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Foreword 

The primary aim of our Health Service is to enhance the health and quality of life of people 
and this is reflected very clearly in the Mission Statement of the South Eastern Health 
Board. 

The establishment of this Project Group to develop an action plan for the provision of 
services for the ill and dependent elderly was both timely and necessary, and welcomed by 
the professionals who provide care. As the old age dependency ratio in Ireland increases 
we, as professionals and service providers, must not alone continue to provide ongoing 
care in it's current format but also must adequately plan to meet the requirements of the 
future, both immediate and long term. 

The many strengths of our current services are outlined in this report: it has also identified 
the areas of service requiring development and change in order to help the services to 
reach and maintain their full potential in the care of the aged. 

As Chairperson of this Project, I was fortunate to have had the benefit of the experience 
and support, co-operation of experienced people from a wide range of highly motivated 
and interested professional and policy making groups, and I have had a very generous 
response by way of important submissions from organisations, groups and individuals at 
both statutory and voluntary level within the region. I would particularly like to thank all the 
members of the Project Group, and it's various sub-committees, for their diligence, interest 
and enthusiasm in ensuring the completion of the task in hand. 

My special thanks to Mr. Tony Gyves who acted with great energy and efficiency as 
Secretary/Facilitator and Co-Ordinator, and I am indebted to him for his courtesy, 
understanding and forbearance shown to me as Chairman. 

It has been a pleasure and an honour to have chaired such a group in the preparation of 
this important and major document. 

The report outlines a picture of the future shape of the services and identifies areas of 
potential Health and Social Gain for the elderly, and sets out priority development needs. 

I am confident that this report will have a major positive influence on the service provision 
for the elderly within the South Eastern Health Board for the foreseeable future. 

Dr. P. McKiernan, 
Chairperson, 
Review Group Elderly Services, 
Consultant Physician, 
Wexford General Hospital. 
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Towards the Golden Years 

1. A Strategy for Services To and For the Older Person 1998 - 2011 

Introduction: 

The first major national report on services for the elderly was published by the Government 
in 1968 under the title "The Care of the Aged". The approach of the Inter-Departmental 
Committee to services for the elderly was that it was better to help elderly people live in 
the community rather than to admit them to residential or hospital care. It recommended a 
system of assessment to be developed to determine the most appropriate form of care, 
with particular reference to rehabilitation to assist the return of the elderly to the 
community. 

In 1979, a report was submitted by a sub-committee of the South Eastern Health Board 
which identified existing services to the elderly, highlighted the shortcomings of these 
services and made recommendations as to how they might be improved. 

A National Policy Document on services for the elderly - "The Years Ahead" was published 
in 1988 which set objectives and made proposals for the management of services for the 
elderly and set out national norms for the provision of these services. 

The Programme for Economic and Social Progress launched by the Government and 
Social Partners in 1990 targeted the development of services for the elderly as follows:-

- Expansion of the home nursing and other community services. 
- Extension of Respite Care. 
- Provision of assessment and rehabilitation units associated with general 

hospitals. 

"A plan for the development of services for the elderly" was prepared by the Board in 1992; 
building on the 1979 report on the services for the elderly, it put forward a practical plan for 
development of services for the elderly under the Programme for Economic and Social 
Progress. 

Shaping a Healthier Future 

The Minister for Health, in May 1994, launched "Shaping a Healthier Future - a Strategy 
for Effective Health Care in the 1990's" a four year action plan 1994 - 1997. The principal 
purpose of "Shaping a Healthier Future" is to give a clear sense of direction to the health 
services, in terms of the underlying principles and the proposed re-orientation in the way 
that services are planned and delivered. 
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The priorities identified were:-

1. Promoting healthy ageing, with the assistance of the National Council On Ageing 
and Older People, and in co-operation with the statutory and voluntary bodies 
involved with older people. 

The health promotion approach is based on encouraging people to take 
responsibility for their health and/or providing the necessary environmental support 
to achieve this. 

Health promotion strategy should concentrate on those diseases which can be 
prevented by action in early life and should stress that disease and disability can 
be avoided or the risks lessened by a healthy active lifestyle in the middle years 
and beyond. There are certain conditions and occurrences which lead to disability 
in later life which can be reduced by a health promotional approach. 

2. Strengthening the role of the general practitioner, the public health nurse, the 
home help and other primary care professionals in supporting older people and 
their carers who live at home. The target will be to ensure that not less than 90 per 
cent of those over 75 years of age continue to live at home. 

3. Increasing the number of specialist departments of medicine of old age so that 
every general hospital either has such a department or has access to one. 

4. Providing additional places for convalescent care for elderly people who do not 
need acute medical care. 

5. Ensuring that adequate funding is available to meet in full the requirements of the 
Health (Nursing Homes) Act, 1990 by the end of 1996. 

6. Providing small-scale nursing units in the community by the end of 1997 to replace 
unsuitable accommodation and to meet the needs of the expanding population of 
older people. 

The Minister for Health requested the Council for Ageing and Older People to carry out a 
major review of the implementation of the Years Ahead, this review has recently been 
published. 

The review comments on the developments that have occurred in acute services for the 
elderly and that the total number of long-term care places has increased dramatically since 
the implementation of the Health (Nursing Home) Act, 1990, hereinafter referred to as the 
Nursing Homes Act. It notes with concern that there has been no increase in the 
proportion of resources devoted to community services in the last ten years. 

The review reaffirms the National Strategy target of enabling at least 90% of people aged 
over 75 years to reside in the community. Therefore the focus of development must be 
community and home support. The review emphasises the need to plan for health and 
social gain and to include consumers views in planning and decision making. The need to 
promote healthy ageing and mental health is identified. 
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Developing a spectrum of.services which is co-ordinated individually for the elderly person 
is the central principle for development of services. The Council stated that the priorities 
for urgent development are:-

• The Home Help Service 

• Respite Services 

• Sheltered Housing 

• Day Care Centres with transport when required 

• Para-Medical Services at Home and in the Community 

• A Social Work Service dedicated to older people 

• A Range of Services for Older People with Mental Disorders 
• Community Hospitals 

The Council believes that home and community care must be the cornerstone of any 
health and social care strategy for older people. 

To meet the challenge of developing an integrated service for the elderly, the Chief 
Executive Officer set up a Project Group to develop an Action Plan for the provision of 
services for the ill and dependent elderly in the South East Region in May 1995. The 
report that follows aims to outline strategy for service development to the year 2010. 

The implementation of the recommendations of this strategy report will be evaluated in two 
years. The performance indicators will be the establishment of care co-ordination 
structures, the development of the outlined spectrum of services, the increased proportion 
of resources allocated to community services, and the establishment of assessment 
structures. The evaluation will also consider the development of healthy ageing 
programmes, the adoption of health and social gain protocols and the further involvement 
of the consumer. 

The development in each area of an action plan will be undertaken and evaluated to 
identify any constraints or barriers to implementation. 

2. Terms of Reference: 

The Project Group approached its task in line with the following Terms of Reference which 
had been set for it:-

Terms of Reference - Review of Services for the Elderly 

1. To consider present and foreseeable numbers and locations of elderly persons in 
each catchment area and to identify key target groups on whom our service should 
focus. 

2. To identify and examine existing policies and strategies of care for elderly in the 
light of patient's needs and the requirement to deliver services in a cost effective 
manner, including education for healthy ageing. 
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3. To define the objectives to be achieved by our services and to identify 
performance measures which would assist the Board in monitoring the system. 

4. To assess the adequacy of existing services from all programmes in relation to:-

(a) existing needs of elderly. 
(b) new needs arising from changes in their demography and social environment. 

5. To specify the service developments required to address any identified 
inadequacies including:-

(1) new services or facilities. 
(2) expansion of existing facilities/services. 
(3) re-definition of role and function of existing 

units/services/personnel. 

6. To consider the operation of the present organisational and management 
structures both locally or at regional level, with a view to identifying changes which 
would lead to better co- ordination, integration, planning and formulation of policy, 
including networking with private and voluntary sectors. 

7.  In examining existing arrangements and proposing new solutions to incorporate 
the principles and values and targets set down in the National Strategy "Shaping a 
Healthier Future", including integration of services, accessibility, equity, quality, 
accountability, health gain and social gain. Also to have regard to the policies set 
out in "The Years Ahead", a policy for the elderly and "Planning for the Future" 
insofar as it relates to the elderly. 

8. To seek the views of service users either directly or from agencies acting for or 
providing support to them and to develop a consumer policy for adoption by the 
hospital and community services engaged in the provision of services for the 
elderly. 

9. To bring forward a prioritised plan for each catchment area indicating measures 
needed to prepare service for its role over the next fifteen years. 
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Membership of Project Group 

2.1 Membership of the Working Group - "Care of the Aged" 

Mr. Tom Boyle, 11 Park View, Freshford Road, Kilkenny. 
Mr. Martin Brophy, Administrator, St. Dympna's Hospital, Carlow. 
Ms. M. Brophy, Senior Occupational therapist, Carlow. 
Mrs. Mairead Cantwell, Matron, St. Patrick's Hospital, Cashel. 
Ms. Anne Comerford, Former Matron, District Hospital, Castlecomer, Co. Kilkenny. 
Ms. Una Doherty, R.P.H.N., Supt. Public Health Nurse, Wexford 
Dr. Garrett Fitzgerald, Consultant Physician, Waterford Regional Hospital. 
Dr. Derek Forde, G.P, "Toorak Lodge", Oulart, Enniscorthy, Co. Wexford. 
Dr. J. Gibbon, Consultant Physician in Geriatric Medicine, Waterford Regional 
Hospital. 
Dr. Niall Griffin, Chief Psychiatrist, St. Canice's Hospital, Kilkenny. 
Mrs. Eileen Herlihy, Past National President of Soroptomists International, 
"Ardlea", Newtown Road, Wexford. 
Mr. Martin Hynes, Programme Manager, Community Care, S.E.H.B., Kilkenny. 
Mrs. R. Kiely, Senior Physiotherapist, St. Joseph's Hospital, Clonmel. 
Mr. Eamon Lonergan, Administrator, St. Luke's Hospital, Clonmel. 
Mr. Matt Lynch, Programme Manager, Special Hospitals, S.E.H.B., Kilkenny. 
Dr. J. Mahon, Deceased, Cons. Physician, St. Luke's Hospital, Kilkenny joined the 
Committee at a later stage, due to the unavailability of Dr. G. Fitzgerald. 
Dr. P. McKiernan, Consultant, Physician, General Hospital, Wexford, nominated 
chairman of the Project Group. 
Sr. M. Pius Meehan, Matron, St. Luke's Hospital, Kilkenny. 
Mr. Pat McLoughlin, Programme Manager, General Hospitals, S.E.H.B., Kilkenny. 
Ms. Una Murphy, Matron, St. John's Hospital, Enniscorthy. 
Ms. Margaret O'Leary, Chief Nursing Officer, St. Luke's Hospital, Clonmel. 
Dr. Orlaith O'Reilly, Director of Public Health, S.E.H.B., Kilkenny. 
Sr. Augusta Redmond, Matron, St. Columba's Hospital, Thomastown, Co. 
Kilkenny. 
Ms. Maureen Ryan, Senior Occupational Therapist, 32 The Mall, Waterford. 
Dr. William J. Ryan, Deerpark, Cashel, Co. Tipperary, Hospital Medical Officer and 
G.P. 
Dr. A. N. de Souza, D.C.C. & M.O.H., Co. Clinic, Clonmel. 
Dr. D. Woods, G.P., Carlow was unable to attend and was replaced by Dr. J. 
Drynan, G.P., Thomastown, Co. Kilkenny. 

Mr. M. A. Gyves, Hospital Manager, Special Hospitals, Waterford acted as 
Secretary/Facilitator to the group. 

Much valued secretarial services were provided unstintingly by Ms. Claire Hayden, 
St. Otteran's Hospital, Waterford. 
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3. Methodology 

It was agreed that four sub-committees would be formed from the overall group with a 
specific area of the service being assigned for review to each sub-committee. 

The sub-committees tasks and chairpersons were as follows:-

(a) Health and Social Gain for the Older Person 
Chairperson - Dr. Orlaith O'Reilly, Director of Public Health. 

(b) Community Services for the Elderly 
Chairperson - Mr. M. Lynch, Programme Manager, Special 
Hospital Care. 

(c) Hospital and Residential Services for the Elderly 
Chairperson - Mr. P. McLoughlin, Programme Manager, 
General Hospital Care. 

(d) Organisation and Management of Services to the Elderly 
Chairperson - Mr. M. Hynes, Programme Manager, Community 
Care Services. 

The four sub-committees met as separate groups and derived their Terms of Reference 
from those agreed for the main Project Group, as appropriate to the task in hand. 

To monitor and co-ordinate the work in progress, the four chairpersons met as a separate 
committee under the chairmanship of the Project Group Chairman - Dr. P. McKiernan. 

Plenary sessions of the Project Group were held to review progress of the sub-committees 
and to set achievable target dates. 

Consumer participation was ensured by appointing consumer representatives to the 
review group, placing advertisements in all local papers, a postal campaign and a needs 
assessment survey. 

The postal campaign was undertaken whereby organisations, groups and individuals at 
both statutory and voluntary level, were requested to make submissions to the committee. 
Here again the response was generous. 

In approaching the task in hand the Project Group and sub-committees were guided by the 
following four principles in addition to the terms of reference:-

All older people have rights - older people have the same rights as all other 
adults. In particular, there should be no discrimination on the basis of age - age is 
not a diagnosis, nor even a good predictor of individual capability, and services 
should therefore be offered to the individual on the basis of his or her needs and 
wishes and not on the basis of age. 

Ill and disabled older people often have particular needs - because of 
compounding factors, illness and disability in older people are often more difficult 
to treat or ameliorate than in younger people. Special services should therefore 
be available to meet their particular needs as required, with effective curative 
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treatment being made available whenever feasible and appropriate support where 
not; 

^. . 

• Disability and illness are often caused or exacerbated by the social and 
physical environment, and therefore it is vital that health and social services, 
together with other appropriate statutory, voluntary and community organisations, 
work closely and effectively together to address those aspects of the environment 
of older people which can in themselves be handicapping and to provide relevant 
treatment and care. The process of ageing is not determined inexorably by genetic 
factors, and can be greatly influenced by lifestyle and environment. 

• The needs and wishes of carers are also important - most older people in need 
of care receive the bulk of their support from family and friends, some of whom are 
themselves aged 65 and over. Their needs and wishes should also be addressed. 

Following submissions from the sub-committees, the Chairperson's Group formulated the 
integrated final report. 

The Chairperson's Group comprised of:-

• Mr. J. A. Cooney - Chief Executive Officer 

• Dr. P. McKiernan - Cons. Physician 

• Mr. M. Hynes - Programme Manager 

• Mr. M. Lynch - Programme Manager 

• Mr. T. Beegan - Programme Manager 

• Mr. J. Magner - Programme Manager 

• Dr. O. O'Reilly - Director of Public Health 

• Mr. M. A. Gyves - Secretary/Facilitator 

4.0 Objectives of Services for the Elderly 

The aim of the South Eastern Health Board is to help the people we serve maximise their 
health and social well-being, using the resources at our disposal as effectively and 
efficiently as we can. The aims of the services for the elderly are: 

• To promote and maintain the health of elderly people in their own homes. 

• To treat comprehensively those people who become ill and dependent to enable them to 
return to their own independence. 

• To provide high quality public and private residential and hospital care for those who 
cannot be maintained independently at home. 

• To co-ordinate existing services, both statutory and voluntary to provide a comprehensive 
range of services for the elderly. 

The Board endorses the National Strategy target of enabling at least 90% of people over 
75 years of age to reside in the community. The committee having reviewed services for 
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the elderly proposes focusing on the following objectives in order-to provide a 
comprehensive integrated service for the elderly up to the year 2010: 

• The Health Board will develop an integrated spectrum of services for older people. 

• The level of treatment and care needs of elderly people will be assessed in a structured 
way. 

• The services will be co-ordinated to meet individual elderly people's needs. 

4.1 The Spectrum of Services 

The spectrum of services will include:-

• The promotion of healthy ageing 
• Information services 
• Identification of elderly at risk 
• Support at home with enhanced community services 
• Support in the community e.g. sheltered housing with community supports 
• Assessment for long-term care 
• Long term care placements in the appropriate setting where necessary 
• Medical care which will be provided by the General Practitioner or by referral to the 

acute services 
• Day and inpatient assessment 
• Day hospital treatment 
• Inpatient care 
• Step down convalescent care and rehabilitation 
• Terminal and palliative care services 

A range of services for mental health of the elderly will also be further developed to 
include:-

• Emergency community services 

• Specialised day care 

• Day Hospitals 

• Flexible respite services 

• Elderly mentally infirm places in geriatric hospitals 

• Secure elderly mentally infirm places 

• Facilities for dementia patients with physical illness 

• Consultant services for psychiatry of old age 

4.2 The Level of Service: 

The level of service will be assessed appropriate to the elderly person's needs using a 
range of structures. In the community the area Public Health Nurse and the elderly 
person's General Practitioner will be the primary care team. The Public Health Nurse will 
assess elderly people in her area and monitor those who may be at risk. 
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She will access home support services e.g. home help, home care attendant, nursing 
services, respite care, and para medical support from the area team for the elderly as 
required. The General Practitioner assesses the need for medical care, and treats or refers 
patients as appropriate. The General Practitioner can refer elderly people for acute 
medical assessment to the Geriatrician and refer patients for rehabilitation and 
convalescent care. The General Practitioner (and the Public Health Nurse) can refer 
elderly people to the geriatric assessment team for long-term care placement either in 
health board hospitals or in nursing homes. 

4.3 Management and Co-ordination 

(a) Local Level. 

The planning and delivery of the elderly services as set out in this report can be seen as a 
series of relationships, networks and interactions which has at it's core the quality of the 
relationship between the elderly person and the provider of services. 

It recognises that both the elderly person and the providers of services are active parties in 
the process and that the process requires an involvement orientated approach that has the 
Individual Care Plan and Key Worker as the base method of service provision. 

The non-acute/community services provided by the South Eastern Health Board are now 
being managed on the General Manager geographical area model. Within each of the four 
community services areas, a General Manager of community services manages the non-
acute hospital services. Within these areas, services will be organised by reference to 
inter-disciplinary teams focused on client groups, i.e. mental health services, disability 
services, elderly services, child care services and general services allied to client groups. 

Each General Manager for the community services areas will be delegated budgetary and 
service provision responsibility in line with agreed services plans. 

In the community the Public Health Nurse will be the elderly person's key worker and will 
develop the package of care for people at risk in conjunction with the area team for the 
elderly and the person's General Practitioner. Liaison services in the hospitals will be 
strengthened, as will the role of the Geriatric Liaison Nurse, to ensure a smooth transition 
for patients between hospital and community care. Admission and discharges will be 
planned wherever possible with information being provided to the patient's General 
Practitioner and Public Health Nurse. Community support services will be accessed in 
advance of discharge. Care for individual patients will be co-ordinated using a care plan 
and managed by the elderly person's key worker, the local Public Health Nurse. 

To facilitate this approach in care of the elderly, it is recommended that a Co-Ordinator for 
Elderly Services be appointed in each community care area. 

This Co-Ordinator will have responsibility for the co-ordination of all non-acute elderly 
services (residential and community based) and will pro-actively engage the acute 
services to ensure that a quality orientated, client focused, needs driven service is 
provided. 
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The Co-Ordinator will report to the General Manager for the community care area and will 
manage the budget allocated. 

The Co-Ordinator will ensure that disciplines involved in services for the elderly are 
organised on an inter-disciplinary team basis and that the principle of a community 
approach to service provision is pursued. 

The Geriatrician, Psychiatrist for Old Age, together with the Co-Ordinator for Elderly 
Services will be responsible for ensuring that the Service Plan for the elderly services is 
planned and implemented. 

(b) Regional Management Arrangements. 

To facilitate coherent policy development, service planning and operation, it is proposed 
that all elements of the various services for elderly people will become the responsibility of 
one Regional Manager and will also become the responsibility of one of the Board's 
standing committees. 

5.0 Spectrum of Services to  be Provided 

5.1 The Promotion of Healthy Ageing 

(a) The Carnegie Inquiry into the Third Age 

1. The Carnegie Inquiry into the Third Age* has found that the process of ageing is 
not determined inexorably by genetic factors, and can be greatly influenced by 
lifestyle and environment at later as well as at younger ages. 

This finding highlights the importance of Health Promotion programmes for the 
ageing population. 

2. The promotion of Healthy Ageing within this region will be fully integrated into the 
Board's Health Promotion Strategy, of particular importance in promoting healthy 
ageing will be policies affecting housing, security, social cohesion and inclusion, 
accident prevention, environmental factors and positive mental health. 

3. In pursuit of these policies, the South Eastern Health Board will, through its area 
management, have formal discussions with statutory local authorities, recognised 
voluntary organisations, established community groups and welfare organisations 
in order to prepare an action plan for the development, co-ordination and delivery 
of health promotion initiatives for the ageing, the elderly and their carers in normal 
community settings. 

4. General Practice, hospital professionals, community and public health professions 
are, through their work with patients and clients, providing health promotion and 
health education for the elderly. It is the Board's policy to provide support and 
training to these professional groupings to enhance their skills in the development 
of health promotion interventions and programmes for the ageing population. 

15 



The following is the policy of the Department of Health as outlined in the 
National Health Promotion Strategy in relation to the elderly:-

Elderly: 

Increasing the proportion of the elderly who enjoy an active, independent and 
healthy old age. 

Actions Planned in this Area: 

The development, in conjunction with the National Council for the 
Elderly, of a national programme to promote "healthy ageing" in Ireland: 
This programme will seek to promote the health and autonomy of older 
people. 

* Promoting self-respect, dignity and a positive role for older people in 
society. 

* Developing programmes that encourage pre-retirement age groups to 
remain fit, active and independent for as long as possible. 

The proposed action plans will be incorporated into the overall Health 
Promotion Strategy. 

Specific plans will include education and information programmes for:-

* Accident Prevention 

* Information Dissemination 

* Positive Mental Health 

* Participation of Older People in Planning Process of Activity 
Development 

* Social Inclusion 

* Nutrition and Diet 

The South Eastern Health Board will focus the delivery of this health promotion 
initiative mainly through its own staff and primary GP care services and by using 
buildings such as Health Centres, Day Centres and hospitals as a base for 
many activities. This will require the involvement of individuals and groups in 
being pro-active and responsive to their own health care and well being. 
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The role of the co-ordinator for elderly services will encompass the co-ordination 
of these activities. 

The Carnegie Inquiry into the Third Age of life, work and livelihood in the Third 
Age was commissioned in 1990 by the Carnegie U.K. Trust and published in 1993. 

5.2 Information Services for Elderly People 

1. The objective will be to provide an easier, accessible information service to elderly 
people which is user friendly and customer focused. 

2. The relevant information needs of the elderly and the ageing population will be 
identified and collated. This will entail networking by the Board with other 
agencies which provide service and information on health and social issues. 

3. The Board proposes to co-ordinate this information service with other information 
needs that have been identified for a range of special interest groups and users in 
the region who have similar needs. 

4. Specific support programmes on information will be developed, aimed at those 
over 55 and available locally to voluntary organisations. 

5.3 Quality Assurance in Patient Services 

The South Eastern Health Board will develop policy documents relating to the services 
provided for the ageing population in the community and in institutional settings. 

The policy documents will provide details on:-

• Clear information on how to access services in accordance with need 

• List of services available at local level 

• Guidelines on what the patients should expect when availing of service 

• Considerate and respectful care, with respect for privacy and confidentiality, religious 
and philosophical beliefs 

• Process for channelling of suggestions, compliments or complaints 

• Appeal mechanism 

• Necessary local arrangements for ease of access of family, friends, close relatives and 
carers to those in care 

• Individual care planning 

• Peer led services review on a continuous basis. 

To achieve these objectives will require the continued goodwill and support of all persons 
involved in the provision of services and care to elderly persons requiring residential or 
community service support from the South Eastern Health Board. 
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5.4 Identification of Elderly at Risk 

Each elderly person living in the community has an identifiable Public Health Nurse and 
General Practitioner. Public Health Nurses will give special attention to people aged over 
75 years in their catchment area, carrying out assessment of their physical and social well-
being. A defined standard for those elderly who are considered "at risk" will be formulated 
and used to identify elderly people who require particular ongoing attention or surveillance 
from their Public Health Nurses. The Public Health Nurse will liaise with the General 
Practitioner on "at risk" elderly people's medical needs. The Public Health Nurse will act as 
the elderly persons' at risk key worker and will involve other community care professionals 
in assessing needs and risks as required, e.g. the Social Worker for elderly services, 
Physiotherapists, Occupational Therapists or Speech Therapists. When an elderly person 
is considered at risk, a care plan will be formulated for his or her ongoing care by the care 
worker. This will be monitored by the elderly services team in the community care area. An 
appropriate information service should be developed for this service. 

5.5 Care at Home 

The major objective of services for the elderly is to support people in their own homes as 
long as is appropriate. The Home Support Services, in particular home help and home 
care service are essential in this regard. The Public Health Nurse will access home 
support services to enable people to remain in their own homes. In addition to home help 
and home care services, home support services may include access to day care services, 
home nursing service and/or twilight nursing, chiropody and access to voluntary services, 
e.g. meals on wheels and laundry service. Elderly people may require transport to be 
arranged so that they can avail of the support services. The Health Board will support this 
service as resources allow. The Public Health Nurse will organise respite in local centres 
for elderly people cared for at home by their families. 

5.5.1 Respite Care 

A minimum number of respite care beds should be available initially in each non-
acute hospital to be accessed through the co-ordinating team for the elderly 
services and made available to local Public Health Nurses for their clients who 
require respite care. 

5.5.2 Day Care 

Day care centres exist in many locations throughout the region and are usually 
provided by voluntary organisations grant aided by the Health Board. They provide 
such essential services as meals, bathing, chiropody, laundry, hairdressing, etc. 
and provide a welcome social outlet for elderly people and a respite service for 
their families. The co-ordinator of services for the elderly at local level will identify 
locations requiring further development of services and liaise with local 
communities to encourage their provision. Local Public Health Nurses will access 
day places for their clients who require this service. 

There is also a need for day services for elderly people with dementia. These 
will be developed as a priority and are described within the section in Services for 
the Elderly Mentally III and Infirm. 
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5.5.3 Therapeutic Day Care Centre 

In some locations of larger population, as part of a non-acute hospital, 
therapeutic day services will be available. These will be less acute facilities 
than the day hospital, where older people with a physical or mild cognitive 
impairment may attend for nursing care, paramedical treatment, chiropody 
and personal services. 

5.6 Care in the Community 

Some elderly people, depending on their social and physical circumstances, require 
specialised accommodation in the community, e.g. sheltered housing or welfare 
accommodation. 

5.6.1 Welfare Homes 

The Welfare Homes provided by the Board and the voluntary sector continue 
to make a valuable contribution to care of the frail elderly. Welfare Homes 
were initially developed in the 1960's and early 1970's as a solution to the 
then problem of overcrowding and poor quality accommodation in the 
Geriatric Hospitals. They were developed particularly for the ambulant 
elderly. 

With the development of sheltered housing, either by Local Authorities or by 
the provision of grant aid to local Voluntary Agencies, the need for this 
Welfare Home type accommodation has diminished. 

The development of systematic care in the elderly person's own home, as is 
proposed in this report, is likely to further diminish the demand for the 
Welfare Home beds. 

The role of Welfare Homes, both statutory and voluntary, will be reviewed 
and adapted in association with the local voluntary organisations. In doing 
this, the existence, and the further development, of sheltered housing 
accommodation and other support services will be taken into account. 

5.6.2 Sheltered Housing 

It is hoped that on-going consultation and liaison can be developed with the 
local housing authorities so that the housing needs of the elderly can be met 
in the most appropriate fashion. 

The Housing Aid Scheme, which is funded by the Department of the 
Environment, and other similar schemes make a valuable contribution to the 
housing needs of the elderly and their contribution is acknowledged. 

Housing authorities and the Department of the Environment have contributed 
greatly to the development of sheltered housing within the Board's area. It is 
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proposed that the Board will work actively with the Local Authorities and 
Voluntary Housing Organisations to further develop these services and to 
provide adequate support services to the residents of these houses. 

It is anticipated that local consultation will take place to agree on the 
provision of housing, including location and the support services required. 

5.6.3 Boarding Out of Elderly 

The system of caring for elderly personsin the community by boarding them 
out with householders who have a contract with the Board to provide the 
service has been used in a minimal manner in the region. The (Nursing 
Homes) Act 1990 has provided the legislative basis for this scheme and its 
possible extension. While the demand for this scheme is likely to be relatively 
small, it offers a valuable alternative for the care of elderly persons, 
particularly in rural areas. 

5.7 Paramedical Services 

The paramedical services e.g. physiotherapy, occupational therapy, speech and language 
therapy, psychology, social workers and chiropody provide extremely important services 
for the maintenance and improvement of elderly people's health. Each of these services 
requires strengthening at community level, the level of day hospitals, non acute hospital 
level and at acute hospital level. These services will be organised at area level across 
programmes. 

5.8 Supporting Community Effort 

One of the roles of the Co-Ordinatar for elderly services at area level will be the fostering 
of good working relationships with local communities, voluntary organisations and local 
authorities. Many valuable services for the elderly are provided by local communities. 
These need both organisational and financial support. The co-ordinator will identify areas 
where particular services need to be strengthened and work with local people in 
developing initiatives. 

In the local planning of services and identification of needs of the elderly it is essential that 
local communities are consulted and participate; encouraging such involvement will be a 
task of local co-ordinating teams. 

5.9 Extended Care 

In certain circumstances an elderly person cannot be adequately cared for either in the 
home with supports, or in the community in specialised accommodation. In such cases the 
elderly person requires residential care, which can be provided either in local nursing 
homes or in local non acute hospitals. 

To date in the South Eastern Health Board, the non-acute hospital services for the elderly 
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have been provided by the seven geriatric hospitals and the six district hospitals. In recent 
times the Nursing Homes Act has made provision for the registration and payment of 
subvention to Nursing Homes for dependent elderly who meet particular criteria. In 
addition a significant proportion of people remaining in our psychiatric hospitals are elderly. 
The need for these services is described in Section 5.13.3. 

5.9.1 District Hospitals 

District hospitals, as the name implies, are smaller non acute hospitals 
providing services for a local district or community. They have fulfilled a 
number of functions, including General Practitioner access, respite, terminal 
care and, for a small proportion of patients, a medium to long-stay facility. 

5.9.2 Geriatric Hospitals 

A majority of the geriatric hospitals are large buildings erected in the middle 
of the last century. They have evolved, over time, from being refuges for the 
poor and indigent to being geriatric hospitals with large numbers of high 
dependency patients. 

In more recent years, assessment and rehabilitation units have become an 
important part of the geriatric hospital services. Some of our geriatric 
hospitals have day centres attached. While the district hospitals have 
provided a service for all age categories, the geriatric hospitals have focused 
primarily on the elderly. However, a small number of young chronic sick are 
inappropriately accommodated on long-stay wards within the geriatric 
hospitals. The rehabilitation units of these hospitals provide a service for 
stroke victims irrespective of age, and rehabilitation for post-operative 
patients. 

5.9.3 Community Hospitals 

The concept of the community hospital was outlined in "The Years Ahead - A 
Policy for the Elderly". It suggests that the community hospital would fulfil 
three roles for the elderly. It would offer facilities to restore independence to 
elderly persons to allow them to live independently at home. It would support 
caring relatives by providing respite care for dependent elderly people and it 
would provide sensitive and sympathetic continuing nursing and terminal 
care. The report recommended that each district team for the elderly have 
access to a community hospital, providing a range of services for the elderly 
and with up to sixty beds on average. 

The fabric of many of our existing geriatric hospitals is such that we do not 
envisage them continuing to fulfil a meaningful role in respect of services for 
the elderly beyond the early part of the next century. A significant investment 
in providing suitable alternative non acute hospital services for the elderly is 
now required. 
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5.9.4 Nursing Homes 

There are currently 45 registered and approved private nursing homes 
providing 1,021 beds in the region. Of these 450 are occupied by subvented 
patients. These subvented places should be considered part of the 
complement of extended care nursing beds and should be managed within 
that context to provide a comprehensive care package for the elderly. 

Extended care beds, as the name implies, suggests that patients will be 
hospitalised for prolonged periods. For those requiring extended care, a 
choice will remain as to whether this is to be provided within the Board's 
hospitals or within the nursing home sector. It is proposed that patients' 
needs will determine appropriate placements. 

5.9.5 Proposals 

It will be important that a dynamic regime should exist in regard to the non 
acute beds. Liaison between the hospitals and community services is 
essential. In addition to the medical and nursing staff, the active involvement 
of other staff including Physiotherapists, Occupational Therapists, Social 
Workers and Speech Therapists will be essential. 

There are currently 792 geriatric long-stay beds and 450 subventive nursing 
home places in the region. The provision of geriatric long-stay beds is in 
excess of the norms of 10 per 1,000 elderly population proposed in the 
document "The Years Ahead". 

However, it has been the experience in the region that, in the absence of 
improved community and home support services, this level of 
accommodation is required. It is intended that a programme of development 
of community and home support services be progressed as a matter of 
urgency. Many of the geriatric facilities are not in good condition and it is 
intended that a network of non acute community hospitals be developed 
throughout the region, incorporating geriatric and district hospitals, as well as 
the provision of new smaller units at larger centres of population. The level of 
extended care places will be maintained as needs dictate and kept under 
review. 

It is proposed that the roles of the existing district and geriatric hospitals be 
redefined. The intention is that they will provide a local non acute hospital 
service for a defined area. We envisage the establishment of non-acute 
hospitals at a number of new locations throughout the Board area. 
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The non-acute hospital will provide the following range of facilities and 
services: 

• A step down facility to allow the early discharge from acute hospitals of 

patients who require a period of convalescent care prior to discharge to 
their own home. 

• Rehabilitation services. 

• General Practitioner access beds. 

• Respite care. 

• Terminal care/Palliative care. 

• Long stay care. 

• Care for the young dependant disabled. 

The graduated system will offer preventative, assessment, rehabilitation and 
convalescent care. It will enable patients to convalesce near home after 
complex surgery. 

5.9.6 Assessment for Extended Care 

Regional standard criteria for assessment for extended care will be 
formulated, together with standardised referral proformae. A small 
assessment team for the elderly will be established in each community care 
area and chaired by the Consultant Geriatrician. 

A patient requiring long-term care will be referred to the assessment team by 
their general practitioner or hospital consultant. A social and medical 
assessment will be carried out and in the case of nursing home subvention, a 
financial assessment will also be arranged. 

Patients requiring assessment for extended care may already have been 
admitted to the acute geriatric service, may be resident in respite or general 
practitioner non-acute hospital beds or may be resident in the community. 

The assessment team will be chaired by the Consultant Geriatrician and will 
determine the necessity, priority and location of patient admission to 
extended care beds in their area. The assessment team will meet once a 
week to consider cases referred to it and will have the required flexibility to 
request other relevant persons to join the group for particular assessments or 
for particular periods of time. 

5.10 Acute Services for the Elderly 

Older people who become acutely ill require medical care which will be provided by the 
General Practitioner in the first instance or by referral to the acute services. Hospitals will 
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provide day assessment, facilities and geriatric inpatient assessment and treatment 
facilities. 

5.10.1 Consultant Geriatrician 

Approval has now been received for the appointment of a Consultant 
Physician with a special interest in Geriatric Medicine in each acute sector 
hospital. Approval has also been received for support staff. This means that 
there will be four Geriatricians in the Board area. 

Consultant Physicians with a special interest in Geriatric Medicine 
(Geriatricians) will share the on-call arrangements with other Consultant 
Physicians. They will exercise clinical leadership in regard to a full range of 
services for the elderly. This will include clinical responsibility for in-patients 
at the general hospital, as well as responsibility for patients using other 
facilities. 

The range of facilities which the Geriatrician will have access to, and will 
clinical responsibility for, include:-

• Acute in-patient facilities 

• Geriatric in-patient assessment facilities 

• Day Assessment/Day Hospital 

In some instances the day assessment and day hospital will be associated 
with the acute in-patient facility while, in other cases, it may be located 
separately. 

It is envisaged, and will be Board policy that the geriatric in-patient 
assessment unit will provide rapid evaluation to determine the service most 
appropriate to the patient's needs. 

The Geriatrician will have a clinical leadership role in regard to step 
down/rehabilitation beds and will have an input into the Rehabilitation Units 
and, where appropriate, into services for the elderly provided at non-acute 
hospitals. 

Together with members of the Assessment Team, he/she will carry out 
assessment for those deemed to need long-stay beds, whether these beds 
are in hospitals run by the Board or in Nursing Homes. 

It is proposed that multi-disciplinary Area Elderly Teams will be established in 
each area. The Geriatrician will provide the clinical leadership and the Area 
Co-ordinator of Services for the Elderly will have day to day administrative 
responsibility. 

The above range of duties indicates a significant role for the Geriatrician in 
regard to overall elderly services in the catchment area. A balance needs to 
be struck between his/her commitment to the acute in-patient and to the 
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wider role in overall services for the elderly. For this reason protocols for 
referral to and from Consultant colleagues will need to be defined, having 
regard to the rota and on-call arrangements operational within each hospital 

5.10.2 Day Assessment Unit and Day Hospital 

In each area attached to the acute general hospital a geriatric day 
assessment and day hospital will be developed. This unit will provide 
facilities for acute assessment of patients who do not require immediate 
inpatient care and will provide the facility to monitor the health status of 
elderly people living in the community. Treatment involving medical, nursing 
and paramedical staff will be available as well as personal services such as 
bathing and a rehabilitation programme. Older people would attend this 
facility for a period of time while their care is planned and regularised. 

5.10.3 Inpatient Assessment and Care 

An inpatient geriatric assessment unit will be developed from within each 
acute hospital. This unit will be under the control of the area Geriatrician and 
will assess patients, who have been referred from General Practitioners or 
other Consultants. The assessment unit is intended to be a short-stay unit 
where the needs of elderly people can be determined and treatment given. 
In particular it will serve the needs of elderly people who have multisystem 
disease, and need the specialists skills of a Geriatrician in their treatment and 
planning of their further care. Patients will be discharged from the 
assessment unit when their needs have been identified and treatment plan 
formulated. The Geriatrician will be able to access step-down and 
rehabilitation beds in non acute hospitals, beds in the rehabilitation units and 
assessment for extended care. Close liaison with community and non acute 
hospital services will be ensured by the liaison nurse. The Ward Sister/Senior 
Staff Nurse will be designated as Hospital Liaison Nurse. This Nurse will 
work closely with the community Geriatric Liaison Nurse to ensure the 
adequate and timely provision of support services for elderly patients who are 
ready for discharge. More emphasis is required for combined discharge 
planning between Community Care and General Hospitals at the earliest 
opportunity. 

5.11 Rehabilitation Services 

The Importance of Rehabilitation Services has been recently emphasised by the 
publication of the National Rehabilitation Board's Report of the National Advisory 
Committee on Medical Rehabilitation. The report outlines the existing ways that patients 
receive Rehabilitation Services. Rehabilitation for the patients of specific specialities such 
as cardiology, paediatrics and geriatrics have been incorporated within the speciality 
service. However, there is an urgent requirement to focus on the general rehabilitation 
needs of patients with acute or chronic disabilities. Rehabilitation for post operative 
surgical patients, post acute medical patients, neurological and orthopaedic patients needs 
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to be developed locally. 

The structure of rehabilitation services in the South Eastern Health Board needs to be 
strengthened to develop and organise rehabilitation services at a number of levels, from 
rehabilitation in the community, local rehabilitation in non-acute hospitals, rehabilitation in 
acute hospitals and rehabilitation in specialist rehabilitation units including geriatric 
rehabilitation units and stroke units. Liaison with national and regional centres needs to be 
facilitated and consultant rehabilitation skills accessed as necessary. 

There is a priority need to strengthen existing rehabilitation services in both the geriatric 
hospitals and in other non-acute hospitals. Para-medical resources in both acute hospitals 
and non-acute hospitals will be increased to enable patients to have appropriate 
rehabilitation programmes and be discharged to step down beds and complete their 
rehabilitation locally in a non-acute hospital. The existing rehabilitations units in the 
geriatric hospitals will be retained and strengthened and in each community care area one 
rehabilitation unit in a non-acute hospital may develop specialised services. 

5.12 Terminal & Palliative Care 

Everyone requires care during their final illness. 

Many people, particularly the elderly, have a terminal illness, which progresses over a 
period of time. In many cases, it is preferable for patients to be facilitated to die in their 
own homes if this is their wish as indeed it is in most cases. 

Most families support their relatives at home and they need extra help in doing so from the 
general practitioner, community nursing service, home help, hospice home care and home 
care attendant. 

The local public health nurse is responsible for assessing the necessary care for patients 
in these instances. 

In the case of patients who need hospice home care, the general practitioner is 
responsible for arranging same with the hospice home care team. He/she may refer 
patients to hospital if he/she feels that this is necessary, either for acute inpatient care, 
respite care or palliative care in a community hospital. 

It is advantageous for many reasons for patients to avail of care in local non-acute 
hospitals if at all possible. In some cases, treatment in an acute hospital for a short period 
of time may be necessary. 

The Board recognises the very valuable work carried out by the Hospice/Home Care 
Teams in the South East. It is Health Board policy to support the services for the dying at 
home. In addition palliative care beds will be available for those patients who need them in 
non-acute hospitals and in acute general hospitals in the region. The present Hospice 
Home Care Teams will be maintained and strengthened. 

A consultant of palliative care medicine is to be appointed to support these services and 
liaison arrangements between the consultant service, Health Board professionals and the 
home care teams will be developed. 
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5.13 Elderly Mentally III and Infirm 

The elderly are at greater risk from psychiatric illness than younger people and, in 
particular, the incidence of depressive disorders tends to increase with age. Dementia is 
more common in the elderly than in younger age groups. 

Elderly mentally ill and infirm patients fall into two broad groups: 

1. Dementia Sufferers: 

(i) Those who do not have either severe behavioural problems or severe 
physical illnesses, who are mobile and who have a tendency to wander. 

(ii) Those who have problems with behaviour such as aggression or 
psychiatric illnesses, e.g. depression or delusion. 

(iii) Those who become immobile. 

2. Older Persons: 

(i) Who develop functional mental illness such as depression for the first 
time. 

(ii) People who have been receiving psychiatric services over a period of 
time in either community or hospital settings and as they grow older 
become frail or physically ill. 

In developing our policy the key issues that arise are:-

• How to provide care and treatment with the least disruption to the elderly person, 
whether they reside at home or in residential care; and 

• What facilities are required and where these facilities should be located 

A comprehensive response to the needs of the elderly mentally ill and infirm requires the 
development of a service in psychiatry of old age and its full integration with general 
psychiatry, medicine for the elderly and primary care services, including General 
Practitioner services. 

The primary objectives of the policy will be to provide a comprehensive range of services 
to care and support and maintain older people who are mentally ill or infirm at home for as 
long as possible and where it is necessary, to admit older people to continuing care that 
these services will, where possible, be provided within the spectrum of continuing care 
service provided for elderly persons in general. A specific focus to co-ordinate service for 
people with dementia in the community will be developed. 
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5.13.1 Services for Persons with Dementia 

The care of persons with dementia presents a particular challenge in the 
delivery of care. The need to provide a continuum of care and supports to 
assist families to maintain older people with dementia at home must underpin 
our response. 

A significant investment and restructuring within both our existing geriatric 
services and psychiatric services is required in developing a comprehensive 

service for persons with dementia and their carers. Provided that a 
continuum of care and support exists to support both the elderly person with 
dementia and their carer at home, for as long as possible, institutional 
requirements can be kept reasonably small. 

The key requirements of these services include:-

1. The provision of additional training to primary care staff in the 
diagnosis and treatment of dementia and the availability of Consultant 
Psychiatric advice to General Practitioners to assist them in the 
treatment of patients with dementia at home. 

2. The development of a core group of home helps with particular training 
to support older people with dementia in their home. 

3. The provision within the services for the elderly of:-

(a) An adequate number of day centre places for older persons with 
dementia in each catchment area, with transport support to these 
centres as required. 

(b) Dedicated day hospital places attached to the general hospital for 
the assessment and treatment of persons with dementia. 

(c) Provision within our existing hospitals for the elderly for:-

(i) Persons with dementia without behavioural difficulties but 
who cannot continue to be maintained at home. This group of 
people requires care in a safe supervised environment which 
allows them to move around under supervision. Within these 
units a number of beds should be designated as respite beds 
to provide relief and support to persons being maintained in 
the community, capable of accepting patients for short notice, 
for day or night care. 

(ii) People with dementia who are immobile and who have 
identified medical and physical problems. 

4. (a) The provision of services for persons with dementia with 
behavioural problems in a small specialised unit designed and 

28 



equipped to deal with the needs of this group. 

This unit would be under the responsibility of a nominated 
Consultant Psychiatrist in liaison with the Consultant Physician 
with Special Interest in the Elderly. 

(b) Access to dedicated number of acute psychiatric beds for 
psychiatry in old age. 

With developed day centre, day hospital and the range of 
community supports and continuing care beds as outlined above, 
the number of acute psychiatric beds required for older people 
would be relatively small. These beds should be in a separate 
area within the unit. 

5.13.2 Functional Mental Illness 

Older persons who develop a functional mental illness, e.g. depression, 
continue to have access to general psychiatric services. The primary 
objectives of these services is to care and support the older person at home 
with the support and treatment of their General Practitioner and community 
based psychiatric team and with access to acute services, day hospital, day 
centre and out-patient services as required. 

Where continuing care services are required these will be provided in 
community based residences, designed and staffed to meet the needs of 
these people. 

5.13.3 Existing Elderly Patients in Continuing Care 

The number of elderly persons in our psychiatric hospitals has been falling in 
recent years. However, there continues to be a large number of older 
persons remaining in these hospitals. It is important to ensure that services 
for these persons are developed and maintained to the highest standards. 
Many of these persons are frail and infirm and the majority of these patients 
are long-stay patients of these hospitals and are dependent on continuing 
care. 

Elderly patients within psychiatric hospitals will be assessed to determine 
whether or not they require to be cared for in the psychiatric service. 

Those who are assessed as not having an active psychiatric problem will be 
transferred to appropriate vacancies in hospitals for the elderly, when these 
vacancies exist or other appropriate accommodation, depending on their 
needs. 

It is recognised that a number of patients who transferred in past years 
from psychiatric hospitals to community residences are ageing and there is 
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an increasing demand for medical services for these older people. It is 
appropriate that the medical needs of these older persons resident in the 
community should, as with other older people, be met through the primary 
care services in the first instance and specialist services for the elderly 
including access to continuing care beds for the elderly as appropriate. 

5.13.4 Psychiatry in Old Age 

There is no Consultant Psychiatrist in Old Age employed by the Board and, 
to date, there are only four such appointments nationally. 

It is recognised that the appointment of aConsultant Psychiatrist in Old Age 
will make a very significant contribution to the development of services in the 
Board's area. Accordingly, the Board will seek the approval of both the 
Department of Health and Comhairle na n-Ospideal for the development of 
services in Psychiatry of Old Age. In this regard, it is recommended that the 
Board seek approval for additional posts to serve the Board's area. 

5.13.5 Multi-disciplinary Approach 

There is a need to develop a multi-disciplinary team approach, strongly linked 
with the voluntary sector, in responding to the specialised needs of the 
elderly mentally ill and infirm and their carers. This will include the integration 
of the input of Geriatricians, Psychiatrist in Old Age, General Psychiatry and 
nursing staff across both the psychiatric and elderly services. Additionally 
there is a need to develop paramedical services in both community and 
residential settings to support the development of this service. 

6.0 Areas of Potential Health and Social Gain in Older People 

The objective of health and social gain is reduction in avoidable and/or premature 
mortality, morbidity and for improvement in the quality of life. Health and social gain in the 
elderly is concerned with adding years to life and life to years. The United Nations World 
Assembly on Ageing, 1982, adopted the Vienna International Plan of Action on Ageing. 
It's purpose was to ensure that quality of life (i.e. life to years) was seen as important as 
quantity of life (i.e. years to life). Adding quantity and quality to life for any group requires 
strategies that ensure interventions throughout life, encompassing the range from health 
promotion to tertiary care (health promotion/prevention, diagnosis and assessment, 
treatment, continuing care and rehabilitation). Interventions in older people focus on the 
maintenance of good health and compression of major disability to a narrow band at the 
end of life. 

Adding quality to life will pose the greatest challenge. The General Household survey in 
the U.K. indicates that the extra years may be limited by disability and illness. Between 
1976 and 1988 the average life expectancy increased from 70 years to 72.4 years for men 
and from 76.1 to 78.1 years for women. However, the average period of "active life" has 
remained largely unchanged 58.2 years in men and 61.7 to 61.2 years in women. 
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The health strategy emphasises health gain and social gain and states that patients and 
clients of the health services should receive a clear benefit from their contact with the 
healthcare system. 

A renewed focus by services for the elderly on major areas of health and social gain is 
needed. The following section identifies an action plan for the major causes of ill health. 
Developing the services, protocols and multi-disciplinary focus on important diseases is a 
priority for achieving better quality of life for older people. 

Strategies for Health and Social Gain 

6.1 Summary of Recommendations for Action 

The elderly should be included in health promotion and preventive programmes. Age 
should not be a bar to preventive programmes and all possible efforts should be made to 
include older people in preventive programmes to improve their lifestyles, cessation of 
smoking, nutritional advice and their involvement in promoting a healthy environment. 

Elderly people should have the same access to services as the rest of the population. 

A co-ordinated approach between all agencies should be developed for the rehabilitation 
and continuing care of the elderly including the provision of appropriate aids, appliances 
and other equipment. 

There are a number of conditions which commonly affect older people. Based on mortality 
and morbidity data, these are identified and targeted; respiratory disease, coronary heart 
disease, stroke, cancer, locomotor disabilities and mental illness. Appendix I on the health 
status of older people identifies the important causes of ill health and disability. The other 
areas targeted are dental health, incontinence, pressure sores, leg ulcers and sensory 
defects. Good nutrition and a healthy environment are also considered necessary for 
health and social gain. A strategy for achieving social gain for each main illness has been 
developed. These are listed as action point recommendations. 

The Epidemiology and rationale for each illness strategy is more comprehensively dealt 
with in Appendix II. 

6.2 Respiratory Disease 

6.2.1 Primary Prevention and Promotion 

• Discouragement of smoking is the single most important component in 
improving respiratory health 

• Smoking cessation programmes should emphasise that it is never too 
late to give up smoking and anti-smoking programmes should involve the 
elderly 

• Immunisation against influenza is well recognised as an important 
measure to prevent disability and death from secondary pneumonia 
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6.2.2 Early Diagnosis and Treatment 

• Careful assessment of the patient and adequate and appropriate 
treatment should be implemented 

• There is a trend of rising mortality from asthma in those aged 65 and 
older and correct identification and surveillance of the condition needs to 
be addressed 

6.2.3 Treatment and Continuing Care 

• Protocols for appropriate medication and correct use of medication have 
been proven to be of benefit. These protocols should include appropriate 
guidelines on the use of home nebuliser treatment 

• There should be appropriate guidelines and assessment for the use of 
long-term domiciliary oxygen and comprehensive care plans for older 
people with chronic respiratory disease should be implemented 

• Continuing training of personnel in hospitals and the community regarding 
response to disease should be undertaken. 

6.3 Cancer 

6.3.1 Promotion and Primary Prevention 

• The main health gain target is prevention, especially for cancers with poor 
outcomes 

• Concentrated and co-ordinated efforts of all relevant organisations 
including health care workers is needed in the area of prevention 

• Smoking cessation is of proven benefit at all ages in the prevention of lung 
cancer with additional benefits in relation to gastro-intestinal and bladder 
cancer 

• Inclusion of the elderly in cancer screening programmes should be 
considered where appropriate 

• Diet is associated with approximately 33% of all cancers. Advice in relation 
to diet and cancer should be provided not only to the elderly people but 
also to those who provide meals to elderly persons 

• Preventative measures for skin cancer should encourage decreased 
exposure to sun 

6.3.2 Diagnosis and Treatment 

• Early identification of cancer with equitable access to laboratory, 
radiological and endoscopic facilities 

• Prompt and accurate diagnosis must be followed by appropriate treatment 
taking into account the quality of life for the elderly 

• Services should match cancer morbidity and mortality 

• Screening must be based on morbidity data. The main cancers in the 
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elderly are colorectal, prostate and skin. Screening for bowel cancer has 
still to be evaluated and a case has not been made for population 
screening bowel cancer. Because of the indolent nature of the majority of 
prostate cancers the benefits of screening have to be evaluated. There is 
also a debate whether breast screening and cervical screening is effective 
for those aged 65 and older 

• Early diagnosis of skin cancer has great potential for health gain 

• The South Eastern Health Board should be self-sufficient in surgical and 
chemo-therapeutic services for the major cancers. The Cancer Plan for the 
South Eastern Health Board area, when fully implemented, will provide a 
comprehensive cancer service in the region 

6.3.3 Rehabilitation and Continuing Care and Palliative Care 

• Education of the public and professionals with regard to palliative care is 
essential 

• Palliative care should be further developed in the region, the principles of 
care for older people with cancer in the terminal phases of the illness are 
no different from those who are younger, but additional factors need to be 
considered 

6.4 Coronary Heart Disease 

6.4.1 Prevention and Promotion 

• Cessation of cigarette smoking is the single most important factor in the 
reduction of morbidity/mortality for coronary heart disease 

• 10%-20% of the adult population has hypertension and opportunistic 
screening for hypertension must be undertaken 

• Measures to reduce blood cholesterol should be encouraged 

• Physical activity and the reduction of obesity should be encouraged in the 
older age group 

6.4.2 Diagnosis and Treatment 

• Education of the public in terms of awareness of the significance of chest 
pain and the procedures to be followed in chest pain 

• Training in cardio-pulmonary resuscitation for people who work in places 
where large number of people congregate 

• G.P refresher training in immediate coronary care 

• Treatment should include access to coronary care units and age should not 
be a barrier to this access 

• Protocols for early treatment with thrombolytic drugs following heart attack 
should be implemented and audited 

• Protocols for aspirin treatment after heart attack should be implemented 
and audited 
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• Access for appropriate angiography and operative treatment should be 
ensured 

• Review of drugs and equipment for cardiac ambulances should be 
undertaken 

6.4.3 Rehabilitation and Continuing Care 

• Development, implementation and evaluation of regional cardiac rehabilitation strategy 

6.5 Cerebrovascular Disease (Stroke) 

6.5.1 Prevention and Promotion 

• Hypertension is a major risk factor for stroke and control of hypertension in 
older people results in greater reduction of stroke complications than in 
other age groups 

• The greatest health gain for the elderly in the area of stroke will come from 
effective risk factor modification 

• There is a need for baseline information on prevalence and incidence at a 
community level of risk factors 

• Smoking cessation programmes, including development of appropriate 
strategies at general practice level are important 

6.5.2 Diagnosis and Treatment 

• Local stroke policies for referral, diagnosis, treatment and care are 
particularly helpful in providing clear guidance for staff, patients and carers. 
These should include cross service referral for multi-discipline assessment, 
including the use of scans 

• There is currently no agreed therapeutic agent for treatment of stroke but 
attention needs to be given to support services including physiotherapy, 
dietary expertise and speech therapy 

6.5.3 Rehabilitation and Continuing Care 

• It is particularly important that the policy addresses the question of care 
and follow-up in the community 

6.6 Locomotor Disabilities and Accident Prevention: 

6.6.1 Health Promotion and Prevention 

• Health promotion to reduce injuries and accidents 
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• Assessment of people in their own homes for safety measure and 
modification of the environment to make it safe for the elderly 

• Multi-disciplinary assessment and management of osteoporosis 

• Correction of visual impairments 

Diagnosis and Treatment 

• Early diagnosis, treatment and management of osteoarthritis 

• The elderly should have the same access to diagnostic and treatment 
facilities, including total hip replacement, as in the younger age groups 

• Early treatment of vascular complications of diabetes 

Rehabilitation and Continuing Care 

• Provision of aids, appliances including artificial limbs to elderly persons 

• Ageism should not prevent provision of physiotherapy, occupational 
therapy and other medical, paramedical and support services 

Mental Illness and Dementia 

Prevention and Promotion 

• Measures to alleviate external causes of depression i.e. social isolation, 
bereavement etc. 

• The effect of polypharmacy as the cause of delirium and confusion needs 
to be addressed 

Diagnosis and Treatment 

• Early diagnosis and adequate treatment of depression and anxiety states, 
particularly in primary care 

• Multi-disciplinary assessment of dementia and identification of underlying 
causes, social causes 

• Assessment of community support facilities 

Rehabilitation and Continuing Care 

• Community support services, respite care, long term institutional care need 
to be developed 
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6.8 

6.8.1 

Incontinence 

Prevention and Promotion 

• The provision of specialised teams for the promotion of continence 

• Promoting women's health by availability and access to post-natal 
exercises and treatment 

6.8.2 Early Diagnosis and Treatment 

• Incontinence is a symptom of an underlying condition and a precise 
medical diagnosis is essential in all cases to establish a treatment plan 

• The provision of specialised continence clinics to advise on the treatment 
options available to patients 

6.8.3 Rehabilitation and Ongoing Care 

• Provision of nurses with specific training in the management of 
incontinence 

• Training and updating in aids and management of incontinence to Public 
Health Nurses and other support personnel 

6.9 Environment 

• Improve housing conditions of the elderly 

• Increase in the fuel allowance 

• Methods to improve security and social isolation 

6.10 Nutrition 

• Provision of appropriate dietician services for health promotion and early 
assessment of nutritional problems 

• Provision of nutritional advice to persons with chronic illness and their 
carers 

6.11 Oral Health 

6.11.1 Prevention and Promotion 

• Maintenance of a proper and adequate diet 
• Oral hygiene 
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6.11.2 Diagnosis/Treatment 

• Regular Dental Attendance 

6.11.3 Rehabilitation and Ongoing Care 

• Annual review of an individual's dental condition 

• Provision of dentures 

6.12 Vision 

6.12.1 Prevention and Promotion 

• Easy access to assessment for visual problems and annual ophthalmic 
assessment of those patients with diabetes and glaucoma 

• Screening of 1st degree relatives of glaucoma patients 

6.12.2 Diagnosis and Treatment 

• Early referral to trained ophthalmic physicians for diagnosis and treatment 

• Appropriate treatment of cataracts 

• Early referral to services especially refraction clinics 

6.12.3 Rehabilitation and Ongoing Care 

• Provision of visual aids 

• Follow-up after surgery 

6.13 Hearing 

6.13.1 Prevention and Promotion 

• Education regarding noise 

• Reduction of exposure to noise 

6.13.2 Diagnosis/Treatment 

• Screening for hearing loss 

• Early referral to Specialist Service 

• Review of referral procedures 
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6.13.3 Rehabilitation and Ongoing Care 

• Provision of hearing-aid and other equipment 

• Monitoring of hearing-aid usage 

6.14 Pressure Sores 

6.14.1 Prevention and Promotion 

• Training in prevention and assessment for staff involved in patient care 

• Education and information to patients about care or the risk of development 
of pressure sores 

6.14.2 Diagnosis/Treatment 

• Early diagnosis and active management of pressure sores 

• Protocols for the treatment of pressure sores 

6.14.3 Rehabilitation and Ongoing Care 

• Use of pressure relieving appliances 

6.15 Leg Ulcers 

6.15.1 Prevention and Promotion 

• Maintenance of adequate nutrition and diet 

• Advice on smoking cessation, exercise and weight reduction 

6.15.2 Diagnosis/Treatment 

• Development and adoption of guidelines for the diagnosis and treatment of 
leg ulcers 

• Early referral to specialist clinics for assessment 
• Provision of suitable compression bandages and hosiery 

6.15.3 Rehabilitation and Ongoing Care 

Regular follow-ups at Community Clinics 
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6.16 Diabetes: 

6.16.1 Prevention and Treatment 

• Avoidance of obesity 

• Physical exercise 

• Avoidance of drugs that impair the glucose tolerance 

6.16.2 Diagnosis/Treatment 

• Screening of older people for diabetes using agreed criteria 

• Screening for ophthalmic and other complications for all known diabetics 

• Specialist and multi-disciplinary assessment 

• Adequate blood sugar control 

6.16.3 Rehabilitation and Ongoing Care 

• Structured multi-disciplinary shared care 

• Patient education and involvement in care 

• Diet and education 

• Footcare education 

6.17 Conclusion: 

The allocation of resources to health and social gain has to be based on the needs of the 
population and the health gain that these can provide. In the past, this allocation has been 
based on historic practices. However, there has been a re-orientation of thinking on how 
health and social care should be organised, with the emphasis placed firmly on an 
assessment of population need. This was initiated by the World Health Organisation's 
Health for All 2000 which influenced the thinking of many governments. The Department of 
Health's "Shaping a Healthier Future", "The Health of the Nation" strategy in England and 
the "Strategic Intent and Direction for the N.H.S." in Wales have in common the need for 
re-orientation towards Health and Social care service provision based on the needs of the 
population. 

Our committee has gathered the information that is available to describe health need or 
social need within the elderly population in the region. The survey has used validated 
measures, in particular measures of elderly people's ability to perform basic activities of 
daily living, aspects of functional capacity and quality of life. These are indicators of 
dependency which can provide insights into the quality of additional years of life in all ages 
as life expectancy increases. They can also serve as outcome measures for care 
programmes whether curative or rehabilitative. 

The aims of services for the elderly are to increase the number of years of life which are 
free of chronic disease, disability or loss of functional capacity, to reduce and postpone 
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mortality due to specific causes that have been outlined in the report, to improve outcomes 
of acute illness which are amenable to intervention, and toimprove the quality of life and 
functional capacity in elderly people who have problems which are correctable through the 
application of medical technology. These would result in health gain. Measures to increase 
the levels of independence and quality of life of all people with loss of functional capacity 
or frailty would result in social gain for the elderly. 

7.0 Priority Developments 

The review has identified areas which require priority development to enable the objectives 
of the review to be met. It will be the responsibility of each area manager in conjunction 
with the area Co-Ordinator for Elderly Services and the elderly area team to develop an 
action plan appropriate for the area to implement this policy. 

Community services must be strengthened, in particular the home help service, home care 
attendant service, together with day care, respite care and para-medical services all of 
which need considerable investment. Elderly people at risk will be identified and have a 
care plan and key worker to ensure their care is co-ordinated. 

The Public Health Nurse will act as key worker and will develop a care plan for each 
elderly person at risk. 

Enhanced support for community and voluntary organisations caring for the elderly must 
be provided. Sheltered housing and voluntary housing schemes need to be encouraged 
and supported with health board services. 

Assessment services at each level need to be formalised and resourced to ensure equity 
and that services are tailored to meet individual needs. 

A network of non-acute hospitals will be developed, using existing geriatric and district 
hospital facilities, together with any new developments. 

The non-acute hospital will provide the following range of facilities and services: 

• A step-down facility to allow the early discharge from acute hospitals of patients who 
require a period of convalescent care prior to discharge to their own home 

• Rehabilitation services 

• General Practitioner access beds 

• Respite care 

• Terminal care 

• Long-stay care 

• Care for the young dependent disabled 

Current numbers of non-acute hospital places will be maintained and will be redefined to 
meet the needs of long-term care, rehabilitation, respite and terminal care and G.P. beds in 
the context of the range of non-acute hospitals as described above. 

Consultant geriatric services will be developed in each area together with geriatric 
inpatient assessment, day assessment and day hospital facilities. Rehabilitation services 
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will be strengthened and numbers of places increased. 

A spectrum of elderly mental health services will be developed including diagnosis, 
community supports, respite, day care and long-term placement for elderly people with 
dementia or dementia or behavioural disorders. A Consultant-led psychiatry of old age 
service will be developed. 

The Health Board will develop programmes to promote healthy ageing. 

The Service will focus on causes of ill-health in which health or social gains could be 
achieved. The committee has identified the major potential areas for health and social gain 
and has developed strategy and action points for each. 

In formulating the Review the South Eastern Health Board has made efforts to involve the 
consumer in the planning process by inclusion of representatives on the Committee, 
inviting contributions and carrying out a survey of elderly people's needs and health status. 
The Board will continue to involve the consumer by the appointment of an advisory group 
on the elderly and continued evaluation of services by surveying consumer's views. 

Regional Management Arrangements. 

To facilitate coherent policy development, service planning and the operation of services, it 
is proposed that all elements of the various services for elderly people will become the 
responsibility of one Regional Manager and will also become the responsibility of one of 
the Board's standing committees. 
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Appendix I 

THE HEALTH STATUS OF OLDER PEOPLE 

To enable the committee to target areas for health gain, it was decided to collect 
information on the health status of older people, this included the identification of key 
sources of data. Mortality rates, admissions to hospital in the SEHB region, and data from 
national and international sources were examined. 

The report of the Welsh Planning Forum was considered, and data from the Kilkenny 
Health Project was used to determine the incidence of myocardial infarction and stroke. A 
health status survey was carried out on a sample of the GMS population of the region, 
approximately 69% of the people over 65 years hold medical cards. 

The mortality rates by age and sex are summarised in Figures 1, 2 and 3, and the rates in 
the region are compared to national figures for the major causes of mortality. No significant 
difference was noted between the South Eastern Health Board and the national figures for 
either total deaths or the main causes listed. 

Age Specific Mortality Rates per 1000 of the Population 1994 Data 

National Regional National Regional 

Male Male Female Female 

Population 65 - 74 6.28% 6.58% 7.34% 7.59% 

Population > 75 3.63% 3.64% 5.60% 5.60% 

All Causes 65 - 74 40.44 40.29 22.56 23.18 

All Causes > 75 122.87 127.91 94.87 91.44 

Cor Hrt Dis 65 - 74 13.39 14.77 5.16 5.06 

Cor Hrt Dis > 75 32.85 36.12 3.24 23.45 

Cancer 65 - 74 12.08 11.07 7.48 7.91 

Cancer > 75 23.36 24.3 14.13 13.94 

Resp Dis 65 - 74 1.89 1.96 1.2 1.67 

Resp Dis > 75 12.36 15.07 10.93 12.8 

Stroke 65 - 74 2.65 2.74 2.12 2.64 

Stroke > 75 11.57 12.65 13.14 13.84 

Figure 1 
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The main causes of mortality are coronary heart disease, cancer, respiratory disease and 
stroke. In the 65 to 74 age group, the proportion of deaths from coronary heart disease is 
higher in while deaths and from cancer is higher among in women. Coronary heart 
disease accounts for a third of all deaths in men in this age group. 

Age Specific Mortality Rates 65-74 Years 

All Causes Cuncer Coronary Hit Disease Stroke Respiratory Disease 

L _ 3  National Male M B  Regional Male H I  National Female (ZZ3 Regional Female 
per 1000 or population 

Figure 2 

For both men and women deaths from respiratory disease form an increasing proportion of 
all deaths, rising from less than 5% in the 65 to 74 year age group to almost 12% in those 
over 75 years. 

Age Specific Mortality Rates Over 75 

All Causes Cancer Coronary Hrt Disease Stroke Respiratory Disease 

\ i National Male I B B  Regional Male H National Female I I Regional Female 
1991 Census 
1994 Mortality Data 

Figure 3 
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Figure 4 shows the proportion of deaths due to coronary heart disease, cancer and stroke 
in the region. The proportion of deaths due to stroke increase with age in males but the 
proportion of deaths due to cancer and coronary heart disease decreases in men over 75 
years. In women deaths due to coronary heart disease and stroke increase with age, but 
the proportion of deaths due to cancer decreases in women over 75 years. 

Mates 75 years and over 

Males 65to 74 years 

(39.2%) CORONARY HRT C 

(8.0%) STROKE 

(9.3%) STROKE 

(19.0%) CANCER 

(28.7%) CORONARY HI 

(43.0%) OTHERS 

(27.7%) CANCER (25.1%) OTHERS 

Females 65-74 years 

(11%) STROKE 

(34%) CANCER 

(22%) CORONAR 

(33%) OTHERS 

Females 75 years and over 

(15%) STROKE (26%) CORONARY 

(15%) CANCER 

(44%) OTHERS 

Figure 4 

It must be stressed that all the comparisons on mortality are constrained by reduced 
accuracy of certification of cause in the older age groups, ( Pneumonia is often specified 
as the underlying cause of death in the very elderly, making an assessment difficult). 
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Morbidity data was collected for admissions of people from the region to hospitals in the 
South Eastern Health Board region and is summarised in figure 5. The most common 
causes of admission to hospital were musculoskeletal diseases including injuries, 
circulatory diseases, respiratory disease, diseases of the digestive system, cancer, genito
urinary diseases and metabolic nutritional and endocrine diseases. 
Per 1000 of population 

Figure 5 

Admissions to Hospital SEHB(HIPEdata) 1994 
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65-74 Yrs 75-84 Yrs 85 yrs & over 

0 Cancer 

B Ore Sy ex Stroke 
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• Dig Syst 

Bl Genit/Urin. Syst 

O &idcr/teitr/Met 

0 IVtisc/Skeletal, 

• Injuries 

B Stroke 

D Cataract 

• Others 

Per IflOO o!"population 

Figure 6. shows the admission to hospitals in the South Eastern Health Board region for 
the various types of cancer. 

65-74 Years 

(8.9%) Oes/Stomach 
(16i5%) ColorVRoctum 

(7-1%) Breast 

(17.3%) Skin 
(6.8%) Prostate 

(11.0%) Lung 

(10.5%) Blood 

(21.8%) Others 

75-84 Years 85 Years and over 

(14.6%) ColorVRoctum 

(8.7%) Breast 

(15.7%) Skm 

(13.6%) Prostata 

(8.4%) Oes/Stomach 
(9.8%) lung 

(6.2%) Blood 

(23.0%) Others 

(14.9%) ColorVRoctum 
(1.5%) Breast 

(23.9%) Skin 

(9.0%) Oos/Stomach 

(9.0%) Lung 

(3.0%) Blood 

(16.4%) Others 

(22.4%) Prostate 

Figure 6 
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Cancers are the 5th most significant cause of admissions to hospital. Cancers as a 
proportion of admissions to hospital decreases in the very elderly, and the type of cancer 
differs with increasing age. 

The proportion of cancers of the skin and prostate increases with age, while cancers of the 
breast and lung decrease. Cancers of the colon and rectum form a large proportion of 
cancers in the elderly. 

However these figures need some caution in their interpretation. If a patient is admitted to 
the same hospital with the same diagnosis on a number of occasions, it is taken as one 
case but if a patient is admitted to another hospital with another ID code number, He/she 
could be counted twice. Patients treated in hospitals outside the region are also not 
counted. 

A study of the health status of older people was carried out in the South Eastern Health 
Board region, the survey was carried out on a random sample of the GMS population over 
the age of 65 years. Data was collected on the demography, housing and health service 
usage. The questionnaire also included the SF-36 which is a measurement of quality of life 
and health status, and the Barthel index which is a measure of activities of daily living and 
of mental and physical disability. 

This survey was part of the Tipping the Balance network study of health and social care in 
the elderly across Europe. The study was carried out in 9 centres in 6 countries, West 
Glamorgan, Dudley and North Staffordshire in the United Kingdom; Barcelona and 
Andalusia in Spain; Jamtlands in Sweden; Porvoo in Finland; Istria in Croatia; and the 
South Eastern Health Board in Ireland. 

In our survey 617 people were interviewed, 62% male and 38% female. The sample was 
stratified to reflect the proportion of people in three age groups in the population, 54% 
were aged between 65-74, 36% between 75-84, and 10% over 85 years. 

The main instrument used to determine health status was the SF36. This is the short form 
of the medical outcomes study functioning and well-being profile. The 36 items are used 
to compute 8 domains, general health perception, bodily pain, mental health, physical 
function, social functions, role limitations due to physical problems, role limitations due to 
emotional problems and vitality. 

The results are summarised in figure 7 and the chart shows comparison with some of our 
European colleagues. 

SF 36* 

G.H.Percep 64 

Bodily Pain 72 

Ment Hlth 78 

Phys Funct 58 

Social Funct 80 

R.L. Phys Pr 65 

R.L. Emot pr 75 

Vitality 61 

too 
Oft 

SocQ Fund RX. toy* Pi R.L. Emot pr Vitality 
B H  Andalusia 

H H  Jamtlands 

CKH.Perap BodByPim MarTfflQi 
I i t Sooth Eastern Health Board H I  

\ t Porvoo • 

Ptgi* Funct 
Wejt Ohm organ 
Istria 

61 

Figure 7 
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As the figure shows we do well in the health status of our older people compared to many 
of the other centres. 

Our survey also enquired as to how people felt about their own health. 80% indicated that 
they still enjoyed life, over 50% said that their health was good or excellent and only 9% 
felt that their health was poor. However, when they were asked if they had a long standing 
disability 62% stated that they had and 70% of them indicated that this disability limits their 
activities. Perhaps the reason for this is the perception of older people that disability is part 
of growing old and they do not feel that disabling conditions like arthritis constitute ill-
health. Disability which limits the activities of older people rises with age from 
approximately 30% in the 65 - 74 year age group to nearly 50% in the over 85 year olds. 

The study also measured health in terms of function. The Barthel index of the activities of 
daily living in relation to activities like dressing, bathing, going to the toilet, continence of 
faeces and urine, transferring (from bed to chair) and feeding were appraised to determine 
independence. 

The functional capacity was also used to measure potential need by putting the person's 
need for help into three subdivisions based on the degree of frequency of help required 
into "long interval", "short interval" and "critical interval" need. 

This method of measurement is based on the "interval" of time which elapses between 
necessary periods of help. For example, certain tasks such as shopping or cleaning need 
to be carried out only once every 24 hours or less. The inability to perform these tasks 
results in a "long interval" need. In contrast an elderly person who cannot get out of a chair 
and has to go to the toilet has needs which arise at unpredictable intervals and requires 
continuous help, has "critical interval" needs. Other basic tasks such as preparing food or 
drink must be carried out every few hours, "short interval" but are not critical in the sense 
that they do not have to be performed at precise times. 

The results of the activities of daily living are summarised in Figure 8. 

Activities of Daily Living 

SEHB 65 - 74 years 75 - 84 years 85 years and over 

Dependent in some activities 28 (8.4%) 21 (9.3%) 16 (26.7%) 
Needs some help with activities 12 (3.6%) 24 (10.6%) 18 (30%) 
Independent in all activities 293 (88%) 181 (80.1%) 26 (43.3%) 
Long Interval Need 5 (1.5%) 3 (1.3%) 2 (3.3%) 
Short Interval Need 16 (4.8%) 9 (4.8%) 6 (10%) 
Critical Interval Need 7 (2.1%) 9 (4.8%) 8 (13.3%) 

Figure 8 

There is an increased dependence with age, 88% of 65-74 years are independent while 
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43% of people over the age of 85 are independent. Help was required at long intervals by 
1.5-3.3%. 4.8-10% need help at short intervals and 2 to 13% have critical or continuous 
need of help. As expected the need for continuous help increases with age. The people 
who were dependant in the activities of daily living, were asked how often help was 
available to them. 23% of the people who needed help said that this help was never 
available to them when they needed it. 

Figure 9 shows a comparison of S.E.H.B. with other Centres with regard to disability. 

Figure 9 

The South Eastern Health 
Board ranks 2nd in the table 
for absence of disability but 
there is no significant 
difference between the 
centres except for Istria 
(Croatia) 

} G r o u p * d  B a r t h e l  l ndax" |  

S E H B  J a m t l a n d  Is t r ia  
W a s t  G lam organ  Po rvoo  Anda lus ia  

S c a l e  f r o m  0 t o  20 ,  
t o t a l  d isab i l i ty .  2 0 »  c o m p l e t e  Independence  

The survey also included service needs and service utilisation by the elderly and the 
results are set out in the tables and compared with our European colleagues. Table I 
shows usage by SEHB residents of medical services and the position vis-O-vis their 
European colleagues. 

Table I - Use of Medical Services 

SEHB Range Position 
Ranked SEHB 

Attended doctor in 
past 12 months 

91.6% 74.4% - 91.6% 1st 

Hospital In-Patient 
in past 12 months 

24.2% 15.1%-25.4% 2nd 

Hospital Out-Patient 
in past 12 months 

37.9% 43.6% - 27.9% 4th 

Attended GP in past 
12 months 

90.2% 90.2% - 68.5% 1st 

Attended GP in past 
3 weeks 

78.9% 78.9% - 41.8% 1st 

Table I shows that compared with their colleagues, the Irish residents avail of a high level 
of medical services. Almost 4 out of 5 had attended their G.P.'s in the last three weeks. 
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The use of medication is shown in Table II. 

Table II - Use of Different Medications in the last 3 months 

Grouped Tables SEHB Position Compared to  
Others Ranked 

3 - 4 types 5.1% 9th 
5 types and over 1.3% -

Tablets taken Yesterday 
None 24.5% 2nd 
1 - 2 67.1% 6th 
3 - 4 types 7.2% 7th 
Over 5 types 1.1% -

Despite being in the high range of user of medical services, the elderly residents of the 
SEHB, compared with their colleagues, were relatively low users of medications. 

The use of paramedical services, visits by nurses, attendance by physiotherapists, 
chiropodists is shown in Table III. 

Table III - Use of Services Provided by Professions Allied to Medicine (PAM) 

No. of Nurses visits in 
past 4 weeks 

SEHB Range Position 
Ranked SEHB 

No visits 86.2% 64.3% - 93.2% 5th 

1 - 5 visits 11.7% 5.7% - 35.2% 5th 

6 - 1 0  visits or more 1.8% 0.3% - 1.8% 1st 

10 or more 0.3% 0% - 1.8% 4th 

Physio in past 4 weeks 3.1% 1.3% - 10.4% 6th 

Attend Chiropodist 35.2% 49.9% - 4.4% 6th 

Attended Chiropodist 
in past 4 weeks 10.2% 21.5% - 1.3% 8th 
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The services listed in Table III, as compared with Table I, are more of a 
supportive/preventive nature. In their use of such services, particularly if nursing services 
were excluded, the Irish elderly received less supportive/preventative services than their 
European colleagues. 

Table IV - Dental Services 

SEHB Range Position 
Ranked SEHB 

Own teeth 35.5% 26.7% - 69.7% ,7th 

Attended dentist: 
Last month 

3.0% 9.0% - 1.7% 7th 

Last year 12.1% 9.4% r 28.1% 8th 

Last 3 years 9.3% 7.6% - 20.2% 8th 

> 3 years ago 75.5% 75.8% - 43.5% 2nd 

Table IV shows the use of dental services, these services were used less in the SEHB 
than in many other centres. 

In addition to services, other measures which can help indicate both health and health 
care support include the use of vision and hearing aids and screening for the need of such 
aids. 

Table V - Aids and Screening for Vision and Hearing Aids 

SEHB Range Position 
Ranked SEHB 

Eye test < 3 years 
ago 

64.4% 30.7% - 69.9% 5th 

Wears glasses 89.4% 60.7% - 95.8% 6th 

Hearing test 
< 3 years ago 

11.5% 10.5% - 32.5% 8th 

Wears hearing aid 5.3% 1.8% - 13.9% 6th 

While some of the differences in use of aids listed in Table V are due to screening/testing 
procedures, policies of identifying vision and hearing problems among the elderly need to 
be examined. 
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Table VI shows the level of home support services i.e. support available within the house; 
outside help with cooking and cleaning, outside help with financial affairs, meals brought to 
house, meals brought to house at least 3 times weekly and outside help with washing and 
cleaning. 

Table VI - Use of Supports in Home 

SEHB Range Ranked 

Outside help with cooking 
and cleaning 

10.7% 27.6%-6.7% 7th 

Outside help with financial 
affairs 

1.2% 11.9% - 1.2% 9th 

Meals brought to home 4.8% 16.9% - 0.8% 7th 

Meals brought to home > 
3 weeks 

4.1% 12.6% - 0.8% 5th 

Outside help with washing 
and dressing 

4.4% 15.0%-2.3% 8th 

An interpreting the above table care must be taken not only in view of differences in health 
service organisation but also in community and family support. However, in terms of usage 
of formal community supports, as evidenced above, the residents of the SEHB score in the 
lower ranges in all aspects. In addition to the use of formal community supports is the 
availability of help when needed. The study showed that help was never available for 23% 
of elderly who needed it. 

Data from the W.H.O. Health for All Database was compared to the other countries that 
participated in the T.T.B. study except for Croatia (for which data was not available). Life 
expectancy at birth and at 65 years of age was compared to the other countries. Figures 
10, 11 and 12 show the population trends and the life expectancy from 1970 to 1991 (1992 
in some cases). 

The percentage of elderly in Ireland dropped slightly between 1970 and 1985 but is 
gradually increasing again (Figure 10). In the other countries, there has been a rise of 
between 3% - 5% in the proportion of people over 65. The reason for the small rise in the 
population of the elderly in Ireland compared to the other countries was due to the high 
birth rate in Ireland, but with the drop in the birth rate, the proportion of the elderly will 
show a much greater increase. It is expected that the population of the elderly will rise 
from 11.4% in 1991 to 14.1% in 2011. 

The life expectancy at birth has risen by 4.4 years between 1970 and 1991 (Figure 11), but 
the life expectancy at age 65 has only increased by 1.8 years during this period. Both the 
life expectancy at birth and at age 65 is increasing in all countries, birth life expectancy in 
Ireland is keeping pace or catching up with improvements elsewhere. While at 65 years, 
Ireland is not improving at a similar rate. The gap in life expectancy between our elderly 
and those in Europe is widening (Figure 12). We do badly compared to the other countries 
in the study, and the E.U. average in relation to life expectancy both at birth and at 65 
years. 
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Appendix II 

HEALTH AND SOCIAL GAIN AREAS 

RESPIRATORY DISEASES 

Introduction 

Respiratory diseases are defined as those conditions which lead to the dysfunction of the 
whole or part of the respiratory system. Their importance lies in their effect on health, 
disease and in the wider context, death and the economy. They affect at least to a minor 
degree, virtually everyone in the population. The burden of respiratory disease lies 
particularly heavily on older people. Nine out of 10 deaths from respiratory disease occur 
in older people with an overall peak in mortality in the 75 - 84 year old age group. Chronic 
respiratory disease rises in men from the age of 65 years with a peak rate of 150 per 1000 
among those aged 75 years or older. The pattern for women is similar. 

Most chronic respiratory disease is due to chronic bronchitis and emphysema, almost 
entirely associated with cigarette smoking. Respiratory diseases constitute approximately 
25% of the hospital admissions and form a large part of general practitioner work. To 
achieve significant health gain, prevention, especially of smoking related disorders is 
especially important. Factors which influence respiratory disease include:-

* Age: Lower respiratory tract infections increase with increasing age especially after 
middle age. 

* Cigarettes/tobacco. 

* Season e.g. pollen in Spring and Summer, influenza in Winter. 

* Infection: Much of the mortality due to lower respiratory tract infections is due to 

bacterial pneumonia despite their being sensitive to antibiotics. Viral pneumonias are 

also increasing. Tuberculosis has not disappeared especially among our elderly citizens. 

* Environment: Air pollution, passive smoking, occupational history and traffic pollution. 

* Other diseases: lowering resistance, contributing to immobility etc. 

* Genetics: including their inter play with other factors. 

To measure health gain, numeric targets should be set, however these are not possible at 
the moment due to the limitations of existing morbidity datasets. Morbidity information 
systems i.e. not just hospital admissions across the entire health sector are needed. 

HEALTH AND SOCIAL GAIN AREAS 

Primary Prevention/Promotion 

1. Discouragement of smoking is the single most important component in improving 
respiratory health. The major area of health gain for the elderly is in their 
preparation for older age including never smoking or sooner rather than later joining 
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the ranks of ex-smokers. It should be emphasised to older smokers that it is never 
too late to give up. Anti-smoking programmes whether within the community or 
institutions must ensure equality of access for young and old. Measures on smoking 
should include exposure to passive smoking including smoke free areas (these are 
especially important in the homes of elderly people especially those at risk i.e. those 
with pre-existing lung diseases). This should be emphasised to families and friends. 
Smoke free environments are important for elderly people including when entering 
institutions be they acute hospitals or nursing homes. To achieve these, measures 
which include education, enforcement and monitoring of existing legislation and 
further developing, strengthening and supporting smoking cessation strategies are 
needed. 

2. Immunisation against influenza is well recognised as an important measure to 
prevent further disability and deaths from secondary pneumonia. In one Irish study, of 
people aged 65 years and older living alone, the vast majority of the elderly had 
never heard of or been offered the flu vaccine despite multiple contacts with General 
Practitioners and other health care workers. An influenza immunisation programme 
with a target uptake of 90% of the defined high risk population should replace the 
current ad hoc programme. 

3. Compliance with and information on prescribed appropriate medication is an area 
which needs attention, as is assessment of TB status and risk of TB re-activatio,n, 
and developing and monitoring protocols for pneumoccocal vaccinations. 

Secondary Prevention/Diagnosis and Assessment 

1. Careful assessment of any patient, including measures of vital capacity, sputum 
analysis, etc. With symptoms due to possible respiratory diseases, it is essential to 
avoid inappropriate treatment. 

2. Careful diagnosis of any patient with respiratory symptoms is needed if effective help 
is to be offered. Breathlessness, wheeze and cough though commonly reported in 
older people should never be dismissed as part of the ageing process. The majority 
of respiratory diseases will be assessed within the community and it is here that 
information and education programmes should be targeted. Local protocols which 
adapt recommended international best practice for the identification and treatment of 

r espiratory diseases are needed for all age groups. 

3. There is a worrying trend of rising mortality from asthma in those aged 65 years and 
older in the U.K. Correct identification of asthma can pose particular challenges as an 
individual ages both in its clinical diagnosis and in the technical demonstration of 
reversible airway obstruction. At a local level, this may need particular surveillance 
both of hospital admissions and death certifications. 

4. Initiation and monitoring of treatment requires staff to be trained in assessing 
pulmonary function of older people and in the strength and limitations of various 
inhaler systems available especially for those who may have other disabilities. 

5. It is recognised that with increasing breathlessness, mobility generally declines and 
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the individual moves towards first being house bound and then confined to a room. It 
may be difficult for such people to attend hospital outpatient departments. They may 
also face frequent hospital admissions. The health services should offer help before 
the spiral of social isolation and physical disability develops. Where such disability 
exists, the health services offered should take account of their appropriateness for a 
particular client. 

6. Community health care services for people with respiratory disorders is especially 
important given that the majority of respiratory diseases occur in the community. 
Such services include health promotion and education, both of family and patients on 
appropriate care and also effective GP, hospital and paramedical liaison. 

7. Ageism, not just among health care workers but also among patients, their family and 
public in general, needs to be tackled both by specific education and media 
promotion of a positive image. 

8. Community paramedical services including that of physiotherapy should be available 
for older people with respiratory diseases. 

9. Community services including meals on wheels, home help and nursing services 
should be available whether on short or long term basis for older people with acute 
flare ups of respiratory diseases, where in their absence a hospital admission may be 
necessary. 

10. As for any age group nosocomial infections, especially pneumonias are important in 
older people. Their prevention, diagnosis and monitoring needs both an active 
surveillance system and protocols for management. 

11. Older hospital patients particularly post op patients are at a high risk of pneumonia. 
Prevention and treatment should be part of an active audit cycle. 

Treatment and Continuing Care 

1. Protocols for appropriate medication and correct use of medication have proven of 
benefit elsewhere. 

2. These protocols should include appropriate guidelines for the use of home nebuliser 
treatment. 

3. There should also be appropriate guidelines on assessment for the use of long term 
domiciliary oxygen. 

4. Malnutrition may occur in patients with chronic airways disease and respiratory failure. 
An understandable nutritional advice leaflet (for patients and carers) is an important part 
of the care of the patient. 

5. Comprehensive care plans for older people with chronic respiratory diseases (i.e. high 
risk) should be developed. The areas which they should address include:-

58 



a) Use of long-term oxygen. 
b) Accurate diagnosis. , 
c) Appropriate use of medication. 
d) Adequate monitoring of efficacy of treatment. 
e) Community/hospital rehabilitation programmes where appropriate. 
f) The role and training of specialist respiratory nurse and physiotherapists in hospitals 

and in the community. 
g) The role of the community pharmacist in informing inhaler techniques of patients 
h) Smoking cessation. 
i) Multi-disciplinary assessment and intervention. 
j) Adequate domestic heating, minimisation of social isolation, carer support and 

involvement of voluntary organisations. 
k) Early warning signs of flare ups with quick access to appropriate services. 

6. System for the rapid dissemination of information from laboratory of current 
organisms and their appropriate treatment. This also applies to the previous section. 

7. Inter-active information exchange both from the community, general practitioner, 
hospital, patients, x-rays and laboratory. 

CANCER 

Introduction 

Cancer is not a single disease but a family of similar diseases which affect different parts 
of the body. Symptoms, survival rates and treatment for different cancers vary greatly. The 
majority of human cancer is potentially preventable although risk increases with age. 
Mortality is only the tip of the iceberg. However, figures on morbidity and cure are harder to 
obtain, although with the establishment of the Irish Cancer Registry, this should improve. 
All patients with cancer can be treated. This can add years to life and life to years. 

Approximately 60% of all cancers occur in older people. Some are relatively less common 
in this age group for e.g. primary cancers of brain and bone, thyroid cancer and Hodgkin's 
lymphoma. Others are relatively more common for e.g. cancer of the prostate, colon, 
rectum and skin. Prostate, colon, rectum and skin cancers are conditions where either 
prevention or early treatment greatly improves prognosis. With increasing numbers of 
elderly in the population the need for a full range of appropriate cancer services will 
continue. Since older peoples life expectancy is still considerable, there is need to 
overcome any conscious or sub-conscious ageism by health care workers, clients or the 
public and to consider appropriate curative and screening procedures for the older age 
group. 

HEALTH AND SOCIAL GAIN AREAS 

Overall 
1. All services from promotion through to palliative care must be as a developed 

partnership between health care workers and consumers of services. 
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2. Audit/Quality Assurance. This should include the full range from screening, diagnosis, 
treatment and palliative care and include the laboratory services, linkages between 
services, cancer registry information, etc. 

3. Information public. 
4. Education of the public in regard to attitudes to cancer. 

Promotion/Primary Prevention 

1. The ultimate health gain target is prevention especially for some cancers with poor 
treatment outcomes for e.g. lung cancer. Therefore, concentrated and co-ordinated 
efforts of all relevant organisations including health care workers are needed in this 
area both for the elderly and the general population. This includes issues such as 
exposure to tobacco smoke. 

2. Avoidance of risks associated with cancer and early identification of the disease are the 
key to reducing mortality as well as morbidity in young and old alike. Educational 
instruments such as the European Code against Cancer should be available for all age 
groups. 

3. Smoking cessation is of proven benefit at all ages in the prevention of lung cancer with 
additional smaller benefits in relation to gastro-intestinal and bladder cancer. 

4. Inclusion of the elderly in screening programmes should be considered where 
appropriate. 

5. Prevention or early detection of cancer must be accompanied by easy accessibility to 
appropriate services. Re-training and re-education both of the public and health care 
workers alike of attitudes to ageism. 

6. Diet is associated with approximately 33% of all cancers. Advice in relation to diet and 
cancer is to increase fibre and reduce fat, increase vitamins C, A, E, beta-carotene and 
selenium. This message needs to be spread not only to the persons' home but also to 
such services as meals on wheels and institutions which the elderly attend. Barriers to 
change of diet e.g. finance, access, dietary preferences of others, dental problems need 
to be overcome. The message must be "its never too late to change". 

Diagnosis and Assessment/Secondary Prevention 

1. Care:- support frameworks for many older people in the community may be more limited 
than for younger individuals because e.g. more older people live alone and members of 
their family may not live locally. Psychological, physical and social needs of older 
people with cancer can also require particular consideration. Transport to and from 
hospital appointments may be difficult especially for those with an additional disability. 

2. The WHO has recommended the use of care programmes. These contain guidelines 
stating agreed policy and recommendations on components of cancer care and require 
contributions from each of the disciplines involved in the treatment programme. Such 
guidelines are central to being able to measure the quality of health care offered. It is 
important that they are developed for those involved in the care of older people with 
cancer. 

3. Early identification of cancer protocols for the identification, investigation and ultimately, 
treatment of cancer should be in place for all age groups. Prompt and accurate 
diagnosis must be followed by appropriate treatment taking account of quality as well as 
quantity of life. 

4. Screening:- There is a need for debate on screening for coloretal cancer, breast cancer 
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and cervical cancer for those aged 65 years and older as well as development of an 
appropriate protocol. This also holds true for screening of prostate cancer which has 
potential for both huge health gain and huge health loss. Non-melanoma skin cancer 
has potential for health gain in terms of encouraging decreased skin exposure to sun 
and early diagnosis. 

5. Services should match cancer morbidity and mortality patterns. 
6. Treatment options should be fully discussed with the patient and where appropriate 

their family and carers so that informed choices can be made and care plans 
formulated. Expectations of life still to come may be considerable. There is danger that 
older people may deed themselves not suitable for curative therapy. 

7. As for respiratory diseases, information on GMS prescribing patterns plus local registers 
of cancers should provide usable local appropriate information for audit. 

8. Surgery:- No one should be denied curative or beneficial palliative surgery for cancer on 
the grounds of age alone. Careful pre and post operative assessment may be 
necessary for older people particularly for those individuals who may have other 
medical problems. 

9. Radiotherapy may be offered independently or in conjunction with surgery and drugs. 
Travelling back and forth to facilities for radiotherapy or indeed any other form of 
therapy or diagnosis may represent particularly difficult problems for older people. The 
need for flexible treatment regimes designed to suit the individual patient is important. 

10.Chemotherapy:- Changes in the physiological function of the liver, kidneys and bone 
marrow with age together with super imposed heart and kidney disease may pre
dispose some older people to increase toxicity from drugs, therapy and dosages. Drug 
treatment regimes for older people may need to strike a balance between efficacy of 
treatment and toxicity. 

Secondary and Tertiary Care/Rehabilitation and Continuing Care/Palliative Care 

Palliative Care is very much an activity which involves the elderly more than any other 
group in the community. Hospice home care team in the Carlow/Kilkenny area in 1993 
showed that 73% of their clients were aged over 60, 52% were aged over 70 and 22% 
were in the over 80 years old. Of 173 patients seen, 97% were seen for less than a 4 week 
period, 50% were seen for less than a week. 

1. Education of public and professionals in palliative care. The principles of care for older 
people with cancer in the terminal phases of their illness are no different from those 
who are younger. There may however be additional factors to consider. 

2. The above suggests that the full potential of specialised palliative care services to 
achieve both social gain and health gain were not being realised and palliative care may 
be perceived solely as a terminal care service. Included in the current review of the 
provision of oncology services in the south east, must be an evaluation of palliative and 
curative services carried out with by integrated multi-disciplinary team. This should 
include the specialist oncology counselling service of the palliative care nurse which 
should routinely take place at an early stage in a patients treatment. The aim must be 
the provision of palliative care services within the overall provision of oncology. 

3. No older person should be denied the considerable benefits of opiate pain relief 
because of theoretical fears of side-effects in older people as a group. Throughout the 
period of treatment, for any individual, from diagnosis through to the terminal phases of 
the illness, there should be planned continuity of care not only for the patient but for the 
carer with support networks available for clients, their carers and for the bereaved. 

4. Development of palliative care plans for the region. 
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CORONARY HEART DISEASE 

Introduction 

Coronary heart disease is increasingly common with advancing age and accounts for more 
than 70% of cardio-vascular deaths in Ireland. The prevalence rate of chronic heart failure 
doubles with each decade. Community surveys suggests chronic heart failure rates are 
50% in people over the age of 85 years. Abnormal heart rhythms are particularly common 
disorders of old age. 

Coronary heart disease is due to narrowing of the blood vessels supplying blood to the 
heart. It is one manifestation of a generalised process involving blood vessels throughout 
the body and principally affecting the heart, brain and legs. In the heart, its principal 
manifestations are angina (effort related chest pain), myocardial infarction (heart attack) 
and sudden death. Long term disability may be caused by heart failure due to extensive 
heart muscle damage. Its incidence increases with age. In men it peaks between the ages 
of 55 and 64 years, however it continues to have a high incidence in those above this age. 

Clinical presentation of heart attack may be different in the very old and maybe 
significantly under diagnosed. Both mortality and long-term morbidity following a heart 
attack are greater in the older aged than in middle aged. Older patients with acute 
myocardial infarction if treated with modern medical measures such as thrombolysis can 
have a successful outcome. Traditionally, the major criteria of success in cardiac 
rehabilitation has been return to work. The relevant criteria in old age should be attainment 
of functional and social competence in domestic and community settings. 

Mortality from coronary disease in Ireland is one of the highest in the world. Mortality rates 
are highest in those in the lower socio-economic group. In the U.K., cardio-vascular 
disease was associated with 2.5% of the NHS total expenditure. 

There are certain well recognised risk factors for the development of narrowing of blood 
vessels and these risk factors apply almost equally to heart disease and stroke. These are 
smoking, increased blood pressure, high fat diet, being overweight and lack of exercise It 
is in these areas that the greatest effort in terms of prevention, need to be focused and 
also where gains can be made. Based on the Kilkenny Myocardial Infarct register, the 
number of heart attacks for the region will be 1275 (28.46/1000) annually in the over 65's. 

HEALTH AND SOCIAL GAIN AREAS 

Overall 

1. There is a need to develop ongoing baseline information on risk factors, patients, 
treatment and facilities. 

Primary Prevention/Promotion 

1. The preventive measures for ischemic heart disease adopted for young people are 
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relevant to old age. There should be no age limit to health promotion programmes. 
Encouragement to quit smoking is always relevant. Effective treatment of hypertension 
and a reduction of obesity are no less important in older people. 

2. It is important that a thorough assessment of an individuals dietary needs is undertaken 
and that intervention should follow agreed procedures. 

3. The role of GP and other health care professionals in discussing diet is important and 
needs further emphasis and training. Studies in the U.K. and elsewhere indicated that it 
is not done in routine health checks nor are health care workers comfortable discussing 
diet with patients. 

4. The possible benefit of hormone replacement therapy in middle age and older people in 
the prevention of coronary heart disease requires further study. 

5. Cigarette smoking - Kilkenny Health Project found that 28% of the adult population were 
smokers. There is a need for development of smoking cessation strategies in general 
practice and elsewhere and audit of this activity carried out. 

6. Hypertension - 1 0  - 20% of the adult population has hypertension. There is a need for 
registers of patients who are on treatment for hypertension to be made available 
possibly through GMS data and monitoring of compliance of treatment. As a minimum 
there must also be opportunistic screening for hypertension. 

7. Blood cholesterol - Measures to reduce cholesterol. 
8. Reduction of obesity. 
9. Diabetes Mellitus effects at least 3% of the adult population. The proper detection and 

treatment and effective management of diabetes mellitus is crucial to reduce cardio
vascular complications of older age. 

10. Physical activity - Older age is not a barrier to physical activity, nor to the 
appropriateness of physical activity being encouraged in the older age group. 

11. Alcohol - Excess alcohol intake, can cause cardiac damage. 

Diagnosis/Secondary Prevention/Treatment and Care 

1. Patient on treatment for angina represent a high risk group. Registers can be developed 
from G.M.S. prescribing data, and should be available. A pilot study to assess the 
current status of this high risk group could be developed. 

2. Timely access to diagnostic and assessment facilities, as appropriate, should be 
available for all regardless of their age. 

3. The appropriate use of thrombolytic and aspirin therapy with evaluation of effect. 
4. Education of the public in terms of awareness of the significance of chest pain and what 

to do when it occurs and in the area of education of strategically placed individuals 
cardio pulmonary resuscitation e.g. those working in factories, large scale places of 
entertainment, families or close friends of those who have had a heart attack. 

5. Early access to the appropriate professionals, allied to medicine is important for the 
ultimate treatment and rehabilitation of older people with cardiovascular disease. 

6. There is evidence that following acute myocardial infarction, early positive counselling 
procedures improve both functional and psychological outcome. 

7. Treatment should include access to coronary care units with elimination of any age 
restriction. Early referral and appropriate investigation and treatment of patients for 
treatment of myocardial infarction, use of thrombolytic and aspirin therapy and 
appropriate access to angiography, angioplasty and coronary bypass grafting. 

8. Development and evaluation as appropriate of mobile coronary care unit, paramedical 
ambulance services, resuscitation and training of ambulance staff including the use of 
semi-automatic defibrillators. 
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Tertiary Prevention/Rehabilitation 

1. Development, implementation and evaluation of a regional cardiac rehabilitation 
strategy. 

CEREBROVASCULAR DISEASE (Stroke) 

Introduction 

Stroke (CVA) is a condition usually characterised by weakness of one side of the body and 
often associated with difficulty of speech. The most common causes are blockages of the 
blood vessels supplying blood to the brain or bleeding into the brain tissue caused by high 
blood pressure. 20% of people having a first stroke will have a warning of a stroke, in the 
form of a transient weakness of the type mentioned above, of less than 24 hours duration 
(referred to as a transient ischemic attack or TIA). The risk of stroke occurring in the first 
year after a TIA is 12%. 20% of people die in the first 4 weeks of having a stroke, 10% die 
in the first year and 10% remain institutionalised after 12 months. Of the survivors, 50% 
have significant residual disability at the end of 12 months and further recovery after 12 
months is rare. Strokes account for a greater percentage of the health expenditure than 
coronary heart disease due to the greater burden of prolonged disability in rehabilitation 
after a stroke. In addition, the incidence of stroke continues to rise with an increase in age 
at a time when the victim's family, social and financial supports are declining. 25% of the 
most disabled people in the society are disabled from a stroke. 

Cerebrovascular disease health gain focuses on preventing complications, reducing the 
number of strokes and helping any natural recovery to occur as smoothly as possible, 
preventing recurrent attacks and maximising opportunities for independence. Mortality 
from a stroke amongst those aged 85 and over is double that in the under 75's. An 
increase in age is a major determinant in the overall functional competence following a 
stroke. The risk factors for stroke are broadly similar to those of coronary heart disease but 
the gain for risk factor modification is even greater in terms of successful prevention 
especially in terms of treatment of high blood pressure. Based on the Stroke Register of 
the Kilkenny Health Project, it is anticipated that 602 (13.44 per 1000) persons over the 
age of 65 in the region will suffer a stroke annually. 

HEALTH AND SOCIAL GAIN 

Overall 

1. Stroke Register. 
2. Other relevant registers (hypertension, diabetes) and baseline data (e.g. risk factors). 

Promotion and Primary Prevention 

1. Hypertension is a major risk factor for stroke and isolated systolic hypertension appears 
to be of greater importance than diastolic hypertension. Control of hypertension in older 
people results in greater reduction in stroke complications than in other age groups. 
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2. The greatest health gain for the elderly in the area of stroke realises from the 
implementation of effective risk factor modification strategies and in the long term this is 
likely to provide a greater dividend in economic terms than investing in 
intensive/management units. There is a need for baseline information on prevalence 
incidence at community level of risk factors. 

3. Smoking cessation programmes with development of smoking cessation strategies at 
general practice level, linked to PHN data, are important. 

Secondary Prevention/Diagnosis and Treatment 

1. Although there is as yet no agreed therapeutic agent for treatment of stroke, attention to 
adequate fluids, swallowing disorders with attendant hazards of inhaling into 
unprotected airways, infection, prevention of clotting in the deep vein of the legs (which 
occurs in one-third of patients in the first three weeks) and pressure sore prevention in 
the acute phase help to reduce mortality and morbidity. Speech therapy and dietetic 
expertise are often critical in the early stage of acute severe stroke. 

2. Aspirin is widely used to reduce the recurrent risk rate of stroke. There is a consensus 
on agents to thin the blood (anticoagulants in atrial fibrillation, due to mitral valve 
disease) but more data is needed to be equally certain of the role of these agents in 
isolated atrial fibrillation in the prevention of embolic strokes. 

3. Early and comprehensive assessment is important to ensure that areas of disability 
before and after a stroke are not overlooked. 

4. It is estimated that 40% of patients have swallowing problems in the first 10 days after a 
stroke and up to 40% of evidence of depression in the first 3 weeks. Few conditions are 
so dependent on the combined resources of many disciplines and key professionals 
may vary with the stroke disorder. Post stroke communication disorders are among the 
most difficult to resolve satisfactorily. Sensory and perceptual deficits are often under 
diagnosed or given superficial attention. Nutritional intervention as part of a defined 
stroke policy is essential to ensure the nutritional status is maintained at all times. Every 
effort must be made to communicate with patients however severe a stroke related 
communication disorder may be. 

5. Immediate support and information for carers is often essential. 
6. Locally produced stroke policies for referral, diagnosis, treatment and care are 

particularly helpful, providing clear guidance for staff, patients and carers. These should 
include cross service and cross disciplines assessments including use of scans. 

7. There is some evidence that intensive management by dedicated stroke teams 
improves both short term survival and functional capacity of the patient in the long term. 

8. Hypertension therapy registers from GMS data if available could be followed by pilot 
study to assess level of hypertension control achieved, identification of GMS population 
untreated, measurement and recording of blood pressure in this group with other risk 
factor registration. 

Tertiary Prevention/Rehabilitation/Continuing Care 

1. Over 70% of patients who survive a stroke, will be expected to achieve some walking 
ability but the rest will remain severely disabled and may require permanent institutional 
care. 

2. A small proportion of patients will have a long term swallowing problem and 
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percutaneous endoscopic gastrostomy can appreciably improve the quality of life. 
Protocols of good practice for the selection, management and follow-up of such patients 
should be developed. 

3. It is particularly important that policies address the question of care and follow up in the 
community. 

LOCOMOTOR DISABILITIES 

Introduction 

Injuries are a serious health problem for older people. In this region, injuries comprised 
nearly 15% of all admissions to hospital in the over 85's. Although injuries represent a 
smaller proportion of deaths in the elderly compared to younger age groups, the injury 
death rate in the over 65 is higher than at younger ages and is nearly five times the rate for 
all ages combined in persons aged >85. 

Injuries in the home are very common and falls account for most of the injuries in the over 
75's falls are more likely to cause fractures in the elderly, 90% of fractures of the hip are 
due to falls. 

Osteoarthritis is the most common cause of locomotor disability in the elderly and cause 
considerable pain, discomfort and deformity and influences mobility, physical activity and 
activities of daily living. Rheumatoid arthritis also causes considerable disability. 
Amputations and foot problems are also important causes of disability in the elderly. 

Primary Prevention/Promotion 

Health promotion to reduce injury and accidents. Improvement in the environment and 
housing. 
Availability of Occupational Therapist to assess people in their homes for safety measures. 
Adequate treatment of hearing and vision defects. 
Multidisciplinary assessment and management of Osteoporosis. 

Diagnosis/Assessment 

Early diagnostic, multidisciplinary assessment and treatment of Osteoarthritis 
Adequate treatment of vascular conditions and control of diabetes. 
The elderly should have the same access to assessment and surgical facilities including 
hip replacement as the rest of the population. 

Rehabilitation and Ongoing Care 

Management of osteoarthritis, provision of aids, physiotherapy and modification of the 
environment. 
Rehabilitation facilities following surgery. 
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DEMENTIA 

Introduction 

Studies in the U.K. have suggested that levels of severe dementia are 5% of population 
over 65 years rising to 20% of population over 80 years. Cognitive function tests carried 
out in the ICGP Study in 75 year olds and over showed that 28% tested poorly or 
moderately on the AMTS rating. Dementia can result in much personal suffering, great 
burdens of care on others and high service expenditure. The South Eastern Health Board 
Survey of over 65 years old showed poor or moderate cognitive function in 8% of the 
sample on the AMTS rating. The study also showed that people with mild dementia are 
less likely to demand support services 

Useful sub-categorisation can be based on the following factors:-
- severity:- mild, moderate or severe. .. . 
- residential and care arrangements. 
- co-existing physical illness. 

People with dementia use the full range of services for the elderly. However, this section 
concentrates on the special needs of this client group. Achievable health service 
objectives, which can form the basis for health and social gain for this client group are to:-

- identify and treat reversible causes of cognitive impairment (depression, thyroid disease, 
etc.) 

- reduce the psychological distress of sufferers and assist in maintaining their dignity. 
- assist in the self care of sufferers. 
- assist in reducing carer burden and distress. 

Much of the input consists of caring activities for which supply and quality are crucial 
issues. 

HEALTH AND SOCIAL GAIN 

Health Promotion/Primary Prevention 

There are no specific preventive measures for Alzheimer's disease. Other sub-categories 
of dementia (e.g. multi-infarct, iatrogenic, secondary to alcohol/thyroid disease etc.). will be 
affected by general preventive measures e.g. healthy lifestyle, nutrition, hypertension 
control, accident prevention, opportunistic screening of mental status, etc. 

Secondary Prevention/Assessment and Treatment 

This involves a review of mental, social and physical functioning either opportunistically or 
as part of surveillance to:-
a) Identify dementia 
b) Outrule underlying causes 
c) Social assessment 
d) Community support 
e) A treatment plan should be followed by all the key service providers i.e. 
GP/Geriatrican/Psychiatrist/Paramedics/CarerA/oluntary agencies etc. 
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Tertiary Prevention/Maintenance 

a) All of the above plus. 
b) Dementia therapies including drugs, reminiscence therapy, etc. 
c) Information and counselling. 
d) Community support/substitution service including meals on wheels, home help, home 

care assistants, transport, etc. 
e) Respite care: day hospital, day care, holiday admissions, sitter services, etc. 
f) Financial help. 
g) Long term institutional care: warden controlled - longstay ward. 

MENTAL ILLNESS IN THE ELDERLY 

Data on mental illness in the Elderly is scarce nationally. A Study carried out in a Dublin 
G.P. group practice n=451 using AGECAT has shown that the prevalence of depression 
was 13.1% which remained constant with increasing age. 5.5% of over 65 year olds met 
organic case criteria, this increased to 15% over 80. The frequency of Neurotic disorders 
was low. 

The results of the AGECAT study are similar to the results in the U.K. and show that 
mental illness is common in the community, and depression is the commonest illness in 
this age group but is underdiagnosed in the community. 

Results of the S.E.H.B. survey on depression and anxiety show that 12.8% of the sample 
had positive anxiety or depression on the HAD scale. The level was similar for both sexes 
in the 65 - 74 age groups but increased for men in the older age groups. Only 21% of the 
people who indicated that they had anxiety or depression were receiving treatment. 

Recommendations 

• Early diagnosis and adequate treatment of mental illness in the elderly. 

Diagnosis/Assessment 

• Factors that affect mental illness, physical illness, bereavement, life events and social 
isolation need to be addressed. 

• Role of polypharmacy in confusion and delirium needs to be addressed. 

INCONTINENCE 

Incontinence remains one of the commonest hidden disabilities especially for the elderly, 
causing not only physical inconvenience and hardship but psychological turmoil. Three out 
of every five women and one in seven men suffer from incontinence at some time in their 
lives. It is not a normal part of growing older, though it is a factor in 20% of geriatric 
admissions to hospital. 
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The ICGP national study of 536 patients over 75 identified:-

44% had some incontinence 
15% were incontinent at least once per day 

The South Eastern Health Board survey showed that 11% have frequent accidents with 
the Bladder function and another 12% had some degree of urinary incontinence . 

Urinary incontinence is defined as a condition in which urine is passed involuntarily to an 
extent which is socially or hygienically unacceptable to the individual. The severity of the 
symptoms depends on the causative factors: 

(a) Damage to pelvic floor muscles or nerve supply during labour. 
(b) As a result of an infection or disease. 
(c) Side effects of certain drugs/surgery. 
(d) Because of an accident or injury. 
(e) An underlying condition such as diabetes or multiple sclerosis, 

and can be classified in the following subcategories: 

Stress incontinence. 

% Urge incontinence. 

% Paralytic incontinence. 

% Overflow incontinence. 

Extraurethral/extravesical incontinence. 

Mixed types may occur especially in elderly patients or when neurogenic disorders are 
present. 

Prevention and Promotion 

1. Incontinence is always a symptom of some underlying condition, a precise medical 
diagnosis is essential in all cases to establish a relevant individualised treatment plan. 

2. The provision of a specialised team for promotion of continence is advisable. This team 
consisting of consultants, doctors, physiotherapists, nurses and continence advisors 
would provide education, training, advice and support to Carers and specialised 
treatments to all patients. 

3. The provision of specialised continence clinics is imperative to advise on the vast 
treatment options available to patients. 

4. Early intervention in particular promoting women's health through post natal exercising 
by the availability with ease of access and treatment post partum. 

69 



ENVIRONMENT 

The quality of housing of the elderly person is a major issue with regard to the physical 
environment. Older people live in older houses where there is greater environmental 
danger to health. Some of these older houses especially in rural areas lack the basic 
amenities of indoor toilets and running water. 

In the South Eastern Health Board survey, it was found that 78% of the people lived in 
their own homes or in a house owned by a relative. Nearly 80% said they were satisfied 
with their housing conditions. However, 10% of this group had used the housing aid for the 
elderly to make their houses more habitable. 6% of this population still had no indoor 
toilet Problems with heating and inadequacy of the fuel allowance was a problem identified 
by 12 % of the surveyed population. 

The consequences of poor housing include respiratory disease, injuries and hypothermia. 
60% of the injuries in the over 65s and 70% of injuries in the over 75s are due to falls. 
Although most of these are due to the frailty of the elderly, they increase where housing 
problems such as poor lighting, defective wiring, inappropriate floor coverings and lack of 
safety measures such as hand rails and fire guards exists. 

Fuel costs for heating the house take up to 20-25% of the income of elderly people living 
on the basic Social Welfare Old Age Pension even with the fuel subsidy paid. Through the 
winter months, heating is a considerable drain on the resources of the elderly. 

The external environment needs initiatives which can not be dealt by the Health Board 
alone and co-operation between the Departments of Environment, Justice, Transport and 
Health are needed to ensure that proper consideration is given to health consequences of 
decisions affecting the environment of older people. The risk of pedestrian injuries is 
increased as the person gets older. 

The social environment has a major impact on the physical and emotional well being of the 
elderly person. The At Risk Registers of the Public Health Nurses show that the major risk 
factors are social, especially for people living alone in rural areas isolated from family and 
other external support mechanisms. Our survey showed that 35% of the population 
interviewed lived alone. Reduction of mobility reduces the opportunity to benefit from 
facilities available locally. 

The survey also showed that elderly people are concerned for their safety and feel 
particularly vulnerable, and initiatives such as neighbourhood watch and community alert 
need to be expanded. The elderly cannot achieve social gain if they cannot participate in 
community activities. They need greater opportunities to participate in voluntary work and 
in day care facilities and provision of transport is essential so that they can engage in 
these activities. 
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NUTRITION 

Introduction 

It is important that older people most at risk of malnutrition and consequent physical 
deterioration are identified. The table shows factors most likely to be indicative of 
nutritional deficiency. Where four or more risk factors are present, an individual is likely to 
be malnourished. 

Social Risk Factors Medical Risk Factors 
Living Alone 
Housebound elderly 
No regular cooked meal 
On supplementary benefit 
Social class IV and V 
Low mental test score 
Depression 

Chronic emphysema 
Gastrectomy 
Poor dentition 
Difficulty in swallowing 
Smoking 
Alcoholism 

(Source: Department of Health and Social Security. Nutrition and health in old age. 
Report on Health and Social Subjects No 16. London: HMSO, 1979.) 

There is limited information available about the dietary intake of older people in Ireland. 
The Nutrition Advisory Group recommends that elderly people in general adopt an eating 
pattern similar to earlier life and continue to remain as physically active as possible. 

They recommend increase in fruit and vegetable intake and an adequate fluid intake. Milk 
fortified with Vitamin D and calcium in the winter months. 

Intervention for Health Gain 

1. Health promotion to include healthy eating habits should also be provided for the 
elderly. 

2. Availability of a dietician in the Community for Health Promotion and Nutritional 
assessment. 

3. Appropriate nutrition assessment in primary health can identify malnutrition. 
4. For older people in residential care and in hospital, integrated care and nutrition policies 

should focus on key areas. 
5. All people with a chronic disease or disability, and their carers, should have access to 

appropriate nutritional information and support which enables them to achieve their full 
health potential. 

ORAL HEALTH 

The most common oral problems affecting older people are: 
- Peridontal Disease 
- Stomatitis 
- Dental caries 
- Loss of teeth 
Tooth loss is not an inevitable consequence of ageing. Changes in oro-facial tissues 
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associated with ageing are influenced by genetic factors and disease experience, nutrition 
and lifestyle. Interventions for oral health gain in all adults are: 
- Maintenance of oral health. 
- Minimising oral health risks associated with illness, disability, treatment and ifestyle. 
- Accessibility and availability of appropriate dental care. 

Prevention and Promotion 

Essential components of an oral health promotion strategy include: 
- Maintenance of oral hygiene and dietary education. 
- Oral assessment criteria with multi disciplinary team approach 
- Improved referral/feedback mechanisms. 

As older people may rely on the knowledge and skills of carers a health education 
programme should be extended to carers. 

Interventions for health gain include: 

- Regular contact/attendance with dental profession. 
- Making contact with dental service easier. Two of the barriers are fear and ignorance 

of entitlement. 
- A simple check list of oral function for nurses and home carers to alert them to oro-

dental problems. 

Diagnosis/Assessment 

- Regular dental attendance. 
- Oral screening in residential care. 
- Access to appropriate services. 

Treatment/Continued Care 

- Annual check-up. 
- Regular attendance to continue treatment. 
- Systems to encourage and recall for annual review. 

Adequate nutrition and hydration are the most effective means of keeping the mouth clean, 
moist and healthy. 

72 



VISION 

The prevalence of visual disability increases with age. Most conditions affect both eyes 
and as the reduction in vision is gradual the needs for the individual are different at any 
time. Visual disability in most cases is often advanced when identified in hospital 
ophthalmic units following initial self referral to GP/Optometrist. 

The main areas of visual disability affecting older people are: 

• Blindness and low vision. 

• Cataract 

• Diabetic Retinopathy 

• Glaucoma 

• Difficulty reading newsprint 

In a 1993 ICGP Care for the Elderly study, the following findings were made in relation to 
vision. 

The number of persons blind by W.H.O. criteria were (R) eye 5.5%, (L) eye 
5.4%. 

The number with low vision using the W.H.O. criteria was 25%. 

The S.E.H.B. survey indicated that 391 persons (64%) had their vision tested 
in the last 3 years and 482 (89%) wore glasses. 

Prevention/Promotion 

Easy access to assessment. 
Education literature regarding the care for those in high risk groups e.g. 
diabetics. 
Annual ophthalmic assessment of those with diabetes/glaucoma. 
Screening of 1st degree relatives of glaucoma patients. 
Information on eligibility/entitlement to services should be clearly set out. 

Intervention for health gain 

Measures to ensure access to services. 
Rapid access to secondary referral. 

Diagnosis/Treatment 

This will follow where referral is made to trained ophthalmic staff. For cataract, lens 
replacement is the most effective treatment. In cases of diabetes and glaucoma control of 
diabetes and blood pressure may be important. 
Rehabilitation and Aftercare 
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Education on importance of medication compliance following cataract 
surgery. 
Provision of low vision aids where necessary. 
Regular follow-up. 

HEARING LOSS 

Hearing loss causes significant social and personal difficulties for the elderly. It results in 
communication difficulties and can lead to depression, confusion and isolation. One of the 
main problems is the delay between the development of loss and appropriate intervention. 
Many people are in the mid 70's and have moderate to severe loss before they receive 
professional attention. A reason for this may be the stigma attached to hearing loss. 
People will often resist any acceptance that they might be deaf for as long as possible -
partly because they do not wish to be seen suffering from an age related disorder and also 
that they may be mistaken to be of unsound mind. 

Hearing loss is defined as a loss of 35 DZB or more in the 1, 2 and 4 KHz frequencies in 
one or both ears. Hearing loss caused by a lesion in the external auditory canal or the 
middle ear is conductive loss, while that caused by a lesion in the inner ear or the 8th 
nerve is called sensorineural. 

In 1993, a U.K. national study on hearing suggested that 55% of all persons aged 75 years 
and over will report some hearing impairment severe enough to warrant amplification by a 
hearing aid. A recent Irish study showed a prevalence of 30% for hearing loss. 

The S.E.H.B. study showed that 67 persons (11%) had their hearing tested in the past 3 
years and 42 (6%) wear a hearing aid. 

Causes 

The main causes of hearing loss are: 

Presbycusis 
Noise exposure 
Use of otoxotic drugs, e.g. streptomycin 
Metabolic disorders e.g. hypthyroidism 
Infections e.g. herpes zoster 

Prevention and Health Promotion 

Reduction in exposure to noise and trauma. 
Enforcement of public health/safety guidelines re noise control. 
Referral for hearing assessment before, during and after treatment with 
ototoxic drugs. 
Clearly defined referral criteria in place. 

Intervention for Health Gain 
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Pre retirement screening for those in the 50 - 64 age group. 

Diagnosis/Treatment 

Determine any underlying cause. Presbycusis presents as a gradual 
progressive bilateral sensorineural hearing loss affecting higher frequencies 
first and then gradually the lower ones. 
Early referral to specialist services for formal testing. 
Easy and rapid access to rehabilitation services for hearing aid fitment. 

Aftercare 

Monitor use of hearing aid and ensure that batteries are in working order. 
Use of talking services. 
Advice to carers on use of hearing aid. 
Advice to carers on coping skills to deal with hearing loss in an elderly 
person. 

PRESSURE SORES 

Pressure sores may be described as areas of ischaemic necrosis and ulceration of tissues 
overlying a bony prominence that has been subjected to prolonged pressure against an 
external object (e.g. bed, wheelchair or cast). 

At present there is no reliable information on the incidence of pressure sores. Some 
studies in nursing homes in the United Kingdom suggest that 10% of all admissions, from 
various sources have some degree of pressure damage. Other studies have shown that of 
all patients with a sore in hospital 30% arrived with that sore. Those at risk of developing 
pressure sores are patients with diminished or absent sensation or who are debilitated, 
emaciated, paralysed (e.g. from spinal cord injuries or degenerative neurologic diseases) 
or long bedridden. 

Age may also be a predisposing factor as with another U.K. study which found that.71% of 
patients with pressure sores were over 70 years of age. 

Most studies examining the prevalence of pressure sores have found a strong correlation 
between incontinence and pressure sore development - particularly superficial sores. 

Prevention/Promotion 

Training in prevention and assessment of the potential for developing 
pressure sores for all staff involved in patient care. 
Education and information to patient and carers on how pressure sores 
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develop and how they can be treated. 
Use of appropriate pressure relieving appliances suited to hospital and or 
community use. 
The use of a standardised pressure sore risk calculator e.g. Norton to be 

used in all hospitals and community settings. 
Draw up an information leaflet similar to that used in U.K. - "Your Guide to 
Pressure Sores" - "Relieving the Pressure". 
Maintenance of adequate nutrition and diet. 
Assessment of incontinence problems and suitable programmes of 
continence 
management put in place. 
Adequate transport, storage, repair, cleaning and collection facilities in each 
area to ensure that equipment is used effectively. 

Intervention for Health Gain 

Maintenance of adequate nutrition and hydration. 
Assessment of all patients at risk. 

Diagnosis/Treatment 

The best treatment for pressure sores is prevention. The pressure on sensitive areas must 
be removed. Daily inspection of the skin in adequate light is essential. Unless a full 
flotation bed (water bed) is used the patients position must be changed 2 hourly. 

For able patients, mobile or immobile, they and their families must be taught a routine of 
daily visual inspection and palpation of sites for potential ulcer formation. 

A wheelchair patient must be able to shift position every 10-15 minutes even if using a 
pressure relieving pillow. Maintaining cleanliness and dryness helps to prevent maceration 
and a well balanced diet, high in protein is important. 

Threatened pressure sores require active management and the use of prophylatic 
measures to prevent necrosis. 

Given the wide range of dressings, gels and cleaning agents now available protocols 
should be in place to facilitate best practice in wound management. 
A major problem in the treatment of a decubitus ulcer is that a visible surface may have an 
unknown extensive base. 

Treatment of skin ulcers requires caution and education about the specific properties and 
precise method of use of these agents. 

Aftercare/Rehabilitation 

Use of appropriate pressure relieving appliances. 
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LEG ULCERS 

Leg ulcers are one of the most common type of open wounds encountered by community 
medical and nursing staff. They are characterised by superficial to deep ulcerated areas 
particularly at the ankle and tibial region of the leg. Ulcers may be venous, arterial or of 
mixed aethiology. 

Studies in Europe and particularly the U.K. suggest that about 10% of the population 
develop a leg ulcer at some point in their lives. At any one time 20 - 25% of them will have 
ulcers which require treatment. This may also be linked to a history of recurring leg 
ulceration over a period of 20 years. 

The incidence of leg ulceration rises with age, with women over the age of 65 at higher risk 
than men. One of the reasons may be hormonal changes after the menopause. 

The cost of treating leg ulcers is considerable. Any costing would include: / 
Public Health Nurses, time and travelling. 
Wound dressing materials - packs, cleansing solutions, bandages, etc. 
Hospitalisation for ulcers which will not heal: Vascular surgery or skin graft. 

A U.K. finding estimated the cost to be between u1,000 and u5,200 per patient per year. 
Added to this must be the cost to the patient in the restriction of social/leisure activities and 
the loss of earnings for younger patients or carers. 

Prevention/Promotion 

Maintenance of adequate nutrition and diet. 
Weight reduction where there is a problem. 
Smoking cessation. 
Advise on exercises, 

reducing oedema 
leg care 
nutrition 
compliance with treatment regimes 

Dissemination of patient education literature 

Diagnosis and Treatment 

Early referral to specialist community clinics for initial assessment. 
Access to specialist hospital clinics on referral from community clinics. 
Transport to hospitals/clinics for those with limited mobility. 
Access to nutritional advice. 
Access to smoking cessation sessions. 
Availability of suitable compression bandages and hosiery. 
When a patient presents for the first time with a leg ulcer a general patient 
assessment is required to determine: 
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the underlying cause 
any local problems at the wound site which may cause delayed healing e.g. 
malignant changes, allergies to wound healing agents. 
other medical problems which may delay healing e.g. diabetes, anaemia, 
infections, etc. 
the patient's social circumstances e.g. nutritional status. 

A major part of any assessment is to determine whether a leg ulcer is venous or arterial as 
the treatment plan is significantly different for both. 

The use of a hand-held Doppler ultrasound probe is used to measure the ankle/brachial 
pressure. Leg ulcers affecting the lower calf and ankle region with ankle/brachial indices of 
>0.8 are described as venous ulcers. A reading of <0.8 is indicative of arterial disease and 
these patients must be referred and cannot be treated using the recognised protocols for 
treating venous ulcers. 

A treatment protocol should address the following uses; cleansing, debridement, 
measurement, dressings, compression bandaging. 

Rehabilitation and After Care 

To reduce the 33% rate of recurrence after one episode of varicose ulcers all 
patients should be fitted with below knee compression stockings. 
Regular three monthly follow-ups at community clinics. 
Dissemination of patient education literature. 

DIABETES 

Introduction 

Diabetes is a serious cause of ill health, particularly in the elderly and is often under 
diagnosed. Approximately 5% of the elderly population have been diagnosed as diabetic 
and it is estimated that this would be 10% if the elderly population were screened. 

Diabetes is one of the most common chronic disorders. It is a leading cause of blindness, 
foot and leg amputation and kidney failure and is a major contributor to heart attacks and 
strokes. It accounts for over 8% of acute sector costs. 

There are two main kinds of diabetes mellitus: insulin dependent diabetes mellitus (IDDM) 
and non-insulin dependent diabetes mellitus (NIDDM). Insulin dependent diabetes mellitus 
is generally diagnosed before the age of 30 and is manifested as a serious acute illness 
due to absolute insulin deficiency. IDDM accounts for about 10% of all people with 
diabetes. 

NDDM, type 2 previously called maturity onset diabetes is generally diagnosed after the 
age of 40, is of gradual onset and while insulin injections may eventually be needed, it can 
generally be controlled by diet and exercise or a combination of drugs and diet. 
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Prevalence rises with age and can be higher than one in ten of the over 70's and even 
higher in certain ethnic groups. 

The common description of non-insulin dependent diabetes mellitus as mild diabetes gives 
a false impression of it's devastating complications. Although there has been a great 
improvement in the quality of services provided for people with diabetes, the priority 
attached to diabetes and service planning for management does not adequately reflect the 
seriousness of this disorder. 

The prevalence of NDDM is likely to increase given an increasing number of older people 
and an increase in the community of risk factors for developing NIDDM notably, overweight 
and the lack of physical exercise. 

Recommendations 

Prevention and Treatment 

• Avoidance of obesity 

• Physical exercise 

• Avoidance of drugs that impair glucose tolerance 

Diagnosis and Treatment 

• Screening of older people for diabetes using agreed criteria 

• Screening for ophthalmic and other complications for all known diabetics 

• Specialist and multi-disciplinary assessment 
• Adequate blood sugar control 

Rehabilitation and Ongoing Care 

• Structured multi-disciplinary shared care 

• Patient education and involvement in care 

• Dieting education 

• Footcare education 
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Appendix III 

Membership of Sub-Committees 

The following sub-committees were formed with membership as shown 

(a) Health and Social Gain 

(b) Community Services 

(c) Residential and Hospital Services 

(d) Organisation and Management 

(e) Chairpersons Group 
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Health and Social Gain 

Chair: Dr. Orlaith O'Reilly 
Director of Public Health 

Dr. Garret Fitzgerald 
Consultant Physician 

Mrs. Roisin Kiely 
Senior Physiotherapist 

Ms. Una Doherty 
R.P.H.N. - Project Manager - Child Health Systems 

Dr. Neville de Souza 
D.C.C./M.O.H. 

Dr. J. Drynan 
General Practitioner 

Dr. J. Mahon (Deceased) 
Consultant Physician 
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Community Services 

Chair: 

Deputy 
Chair: 

Mr. Matthew Lynch 
Programme Manager Special Hospitals 

Mr. Eamonn Lonergan 
Hospital Manager (Spl.) Sth. Tipperary 

Dr. John Gibbon 
Consultant Geriatrician 

Ms. Mairead Brophy 
Senior Occupational Therapist 

Dr. Derek Forde 
General Practitioner 

Mrs. Mairead Cantwell 
Matron, St. Patrick's Hospital, Cashel 
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Residential and Hospital Care 

Chair: 

Deputy 
Chair: 

Mr. Pat McLoughlin 
Programme Manager General Hospitals 

Mr. Martin Brophy 
Hospital Manager (Spl.) Carlow/Kilkenny 

Dr. William Ryan 
G.P. and Medical Officer 

Dr. Niall Griffin 
Chief Psychiatrist/R.M.S. 

Ms. Margaret O'Leary 
Chief Nursing Officer, Clonmel 

Sr. M. Pius Meehan 
Matron, St. Luke's Hospital, Kilkenny 

Sr. Augusta Redmond 
Matron, St. Columba's Hospital 
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Organisation and Management 

Chair: Mr. Martin Hynes 
Programme Manager - Community Care 

Mr. Tom Boyle 
County Secretary (Retired) 

Mrs. Eileen Herlihy 
National President Soroptomists 
International 

Ms. Anne Comerford 
Matron, District Hospital, Castlecomer 

Ms. Una Murphy 
Matron, St. John's Hospital, Enniscorthy 

Dr. Patrick McKiernan 
Cons. Physician, General Hospital, Wexford. 
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Appendix IV 
I 

LIST OF CONTRIBUTORS FROM WHOM SUBMISSIONS WERE RECEIVED 

Dr. D. Forde, General Practitioner, Co. Wexford 
Dr. W. A. Ryan, General Practitioner, Cashel, Co. Tipperary 
Dr. B. A. F. O'Meara, General Practitioner, Clonroche, Co. Wexford 
Dr. P. Crowley, General Practitioner, Kilmogany, Co. Kilkenny 

Dr. H. A. Bourke, Consultant Obstetrician Gynaecologist, St. Luke's Hospital, Kilkenny 
Dr. A. C. Moloney, Consultant Microbiologist, Regional Hospital, Waterford 
Mr. R. G. K. Watson, Consultant Surgeon, Regional Hospital, Waterford 
Mr. M. Doyle, Consultant, Accident & Emergency, Regional Hospital, Waterford 

Ms. K. Nixon, Senior Physiotherapist, St. John's Hospital, Enniscorthy, Co. Wexford 
Ms. S. Olden, A/Principal Speech & Language Therapist, Kilkenny 
Ms. M. Ryan, Senior Occupational Therapist, Community Care, Waterford 
Ms. M. Brophy, Senior Occupational Therapist, Community Care, Waterford 
Ms. I. Greene, Senior Dietician, Regional Hospital, Waterford 

Geriatric Assessment Team, Wexford 
Community Care Assessment Team, Cashel 
Assessment Team (Nursing Specialists), Clonmel 
Community Assessment Tea, Waterford 

Psychiatric Nurse's Association, 2 Gardiner Place, Dublin 

Sr. M. Cushen, Asst. Matron, Sacred Heart Hospital, Carlow 
Ms. M. Coffey, Matron, New Houghton Hospital, New Ross, Co. Wexford 
Sr. M. Foley, Matron, St. Joseph's Hospital, Dungarvan, Co. Waterford 
Mr. C. Darcy, Chief Nursing Officer, St. Otteran's Hospital, Waterford 

Irish Private Nursing Homes Association, Tuam Road, Galway 

Lifetime, Lady Lane, Waterford 
Sr. Annunciata Butler, Alzheimer Association, Waterford 
Rev. J. J. O'Rourke, Glengoole Senior Citizens Committee, Gortnahoe, Thurles 
Canon J. Lambe, P.P., Gortnahoe, Thurles 
Ms. M. Cleary, Hon. Secretary, Gortnahoe Senior Citizens Association, Thurles 
Ms. B. Byrne, Chairperson, Askea Parish Community Group, Carlow 
Chairman and Social Workers, Kilkenny Social Services, Kilkenny 
Mr. T. Fitzgerald, Tipperary Social Services, Tipperary 
C.W.C.W. (New Ross) Ltd., New Ross, Co. Wexford 
Mrs. A. Walton, Rossmore, Callan, Co. Kilkenny 
Ms. M. NcNally, 33 Bullock Park, Carlow 
Ms. Frances O'Donohoe, Friary Court, Medical Centre, Kilkenny 
Sr. Teresa, Holy Family Hostel, Kilkenny 
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Ms. Anne Duggan, Murrantown, Co. Wexford 
Mr. D. Allen, I.D.S. Ltd., Cappagh Orthopaedic Hospital, Dublin 
Ms. M. Wynne, 42 Riverside, Carlow 
B. McDonagh, 147 Boundary Road, Colliers Wood, London 
Ms. E. O'Regan, Matron, Cluain Arann, Tipperary 
Ms. H. Mayling, Matron, Sacred Heart Hospital, Carlow 

Dr. C. Mitchell, Act. Medical Officer, District Hospital, Gorey 
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