia in the three 
study areas will be obtained. The inquiry is also being 
extended to cover individuals not in psychiatric care but in 
touch with primary health care services in sample communities 
in each of the ,three counties. 

In addition the study is also concerning itself with the socio
logical aspects of the schizophrenic patients. The occupational 
and socio-recreational roles of all first contact schizophrenic 
patients coming into care are being carefully examined by 
means of appropriate schedules and interviews applied by our 
field research social science graduate. 

Data from two of the three study areas have now been 
assembled and the schedules checked and coded. These are 
shortly to be transferred to punch cards which will then be 
processed and analysed. Items of social information from the 
two completed areas are now being analysed. For all schedules 
a unique number rather than a name identifies the case. 

Both in this study and in the Three-County Case-Register 
Study we acknowledge our substantial debt to the service 
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psychiatrists, community nurses, registrar controllers and other 
personnel in the three counties who have been our eo-workers 
and have given us every assistance and entered enthusiastically 
and wholeheartedly into the study. 
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3 (D) 

OTHER STUDIES BY THE MENTAL HEALTH 
SECTION 

A project concerned with the efficiency of delivery of care 
in Cliil area psychiatric service is being undertaken by Dr. 
Petrina Keane as field research psychiatrist. She has now come 
to the end of the field work and follow-up and is currently 
preparing the report for publication. 

With Dr. Fuller Torrey, of the National Institute of Mental 
Health of the United States of America, Mrs. O'Hare and Dr. 
Walsh are carrying out an investigation of the season of births 
of schizophrenics in Ireland. There are indications from other 
countries that the distribution of births of schizophrenics 
differs by month from that of non-schizophrenics. Because of 
the interesting prevalence rates of schizophrenia in Ireland the 
situation here warrants scrutiny. Particular attention will be 
paid to any possible regional variation there may be in the 
season of births of schizophrenics. The same team is also look
ing at the geographical distribution of births of schizophrenics 
within Ireland in an attempt to see if any "spa~time" cluster
ing of such births occurs. This will be done to examine the 
possibility of the operation of some adverse factors in a par
ticular area at the time of the schizophrenic's birth. 

Our involvement with the problem of the unmarried mother 
continues. During 1976 Dr. Walsh was elected chairman of the 
National Federation of Services for Single Parents and their 
Children. A second edition of the Directory of Services for 
Unmarried Parents and their Children has recently been com
piled by Mrs. O'Hare and will shortly be published. 

We are also providing annual reports on the pregnancies of 
Irish residents which have been terminated in England and the 
latest of these for 1974 will appear in March, 1977. 

t. Walsh, D . Pregnancies of Irish Residents Terminated in England in 1974. 
Journal of the Irish Medical Association. March 1977. Volume 70 No. 3. 
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4 

STUDIES IN MENTAL HANDICAP 

Dr. Michael Mulcahy, Director of Stewart's Hospital, 
Palmerstown, Co. Dublin, is continuing his studies on mental 
handicap in Ireland and during the year the Report on the 
Census of the Mentally Handicapped in the Republic of 
Ireland (Non-Residential) was published by the Medico-Social 
Research Board.' Some of the findings recorded in the census 
are being investigated further. 

Down's syndrome (mongolism) has been revealed as a major 
contributing factor to our high prevalence of moderate and 
severe mental handicap. The prevalence rate for this condition 
is l per 1,000 of the population.• It was confirmed that the risk 
that a child will suffer from Down's syndrome was highly 
related to late maternal age at birth. The causes of Down's 
syndrome are not fully understood and there is a need for 
better information about its incidence and its association with 
the age of the mother and other epidemiological factors. 
Accordingly, the feasibility of establishing a National Register 
of Down's syndrome is being considered by the Board. Such a 
register would make possible surveillance of incidence and of 
its annual variation and would provide clues as to the various 
causative factors. lt should thus make it possible to reduce the 
frequency of a relatively common condition which can cause 
so much distress to parents. The fall in the average age of 
maternity in Ireland is already resulting in some reduction in 
the incidence of Down's syndrome and it is hoped that this 
trend will continue. 

The geographical variations in the prevalence of mental 
handicap, especially adult mental handicap, may be further 
investigated by the setting up of registers of mental handicap 
in some health board areas. The Medico-Social Research 
Board can play a useful role in the setting up of such registers. 

The possible contribution of migration to the high preva
lence of adult mental handicap in Ireland was discussed in a 
paper presented at the 6th International Congress of Mental 
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Handicap in Washington in August, 1976.' Studies by 
Akesson.' MacKay5 and our own findings confirm that there is 
a definite link between migration and the prevalence of mental 
handicap. 

During the summer of 1976 a medical student, Mr. Geoffrey 
Chadwick, with the help of a student grant from the Board, 
assisted in a survey of all cases of phenylketonuria in Ireland. 
This survey was undertaken in collaboration with Dr. S. 
Cahalane and Dr. Doreen Murphy, of Temple Street Hospital, 
where a Register of children with phenylketonuria has been 
kept since 1966. The results of this survey give striking confir
mation of the efficacy of dietary treatment in preventing the 
serious effects of the untreated state. Children with phenylke
tonuria are no longer to be found in residential care except in 
rare instances. On the other hand, nearly all cases which 
occurred before dietary treatment became available are now 
in residential care. 

An informal committee has been set up, in collaboration 
with the Department of Health, to study the implications of the 
findings of the census of mental handicap with regard to the 
further services that may be required for the handicapped. 
This committee met at regular intervals during 1976 and hopes 
to achieve the difficult goal of matching the numbers of the 
mentally handicapped as revealed by the census with an ideal 
range of services which will take into account not only mental 
handicap but additional incapacities, e.g. both physical and 
emotional. In this way it is hoped to pin-point and measure 
deficiencies in our existing provision for the mentally handi
capped. 

References 

1. Mulcahy, M., Census of the Mentally Handicapped in the Republic oflreland 
(Non-Residential). The Medic~ociol Research Board 1976. 
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S(A) 

ISCHAEMIC HEART DISEASE REGISTER 

A paper on hospitalisation and complications in acute 
ischaemic heart attacks has been submitted for publication in 
the Journal of the Irish Medical Association. It shows that 
nearly 30% of the patients admitted to hospital spent their 
entire stay in the coronary care unit (CCU). 26% spent all their 
hospitalisation in a general ward and the remaining 44% were 
first admitted to the CCU and later transferred to a general 
ward. The length of stay in hospital of those who survived for 
28 days after the onset of the attack was shorter for the 
patients who spent ·their whole period of hospitalisation in the 
coronary care unit: only 9% stayed longer than 4 weeks 
whereas 39% of patients treated only in a general ward stayed 
longer than 4 weeks. 

Complications occurred in 27 % of hospitalised patients. 
The most common complication was congestive cardiac failure 
followed by cardiac arrest. The hospital mortality was 12%. 

The proportion of people suffering complications was similar 
among patients treated partly or entirely in the CCU alJld those 
treated in a general ward only; but in this study the hospital 
mortality was significantly less in patients treated partly or 
entirely in the CCU though later mortality was not infiuenced 
by this factor. 

The surviving patients are being followed for a minimum of 
five years to assess their long-term survival. 
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5 (B) 

STROKE REGISTER 

The results of the Stroke Register are ready for publication. 
The paper is entitled "Incidence of strokes in Dublin". 

Profile of the Patients with Stroke in Dublin 
Age and sex distribution. 

TABLE 1 

Age and sex distribution of stroke patients 

Male Female TotaJ 

lQ-19 2 1 3 
2Q-29 4 0 4 
3Q-39 4 4 8 
4Q-44 s 3 8 
45-49 8 8 16 
S0-54 16 9 25 
55-59 27 16 43 
6Q-64 40 32 72 
65-69 43 45 88 
7Q-74 45 47 92 
75-79 31 51 82 
SQ-84 14 48 62 
85+ 11 31 42 

Total 250 295 S4S 

Table 1 shows the age and sex distribution of the patients. 
The youngest patient was an 11-year-old girl with sub
arachnoid haemorrhage and the oldest was a 94-year-old 
woman with acute onset of hemiplegia. Over half of the male 
patients (57·6%) and threcquarters of the female patients 
(75·2%) were over 65 years of age. This table reflects the 
preponderance of women, especially in the older age groups. 

Social circumstances prior to stroke 
Half of all the patients were married (50·6%); there were 

more male patients married (67.2%) than female patients 

34 



(36·6%) the reason for this being the older age distribution of 
female patients. There were 46% of widowed females as 
opposed to only 22% of males. 

The percentage of single people was 17% for females and 
10% for males. 

Only 21% of the patients were gainfully employed the rest 
were retired due to age or disability or were housewives and 
students. 

The majority of patients (84·8 %> prior to their stroke were 
living with company in a private residence and a further 11·4 % 
lived alone. Only 3·8% were living permanently in an institu
tion. 

Prior to stroke 86·7% of all the patients were able to look 
after themselves independently. 11·7 % needed some help and 
1·6% were totally dependent on others for care; in 7·5% of 
patients there was already some bladder disturbance. 

Past medical history 
Slightly over half of the patients had a past history of at 

least one of the illnesses mentioned in Table 2. A history of 
hypertension was the most common. Only 61·3% of the people 
who knew they had high blood pressure were on hypotensive 
treatment before the stroke occurred. 

TABLE 2 

Stroke patients with a past history 

Alive for 21 days Dead within 21 
days 

All patients 

Number % Number % Number % 

Stroke 58 16·3 29 15·3 87 15-9 
Myocardial 

Infarction 28 7-9 16 8·4 44 8·1 
Hypertension 164 46·2 61 3H 225 41·3 
Diabetes 26 7·3 11 5-8 37 6·8 

Any of tbe above 197 55·5 86 45·3 283 51-9 
None of the above 158 44·5 104 54·7 262 48·1 

Ten per cent of the people who had a stroke were treated at 
home. They tended to be in the older age group and 76% of 
them were over 70 years of age. 

Slightly over threequarters (76%) of the patients were admit
ted to hospital after getting a stroke, and a further 14% 
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suffered a stroke while already in hospital with some other 
illness. All patients under 40 years of age were treated in 
hospital. 

The incidence of stroke in the study area was 152·9 per 
100,000 of the population. As the study population was young 
the age- and sex-adjusted incidence for all Ireland becomes 
200·0 per 100,000. This means that around 6,000 people 
suffer a stroke each year in Ireland. The mortality is high; 
34·9% died in 3 weeks of onset of stroke and 54·1 % died 
within a year. A further paper on functional recovery in stroke 
is being prepared. 
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6 (A) 

STUDY OF AIR POLLUTION, LIVING STANDARDS 
AND RESPIRATORY DISEASE IN CHILDREN 

This inaugural study by the Commission of the European 
Communities was carried out by the Medico-Social Research 
Board. The study commenced in 1975 and is continuing. The 
survey was carried out in 19 centres in the participating coun
tries, Belgium, France, Germany, the UnHed Kingdom, Ireland 
and Italy. The study, an epidemiological survey, is concerned 
with the relationship between air pollution, standards of living 
and respiratory disease in children. Three study centres were 
chosen in Ireland; Central Dublin and Central Cork, which by 
Irish and European standards are areas of air pollution, and a 
part of Galway city where there is very little air pollution. The 
method consisted of the application of an agreed and validated 
questionnaire, prepared in co-operation with the epidemiolo
gists taking part from the E.E.C. countries, and a physical 
examination made by a trained nurse fieldworker supervised 
by a doctor. 

In each of the three centres approximately 1,500 children 
between the ages of 6 and 11 were chosen from schools which 
were located within one kilometre radius of an air pollution 

TABLE I 

Percentage distribution of Age and Sex by Area 

Age in Years 

Area 6 7 8 9 10 INumbe~ 
Boys 

Dublin 18·6 23·7 20·1 19·1 18·5 737 
Cork 16· 1 23-3 19·7 22·2 18·7 734 
Galway 17·1 18-4 20·0 22·2 22·2 679 
Total 17·3 21·9 20·0 21·2 19·7 2,150 

Girls: 
Dublin 18·0 20·8 19·2 20·9 21 ·2 741 
Cork 12·3 23-9 19·1 22-8 21·9 l 740 Galway 17·2 18·3 20·7 24·9 18·9 704 
Total 15-8 21·0 19·6 22-8 20·7 2, 185 
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TABLE 2 

Mean height in centimetres In boys and girls by age and area 

Age in Years 

Area l 6 7 8 9 10 All ages I 
6-10 

Boys : 
Dublin 117-7 122-4 127-4 131·7 136·0 126·8 
Cork 118·8 123·8 129·5 133-6 139·0 129·1 
Galway 117-2 124·0 128-4 133·7 138·1 129·0 
Total 117·9 123-3 128-4 133·1 137·7 128·3 

Girls: 
Dublin 116·1 122-4 126·6 131·0 137-4 127·0 
Cork 117·5 121·3 127-8 133·0 137·7 128·3 
Galway 11 7·6 121·7 127·5 132·3 137-8 127-9 
Total JJ7·0 121 ·8 127·3 132·1 137-6 127·7 

Total 

737 
734 
679 

2,150 

741 
740 
704 

2,185 

monitoring station which had been in continuous operation 
for the previous three years. The population was drawn up of 
children who lived within two kilometres of the school and had 
done so for the previous three years. 

A few parents refused permission to have the children 
examined, in Dublin 6 %, Cork 4 % and Galway 6%. Finally 
4,335 children made up the Irish study population. 

The physical examination was standardised for all countries 
taking part and included height, weight and peak flow rates. 

Table 2 gives the height of boys and girls by age and area. 
Height increased with age from 6 to 10 years for both boys and 

TABLE3 

Mean weight (kilogrammes) in boys and girls by age and years 

Age in years 

Area 6 7 8 I 9 10 Total 

Boys: 
Dublin 21·4 23·1 25·3 27-4 29·9 25·3 
Cork 22·0 23·7 26·5 28·3 31·2 26·4 
Galway 21·5 24·3 26·5 29·0 31·0 26·8 
Total 21-6 23-6 26·1 28·3 30·7 26·2 

Girls: 
Dublin 20·5 23·3 24·6 26·8 31·2 25·5 
Cork 21·1 22·5 25·5 27-9 30·5 25-9 
Galway 21·4 22-9 25-9 28·4 31·0 26·1 
Total 21·0 22-9 25·3 27-7 30·9 25-8 
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girls within each area . The boys were taller than the girls 
within each area except among the 9 and 10 year olds in 
Dublin where the girls were taller. Children of both sexes in 
Cork and Galway were taller than those of equivalent age in 
Dublin. This was most marked for the older boys but did not 
apply to the six year old boys in Galway. 

Weight shows a similar trend with age as that shown by 
height. The boys weighed more than the girls in each area 
except the 10 year old Dublin boys who were lighter than the 
girls. The Cork and Galway boys weighed more than those in 
Dublin. 

TABLE4 

The prevalence of symptoms and disease in boys and girls by age. 

Boys I All Girls All 
------ ages --- - -- ages 

6 8 10 6-10 6 8 10 6--10 
--------------

Morning cough 8-1 8·9 8·5 7-9 11-0 9·6 6·0 8·0 
Day or night 

cough 10·0 5-8 5·9 6·8 8·1 8·9 4·9 6·9 
3 month cough 2-4 2·3 3· J 2·7 3-2 2·8 2·2 2-4 
Short breath 7·8 6·3 5·7 6·1 6·7 6·5 3-8 4·9 
Short breath more 

than others 5·1 I 4·2 3-8 4·1 3·2 3·5 1·3 2·4 
Wheezy chest 18·6 12·1 13·2 15-1 19·7 13·5 11·5 13-8 
Wheeze on most I days or nights 4·3 2·6 3-3 3·1 3·5 2-8 2-4 2·6 
Asthma 2·7 2-1 5·0 2·6 2·3 1·4 2·0 1·7 
Eczema 6·2 4·9 5·0 5·7 4·9 4·2 5·7 4·7 
Hayfever 3-8 4·0 6·1 4·5 2·0 3·0 4·0 2·7 
Cold in past 12 

months 83·3 78·5 74·5 79·0 86·0 83·0 80·1 82·1 
Colds going to 

chest 26·4 22-1 18·9 22-8 28·7 20·3 17·3 20·7 
3 week cough and 

phlegm 5·4 

I 
3·0 2·6 4·0 7-8 4·2 2-4 4-6 

Bronchitis or 

I pneumonia 3·8 4·0 3·5 4·5 6·7 3·0 1-8 3·7 

In Table 4 it can be seen from the total prevalence for all 
ages that boys had higher prevalence than girls for all the 
symptoms for which questions were asked except morning 
cough. day or night cough. cold in the past 12 months. and 
three week cough and phlegm. There was a trend in prevalence 
decreasing with age 6 to 10 for the day and night cough. 
shortness of breath. shortness of breath more than others. 
wheezy chest. wheezy most days. colds going to the chest. 3 
week cough and phlegm for both sexes. 
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TABLES 

Prevalence of respiratory symptoms and disease by area and sex. 

Boys Girls ------------
Dublin Cork Galway Dublin Cork Galway 

----------
Morning cough 14·7 6·0 2·5 16·2 5·0 2-6 
Day or night cough 11·9 5·3 2·9 10·6 6·3 3-4 
3 month cough 3·5 3·5 1·0 2-8 3·0 1·4 
Short breath 8·1 5·3 4·7 8·4 3·5 2·7 
Short breath more than 

others 4·2 4·6 3-4 3·5 2·0 1·6 
Wheezy chest 22·2 11 ·7 ll·O 23-5 10·5 7·0 
Wheezy on most days or 

nights 4·5 2·0 2·7 4-6 0·8 2·3 
Asthma 2-3 3·7 1·8 1·7 2·2 1·3 
Eczema 3·1 9·8 4·0 3·6 7·4 3·0 
Hayfever 1·9 7·5 4-1 2·2 3·5 2·3 
Cold in past 12 months 82·9 72·5 81·7 85·0 75·3 86·1 
Colds going to chest 27·0 25·8 15·0 30·2 18·8 12-6 
3 week cough and phle~m 5·4 3-4 2-9 5·3 4·7 3-8 
Bronchitis or poeurnon.a 3-9 6·0 N 3·9 4-6 2·4 

In Table 5 morning cough, day and night cough, shortness 
of breath, wheezy chest, wheeze most days, colds going to the 
chest, three weeks cough and phlegm were more prevalent in 
Dublin than the other areas for both sexes. Children's com
plaints of cough, colds going to the chest, bronchitis and 
pneumonia are all more prevalent in Cork than in Galway. 
The prevalence of asthma, bayfever and eczema are also 
greater for Cork children than in either Dublin or Galway. 

This is only a preliminary analysis; the further stage relating 
this information to the prevailing and past experience of air 
pollution in the areas concerned is still under study. 
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6 (B) 

THE STANDARDISATION OF THE MEASUREMENT 
OF AIR POLLUTION THROUGHOUT THE EUROPEAN 

COMMUNITY 

The Board undertook to carry out this work fo r the Health 
Protection division of the Commission on the Environment of 
the European Communities. Air pollutants, sulphur dioxide 
and smoke, have been monitored in Irish urban a reas since 
the 1960s. The methods used in Ireland measure total acidity 
(for sulphur dioxide) and black smoke (by reflectometry). Five 
other methods are in use in the Community and some measure 
sulphur dioxide alone and total suspended particulate matter 
(SPM) rather than smoke. The purpose of the study is to estab
lish the relationship of the data from the six countries partici
pating and so derive a single European standard for pollution 
by sulphur dioxide and smoke. 

The Irish study started in April, 1976 and EEC monitors 
were installed beside the existing monitors in Dublin, Cork and 
Galway. The reagents were exposed in these monitors and 
then sent at fortnightly intervals for measurement in the 
Brussels laboratory of the EEC. This procedure was followed 
in sixteen other European centres. 

Data for these pollutants from 1973 to 1977 from 16 Dublin, 
7 Cork and 4 Galway monitors were sent on computer tape to 
the Luxembourg office of the Commission on the Environment 
for analysis. 

Cork and Galway are, in European terms, areas of low and 
negligible pollution and Central Dublin falls into the category 
of a medium polluted area. 

In the year 1971 /72 (1st April to March 31st) for 12 Euro
pean cities of between half a million and 1 million inhabitants 
the most polluted and medium polluted sites in Dublin bad the 
3rd and 2nd lowest annual levels of sulphur dioxide. Occa
sional surges of pollution have occurred and in December, 
1971 Dublin bad the highest daily sulphur dioxide concentra
tion of any of the 12 cities but this month was an except ion. 

The study will make it possible to compare pollution levels 
and trends between cities of the European Community. 
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6 (C) 

WORKSHOP ON THE 
MEDICO-SOCIAL CONSEQUENCES OF 
PSYCIDATRIC DISORDERS OF MAJOR 

PUBLIC HEALTH IMPORTANCE 

At the suggestion of the Director of the Board the Epidemio
logical Advisory Committee of the Commission of the E uro
pean Communities requested the Medico-Social Research 
Board to convene a workshop in Dublin on mental 
disorders. The workshop was held in Broc House on the 
22nd-24th September, 1976 and the subject discussed was "The 
medico-social consequences of psychiatric disorders of major 
public health importance". This topic was chosen to explore 
the possibility of inHiating a project which would identify the 
main areas of medical and social needs in this field and prepare 
for the Commssion a plan of action, social and medical, to be 
adopted by Member States to reduce disability from the major 
psychiatric illnesses. 

This workshop was chaired by Dr. N. Sartorius, Chief, 
Office of Mental Health, WHO, Geneva, and was, therefore, a 
joint workshop between the European Commission and the 
World Health Organisation. D r. Baert of WHO Europe also 
participated in the workshop which was planned in co-opera
tion with Dr. Sartorius by the Medico-Social Research Board 
and, in particular, by Dr. D. Walsh who is in charge of the 
mental health section of the Board's work. 

A number of preliminary meetings were held in Geneva and 
were attended by Dr. Dean and Dr. Walsh and three working 
papers were written to be used as a framework for discussion. 
These papers were: 

1. Use of routine statistical data for studies and action pro
grammes on the field of medico-social aspects of the 
mental disorders. 

2. Needs in the area of definition and assessment of psychi
atric disability and of its sociomedical consequences. 
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3. Outline of a suggested programme of work on the socio
medical consequences of mental disorders of major 
public health importance. 

A final meeting for the compilation of the working papers 
was attended by Professor J. Cooper, University of Notting
ham, Professor E. Stromgren, University of Aarhus, Denmark, 
Dr. R. Sadoun of the French National Institute of Health and 
Medical Research, Paris, and Drs. M. Kramer and M. Katz of 
the National Institute of Mental Health of the United States. 

The workshop, which was opened by An Tanaiste, Mr. 
Brendan Corish, was attended by psychiatrists, sociologists, 
psychologists. statisticians and administrators from the Mem
ber States of the Commission and also participants from 
Switzerland and the United States. An Tanaiste reviewed in 
his address the current state of psychiatric services in Ireland 
and stressed the need for further research into the problem of 
mental Hlness. 

The workshop devoted three days to plenary session and 
group discussions of the working papers and strove towards 
formula ting proposals which wou ld highl ight the main areas in 
psychiatry in need of research and action. A draft proposa l 
was adopted by the meeting which was presented to Dr. 
Patrick Hillery, the Vice-President of the Commission of the 
European Communities and Commissioner for Social Affairs, 
who attended the final stage of the workshop. The proposal 
presented before Dr. Hillery outlined a draft research pro
gramme which in its various phases would last until 1983 and 
would be presented to the Commission for support during 
1976. Dr. Hillery in his address expressed his deep interest in 
the proposal and indicated that the Commission in its concern 
for the betterment of human conditions in the Member States 
was most sympathetic to any proposal whose objective was the 
relief of suffering from serious mental illness. 
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6(D) 

SUICIDE AND SELF-POISONING IN IRELAND AND 
GREAT BRITAIN 

The DJrector of the Board undertook a comparative study 
of suicide and self-poisoning in the Republic of Ireland, 
Northern I reland, Scotland and England in co-operation with 
Dr. Abraham Adelstein, the Chief Medical Statistician, Office 
of Population Censuses and Surveys, London, and Dr. John 
Spooner, the Senior Medical Director of Winthrop Labora
tories.1 Irish immigrants to England were also included in this 
study. 

Reported national rates of suicide remain fairly stable from 
year to year and considerable differences persist between 
countries.2 For instance, ·the rate in Hungary is high at 33·9 
per 100,000 of the population and the rate in Ireland is low, 
between 2 and 3 per 100,000. Even within a country there exist 
wide variations which also remain constant over long periods 
of time. This type of finding would seem to indicate that local 
environmental factors are important besides the overall cultural 
factors. 

National differences in under-reporting may arise either from 
variations in the quality and method of ·the investigation given 
to suspected suicides and accidents or from differences in the 
definition of suicide. Doubtful cases of suicide may be placed 
in a category of death "injury undetermined whether acci
dentally or purposely inflicted (AE149, E980 989)", first intro
duced with the Eighth Edition (1965) of the International 
Classification of Diseases (WHO, 1968). This category is used 
when it cannot be determined whether the injuries are acci
dental, suicidal or homicidal. They include self-infiicted injuries 
not specified either as accidental or as intentional. Virtually all 
deaths allocated to this category occurred in persons who had 
nol indicated clearly their wish to die even though the act was 
self-inflicted; homicides are rare and usually obvious. The sum 
of the two rates may provide a closer approximation to the 
incidence of suicide than the suicide rate alone (Fig. U. 
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Su1cidt> Alone Su1cidt> plus 
Undt>termint>d 

:~Scotland 
" , 

J, 

: I . England & 
Wales 

o~----~~--~~~----~~~ 
1960 61 62 63 64 65 66 67 68 69 70 71 72 73 

FIG. J 

Suicide rates plus undetermined rates in four areas over 14 years (rates per 
100,000 population) 

The lowest reported national suicide rate in Great Britain 
and Ireland occurs in the Republic of Ireland. Although prob
ably under-reported, even when "possible" suicides or un
determined deaths are included, the rate is still low.• The 
reported suicide rate per 100,000 of population in the Republic 
of Ireland was 3·0 in 1960 and this had decreased to 1·8 in 
1969. If the undetermined category is added the total rate is 
increased to 5·0 for 1969. In their study of the figures Dr. P. D. 
McCarthy and Dr. D . Walsb conclude that the true suicide 
rate in Ireland is probably low, though not as low as the 
official statistics suggest and that the discrepancy between true 
and official rates is probably greater in Ireland than in England 
and Wales or Scotland.' 

In Scotland, the official suicide rate in 1960 of 7·8 per 
100,000 was virtually unchanged in 1969. However, if the 
undetermined category is added the rate is considerably in
creased to 12·4 and becomes the highest combined official rate 
of the countries in Great Britain and Ireland. 

The reported suicide rate in Northern Ireland in 1965/69, 
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that is prior to the outbreak of the current violence, was 5·9. 
Since then there has been a progressive decline in the reported 
suicide rate to 3·1 in 1972. The addition of the undetermined 
category increased the possible suicide rate to 4·3 in 1972 and 
in 1973 the combined rates rose again to 6·4. 

The official suicide rate in England and Wales declined from 
11 ·2 in 1960 to 7·7 in 1972. If the undetermined deaths are 
added the figure of 7·7 becomes 10·1. still below that of 1960 
(Fig. 1). 

Reported suicide rates in Irish residents in England and Wales 
Since April, 1969 information obtained at registration of 

deaths in England and Wales includes the "place of birth" of a 
deceased person. Tables 1 and 2 show the rates attributed to 
suicide and also to the categories "not determined" and 
"poisoning". 

TABLE I 

Irish immigrants England and Wales. 
Actual !Uid expected deaths 197D-1972 

Male Female 

Actual Expected Actual Expected 

Poisoning 73 27-1 49 27-6 
Suicide 183 157·3 140 107·7 
Undetermined 94 40·1 67 34·0 
Suicide and undetermined 277 197-4 

I 
207 141·7 

Total 

Age 

15-24 
25-34 
35-44 
45-54 
55-64 
65+ 

TABLE U 

Irish immigrants England and Wales. 
Suicide deaths by age 197D-1972 

Male Female 

Actual Expected Actual Expected 

23 8·5 9 4·4 
31 26·0 25 13·7 
45 32·3 27 19·1 
38 37·4 33 27·7 
26 31·4 27 23·2 
20 21-6 19 19·6 

183 157·3 140 107·7 
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The expected number of deaths has been calcuJated by apply
ing the relevant rate of the population of England and Wales 
to the population of resident immigrants born in Ireland as 
counted in the 1971 census. The tables show that there are 
more observed deaths than expected for the immigrants in 
every category in either sex. Thus in total the number of deaths 
was 40% higher than that expected in this population in the 
suicide and undetermined categories taken together. The actual 
suicide deaths exceeded the expected deaths up to the age of 55 
in men and 65 in women. Before any conclusions can be drawn 
from these figures it must be emphasised that interpretation is 
complicated by a number of factors. The numerators (i.e. 
deaths) include visitors as well as residents in England and 
Wales, while the denominators from the census of 1971. are 
counts of those declared as residents. Also individuals originat
ing from the Republic are not distinguished from those from 
Northern Ireland, nor is there any information on either the 
socio-economic background of the immigrants or other medico
social factors that could bias the rates of such a selected group. 
The strength of the comparison is that the diagnoses of cause 
of death for persons born in Ireland are subject to the same 
local cultural and legal inhibitions as those of the host 
community. 

Suicide by overdose 
Suicide by drug overdose is the largest single sub-group and 

in England and Wales accounted for 3·6 suicidal deaths per 
100,000 population-an overall total of 1,772 deaths in 1972. 
Since the early 1960s, when the number rose, it has remained 
constant and, indeed, the rate has declined slightly (Fig. 2). 
Almost 90% of all suicidal overdoses are carried out with 
medicines that can be obtained only on prescription, mostly 
the barbiturates, either alone or as a more lethal constituent in 
a mixture of substances. This is in spite of a declining pre
scription rate and pressures to restrict the quantities supplied 
or to substitute less toxic sedatives. The prescription of tran
quilising sedatives is now increasing and consequently deaths 
from overdoses of these drugs are rising steadily. 

Medicines which can be obtained by the pubHc without pre
scription make up about 10% of all fatal poisonings. This pro
portion has declined somewhat over the last 10 years and 
during that time has been made up largely of aspirin. The 
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FIG. 2 

Methods employed in suicidal deaths in England and Wales over 14 years (rates 
per 100,000 poulation) 

other open selling analgesic, paracetemol, though less often 
used in this way than aspirin, has produced an increasing 
number of fatalities in the last three years but has not appar
ently increased the total number of fatal analgesic poisonings. 

Non-fatal self-poisoning 

The respective Hospital In-patient Recording Schemes make 
it possible to compare admissions for poisoning and adverse 
reactions in England and Wales, Scotland, the Republic of 
Ireland and to a limited extent Northern Ireland. The coding 
system used in the hospitals (theN-code of the ICD) does not 
distinguish the way the poison was taken-whether by intent, 
accidentally, or, indeed, given by someone else or whether it 
was an exceptional effect of the normal dose. However, most 
of these admissions appear to be the result of deliberate self
administration of medicines rather than the result of an adverse 
reaction. In order to test this assumption an examination was 
made by Dr. Peadar Kirke of the histories of 80 admissions for 
the adverse effects of drugs (code 960-979) to the Mater 
Hospital ·in North Dublin in 1971. Out of the 80 patients, six 
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(7 ·5 %) had been admitted because of accidental poisoning; five 
were admitted because of the adverse effects of addiction; three 
(3·75%) were admitted because of an adverse reaction and the 
remaining 66 (82·5%) were admitted as "attempted suicides". 
Of ;these 66, 32 had apparently made a genuine attempt and 
34 only a gesture. 

In considering whether a hospital admission for poisoning 
was the result of a genuine attempt at suicide or a gesture, it is 
of interest to relate the numbers of deaths that occur after 
admission to hospital to those where the individual is found 
dead. In the case of barbiturate poisoning it was recorded in 
1967 ·that 85% of all deaths occurred outside hospital. Even 
with aspirin, over 50% of overdose fatalities were found dead 
or died before admission to hospital. While the reported 
suicide rate generally has remained static or shown small varia
tions, the number of admissions to hospital due to overdose or 
toxic reaction to drugs has increased considerably, especially 
in England and Wales-see Fig. 3. Other countries, including 
the Irish Republic, have also shown steady increases apart 
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Adult Poisoning Admissions 

Fatal Poisonings <Suicidal l 

1958 59 60 61 62 63 64 65 66 67 68 69 70 71 72 

FIG. 3 

Non-fatal and fatal self-poisoning: hospital admissions under category 960-979 
in England and Wales compared with suicidal poisoning deaths 
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from Northern Ireland where in 1973 there was a slight fall in 
the numbers admitted. 

In all countries, a breakdown of admissions by age group 
has shown a preponderance in the 15-44 age group, especially 
females. The rates for this group in England and Wales were 
twice as great as those in Scotland and Northern Ireland and 
four times those of the Republic of Ireland. The rates for 
admissions in the 15-44 age group and more particularly 
females aged 15-24 have risen sharply in the last eight years. 

Variation in suicide rate within a given area serves to 
illustrate that a true picture of the incidence of suicide in a 
community is difficult to obtain and is subject to numerous 
influences, one of which is the procedure for recording and 
noting suicide. Further studies on migrants and on the judicial 
systems operating in different counties will help to throw more 
tight on the actual suicide level within society. 

In contrast, a far more accurate assessment of the incidence 
of non-fatal self-poisoning can be obtained in those areas in 
which hospital statistics are recorded. Although the figures 
for admissions may contain those from adverse reactions, in 
practice the figures of adult admissions in this category are 
mainly from acts of deliberate self-poisoning. 

The rise in overdose admissions which is continuing in 
relative degrees in Ireland and Great Britain does not seem to 
be correlated with trends in fatal suicidal behaviour and has 
been ascribed to a new phenomenon variously labelled as 
pseudo-suicide, para-suicide or gesture poisoning.' This recent 
and worsening situation has developed in parallel with the 
increase in the prescription of psychotropic medicines, even 
though overt drug abuse and addiction appear to be declining. 

Alderson has pointed out that each succeeding cohort of 
individuals born 10 years apart shows an alarming increase in 
predisposition to self-poisoning and it is possible that forth
coming cohorts may show an even higher increase. As the 
rate for each cohort continues to rise throughout life the over
all effect could be a considerable increase in the self-poisoning 
rate in society as a whole rather than in the younger age groups 
alone.• 

It is known that self-injury and the wish to die, if given 
expression, can be a very powerful way of releasing intolerable 
stresses or of generating concern and drug overdose offers such 
a form of expression. 
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Workshop on Attempted Suicide as a Public Health Problem 
The Commission of the European Communities has invited 

the Medico-Social Research Board to hold a Workshop in 
Dublin in March, 1977 on "Attempted Suicide as a Public 
Health Problem". This Workshop will involve the participa
tion of experts in the area of suicide and self-poisoning from 
the countries of the Community and will work towards a co
ordinated study and programme of prevention of suicide and 
self-poisoning. As self-poisoning among young people is in
creasing in the countries of the Community and has reached 
epidemic proportions it is important to plan the form, structure 
and disposition of services for dealing with the problem which 
now accounts for 15% of all medical admissions in many 
hospitals. 
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6 (E) 

FARMER'S LUNG 

Farmers, particularly in the west of Ireland, are liable to a 
lung disease arising from the handling of mouldy hay and 
straw. This condition, which is called farmer's lung, was first 
mentioned by Campbell in 19321 and was described in Ros
common in 1955 by Joyce and Kneafsey.1 Hay becomes 
mouldy when it has lain wet in the field after cutting and the 
extra moisture encourages the growth of various moulds 
during storage. When the mouldy hay is handled in barns large 
amounts of spore-bearing dust may be inhaled. The fungus, 
which is particularly liable to cause an "allergic alveolitis" and 
shortness of breath in farmers, is known as micropolyspora 
faeni. The usual history is that of a farmer or farm worker 
who, after working with mouldy hay, develops a dry short 
cough with little or no expectoration. He may suffer from 
weakness and slight fever but the outstanding feature is dis
tressing shortness of breath provoked by any physical exertion. 
Removal from exposure from the dust of the mouldy hay is 
followed by rapid recovery which is complete and permanent 
as long as the exposure is avoided. However, very often re
peated attacks may lead to permanent lung damage. Sensi
tivity to the fungus micropolyspora faeni can be ascertained 
by a blood test. 

A retrospective and prospective study of farmer's lung in the 
North-Western Health Board area of Ireland, which comprises 
Cos. Sligo, Leitrim and Donegal, is at present being under
taken. The year 1976 was not a good year for the study 
because of the dry summer in 1975 and there were relatively 
few who suffered acute attacks of farmer's lung. Dr. Dermot 
Collins, senior physician at Sligo General Hospital, is in charge 
of the study and Dr. F. Dinah is acting as Field Officer. Dr. 
McManus, physician at Manorhamilton Hospital, is also co
operating with the survey. 

The farmers were chosen at random and the Medical 
Research Council's questionnaire on respiratory function was 

52 



completed for the adults who were working with hay. In 
addition, they were requested to attend hospital for a respira
tory function test and chest X-rays. At the same time a sample 
of blood was taken for serological examination for farmer's 
lung (micropolyspora faeni), bird fancier's lung and aspergillus. 
This examination was carried out by Dr. James Dunbar and 
his staff at Queen's University, Belfast. 

In Co. Leitrim 64 farms were visited which varied in size 
from 8 to 150 acres; the average was 47 acres. A small 
number of cattle were kept on the farm, between 4 and 20, 
and each farm collected its own hay for storage for winter 
feed. Questionnaires were completed for 75 males and 29 
females and among the first 55 bloods taken for serological 
examination two gave a strongly positive precipitin test for 
micropolyspora faeni. One was a farmer and one was a 
fanner's wife. They complained that working with hay caused 
respiratory symptoms, particularly lacrimation, breathlessness 
and a blocked nose. 

In Co. Sligo 84 farms were visited and 91 males and 10 
females examined. The average size of the farm was 38 acres. 
In the two counties 58 out of 156 male farmers (35 %} 
complained of respiratory symptoms when working with 
mouldy bay. 

It is too early yet to comment on the prevalence of farmer's 
lung but a surprisingly high percentage of the farmers and 
farmers' wives said they had symptoms associated with the 
handling of mouldy hay. This was in spite of the fact that 
1975 was a very dry summer and the hay was drier than 
usual when handled in 1976. The peak years for farmer's 
lung follow the summers of high rainfall and low average 
hours of daily sunshine. 

Research on farmer's lung in the Republic of Ireland is a 
co-operative study involving not only the laboratories in 
Dublin, Cork and Galway, but also the laboratories of Dr. 
Dunbar of Queen's University, Belfast, and of Professor Pepys 
at the Cardiothoracic Institute, London. Professor Pepys, who 
first isolated micropolyspora faeni as being the responsible 
fungus with most sufferers from farmer's lung, still undertakes 
examination of the blood of a large number of patients each 
year from the Republic of Ireland. Tables 1 and 2 illustrate 
the breakdown of precipitin tests that were taken at Professor 
Pepys' laboratory. It can be seen that 68 out of 365 gave a 
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positive reaction to micropolyspora faeni 09%). The age 
groups are shown in Table 3. The number of precipitin tests 
for farmer's lung in Northern Ireland, including 60 from 
outside of Northern Ireland- mostly from the north-western 
area- is shown in Tables 4, 5 and 6. 

The European Economic Community, appreciating the 
importance of bronchitis and impaired lung functions in farm 
workers, has suggested that this study should be made part 
of a collaborative study with Professor Pariente, Hospital 
Antoine Beclere, Paris. Professor Pariente is investigating the 
broader problem of bronchitis and respiratory disease in the 
farming community, which it is now realised, is a much 
greater problem than was formerly appreciated. 

The Agricultural Institute of Ireland, An Foras Taluntais, 
has shown great interest in this study on farmer's lung. Until 
now there has been very little publicity among farmers in 
Ireland about the dangers of working in a confined space 
with mouldy hay and they do not use respirators or masks 
when they are working in these conditions. It is proposed 
that a publicity campaign should be undertaken about the 
dangers of working with mouldy hay. As farmers increasingly 
appreciate the dangers of storing hay while it is still damp 
it is expected that they will take greater precautions to make 
sure the hay is dry before it is stored. On larger farms it will 
often be feasible to change over to the use of silage. 
Those farmers who already have had an attack of farmer's 
lung can be encouraged to take special precautions when 
handling hay or to use different forms of grass storage such 
as silage. They should be persuaded to wear masks when 
working with mouldy hay in closed spaces but so far attempts 
to persuade farmers to wear masks in these conditions has 
met with very little success. 

In the past a great deal of emphasis has been placed on 
the dangers of respiratory symptoms due to urban air pol
lution. It is now appreciated that the farmer also suffers from 
much more chronic bronchitis and other respiratory disorders 
than might be expected in the absence of air pollution. 
Besides the bronchitis that results from cigarette smoking, 
farm workers are also susceptible to particular risks due to 
their occupation. 
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TABLE 1 

Requests for precipitin tests for fanners lung to Professor Pepys (London) 

T:f; 1973 , 1974 1975 1976 Total 

Positive serum 0 0 6 
7 1 19 

31 5 68 
(19)% 

Total requests 2 15 29 44 98 146 31 365 

Precipitins 

1970 1971 1972 1973 1974 1975 1976 Total 
AspergiiJus fumi-

gatus positive 1 1 1 6 4 13 5 31 
Avian positive 1 - 2 - 2 2 - 7 
Candida positive - - I 1 - 1 - 3 

Total requests 3 I 26 34 38 30 33 I 7 171 
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TABLE 2 

Requests and Positive precipltins to M. faenl by area of residence (Professor Pepys) 

Health Board Western Southern I North-Eastern 

County Oolway ~ Cork 

I 
Kerry I Louth Monaghan Cavan 

Positive precipitins to M. faeni 36 6 8 

5~ 
6 

I 
2 1 1 

I 
. 

Total requests 276 30 

I Eastern Ireland 

Dublin Total 

0 60 

I 3 365 



TABLE 3 

Age group 

Patients with Positive precipitins tests for Farmers lung (Professor Pepys) 

20 - 29 -39 - 49 - 59 - 69 1 70+ I 
1---1-- '-

Not Total 
known 

M 3 2 8 12 12 12 2 2 53 
F 1 0 1 3 1 0 0 l 7 

------------
Total 4 2 9 15 13 12 2 3 60 
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1972: 
Male 
Fema.le 
Sex Unstated 

1973: 
Male 
Female 

1974: 
Male 
Female 
Sex Uostated 

1975: 
Male 
Female 

1976: 
Male 
Female 
(to 20/ 11/76) 

Total 

I 25-29 30-34 

1 1 
- -
- 1 

2 1 
- -

2 -
- 2 
- -

1 2 
- -

- 1 
- -

6 8 

TABLE 4 

Queeo's University, Belfast. 

Patients with Farmer's Lung. Age group in years 197:2-1976 

35-39 40-44 45-49 50-54 I 55- 59 60-64 1 65-69 70+ Age 
Unstated 

Total 

1 1 2 - 4 - 4 1 
15} - 2 1 4 - - - 1 8 24 

- - - - - - - - 1 

3 1 1 4 4 4 - - 2~}23 - - - 1 1 - 1 -

2 7 2 3 7 4 5 2 1 
35} 1 - 3 2 4 - - - •r 48 - - - 1 - - - -

8 10 8 9 9 8 6 s 2 ~}78 1 - 1 2 1 3 1 1 

1 - 2 2 1 4 1 1 1 1~}11 - - - - 1 - - 1 1 

17 21 20 28 32 23 18 12 5 190 
-·--- ---

Some of these patients had more than one test. 
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1968 

Farmer's Lung 
Aspergillus 
Bird Fancier's Lung 

103 

Total Specimens 370 

*1975 and 1976. Northern Ireland. 

1969 

41 
8 
3 

347 

TABLE 5 

Queen's University, Belfast. 

Positive Preclpitins Tests, 1963---1976. 

1970 1971 1972 1973 

49 152 32 28 
6 17 10 14 
4 10 9 14 

340 524 370 423 

1974 1975 1976 Total 
{to 

20/11/76) 

82 *78 *17 582 
14 28 31 128 
14 17 25 96 

584 812 



TABLE 6 

Number of precipitin tests for Farmer's Lung in Northern Ireland. 197()-1976 

County 1970 1971 1972 1973 1974 1975 1976 Total 
(to 20/11/76) 

Antrim 12 23 10 14 22 32 8 121 

~ 
Armagh 3 11 0 0 1 5 2 22 
Down 2 11 2 1 5 16 4 41 
Fermanagh 5 4 6 0 10 6 0 31 
Londonderry 5 19 3 3 8 6 1 45 
Tyro ne 17 51 9 10 25 13 2 127 
Outside Northern Ireland 5 33 2 0 11 9 60 

Total: 

I 
49 152 32 28 82 87 17 447 

Northern I reland only 44 119 30 28 71 78 17 387 
Total Specimens 349 524 370 423 584 t 
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6 (F) 

STUDY TO DETERMINE TOE CRITICAL GROUPS 
AND THE SIZE OF THE POPULATION TO BE 

CONSIDERED FOR POLLUTANT CRITERIA 

At the request of the epidemiological sub-committee of the 
European Economic Community, the Director of the Board 
prepared a report showing how mortality statistics and hos
pital morbidity statist ics based on the Hospital In-patient 
Enquiry Schemes in the Republic of Ireland and in the United 
Kingdom can be used to determine the groups most at risk 
and the size of the population affected by air pollution. This 
report1 shows that the effects of air pollution appear to influ
ence profoundly both mortality and morbidity, particularly 
for lung cancer, chronic bronchitis, ischaemic heart attacks 
and stroke, major causes of sickness and death in the countries 
of the E uropean Economic Community. 

The general population criteria studied cannot be considered 
without also taking into account how the individual lives his 
life, for instance whether or not be smokes. As far as general 
air pollution is concerned, a balance has to be reached between 
the standard of living that is desired and the degrees of pol
lution in the environment that will be acceptable and in this 
report the concept of what is an acceptable risk is considered. 

This pilot study will be extended to include reports by 
other countries of the E uropean Economic Community so that 
a consensus can be reached and recommendations made to 
governments for further action. 

Reference 

1. Dean, G. Study to determine the critical groups and the si.re of the population 
to be considered for pollutant criteria. Final Report. Prepared for the 
Commission of the European Communities, Directorate General Social 
Affairs, Luxembourg. October, 1976. 
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MULTIPLE SCLEROSIS 

The study on the prevalence and distribution of multiple 
sclerosis in the Republic of Ireland continued during 1976. 
The first report on this study should be published in 1977. 

The study on the prevalence of multiple sclerosis among 
immigrants to the United Kingdom resident in Greater London 
which was reported in last year's Annual Report was published 
in April, 1976 in the British Medical Journal.1 This has been 
followed by a study on the prevalence and distribution of 
multiple sclerosis among immigrants resident in the West 
Midlands. an area where there is a large number of Irish 
immigrants. The study in the West Midlands confirmed the 
findings in the Greater London area that there is a high 
prevalence of multiple sclerosis among immigrants from 
Ireland and Europe, except for Malta. and for the old 
Commonwealth countries of Australia, Canada and New 
Zealand. On the other band, there is a low prevalence of 
multiple sclerosis among immigrants from the new Common
wealth countries of Asia, Africa and the West Indies. This 
contrasted with another disease of the nervous system, motor 
neurone disease, where there was little difference in prevalence 
between the United Kingdom-born, the immigrants from 
Europe and the old Commonwealth countries and the immi
grants from the new Commonwealth countries, although there 
were slightly fewer patients with motor neurone disease than 
expected among the immigrants from the Indian sub-continent. 

There appears little doubt that multiple sclerosis results 
from a combination of inherited and environmental factors. 
It is now realised that certain lll.,A blood groups may be 
associated with the genetic factors predisposing to multiple 
sclerosis. The environmental factor is almost certainly a virus 
infection of childhood. In areas of low hygiene the virus in
fection is caught very early in life and leaves the individual 
immune to the disease we know as multiple sclerosis, whereas 
in areas of high hygiene this early infection may be missed 
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among a certain proportion of individuals and, in those who 
are genetically predisposed, the syndrome known as multiple 
sclerosis then occurs. 

The epidemiology of multiple sclerosis has been the major 
source of hope that this disease will be preventable in the 
future. In Europe it is a matter of great interest to compare 
the genetic and environmental factors involved in areas of high 
prevalence, such as central and northern Europe, with areas 
of low prevalence such as in Sicily and Malta. On this account 
the European Economic Community propose supporting a 
study on multiple sclerosis in Sicily and Malta and have asked 
the Director of the Board to organise this study which will be 
undertaken by the neurologists in the area. 

Reference 

l. Dean, G., McLoughlin, H., Brady, R., Adelstein, A. M., Tallett-Williams, J 
(1976} Multiple Sclerosis among immigrants in Greater London, Brit. 
med. J. 1 ,861. 
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CONCLUSION 

In Ireland in 1976 there was increasing awareness that our 
medico-social problems stemmed to a large extent from our 
way of life. What, however, are the major problems facing 
us? Unemployment, neglect of the aged and the poor, our 
blindness to the plight of the itinerants and perhaps a lack of 
initiative and sense of direction which may not be unrelated 
to our use of alcohol to escape from our problems. Poor social 
relationships in our society are often a part cause of strikes 
which deeply affect our well-being and morale. 

The expectation of life of men in Ireland is worse in each 
5-year age group, except for those under 5, than it was 10 
years ago. This poorer expectation of life is due to death 
from diseases that result from the way we live our lives, in 
particular death from heart attacks and from other cigarette
related diseases, such as lung cancer and chronic bronchitis. 
Modem hospital medicine is highly effective in some con
ditions, for instance it has virtually eliminated the former 
hazards of childbirth and it provides excellent facilities for 
accidental injuries and operations; yet the main crippling 
diseases have remained resistant to all the advances of medical 
science-mortality from heart disease, stroke and cancer. What 
is needed surely is a switch in emphasis- starting in medical 
schools but extending to all forms of education and to every
day life-so that the determinants of health are seen by 
ordinary people as behaviour, environment and nutrition, 
rather than the availability of medical care. 

We are largely aware of what is harmful in our way of life 
and yet we find great difficulty in modifying it. That our life
style can be modified is shown by the fall in the lung cancer 
and heart attack rates in England and Ireland among doctors 
and among males of the higher socio-economic group follow
ing a reduction in tobacco consumption. In the United States 
the fall in heart attack rates which started with the high socio
economic group is now evident among the population as a 
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whole and, despite some debate on the reasons for the fall, 
there is no doubt that improved life-style was important. 
People were persuaded to change and personal habits can 
probably be modified by public action. Perhaps we are im
patient and the changes of the kind required may take time. 
There are already some signs that smoking in Ireland is be
coming socially unacceptable. Limitation of family size, once 
thought an impossible, if not an immoral, restraint on human 
nature, has now become acceptable in Ireland as in much of 
the world. The researches of the Medico-Social Research 
Board described in our Annual Report are further evidence 
that the key to health lies not in new or more complex 
remedies or hospital treatments but in the way we live. 

The Board is of the opinion that it should continue research 
among the conditions which most affect our medical and social 
well-being. The first requirement is accurate information about 
mortaUty and morbidity in Ireland which is why we place such 
emphasis on death certification and on the Hospital In-patient 
Enquiry Scheme. This scheme we hope will take a leap for
ward and at least improve the reporting from the major teach
ing hospitals which are not yet making full returns, often 
because patients' case histories are not complete and because 
of staff shortage in the records departments. Other information 
systems, we are pleased to announce, are going well, in par
ticular the returns from the psychiatric hospitals and our 
studies on mental health. 

The prevention of mental and physical handicap is a major 
interest of the Board. It depends upon education among 
mothers about how they can best prevent handicap, for 
instance by having their children before the age of 35 and 
by not smoking, drinking heavily or taking unnecessary drugs 
during preg,nancy, and also by providing the best possible 
care for the mother and child before, during and after delivery. 
Dr. Peadar Kirke, a member of the staff, has as his major 
research interest the reduction of perinatal mortality and 
morbidity. 

The other research interests of the Board are also concerned 
with the prevention of the major illnesses of our society: 
ischaemic heart attacks, stroke, the cancers, in particular lung 
cancer, air pollution and its effect on the health of school
children and adults, the diseases of our farming community 
(for instance farn1er's lung and chronic bronchitis), and the 
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abuse of alcohol which is responsible for our high admission 
rates for alcoholism to psychiatric hospitals. The factors 
responsible for mental breakdown, in particular schizophrenia, 
and for the epidemic of self-poisoning among young people, 
particularly among young women, are also among our major 
concerns. 

In a research orgarusation members of the staff inevitably 
have their own special interests as, for example, the Director's 
interest in the aetiology of multiple sclerosis and its prevalence 
in Ireland and elsewhere in the world. Multiple sclerosis is the 
commonest disease of the nervous system to affect men and 
women in the prime of life. There are approximately 2,000 
men and women diagnosed as having multiple sclerosis in the 
Republic of Ireland. 

By its very nature medica-social research cannot b.-! re
stricted to one country and the Board has been co-operating 
very closely with the WHO and the EEC who have supported 
a number of our projects and workshops and have enabled 
members of our staff to attend meetings with experts from 
other European countries and from elsewhere, and in this way 
have added greatly to our understanding of many of the 
research problems facing us. 

During the year the Director received an invitation from 
the President of the Chinese Academy of Medical Sciences 
to bring a group of 10 doctors to China as guests of lhe 
Academy; and the Director and nine other Irish doctors 
visited China as honoured guests of the Academy in October 
1976. The group included Professor Geoffrey Bourke, a mem
ber of the Board, Dr. Michael Mulcahy who is in charge 
of the Board's study on mental retardation, the immediate 
past and the in-coming president of the Irish Medical Associ
ation and the medical correspondent of the "Irish Times". All 
the Irish doctors were impressed with the medical care which 
they saw in China and the great improvement in health which 
has taken place there in recent times and in the way many 
of the practices which had been fostered by the teaching of 
Chairman Mao reflected the way China has dealt with prob
lems, some of which we also have in Ireland. To quote three 
of the often-repeated sayings that we beard during our visit 
"Place the emphasis on the rural areas", "Women hold up 
half the sky" and perhaps most important of all and, as far 
as we could judge, acted upon "Serve the people". 
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