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1. 

1 INTRODUCTI ON 

1. 1 Source of Study Proposal 

This study has been initiated by the General ~ledical Services section of 

the Department of Health . The desirability of such a study arose from 

several factors notably (a) the magn itude of investment occurring in t his 

area in recent years, (b) the incidence 6f long del ays arising between 

formulation and implementation of projects , (c) the need to establish and 

develop a more coherent policy defining the rol e of local health centres 

in view of the increasing emphasi s being placed on community care services 

and the consequent potential for increased i nvestment in such centres. It 

wa s hoped t ha t such a study, by defining a set of criteria or guidel ines 

aga inst \I/hich i ndividual proposa ls could be considered would improve the 

praces ses \'/hereby health centre development occurs . 

1.2 Terms of Reference 

After discuss ion wi th t he Department of Heal th terms of reference were 

agreed as f ol lows: 

(1) To revie" the policy and operation of health centres 

t o date. 

(2) With respect to centres offering a wi de range of services , 

to asse ss t he adequacy of t he range of services offered . 

(3 ) To evaluate t he extent to which t hese health cen t res 

reach the; r target popul at;ons . 

(4) To determi ne if unnecessary dupl i cati on of serv ices i s 
• occu rrlng . 
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(5 ) To evaluate the extent to which the inter-disciplinary 

approach operates i n practice, "11th particular reference 

to the role of General Practitioners . 

(6) To look at the effect of hea l th centre activities on 

hospitalisation rateso 

(7) To develop a set of criteria by whi ch future proposals 

relati ng to health centres can be evaluated~ 

1.3 Methodology. Coverage 
-

Gi yen t he pauci ty of data rei a t i n9 to health centres or communi ty care in 

general the first stage ef the study involved the collection of statistics. 

This was undertaken through the ~edium of a questionnaire, requesting 

infonTlation on all health centres by Community Care Area. (For Questionnaire 

see Appendix A). Comprehensi ve information \;l3S assembl ed on all health 

centres, their catchment area population, weekly attendance where available, 

services, and the condition of the buildings. In addition details of sfaff 

numbers in various categories were received for each Commu nity Care Area. 

This information allowed a description and assessment of the situation 

nation\vi de to be bu ilt up. 

It \'las envisaged i nitially that the second stage of the study 'tlOuld involve 

detailed analysis of a sample of individual health centres hopefully 

incorporating some quantitative indicators whereby these centres could 

be evaluated with specific reference to the terms of reference listed 

above. As the study progressed it became obvious that record keeping 

1 
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practices at health centres were such that investigation of this nature 

\oJas severely res tri cted. ~1oreover the time and effort i nva 1 ved in 

setting up, even a pilot project, in order to get the necessary information 

wa s outside the scope of thi s report. Consequently work in indiv idual 

centres concentrated on discussi ons \</ith personnel worki ng in them and 

with Directors of Community Care in order" to ascertain the ir views on 

the opera ti on of the centres. I n all 32 hea 1 th centres were vi 5 ited in 

12 Communi ty Care Areas of 5 Health Board Areas. 

1.4 Summary of Concl usions 

1 There are almost 1,000 premi ses in the state offering one or more 

co~munity care services, of which 52% arE labelled health centres, 

30% are dispensaries, the remainder hav i ng mi scellaneous titles. 

In a11,25% of premises are desc ribed by health boards as being in 

unsatisfactory or worse condi tion. 

Centres offering a small number of services predominate. over 60% 

providing 4 or less out of more than 20 services. Services available 

most commonl y are general practitioner , public health nursing. 

community ... :elfare service (i.e. income maintenance), i mmun isation and 

child health. 

2 Some Community Care Areas offered an i nadequate range of services, t hose 

omi tted most often being physiotherapy. hea lth education and chiropody. 

These ina dequacfes pinpoi nted at Community Care Area level are reflected 

at individ ual hea lth centre level . This applies more specifically to 

large centres in cities and provinc:al to\·ms. 
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3 It i s difficult to quantify accurately the level of service at Community 

Care Area or health centre level. National statistics v/hil e indicating 

broad ar~as of inadequacy are not suffic ient to analyse the situation. 

Staff/population ratios worked out for individual areas, however, seem 

to i ndi cate significant shortfalls in some areas, although the data 

referred to should be considered qS pointing ou t broad magnitudes 
• 

rather t han as precise indicators. 

4 With reference tc bo th (3) and (4) above it would appear that shortage 

5 

of staff, difficulties in recruitment and financial constraints are 

perceived by heal t h board managements as the important factors, rather 

than the availability or quality of hea lth centre infrastructure per se. 

This applies in most cases, ~·lith the exception of services requiri ng 

specialised facilities and equipment • 

In general, the kind and degree of inter-disciplinary communication 

expected to develop between general practi tioners and other members 

of the community care team, has not materialised in practice. 

context also , it would appear that a certain amount of de facto 

segregati on of public and private patients has survived. It is 

In this 

recommended therefore that GP involvement be al1o\lled in the future, 

only \"here conditions for t hat involvemen t lai d down by t he Department 

of Health are fulfilled. 

6 It is impossible to quantify the effect of commu nity care activit ies , 

• 

on hospitalization rates due to the complex factors and ti me-lags involved, 

but undoubtedly there is a modera ting influence. • 
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2 DEVELOPMENT OF HEALTH CENTRE POLICY TO DATE 

2.1 Historical Development of Public Health Services 

The development of health centre policy in Ireland cannot be reviewed in 

isolation from t he develop~ent of the health services in general and in 

particular the preventive and public health services as they have developed 

since the nineteenth ce~tury. 

Public Health Services began in the first half of the nineteenth century 

with the appointment of local boards of health in 1818 to organise preventive 

services, the Poor Law Act of 1838 and the appointment of Poor Law Commissioners 

for Ireland in 1847. However the major development re 1 eva nt to hea 1 th 

centres occurred \11 th the pass; n9 of the Poor Re 1 i ef (I re 1 and) Act ; n 1851. 

This act set up the di spen sary system whereby a doctor \!Jas apPointed to 

provide a service for the sick poor without charge, entitlement being 

established through a system known as the red card. This service was 

based in a building knO\<l n as a dispensary (from \'1hich drugs were also 

supplied) one of which wa s located in each dispensary district. 

As the century progressed the responsibilities of dispensary doctors were 

widened. In 1863 t hey became responsible for registrations of births 

and deaths and arising out of the Public Health Act 1878 they also became 

medical officers of health with responsibility for water supplies , sewerage, 

food hygiene,sanitation etc . 

A consi derable impetus to the public health services arose from the 

implementation of the Public Health (Nedical Treatment of Children) Act 

1919 . These acts brought maternity services f or l O\'ler i ncome groups , 

child \'1elfare services and school med ical examinations within the orbit 
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of public h2alth. The apPointment of medical officers of health allm.,red 
. 

significant improvements in these areas while the campaign to eradicate 

tuberculosis after 1908 and t he introducti on of diphtheria immunisation 

later in the century further consoli dated the range of services no'l! 

encompassed by the public health system . 

r,lany administrative and organisational changes occurred ;n subsequent 

years but these affected, not so much the delivery of services themselves 

but the authorities in charge of them . The essential basis of the system 

of dispensaries with dispensary doctors and mid'ttives remained the same. 

The Health Act 1953 further extended the scope of the maternity services, 

introduced cash maternity grants for lower income groups and envisaged 

the continuatian and improvement of the school health services and the 

dental ~ aural and opthalmic services for l m'ier i ncome groups and children. 

2.2 IICho ice of Doctor" Scheme and the McKinsey Report 

The publ ication in 1966 of a Government Hhite Paper entitled "The Health 

Services and their Further DevelopmentU heralded many important changes 

in the organisation of the health serv ices. Proposals covered the whole 

range of servi ces but mos t re levant to the present study ~>Jere the proposals 

to establis h a new regional structu re of health organisation and the 

proposal to replace the dispe nsary doctor scheme with the choice of 

doctor scheme. 

The proposed new regional organisation vias i mplemented in 1971 \'Ihereby 
, 

Health Boards each ~'Iith responsibility for several counties were established. 

This new arrangement v/hereby responsibil ity for health services was vested 

in supra-county or ganisations \'Ias intended by Government to IIrepresent 

a partnershi p ben-/een 1 oca 1 government, central government and the 

vocational organisations" . This had many i mpl ications for all areas 
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l'Iithin the service but one practical consequence was that health personnel 

at county level in the community care area could no longer be accommodated 

;n local authority offices as had been the case up to that time . It was 

necessary t hat ne'J structures be created taking cognisance not just of 

staff structures vlithin t he ne\1 Health Boards but also taki ng account of 

the deployment and physical location of such staff . 

• 

The other i mpo rtant development directly affecting commun ity care which 

occurred at this time was the introduction of the choice of doctor scheme. 

The I4hite Paper referred to above v/hile acknm11edging the worth of the 

dispensary system as it has operated for more than a ce ntury committed 

Government to the provision of a general medical service within which 

there would be no segregation between private and pub1 ic patients. The 

following specific proposal was made . 

" that t he general practitioner service organised by the • • • • • • • • • • • •••• 

health authorities should be re-arranged so that those i'lhose medical care 

is paid for by the health authorities will be able to get the same kind 

of service as others can get through private arrangement. This proposal 

involves substituting for the dispensary service a service with the greatest 

practicable choice of doctor and the least practicable distinction between 

private patients and tho se avail ing themselves of the service!!. It was 

also proposed that patients entitled to the choice of doctor scheme would 

have drugs suppl ied to them through retail chemists. 

Given t he i mportance of dispensaries in the delivery of primary health care 

it is obvious that the choice of doctor scheme had important implications 

for the role and conti nued use of dispensaries. 

consider this question in detail except to say -

The White Paper did not 
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" t he dispensaries would not be re tair.ed by the health • • • • • • • • • • • • • • • • • • • 

boards for the provision of general medical services . Whe n the premises 

were suita ble and not needed for other health services , it mig ht sOJ!2times 

be possibl e to r ent or sell them to doctors for adaptati on as general 

surgeries u
• Although not stated explic itly it can be assumed that 

cont inuing use of dispensaries and county cl in ics as deli very points 

for other community ser vi ces such as nursing, child heaith, imrnunisation 

and dental Via s envisaged and that dispensaries used solely as practice 

premises by dispensary doctors It,l ould be closed or disposed of. 

Wh.ile the changes described above were being i mpl emented (the choice of 

doctor scheme \'/a s introduced in 19727 the Department of Heal th had 

commissioned McKinsey and Co. to study t he organisation of the health 

services unde r the n9ltl boards and to make recommendations concerning 

management structures and procpdures. Their report which has had far 

reaching i mplications for all e1emen ts of Health care wa s entitled t'Towards 

Better Health Care; il;anagement in the Health Boards" and was presented to 

the Depa rtment in November 1970 . The recommendations con ta i ned in t h i s 

report form an important point of departure for the development of publ ie 

health services and health ce ntres in the current decade . 

HcKinsey and Co . recommended an organisati on structure for health boards 

\vhich was based on i dentifiable prograrrrnes rather than functions or 

geographic units, the t hree major progra rrrn es being defi ned as 

( i ) 

( i i ) 

(i i i ) 

Co mmunity Care 

Speci al Ho spital Care 

General Hospi tal Care. 
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[A measur e of the rela ti ve i mportance of these prograrrmes can be got from 

the fac t t ha t expenditure i n 1979 on the latter two was estimated at almost 

£300m . \'1h il e corrrnunity care expenditu re is estimated at £l36m . r';oreover ~ 

if rle excl ude cash allowances (disability , blind etc . ) the choi ce of doctor 

scheme itself, and payments to vol un tary homes for the mentally handicapped 

expenditure on cOlT!TIun ity care r educes to approximately £55m.7. -

Responsibility for Community Care \lIdS to be vested in a Prograrrrne !-'Ianager 

\<fith Di rectors of Communi ty Care res pons ibl e for specifi c geographi c areas 

with broadly similar populati ons. reporting to him . They in turn \'Io uld 

liaise wi th general practitio ners and voluntary organisations on the one 
.. 

hand and v/ould have overall management responsibility for community care 

health personnel on t he other, the latter personnel comprising medical 

officers, nurses, dentists, social workers , community we lfare officers 

and others. Management responsi bility for the latter was seen as operating 

through discipline heads (who \';ould have di rect res ponsibil ity for the 

management spec;alit~. The basic managemen t structure i nvolved the 

setting of targets for i ndividual services, the i mplementation of means 

by \'1h ich t hese targets \.,rould be achieved and a continuous monito ri ng and 

revision as progress \'laS compared to the targets set. 

Although, as has been noted, the changes occurring ;n the hea lth services 

du r i ng this period suggested the need for a comprehensive review of t he 

role of di spensaries (or any premises from v/h ich commun ity care servi ces 

were avail abl e) such a revi e\'/ was not undertaken . However a Ha r k; ng 

Party representa tive of the Department of Health and the health bo ards 

did later (1974/75) examine future policy in relation to health centres 

but the ~lork ing Party' s revie:.,r \'laS not finali sed. 

make some contribution in this fi eld. 

McKinsey did rO~'1ever 
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It was considered vitally important t hat the relationshi p at local level 

of community care personnel with the communities they served be maintained 

in order that the service remain personalised and accessible. HO~'!ever • 

the necessity to have the complete cOrmlunity care team under one roof 

\'laS also emphasi zed and in this context it \'Jas felt that the fu nct ions 

and locat ion of the t eams might be subject to examination and possi ble 

change at some time of the future. r1cKin sey stated specifically that . 

LlAlthough the presEnt county cffi ces are located in the corrrnunity the 

local health t eams could therefore be moved subsequently to convenient 

health centres or cl inics in the neighbourhood . ... . •. . to provide a more 

convenient base for their activities ll
• 

The recommendations of the r~cKinsey report concerning the organisation of 

the Community Care Programme provide a better gu \ del ine than specific 

refer.ences to health centres wh ic h are very few. The f unctions of teams 

v/ere def) ned as 

(1) Arranging for the provisio n of personal and preventi ve 

health services i ncluding heal th educat ion. 

(2) Providing services for environmental health. 

(3) Providing bo th financ ial and personal support services 

for the handicapped, the aged . and the needy i n the 

local community . 

(4) Acting as an i nformation centre and dealing with local 

probl ems and compl aints . 
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The struct ure envisaged wo ul d appear to be that a team co;nprising 

P.ss is t ant County ~iedica l Officers , Nurses, Dentists, So cial Workers, 

Cornmunity ~~elfare Officers would ,,;ark frcll an i dentifiable base • 
1n 

the l ocal a rea retai nin g responsib ility ,for wha t are des cribed as s ub-

offices. No attemp t is made t o define Hlocal offices" and it is not 

clear \'ihether for example it is proposed to establish such a team for 

each Community Care Area or for more discrete sub-divisions within each 

area. 

Nevertheless although the Mc Ki nsey report begs the question of the precise 

st~ucture and deployment of comm unity care teams,comments in the report 

suggest t ha t below t he 1 evel of Di rector of Com;n unity Care and discipl ine 

heads reporting to hi m, local areas, presumably to be defined by the 

demographic and i nfrastructura l characteristics of each area, h'ould have 

the services of a full team as des cribed above, together with the necessary 

back-up and ancillary staff, that these teams be deployed in such a way 

that local contact is ma i ntained and encouraged, that the area is of a size 

sufficient to ensure a minimum economic level of service and that these 

teams would retain responsibil ity for sub-offi ces , presumably in areas not 

of sufficient size to justify t he installation of a full community team. 

Further , a Horking Party on Public Health Nedical Services set up in 1973 

examined, inter alia, the appropriate organisational arrangements including 

medical staffing within the comm unity care team for the effective discharge 

of public health medical services. The report of t his Working Party made 

recommendations regarding the sub-div isio n of Community Care Areas i nto 

f unctional sub-areas. 

, 
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2. 3 Recent Developments 

Ha ny of t he propo sa 1 sin the f.1cKi nsey repo rt have been implemented in 

recent years. Health Boa~ds have been organised according to the functional 

basis recommended by NcKinsey. In particular Prograrrrne t~anagers for 

Community Care have been appointed to each board and board areas have been 

subdivided according to· population and structures into Community Care Areas . 

Responsibility for the delivery of community healtH care is vested in a team 

headed by the Director of Community Care who 1 iaises i"ith the Superintendent 

Public Health Nurse, Area t'ledical Officer, Senior Social Worker, Superintendent 

Communi ty Welfare Officer and other discipline leaders. Community care 

\'o"orkers in these and other fields (speech therapy, chiropody, dentistry, 

physiotherapy, health educati on , etc.) are deployed throughout the commun ity 

care areas \lmrking from county clinics, health centres, dispensaries and 

other miscellaneous premises. The extent of co hes ion among the members 

of the community care team varies from board to board and appears to be a 

fUnction of both the availability of suitable facilities and the commitment 

of management to the establishment of identifiable teams in close contact 

\·lith the cOJmlunit ies they serve. 

The pace of health centre development has varied from area to area as has 

the pace \·lith which the ~1cKinsey recommendations on the organisation of 

community care have been i mplemented . The term health centre or health 

clinic is nO\-I app1ied to many p!"emises known heretofore as dispensaries 

(although 30% of such premises still retain the old t itle). Significant 

expenditure has been incurred on the t'enovation and upgrading of existing 

facilities . Under the heading of minor schemes £1 million has been spent 

throughout the Health Board regions since 1977 . Upgrading of this type 
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has affected 53 health centres in seven of the eight health board areas 

since 1977. /No expenditure was incurred in this area by the Southern -
Hea lth Board7. Nore importantly a trend has developed for the construction 

of large purpose built centres, usually with a lar-ge population in their 

catchment areas and providing a comprehensive range of services plus office 

accom~odation for the members of the community care team. Expenditure 

under this heading of major schemes has totalled £4 .5 mi11ion s ince 1972 . 

.LExpenditure adjusted for inflation '.-Jouid, of course, be considerabl y higher. 

In addition, there are still large amounts outstanding on some health centres 

no\'l in the process of completio~7. In all , thirteen large centres \-Iere 

operational by the end of 1980 as a result of this expenditure . Deta i1 s 

of these centres shovling cost, range of services, popul ation served etc. 

are shown in Table (2 .A) . 

• 



TABLE 2.A. 

Location 

f1ajor Health Centre~ Compl eted 1974-1 980 Ii 

Date of 
CoiiSEructlon 

Cost 

£ 
, Popul atio n 

Ser ved 
Services 
Available 

Comments 

~It should be noted that some of the above listed health centres . notabl y Tull amore and Coolock incorporate substantial 
office space in addition to clinics and consulting rooms. 
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Services are coded as follows : 

1 Gene ral Practi tio ner i 2 Physi otherapy 

2 Public Health Nurse 13 Chi ropody 

3 Chil d Health 14 Speech Therapy 

4 Immuni sati on 15 Social \{orkers 

5 Dental 16 Income ~~aintenance 

b ;,;Jdiometry 17 Health Education 

7 Assessment of Handicapped 18 COITI~unity care H.Q. 
, 

8 Psychi a try 19 Registration: Bi rt hs and Deaths 

9 Maternity/Gynaecology 20 Creche/Pram Area 

• 

10 Opthalmic Services 21 Vol untary Organisations 

11 · Other Specialist Ser vices 22 Other 

• 
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3 THE PRESENT SITUATION 

3.1 Introduction 

For the purpoSES of t he present study a health centre has been defined as 

any premi ses owned or rented by a Hea ' th Board in v/hi ch one or more 

community heal th services are available . . This definition thus encompassed 
/ 

, 

all premises including those knoi'1n as County Clinics, Dispensaries or by 
• 

other miscellaneous titles. The range of services which may be available , 

fro m these premises is extremel y wide and may include some or all of the 

fol1ovJil"!g: general practitioner services, public health nursing, child 
, 

health , i mmunisation , dental, audiometry, assessment of handicapped, 

psychiatry, maternity , opthalmic setvices ', physiotherapy, 

chiropody, speech therapy, social ';fork, corrmunity welfare service, health 

education, registration of births and deaths . In addition services run 

by voluntary groups may also be avail able as -m~y creche or day nursery 

facilities or specialist out-patient cl inics provided by hospital staffs 

(th,·ough special arrangements with t he hospitals) . 

3.2 Number of Health Centres, Titles, Condition 

In 1980 t here were 914 premises (hereafter referred to as health centres) 

offering one or more of the services listed above. Of this number 52% 

have been deSignated as health centres . 30% still retain the title of 

dispensary. 1.5% are county clinics and the re~ainder have diverse titles 

such as T.B. clinic, community \1elfare office,etc. 



• 

~_ . . - - ___ c-_ ----- -- , , 

17 . 

Health Boards were requested to spec i fy the condition or adequacy of 

these f aci liti es from a list rang ing from very bad to excellent. Thus, 

according to the Board's ONn assessment, 4% of all centres are in very 

bad condition , 5% are bad, 16% are unsati sfactory, 31 % are satisfactory~ 

an equal proport ion are good whi le 13% are excellent. There is 

considerable variation from region to region in the condition of health 

centres with~ for example, the percentage described as very bad ranging 

from 1% i n the Hi dland and Western Hea lth Boards to 7% i n the Eastern 

and Southern whi le the percentage described as excel lent varies from 2% 

in the Nid-western t o 37% i n the Midland . IFor details of these and -
other factors by Health Board Area see Appendix B Tables (1) to (317. 

Given that 25% of all health centres are unsatisfactory or Norse it is 

to be expected that efforts to improve facilities wi ll be concentrated 

on these centres in the foreseeable future. Hhen asked to specify 
. 

proposed changes health boards listed i mprovements~ extensions or 

replacement for a total of 20% of al l health centres. The remainder 

of those now considered unsat isfactory take a 10\</ priority as regards 

investment or will be closed. 

3.3 Numbers, Types and Comb inations of Services 

Services most commonly suppl ied by health centres include general 

practitioners, publi c health nurses, com~unity welfare services (i.e. 

i ncome maintenance) i mmunisat ion and ch il d health. The number and 

percentage of existi ng health centres supplying each service is given 

in Table (3 .A) below. The most common service avail able is that of 

general practitioner, found in 79% of all centres. Whil e a large 

• 

.r... . • 
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proportion of doctors \'1orking in health centres are ex-or~Ols the continuing 

importance of GP's i n health centres is some\,/hat surprising given the stated 

objective of the choice of doctor scheme to remove general medical services 

from udispensaries". /This feature of health centres l1ill be discussed -
in more detail in l ater chapter~7. Immunisation is available in 

approximately half of all health centres I1hile child health and dental 
• 

services are available in 32% and 23% of centres respectively. The 

remaining services tend to be available only in larger centres in urban 

areas of reasonably high population. 

At national level centres offering a limited range of services predominate. -
64% of all health centres provide 4 or fewer services while only 8% offer 

what could be described as a comprehensive range of services - defined as 

ten or more. Distribution of health centres by the number of services 

available is shown in Table 3.8. 

Of those {.entres in I'/hich only 1 service is available 50% provide a general 

practitioner service only, 25% provide only income maintenance, 7% are 

dental clinics only while the remainder provide such miscellaneous services 

as public health nursing, registration,child health and i mmunisation. 

Among centres offering 2 services the most common comb ination is General 

Practitioner and Public Health Nurse, this combination be i ng found in 35% 

of all such centres. 30% provide a general practitioner and income 

maintenance service while a fu rther 20% offer G.P. and Immunisation. 

The remainder include miscellaneous combinations of G.P., child health, 

dental, income maintenance and other. 

• 
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More than 50% of all premises providing 3 cOITBT!unity ca re services supply 

a general practi tioners nursing and income maintenance. In addition, a 

significant number combine G.P .• Income Maintenance and Immunisation or 

G.P. Nursing and Immunisation. In heal t h centres of this size there 

are very few deviations f rom the standard core of traditional community 

care servi ces. In centres offering four services there is less uniformity. 
. 

the mo st usual combination being G.P. nursing. immunis ation and income 

ma i ntenance. These four services fe ature promine ntly in many centres 

of t his size but in varying combinations incl uding also dent i stry. child 

health ,registration etc. Again in centres of this size incl us io n of 

services outside the range of the trad itional public health list (number 

1- 5 i n Table 2. A) is unusual but ch i ropody , speech therapy and opthalmology 

occur occasionally . 

-
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TABLE 3.A. No . and % 0 f Health Centres Pro vi d; n9 Each Servi ce 

General Practitioner 

Public Health Nurs e 

Income t1aintenance 

Irrrnun i sation 

Child Health 

Dental 

Soci a 1 Workers 
.. 

Chiropody 

Psychiatry 

Optha1mic 

Speech Therapy 

• 

Reg istrati on 

• 

Assessment of Handicapped 

t4aternity 

Audiometry 

Voluntary Groups 

Health Education 

Community Care Headquarters 

Creche 

Physiotherapy 

No. of Ce ntres 

724 

597 

. 578 

442 

294 

213 

117 

107 

99 

98 

86 

74 

68 

67 

64 

62 

25 

22 

18 

13 

Spec ialist Services (not menti oned above) 71 

Other 118 

% of Centres 

79 

65 

63 

48 

32 

23 

13 

12 

11 

11 

9 

8 

7 

7 

7 

7 

7 

2 

2 

1 

8 

13 

• 

• 



TABLE 3.B . 

• 

No . of 
Services 

1 

2 

3 

4 

5 

6 

7 

8 

9 

1 0 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21. 

% Hea lth 
Centres 

13.3 

22.5 

14.9 

12.9 

9.1 

6.9 

4.9 

2.8 

4.3 ' 

2.6 

1.6 

1.8 

.4 

.4 

.4 

.2 

.2 

• 1 

• 1 

• 1 
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In centres providing four or more services it i s difficult to identify 

combinations of services y/hich predominate. In addit i on to the 

traditional core of services such as G.P . , nursing,child health , 

i mmunisati on , dental and income ma i ntenance, optha l mic services, 

speech therapy. soci al wo r kers , chiropody and phys iotherapy are sometimes 

available from larger centres '.'/hi le the very largest may provide all of 
• 

• 

these services. For example Clonmel Co . Clinic provides a range of 

19 services the only services remaining unavai lable being G. P. and 

voluntary groups . 

-

• 



-

• 

. 

• 

CHAPTER 4 

THE ADEQUACY OF THE RANGE OF SERV ICES 

AVA ILABL E AT HEALTH CENTRES 

• 

• 

• 

• 
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4 THE ADEQUACY OF THE RANGE OF SERV ICES AVAILABLE AT HEALTH CENTRES 

4.1 Introductio n 

Because of the development of health centres or health centre proposals 

in recent years t concern has been expressed as to what constitutes a 

proper or appropriate range of services for a particular type of centre. 

Differing emphases from area to area or over time suggest that develop~ent 

of the range of services is by no means uniform and this in turn suggests 

that certain centres or areas may not be providing an appropriate or 

adequate range of services. It is difficult to separate the concept 
' . 

of the correct range of services from considerations about the level of 

service but in so far as is possible this Chapter will concentrate on the 

fanner. 

4.2 The Range of Services at Community Care Area Level 

It is difficul t to arrive at any objective definition of an adequate range 

of services. To say that all possible community care services ought to 

be available at least in each health board is clearly unsatisfactory ;n 

that some boards span an area of as many as five counties and one, while 

encompassing two counties i nvolves a very \'1ide geographical spread. In 

any case the NcKinsey report considered health boards too 1 arge for the 

effective organisation of community care and recommended the delineation 

of areas within health boards to be essential . The need therefore for a 

fully comprehensive range of services in each community care area could be 

taken as a first departure in the formation of a definition of an adequate 

range of services . 
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The list of services given i n t he questionnaire to health boards is 

accepted, for the moment, as comprehensive so that an adequate range 

of services for a co mm unity care area would include all services listed . 

/However this cri teria is not applied to services such as maternity or -
psychiatry in areas either well served or traditionally served in these 

fields by hospital out-patie nt department~7 . 
• 

Using t his simplistic approa ch it would appear that there a re many community car 

areas throughout the country not providing certain services from health centres . 

The specific areas and the unavailable services are listed in detail below. 

Eastern Health Board 

Community Care Area 1 Physiotherapy, chiropody, speech t herapy 

" " 
• 

" " 

" " 

" " 

" " 

" " 

" " 

, 
" 

" " 

" 

" 

" 

" 

" 

" 

" 

2 

3 

4 

5 

6 

7 

8 

Audiometry. assessment of handicapped, 
opthalmology, physiotherapy, chi ropody, 
speech therapy, health education 

Opt halmology, physiotherapy, chiropody or 
health education 

Chiropody 

Audiometry, assessment of handi capped, 
opthalmology, physiotherapy, speech therapy, 
chiropody, community welfare and health 
educat ion 

Audiometry, assessment of handicapped, 
opthalmology , physiotherapy, speech 
therapy 

Physiotherapy, chiropody, speech therapy 

Audiometry, assessment of handicapped, 
optha lmi c, phys io therapy, regi s tra ti on 

11 Wicklow Social workers, health education 

11 Kil da re Audiometry, physiotherapy, speech t herapy, 
health education. 



• 

_____ ~ __ ,_, _______ ~ _____ '_, __ ,_'"_, ______ ' ___ ~, __ ~,, __ , ~-4_'_=='O_"' . e" ' • ..,'# 

-

Western Health Board 

Community Care Area 

" " " 

" " " 

Mayo 

Galway 

Roscommon 
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Physi otherapy, health education 

PhYs i otherapy 

Health educatio n 

North Eastern Health Board 

Community Care Area Monaghan/Cavan Chiropody, health education 

Nid Western Health Board 

Community Care Area -
" " " 

" " " 

Southern Health Board 

Community Care Area 

" " " 

" " " 

" " " 

" " " 

Limerick 

Tipperary N.R. 

Cl are 

North Lee 

South Lee 

North Cork 

Wes t Cork 

Kerry 

Opthalmic, phys iotherapy 

Chiropody 

Phys iotherapy, chiropody, health 
education 

Audiometry, assessment of r.~ndicapped, 
psychiatry, opthalmology, physiotherapy 
health education 

Opthalmology, physiotherapy, social 
workers, health education 

Chiropody, speec h therapy, health 
education 

Physiotherapy, health education 

Physiotherapy, social workers, 
health education 

South Eastern Health Board 

Community Care Area 

" " " 

Carl o\'l/ Kil kenny Audiometry, assessment of hand; capped, 
chiropody, hea l th education 

Wexfo rd Phys iotherapy, chi ropody 
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North Western Health Board 

Community Care Area 

" " " 

Midland Health Board 

Community Care Area 

" " " 

Leitrim/Sl igo 

Donegal 

Westmeath/ 
Long ford 
Laoi s/Offaly 

Physiotherapy 

Assessment of handicapped, 
physiotherapy . heal th education 

Physiotherapy, health education 

Immunisation, audiometry, assessment 
of handicapped , physiotherapy, 
health education. 

1ft shoul d be noted that some of these services may be supp1 ied on a -
sessional basis by private practitioners in their respective fields. 

This applies particularly to opthalmology and dentistry, for which specific 

arrangements with private practitioners have been made. Chiropody and 

physiotherapy may be more widely available than suggested above while the 

absence of health education refers to the absence of Health Education 

Officers specificallx7. 

To summarise - at community care area level there are 31 regions with no 

community physiotherapy service, 17 in which there is no health education 

service, 11 in which no chiropody service is available, there are 8 areas 

in which each of the services audiometry, assessment of the handicapped 

and opthalmology, is unavailable. 3 \"lithout social workers and 1 without 

immunisati on services. J?ome of the above listed services may be provided 

by hospital outpatient departments or other centres not included in the 

surve"1l· 

. . 
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It is difficult to gauge the extent to which gaps as described above at 

community care area level represent a serious shortfall in the range of 

community services. Undoubtedly national policy suggests that all these 

services should be available. There is some evidence however that health 

boards arrange their priorities among services in ways which reflect not 

just their view of the relative importance of various services but It/hich 

by necessity reflect personnel availability in various fields. Thus. 

\'/hil e health educa ti on per se is cons; dered unimportant in some area sand 

for that reason r emains undeveloped this may not be the case -in speech 

therapy or chiropody where the des irability of a service is recognised 

but \·there the necessary staff are unavailable. Public reaction to t he 

lack of certain services may only be guaged at local level and in any 

case is a poor indica to r to the extent that national perception of I,that 

is desirable may not be reflected at local level, particularly if a certain 

service has never been provided. The experience of existing community 

care team members working in areas where the range of services is i nadequate 

and also the opinions of general practitioners could make an important 

i nput into the formulation of priorities as to which services should be 

provided. In the course of discus sions \'IHh staff in different community 

care areas certain services were pinpointed as being urgently needed or 

desirable. Hm'lever given the necessarily selective and restricted nature 

of such discussions to identify specific areas and serv ices would not have 

any general applicability in the context of the present study. Individual 

Community Care Areas have access to this information on an on-going basis and 

presumably are in a position to identify priorities in the context of 

conditions specific to areas and limiting factors such as finance or 

recrui troent. 
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4.3 Adequacy of the Range of Services at Health Centre Level 

The choice of an adequate range of services for indivi dual health centres 

is of more interest in Viei'f of the investment incurred in recent years and 

planned for the future. In Community Care Areas which are essentially 

rural there appears to be a three tiered arrangement - small villages are 

generally provided only-with those services such as GP s nursing and income 

maintenance which by definit ion need to be located close to target 

popul ations. Sma11 or medium sized tovms may have these in addition to 

child \>!elfare, developmental clinics , int'lluni sation and possibly dental 

and. optha lm; c servi ces. The concept of a district care team is approached 

in some of these areas although staff may not, as is considered desirable, 

be actually based in these to\\!ns. Hajor t0l1ns, of Nhi ch communfty care 

areas may have several, generally prov ide a comprehensive range of services 

subject to staff and other limitations while in addition the largest town 

in the area is usually t he headquarters of the Community Care Team. In 

urban areas the pattern is for large comprehensive health centres to be 

located in areas of high population concentration and the tendancy towards 

sa tell ite centres served from major ones does not in general occur. 

Recent Completions - Dubl in 

It is interesting to l ook at individual health centres recently constructed 

or at an advanced planning stage to see if the range of services provided 

confonns to any specific pattern. This analysis is confined to health 

centres in the category of major works as the number of minor works is large. 

Most major health centres are in Dublin and serve large identifiable 

.populaticn groups ranging from 20,000 to 50,000 people. 
• = 

The size of their 

catchment areas is such that it cou'ld be expected,a priori, that they would 

provide a full comprehensive range of services. 
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Bal1ymun health centre was completed in 1974 and caters for a population 

of 27,000. 12 community care services are available, the most notable 

exclusions being audiometry, opthalmology , phys iotherapy . chiropody, 

speech therapy and health education. The area's population is dominated 

by young married couples '!dth children and care of geriatrics in consequently 

less burdensome than in other areas . - Thi s may explai n the omission of 

physiotherapy and chiropody although this omission is common to all health 

centres i n area 7. The predominance of pre- and national school children 

haltleVer suggests that a need may exist for speech therapy. audiometry 

and opthalmology. The centre is considered overcrowded but a proposed 

extension may provide space fo r those services not now provided. At 

the moment audiometry is ava i lable at North Strand and Larkhil1 , both 

considerable distances away. No speech therapy service is available in 

this Commu nity Care area. If there is a need for these services in 

Ballymun the exi sti ng centre could not acco mmodate them. 

North Strand health centre was buil t between 1973 and 1976 and serves a 

population of 22 ,000. This centre also provides 12 services those not 

located here being maternity, physiotherapy, chiropody, speech therapy 

and health education. Soci a1 workers serving this area are located in 

Killarney Street. The emphasis in this settled area of the city may be 

~Dre on geriatrics hence there is probably a need for chiropody. This 

centre i s also felt to be overcrowded. 

Ballyfermot health centre was completed i n 1977 . A \'ti de range of servi ces 

has been provided but here also audiometry, opthalmolc;QY, physiotherapy, 

chiropody, speech therapy, health education and assessment of handicapped 

are unavailable. 

in area no. 5. 

None of these services is aVnilable from a health centre 

• 
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Fi n9 1 as health centre "as completed in 1977. Population of its catchment 

area is 50 ,000. The range of services available corresponds to that ;n 

Ballyfermot with the addition of health education. \4; th the except; on of 

chiropody which is provided at Cabra, none of the omitted services are 

available from health centres in area 6. 

Coolock health centre was completed in 1980 and is not yet fully in 
• 

operation. It repl aced a run-dm';'n temporary structure and it ;s to cater 

for a population of 40,000. Hith the exception of a day care centre 

incorporated in the ne'l structure it is not proposed to expand the range 

of services \thich again confonns closely to the range available at Ballymun, 
-

Fi ngl as etc. 

. 
In addition to the health centres specified above there are several just 

complete or nearing completio~ the major ones located in Tallaght, Ballinteer 

and BlanchardstOi·m . While not yet fully operational the services envisaged 

ultimately for Tallaght are comprehensive, the only exception being general 

practitioners. The proposed range of services for Ball inteer is also wide 

although general practitioners and speech therapy are excluded. 

Recent Provincial Completions 

While heal th centre development to date has been concentrated in the urban 

area of the Eastern Heal th Board a f ew major schemes have been compl eted 

in other regions . Notable amongst these are Tullamore and Ne,,, Ross. 

Tullamore health centre was completed during 1980. The popul at ion of the 

urban district of Tul1amore is 8,000 Nhile that of the rural district is 

17,000. The rural district is served by several sma1ler health centres 
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providing a limited range of services therefor~. the catchment area of the 

new centre is difficult to define and may vary from service to service. 

Tullamore health centre provides 12 services and in addition incorporates 

substantial office accommodation. Services not provided are immunisation, 

audiometry, assessment of handicapped, psychiatry, maternity, physiotherapy, 

chiropody and health education. Accommodation for general practitioners 

provided is now underutilized and the health centre is spacious suggesting 

t hat provision of some of the omitted services if found desirable could 

be incorporated. If 10\'1 priority or staff shortages are the reason for 

certain exclusions the health centre itself I'/i11 not be a constraint on 

their introduction in the future. 

New Ross health centre became operationa l in late 1980. The popul aticn 

of the combined urban and rural districts of New Ross is 16,000. The 

health centre is designed to accommodate a district care team composed of 

doctors, nurses, dentists social workers and community welfare officers 

\'1ith all the services nonnally provided by these staffs in addition to 

general practitioners and a speech therapist. ihe inclusion of the 

latter two services represents an expansion in the range of services 

available in New Ross. The absence of physiotherapy, chiropody etc. 

is, according to the Director of Comm unity Care. a fUncti on of recruitment 

difficul ties, 
new centre. 

If resolved these services could be accommodated in the 

Several points of importance can be inferred from the above discussion 

(l) There is a considerable degree of uniformity in the 

range of services provided in those centres built in 

Dublin, particularly in the earlier projects. A 

significant number of services have been omitted and 

these omissi ons recur . 
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(2) More recent centres appear to provide for a wider 

range of servi ces suggesting that priorities or 

perceptions have changed si nce the early seventies. 

(3) The degree of utilization of some centres is such that. 

if thought desirabl e, additional services could not nml 

be provided·witho ut modification or extension of buildings . 

. (4) Provincial centres, although usually catering for smaller 

catchment area po pulations rival and sometimes exceed 

major urban centres in terms of both size and range of 

services provided. 

Heal th Centres proposed or under construction 

At least 20 major health centre schemes are currently at an advanced planning 

stage or under construction in different parts of the country. Among these 

are proposals to provide or replace centres at the fonowing locations:

Athlone) Gorey, Knockna heeney, ~iacroom, Dooradoyl e, Edenderry, Tral ee, 

Roscommon. Kil kenny. Letterkenny. Castl ebar. Rowl agh (Cl ondal kin). Dunda 1 k, 

Swords and Blessington. To describe each centre individually is space 

consuming and repetitive. Consequently, brief details of each of t he above 

proposals are given, together with a tabulated summary, in Appendix C. While 

each of these centres, without exception, propose to include the traditio nal 

range of community care services (nursing, dental, child health, immunisation, 

social workers and income maintenance) outside this range of services there is 

little unifonnity. For reasons which will be discussed later some excluded 

general practitioner accommodation. In contrast with earlier centres, the 

inclusion of speech therapy facilities is widespread. Some centres propose 



, 
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a wider range from the services li sted in Table 2A. Additional services 

previously unmentioned include such diverse services as blood pressure 

testing, dermatology, and routine examinations for breast cancer . 

Frequent omissions continue to be chiropody, physiotherapy and opthal mology . 

With reference to t he l atter, this service is now becoming available through 

private practitioners. 
, 

As was found with reference to the range of services available at community 

care area, it is equally difficult at health centre level to be precise 

about the extent to which the range of services described, can be considered 

in~?equate. At a general level it has been noted that a three- tier system 

of centres appears to exist. The population sizes of those centres described 

suggest that mos t of these centres belong to the top tier. It is logical 

t ha t if certain services are to be provided at all, the centres described 

above are the proper bases for t hem. Thus, what has been said about 

i nadequacies existing at community care area level is relevant in the 

context of large health centres also . In the absence of any specific 

data concerning age and saci o- economi c structure of the pODulations 

involved, the needs of patients or potential patients or special conditions 

relevant to certain areas it is not possible to be mo re precise about specific 

inadequaci es. Personnel interviewed during the course of the study provide 

the only indications of those needs v/hich are most acutely felt. Physiotherapy 

and chiropody were mentioned frequently but it should be noted that due to 

the necessarily selective nature of these interviews that such views may not 

have general applicability. 

. . 
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4.4 The Planning Procedures 

In vierl of the el ement of var ia ti on and 1 ack of unifonnity in the cho ice 

of the range of services described above , it is of interest to descri be the 

planning procedures whereby choices of this nature are made . 

Initially, t he relevant Health Board requests approval in principle from 
• 

the Department of Health , for a proposal to build a health centre in a 

spec ified location. Ac t ual or projected population of the ar ea may be 

quoted in this first submission as may the reasons for construction of the 

nei'.' centre 
-

(a) anticipated rapid populati on grm'l'thj 

(b) lack of, inadequacy or unsuitability of existing fa cilit ies. 

Proposed services are listed usually in conjunction with a draft schedule 

of accommodation. 

With the exception of general practiti oner services, t he emphasis on health 

centre planning appears to be on the suitability of proposed accommodation 

as regards layout, size , suitability etc. The rel evant divisions Hithin 

the Department of Hea lth are consulted with t hese criteria i n mind . 

Occasiona11y hO'.l{ever, and particularly with reference to GPs the essenti al 

raison d1etre behind inclusion or exclusion of certain services is queried. 

Moreover, approval of suggested accommodation often impl ies approval of the 

range of services. 

In some cases, in addi t ion to the information given above, heal t h boards 

are requested to submit detailed outlines of pro~osed functional and 
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operational pal icies. When this is supplied it usual ly links the 

accommodation proposed specifical ly with the services proposed and Nith 

the popul a ticn and expected demand for t he serv; ce . I n cases ~."here such 

info rmation has been requested the evaluation of t he need for a service 

is improved and a more rati onal decision can be made even if the decision 

remains impl icit rather t han explicit . In any case this information is 

requested only in a sma'n number of cases and still does not tackle the 

question of omitted services. 

Another important feature of planning procedures ;n the context of the 

appropri ate range of services is that proposals are considered more or less 

in isol ation . There may be rural sub-centres in t he catchment area of the 

proposed centre or a comprehensive range of spec ialist clinics attached to 

a nearby hospital. but the form of submissions does not always clarify this. 

Thus, the significance of the proposed range of services cannot be 

evaluated prec isely. 

4.5 Summary 

While there is a l ar ge degree of uniformity in the range of services i ncluded 

i n many new health centres , nonetheles s there appea r tJ be many omissions . 

Proposal s now under considerati on and more recent completions suggest 

differing emphases over ti me . With t he exception of t he traditio nal 

core of services there is little uni formity in this group. 

The pl anni ng procedures do not relate specific proposals to any scheme of 

nati ona l priorities or targets and seem rather to be a fun ction of 

(a) localised perceptions of what is desirable or needed and 

(b) difficulties in r ecruitment , financing etc. 
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The extent to ~/h ich the omissions occurring constitute serious shortfalls 

(or indeed the extent to which inclus ions cause duplication) cannot be 

evaluated in the absence of data covering age, socio -economic structure, 

attitudes etc. in the catchment area. The scope of the present study 

and dearth of statistics precludes such an evaluation .although selective 

discussions with community care personnel suggest that the need for certain 
• 

services such as chiropody and physiothe rapy is acutely felt. 

Recommendations 

In view of t he foregoing it is suggested that 

-
(1) The Department of Health prepare a checklist of all services 

• 

defi ned as coming within the ambit of community care. In 

additi on to the more lusual 1 services consideration should be 

given to other services such as blood- pressure testing, family 

planning etc. not now generally accepted but ... thich may arise 

in the f uture. 

(2) In addition to simply listing these services, target staff/ 

population ratios should be defined Ithere possible . In 

view of the impracticability of providing all services in all 

centres a system of priorities or ordering should be 

es tabli shed within this list. 

(3) All proposa ls should then be evai uated in the context of this 

list and taking cognisance of the foll owing general guidel i nes 

(a) projected demand for a service should be such 
as to make the setvices via ble, particularly 
where expensive equipment or facilities are 
involved; 
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(b) that underlying conditions affecting recruitment 
etc. may change in the foreseeable future . Thus 
current omissi on may prove costly to rectify i n 

the future ; 

(c) resources are limited which by definition 
necessitates the development of priorities. 

(4) On the other hand it i s recommended that Heal th Boards formulate 

proposals for centres in cons iderably more detail. The need for 

a centre may be establ ish ed by reference to popul ation but the 

need for each service should be established also with reference 

to subsections of that population . Thus the proportion of 

geriatrics, infants, school going children etc. \'/ould be used to 

demonstrate the reason for provision of certain services. The 

detailed funct ional and operational outlines now requested in 

some cases should be expanded to incorporate the above. In 

addition a description of the community care structure of the area 

(other centres etc.) wou l d provide the framework 11ith in which 

health centre proposals could be properly evaluated. 

With reference to the foregoing it is not suggested that uniformity per 

se in the rar.ge of services is desirable. Conditions specific to certain 

areas may justify a different 'mix' of services and it is conceivable that 

such conditions could override nationa1 priorities. Neither is it 

suggested that complete utilisation of a proposed centre be a pre requisite 

to approval, as priorities may change or constraints may be removed over 

time. It is suggested however that the development (a) of a checklist 

in the Department of Health and (b) a more detailed form of application 

by Health Boards, would be of considerable value in ensuring that the 
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range of services chosen for any i ndividual health centre conformed to 

an approximate system of national priority, i tself necessitated by t he 

existence of limited resources • 

• 

-

• 



-

• 

• • 

• 

• 

CHAPTER 5 

THE EFFICIE NCY OF COM;·1UN ITY CARE IN 

REACHI NG TARGET GROU PS 

• 
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5 THE EFFICIE NCY OF COJolMUNITY CARE IN REACHING TARGET GROUPS 

One of the important preoccupations of those involved in policy fonnation 

in Community Care is the extent to which services provided are efficient 

in reachi ng the eligible or target populations. Of particular concern 

is the role of health centre infra structure per se, in th i s process. 

5.1 Definition of Target Groups 

The target groups for some community care services are easy to define 

while for others there is some doubt as to what categories of people are 

eligible . EGeneral practitioner service is excluded from this discussion 

as it will be dealt with in detail later7. - Child welfare and developmental 

paediatric clinics run by area medical officers and public health nurses 

are uni versally available to all children irrespective of eligibility 

status. This applies also to school health examinations and referrals 

to ~utpatient services arising therefrom . The target of the immunisation 

service is that all infants and children be routinely immuni sed against 

diptheria, tetanus, polio and whoop ing cough and all girls aged 11 to 13 

against rubella. Dental eligibility is concentrated amongst primary 

school children and people holding medical cards. Acces s to domiciliary 

nursing for the aged and home help services is generally confined to those 

with medical cards although it would appear that considerable flexibility 

can be used in some cases. Optha lmic and aural services are available 

to pre-school and school chi ldren for the treatment of defects detected 

at child welfare or school examinations. 

Entitl ement to the remaining serv ices such as speech therapy, physiotherapy 

and chiropody is not clear but it app~ars that, given staff shortages in 
• 
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these fie lds, eligibility is de facto confined to those with medical 

cards, while in some services expediency results in their restriction 

to smaller sub groups such as the aged in the case of chiropody. 

In order to properly assess the extent to which community care services 

reach their target populations it v.rould be necessary to 
• • 

(a) evaluate staff-patient ratios for those services 

for which independent criteria have been set, 

(b) develop criteria for services for which this has 

not been underta ken and then evaluate the current 

situation with reference to these criteria; 

(c) this would need to be undertaken at sub- communi ty 

care level and for some cases at health centre 

level taking cognisance at all levels of the 

geographical, demographic, social and economic 

circumstances in the catchment areas; 

(d) monitor waiting lists and patient reaction to the 

time and distance involved in gaining access to 

specific services; 

(e) in the context of the present study it would be 

necessary to eval ua te the above criteria \'/ith 

respect to the stock and quality of health centres 

in an area wi th a vi ew to determi ni ng to IVha t extent 

the latter factors influenced the coverage of 

services as opposed to other vital determinants 

such as staffing levels. 
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Given the current state of knowledge it ,is impossible to undertake a 

comp rehensive revievl of tnp operation of t he community care services 

within the framework outl ined above . (A) Some stat istics are 

available na.tionally on the coverage of child welfare clinics, school 

health examinations and the immunisation service. (6) It is possible 

to derive staff/client ratios for many community care areas using 1979 

popula tion figures and staff details supplied by community care areas 

but the value of thi s exercise is limited by the absence of demographic 

and age structure details. (C) For many services there has been no 

definition of an ideal or target ratio which further compl icates the 

task of evaluation. (0) At individual health centre level records 

are often kept by indivi du als and do not appear to be collated to any 

extent, fur ther 1 imiting any evaluation of the success of a particular 

centre in serving its catchment population. (E) It ;lQuld appear t hat 

personnel "in community care areas monitor 't/aiting 1 ists but again this 

type of information is not generally available. (F) In any case the 

extent to which deficiencies or successes in the delivery of services 

can be attributed to the quality of health centre infrastructure is 

compl icated by the large numbe r of other factors affecting the issue. 

For example a long dental wait ing list or a poor response to child welfare 

services may be related primarily to a shortage of personnel in these 

areas rather _than to a shortage of adequate facilities . 

5.2 Evidence available at national level 

The Planning Unit of the Department of Health prepare annual statistics 

cQveri n9 certain aspects of the community care services. Table 5.A 

• 
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belo\'l shovls the number and percentage of children exami ned at develo pmenta l 

paedi at ric cl i ni cs i n 1977 . 

Develo pmenta1 Paed iatri cs 

TABLE 5.A Chil dren examined at Developmental Paedi atric Cl inics 19,77 

• 
Hea lth Boards 6 month .~s % of 12 month 24 mont h 

No. eligible - children 

Eastern 14,406 67 4,603 18 

r~idland 759 64 542 232 

Mid-Western 2,471 64 1,887 703 

North Eastern 2,072 83 395 661 

North Western 551 75 141 18 

South Eastern 2,872 90 541 1,826 

Southern 2,123 70 141 339 

Western 1,489 82 146 68 

Total 26,743 71 8,396 3,805 

It would appear t hat the percentage of children presented for the six 

month examination is qui te high. In general numbers of children presented 

for 12 month and 24 month examinations are much lOvler and although the 

number of eligibl e children is not known it seems that the success of the 
-

service is considerably l ess in this respect . 

• 
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School Heal th Examinations 

Table (5B ) below shows t he number and percentage of school children 

examined at school health examinations in 1977. 

estimated. 

TABLE 5.B • 

Hea lth Board 

Eastern 

Midland 

Mid-Hestern 

North-Eastern 

North-Western 

So uth- Eas tern 

Southern 

Western 

Total 

• 

Sc hool Health Examinations 1977 

Number 

32,525 

6,996 

12,422 

7,44B 

6,040 

11 ,365 

17 ,099 

13,402 

107,298 

% of National 
School 

Chi] dren 

19 

21 

25 

17 

19 

lB 

21 

26 

20 

The current guidelines fo r coverage of school health examinations are that 

each school going child be examined soon after entry to school and a 

selective examination should -occur before leaving. On this criteria 

it would appear that the coverage of the school health examinations is 

reasonably satisfactory . 
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Immunisati on 

The coverage of the immunisation service is as fol1o'lls: 

Pol io 

Diphtheria 

Rubella 

(as % of births in 1976) 

(as % H " " " ) 

.(as % girls aged 12) 

59% 

56% 

71 % 

There is significant variatio n in these indicators from year to year 

but given that the target of the service ;s routi ne immunisati on of all 

children t here ap pears to be a considerable shortfall. It should be 
. 

noted however t hat a certain propo rtion of immunisations are carried 

out privately by general practitioners £and consequently t he da ta above 

may be underesti matei7. 

Other Services 

Some details are avai lable in the areas of dental. aural and opthalrnic 

services but only at aggrega te national level. In 1976, 597 out of 

every 1000 national school children received dental treatment. This 

constitutes a sig ni fica nt improvement over recent years. It is 

impossible to ga uge t his against demand or need for these services at 

it is not possible to determine how many of the children not treated 

were actually in need of treatment or received treatment from private 

practitioners. The number of adults treated per 1000 covered by 

medical cards \'Ias 104 which is ·significantly lower tha n that relating 

to children and would seem to suggest a shortfall in t his serv ice. 

Measures have recently been taken to make this service available to 

medical card holders through private dentists ·. Children examined 
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by the opthalmic service following referral numbered 72 .4 out of every 

1000 children in 1976 while the comparable rate for adults covered by 

medical cards is 83.5. In the absence of any assessment of need in 

this area it is not possible to judge the adequacy of this service. 

Si milar statistics are available pertaining to the aural service but 

again with no indication of the extent or need for this service it is 

not possible to judge "its impact. 

As has been demonstrated the availability and quality of data at national 

and health board level is such that very few conclusions can be drawn 

concerning the adequacy of certain community care serv ices. Hhile 
-

statistics in general indicate growing numbers of adults and children 

benefiting from the services outlined above, the extent to which these 

services fulfil demands for them cannot be adequately determi ned from 

available data. 
• 

Evidence at Community Ca re Level 

Another method by which the adequacy of community care services can be 

judged involves the calculation of population/staff ratios for health 

boards or community care areas and comparing staffing levels so derived 

\'lith standards or criteria laid down by the Department of Health. For 

t his exercise staff numbers by cormwnity care area \'lere received frem 
" 

the Health Boards and ratios were calculated us ing 1979 population. 

The results of these calculations are given in Table 5.C. 

Public Health Nurses 

The optimum ratio of public hea lth nurses to population was defined in 

the report of "The Working Party on the Workload of Public Health Nurses" 

• 
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as 1 nurse to 2,600 people. This criterion has received general 

acceptance throughout the Health services and is used here to indicate 

the adequacy of the nursi ng service as it exists. /Tt should be noted -
in t hi s case and in all others \>Ihere identifiable criteri a are laid dOl-m 

that some deviations from this ratio either above or below could be qui te 

satisfactory depending on the dispersion,' age structure and socio-econom ic 

conditions of the population in a specified are!7. 

It has been possible to derive ratios for 26 Commun ity Care Areas. The 

most noticeabl e feature is the vJide range going from 1 nurse to 2000 people 

in the North Tipperary area to 1 Nurse to 11,500 in the No rth Lee Commun ity 

Care Area of t he Southern Heal th Board. Assuming arbitrarily t ha t a 

ratio of 1 to 3000, while not ideal, represents a level of service whi ch 

at least, is not problematical , Vie find that 15 of the areas for \'ihich 

ratios can be derived have an inadequate public health nursing service . 

Partic ularly difficult areas appear to be area No.6 of t he Eastern Health 

Board, the North Lee, South Lee and Kerry areas of the Southern Health 

Board and the Roscommon area of the Western Heal th Board. It may be 

releva nt however t hat the areas with apparently acute problems in t his 

field are, with t he exception of Roscommon and Kerry, urban areas \'.'ith 

a comparatively l ow proportion of the population covered by medical cards 

and with a high conce ntration of population. These two factors may 

alleviate to -some extent the difficulties experienced by public health 
• 

nurses in attending to a mu ch larger population than envisaged by cr iteria 

set for their discipline. 
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Dentists 

Great variation exists also in the ratios of dentists to population. 

There is a dentist for every 8,000 of the population in the Westmeath/ 

Longford area \1hile the comparabl e ratio for Area 3 of the Eastern 

Health Board is 1 :3,000. Areas which on this basis appear to have a 

shortage of dentists v·ary considerably in that areas v/ith high and low 

concentrations of population are included as are areas \'Iith high and 10\'/ 

proportions of the population covered by medical cards. In any case 

the nature of dental work and the necessity for expensive equipment 

makes it less likely that the degree of dispersion of population would 

si gni ficantly affect the defin ition of a reasonable ievel of service. 

Physiotherapy 

As far as can be determined there are no specific criteria describing 

a satisfactory or target level of physiotherapy service. In any case 

the level of service currently available is so meagre that any conclusion 

other than that the serv ice is seriously inadequate, appears impossible . 

Of the 26 Community Care Areas for which information is available 18 do 
• 

not employ a community physiotherapist. Of the remaining 8 the ratio 

of physiotherapists to population ranges from 1 : 130,000 to 1 : , 9,000. 

Al though experience to date in the development of physiotherapy services 

is slow and considerable difficul ty i'l'ould be experienced in setting 

criteria for an effective service, many individuals in the course of 

i nterviews conducted in connection with this study cited physiotherapy 

as a service urgently required in their area. The people most anxious 

for its development were, in general~public health nurses. 
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Speech Ther apy 

In comparison with child heal th or immu nisation services the speech 

therapy service is a recent development. Again,specific criteria 

have not been establ i shed for what constitutes an adequate service. 

However it is possible to glean some indications. For example it 

has been estimated t hat approximately 7 speech therapists would be 

necessa ry to adequa tel y serve the South Lee Community Care Area . This 

suggests a ratio of 1 : 20 ,000 . Taking this as a rough guideline, only 

three areas, West Cork, Roscorrunon, and Tipperary (N) have anything 

approachi ng an adequa t e servi ce, 4 areas have 1 speech t herapist coping 

with population in excess of 100,000 while a further 13 have ratios 

between 1 : 30,000 and 1 : 100 ,000 . 

So cial Workers 

With respect to Social ~lorkers develooments to date have been ad hoc 

in the sense t hat once again, specific criteria have not been established 

which would provi de a ta rget against whi ch on-going development could be 

judged. A working party to repor t soon has hOlI/ever been ItlOrking in this 

area and has tentatively suggested a ratio of 1 : 9000 as a guidel ine. 

In social work as in many other services interpretation of such a guideline 

needs to be flex ible in tha t the need for social work can vary significantly 

with t he soclo-economic and demographi c character istics of an area and can 

change over ti me as t he factors leading to social problems change. Only 

1 area, • 
1. e. Leitrim/S1 i90, ha s a ratio of population to social workers 

i n li ne with the roug h guideline of 1 : 9,000. 7 areas appear to have 

a comparatively adequate service while in the remainder the ratio of 
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population to social workers var ies between 1 : 14,000 and 1 : 42,000. 

The extent to which t hese ratios mean serious shortfalls in the service 

probably varies from area to area and is probably a function of the 

extent of a\l/areness of the population of t he kind of problems \"hich the 

soci al workers are trained to cope \I/ith. 

Chi ropody • 

Chiropody is anot her problem area in that guidelines ·for an adequate 

servi ce have not been defined and in any case health boards experience 

diffi culty i n recruiting chiropodists. The service is effectively 

restr i cted t o t he aged as a result of staff shortages. 9 of the 

26 communi ty care a reas for which infonnatio n is available do not 

employ a chiropodist and in the remaining 17 areas the ratio of staff 

to population varies from 1 : 40, 000 to 1 : 138,000 . In t he absence 

of any measure of what con stitu tes an adequate service it is difficult 

to comment on these rati os although clearly there is much scope for 

improvement in this area. Moreover, private chiropodists do sessio nal 

work in some areas. The comments of othe r personnel, notably public health 

nurses engaged i n care of geriatrics confirm t he need for a mo re comprehensive 
• se rV lce. 

Corrmuni ty ~!e lfare Offi cers 

Even i f specific guideli nes were available the need f or COlTlllunity Welfare 

.officers can change subs tantially as unemployment changes or as the spe~d 

with whi ch the Department of Social fle1fare processes claims changes . 

The geographical size of an area is also an impo rtant factor given the 

amount of investigation necessary to process claims . The ratio of 

population to C.W.O IS var ies from 1 : 30,000 in Area 1 of the Eastern 
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Health Board to 1 : 4,000 in West Cork. If we adopt a similar guideline 

ratio to that of social workers 18 areas' in all appear to be adequately 

served but the adoption of this criterion i s necessarily arbitrary . 

With reference to the preceding paragraphs it should be noted that the 

estimates presented refer to a specific point in time and that staff/ 

client ratios can change qu ickly as vacancies are filled. Thus the 

foregoing must be interpreted as indicating a rough order of magnitude 

rather t han accurate indicators. In addition many health boards resort 

from time to time to the employment of para-medical and speciali st staff 

on a sessional basis . Voluntary agencies also employ nurses , social 
• 

l'I'orkers. chiropodists etc., who are engaged in the same kind of work as 

health board staff but who are not employed by the boards and consequently 

are not accounted for above. 

5.4 Other Indicators of the Efficiency of Services 

Health boards have access to further informat ion which is important i n an 

assessment of the effectiveness of services, such as waiting lists, average 

periods of delay in recei ving appointments, the amount of aided travel 

necessary to enable people to avai1 of services and representations from 

the public or interested bodies concerning specific services in particular 

areas. This could be very important in the context of care of the aged 

where an assessment of the degree of need is only possible at local level. 

Presumably community care team membe rs can also use the appropriate channels 

if t he standard of facilities available is such as to hinder the effectiveness 

of delivery of services. While it is not feasible to collect data of this 

kind at national level t hi s does not restrict its usefulness at the 

community care area level. 
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5.5 The Influence of Health Centre Infrastructure 

The purpose of the present study is not to assess the effectiveness of 

community care services in reaching the target groups per se but rather 

to identify the relations hip between effectiveness and the dispel~sion, 

size and condition of health centres • In order to isolate the influence 
• 

of the health centre itse lf it \'JOuld be necessary to compare different 

areas providing similar ratios of staff t o population but differing 

standards of accommo dation. Given the wide range of standards of health 

centres, within any conununity care area such an exerci se would have limited 

value. Consequently, it would be necessary to concentrate on individual 

centres and their catchment areas . No data exists to allow such a study 

to be undertaken . Even if the data were available cognisance 

would nave to be taken of other_ factors contributing t o the 

success or otherwise of services such as motivation of staff and 

peoples attitude to the service s (rather than their attitude to the 

premi ses). Similarly if the data I'tere available one could compare 

t he effectiveness of the services in an area previously served from 

a number of diverse locations or from overcrowded inadequate facilities 

to the effectiveness v/hen a large modern heal th centre ... /as provided but 

again dearth of information makes this approach unworkable. 

The fi gures presented to date have many s hortcomings but Hould seem at 

least to indicate significant s hortfalls in certain categories of staff 

and in cer ta in geographical areas . It is obvious therefore that i ncrea sing 

staff numbers is one "ay of alleviating the difficulty. Two crucial 

questi ons then r emain to be ans\'o/ered. (1) Is the present level of 
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productivity of community care teams as measured by their effectiveness 

in reaching their target population constrained by t he number , location, 

size and con~ition of health centres in the current situation,? (2) Are 

these aspects of health centres likely to act as a l imiting factor in the 

delivery of comprehensive community care if, and when, staff numbers are 

expanded to meet independe nt ly derived criteria? 

The afnount of evidence \'Jh i ch can be put forward in respo nse to t hese 

questions is limited but the fol lowing points are worthy of considerati on . 

• 

1 9% of all health centres are described as very bad or bad 

and a further 16% are described as unsatisfactory. These 

health centres are variously described as being too small, 

run down, without hea ting or w.e . facilities or dilapidated . 

It seems reasonable to ass ume that the conditi on of at leas t 

some of t hese centres acts as a disincentive to the public to 

avail of the services and may also effect the efficiency \'Jith 

which staff perform their duties . 

2 Hany health boards and community care personnel identify 

staffing levels as their biggest problem in the area of 

cO l1ll1unity care. It was expl icitly stated in several areas 

that shortage of finance to recruit additional s taff \'Jas the 

limiting factor i n the improvement of services and not either 

the number or standard of health centres . I n others, it was 

felt that in add i tion to staff priorities an increase in 

fin ancial allocations for the upgrading of health centres 

thro ugh renovation (rather than construction of nei'l heal th 

centres) would generate significant imp rovements. 

• 
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• 

3 The concept that i mproved health centre facilities would 

lead to a higher take-up rate for services did not seem 

important in the course of discussions \;Iith Connnun ity 

Care Directors. The improvement anticipated from 

constructio n of heal th centres as stated in the course 

of submis sions relates more often to bringing staff and 

services together, improving l'iorking conditions, ensuring 

increased comfo rt to users etc. 

exceptions to this rule. 

There are however a fe~;r 

4 The urban areas of the Southern Health Board are an 

interesting case in that staff/population ratios in many 

cases fall short of adequate as defined by t he Department 

of Health . In addition there has been little development 

of health centres and many premises are outdated or small . 

This contrasts with some urban areas of the Eastern Health 

Board where simila r staff/population problems exist but 

where progress in the construction of heal th centres has 

been sig nificant. A comparison between carefully chosen 

areas might shed considerable light on the role of health 

centre development per se in the delivery of community care. 

The Southe rn Health Board has recently initiated a scheme 

whereby each cOlMlunity care area produces an annual repo rt 

detailing all developments occurring within each service. 

r~uch valuable i nforma tion is contained in these reports but 

unfortunately no comparable data are available for urban 

areas in the Eastern Health Board. Hence it is not possible 

• 



• 

• 

-

• 

• 

• 

• 

55. 

given the curre nt situation to attempt to identify any 

relationship bet \'leen the delivery of community care and 

the dispersion and standard of health centres. There 

may, however, be scope for a pilot study to be undertaken 

i n the future. 

5 While it appears that considerable improvements in staff/ 

population ratios may be brought about in some areas 

without necessitating a commensurate increase in facilities 

t his is no t true of other se rv ices. Speech therapy. 

audiometry and physiotherapy by their nature require special 

facilities such as sound proofing, observation bays etc. 

It appears that any improvement in staffing in these services 

needs to be accompanied by provision of facilities . In this 

sense health centres may be a limiting factor in the development 

of services. This would not appear to be t he case for many 

other services such as nursing or social work which are field 

oriented or in services such as dentistry where t he limiting 

factor in the foreseeable futu re would appear to be recruitment 

of dentists. 

6 With reference to centres purpose built in the last decade it 

is equally difficult to be precise about their effect on t he 

general \1ell - being of their target populations. Although no 

data exist to establ ish the fact. it seems evident that i n the 

case of a developing housing area the construction of a health 

centre mus t improve the standard of care,as those previously 

discouraged by the difficulty of access, increase their response 
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to the services. Thus the need for and benefits of 

health centres in areas such as Ballymun and Tal1aght 

are difficult to dispute , in that a large number of 

people gain access to services previously unavailable 

or available at considerable inconvenience some distance 

a\'/ay. The benefit of modern centres in areas previously 

served from scattered offices and clinics or by unsuitable 

dilapidated buildings is not as clear cut. A priori it 

vlould be expected that a new centre would contribute to 

improving services through (a) the greater cohesion and 

team spirit among staff engendered by it (this will be 

discussed in more detail later) and (b) the increased 

willingness of the public to use a bright modern facility . 

The veracity of the iatter cannot be establ isned in the 

absence of data relating to take up of services in 

indi vi dua 1 centres I catchment areas whil e to i nfer th; s 

relationship from national figures Itlithout reference to 

changing entitl ements and improved staffing woul d not be 

valid. 

~lith rei!rence to the actual dispersion of buildings there 

are almost 1 ,000 premises providing community care 

services thro ughout the country . It has already been noted 

in Chapter 4 (4.3) tha t a three- tiered structure of health 

centre dispersion has developed - community based services 

such as nursing or G.P. in small villages; traditional services 

including child health etc. in l arger communities and comprehensive 

•• 
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services /Subject to the reservations expressed in the 

preceding chapter'y" in large towns and urban areas. In 

purely geograph i c terms, based on a mapping exercise 

carried out for some areas and the opinions of Directors 

of Community Care. the dispersion of premises appears quite 

satisfactory in that almost every town and village in the 

country has a premises of some kind and there are few glaring 

exceptions to this picture . 

Duplication of Community Care Services 

A concern that the development of hea l th centres could lead to unnecessary 

duplication or overlapping of services has been expressed by the Department 

of Health. In view of the foregoing discussion concerning the range of 

servi ces now a va i1 able and the; r effi ci ency in reach i ng the i r target 

populations, it seems unlikely that any significant level of duplication 

is developing. The dispersion of services as described, conforms in broad 

terms with what is considered desirable. Only comparatively large centres 

of population provide more than the traditional core of services. The 

deployment of these traditional services, subject to staff availability, 

is in line with the aim that they be available close to the community vlhich 

they serve. Even in larger centres the extent of gaps detected in the 

range of services ;s such as to rule out any possibility of duplication. 

Personnel shortages identified through staff/client ratios also suggest, 

if anything, that services do not reach far enough,by definiton excl uding 

the possibility of duplication . 
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A particular area of concern has been the role of hosp ital Qut- patient 

servi ces in health centres. Some centres offer E.N.T. orthopaedic 

servi ces or maternity services usually provided by personnel from 

hospital s. Particularly in prov incial area s , the danger of duplication 

is slight in that many of the premises involved are in fact the hospital 

out-patients department (e.g. the County Clinic in Navan) . In other 

cases speci al ist Qut- pa'tient services are provided because of difficul ty 
, 

of access to hospitals . By definition this type of situation shoul d not 

lead to duplication. The quest ion arises of course, where expensive 

equipment is required for a specialist clinic, as to \'/hether the expenditure 

is justified. This can only be answered in the context of individual 

centres and will be dete rmi ned by the distance or difficulty in reachi ng 

a hospital, t he cost of t he equipment, the loss of consul tants I time in 

travelling to clinics and other factors. 

5.7 Summary and Recommendations 

To summa rise, stati~tics prepared at national or health board level t ell 

us ve ry little about t he adequacy of community care services. Often, no 

assessment is made of \.,.hat full coverage of a service impl ies, therefore, 

details of numbers seen or treated are irrelevant. A previous chapter 

has pinpOinted areas of obvious inadequacy where services are totally 

unavail able. It has been possible to pinpOint inadequacy in certain 

services by reference to staff/population rati os for 26 Community Care 

Areas . The extent to which health centres per se contribute to the 

inadequacies highlighted is difficult to establish. Some Directors of 

Community Care explicitly ruled out health centres in this regard while 
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others by stressing staffing and financial difficulties implicitly did 

so. The extent to which improved facil Hies generate i mp roved services 

see~s self-evident in the case of a centre constructed in an area 

previously without services, but is difficult to establ i sh where the 

purpose of the centre ;s t o replace existing premises found to be unsuitable. 

If health centres are not now perceived as limiting factors in the 

development of speech therapy, chiropody etc., because of staff shortages, 

they will undoubtedly become limit ing factors if recruitment improves. 

It is not possible to judge the efficiency of modern purpose built centres 

either because no data is available or because they have not been operational 

long enough for their impact to be gauged. While the improvement of base 

(i. e. office ) accommodation for nurses, soci a 1 workers, etc. may improve 

morale and make services more effective it is 1ikely that the extent to . 

which these services are field oriented may restrict the infl uence of 

improved facilities on the efficient delivery of services . 

Recorrmenda ti ons 

It is felt t hat many of the problems or uncertainties associated with the 

efficiency of health centres in reaching their target ,populations, could 
, 

be tackled through the implementation of t he type of procedures specified 

at the end of Chapter 4. The establishment of the checklist referred to 

and the ordering of priorities which it should contain has immediate 

relevance to an evaluation of the adequacy of a p'roposed level of service 

in addition to an evaluation of the appropriate range. The additional 

information supplied by health boards would enable a more comprehensive 

picture of local structures to be buil t up, thus providing the frame\'1ork 

within which an adequate level of service could be defined. 
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An additional recommendation is considered appropriate at this point. 

A noticeable feature of health centre development to date, has been the 

absence of follow-up. Once the fi nal progress reports have been received, 

Department of Hea l th invol vement appears to end {al though informal visits 

by officials may occuf!. Thus, if the utilisation of a facility differs 

from that proposed or agreed initially, if the centre proves inadequate 
• 

or too large or if functional aspects are prob1ematical, the experience 

gained makes no input on policy fo rmat ion at national level. For thi s 

reason, it is recommended that f unctional or operati onal reports be 

requested for new health centres at regular intervals over the first 
-

years of their operation. These re po rts would detail the number and type 

of clinics, attendances etc. and should highlight difficulties of whatever 

type, arisi ng in the day-ta-day running of the centre. I n addition to 

providing a vi tal input to on-going planning these reports would constitute 

a data-gathering exercise per se and could thus contribute to eliminating 

the basic problem of data availability which now seriously hampers any 

research in the community care area. 

• , 
• 

• 
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6 THE DEVELOP:1ENT OF MULTI-DISCIPLINARY CO- OPERATION AN D THE ROLE 
OF GE NERAL PRAC1IT IONERS 

6.1 Introduc tio n 

• 

A policy planning team es t ablished within the Department of Health to 

review health centre developments made several important pOints in relation 

to the de vel opment of comm uni ty servi ces and heal th centres, as fol 1 0\':5 

" • • • • • • ••• • 
community care services should, in our opinion as far as 

possible, be grouped together in a single complex easily identifiable 

and accessibl e to the publ ie who are to benefit from these services l1
• 

-
" • • • • • • • • • in the future, however. when health boards are planning for 

the provision of accommodation for those engaged in the community care 

field, it i s strongly suggested that they give serious conside~ation to 

the advantages of a single complex!!, 

A system such as t hat suggested by the quotes above was felt to have the 

following advantages (amongst others) . 

1 It would help forge a link beb/een institutional and community 

heal th services and help in a reorientation tm'lards cOlllllunity 

and preventive medicine. 

2 By bringing staff together in one location, discussion and 

exchange of vie\'/s among different disciplines would be 

encouraged . 

3 There would be continuity of care between constituent elements 

of the community health service. With reference to the commitment 
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• 

expressed by this poli cy planni ng team to the involvement of 

general practitioners (hereafter referred to as GP's) in 

co mmunity heal t h centres , this, it was felt would 

(1) help bring together the public and private sectors 

of general practice; 

• 

(2) make ancillary services easily available to GP's 

(3) 

either directl y or in co-operation with hospita l s; 

encourage GP's to take an active part in public 

health services and foster good working relationships 

bet~een them and public health nurses; 

(4) encourage the development of group practice; 

(5) facilitate good record- keeping and good secretarial 

services. 

As can be deduced from the above, the concept of inter- disciplinary 

communication among the members of the community care team (including 

GP's) and the ensuing advantages \'tere fundamental to the raison d'ette 

of health centres. This view is reiterated both i mpl icitly and explicitly 

by Health Boards when submitting proposals for new health centres. Thus 

the Midland Health Board "hen fonoarding a proposal for a health centre 

at Athlone stated its aim as being Uta provide a new building where 

Health Board staff, both professional and administrativ.e. will be able 

to deliver to the publi c with adequate co- operation and cohesion, t he 

range of health services at present available l1
• The Western Health 

Board in reference .to Ball ina stated the aim of their proposal as I1bringing 
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different people together in one health centre to develop the concept 

of a multi -discipl i nary t eam , to aid the development of district care 

teams and to bring Gpls into closer contact \1; th "other services". 

In ma ny cases the fact that commun i ty care staff were scattered 

throughout a town or area was an impo rtant part of the impetus to 

proposals for development of ne\,1 centres. It is felt now that 

sufficient health centre development has occurred to allow some 

assessment of the extent to which this multi-disciplinary concept has 

developed in practice and more pressing from the pOint of vie~'1 of 

health boards and the Department of Health, the question of the 

involvement of Gpls wi thin this framework requires clarification. 

The Role of General Practitioners 

The focal pOint of the old dispensary system described in Chapter 2 was 

the delivery of a general med ical service to the poor by salaried doctors 

who Vlere employees of health authorities. Dispensaries were provided 

essentia11y to accommodate .this service. The introduction of the 

choice of doctor scheme which aimed to remove segregation bet\'leen 

public and private patients necessitated a revisi on of the role of 

dispensaries in communi ty care services . The Government White Paper 

which preceded the introduction of the choice of doctor scheme recommended 

discontinuance of the use of dispensaries for the delivery of primary 

health care by general practitioners. However~ simultaneously, an 

awareness of the need for an integrated system of cOlTD11unity care 

incorporating primary health care~ prevention and public health was 

grovdng. As has been seen this concept seemed to involve by definition 

the work of general practitioners . As this concept became widely 

accepted and the health centre infrast~ucture to facilitate it 

developed, problems emerged concerni n9 the i nvo 1 vement of GP IS. 
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The Present Situation 

Many ex-dispensary doctors partici pating in the choice of doctor sc heme 

availed of guarantees made to them at that time, to continue the use of 

health board premises. Only in the Southern Health Board was a conscious 

policy dec ision made to discourage the continued use of dispensaries by 

these doctors . The current situation is t hat 79% of all premises 

(dispensaries, health centres, county clinics, etc.) provide a general 

pract i tioner service and a very large proportion of these doctors are 

ex-dispensary doctors. Many doctors practice from more than one centre. 

The.re is some variation between areas in the extent of involvement of Gpls 

in health board premises. For example, in the North Western Health Board 

94% of centres have a GP service as opposed to 64% in the Southern Health 

Board. In the short-term at least this situation constituted a violation 

of the choice of doctor scheme. in that the standards of health board 

pre~ises and the social stigma surrounding them, made it unlikely that 

private patients I'lOuld be will ing to use the facilities. Thus medical 

card patients opting to join the panel of an ex-dispensary doctor, while 

theoretically having access to the doctors private surgery in the same 

way as private pati ents, continued to receive primary care in much the 

same circumstances as before. This is particularly true of remoter 

rural areas v/here the catchment of a doctor1s practice may be extremely 

wide and access to his private surgery limited by distance. This situation 

in rural areas was infl uenced by logistics principally and in no way reflects 

on the willingness of doctors to implement the spirit of the choice of 

doctor scheme. In other areas many continued to use the facilities -

whether because of the convenience and savings to the doctors or because 

of a commitment in individual areas to the association of general practice 

with other community servi ces~ is difficult to determine. 
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At the same time i mpetus was growing in the area of health centre 

development and the question of GP involvement in these developments 

arose. The essential problem as seen by Health Boards and the Department 

of Hea 1 th was ha ... , to ensure the doctors i ova 1 vement in the development of 

an integrated community care system, while at the same time, preserving 

the spi rit of the choice of doctor scheme. There appears to have been 
• 

very little disagreement with the basic hypothesis that GP involvement in 

and co-operation \\'ith all aspects of community care had significant and 

desirable effects . With reference to the specific question of whether 

doctors should be accommodated in health centres then being built or 
• 

planned, health boards fo und their scope for discretionary action limited 

in cases where ex- dispensary doctors \1ith guarantees which were legally 

binding, indicated their desire to practice in new centres being planned • 

Thus. most centres constructed in the early seventies included general 

practitioner accommodation which is still used predominantly by doctors 

with guarantees. In other cases where the question of guarantees did 

not arise a pol icy developed which placed certain restrictions on doctors 

wishing to avail of surgery facilities in health board premises • 

. 
(1) It was considered that GP involvement in health centres 

should , as far as possible. be in the fom of grou~ 

practice with its attendant advantages of development 

of specialisation. improved secretarial and record

keeping practices etc. 

(2) In order to preserve the spirit of the choice of doctor 

scheme the health centre facility should be the sole 

practice premi ses and both private and public patients 

should be seen at the same premises ;except in 

emergencies7 - . 
• 
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In practice it proved difficul t to invo" ve general practitioners within 

the framework outlined above. Interest in group practice, either in 

general or i n associati on wi th health centres 7 did not evolve as had 

been anticipated or desired. Doctors hitherto involved in singlehanded 

practice or partnershi ps were reluctant to involve themselves in groups. 

Timing proved difficult . EVen if a group of doctors existed, willing to 
• 

work together in a loose arrangement, they were not willing to commit 

themsel ves in advance of facilities being made available and this posed 

a problem for health boards \'/hen deciding on the inclus i on or exclusio n 

of surgery facilities. Even in new developing areas \'Jhere it might have 

been anticipated that a number of young doctors would find such arrangements 

attractive, it was found difficult, if not impossible, to achieve agreement 

to the basic conditions . Despite significant upgrading of facilities in 

many areas the reluctance of private patients to use health centres or 

dispensaries remained a serious obstacle. Practical difficulties 

concerning access to heal th centres after office hours further compcunded 

the problems, while the question of payment by doctors without guarantees 

for the use of facil Hies has never been resolved satisfactorily. 

With reference to these health centres constructed or planned throughout 

the seventies the situation which has emerged is as fol l ows: 

. 
1 Centres Already Complet ed 

Ballymun, North Strand, Bal1yfermot and Fing1as all provide facilities 

for a significant number of general practitioners. Al most all doctors 

working in these premises have guarantees, are not obl iged to pay for use 

of the facilities and have not had any restrictions imposed on them as 
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regards sole practice premises etc. Most of these doctors main tai n 

private surgeries elsewhere, many of them outside the catchment area 

of the centres in whi ch they work . It would appear from discussions 

wi th t he doctors themselves and with reception and other staff in these 

health centres that , in general , only medical card patients uti lise 

the GP service avai lable • When requested to say t he proportion of 
• 

pri vate ·patients seen at heal t h centres, doctors intervie\l/ed estimated 

it variousl y f rom zero to 10% . Many of t hese doctors hold morning 

surgeries only i n health centres, while afternoon and evening cl i nics 

are ·held in their pr ivate surgeries. The impression gained in several 

health centres is that GP surgery ho urs are extremely busy involvi ng long 

queues and large numbers of patients . The fact that some doctors 1 ive 

and mai nta in surgeries some distance away from the health centres and 

medical card holder records are maintained at health centres effectively 

res tricts t he access of some pa tients to their doctor's private surgeries. 

It is not suggested that the effective segregati on which exists in these 

situations between private and public practice is in any way deliberate, 

rather it i s a result of (a) the uni'l'i llingness of private patients to use 

health cen t res (b) the fact that t he distance t o a doctor's pri vate surgery 

may be prohibiti ve for public patie nts and (c) t he impracticabil ity of 

maintaining duplicate records or carrying records from place to place. 

Given t hat there is some evidence to suggest that the choice of doctor 

scheme is not bei ng impl emented in the spirit envisaged, i n at least some 

of these health centres , the questi on arises as to whether or not patients 

usi ng health centre facil i ties benefit from the fact that the point of 

delivery of primary care to them, is also a point for the delivery of a 
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range of community services from wh ich they may benefit. If, as has 

been sugges ted, the involvement of doctors in health centres facilitates 

the growth of inter-disciplinary caR~unication and co-operation and the 

greater involvement of doctors \'Iith public and preventive health care, it 

may be that the benefits accruing to patients may outweigh other misgivings. 

While conceptually the idea of GP's, nurses, social workers, psychiatric 
• 

services etc., working cohesively to provide an integrated system of 

community care based in one location, is attractive, it would appear from 

discussions with doctors, other personnel and observation in a sample of 

these health centres that the extent to which this occurs in practice is 
-

very restricted. 

General practitioners and public health nurses seem to work fairly closely 

together although their relationship appears to be a continuation of the 

traditional relationship between dispensary doctors and nurses rather than 

a function of their sharing health centre facilities. It was mentioned 

in a few centres tha t co-opera ti on beb/een GP's and the psych; a tri c serv ices 

was good • In almost all other fields - education, prevention, public 

health, social work, the involvement of GP's \'Ias felt to be either minimal 

or non-existent. There are many possible reasons for this - it may be too 

time consuming for busy doctors to become involved \l/ith the other services -

inevitable problems governing delineation of responsibility may need to 

be resolved - there may be a lack of awareness of other services and the 

extent to which they could contribute to the resolution of problems 

encountered by GP's. Whatever the reasons and although quantitative 

evidence is difficult to provide, it would appear that little progress 
• 

has been made in this field despite the fact that the specific health 

centres involved have been ful ly operational for some years. 
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In spite of the foregoing t here are advantages associated with GP 

involvement in centres such as Ballymun. 8allyfenmot etc. The primary 

advantage in areas of dense population is conv enience. particularly where 

doctors (not just those invol ved in t he health centre) seem reluctant to 

take up residence. The presence of GPs in a health centre may have a 

drawing effect which increases utilisation of ot her services . Thus a 

mother vis iting her GP may take the opportunity to inquire about 

immunisatio n, child welfare etc. or may be prompted to do so by posters 

in the waiti ng area. Again this is not possible to quantify in the absence 

of comparati ve statist ics. Also. while interdisci pl ina ry co-operation may 

not _be good in terms of its absolute level it may be better than that 

between doctors outside the hea l th centre and the community care team. 

, In addit ion to the hea lth centres mentioned above several are fully 

operational or almost complete ~ in "'hich no provision has been made 

for general practitioner services. These include Bal1inteer, Tallaght 

and Blanchardstown. While it wa s considered desirable that GP accommodation 

be included in these centres it proved impossible to get the necessary 

commitment from doctors to abide by the pre- conditions considered by the 

Department of Health to be essential. In some i nstances, the proviso 

has been inserted that a group practice premises may be added at a later 

date should such a development become feasible. A comparison of the two 

types of health centre coul d suggest the degree to which the 'drawing' 

effect of GPs exist. Inevitab ly health centres without GP service 

appear l ess busy but in the absence of data no conclusion can be drawn 

concerning the effect of GP invo lvement on take- up of other services . 

• 
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Outside the Dublin area major health centres have been constructed at 

Maynooth, Arklow, New Rass and Tul1amore. ~11 of these health centres 

incorporate GP fac il ities. In t he case of New Rass it was ori ginally 

intended to provide rooms fo r 3 general practitioners. The doctors 

concerned would not undertake written guarantees that the proposed 

health centre would be the i r sole practice premises. In addition where 

assistants \'Iere employed t here seemed to be a real danger of segregation 
. 

of public and private pati ents . GP accommodation \1/35 t hen reduced to 

2 which the Department of Health sanctioned reluctantly as specific 

guarantees could not be el i cited from the interested doctors • . Provision 
• 

has been made for separate access outside normal hours and the centre 

itself is attractive and comfortable. As the centre has only recently 

been completed it will be some time before an assessment can be made of 

the various facets of GP i nvolvement. 

The health centre at Tullamore \'/as completed during 1980 and is now 

operational. Facilities are available for several GPs with examination 

rooms en suite, separate access etc . The centre is built to a very high 

standard of comfort and att ractiveness, is located in an area of mixed 

socio-economic standing and could in time throw considerable light on 

the role of GPs in health centres. However, there appears to have been 

a re-orientation of policy at management level since the proposal was first 

submitted. A temporary doctor now uses these facilities but this 

arrangement will be discontinued when the permanent appointment is taken 

up. There now appears to be a degree of scepticism concerning the 

involvement of GPs,one senior official having said that their only influence 

was to generate an air of act i vi ty about the health centre. 
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A plan for a health centre at Bal1ina incorporated accommodation for a 

group practice consisting of four doctors. r·1; 59; vi ngs were expres sed 

by the Department of Health that the arrangement proposed might become 

simply a continuation of the dispensary system . As t his development 

is not yet ope rational the involvement of GPs cannot yet be assessed. 

Centres Now Planned • 

With reference to health centres nO\'/ being planned and constructed a 

significant number wil l include facilities for GP services. Among 

these a re Athlone. Gorey, Knocknaheeney. ~lacroom, and B1 ess i ngton. 

Those i n the Southern Health Bo ard region included .GP facilities only 

at the insistance of the Department of Health. A 1 a rge number nm1 

propose to exclude GP facilities including Kilkenny, Castlcbar, Dundalk, 

Edenderry, Tralee and Roscommon. The exclusion often results from the 

fail ure to get the agreement of interested doctors to the conditions 

considered essential to their involvement by the Department of Health. 

In many cases a provision is inserted, subject to site suitability etc., 

that group practice premises may be added on at a later date. 

The Current Situation - Summarized 

(a) a large number of health centres and dispensaries 

which existed prior to the choice of doctor scheme -
continue to provide a GP service mainly through 

ex-dispensary doctors . Hith the exception of remote 

rural areas where access to doctors is difficult for 

both private and public patients, the majority of 

people availing of the service are medical card holders. 

In this \'lay the dispensary system appears to have 

continued to a certain extent; 
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(b) almost all major health centres constructed in the 

early seventies provide accommodation for GPs again 

predomi nantly ex-d i spensary doctors. Participation 

by these doctors in public and preventive community 

care is limited as is their contribution to the 

development of inter-disciplinary communication. 

Here also medical card patients predominate; 

(c) there is little uniformity among centres built in more 

recent years or nO\,1 being planned. Many exclude GPs 

on the basis that failure to ensure compliance with 

Department of Health conditions could result in a 

de facto return to the dispensary system . While 

the conditions governing sole practice premises etc. 

have been fulfilled in few if any cases agreement to 

inclusion has been given on the basis (a) t hat 

reasonable assurances were received from doctors 

(b) the particular health board was highly committed 

or (c) that t he conditions necessary for GP inclusion 

might be met i n the foreseeable future. 

, 
This brief resume suggests t ha t the question of GP involvement in health 

centres is' a highly complex one and is not amenable to a simplistic 

solution having general applicability. In addition developments likely 

to occur in the foreseeable f uture further compl icate the issue. 

t hese likely developme nts are the following, 

Among 
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(1) Many general practitioners now using heal th centres 

by virtue of guarantees will leave general pract ice 

through a process of natural wastage and retirement . 

It is 1 ike1y that in t>lenty years few if any of these 

doctors will remain ;n practice in health board 

premises. Whether doctors involved in the General 

~1edical Service should be invited to use the 

facilities so vacated is one which will arise 

frequently. 

(2) The extension of the general medical services scheme 

to ; ne 1 ude a \'Ii der ca tegory of people is urged from 

time to time by various pressure groups including trade 

unions, political parties etc . If, for example, there 

is a possibility of the extension of this service to 

those nO\1 classified in Category 11, within the lifetime 

of infrastruc ture now being created~ consideration must 

be given to the fact tha t 85% of the popu1 a ti on wou1 d 

then be entitl ed to free general practitioner services 

and this development alone would greatly facilitate 

GP involvement in health centres. The utilisation of 

health centres as sole practice premises would not then 

be a contentious issue, while the question of 

segregation would not arise. 

6.3 The Future Development of GP Involvement in Health Centres 

Taking cognisance of the present situation as described above and relevant 

developments likely to occur in the future the following guidelines are 
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tentatively proposed as a rough framewo rk within which future GP involvement 

might be designed. 

(1) Remote Rural Areas 

In remote rural areas where it is impossible to secure a GP service by any 

alternative method, it is desirable to allow access to health board 

facilities. The nature of these areas is such that group practice, 

interdisciplinary co-operation etc . are largely irrelevant, althoug h 

efforts to involve public health nurses at this level could be improved 

if necessary. If the doctor involved is not in possession of guarantees 

he should be required to pay for use of these facil Hies as the ' fee for 

item' system already incorporates an element to cover establishment and 

maintenance of surgeries . 

(2) Less Remote Areas, Small Provincial TO\lJns 

A different situation arises i n bigger areas of population. thny of 

these are now served by ex-dispensary doctors and the question arises 

as to whether or not they should be replaced when they retire. This 

situation differs from that under (1) above in that it is assumed that 

doctors would locate in the area, irrespective of the availability of 

health board premises. In these situations the scope for development 

of group practice is minimal as in general, accommodation is available 

for a maximum of two docto rs, difficulties concerning sol e practice 

premises' may also arise and there is a clear danger of continuing 

segregation. Such interaction as now exists between doctors and other 

members of t he community care team (in practice almost exclusively with 

public health nurses) coul d be maintained and fostered i ndependent of 
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. . 
their l ocation on the same premises. Thus in situatio ns where doctors 

\'4;11 locate themselves in proximity to their practices in response to 

nomal, economic pressures, where the available facilities 1.'4ould not 

accommodate a full-time group practice and where there is no need' or 

intention to upgrade the facilities there appears to be little 

justification for the continuing useof health board premises by doctors 

who are not in possessi-on of gu arantees . This situation is most likely 

to arise in smal1 or medi um s ized towns where the inconvenience to 
. 

patients would not be great and "here there "ould be the added advantage 

that accommodation needed for other hard-pressed services would be released. 

(31' Urban Areas of Lower Socio- Economic Status 

The problem in developing areas of 10\'ler socio-economic status is extremely 

complex. The areas frequently cited in this instance are Tallaght, 

Ba llymun etc. It is widely felt t ha t the stock of housing available 

within or in proximity to these areas is not such as to attract doctors 

to take up residence. In the ordinary course of events it is assumed 

that the population of such areas will attract doctors to work if not 

to live in these areas. Therefore they will in the absence of health 

board intervention set up surgeries at their own expense. In this 

instance the question of segregation of different categories of patients 

will not arise except in so far as an area may be dominated by a certain 

category. As long as the doctor 1 ives outside his area the close ties 

between family doctor and patient, traditionally highly valued in Ireland 

may not develop . The ideal alternative to this system is the establishment 

of a group practice, working solely in or adjacent to a health centre, 

maintaining proper records , holding both normal and out of office hours 

• 
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surgeries in the health centre and liaising closely together and with 

members of t he community care team. . Some sources feel that this type 

of arra ngement also leads to impersonal service and breaks down the 

traditi onal family/doctor rela tionship. In any case all efforts to 

date to foster the development of such a system have failed. The 

dllemma faced by poli cy-make rs then, is whether to relax the conditions 

under which doctors may be admitted or to allow the situation to develop 

in response to the economic factors determining the location of GP 
• serVlces. In the authors view , the experience to date with the former 

option suggests that it is not a desirable development. It facil itates 
. . 

de facto segregation which is rarely compensated for by the development 

of the kind of cohesion or continuity of care considered desirable. 

Thus it is considered that GP accommodation should be excluded from health 

centres unless the conditi ons laid dm"n by the Deoartment of 'i"'!alth are fulfillec 

or likely to be fulfilled in the near future. This should ensure t hat the 

commitment of the choice of doctor scheme to removing segregation in 

the heQ1th service will be adhe red to. Undoubtedly some inconvenience 

may resul t to patients as fo r example a mother \-those child may need 

referral to a specialist for a defect suspected at a child health 

examination may \'Jant to visit he r GP. It should be noted however 

that this situation would pers ist for a significant number of patients 

even if a properly functioning group practice existed in the health 

centre as under no circumstances is it envisaged that all doctors 

working in a particular area could be accommoda ted in health centres. 
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(4) Urban Areas of Nixed Socio-Economic Status 

A further situation arises in areas of mixed socio -economic status where 

a health centre exists or is being planned. ~1ost provincial tC\llnS come 

into this category as would certain areas of Dubl in. In these 

situationsthelikelihood of gaps developing in the GP service in the 

absence of health board intervention is remote. In these situations 

also it has proved impossible to achieve the commitment of doctors to 

the utilisation of actual or proposed facilities as sole practice premises 

etc. In provincial tm'ms particularly there may be an even greater danger 

of ~e facto segregation of patients if Department of Health conditions are 

not adhered to simply because the whole range of soc;o-economic groups may 

be present in the area. Here the um"i11 ingness of private patients to 

use a public facility and the difficulties engendered by record-keeping 

requirements , could as i n the situation described under (3) above facilitate 

the maintenance of segregation. /Tt was found in several instances that -
reception and clerical staff at health centres maintained records for 

medical card patients only, hav ing been specifi cal ly instructed not to 

keep charts for private patients7. - Thus, in this case a1 so it is fe1 t 

that GP accommodation should be provided only if Department of Health 

conditions are adhered to. 

There are a few paints of general interest relevant to each of the foregoing 

situations. (a) If, in the future, the number of people entitled to free 

general medical services were to increase substantially, many of the 

problems now associated with GP involvement in health centres would be 

resolved thus expanding the scope for the kind of participation desired. 

(b) The upgrading of health centre premises throughout the country may 

lessen the reluctance of private patients to use them. (c) Although 
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there is little supporting evidence to date, the attitude of younger 

doctors in particular, to group practice, may change over ti me thus 

facili tating their participation i n health centres. 

The kind .of changes described above may come about very gradually, if 

at all. Certainly, significant changes are not expected in these 

areas in the immediate future . Hence it is not considered justifiable 
• 

to include expensive GP accommodation based on tenuous expectations that 

the underlying conditions governing GP involvement may change. Instead 

it is considered that I;Jhere possible sites should be chosen and buildings 

constructed in a 'vlay which would facil itate later additions of GP suites 

when this became feasible. 

The above discussion has been developed within the framework of two options. 

(1) Exclusion of GP~s except in certain specified situations. (2) Inclusion 

only on fulfilment of cri teria relating to group practice, sole practice 

centre etc. · One of the majo r obstacles to the latter has been the 

relucta nce of existing doctors to participate in even loose forms of 

group practice. However in a few instances sanction has been given 

for the inclusion of single-handed doctors in new health centres where 

reasonable guarantees have bee n received that the other conditions will 

be met. As the centres involved have not yet been operational for a 

sufficient time to allow an assessment of the arrangements it is not 

possible to comment on their success. Therefore it is suggested 
that a follow-up procedure be initiated whereby the operation of these 
arrangements be regularly reviewed with a view to determining (a) if 

the original conditions of admittance to health centres are being 

fulfilled and if so (b) to verify if the advantages widely held to 

be associated with GP involvement occur in practice. If the involvement 
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of single handed doctors on a sole practice centre basis can be demonstrated 

in this way to fac il itate and encourage continuity of care , GP involvement 

in com~unity and public health and co-operation between Gp1s and members 

of the community care teams, a reduction of emphasis on group practice 

may open the way for sign ificant improvements in the current situation . 

. 6.4 Other Aspects of Inter-"Disciplinary Development 

Independent of the question of GP involvement in health centres an important 

aspect of policy concerns the development of a mUlti - disciplinary approach 

among members of the commun ity care team. The necessity to bring team 
-

members together has been frequently cited as a reason for construction 

of a health centre, As wi t h many other aspects of health centre policy 

a dearth of information makes it difficult to comment specifically on this 

aspect of health centre operation. The development of a cohesive approach 

to problems in community ca re should be reflected in the degree of referral 

between services and the numbe r of meetings held to discuss problems of 

mutual interest. As there is little specific data in this area, the 

reflections of personnel interv iewed in t he course of the study must be 

rel ied on. 

It would appear that i n general community welfare officers, social workers 

and public health nurses, work very well together. A nurse in the course 

of her duties-may suspect a case of non-accidental injury to a child and 

refer the investigation to a social worker. Similarly a community welfare 

officer may in the course of his duties refer a case to a social worker or 

nurse. Interaction such as t hat described above is usually on an informal 

basis but undoubtedly is facili tated by the location of these disciplines 

together in the one centre. On the other hand dentists tend to \</ork in 
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isolation although there is considerable scope in this area for co-operation 

with heal th education offi cers in particular. With reference to the l atter 

the l evel of development of the service is such that the extent of co-

operation with other serv i ces cannot be assessed. It would appear that 

area medical officers and publi c health nurses co-operate closely but thi s 

may be because of the fact that much of their work overlaps with both 
" 

disciplines actively i nvolved i n developmental paediatrics, immunisat ion , 

school health examinatio ns etc. The work of Public Health nurses engaged 

in care of geriatrics co uld be fadl Hated by close \'/orking co-operatio n 

\'/ith chiropodists and physiotherapists . The exclusion of the latter 
-

services from most health centres, however, makes it difficult to ass ess 

the degree to which this occurs in practice. 

"--

It is difficult, in the absence of data. to comment further on the development 

of multi -disciplinary approaches in health centres. The only specific 

infonnation relates to social workers in the North Lee Community Care Area . 
• 

This shows that 38% of cl i ents are self-referrals, 10% come from GPs. 6% 

from relatives, 5.4% from ewo1s, 4.6% from other social vwrkers, 4.4% fro m 

nurses and 1.2% from psychiatric social workers. As these figures refer 

to the entire area it cannot be determined the extent to which central i sation 

or dispersion of the members of the community care team influenced the source 

of referrals. The general impression gained from interviews \vith individuals 
" 

i s that, where disciplines lend themselves to interaction, that this in fact 

occurs, albeit informally. Notable exemptions are doctors and dentists, 

although with reference t o these there are obvious exceptions where good 

rappor t has been established. If in the future, district care teams as 

envisaged by the McKinsey report, locat ed in and having responsibility for 

specific sub-areas are developed, the scope for inter-disciplinary action 

in community care will be greatly enhanced. 
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7 THE INFLUENCE OF HEALTH CENTRE ACTIVITIES ON HOSPITALIZATION RATES 

One of the ba sic tenets of community care philosophY is t hat by virtue of 

its preventive and educat ive nature it should lead to a decline in the 

need for hospitalization. In addition it is widely held t ha t a community 

care approach is ultimately cheaper than hospitalization although this 

latter contention has never been proved . 

5;nce·1961 the pop~lation of Ireland has increased by 16% while the number 

of hospital in-patients rose by 85%. The number of acute beds available 

has risen slightly therefore the increase in in -patient numbers ;s 

attributable largely to a reduction in the average length of stay. The 

cost of hospital services has increased dramatically over the same period. 

Si mul taneously, expenditure in t he community care area has also risen 

ra pidly and the range of servi ces has expanded to encompass many fields 

hitherto not inclu ded. 

A superfici al interpretation of the observed trends suggest that efforts 

in the cQ~munity care area have not had the expected effect on hospitalization 

rates, as evidenced by the tendency of the latter to increase. It may be 

however that the increased demand for hospitalization would have been even 

-greater in the absence of co~munity care services. 

The determinants of hospitalization rates are extremely complex. A recent 

study* suggests that all or some of the following facto rs may be contributing 

to rising rates of hospitalization. (i) Peopl e may be less will ing to 

tolerate discomfort or pain than in the past. (i i) Improved educa ti on . 

and media pressure may increase patient demand for more sophisticated 

care and raise expectatio ns as to what hospi tal s can achieve. 

*Reeves T. "Trends Towards Increasing Hospitalization" 
Analysis Section, Department of Finance (1980) . 
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(iii) Changes affecting family structures notably the decline of the 

extended family and the grol'ling involvement of women in the labour 

force may have r educed th e ext ent to ''''hich the sick are cared for at 

home. This may be reflected in the trend towards increased hospital isation 

of people over 65. In 1978 20% of all admissions to acute hospitals \ofere 

in this category compared to 16% in 1971. (iv) The growing proportion 

of elderly in the population may also be contributing as may the development 

of life-preserving techniques. (v) Changing life-styles governing 

consumption of alcohol and tobacco, the effect of diet and the growing 

influence of accidents are important contributory factors. (v) It is 

pos'tulated that increasing population and increasing beds, per se, may 

lead to higher hospitalisation rates. (vi) There is evidence that 

increasing the number of consultants directly leads to increased 

hospitalization. In addition increasing morbidity among infants and 

children who might in the past have died and the higher life expectancy 

of those reachir.g 65 and over may be 1fnportant factors expl aining the 

rise in admission to special hospitals catering for these categories 

of people. 

While a priori, it is reasonable to hypothesise that any or all of the 

above may be important explanatory vo.riables in a model \tfhich explains 

changes in hospitalisatio n obviously many of these factors cannot be 

identified in a way vlhich would allo~1 their effect to be quantified. 

The effect of programmes of com~unity care is equally difficult to 

identify given the mUltiplicity of ways in which different aspects of 

community care may be reflected and given the long time-lags which cou1d 

be anticipated before a specific community care programme could influence 

hospitalisation. 
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Despite the foregoing there are certain aspects of community care which 

it is possible to state unequ ivocally have had a si gnificant effect cn 

hospitalisa t ion. The decl i ne of tuberculosis as a resul t of a natio na l 

campa i 9 n of immu ni sa ti on and educa ti on imp 1 e1iented by the commu nity ca re 

services has clearly con t ributed to the dramatic fall in hospitalisation 

for this disease. Simil arly universal immunisation against poliomyelitis 

and diphtheria have cut t he incidence of these diseases. In general, 

hospitalisation for infectious diseases has declined significantly and 

this is largely attributa ble to immunisation and vaccination programmes . 

Co nversely if the public health programme had not successfully tackled 

these diseases . notably t uberculosis, hospitalisation rates would now 

undoubtedly be higher. 

The domiciliary nursing service, also contributes to keeping people~ 

particularly geriatrics, out of hospitals and institutions although 

it would be impossible to measure this effect v/ithout recourse to a 

specific study of recipients of this kind of care with a view to 

detennining how many \'wul d be institutionalised if the service were 

wi thdrawn. As family structures, the age distribution of the population~ 

and life expectancies change, the scope of the nursing service may also 

need to be expanded to cope. Already elderly people constitute a gro\'/ing 

proportion of hospital admissions. It may be necessary, in order to 

curtail this grovlth s to intensify the community based services in order 

to alleviate the difficulties. Other activities of public health nurses 

and doctors involving mothers and young children may also have an effect 

on hospitalisation to the extent that the educational content of this work 

may prevent the development of situations or conditions 1 ikely to require

hospital treatment. Earl y diagnosi s of defects through the child health 

• 
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and developmental paediatric services may also cut down on hospita1isation 

in that certain conditions may be prevented from becoming acute through 

t he intervention of other community based services . A recent development 

i n some community care areas has been the appointment of a nurse to act as 

geriatric liaison officer . One of her specific duties is the prevention 

of hospitalisation for soci al reasons through the provision of domiciliary 

nursing, home helps etc. This is one area where the contribution of 

community care to reduction in hospital isation rates can be identified 

clearly . 

Remaining with the elderl y t he role of chiropody and physiotherapy in 

maintaining the mobility and self-sufficiency of the elderly may reduce 

the need for institutiona l isation although again the effect is not directly 

measurable. 

There are many other serv ices which may decrease reliance on hospitalisation 

i n ways which are so i ndirect as to be unquantifiable. Psychiatric 

services may provide the support necessary to prevent hos pitalisation in 

certai n types of cases or prevent long stays or re-admission in others. 

The support provided by social \·;orkers and community welfare officers may 

also be a factor in that a large element of social work may involve an 

unobtrusive surveillance al1mving intervention before crisis situations 

develop. Thus the repetition of non-accidental injury to ~vomen and 

children may be prevented. The connection between hospitalisation and 

these services may be tenuous but nonetheless should not be discounted. 

The role of Health Inspectors in this area must also be beneficial. 

Their work in the area of hygiene, food standards, prevention of 

• 
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contamination , control of infectious diseases at ports, \Plater supplies etc. 

must be important in t he prevention of food pOisoning and certain diseases, 

whether this results from t he deterrent effect of their presence or from 

di rect intervention where public health ;s threatened. 

The long-term effect of health education on hospitalisation rates is of 

vital importance. A very high proportion of admissions to hospitals are 
• 

for dis eases of the respiratory system, heart disease and accidents. 

Without exception education is crucial in the prevention of these diseases. 

Much of this work ;s undertaken by nurses and others in the course of their 

everyday duties; health education officers and the Health Education Bureau 

are also ; nva 1 ved. Severa 1 Community Ca re Di rectors i ntervierled expressed 

a very s trong commitment to the idea that these diseases can be eliminated 

in the long run through an intensive campaign against smoking , alcohol abuse, 

and incorrect diet. ~"'rbidity and admissions to hospital for these types 

of diseases have not yet begun to level off or decline, but this may be a 

fu nction of the necessarily long lag betvleen the original educational input 

and its eventual outcome. I f resource avail abil ity in the future all O\'lS 

an intensification in this area it is strongly felt by all those involved 

in community care that significant savings \'1;11 result. 

Commun i ty care services not mentioned above i nclude audiometry and 

speech therapy . Undoubtedly these services contri bute to the "healthiness u 

of their recipients but probably have li ttle influence on hospitalisation . 

The dis comforts or defects with which these services deal are not in general 

of a kind which would ultimately lead to hospital i sation . 

• 
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SUITIlla ry 

It is possi ble to infer, from t he nature of many commun ity care servi ces, 

an effect on hospitalisation rates. It is suspected t hat other services 

may have an effect although t he process is circuitous and long time lags 

are involved. There is 5 trong commi tment to the vi el'l that health 

education as d; ssemina~ed through educatio n officers, the Health Education 

Bureau and many other disciplines as an i ntegral part of their work, has 

an important contri bution to make . The effects of some services are 

readily identi fi able in areas such as tuberculosis but may not be measurable 

in others. In addition, while the rale of community care , and by inference 

of health centres, in keeping hospitalisation rates down, cannot be disputed, 

t he complexity of other unrela ted factors~ act ing s imultaneously to increase 

hospitalisation makes it impossible to estimate the magnitude of this effect . 

• 

• 
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8 SUMW\RY OF t4AI N CONCLUS I ONS, RECOM:~ENDATI ONS 

8.1 Summary of Ma i n Findi ng s 

Historical Background 

The gro" th of public health services in Ireland can be traced back to the 

19th century. At this t ime t he main development was the introduction of 

the dispensary system in 1851 \'Ihereby doctors· services and drugs \vere 

made ava 11 ab1 e to t he s; ck pJor. As time progressed the scope of public 

health services expanded t o i nclude areas such as food standards, \'later 

supplies, hygiene etc. The early 20th century saw the introduction of 

maternity and chi l d wel fa r e schemes for the poor and 1 ater i mmuni sation 

against T.B. and diphtheri a. Dental, aural and opthal mic services were 

also introduced and conso l idated in this century while the introduction 

of m; divi fery and pub 1 i c health nurs i ng is a compara ti ve 1y recent deve 1 opmer:t . 

All of these services were supplied from dispensaries~ county clinics or 

clinics specifical l y provi ded for the service as in dentistry. 

Recent Policy Devel opments 

Several major factors have been an important influence in community care 

and health centre develo pment in the last decade. 

(1) The establishment of a number of regional health boards to replace 

the health authoriti es which had hitherto held l'esponsibility for 

the health services i s one major factor. This necessitated a new 

organisational struct ure aD(Lalso involved the necessity to 

provide accommcdction for staff who could no longer be facilitated 

in local authority offices. 
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(2) The introduction of the choice of doctor scheme which occurred 

around the same time aimed to remove segrega tion between publ ic 

and private patients by giving all patients access to doctors' 

private surgeries. Theoretically, if not de facto, this 

rendered t he network of dispensary buildi ngs redundant. 

(3) The publication of t he KcKinsey report on the organisational and 

management structures of the new health boards suggested a 

functi onal divisi on of \'lork within health boards. Community 

care areas were to be defined within heal th boards each 1 ed by 

_ a team of discipline heads. Sub-areas were to be served by 

district care teams remaining in close contact \'Jith their 

communities . Although few specific recommendatio ns were made 

about health centres per se it was implied that health centres 

strategically located might be needed to facilitate the work of 

conmunity ca re teams. 

The Present Situation 

A questionnaire completed by all Health Boards revealed that there are 

almost 1000 premises in t he country providing one or more of the services 

now coming within the ambit of commun ity care. Half of these are labelled 

health centres while 30% still retain the title of dispensary. A quarter 

of all such premises are described as being in less than satisfactory 

condition . 62% are satisfactory or good while 13% are excellent . Both 

titles and conditions vary from area to area • 

• 

• 
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79% of all premises provide accommodation for general practi ce. Public 

health nursi ng , community welfare services, i~T!unisatio n, child health 

and dental services, listed in order of freq uency, come next in importance. 

Small centres dominate nat ionally \.,. ith 65% providing fo ur or fewer t ha n four 

• serVlces. As mi ght be expected the most frequent combinations of services 

found in centres of this size included those listed above . 

In response to a growing commitment to the i dea that publ ie, preventive 

and educa ti anal hea 1 th servi ces a re mes t eff; ci Ent when del i vered from 

a centralised location, si gn ificant investment has occurred in health 

centres in recent years . By the end of 1980 thirteen majo r centres will 

be operational. The cost of these build ings has been in excess of £4.Sm. 

over the period 1972 to 1980 . In addition minor \I/orks totalling £1m. 

have upgraded in excess of 50 centres throughout seven of the eight 

health board areas. Approval in principle has been granted for at least 

a further 20 major projects, now at varying stages, which it is anticipated 

will eventual ly lead to substantial expenditure. In general~ projects 

of this na t ure provide a wide range of services~ usually i n excess of 

10 and may include . areas such as speech therapy, chiropody or psychi atry. 

Problems arising in Policy Fo rma tion and Implementation 

• 

In view of t he developments summarised above, concern has ari sen both at 

Department and Health Board level abou t some aspects of health centre 

devel opment. Doubts have been expressed as to (1) wha t constitutes an 

appropri ate range of servi ces; (2) whether health centres are facil itating 

the efficien t deli very of services to the target population; (3) whether in 
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view of t he aim of the choice of doctor scheme GP involvement is appropriate 

or essential to t he proper functioning of a health centre and if so under 

what conditions should it occur , and (4) the extent to which the integrated, 

multi-disciplinary approach thought to develop in health centres occurs in 

practice . In a general sense the Department of Health has found itself 

handicapped by a dea rth of information on health centres and this it is 
-

fel t has contribu ted to long delays sometimes experienced in getting 

health centre prcposals off the ground. 

The Appropriate Range of Services 

It i s t aken as a point of depar t ure that each Community Care Area should 

provide a comprehens ive range of services (comprehensive being defined 

with reference to Table (2A) Chapter (2). By t his cri terion almost all 

areas are deficie nt in some respects. It was found that physiotherapy, 

health education, chiropody, audiometry. assessment of the handicapped 

and opthalmology were the servi ces mo st frequently unava i labl e by community 

care area. In the absence of data about user or po tent ial user attitudes 

and needs, it was di fficul t to asses s the extent to which these omissions 

constitute real gaps in the service . ~loreover, in the absence of any 

identifiable system of national priorities (given that these priori ties 

must be established It/hen resources are limited) there was some evidence 

to suggest that the range of services was in fact detennined by (a) t he 

preocc upa tions of individual directors and/or their staf f and (0) recruitment 

conditions affecting particular services. 

Much of the foregoi ng is re 1 evan t to i nd i vi dua 1 hea 1 th centres a 1 so. New 

centres row operational (mostly in the Dublin area) conform to a certai n 
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pattern and the most usual omissions are those described above for Community 

Care areas. In general, if a service (other than GP) i~ omitted from a neil/ 

health centre it is unavailable elsewhere in that area. There is 1 ittle 

unifonnity in the range of services proposed for major health centres now 

being planned or constructed~ some including services such as blood pressure 

testing and dermatology which constitute additions to the range generally 

thought of as coming under community care,Nhile others propose little more 

than the traditional range. 

Apart from major centres built or planned, to which the previous paragraph 

refers, the structure of health centre organisation in general appears 
. 

sat; sfactory. Remote rural areas are usually served only by t ho se 

services - GP, nursing, welfare, which by definition need to be located 

close to the community. Small and medium tm<Jns may have child health, 

immunisation, and maybe dental and social lI,'orkers in addition . Larger 

to\'1ns' have a much wider range of services subject to the omissions referred 

to above. Community Care personnel interviewed expressed satisfaction with 

this structure and did not see any need for greater dispersion of services. 

Also the dispersion of servi ces requiring expensive equipment, such as 

dentistry and speech t herapy , does not appear to be excessive. 

The Efficiency of Services in Reaching Target Populations 

Target populations for some services are clearly defined \'Ihile for others 

the scope of the service is limited by expediency. Data 1 imitations, in 

addition, make it difficult to judge the efficiency of services either at 

national, comm unity care area or health centre level. It is necessary, 

again due to gaps in data, to deal with the broad area of cOlmlunity care 

services and, by inference only, with the specific role of health centres 

in ensuring delivery of serv ices . 
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At national level the paucity of statistics and reservations about the 

quality of available statistics make it difficult to evaluate t he efficiency 

of services in reac hing target populations. 

At community care area level, staff/populations ratios have been estimated 

f or some categories and compared \1ith rati os establ ished as representing an 

adequate coverage . Thjs pro cedure indicates an inadequa te level of service 

in many community care areas and many services. 

In the absence of specific data on population characteristics, staff ratios . 

numbers treated by each service, length of wait ing lists , user attitudes 

etc: it i s not possible to be specific about the extent to which health 

centres per se are limiting factors in t he delivery of communi ty care . 

Neither can a comparative assessment be undertaken in a ' before' versus 

'aft er' si tuation . Obviously the number and condition of heal t h centres 

must influence delivery of services but t he l evel at which this occurs is . . 

diffi cult to pinpOint. By inference from di scussions with Programme 

f4anager s and Directors. it \·/ould appea r that the main problems affecting 

co mm unity care are (a) shortage of fin ance to recruit additional staff 

and (b) shortage of trained pe rs onnel in some serv i ces. This suggests 

t ha t centre facilities per se are not perce ived as major limiting factors. 

The ma i n exceptions to t his are specialised facil ities for services such 

as dentistry or speech therapy but again staff shortages are such that 

inadequate faciliti es do not as yet const itute de fa cto l imitati ons . 

Perusal of files pertaining to planning of new health centres suggests 

that the main reasons for improving health ce ntre infrastructure as 

perceived by health boards are (a) to bring services to areas of rapi dly 

expandi ng populat ion, (b) to improve worki ng cond itions of staff hitherto 

• 
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housed in dilapidated or overcrowded facilities, (c) to bring disciplines 

together to foster an integrated approach to care, (d) t o improve t he 

standar ds of facilit ies used by t he public. Only in la' is the speci fic 

objective to increase the l evel of del ivery of services. In one instance 

only i'ias it stated specifically that an area had achieved a comprehensive 

level of services and staffing and that the health centre facilities per 

se were felt by both staff and people to constitute a constraint on the 

efficient delivery of services. 

rol of Practi t ioners and the Devel of Mul ti -d; se; 

It is strongly held by many in the community care field that GP involvement 

is desirable or essential in the proper functioning of health centres. The 

major problem related to such involvement is that it may result in a serious 

breach of the spirit of the choice of doctor scheme by perpetuating or 
• 

encouraging segregation of different categories of patients. 

Most doctors now working from heal th centres are ex-dispensary doctors with 

guarantees . Many also maintain private surgeries. In most situations 

medical card patients only, use the health centre based services. There 

is 1 it tl e evi dence to suggest that i nter- di sc i p 1 i nary contac t betlt/een 

doctors and other services has developed . Some Directors of Community 

Care when queried accepted that the s i tuation in some areas resembled, 

de facto , in all respects the old dispensary system. 

With respect to centres constructed in recent years earl ier centres provided 

GP accommodation 'Ihich was usually taken up by ex- dispensary doctors. Where 
. 

the question of doctors with guarantees did not arise accommodation \-/as not 

provided unless a group practice was fanned using the heal th centre as its 



• 

• 

• 

• 

• 

94. 

sole centre of practice. No such group practice has developed in recent 

years. A few provincial centres have included GP accommodation ... lithout 

the ful fi lment of the above criteria but t he ne\//ness of these centres 

precludes assessment of the success of these arrangements. 

As with many other aspects of health centre development, the degree of 

i nter-disciplinary co-operation bet~een community care services (excluding 

GP's) is difficult to quantify. A proper assessment could only be made 

ifs ta ti s ti cs were collected on the source of referrals. However, 

discussions with community care personnel suggest that such co-operation 

is developing, particularly in related fields such as public health nursing, 

community welfare and social work . There is undoubtedly tremendous scope 

for inter-disciplinary contact. For exampl e it is possible to envisage 

ultimately, nurses, social workers, chiropodists, physiotherapists and 

others working in a concerted \'/ay in the care of geriatrics al though the 

current level of some of these services precludes such a development 

immediately. While in most areas, co-operation between disciplines is 

informal, as properly constituted district teams have not been set up, 

nonetheless personnel intervievled felt that the health centre facilitated 

the developmen t of these contacts by virtue of the easy accessibility of 

different grades of staff to each other. 

Other Observations arising from the Study 

Cl} In a fe\'/ instances it was noticed that the use to which a part of 

a health centre Vias put differed from that originally proposed and 

agreed. While util isation changes of this nature may be easily 

justifiable it is importan t to ensure that facilities provided at 

great cost are not subsequently under- utilised. 
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(2) New purpose built centres have been erected or are planned to 

ca ter for widely varying population levels. Catchment area 

populations as shown in Table 2A Chapter 2 vary from 6~OOO 

to 50,000 . The physical size of health centres, does not, 

in some instances refl ect these population differences. Also 

the standard of finish, spaciousness and comfort seems to vary 
• 

also. 

(3) Some centres buil ti n t he sevent i es a re a 1 ready felt to be over-

crowded or i nadequate . This may be a function of site constraints 

_ operating at the time, population may have expanded more rapidly 

than original ly anti cipated or demand for services from a given 

population may have been underestimated. 

(4) Many of the health centres visited in the course of the study did 

not appear to be busy. Noticeably~ those visited ;n the morning 

had an air of activi ty about them while afternoons were quiet. 

Office accommodation in particular, it is suspected is not utilised 

for long periods when staff are out on field oriented work or in 
• 

other locations. There may be scope for staggeri~g clinic and 

office hours in otder to cut down on the extent of such under 

util isation but the scope i n this area can only be determined l'Iith 

reference to detail ed knO'.\"l edge on the \\Iork patterns of the 

personnel involved. 
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The Effect of Hea l t h Centre Activity on Hospitalisation Rates 

There are sO, many compl ex facto rs affecting the observed growt h i n 

hos pi tal isati on rates tha t it i s di f ficult to identi fy t he specific 

effect of health centres or community care. It appears clear 

nonethel ess that the aggregat e effect must be to moderate the increase 

and that in the absence of com~unity care services the rate of 
• 

hospita l isation vlOuld be higher . This is demonstrable in areas such as 

immunisatio n, domiciliary nursing and public health as supervised by 

Health Inspectors. In ot her areas the effect may not be as direct but 

services such as physiotherapy, psychiatry etc . are probably also 

contri buti ng. 

Recommendations 

It has been indicated that a certain inadequacy exists in the area of 

community care both in terms of the range of services available and in 
. 

te rms of the level of service available. Inadequacy in this sense is 

def ined with reference to t he principle that community care areas should 

be self-sufficient in respect of these services • Cognisance must be 

taken, at all times, of t he fact, that despite these deficiencies, any 

proposed remedy must be within a framework of limited resources and 

therefore necessitates the establishment of a set of priorities. It 

may be that decisions made to date are within just such a frame\vork but 

evi dence from the study suggests rather t hat these decisions are more a 

functio n of (a) individual perceptions of priorities which differ from 

area to area and (b) specific constraints on services such as recruitment 

difficulties or short-term financ ial expediency, which may also differ 

• 
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from area to area . As a result commun ity care and heal t h centre 

development varies i n emphasi s bot h over t ime and f rom r egio n to region . 

(Only large health centres in main tOl-lnS and urban areas are involved 

here as ,in general there is no di sagreement abo ut the rol e and character 

of small er health centres ). 

While i t may be suspected tha t the characteristics descri bed above 
• 

constitute bad pl anning i n some general sense t his is difficult to 

establish. HOI"I'ever, t he fact that already some centres are consi dered 

overcrowded and inadeq uate , th e general lack of uniformity i n the scopa 

of proposals and t he i dentifiable gaps appearing in services suggest the 

need for a more structured and streamlined approach to health centre 

planni ng. Consequently i t is recommended 

(1) That the Department of Health prepare a checklist of all 

services currently cons i dered as legitimate concerns of 

community care, whic h in addition to specifying al l such 

services woul d define an optimal or target level of that 

• se r-Vlce. This has already been done for some services 

but would involve breaki ng net': ground for others. The 

difficulty of providing t he many services encompassed by 

such a list is recognised, therefore an ordering of 

priorities \"';thin such a list should be established in 

order to provide a rough guideline. All proposals 

emanating from Health Boards for major health centres 

could be reviewed i n t hi s context and the reason for 

certai n omissions or excessive provision queried. Thus 

for example, if t he gui delines suggested that 10 was a 

ful l complement of public health nurses for a specified 

catchment area but t he proposal i nvolved a signifi cantly 
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lesser or greater number the health board could be asked to 

explain i n terms of specific conditions or intentions in the 

area. Similarly, if chiropody is deemed a priority in care 

of t he aged the failure to provide for it would be queried. 

Also i n vi e\'l of t he cons tra i nts (resources, pr; orit; es , s ta ff 

avail abil ity ) det~rmin i ng the provisions of certain services 

it might be feasible, i n certain instances to recommend t he 

i ncl us ion of an additional multi - purpose clinic suite to be 

gradua ll y taken up if the provision of peripheral serv ices 

was co nsidered desirable in the future. The role of various 

di vis i on s within the Department of Health i n commenting on 

fa cilities proposed from the pOint of view of size, s tandard 

and general sui tabil ity would of course continue to be an 

importa nt element in t he evaluation .of proposals. 

(2) The degree of detail fur nished by Health Boards when making 

sub~issions varies greatly. It is recomm ended that the 

form of applications be standardised to some extent and t hat 

much grea.ter detail be prov ided to enable the Department of 

Heal th to evaluate proposals . Thus it is suggested that 

each applicati on be accompan i ed by: 

(a ) actual and proj ected population in the catchment area 

of the proposed health centre; 

(b) as much detail as is available concerni ng t he actual and 

expected structure of that population - socio-economic 

composition , age structure, proportion of school children • 
• 

number of medical card ho lders etc. 
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(c) a description of the existing community care structure 

i n the catchment area with particular reference to focal 

points for del i very of eXisting services and I-tha t it is 

proposed to do "ith them and the geographical distances 

i nvolved in getting access to services; 

(d) a detailed proposal for the functional and operational 

policy in t he proposed centre, t he number and type of 

sess ions anticipated and rooms required, expected 

attendances etc. (I t is not suggested however that a 

health centre should r each full utilisation i nitially 

as all owances should always be incorporated for rising 

populati on and other factors) • 

(3) A noticeable feature cf health centre development to date has been 

the lack of follow- up . The Department of Healt h sanctions expenditure 

and effectively provi des the capital but once the last construc~ion 

progres s repo rts have been rece; ved thei r i nvo 1 vement appears to end . 

It i s reco~~ended therefore that health beards be requested to f urnish 

periodic progress reports on major health centres describing 

utilisation and attendance and drawing attention to particular features 

which may be of interest . Thus, if drawbacks are found in the operatio n 

of a particular style of cl i nic suite, if the waiting area proves 

unworkable etc . t his information should be relayed to those 

responsible at national level for health centre pl anning. 

(4) There is an el ement of data collection involved in each of the 

recommendations above. The importance of this aspect is consi dered 

to be such as to justify a separate recommendation. Lack of data 
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about t he operat ion of community care and indivi dual health 

centres severel y res tricted the scope of the present study. 

Apart f rom the choice of doctor scheme itself which appears 

to be wel l documen ted, t here is a widespread lack of statis ti cs 

abo ut what is goi ng on i n co mmunity care. This seriously 

hampers efforts to set and revie\'/ targets either at local 

level or globally. I t is strongly urged therefore that 

immediate steps be t aken to remedy this situation. The 

production of annual Community Care Area reports, as has been 

initiated recently i n t he Southern Health Board, could go a 

long "Jay towards meeti ng data needs if extended to cover all 

comm unity care areas . Such an extension of the data base 

has considerable intr insic value as an input to planning and 

management at local l evel but as can be deduced from earlier 

recorrrnendations coul d considerably ease the problems now 

associated with heal t h centre planning. 

(5) With reference to the specific question of general practitioner 

involvement in health centres misgivings about the existing 

situation would appear to be justified. Thus it is recommended 

t hat in general (a) GP's should not be admitted to health centres 

unless the conditions now specified by the Department of Health 

are met, unless the alternative is that no GP service will be 

provided in the area . (b) There may be scope for relaxing the 

group practice condition on the grounds that the existence of a 

singlehanded doctor working entirely from a health centre might 

el iminate the deficiencies associated with the present situation 
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and could generate as much inter-dis ci plinary co-operation 

as a group practice. It is furthe r suggested t hat "ihere 

single-handed doctors us ing a health centre as their sole 

practice premi ses are admitted, the situation should be 

closely monitored with a viei1 to detennining its succes s. 

In general it is recommended that if GP accommodation is 
. 

initia lly excluded, efforts should be made to ensure that 

provision can be made in the future if such a development 

becomes f easible . 

_ ' ii" '=> 
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APPE11HX A 

SURvrr OF C.d~TRES 

• • • •• • • • • • • • • .. • • • • EEALTH EOAF.D COK~NITY CARE AREA ............ . ..... . 

Section 1. Please complete the table below for each health centre in the area. 
, 

LF'or the p'olrpase of thi 5 survey a health centre is defined as e. premises used by 

a he.alth board in ,,;'oich one or more com::r..mity health services are offereil. 

See explanatory notes below. 

B C D E F G - - • - - - -
ESTn~TED 

LOCATION POPUU.TION A TT:::K:);~SC3 SERVICES COJ'.:'DITIOK OF TITLE OF CHANG:::S 

WEEKLY BUILDINGS ""'ILIllr'" .0.... ' , '" ilfIfIS;"G:::D/ 
DESI RED 

1 

• 
. 

• 

, 

• 

. 

. 

I 
NorES : 

B - The estirr.ated po ula ... · • • _ p ~~on of the health centre catchment area ~f ava~lable • 

• 

11 

• 

1 

• 

! 
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Please insert the relevant numbers from the list below . 

General Practitioner 

Public Healtt Nu~sing 

Child Health 

Imnunisation etc . 

14. Speech Therapy 

15. Social worker s 

16. Income tr;aintenance 

17. Health Educat i on 

1 • 

2 . 

3· 
4. 

5. 
6. 
7. 
8. 

9. 

Dental 

Audiometry 

18 . Co~~unity Care Head~uarters 

19 . Registration of Eirth and Deaths 

20. Creche/pram Area Assessment of handicapped 

Psychiatry 21 . Voluntary Organisations 

Haterni ty /Gynaecol og-.r 

10. Opthal~ic Services 

11. Other Specialist Services 
(not mentioned above) 

12 . Physiotherapy 

13 . Chiropody 

E. Please class ify acco!'ding 

1. 

2. 

3 • 
• 

4. 
5. 
6. 

22. Other 

to the following 

Very Ead 

Bad 

Unsatisfactory 

Satisfactory 

Good 
Excellent 

F. Is t he premlses currently labelled as 

1. Dispensary 

2. County Clinic 

3. Health Centre 

4. Other ( specify) 

/Section 2 

• 
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Section 2 Please • g:l.ve details of personnel operating from health centres 

Lwhether or not di rect employees of Health Boart:! .. ~? 

General Pr actitioners 

Public Health Nurses 

Dentists 

Psychiatric Nu!'ses 

Physiotherapists 

Chiropodists 

Speech Therapists 

Opticians 

Social Herkers 

Community Welfare Officers 

- Health Education Officers 

Home Help PersorJlel 

Specialists (not already 

listed above) 

Health Inspectors 

Clerical Staff 

Other (Specify) 

Number 

-----



'. . , 

104 . 

_',ppendi :z B ':'::::. bl c 1 

• 

! , 

I i 
, I I 

, , 
! 

, , Very • 

I 
, , 

Bad , B' n .s::1 t i;:: f'a ~ to "f'~~ ~a tisfa ctory I (' 0 :),1 '>'v"el Len+ , 
I 

• I J '. , '''.,- ~ • , 1 
I 

, .buu. , , 
I , • , , 

I • , • , , , , 

I \ 
, , 

I • I I , 
>"s"ern F B 7 1 1 1 

, 
28 .... 

1 5 5 
, 

I )? • ",- '- ... , I I , , 
t , • I , , • , , , I , 

I North l;>a<'+ern F B ! 4 I 4 I 14 t 1'7 ',6 I 1 4 I - ... .,,~ . -. . ~ , I I , 
• , 

I I 
, 

• • I • 1 I • 
l·!idl:!nd 'll 3 , 1 ' . 3 10 45 37 • , 4 I I o . • • , 

I t , , , 
I I ! I t 

North \1estern lLB. I .. 1 • 1 2 , 
21 I 44 19 J 

, , , , • ! I l 
, 

I 
, 

I • I I , t ! I ;~ou t.."1.ern 11.13 • I .. I 2 I 16 I 3'[ 31 15 .. 
! 

J 

" 
, , I 1 I , I t • . '" d '.'c"'''''''rn '! f' • I .. 1 8 ! 24 I 40 20 

, 
2 I 

>,' ~ ,I .,,, .. ~. 

! 
, 

I . -- . , ... ~ . 
I I 

, 
I , , • 

I 
I i 

i ;:;outh Eastern lL B. I 7 I a 11 23 I 30 I 20 1 , J • , I I 
, , 

1 
, • t , 

I I I .. 
, ! e<' ~t.'rn H.B . 1 1 15 50 26 I 6 ! I ! 

, ., ,,~ , , 
j 

, , 
I 

, , 
I , , 

• , 
I I • H.B.S 

, 
5 I 16 31 31 13 ~ , 1 • 

! 4 • I 
' , I .... 

" I , 
t 

, 
I • I ! , , , , 

• 

• 

• • 

, 
• 



• 

• 

• 

• 
.. 

• 

- 'n , • 

' l 'O ,,-, i __ to 
£·J.~I , t.: · ll .. ~_,- .." 

h"',l~!' ' " '- ~ . . 

• 

2 . 

(' ." ~ .... . ~ 
'~".~ "~ 

f'~" )"":1 1 ~ >,,,,,,<, ... -:,, o"or 
~ ~,. --- . ~ ."". ¥-. .. 

T ·~".'u~ ; "':' l' 0 " _~. u...1. .~ _ ~ _ _ 

"~ ' -;,,> , .!. t:h ...... _ 

O:p tho. lr.'li c 

,,".udi oruetory 

Voh m t.!l r y G:-'oups 

Con'-~'l1Jlity CL!re !L Q. 

" ' . .... l'0en·:) 

Pr.y:~ io thert'~ :py 

Regi:;tr c hoh 

• 

'.' i.1 jj .. . ... "-' . 

76 

56 

65 
• 

?7 

11 

1 1 

G 

14 

8 

16 

18 

5 

4 

10 

2 

: ,"'I'f ,,-' ........ 

'( . " 

l'I • • 

58 

24 

9 

5 

1 

9 

1 

7 

" .. 
o 

5 

5 

4 

• 

. . , 

105. 

, , .. 

90 

37 

'! 

2 '7 .. 
10 

I , 

10 

8 

1 

I 

1 

o 

o 

3 

1 

o 

1 

o 

_. ~ 

-,." , '11' .. " .-'..., 
,,, 
., ' , 

87 

29 

45 

35 

24 

10 

15 

12 

1 1 

1 

1 

3 

I, 

1 
, 

? .. 
2 

1. 

6 

2 

• 

=--

i "·. r.d 

40 

73 

18 

18 

5 

6 

'/ 

6 

3 

4 

o 

6 

6 

0 ' 

1 

o 

1 

7 

22 

'{ 

V'-'H' . ' .' .... -. 
77 

54 

60 

71 

23 

13 

8 

7 
• 

'/ 

6 

7 

5 

5 

4 

, , 

1 

6 

4 

6 

-

',"' .Tfl' 
.. ... , ;..J 

77 

66 

14 

36 

26 

9 

9 

33 

26 

47 

4 

12 

4 

2 

" 
2 

2 1 

I , 

, 

-

77 

58 

22 

?5 

19 

1 6 

10 

5 

3 

1 

9 

6 

4 

2 

o 

1 
• 

10 

23 

" , 

• 

I 
I 

I 

I 

! 

, 



~. =-=-~--==~ , .- - -' . -'--.. _ .. - .~ .. .=. ... . =_=_"",. =. c. ""-=---:= 

106. 

• 
. ~'V'C ... ~<.; __ w •• Ylr" v' ._ V _ . - c • -

. •• of .scrv'ce:::. ~r1.!3 ~';·'l ill • ti::! " ... 'qn "-1!3 -,.- "'B '~';' ~'B '"'pn ' '0 
" ." , . , .. _. . . ..... - . ~ • • , .... .u " - .. " .. -~'. .... ..., . 

1 9 • 24 " 23 1 1 5 < <) • • .. ' v 

2 10 <Z. ,' 25 43 30 2 !t 3 <c " . . , ~ 

3 7 28 28 16 W 11 , r - .0 • . 
4 11 13 1 3 ' .. ' J 13 21 7 10 

• 

5 12 4 I, 7 2 1 1 21 ;; 

6 12 3 1 7 - 3 15 7 • 
-' • .. 

7 10 1 • 2 • 5 ~ 4 6 , 

• 

8 9 2 1 4 1 I + - 5 • 

9 ~ 7 7 2 I 1 1 0 7 , -' - J 

10 3 4 1 3 1 8 • - , 
• 

11 ,..15 8 " 1 4 • 3 ' A 3 . , , . 
15- 20 2 - - - - 1 2 1 

• 

• 

'. 



-

• 

• 

• 

•• 

• 

.. -.~---.- - . -----_. --------

107. 

APPENDIX C 

Health Centres Currently Proposed or under Construction 

Approximately twen t y prop osals f o r cons truction of h ealth centres are under 

cop~ideration by t he Depar~ent o f Health. Some are now at an advanced 

construction stage while others have not proceeded beyond the granting of 

approval in principle. Brief details of a selection of these centres are 

given below and the information concerning the range of services proposed 

is summarised in Table 

Athlone has a population of almost 10,000 while the population of its rural 

district exceeds 11,000 . It is proposed to construct a heal th centre 

providing accommodation for area medical officers, nurses and their associated 

services, community welfare, social work , and speech therapy together with 

ancillary facilities such as conference room, common room etc • I t is 

envisaged that dental, opthalmic, paediatric, orthopaedic and psychiatric 

services will continue to be located in an existing clinic. 

The proposed Go rey health centre seems similar to that already built at 

New Ross although the population of the Corey district is 15,000. It is 

proposed to facilitate child welfare and developmental clinics , general 

practitioners, dental, psychiatry, opthalmology, ENT, health inspectors, 

speech therapy. social workers, immunisation and audiometry. 

room and ancillary facilities will also be incorporated . 

A conference 

A modest proposal to extend and renovate an existing dispensary at Blessington 

was l ater revised in favour of a new health centre l-lhich TNDuld provide a GP 

service, immunisation, nursing services . child health, dental , psychology and 

would provide facili ties to be used by the Hental Handicap Assessment Team 

and office accommodation for a social worker and community welfare officer . 
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Knocknaheeney is a developing area in the Nor th Lee community care area. 

The health cen tre proposed will serve a population of a l most 22, 000 and will 

accommodate whild welfare and deve lopmental paediatric clinics, immuni sation, 

blood pressure clinics, dental, cO!I!lliunity welfare and social ,;.mrk, a community 

worker, health inspectors and general practitioners. It is not proposed to 

allow for opthalmology, physiotherapy, chiropody, psychiatry or speech therapy. 
, 

The latter two services ate provided from Gratton Street and Hilliam. 0 Brien 

Street respectively while the others are unavailable in the city area of 

North Lee. 

The urban population of Macroom is 2.4 thousand while the rural district 

incl udes a further 13 thousand. The proposal here is modest involving 

accommodation for an area medical officer , public health nurses, shared 

facilities for community welfare and social work, dentists and some ancillary 

facilitie s . GP accommodation .. ra s not originally planned but ,olas included at 

the suggestion of the Department of Health. 

A health centre proposed for the Dooradoyle ar ea of Limerick will serve a 

population in excess of 18,000. Senior members of the COlllIDunity Care Team 

will be accommodated in addition to a sub team composed of an assistant 

county medical officer, dentist, public health nurses, community welfare 

officers , health inspecto r, social ~urker and speech therapist. 

A proposal for Edenderry fir st put forward in 1978 was a modest one incorporating 

a dental suite, general purpose clinics for use by publ ic health nurses and 

doctors and accommodation for a comnunity welfare service . The population 

of Edenderry rural district is 8,500. 
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As ex ist i ng accommodation i s considered gr ossly inadequa t.e a propo s a l \"a5 

s ubmi tted i n 1976 for cons t r uction of Co~uni ty Care headquar t ers in Tral ee . 

This wou l d accommodate the Director o f Community Ca re J his cl erical and 

admini s t r a tive s taff, d iscipline heads in addi tion to c linical prov i s i on f o r 

public health doctors and nurses and their a ssociated services, and s peech 

therapists. Office acco~odation is also included for health inspectors, 

social Horkers and r egistration. Considerable ancillary facilities such 

as conference room, r ecords and canteen are also proposed. 

Existing clinic and office accommodation at Roscommon 'fere felt to be inadequate 

and to constitute an obstacl e to the development of a comprehensive range and 

level of c02iluni ty care . It was proposed t herefore to extend the Co . Clinic 

to provide office accommodation fo r area medical officers, nurses and community 

welfare officers including t he senior i n each of these disc iplines. Also 

facilities were propos ed for a dentists a health inspector and a large numbe r 

of administ~ative and clerical staff. 

The combined population of t he urban and rural districts of Kilkenny is in 

excess of 26 s000. A proposed extension to the existing facilities will 

i nitially provide office accommodation for both medi cal and para-medical staff 

in the area. Stage two of this projec t will provide clinic accommodation for 

developmental paediatrics. speech therapy, nursing services , consultant services 

such asE.N . T.,audiometry and child psychology. Provision will also be made for 

opthalmology, community welfare, registration and records . 

services proposed here is wider than any described to date. 

The range of 

The combined urban and rural population of Letterkenny is about 11,000 (populat ion 

of the catchment area defined as 6 .000 by North Western HB). Here it is 

proposed t o supply office and c l inic accommodation for ACH0 1 s and nurses .... i th the 

associated services in addition to a health inspector, home help organiser, 
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speech therapist, social .. 70rker and community welfare office r. It is also 

proposed to provide of fi ces f o r cl erical s taff. 

It was proposed or igina lly to provide headquaTter accom:.:.odation f or t he cOilllliunity 

care team at Ca stlebar. This project was later exp£nded t o provide clinic 

accoffiEOdation for immunisation, developmental paediatrics, dental, social 

workers, CHOt opthalmology,. TB clinic, cervical smear testing, blood pressure 

clinic, physiotherapy, psychology, health education and other ancillary health 

centre accoomodation. 

Original proposals submitted by the Eastern Health Board for the Rowlagh area 

. 
included a health centre , group practice premises, psychiatric day centre, 

nursery, a community care sub-office and possibly a welfare horne. Services 

to be provided in the health centre 2re proposed as follows - dental, 

immunisation, child health, developmental ~ health inspectors, psychiatry, 

social workers, connnunity welfare, speech therapy and child psychology. , 

A proposal for Dundalk first submitted in 1977 suggested accommodation for the 

community care team including all discipline heads in addition to clinic 

faciliti es for the usual range of public health services. In addition it was 

proposed to accommodate speech therapy, psychology, physiotherapy, orthopaedics, 

opthalmology, dermatitis service, hearing tests and blood pressure clinics. 

As the popul ation of the Swords area was projected to rise from 10,000 to 

30,000 by 1991 it was proposed to build a health centre which would accommodate, 

in addition to the existing child welfare, dental, psychiatric and community 

welfare services. accommodation for social workers, speech therapy , occupational 

therapy, physiotherapy, audiometry, counselling for parents of the handicapped, 

maternity, immunisation and an information centre. 
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