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EXTRACTS FROM ADDRESS BY BARRY DESMOND T.D., 
MINISTER FOR HEALTH 

TO THE INAUGURAL MEETING OF 
THE NEW NATIONAL HEALTH COUNCIL 

IN THE CUSTOM HOUSE ON FRIDAY 23RD MARCH 1984 

Mr. Chairman, Ladies and Gentlemen, I am pleased to have the opportunity 
to address this inaugural meeting of the new National Health Council. 

I am deeply grateful to each new member for so readily accepting 
appointment to serve on this body. I know that your membership of the 
Council will impose further on the already heavy commitments which each 
of you must meet in your everyday work. This willingness to serve is indeed 
a tribute to the continuing spirit of public service in the country. I am very 
pleased that as Minister for Health I will have ready access to such a wide 
range of advice and guidance on the operation of the health service. 

Functions of the Council 
As you will know from the documents which have been circulated to you 
the function of the Council is advisory. Section 41 of the Health Act 1953 
states that it is to advise "on such general matters affecting or incidental 
to the health of the people as may be referred to them by the Minister . . . 
and to advise the Minister on such other general matters relating to the 
operation of the health services as they think fit". You will note that matters 
relating to the conditions of employment of health service staff and the amount 
or payment of grants or allowances do not come within your remit. 

You will I am sure agree that the statutory functions of the Council are 
extremely wide. You are free to advise on anyone of a potentially very large 
range of topics of relevance to do with health services. This broad scope of 
your remit has the merit of giving you the flexibility to turn your attention 
to any matter which you may regard as important and urgent and on which 
you may wish to give advice. 

Changes since the Council was first established 
The National Health Council was established over thirty years ago, at a time 
when there were few if any other bodies available to advise the Minister. 
In the intervening period the situation has changed dramatically with th 
setting up of several specialist, advisory and executive bodies to carry out 
specific functions. The establishment of these bodies reflected the major 
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expansion in the range of services being provided from public funds. Indeed 
many of you will be keenly aware of these changes because you have played 
an active part in them and some of you are members of these new bodies. 
However there is no one body with responsibility for presenting an overview 
to the Minister for Health of the day. I regret that this Council has not 
functioned since 1978 although there is a statutory provision for its 
consultative role. While the developments which have occurred since the 
Council was established have greatly altered the context in which the Council 
will operate my view is that, as a broadly based, representative body, you 
are well placed to provide an overview of the health services in general and 
of their specific components. 

* * * * * 

Growing costs of Health Services 
Against the background of complexity of medical care, increasing cost, and 
increasing uncertainty as to the effectiveness of some forms of health 
expenditure, the need for reappraisal is greater than ever. Against the 
background of high-taxation, limited resources and the other compelling 
demands on the Exchequer it is imperative that I should seek the regular 
advice and guidance of the National Health Council about this crucial aspect 
ofthe delivery of our health services. I would welcome any recommendations 
you were to make as to which areas of the health service should be given 

• • prIOrIty. 

Council Advice on Health Promotion 
Inevitably the Council will devote some considerable time to examining one 
or more aspects of the functioning of the health service. This health service 
it must be admitted, is overwhelmingly curative in its scope. There is however 
another important but still developing field of activity to which I would like 
the Council to devote some attention; I refer to health promotion. This is 
a broad concept and amongst other elements includes the use of preventive 
health services and health education. It is a fact that a great deal of morbidity 
and mortality is attributable to conditions which are preventable and which 
would not occur if the preventive services were fully used and if personal 
lifestyles and environmental conditions were altered. This is potentially a 
vast area with many ingredients such as immunization, nutrition, smoking, 
alcohol, pollution, the wearing of seat belts etc., not to mention the stresses 
and insecurities of modern life. Some of these are a matter for individual 
decision while others involve public policy in large measure. 

There can be no doubt but that a comprehensive health promotion policy 
• 
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if successful would significantly improve the quality of life of our people and 
I would appreciate any advice the Council may wish to offer on how such 
a policy can be advanced . 

'" '" '" '" '" 

V alue of Council's Advice 
These are but some of the more immediate areas of reference to the Council. 
The present Council is made up of men and women from many walks of 
life. You are all closely concerned with different facets of the health service. 
Your qualifications, experience and ablities are such that your advice will 
be worthy of the most serious consideration and I wish to assure you, as 
far as I am concerned that this will be the case. 

Concluding Remarks 
In conclusion, I wish to express again my appreciation of your willingness 
to devote your time to the Council and I hope that success will attend your 
deliberations. 
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National Health Council 
Report for year ended 31 March 1985 

The National Health Council have pleasure in presenting this Annual 
Report of the Council to the Minister for Health. 

Professor J McCormick 
Chairman. 

31 January 1986 
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Functions of the Council 
The National Health Council is an advisory body. It was established under 
the Health Act 1947 as amended by the Health Act 1953. Its functions are 
to advise the Minister for Health on Regulations made under the Health 
and Mental Treatment Acts and on such general matters affecting or 
incidental to the health of the people as may be referred to them by the 
Minister. It can also advise on other general matters (other than conditions 
of employment of officers and servants and the amount or payment of grants 
or allowances) relating to the operation of the health services. 

Membership of the Council 
The Minister for Health appointed the following persons to be members 
of the National Health Council for the period of two years ending 31 day 
of March, 1986. During the first year of the Council a total of nine meetings 
were held. The number of meetings attended by each member during year 
ended 31 March 1985 is shown in brackets. 

Professor Brian E Barrett 

Rev Sr John Berchmans 

Professor Geoffrey Bourke 

Mr Edmund D Browne 
Vice President 
Irish Transport & General 
Workers Union 

Dr Noirin Buckley 
The National Association for the 
Mentally Handicapped of Ireland 

Dr Noel S Cahill 
Consultant Physician/Cardiologist 

Mr Patrick Casey 

Ms Brid Clarke 
Social Worker 
Local Government & 
Public Services Union 

Mr Kevin Culliton 
Physics Department 
College of Technology 
Kevin Street 

') -

Nominated by 

(3) The Post-Graduate Medical and 
Dental Board 

(8) An Bord Altranais 

(8) The Post-Graduate Medical and 
Dental Board 

(5) The Irish Congress of Trade Unions 

(8) The National Association for 
Mentally Handicapped of 
Ireland 

(5) The Voluntary Hospitals 

(5) The Association of Ophthalmic Opticians 

(5) The Irish Congress of Trade Unions 

(7) Bord na Radharmhastoiri 
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Mrs Eileen Desmond T .D. 

Mr Denis Doherty 
Chief Executive Officer 
Midland Health Board 

Mrs Ann Dolphin 

Mr John Foster 
Federated Workers' Union of Ireland 

Mr Eamonn Hannan 
Chief Executive Officer 
Western Health Board 

Dr Mary Henry 

Mr Gerard P Martin 
Chief Officer 
Comhairle na nOspideal 

Mr Michael G M Martin 

Dr Aiden Meade 

Mr Kieran Mulvey 
General Secretary 
Association of Secondary Teachers 
Ireland 

Professor James McCormick 

Dr Eadbhard S O'Brien-Moran 

Ms Ita O'Dwyer 
Matron, Coombe Hospital 

Dr Rory O'Hanlon TD 

Professor Niall O'Higgins 

Dr B Pigott 

Mr Barry Segrave 
Chief Executive Officer 
Eastern Health Board 

Dr Barbara Stokes 

Mrs Madeline Taylor-Quinn TD 

Mr Shaun Trant 
Department of Health 

Mr Thomas Walsh 

Rev Sr Carmel Walshe 

Dr Alphonsus Walsh 
Chief Medical Officer 
Department of Health 

(nil) The Minister for Health 

(7) The Minister for Health 

(8) The Consumer's Association of 
Ireland Ltd 

(9) The Irish Congress of Trade Unions 

(7) The Minister for Health 

(5) The Irish Medical Association 

(7) Comhairle na nOspideal 

(6) The Pharmaceutical Society of Ireland 

(6) The Medical Union 

(2) The Irish Congress of Trade Unions 

(8) The Voluntary Hospitals 

(7) The Dental Board 

(1) The Irish Nurses Organisation and 
National Council of Nurses of Ireland 

(3) The Minister for Health 

(1) The Medical Research Council of Ireland 

(5) The Irish Dental Association 

(3) The Minister for Health 

(8) The Medico-Social Research Board 

(1) The Minister for Health 

(5) The Minister for Health 

(7) The Voluntary Hospitals 

(3) An Bord Altranais 

(6) The Minister for Health 



Mrs Marie Woods 

Dr Declan Murphy 
(appointed in December 1984) 

°Mr Colman O'Flynn 

(7) The Health Education Bureau 

(2) The Irish Medical Organisation 

(1) The Irish Pharmaceutical Union 

OODr Harry Flanagan (nil) The Medical Council 
President, The Medical Council 

°Mr O'Flynn resigned from the Council (2) 
in December 1984 and was replaced by 
Mr C Roche in December 1984. 

00 Dr Flanagan resigned from the Council (1 ) 
in May 1984 and was replaced by 
Professor P Meenan in December 1984. 

From the Chairman 
Chairing the National Health Council has been a pleasure because of the 
high degree of commitment by the members and the excellence of the support 
services provided under the guidance of Mr Patterson. 

I am particularly grateful to the chairmen and members of the various 
working groups who have produced detailed and useful statements for the 
Council to consider. This method of proceeding has allowed Council to make 
important statements which we believe have had some significant effect. I 
commend it to future Councils. 

Summary of Year's Activity 
In accordance with its statutory functions the Council can give advice to 
the Minister relating to any matter which he refers to it for advice. It can 
also advise the Minister on its own initiative. The following sets out activity 
during the year under both headings. 

(A) Matters referred to the Council by the Minister 
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These consist of draft legislation, draft regulations and official reports. 

Draft Legislation 
(1) Proposals for the regulation of clinical trials 

(2) Health (Family Planning) (Amendment) Bill 1985 

Draft Regulations 
(1) Medical Preparations (Licensing, Advertisement, and Sale) 

Regulations 1984. 

(2) Health (Hospital In-Patient Charges) Regulations 1984 
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(3) Infectious Diseases (Maintenance) Regulations 1984 

(4) Health Services (Amendment) Regulations 1984 

(5) Health (Vinyl Chloride in Food) Regultions 1984 

(6) Infectious Diseases (Maintenance) No 2 Regulations 1984 

(7) Disabled Persons (Maintenance Allowance) (No 2) Regulations 1984 

O.Dicial Reports 
(1) Report of the Working Party on the General Medical Services 

(2) Government Green Paper on Services for Disabled People 
Towards a Fuller Life 

(3) Report of Health Services Export Co-ordinating Committee 

(B) Matters considered by the Council on its own initiative 
(1) Recommendations in the Report on the National Planning Board 

in relation to the health service 

(2) Report of the Commission of Enquiry on Safety, Health and Social 
Welfare at work 

(3) Day Hospital Surgery 

(4) Vitamin D deficiency in the elderly 

(5) The prevention of road traffic accidents 

(6) Potential savings by having repeatable prescriptions in the General 
Medical Service 

(7) Antibiotic residues in food 

(8) Health Education in Schools 

Modus Oprandi 
With the exception of draft regulations the Council in most cases set 
up small working groups consisting of between four and eight persons 
to consider particular issues and prepare draft reports for submission 
to the Council. These reports were then considered at plenary meetings 
of the Council and amended as appropriate before submission to the 
Minister. 

Details of the Working Groups established and their membership are 
contained elsewhere in this report. In some cases Working Groups which 
were established to consider specific matters during the year under 
review had not reported within that year and accordingly no information 
on their deliberations is given here. 
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Council's views on the Recommendations of the Report of the 
National Planning Board 
In April 1985 the National Planning Board published its report entitled 
Proposals for Plan 1984-1987. This document was intended by the 
Government to constitute a major in-put to the Government's own economic 
plan which was then in preparation. The Council considered only those 
proposals in the report relating to the health service and prepared and 
submitted a document to the Minister containing its views on those proposals. 
This was done in August 1984. 

While the Council's document dealt with all the recommendations in 
relation to the health services it concentrated most on two specific but 
interlinked issues, that is, the proposal to reduce real expenditure on the 
health services over the years of the plan and also to reduce drastically the 
number of hospital beds over a two year period. 

In view of the major repercussions which the implementation of these 
proposals would have on the health services particularly on those people who 
depend most on these services, the Council elaborated in detail on the reasons 
why they should not be proceeded with. It also gave its comments on some 
specific recommendations. . 

The following is the complete text of the Council's submission to the 
Minister. 
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The National Planning Board prepared a report entitled "Proposal for Plan 
1984-1987" in April of this year. It is understood that the recommendations 
in this report will constitute a major in-put to the process of preparing a 
short-term economic plan which is to be published by the Government in 
Autumn 1984. 

The National Health Council has considered only those proposals in the 
report of the National Planning Board which relate directly to the health 
service (Chapter IV. 3). The Council recognises that the recommendations 
relating to the health service were formulated in the context of seeking to 
alleviate the country's difficult economic and financial circumstances. The 
Council also recognises that it is the prerogative of Government to decide 
how much public money shall be allocated to the health services. It is however 
a matter of serious concern to this Council as to how reductions in expenditure 
are to be applied, how priorities are determined and most of all what the 
implications of expenditure cuts will be in terms of the level of health care 
for the people. 

Juda Hart's Inverse Care Law states that where the need for services is 
greatest, the services are poorest. Any reduction in the provision of services 
is likely to bear most heavily on those who most need them. 

While there is much in the Planning Board's report which the Council 
agrees with and indeed welcomes we consider that its analysis of the operation 
of the health service is superficial and that many of its major recommendations 
display a serious lack of appreciation as to what the consequences of their 
implementation would be. 

This document contains this Council's views on the main recommendations 
in relation to health. It begins with the recommendation on reductions in 
health expenditure. It then deals with the recommendation for a reduction 
in the number of hospital beds. Following on from this other 
recommendations in the report are dealt with in the same sequence as they 
appear in the report of the Planning Board . 
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Expenditure on Health Services 
1. The Planning Board recommends that an average annual reduction 

of 4 % in real expenditure should be achieved over the three year period 
1985 to 1987. (Page 317, 4XXIII). 

2. The Council would first of all note that the Board in recommending 
an average annual reduction in expenditure of 4 % over 3 years appears 
to ignore the reduction of 4% which has been imposed for 1984. 
Cumulatively this would amount to a reduction of between 15% and 
16% over 4 years. As the statutory entitlement to health services has 
not been changed over this period this means that significantly 
diminishing resources are still expected to provide the same level of 
service. While the Council accepts that increased efficiency will yield 
some savings it has limited potential and in terms of the amount required 
by the Board to be saved could not possibly allow the present level of 

• • serVIce to contmue. 

3. A second point which the Council wishes to make relating to the 
recommended reduction in spending over three years relates to the 
calculation of this figure. It is not clear that the recommendations calling 
for reduced expenditure and those involving increased expenditure when 
taken together, add up to the spending reduction called for. As the report 
of the Planning Board gives no costings, the figure chosen seems to 
us to be somewhat arbitrary and therefore lacking in credibility as a 
target inside which existing levels of service could continue to be 
delivered. 

Assumptions underlying recommendations on expenditure 
4. Two general assumptions underlie the recommendations on expenditure 

and are in our view seriously misleading in determining what further 
reduction in health expenditure might be possible. These are: 

(A) The Health Service in Ireland is unnecessarib' expensive 
(i) The Planning Board places considerable emphasis on the amount 

of expenditure on the health services in Ireland expressed as a 
percentage of GNP. While this figure reached its highest point in 
1980 it has been declining ever since. Compared with other EEC 
countries Ireland occupies a middle position using percentage of 
GNP as an index.· Another, and in our view more realistic 
comparison can be made by reference to per capita expenditure. 
On the basis of this measure Ireland spends less on health than 
any other EEC country·· with the exception of Greece and 

·Source Compendium of Health Statistics 1984. Office of Health Economics, London. 
··Source OECD Expenditure on Health under Economic Constraints 1983. 
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notwithstanding the consideration which is discussed in the 
following paragraph. 

(ii) A further factor which the Council believes should be taken into 
consideration in discussing Ireland's total expenditure on health 
is the welfare-type services which it embraces. It includes expenditure 
on social services such as the community welfare services and the provision 
of cash allowances for a variety of handicapped and disable-d persons. In 
most other countries this expenditure would not be part of the 
health budget. Indeed for the purpose of establishing a valid 
comparison of expenditure on health between OECD countries, 
the OECD has discounted Ireland's health expenditure by one 
seventh to allow for this. 

(iii) 

(iv) 

The Council considers that the nature of expenditure on health 
in terms of the net cost to the State should also be taken into 
account. It is estimated that 65 % of the total health budget and 
72 % of expenditure in acute hospitals goes towards wages and 
salaries. Given the very high rate of personal taxation in Ireland, 
compared to other European countries, this means that a 
substantial proportion of this expenditure returns to the Exchequer. 
Likewise in relation to non-pay expenditure our very high rates 
of V AT ensure that there is a substantial return to the Exchequer 
from this expenditure. 

As a developed country our population has over the years become 
accustomed to, and now takes for granted, a high standard of 
service both at community and at hospital level. This expectation 
of continuing high standards of health care assumes that sufficient 
funds will be made available to the service. It also makes the 
implementation of reductions in expenditure even more difficult. 

(v) The Council would also draw attention to the unique structure 
of the Irish population in comparison with other EEC countries. 
While the Planning Board makes reference to this age structure 
we believe that the implications of this are neglected when 
recommendations for reduced expenditure are put forward. Of all 
EEC countries Ireland has the highest percentage of the population 
in the dependent age groups i.e. those under 15 years and over 
65 years. It is well known that people in those age groups place 
a greater demand on the Health services. For example the Irish 
figure of 41 % compares with 35.8% for the UK, 34.7% for Italy 
and 32.4% for West Germany. Indeed the extent of the Irish 
dependency category can be appreciated more clearly by expressing 
it as a proportion of the non-dependent sector of the population. 
Looked at in this way, those in the dependent age groups are 
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equivalent to 69.5% of those in the 15-64 years category in Ireland; 
comparative figures for some other countries are, UK 55.8 %, Italy 
53.1 %, West Germany 47.9%. 

(B) Assumption that the development of communiry services and other 
services of a non in-patient nature will automatically reduce 
the cost of insti· services 

(i) The Planning Board dearly assumes that the development of the 
community care service together with the provision of more out
patient sevices and day-beds will reduce the demand for hospital 
services. While the Council too would like to believe this, it would 
advise caution in this regard. It will be recalled that when the choice 
of doctor scheme was introduced it was widely assumed that the 
rate of referrals to hospital and other institutions would decrease 
or at least level off. There is no evidence that this occurred, indeed 
it could be argued that demand for institutional services increased. 
There are some indications that increased contact with the health 
services at a lower level has a spin-off effect and increases demand 
at a higher level. Thus the greater the level of medical and social 
services in the community, the greater will be the discovery of new 
cases and thereby, heretofore unmet demand enters the system. 
The Council does not of course argue against the desirability of 
developing alternatives to institutional care, indeed it warmly 
welcomes any such plans. It wishes to question the unproven assumption 
that demand for institutional care will automaticalI:J decrease. 

(ii) A further assumption in the Planning Board's advocacy of the 
development of alternative services to institutional care is that such 
services will always be cheaper. This may not always be the case. 
Indeed it will often be more expensive to provide comprehensive 
support on a community basis for patients with a high dependance 
than for similar patients in an institution. This is particularly true 
in respect of patients in rural areas where the staff/patient ratio 
will be extremely high. There appears to be a lack of appreciation 
of the fact that the development of these services will require an 
intitial investment in both buildings and training and that they 
will generate additional on-going costs. There is furthermore a lack 
of recognition of the fact that alternative services have to be in 
place and operating before the institutional services can be reduced 
or phased out. In the context of the expenditure cuts it should be borne 
in mind that this process of developing one service with a view to reducing 
another one would definiteI:J give rise to increased expenditure in the short term. 
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Economies through reduction of In-Puts 
5. The Planning Board recommends that reduction in health expenditure 

should be achieved as far as possible by reducing the in-puts to the health 
service rather than by reducing the quantity or quality of care to the 
public. (Page 317, 4XXIV). 

6. The Planning Board specifies the type of in-puts that should be reduced. 
These are beds, drugs, payments to doctors and nurses, hospital 
buildings, administrators etc. 

7. The Council points out elsewhere the implications of the reduction in 
bed numbers on the scale suggested. Taken in its totality however, it 
is quite clearly inconsistent and even contradictory to suggest that a 
reduction in the essential in-puts to a service of the magnitude required 
to achieve the recommended savings, could be secured without seriously 
compromising the quality and quantity of patient care. 

8. The Council agrees that there is scope for increased efficiency and that 
this will contribute towards cost containment. However reductions in 
expenditures on the scale specified in the report could only be achieved 
by a major reduction in the core elements of a health service, i.e. doctors, 
nurses, beds, administrators etc. To suggest that reductions in these 
areas would not diminish the quality or quantity of necessary care is 
to imply that existing services are massively over provided. The Council 
rejects this implication and demonstrates elsewhere in its presentation 
that this is not so. 

Reduction in Number of Hospital Beds 
9. The Planning Board recommended that there should be a reduction 

of 5,000 hospital beds in the next two years (Page 312 4VI). 

10. It is presumed that this recommendation relates primarily to acute 
hospitals as the material presented in support of the recommendation 
relates to acute hospitals only. 

Reasoning in Support of a Reduction in Hospital Beds 
11. The arguments in support of this recommendation are contained in 

paragraphs 3(xiv), 3(xv) and 4(vi) of the Board's Report. They may 
be summarised as follows: 

(i) Acute hospital bed ratios in Ireland, while similar to those in 
Northern Ireland, are considerably above those in England and 
Wales. 

(ii) Maternity bed ratios in Ireland, while identical to those in 



Northern Ireland, are considerably higher than those for England 
and Wales. 

(iii) A study of one acute general hospital found that at least 40 per 
cent of short-stay patients, accounting for almost 18 per cent of 
all patients, could have been dealt with other than in an acute care 
ward. 

(iv) Long-term care (30 days or more) is inappropriate to an acute care 
bed yet in 1980, 5 per cent of patients spent 30 days or more 
in acute hospitals, accounting for almost 15 per cent of all bed
days, and nearly 20 per cent of bed-days in regional hospitals. 

(v) The frequency and rate of increase in admissions for investigations 
and examinations. 

12. On the first of these points, if an objective international comparison 
of bed ratios is to be made, then it could reasonably be expected that 
it would include a number of countries, in particular the member States 
of the EEC. In such a comparison, Ireland occupies an intermediate 
position while the ratios for England and Wales are low relative to those 
of the other States. The comparison made in the Planning Board's 
Report is selective and appears designed to make the point that there 
is an excess of hospital beds in Ireland. This can also be seen in the 
statement that bed ratios in Ireland are similar to those of Northern 
Ireland: in fact, the bed ratio for Northern Ireland is 11 % higher than 
that for the Republic. 

13. On the second point, maternity beds are related to population (or to 
women in the child-bearing age groups) and it is correctly concluded 
that the bed-population ratio is higher in Ireland than in England or 
Wales. The point made above concerning the selective choice of 
countries for comparison applies here also, but there is a more 
fundamental point at issue. The need for maternity beds is determined 
directly by the number of births taking place in hospital and this is the 
criterion which must be used in assessing the adequacy of maternity 
bed provision. The length of stay in hospital is also a relevant factor. 
In Engla.nd the practice of early discharge has tended to reduce demand 
for beds. This trend is facilitated by well developed back-up services 
at community level and by the small size of family there. Notwithstanding 
this, however, England has more beds per 1,000 live births than Ireland. The 
comparative figures are: Ireland 25, England 30. The figure for Scotland 
is 40. 

14. The third point concerns short-stay (one, two or three days) admissions 
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to hospital. These patients are admitted mainly for injuries, minor 
procedures and investigations. It is accepted that there is scope for 
transferring some of this work from in-patient to out-patient care. 
However, a number of points need to be emphasised: 

(i) The great majority of minor procedures and investigations in 
hospital are carried out at out-patient level. 

(ii) The figures quoted in the Planning Board's Report relate to 
patients treated. However, because of the very short stay of these 
patients, their use of beds is much less than the figures which are 
used would suggest. It is difficult to avoid the conclusion that the 
scope for freeing beds has been exaggerated in the Report by the 
selective use of data. 

(iii) While the transfer of short-stay investigations from in-patient to 
out-patient level would involve saving in maintenance costs, the 
main items of expenditure, those relating to the service provided, 
would remain. Extra expenditure might be required to expand the 
out-patient facilities including transport, canteen, offices and 
overnight accommodation in some rural areas, to meet the 
increased demand. 

15. The fourth point relates to long-term care (30 days or more) which, 
it is stated, is inappropriate to an acute care bed. This presumes some 
system of progressive patient care. If patients are to be transferred from 
an acute level of care to a lower level either within the hospital or in 
another institution or in the community, this alternative level must be 
made available. At present it does not exist on the scale required and 
to provide it will cost money. 

16. The fifth point relates to admissions for investigations and is much the 
same as the third point made by the Board; yet they are counted as 
two separate arguments in support of a reduction in hospital beds. 

17. Two important points which emerge from this analysis of the reasoning 
in the Planning Board's Report are: 

(i) There appears to be a lack of understanding in the content of the 
Report of what is involved in the operation of the health services 
at ground level. 

(ii) Objective analysis, which should be the basis of such a Report, 
is replaced by a selective use of material. 

We consider that the conclusions which are based on this approach 
to reasoning must be open to question. 
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Implementing a Reduction in Hospital Beds 
18. The purpose in the proposed reduction is to reduce expenditure on the 

health services. In order to achieve an expenditure reduction of the 
magnitude required it would be necessary to close entire hospitals. 
Closing a small number of beds in each of a large number of hospitals 
would have only marginal effects on expenditure. It would therefore 
be necessary to select the hospitals to be closed and to proceed with 
their closure. The consequences of such closures can be considered under 
a number of headings, mainly health, financial, employment, equity, 
legislation and public reaction. Each of these is discussed in turn in 
the following paragraphs. 

16 

(a) Health 
Insofar as satisfactory alternative arrangements can be made for 
the care of patients, adverse health effects can be minimised. 
However, a reduction in hospital beds of the order contemplated 
involves a grave risk of serious health consequences for some 
persons taking into account also the seasonal variation in demand 
e.g. bronchiolitis in children. This is a matter which requires very 
careful study before any irrevocable decision is made. 

(b) Financial 
The gross saving which can be achieved by closing a hospital can 
readily be calculated. However, offset against this must be the cost 
of providing extended out-patient facilities and other alterative 
forms of care including care in the community. A detailed financial 
study is required before net savings can be estimated. 

(c) Employment 
Little saving will be achieved unless any closure of beds is 
accompanied by a reduction in employment. Any such reduction 
will involve costs such as redundancy payments and unemployment 
benefit. It will also involve a reduction in Government's income 
from direct and indirect taxation. This is an aspect of the matter 
which needs to be spelled out more fully and clearly. 

(d) Equity 
It is likely that the closure of a public hospital would affect the 
lower income groups more seriously than the better-off sections 
of society because of the ability of the latter to make alternative 
private arrangements. The consequences in terms of equity would 
appear to be largely regressive. 

( e) Legislation 
While legislation may not be required to close a hospital, section 
38 of the Health Act, 1970 requires that a local enquiry will be 
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(f) 

held into the desirability of discontinuance before the Minister can 
give a direction to discontinue a hospital. This requirement would 
at least involve the passage of a lengthy period of time before any 
results could be achieved. 

Public Reaction 
In its broadest sense, the consequences of closing a hospital without 
local agreement would be considerable. The unhappy experience 
of trying to close hospitals or parts of hospitals or to downgrade 
hospitals in recent years should be adequate wa ming of what would 
be in prospect if widespread hospital closures were attempted. 

19. All of these are matters which require serious and in-depth study in 
the context of hospital closures. They are not addressed in the Report 
of the Planning Board. 

Hospital Plan 
20. The Planning Board recommended that the 1975 Hospital Plan be 

revised with a view to reducing substantially the number of acute hospital 
beds in the country (Page 313, 4VII). 

21. Hospital Planning is based on agreed bed/population guidelines for each 
of the major specialties, with due allowance for any special characteristics 
of an area such as the age structure of the population. These guidelines 
are regarded by hospital consultants as being very restrictive, particularly 
in general medicine and in general surgery. If the Planning Board 
considered that the guidelines were too generous in any respect, they 
should have said so and they should have identified the specialties where 
this applied. In the absence of such support material, a realistic 
examination of the proposal is not possible. 

22. The National Health Council considers that a comprehensive hospital 
plan should be drawn up which would clearly identify the gaps in the 
present hospital provision and the plans for bridging these gaps. 
Proposed new hospitals and major extensions of existing hospitals should 
be shown, together with the hospitals which are scheduled for closure 
as they are replaced by new buildings. The expected timing and the 
financial consequences of the various developments should be indicated. 
This agreed plan should form the basis of any future developments and 
it should not be altered except for good medical reasons. 

Psychiatric Services 
23. The Planning Board has recommended that the number of psychiatric 
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hospital beds in the country should be significantly reduced and 
alternative community services developed (Page 313, 4IX). 

24. The National Health Council does not disagree with this 
recommendation but considers that the following comments would be 

• pertment. 

25. In the first place, there is no recognition in the Planning Board's Report 
that what is recommended here is in fact happening and that much of 
what is recommended has already been achieved. The number of 
patients in mental hospitals has declined from a peak of over 21,000 
in 1958 to about 13,000 in 1982. This decline has been facilitated by 
the development of alternative community-based facilities. It is expected 
that the decline will continue for some time yet, though on a reduced 
scale. 

26. A second point is that there appears to be no appreciation in the Planning 
Board's report of the fact that a reduction in in-patient numbers is 
dependent on alternative facilities and services being available. These 
cost money to provide and to operate. 

27. A further point to bear in mind in considering a reduction in the number 
of psychiatric hospital beds is that it would be dependent to some degree 
on the possibility of persons who are stigmatised as mentally ill finding 
suitable accommodation in the Community. 

28. There is an implication in paragraph 3 (xiv) of the Report that residents 
in mental hospitals who are mentally handicapped should be discharged. 
This is further evidence of the lack of understanding of the health services 
in the Report because while it is accepted that mentally handicapped 
persons are not suitably placed in mental hospitals, the fact is that many 
of these persons are in need of residential care and if they were to be 
discharged from the mental hospitals they would have to be re-admitted 
elsewhere. Some of them, however, could go back into the community 
if appropriate support facilities were provided. The provision of such 
facilities would involve expenditure. 

Hospital In-Patient Enquiry Scheme 
29. The Planning Board recommends that participation in the Hospital In

Patient Enquiry Scheme be made obligatory for all hospitals (Page 306 
3VII). 

Eidemiology and Utilisation Data 
30. The Planning Board recommends that information on the correlation 
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between social class, morbidity rates and service utilisation be collected 
and published regularly commencing not later than 1987 (Page 307, 3X). 

31. The Council recognises that information systems in relation to health 
services are gravely deficient and that this has consequences for rational 
planning and resources allocation. 

32. The Council does not endorse the view that such systems need to be 
based on complete data collection. In some circumstances, good 
sampling may provide almost as good information at greatly reduced 
cost. 

33. The Council supports the thrust of these two recommendations but 
would wish to emphasise that they cannot be met without the allocation 
of additional resources. 

" Neo-Natal Care 

• 

34. The Planning Board suggests that the application of optimal standards 
of neo-natal care could result in a decrease in the incidence of death 
and handicap among infants (Page 312, 4V). 

35. The implication of this statement appears to be that existing standards 
of neo-natal care need to be raised. The Council fully accepts that neo
natal care of optimal standard can be provided only in a consultant 
staffed paediatric unit. This would in effect require that all births should 
take place in hospitals with such consultant staffed units. While this 
would involve the closure of all of the smaller maternity units it would 
also entail the establishment of specialised units which are very costly 
to operate but may prove cost effective in relation to the overall cost 
to the health services during the life span of handicapped children and 
adults. 

Day Hospitals Care 
36. "Day Hospitals should be vigorously promoted to facilitate a reduction 

in acute bed provision and thereby to reduce costs" (Page 313, 4VII). 

37. "The allocation in the capital programme for health services should 
give priority to the provision of multi-purpose day care facilities" (Page 
313, 4VII). 

38. Day hospitals, as usually defined are not appropriate in an acute care 
setting; day beds however are assuming a greater role in providing acute 
care. It is obviously desirable that acute hospital beds be managed in 
such a way as to make them available to the patients in greatest need. 
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It is also desirable that patients requiring procedures which can be 
performed without the need to be admitted to an overnight bed should 
be treated as out-patients or as day patients. Just as differences in average 
duration of stay between hospitals are, in part, due to the training and 
management style of individual consultants there is not agreement 
amongst consultants as to which procedures are appropriate to be 
conducted at day level. If greater use of day care arrangements is to 
be promoted, the medical profession should be encouraged to consider 
how day care facilities can be availed of to best effect. Because of distance 
in some part of rural Ireland those for whom day care would be 
appropriate may need to be accommodated overnight in hostels or guest
houses. 

39. In promoting the use of day care and in studying the cost advantages 
which may accrue as a result, regard should be had to the fact that the 
efficiency of day beds will be dependent upon adequate facilities and 
that staff resources of the community services will require to be 
strengthened in order to provide an appropriate level of support services. 
The demands on the transport services will also be considerable in 
volume and in cost terms particularly in provincial areas. 

Integrated Primary Care 
40. The Board recommends that clear guidelines for the provision of 

integrated primary care services capable of reducing demand for hospital 
beds should be prepared and implemented by 1987 (Page 313, 4viii). 

41. The Council would welcome moves towards the provision of a more 
integrated primary care service. It doubts however, whether it is possible 
at present to quantify the effect of a greater level of primary care in 
terms of reduced demand on hospital beds. Special studies would be 
required to enable guidelines to be devised. The Council also considers 
that the timescale indicated in the recommendation is much too short 
to allow for a significant change in the pattern of demand for health 
care to take place. 

Hospital Admission Policies 
42. The Planning Board recommends that admission policies in acute 

hospitals should be designed to ensure that only patients whose needs 
cannot be met in the community or as out-patients are admitted. (Page 
313, 4viii). 

43. The Council endorses this recommendation and considers that in general 
there should be little difficulty in its application insofar as planned 
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admissions are concerned. There may however, be good social reasons 
for some admissions. 
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44. The Planning Board recommends that the VHI should offer incentives 
to subscribers to seek treatment in the community rather than in 
institutions where this is possible. (Page 313, 4viii). 

45. The Council agrees in full with this recommendation. 

Personal Social Services 
46. The personal social services should be given a more central role in the 

future development of health policy (Page 314, 4 XII). 

47. The Council has already noted in paragraph 6 of this document that 
the health budget in Ireland makes provision for a wide range of welfare 
services. We have pointed out that Ireland is exceptional in this regard. 
Quite clearly it is important that in determining health policy due 
recognition should be given to the potential contribution of the personal 
social services in achieving the goals of that policy. The Council therefore 
endorses this recommendation. 

Voluntary Organisations 
48. The Planning Board recommends that health boards should be given 

in the period up to 1987 the role of supporting community-based 
voluntary organisations whose activities may in due course require public 
funding from other sources (Page 314, 4XIV) . 

49. The health boards should promote the development of voluntary 
organisations whose objective is to raise health status e.g. promoting 
healthy lifestyles (Page 314, 4XIV). 

50. The Council is of the view that voluntary organisations can continue 
to play an important supporting role especially in those areas which 
are less easily catered for by the statutory services. The Council however 
is unable to express a view on the Board's recommendations as it 
considers that they are vaguely worded and capable of different 
interpretations. 

Revision of Eligibility Arrangements 
51. The Planning Board recommended that assessment of eligiblity for 

Category 11 entitlement should be based upon family circumstances with 
due allowance made for dependants (Page 315, 4XV). 
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52. The National Health Council would not disagree with the objective of 
this recommendation. It would point out however that the present 
arrangement is designed to simplify procedures by enabling eligibility 
to be determined on production of Form P60, a form which is readily 
available to all employed persons. If family circumstances were to be 
taken into account, this would require a special investigation of the 
household situation in the case of every applicant. The procedure would 
become more complicated, extra staff would be required and decisions 
would be delayed. 

Private Treatment 
53. The Planning Board recommends that there should be a detailed review 

of the arrangements governing private treatment in public hospitals to 
ensure that the full economic cost of all treatment is borne by those 
who opt for private treatment (Page 315, 4XV). 

54. The Council considers that a patient who opts for private treatment 
should pay the full economic cost of any treatment or service obtained 
which is over and above that which would be received by a public 
patient. The private patient will already have paid for the public patient 
level of care through health contributions and indeed general taxation 
and should not have to pay for this yet again. The Council therefore 
cannot agree with this recommendation. 

Family Planning 
55. The Planning Board recommends that the provision of a comprehensive 

family planning service, accessible to all who wish to use it, should be 
regarded as an urgent priority (Page 315, 4XV). 

56. The Minister for Health who introduced the current legislation on family 
planning conceded that his proposals were framed in a manner which 
had regard to the conflicting views of the many sections of Irish society 
on the subject at that time. The Council understands that a review of 
the Family Planning Act, 1979 is being conducted at present. The 
Council looks forward to being afforded an opportunity to advise the 
Minister on his proposals for legislative change in due course. 

Staffing Levels 
57. "The Planning Board recommends that staffing levels in health 

institutions should be reviewed, by reference to norms in the most 
efficient units in this country and abroad" (Page 315, 4XVI). 

58. The concept of efficiency is difficult to define as there is little agreement 
on the measures of in-put and outcome. It must be recognised that 
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staffing levels are not in themselves necessarily indicators of efficiency. 
Ideally, staffing levels should have regard to such factors as size of ward 
or unit, physical layout, volume of care required related to medical 
conditions being catered for, average duration of stay, age of patients, 
extent of intensive care, numbers of sophisticated operations carried 
out, volume of emergency admissions etc. It is implied in the report 
that if this recommendation is implemented, cost reductions will result. 
If, as recommended, institutions here are compared with institutions 
abroad, the prospect that staffing levels in Irish institutions will compare 
unfavourably with institutions abroad should not be discounted. 

The Purchasing Function 
59. The Planning Board recommends that the purchasing function in the 

health services should be professionalised. (4 XVI). 

60. The Council presumes that this means that professionally qualified 
people should be recruited to manage the purchase, storage, distribution 
and utilisation of supplies. The Council agrees that further savings 
should be achieved if the hand of the health agency is strengthened vis 
a vis the multiplicity of suppliers that do business with these agencies 
to ensure the most economic purchasing of goods and services and the 
dissemination of appropriate information to all purchasing officers. 
However as in the case of some other recommendations made by the 
Board this will require investment now to achieve savings later. 

61. While central purchasing has advantages, in planning it cognisance must 
be taken of such factors as heavy investment in stocks, distribution costs, 
industrial relations etc. 

Clinical Budgeting 
62. The Planning Board recommends that' 'the objective should be to have 

clinical budgeting in operation by 1987 preceded by a preparatory phase 
of cost analysis by speciality" (Page 316, 4.XIX). 

63. There is growing awareness of the extent to which hospital costs result 
from the judgements, priorities and decisions of consultants and 
increased emphasis is being placed on the need to involve clinicians 
in the financial management of their units. The Council favours the 
concept of clinical budgeting but would emphasise that it should be 
managed in a manner that would take account of the general needs 
of the patient population. Any system of clinical budgeting must meet 
with the approval of the consultants who will be expected to implement 
it. Clinical Budgeting systems typically include an incentive which 
permits the users to decide how an agreed portion of savings which result 



from the introduction of the system can be applied. If the health services 
allocation is to be reduced by 4 % in each of the next three years as 
recommended by the Planning Board, the attempts to introduce Clinical 
Budgeting in the type of climate which reductions on that scale will 
produce, may be viewed in purely negative terms. 

64. Clinical Budgeting Systems will depend on the existence of much more 
sophisticated financial, patient and management information systems 
than exist at present. Computer hardware, software and additional 
personnel resources will be required to develop and support such 
systems. 

Institutional Budgets 
65. The Planning Board recommends that instead of the present system 

of incremental budgeting, institutions should be given a budget based 
upon that of the most efficient institutions providing similar services 
(Page 316 4XX). 

66. As noted in paragraph 58 of this document the concept of efficiency 
is difficult to define and the Board does not explain what is meant by 
the "most efficient institution". It may mean the institution which 
operates on the lowest unit cost. On this assumption the recommendation 
is somewhat simplistic as it does not take any account of the variety 
of patient presentations within anyone category. It also ignores the 
real variations in the type of quality of medical services which occur 
in institutions of a similar category. 
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Views of the Council on "The Green Paper" on Services for 
Disabled People Towards a Fuller Life 
Overall the Council welcomed the publication of a paper outlining 
Government policy on this matter. However it also made the following 
criticisms of the report. 

( a) Lack of commitment to positive action and allocation of resources. 

(b) No mention of a timescale for action or listing of priorities. 

(c) The Council could not accept the Green Paper's conclusion that 

(d) 

no legislation was necessary to protect the disabled and to ensure 
mandatory services. 

The Paper could have discussed in more detail the implementation 
of preventive measures. 

(e) The Paper's chapter on education was simply a summary of 
previous papers on this subject. 

(f) Recommendations on Training and Employment lack serious 
determination for implementation, particularly in regard to the 
3 % employment quota. 

(g) The paper does not stress the need to promote and develop the 
voluntary sector in the provision of services. 

(h) It does not contain a serious consideration of the quality of care 
and standards of service for disabled people. 

Report of the Health Services Export Co-'ordinating Committee 
The following is a summary of the Council's comments on this report: 

(a) The committee which prepared the report did not include any 
representatives of health education centres from outside Dublin. 

(b) Little attention was given to protecting the home health service 
while trying to meet the demand for staff and skills from the 
countries abroad. 

(c) The Department of Health's circular allowing one to three year 
career breaks for staff to go abroad makes it difficult for health 
agencies in this country to retain skilled personnel. 

(d) The Council accepted that job opportunities abroad would give 
an outlet to trained personnel who would be unable to find suitable 
employment at home. 

(e) The report should have considered the question of training overseas 
personnel in this country. 
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Report of the Working Party on the General Medical Services 
In general the Council welcomed the report and accepted that the quality 
of the General Medical Services could be significantly enhanced if many 
of the recommendations in the report were implemented. It also noted that 
most of the recommendations would be equally relevant to private practice. 

The Council commented on and supported a number of specific 
recommendations as follows: 

(a) lower volume of consultations 

(b) better relations between hospitals, G.P.s health boards and the 
Department of Health 

( c) standards should be laid down for premises in use by G. P . s 

(d) better liaison between G. P . s 

(e) the use of suitable generic drugs be promoted 

(f) the administration of the scheme should be more localised 

Regarding the recommendations for a reduction in the number of students 
entering medical schools, the Council felt that a thorough study of the medical 
manpower situation should be undertaken before any recommendation could 
be made. 

Also the Council felt that where new products are being added to the range 
of items available under the G.M.S. Scheme greater quality control facilities 
should be provided and that the National Drugs Advisory Board would be 
the appropriate body to operate these. 

Finally the Council urged that every effort should be made to ensure 
implementation of the recommendations in view of the fact that similar 
recommendations had been made previously in the McCormick report and 
never implemented. 

Council's views on the Report of the Commission of Enquiry on 
Safety, Health and Welfare at Work. 
The Council welcomed the report and endorsed its recommendations. It 
comments on two specific recommendations as follows: 

"The report recommends the establishment of a new National Authority 
with responsibility for safety and health at work. This would be independent 
of Government Departments and would function either as an executive 
agency or a state sponsored body (Chapter 12). 

The Council supports this recommendation and recommends that the nursing 
profession which represents such a large proportion of health service staff 
be represented on the National Authority. 
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The report recommends the undertaking of a massive and sustained exercise 
of training, education and information at every level in the workplace without 
which it believes that structural and organisation changes would be less than 
fully effective (Chapter 22). 

The Council recommends that occupational health programmes be initiated 
in hospitals at an early date in view of the large numbers of people which 
such institutions embrace." 

Minister's Proposals for the Regulation of Clinical Trials 
The National Health Council recognised the need for legislation which will 
diminish the chance of harm to those who are the subject in clinical trials. 
Such legislation should, as far as possible encourage rather than discourage 
worthwhile medical research. 

The proposed legislation: 
The main reservations of Council concerned the proposed prior approval 
of trials by the Minister. We considered that this would be likely to prove 
cumbersome and to lead to unacceptable delays and that properly constituted 
ethical cOl'I!mittees would provide adequate safeguards. With regard to ethical 
committees the document stated: 

• 

"an ethical committee must be independent and competent and should be 
efficient. Independence requires that in addition to representative of 
institutions, people unconnected with the sponsors or institutions pursuing 
research are represented. Competence requires that appropriate expertise 
in relation to study design, risks and benefits is available and that lay as 
well as professional interests are represented. Efficiency demands that ethical 
committees are locally available and are able to meet with reasonable 
frequency" . 

The Council suggested that the Minister might provide guidelines for the 
constitution of such committees and the committees should require the 
approval of the National Drugs Advisory Board. 

The Minister's proposals did not specifically address the question of 
payment to volunteers and the Council's view was that such payment should 
not exceed reasonable expenses. 
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Membership of Working Groups established by the Council 

1. Potential savings by having repeatable prescriptions in the General 
Medical Service 

Mr M Martin (Convenor) 
Dr A Meade 
Dr T O'Dwyer 
Mr B Segrave 

2. Day Hospital Surgery 

3. 

Dr A Walsh (Convenor) 
Mr J Foster 
Rev. Sr J Berchmans 
Professor N O'Higgins 

General Medical Services Report 

Mr M Martin (Convenor) 
Dr A Meade 
Mr E Browne 
Mrs A Dolphin 
Mr G Martin 
Mr A Walsh 

Mr D Doherty 
Dr D Murphy 

4. Vitamin D Deficiency in the Elderly 

Dr A Meade (Convenor) 
Professor G Bourke 
Dr A Walsh 
Mr G Martin 

5. Prevention of Road Traffic Accidents 

Professor B Barrett (Convenor) 
Professor G Bourke 
Professor N O'Higgins 
Mr K Culliton 
Dr A Walsh 

6. The Ministers proposals relating to the regulations of Clinical 
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Trials 

Professor J McCormick (Convenor) 
Professor G Bourke 
Dr N Cahill 
Dr M Henry 
Dr A Meade 
Dr A Walsh 
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7 • Green Paper on the Disabled "Towards a Fuller Life" 

Dr N Buckley (Convenor) 
Mr E Browne 
Mr D Doherty 
Dr B Stokes 
Rev Sr C Walshe 
Mrs M Woods 

8. The Recommendations of the Report of the National Planning 

9. 

Board Report in relation to the Health Services 

Mr E Hannan (Convenor) 
Mr D Doherty 
Mr B Segrave 
Dr N Buckley 
Mr S Trant 
Mr E Browne 
Dr B Stokes 

Screening for Disease 

Professor J McCormick (Convenor) 
Dr N Cahill 
Dr M Henry 
Professor G Bourke 
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Regulations Approved 
The following regulations were considered and approved by the Council 
during the year: 

1. Health (Hospital In-Patient Charges) Regulations 1984 

2. Infectious Diseases (Maintenance) Regulations 1984 

3. Hospital Services (Amendment) Regulations 1984 

4. Medical Preparations (Licensing, Advertisement, and Sale) 
Regulations 1984 

5. Health (Vinyl Chloride in Food) Regulations 1984 

6. Infectious Diseases (Maintenance) (No 2) Regulations 1984 

7. Disabled Persons (Maintenance Allowances) (No 2) Regulations 
1984. 

Expenditure for year ended 31 March, 1985 

Total expenditure incurred by the Council was £4,978.05. 

The Council is funded from the non-capital allocation of the Department 
of Health. 
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rom t e • airman 

Chairing the National Health Council has been a pleasure because of the 
high degree of commitment by the members and the excellence of the support 
services provided under the guidance of Mr. Patterson and subsequently 
by Mr. Sexton. 

I am particularly grateful to the chairmen and members of the various 
working groups who have produced detailed and useful statements for the 
Council to consider. This method of proceeding has allowed Council to make 
important statements which we believe have had some significant effect. I 
commend it to future Councils. 
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National Health Council 
Report for year ended 31 March 1986 

The National Health Council have pleasure in presenting this Annual Report 
of the Council to the Minister for Health. 
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Professor J. McCormick 
Chairman 

27 March, 1986 
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Functions of the Council 
The National Health Council is an advisory body. It was established under 
the Health Act 1947 as amended by the Health Act 1953. Its functions are 
to advise the Minister for Health on Regulations made under the Health 
and Mental Treatment Acts and on such general matters affecting or 
incidental to the health of the people as may be referred to them by the 
Minister. It can also advise on other general matters (other than conditions 
of employment of officers and servants and the amount or payment of grants 
or allowances) relating to the operation of the health services. 

Membership of the Council 
The Minister for Health appointed the following persons to be members 
of the National Health Council for the period of two years ending 31 day 
of March, 1986. During the course of the second year six meetings were 
held. The number of meetings attended by each member up to and including 
the last meeting held on 19 March, 1986 is shown in brackets. 

Professor Brian E Barrett 

Rev Sr John Berchmans 

Professor Geoffrey Bourke 

Mr Edmund D Browne 
Vice President 
Irish Transport & General 
Workers Union 

Dr Noirin Buckley 
The National Association for the 
Mentally Handicapped of Ireland 

Dr Noel S Cahill 
Consultant Physician/Cardiologist 

Mr Patrick Casey 

Ms Brid Clarke 
Social Worker 
Local Government & 
Public Services Union 

Mr Kevin Culliton 
Physics Department 
College of Technology 
Kevin Street 

Mrs Eileen Desmond T.D. 
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Nominated by 

(5) The Post-Graduate Medical and 
Dental Board 

( 4) An Bord Altranais 

(3) The Post-Graduate Medical and 
Dental Board 

(2) The Irish Congress of Trade Unions 

(6) The National Association for 
Mentally Handicapped of 
Ireland 

(2) The Voluntary Hospitals 

(2) The Association of Ophthalmic Opticians 

(6) The Irish Congress of Trade Unions 

(5) Bord na Radharmhastoiri 

(nil) The Minister for Health 
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Mr Denis Doherty 
Chief Executive Officer 
Midland Health Board 

Mrs Ann Dolphin 

Mr John Foster 
Federated Workers' Union of Ireland 

Mr Eamonn Hannan 
Chief Executive Officer 
Western Health Board 

Dr Mary Henry 

Mr Gerard P Martin 
Chief Officer 
Comhairle na nOspideal 

Mr Michael G M Martin 

Dr Aiden Meade 

Professor P N Meenan 

Mr Kieran Mulvey 
General Secretary 
Association of Secondary Teachers 
Ireland 

Professor J ames McCormick 

Dr Eadbhard S O'Brien-Moran 

Ms Ita O'Dwyer 
Matron, Coombe Hospital 

Dr Rory O'Hanlon TD 

Professor Niall O'Higgins 

Dr B Pigott 

Mr C Roche 

Mr Barry Segrave 
Chief Executive Officer 
Eastern Health Board 

Dr Barbara Stokes 

Mrs Madeline Taylor-Quinn TD 

*Mr Shaun Trant 
Department of Health 

Mr Thomas Walsh 

Rev Sr Carmel Walshe 

(5) The Minister for Health 

(4) 

(6) 

(6) 

(3) 

(6) 

The Consumer's Association of 
Ireland Ltd 

The Irish Congress of Trade Unions 

The Minister for Health 

The Irish Medical Association 

Comhairle na nOspideal 

(5) The Pharmaceutical Society of Ireland 

(4) The Medical Union 

(1) The Medical Council 

(1) The Irish Congress of Trade Unions 

(6) The Voluntary Hospitals 

(4) The Dental Board 

(nil) The Irish Nurses Organisation and 
National Council of Nurses of Ireland 

(3) The Minister for Health 

(3) The Medical Research Council of Ireland 

(nil) The Irish Dental Association 

(4) The Irish Pharmaceutical Union 

(nil) The Minister for Health 

(3) The Medico-Social Research Board 

(2) The Minister for Health 

(nil) The Minister for Health 

(3) The Voluntary Hospitals 

(2) An Bord Altranais 
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Dr Alphonsus Walsh 
Chief Medical Officer 
Department of Health 

Mrs Marie Woods 

Dr Declan Murphy 
(appointed in December 1984) 

*Mr S Trant resigned from 
The Council in March, 1985 
and was replaced by 

***Mr D Devitt 

* * *Mr D Devitt resigned from 
The Council in November, 1985 
and was replaced by 

Mr D Cronin 
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(5) The Minister for Health 

(5) The Health Eduction Bureau 

(5) The Irish Medical Organisation 

(1) The Minister for Health 

(2) The Minister for Health 
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Summary of Year's Activity 

(A) Matters referred to the Council by the Minister for examination 

Draft Legislation . 
(1) Children (Care and Protection) Bill 1985 

(2) Health (Amendment) Bill 1985 (No. 27 of 1985) 

(3) Health (Amendment) Bill 1985 (No. 45 of 1985) 

Draft Regulations 
(1) Health Services (Amendment) Regulations 1985 

(2) Health (Emulsifiers, Stabilisers, Thickening and Gelling Agents in 
Food) (Amendment) Regulations 1985 

(3) Infectious Diseases (Amendment) Regulations 1985 

(4) Homes for Incapacitated Persons Regulations 1985 

Official Reports 
(1) Report of a Study Group on the development of the Psychiatric 

Services: "The Psychiatric Services Planning for the Future" 

Matters referred to the Council by the Minister for noting 
S.l. No. 429 of 1985. Health (Restricted Article) Order, 1955. 

S.l. No. 7 of 1986. Tobacco Products (Control of Advertising, Sponsorship 
and Sales Promotion) Regulations, 1986. 

(B) Matters considered by the Council on its own initiative 
(1) Day Hospital Surgery 

(2) The prevention of road traffic accidents 

(3) Potential savings by having repeatable prescriptions in the General 
Medical Service 

( 4 ) Food Hygiene Legislation 

Day Hospital Surgery 
The Council established a working group to examine the extent to which 
day hospital surgery could replace in-patient surgery. The working party 
consisted of:-
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Dr. A. Walsh (Convenor) 
Rev. Sister J. Berchmans 
Professor G. Bourke 
Mr. F. Dowling (Co-opted) 
Mr. J. Foster 
Professor B. O'Donnell (Co-opted) 
Professor N. 0' Higgins 

Following examination of the report and recommendations of the working 
party, the Council submitted a report to the Minister as set out in Appendix 
A. The main conclusions of the report are:-

1. Day surgery is clinically acceptable, can have several advantages for 
patients and can also be very economic. About 25 % of surgical 
procedures can be carried out on a day basis. 

2. Day surgery is best suited to hospitals that cater for several specialities. 

3. Suitable hospitals should be requested to give serious consideration to 
the provision of day-surgery as an option for certain types of patient 

• • reqUIrmg surgery. 

4. A typical day-surgery unit should function as part of the main hospital 
and will not be self-contained in relation to the theatres or consultant 
staff. 

5. A typical unit might have 4 to 8 beds. When a unit is opened at least 
an equivalent number of in-patient beds should be closed. 

6. It should have its own admission and discharge areas. 

7. The suitability of a patient for day surgery would be a matter for the 
surgeon to decide having regard to his medical condition and also to 
his domestic circumstances. 

8. All investigations on a patient for day surgery should be carried out 
and completed in advance of the day of the operation. 

9. The unit should reassure the patient on discharge by giving precise 
instructions on who to phone in the event of an emergency developing. 

4() 
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Prevention of Road Traffic Accidents 
1. Between 1968 and 1984 the total number of persons killed on Irish roads 

was 9,456 of which 50% were under 30 years of age. In the same period 
88,000 were injured. The total costs to the community in 1984 for road 
accidents is estimated to have been just over £220 million. 

2. Having regard to the above the Council established a working group 
to examine the matter . 

3. The working group consisted of:-
Professor B. Barrett (Convenor) 
Professor G. Bourke 
Mr. K. Culliton 
Dr. A. Meade 
Dr. D. Murphy 
Professor N. O'Higgins 
Dr A. Walsh 

4. The group decided to confine its study largely to the following factors:-
(a) Alcohol 
(b) Physical health (including vision) 
(c) Speed (including observaton of the 

seatbelts) . 
law and the wearing of 

5. Following examination of the working group report and 
recommendations, the Council furnished a report to the Minister as 
set out in Appendix B. The main conclusions of the report are:-

(i) The numbers killed as a result of road accidents in 1984 between 
the hours of9.00 p.m. and 3.00 a.m. was 165, which represents 
35% of the total numbers killed, This indicates the continuing 
seriousness of alcohol related accidents. 

(ii) When a driver who is involved in an accident suffers injuries the 
provision of the necessary medical assistance becomes the first 
priority. Where a driver has been hospitalized, there is no legal 
provision for the taking of a blood or urine sample for the purpose 
of the enforcement of the Road Traffic Acts. The Council considers 
that some attempt should be made to remedy this situation. 

(iii) The Council considers that the statutory forms which an applicant 
must complete for the purpose of obtaining a certificate of fitness 
are at present inadequate. 

(iv) The Council is of the view that the existing speed limit of 55 m. p.h. 
which applies to all vehicles other than heavy goods vehicles, 
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articulated lorries and double decker buses is rather low. The 
Council considers that the speed limit should be increased on a 
selective basis having regard to the quality of road surface etc. 

(v) The Council is satisfied that the evidence pointing to the beneficial 
effects of seatbelt wearing in relation to the prevention of deaths 
and injuries to motorists and passengers is entirely convincing. 

Repeatable prescriptions in the General Medical Services 
The Council established the following Group to examine and report on the 
feasibility and desirability of introducing repeatable prescriptions to the 
General Medical Services:-

. 

Mr. M. Martin (Convenor) 
Dr. A. Meade 
Dr. T. O'Dwyer (co-opted) 
Mr. E. Roche 
Mr. B. Se grave 

The Group was not able to complete its task before the last meeting of the 
Council. 

Views of the Council on the Children (Care and Protection Bill) 1985 
The Bill was inititally considered by the Council at its meeting on 29 May 
1985 when two senior officers of the Department of Health attended the 
meeting to clarify various points in the Bill and to answer queries from the 
members. 

The following working group was set up to examine the Bill and to report 
and make recommendations to the Council:-

Dr. N. Buckley (Convenor) 
Professor G. Bourke 
Miss B. Clarke 
Mr. K. Mulvey 
Mr. D. O'Dwyer (co-opted) 
Dr. B. Stokes 
Mrs. M. Woods 

Following examination of the report and recommendations, the Council 
submitted views to the Minister as contained in Appendix C. 
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Views of the Council on the Report of the Study Group 
"The Psychiatric Service Planning for the Future" 
The Council established the following working group to make a report and 
recommendations to the Council:-

Mr. G. Martin (Convenor) 
Dr. N. Buckley 
Miss B. Clarke 
Mrs. A. Dolphin 
Dr. B. Stokes 
Mrs. M. Woods 
Mr. E. Browne 

Following examination of the report and recommendations, the Council 
submitted views to the Minister as contained in Appendix D. 

Food Hygiene Legislation 
Irish Food Law is contained in nine separate statutes dating back to the Sale 
of Food & Drugs Act 1875. 

The principal regulations are:-

The Food Hygiene Regulations 1950-1971 

The Food Standards (Ice Cream) Regulations 1952 

The Health (Supply of Food) Regulations 1970 

The various Food Additive Regulations viz. colouring matters, 
anti-oxidants, emulsifiers etc and preservatives 

The Contamination regulations viz Lead and Arsenic 

The Council advised the Minister that there is need to review the operation 
of legislation which now applies in this area with a view to making it more 
comprehensible and workable. 

Expenditure for Year ended 31 March 1986 

Total expenditure incurred by the Council was £4814.62. 

The Council is funded from the non-capital allocation of the Department 
of Health . 
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DAY SURGERY 

1. Preamble 
The term "day surgery" as used in this document means scheduled 
surgical procedures provided to patients who do not remain in hospital 
overnight. 

Day surgical care is part of an evolutionary process that began with 
the movement towards early ambulation of patients following surgery 
in the first decade of this century. The next stage was a shortening of 
the duration of stay in hospital. There has never been a fixed duration 
of stay for identical procedures, but there has been a dramatic reduction 
in the average duration of stay for all surgical conditions over the past 
ten to fifteen years. 

Minor surgical procedures have been carried out in surgical out-patient 
departments on an ambulatory basis for many years. The first report 
in Ireland of significant conditions being operated upon on a day basis 
came from Sir Andrew Fullerton of the Royal Sick Children's Hospital 
in Belfast who reported in the *British Medical Journal in 1913 that 
he performed hernia and hydrocele operations in the out-patients 
department in addition to operating on hare-lip, some cases of cleft 
palate, knock-knee and bow leg in children about 4-5 years of age, 
enlarged tonsils, adenoids, naevi, tuberculous joints in the upper 
extremity, glands, tumours and cysts in the neck. Development of day 
surgery was slow until after the Second World War. **In 1955 
Farquharson reported in the Lancet on 485 cases of inguinal hernia 
performed as out-patient procedures. Interest in the whole subject grew 
following the expansion of the 1960-1980 period as the cost of health 
care absorbed more and more of all countries gross national product. 
There has been a considerable response to this in the United States 
particularly since the introduction of Diagnostic Related Groups (DRG) 
into Medi-care and Medic-aid with , perhaps , a more muted one on 
this side of the Atlantic. However, reports are coming in of the successful 
establishment of day surgery units in many centres in Europe and it 
is now increasingly accepted as a safe, convenient and cost-effective 
method of treatment for a wide range of surgical conditions. 

We recognise, however, that as a proportion of all surgery carried out, 
day surgery represents but a small amount at present. We appreciate 
that both hospital staff of all categories and the public have been 
conditioned to accept that surgery must involve some overnight stay 
in hospital. It will take some time to modify this pre-conception but 

·Fullerton A (1913) British Medical Journal 1.470 . 
•• Farquharson E. L. (1955) Lancet 2.517 . 
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we believe that an exposition of the merits of day-surgery will advance 
this. 

2. Advantages and Disadvantages of Day-Surgery 
As should be evident from the previous paragraphs the steady 
development of day-surgery implies that its advantages should 
substantially outweigh its disadvantages. The following are some specific 
points in favour of and against day surgery: 

( a) Advantages 
(i) There should be a shorter waiting period for admission to a day 

rather than to in-patient beds. 

(ii) The date of admission can be decided in consultation with the 
patient at the time of first examination. This advance knowledge 
of the date of surgery is of great benefit to the patient and his family 
in planning their affairs. It also minimises the amount of time the 
patient has to take off work. 

(iii) There are distinct psychological benefits for children in not having 
to stay overnight in hospital. This is particularly important for 
children and removes a source of much worry for parents. 

(iv) There is reduced risk of cross infection and iatrogenic disease. 

(v) There is less risk to post-operative thromboembolism. 

(vi) Economic advantages. 

It is self evident that costs per episode of care will be less if it is carried 
out on a day rather than on an in-patient basis. The savings come from 
several factors such as: 

The closure of a ward at night and at weekends, thus avoiding 
overtime and unsocial hours payments in respect of nurses and 
other staff. 

There is no need to provide meals. 

There is a reduction in the cost of heat, light and laundry. 

Many papers have been published on the economic benefits of this form 
of surgery, but as Evans* has pointed out there are two major 
qualifications to the estimates of these benefits. First, the reduction in 
costs of in-patient care is not proportionate to the reduction in use of 
in-patient care; cost reductions, as patients are re-directed to the day 
unit, will take a considerable time to be fully realised. Second, in-patient 
care may not fall as admissions are redirected to the day unit and the 
increased availability of in-patient beds may lead to an increase in 
admissions and thus an increase in the total caseload. 

'Evans R .G . Robinson G.C . Can. Med. Ass. J Vol. 123 873-881(1980) 

47 



(b) Disadvantages 
(i) It may lead to an increase in admissions with the result that the 

total caseload is increased. Any increase in turnover will increase 
costs. 

(ii) It may be difficult to obtain community care i.e. GP or nursing 
services, if this is required. 

(iii) Patients with family responsibilities may not be able to rest at home. 

(iv) Patients may feel that they would not be able to cope with post-
• • operatIve pam. 

3. Prevalence of Day-Surgery 

Year 

1982 

As pointed out in the preamble, day-surgery involving other than minor 
procedures has been carried out in North America and the UK for 
several years and many papers have been published on its development 
there. In the U.K., however, the growth of day surgery has been on 
an ad hoc basis and as is the case in this country there would appear 
to be no official policy on the subject. 

An analysis of the Hospital Information Patient Enquiry System (HIPE) 
for Ireland in 1982'" of the number of patients admitted and discharged 
on the same day in 1982 on whom a surgical procedure was carried 
out showed that 11 % of all surgical procedures in those under 15 years 
was carried out on a day basis as compared to 7 % of those over 15 years. 

Less than 15 years 15 years and over 

Total No. 
of surgical 
procedures 

Total No. Day as Total No. 
of surgical 
procedures 

Total No. Day as 
Day % Total Day % Total 

Surgery Surgery 

49,544 5,467 11 165,143 11,570 7 

Day procedures are carried out in many hospitals but the only structured 
day-surgery units that we are aware of are at the following hospitals: 

Our Lady's Hospital for Sick Children, Dublin 
St. Vincent's Hospital, Dublin 
Dr. Steeven's Hospital, Dublin 

*M.S.R.B. - H.I.P.E. Data. Analysis by Dr J Buttimer Department of Health. 

48 



• 

• 

• , 

· 
· 

• 

• 

• 

, 

• 

• 

• 
, 

, 

4. Scope for Day-Surgery 
Documentation from other countries contains varying estimates of how 
much surgery now being conducted on in-patients could be carried out 
on a day-basis. These range from 25** to 50*** per cent. The Working 
Party reporting to the Council of the Royal College of Surgeons of 
England (1985) * * * * considers that one third of admissions to a District 
General Hospital can be dealt with in this way. If we accept the lower 
figure it still represents a sizeable volume of patients which without any 
doubt has the potential to make a major change in the pattern and cost 
of hospital surgery. 

While precise data are not available for Ireland it is known that a 
substantial proportion of surgical patients admitted to hospital have a 
duration of stay of under 3 days. There can be little doubt but that 
day surgery should be the norm for a significant number of these 

• patIents. 

5. Requirements for Day Surgery 
At the outset we wish to emphasise that it is not the purpose of this 
document to set out detailed criteria for the carrying out of day-surgery 
as it would require a major study to do this. However, having looked 
at some of the literature and in the light of the information which we 
had at first hand on the operation of units in Ireland we consider that 
it is possible to lay down some very broad guidelines which would be 
of relevance. 

Our consideration of the requirements might be divided as follows: 

(a) Suitable Patients 

(b) Suitable Procedures 

(c) Facilities in the hospital 

(d) Facilities in the community 

( e) Arrangements relating to admission and discharge 

( a) Suitable Patients 
Arising from our consideration of this matter we have reached the 
conclusion that it would be undesirable to attempt to categorise patients 
for day surgery on the basis of age or medical condition. This important 
issue should be decided by the Surgeon and Anaesthetist as a matter 
of policy for a day-surgery unit or case by case. 

Of equal importance are the home circumstances of the patient. A day 
surgery patient should: 

"Report and recommendations on Day Surgery, Royal Australian College of Surgeons 1981. 
"'Responsible use of resources J M B Burn, British Medical Journal Vol 286 February, 1984. 
····Guidelines for Day Care Surgery. Royal College of Surgeons of England (1985). 
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(1) Not be living alone. The patient would need to have care and 
attention available for as long as is necessary following surgery. 
It would be expected that this would be provided by a member 
of the patient's family. 

(2) Have the use of a car. It is absolutely essential that the patient 
can arrive in the hospital at the appointed time on the day of the 
operation and that transport will be available to take the patient 
home. For children it is advisable that two persons accompany 
the patient home, one as driver and one as minder. It is essential 
that this transport be available at all times during the first few days 
following surgery in case the patient has to be readmitted to 
hospital. We appreciate that this precondition will exclude some 
patients who might otherwise be suitable but we are convinced 
that it is necessary. 

(3) Have ready access to a telephone. In the unlikely event of an 
emergency developing it is vital that the person caring for the 
patient has immediate access to a telephone. 

(b) Suitable Procedures 
The surgical procedures carried out in a day unit may vary from minor 
to relatively major. Improvement in surgical skills, techniques, 
equipment and materials have, over the past fifteen years or so resulted 
in progressively earlier discharge from hospital. During the same period 
it has become acceptable to treat as day cases many conditions which 
previously merited admission as in-patients. 

The Australasian College of Surgeons (1981) * declined to define a list 
of procedures suitable for day surgery and recommended that the 
suitability of patients selected be the responsiblity of the surgeon and/or 
anaesthetist. We agree that appropriate procedures should be agreed 
by surgeons and anaesthetists in individual units, but list at Appendix 
A the list of possible conditions proposed by the Royal College of 
Surgeons of England Working Party (1985). ** We would also urge the 
Royal College of Surgeons in Ireland to give guidance on the matter. 

(c) Facilities in the Hospital 
It has been estimated that about 2,000 cases per year would be required 
to justify the provision of a self-contained day surgery unit. Our 
consideration of the requirements of a day surgery unit refers to a unit 
which will not have its own theatres, recovery room and consultant staff. 
We would not envisage that services for day care surgery will be provided 
outside the environs of a fully equipped hospital. 

'Report and Recommendations on Day Surgery, Royal Australian College of Surgeons (1981). 

"Guidelines for Day Care S.urgery, Royal College of Surgeons of England (1985). 
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Beds and Other Facilities 
The size of a day unit will depend firstly on the overall volume and 
variety of surgery carried out in a hospital and secondly on the demand 
for, and interest in it, on the part of surgeons, anaesthetists, and patients. 
Clearly there will be greater scope for it in a multi speciality hospital. 
The units at present in operation in Ireland are of the order of 4-8 beds. 
We would regard this range of size as suitable for hospitals to commence 
day-surgery, though we cannot specify a particular figure as a 
maximum. The Royal College of Surgeons of England recommends 
units of 10-30 beds which is probably an unrealistic target for us at 
this time. 

We would emphasise that whatever number of day beds are used. at 
least a similar number should be closed for in-patients. Day-beds should 
not therefore be additional to the existing surgical bed complement of 
a hospital. If this is not done the economic advantage of day-surgery 
will be cancelled, indeed overall surgery costs would probably increase. 

A day-surgery centre should be in a separate area of the hospital with 
its own admission and discharge areas. It should be of a high standard 
and be an attractive and pleasant environment for patients and relatives. 

In some general hospitals it may not be practicable to establish day 
units and day surgery should then be arranged through the general 
surgical wards. 

It is not the intention of the report to suggest that minor procedures 
currently carried out in out-patient departments and peripheral clinics 
should be transferred to the day surgery centre. 

The unit will use the hospital's existing theatre facilities and recovery 
rooms and the same surgical and anaesthetic standards will apply. Day 
patients will therefore be integrated into the lists of the theatres. The 
ward should be serviced with suction and oxygen equipment. Mobile 
resuscitation should suffice. 

There should be adequate waiting areas for patients and relatives and 
sufficient toilet facilities should also be provided. 

Staff 
The unit should have its own nursing staff. Patients would be admitted 
in the morning, be prepared for the operation and then be discharged 
home following surgery and recovery. If for any reason it is felt that 
a patient should not be discharged, he should be admitted to an in
patient bed. It is essential in order to achieve the economic benefits 
associated with such a unit to close it at the end of each day i.e. about 
5 p.m. Staff should be available to cover a minimum three hour recovery 
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period from the completion of the last procedure of the day involving 
general anaesthesia. In practice, therefore, operations requiring general 
anaesthesia would be carried out before 2 p.m. 

(d) Facilities in the Community 
The view has been expressed that an essential pre-requisite for the 
successful operation of a day surgery unit is the availability of a general 
practitioner and nursing service to the patient in his home, if so required, 
following discharge. We have considered this. We learned, however, 
that the three units mentioned in paragraph 3 are functioning with 
considerable success without any community support of this nature. 
Indeed there is no special liaison with the general practitioner or public 
health nurse. Based on this experience and taking account of the points 
which we have made relating to the suitability of patients, we are of 
the view that a day surgery unit can function without the making of 
any special arrangements at community level although such 
arrangements would obviously be beneficial. 

The hospital should notify the patients' general practitioner by 
telephone, or by handing the patient a discharge letter, of the nature 
of the procedure carried out so that the practitioner can react positively 
if contacted by the patient or his relatives. 

6. Arrangements relating to admission and discharge 
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In order to maximise the advantages of day-surgery and to make it 
attractive to suitable patients it is important that it should be efficiently 
organised. 

When the surgeon carries out his first examination of the patient he 
should discuss the possibility of carrying out the operation on a day
basis if he considers that the patient is suitable. As most patients will 
have never heard of day surgery we consider that the onus should be 
on the surgeon to offer it as an option to patients. Some surgeons who 
carry out day surgery have told us that many patients are very glad 
to know about this possibility. If day surgery is acceptable to the patient 
then the date of the operation can be decided upon at the same time. 

Ideally all patients should be seen well in advance of the operation by 
an anaesthetist. If this is not practicable, sufficient time should be allowed 
on the day of operation for final assessment by the anaesthtist when 
the patient arrives in hospital. It should be ensured that all investigations 
are completed before the day of the operation and that the results are 
available in the unit on the morning of admission. A patient should 
be given very clear instructions beforehand regarding any necessary 
preparations which he/she must make prior to the operation e.g. fasting. 
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Following the operation, a recovery period should elapse before 
discharge. Fitness for discharge should be the responsibility of the 
surgeon or anaesthetist. In the event of a patient being considered unfit 
for discharge he/she should be transferred to an in-patient bed and a 
designated relative informed accordingly. 

On discharge a patient should, in addition to the necessary medical 
advice, be given very precise information both verbally and written on 
what to do if an emergency arises. While we have learned that this arises 
only in a tiny proportion of cases it is of great importance that the patient 
and his carer should be reassured in advance by this information. The 
patient should therefore be given the name of a specific doctor in the 
hospital who should be contacted. It is desirable that this should be a 
surgical registrar. Control of post-operative pain is an important part 
of day surgery and a small supply of adequate analgesic agents might 
be provided for the patient to take home. 

7. Summary of main conclusions and recommendations 
Day surgery is clinically acceptable, can have several advantages for 
patients and can also be very economic. About 25 % of surgical 
procedures can be carried out on a day basis. 

Day surgery is best suited to hospitals that cater for several specialties. 

Suitable hospitals should be requested to give serious consideration to 
the provision of day-surgery as an option for certain types of patients 

• • reqUIrmg surgery. 

A typical day-surgery unit should function as part of the main hospital 
and will not be self-contained in relation to the theatres or consultant 
staff. 

A typical unit might have 4 to 8 beds. When a unit is opened at least 
an equivalent number of in-patient beds should be closed. 

It should have its own admission and discharge areas. 

The suitability of a patient for day surgery would be a matter for the 
surgeon to decide having regard to his medical condition and also to 
his domestic circumstances. 

All investigations on a patient for day surgery should be carried out 
and completed in advance of the day of the operation. 

The unit should reassure the patient on discharge by giving precise 
instructions on who to phone in the event of an emergency developing. 

5.1 



GENERAL SURGERY 
Minor operations on the skin and subcutaneous tissues 
Herniorrhaphy (simple inguinal, femoral, or epigastric hernia) 
Anal fissure, dilatation or excision 
Anal warts, removal 
Rectal polyp 
Laparoscopy 
Needle biopsy of liver 
Oesophagoscopy and gastroscopy 
Breast biopsy 
Excision of cyst or benign tumour 
Tongue tie 
Biopsy of minor lesions in the mouth 
Removal of salivary calculus 
Varicose veins: ligation and evulsion 
Biopsy of lymph-nodes 
Excsion of thyro-glossal cyst 
Excision of bronchial sinuses 

ORTHOPAEDIC AND HAND SURGERY 
Manipulation of joints e.g. for frozen shoulder, back of knee 
Epidural injections 
Removal of pins, plates or screws 
Excision of ganglia, synovial cysts and benign synoviomata 
Decompression of carpal tunnel 
Arthroscopy 
Removal of neuroma, e.g. on the hand 
Amputation of the fingers and lesser toes 
Operation on ingrowing toe nails 
Tenotomy 
Interphalangeal fusion of the toes 
Release of trigger finger 
Removal of external fixator 
Simple excision of palmar fascia in Dupuytrens 
Removal of foreign bodies 
Scar revision 
Small free skin grafts 

UROLOGY 
Endoscopic: -
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Diagnostic urethro-cystoscopies 
Biopsies of bladder mucosa and tumour with cup forceps 
Diathermay of bladder lesion 
Urethral dilatations and hydrostatic dilations of the bladder 
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Operative procedures:
Circumcision of the child 
Vasectomies 
Excisions of scrotal lesions e.g. sebaceous cysts 
Testicular puncture biopsy for infertility 

PAEDIATRIC SURGERY 
I General Surgery 

Hernia: inguinal 
umbilical 

• • epIgastnc 
Ligation of communicating hydrocele 
Unilateral orchidopexy 

Second stage operations, operations when the 
testis is high and non-palpable and in some 
patients bilateral operations should be avoided 
on a day basis 

Circumcision: Meatotomy: Separation of preputial adhesions 
Division of tongue tie 

Il 

Cystoscopy 
Proctoscopy: sigmoidoscopy: sphincter stretch 
E. U .A.: manual evacuation of faeces 
Excision of local skin lesions, cysts etc. 

Orthopaedic Surgery 

Manipulations 
Change of plaster 
Minor operative procedures, trigger thumb, ganglions, etc. 
Arthroscopy 

III Dental Surgery 

Conservation) 
) especially for children with other 

Extractions ) medical handicaps 

IV Ear, Nose and Throat 

V 

E. U .A., ears, post-natal spaces and removal offoreign bodies 
Myringotomy & insertion of tubes and their removal 
Reduction of fractures of the nose 
Electro-cautery of bleeding points 
Submucosal diathermy 
Antral puncture and washout 

Ophthalmic 
Correction of squint 
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OPHTHALMIC SURGERY 
Blepharoplasty 
Tarsoplasty 
Excisions of lesions of the eyelid or tarsal plate 
Chalazion operations 
Operations on the lachrymal apparatus 
Correction of strabismus 

OTOLARYNGOLOGY 
Incision of furuncle 
Removal of foreign body from the ear canal 
Removal of impacted wax 
Biopsy of the ear 
Myringotomy 
Myringotomy and insertion of typanostomy tube 
Removal of tympanostomy tube 
Incision of post-suricular abscess 
Incision of nasal furuncle 
Removal of nasal foreign body 
Incision of septal abscess 
Removal of nasal polyps 
Reduction of fractured nasal bone 
Electro-cautery of the nasal septum 
Submucosal diathermy of the inferior turbinates 
Antral puncture and wash out 
Removal of vocal polyp 
Biopsy of larynx 
Diagnostic laryngoscopy, pharyngoscopy and oesophagoscopy 

with regid and fibre optic instruments 
Removal of foreign body including impacted food from pharynx 

and oesophagus 
Examination and treatment of the unco-operative child 

PLASTIC SURGERY 
The following are plastic surgical procedures that have been suggested as 
suitable within a Day Surgery Unit. The list is not comprehensive and it 
is likely that many others could be included. They are performed under either 
general anaesthesia or local anaesthesia by infiltration or nerve block as 

• appropnate:-
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1. Skin Lesions 

These constitute by far the greatest number of patients referred to 
the out-patient department and include both benign and malignant 
skin tumours which are treated either by excision and direct closure 
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or by the assistance of a split skin graft, a full thickness graft or 
a local flap. Grafts to the lower limb are not recommended on a 
day surgical basis. 

2. Paediatric Surgery 
Accessory auricles and digits. Incomplete, simple syndactyly. 
Correction of prominent ears. Dermoid cysts. Minor revisions of 
nose and lip following treatment of cleft lip and palate. Meatotomy, 
circumcision and 'tidy-up' procedures after repair of hypospadias. 
Excision and revision of various hamartomata. Suture removal in 
young and/or fractious children (it has been found that the presence 
of parents in the recovery ward is a help to the children and the stafl). 

3. Hand Surgery 
Ca) Dupuytren's disease where only a limited fasciectomy is needed. 

(b) Rheumatoid hand disease: Selective synovectomy. Tendon 
transfer and tendon repair. Excision of ganglia and rheumatoid 
nodules. Ulnar styloidectomy Peg fusions and intrinsic release. 
Steriod injections and manipulation under anaesthetic. 

(c) Nerve decompression: e.g. median, ulnar and lateral femoral 
cutaneous nerves. 

(d) Secondary treatment of trauma: local finger flaps and 
amputations. Temolysis. Release of contractures. Secondary 
tendon and nerve repair. 

4. Trauma 

5. 

Mainly scar revision but the reduction of nasal and malar fractures have 
been advocated. 

General 
Examination under anaesthetic and biopsy of head and neck tumours. 
Flap delay prior to eventual transfer. Separation and inset of certain 
flaps. Debulking and revision of flaps. Insertion and distension oftissue 
expanders. Axillary hyperhidrosis. Cryo surgery. Laser surgery using 
carbon dioxide or argon as the medium for tattoo, appropriate skin 
lesions and vascular hamartomata. 

6. Cosmetic 
Excision and direct closure or grafting of tattoos. Blepharoplasty. Modest 
degrees of gynaecomastia. Rhinoplasty where infracture is not indicated. 
Nipple and areola reconstruction following restorationof a breast mound 
after mastectomy. Breast augmentation: Adjustment of major 
procedures originally carried out as an in-patient such as nose tip 
revisons, breast capsulotomies and revision of abdominoplasty, reduction 
mamoplasty and breast reconstruction. 
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ORAL SURGERY 
Simple impacted wisdom teeth 
Biopsies 
Enucleation of small cysts 
Removal of inter-bony wires 
Tongue tie 
Minor soft-tissue surgery 
EUA for suspected carcinoma 
Drainage of simple abcesses 
Cryoblockade of peripheral nerves 
Cryosurgery of small lesions 
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Views of the National Health Council 
on 

Prevention of Road Traffic Accidents 
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1 . Establishment of the Group 
The Group was established following discussion at the Council's meeting 
on 25th October, 1984 in relation to the Report of the Committee of 
Inquiry on Health and Welfare at work. Members had expressed 
dissatisfaction at certain aspects of the requirements for fitness to drive 
and the investigation permitted in the case of persons involved in road 
accidents who are admitted to hospital. 

In view of this and having regard to the high toll of deaths and injuries 
attributable to road traffic accidents and the consequent impact on the 
health service it was decided to establish a working group to examine 
this matter. 

2. Temr.s of Reference 
The general brief of the Group was to examine the situation in relation 
to road traffic accidents and to make recommendations with a view to 
diminishing the toll of accidents. It was agreed that the Working Group 
could co-opt and consult as necessary. 

The group at its first meeting on 22nd November, 1984 decided that 
in view of the wide nature of this matter, it would confine its study 
largely to the following factors:-

(a) Alcohol 
(b) Physical health (including vision) 
(c) Speed (including observation of the law and the 

seatbelts) . 
wearing of 

3. Consultations by the Group 
The group had consultations with the following people during its 
in vestigations. 

(a) The coroner for West County Galway 
(b) The Director of the National Road Safety Association 
(c) The Legal Adviser to the Department of the Environment 
(d) Discussions were held with Sergeant in charge, 

Traffic Unit, Union Quay, Cork. 

Documentation relating to road traffic accidents was also obtained from 
an Foras Forbartha and the Medical Bureau of Road Safety. 

4. Road Traffic A.ccidents in Context 
(a) Overall Numbers*(I) 

Between 1968 and 1984 the total number of persons killed on Irish 
roads was 9,456 of which 50% were under 30 years of age. In the 

(1) Foras Forbartha. Road Accident Facts 1984. 
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same period 88 ,000 were injured. It is estimated that twice as many 
people as are killed also suffer some type of permanent disability 
from injuries incurred. 

The figures for 1984 show that 465 people were killed and 8042 
were injured . The numbers killed break down into the following 
categories , 156 pedestrians, 39 pedal cyclists, 59 motor cyclists, 
189 car users and 22 others. 

In most developed countries, between 1970 and 1984 there has 
been a drop of 20% in numbers killed. However, in Ireland in 
the period 1972-74 the average number killed each year was 609. 
Between 1982-84 the average number killed each year was 511. 
This represents a drop of 16 % which is not as significant an 
improvement as that experienced generally in countries of the 
European Community. 

It is significant that in respect of 1981 Ireland has the second lowest 
rate of vehicles per 10,000 population but it had only the fourth 
lowest rate of deaths per 10,000 population arising from road traffic 
accidents. (2) 

(b) Overall cost to the community 

(2) Eurosta!. 

The total costs to the community for 1984 for road accidents is 
estimated to have been just over £220 million. * (3) The costs fall 
into four broad categories: acute hospital, rehabilitation, medico
legal and out-of-work costs. It is, however, very difficult to estimate 
the portion of these figures which would refer to costs to the health 
services but clearly road accident injuries place a heavy burden 
on the health services particularly on its most expensive sector, 
the acute hospitals. 

In 1983 Irish hospitals collected a total of £4,000,000 in respect 
of the treatment of road accident victims who were awarded 
damages. However, this would only represent a portion of the total 
costs to the health services. Other factors which must be borne 
in mind are that many minor injuries (for which no claims are 
made) are treated by G.P. 's, Casualty Departments, and out
patients clinics. A large portion of the ambulance service's work 
would involve attendance at road traffic accidents. In addition some 
accident victims suffer permanent disabilities which need care for 
life. It is estimated that double the number killed each year suffer 
permanent disability. (4) Therefore, any reduction in the level of 

(3) Foras Forbartha. Road Accident Facts 1984. 
(4) do . 
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fatalities and injuries would, apart from reducing hardship and 
suffering, result in considerable savings to the exchequer. This is 
particularly relevant in relation to the funding of the health services 
which in recent years is finding it increasingly difficult to cope 
within available resources. It would therefore be of considerable 
significance to the cost of the health service if there were a 
significant reduction in the volume of road accidents. 

Scope for reducing the level of Accidents 
With regard to the areas examined by the working group it is clear that in 
general a considerable improvement in the situation could be brought about 
by a fuller compliance with existing laws. The desirability of introducing 
additional legislation was also considered. 

(1) Alcohol 
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The 1984 Report by an Foras Forbartha entitled Road Accidents Facts 
1983 states as follows:-
"The number killed as a result ofroad accidents in 1984 between the 
hours of 9.00 p.m. and 3.00 a.m. was 165 with 2175 injured, which 
represents 35 % and 26 % respectively of the total numbers killed and 
injured. This indicates the continuing seriousness of alcohol related 
accidents" . 

It seems to the Council that an Foras Forbartha considers that there 
is a positive correlation between the time at which a road traffic accident 
occurs and the likelihood of alcohol being a causative factor in the 
accident. The legal position however is that under the Coroner's Acts 
at present in operation it is not possible for a coroner to bring in a verdict 
which would involve alcohol as a contributory factor, although it would 
seem possible for him to refer to this factor on the death certificate. 
There is no standard practice on that matter. We believe that any 
necessary amendments to the laws should be made to enable a coroner's 
court to identify factors such as alcohol in the apportionment of 
responsibility for road traffic accidents. 

The Council has also formed the view that legislation in relation to the 
taking of blood and urine samples from persons involved in accidents 
is most unsatisfactory. The law at present allows for the taking of a 
blood and urine sample from a driver whom the Gardai suspect to be 
under the influence of alcohol. This must be carried out at a Garda 
Station. However, when the driver who is involved in an accident suffers 
injuries the provision of the necessary medical assistance inevitably 
becomes the first priority. This will frequently entail the driver being 
brought to hospital and there is no legal provision for the taking of a 
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blood or urine sample for the purpose of the enforcement of the Road 
Traffic Acts while in such a place. 

The Council considers that some attempt should be made to remedy 
this situation. We appreciate that a hospital being a therapeutic 
environment cannot easily facilitate the processes of the law in relation 
to drunk driving suspects. We appreciate too, that major issues arise 
in relation to patient rights and patient consent. We are also aware that 
the existing legislation is more successful in the courts now than at any 
time previously and that amendments to the law to provide for an alcohol 
estimation of patients might risk a new round of constitutional challenge 
which might jeopardise even the existing law. 

The Council believes however that some steps should be taken with 
a view to closing this legal loophole. We recommend that accident and 
emergency departments of hospitals should for research and statistical 
purposes ascertain the blood or urine alcohol values amongst road traffic 
victims. This information which is not now available would be most 
valuable in quantifying the problem of alcohol associated with road traffic 
accidents. If it is as serious as anecdotal evidence suggests then there 
would be a compelling case for amending the law, nothwithstanding 
the inhibiting factors mentioned above. In considering changes in the 
law to allow blood and urine samples to be taken in hospitals for the 
purpose of the road traffic acts, the Council would point to the practice 
in other countries. We are aware for example that the law in some 
countries does provide for this e.g. Sweden and some of the States in 
Australia. The following extract from the Motor Traffic (Road Safety) 
Amendment Act 1982 of New South Wales is we believe of great 
relevance: 

"4 F. (1) Where a person of or above the age of 15 years attends 
at or is admitted into a hospital for examination or treatment in 
consequence of an accident involving a motor vehicle, it is the duty 
of any medical practitioner by whom the person is attended at the 
hospital to take as soon as practicable from the person a sample 
of the person's blood for analysis, whether or not the person 
consents to the taking thereof'. 

(2) Physical Health 
Driving licences are granted for a period of one year or three years at 
the applicant's choice. A fresh application form must be completed on 
each occasion when a person applies for a licence whether it be a first 
time application or renewal of an expired licence. On this application 
form applicants are required by law to make a declaration that they 
are not suffering from any disease or disability which would be likely 
to cause their driving of a mechanically propelled vehicle in a public 
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place to be a source of danger to the public. If they cannot make this 
declaration they must obtain a certificate of fitness before they may be 
granted a licence. Certificates of fitness must also be obtained by:-

persons 70 years of age or over (annually) 
first time applicants for licences for Class E vehicles 
(buses carrying passengers for reward) 

Certificates of fitness are issued by the Minister for the Environment 
on foot of a medical report made on a statutorily prescribed form. A 
medical certificate in a similar format must be submitted to the local 
licensing authority with a first time application for a licence for Class 
H vehicles (articulated vehicles). In both cases the forms set out the 
various aspects of physical fitness on which the doctor is required to 
report. The aspects of physical and mental condition which the doctor 
must report on are set out in the Road Traffic (Licensing of Drivers) 
Regulations 1964 and 1984. The choice of doctor is entirely a matter 
for each applicant. While specific standards as to health are not laid 
down by law the doctor who is completing the necessary report form 
would have to be satisfied as to the adequacy of a person's fitness to 
drive and would be entitled to seek a specialist's report if he had any 
doubt. 

The Council considers that the statutory forms which an applicant must 
complete for the purpose of providing a certificate of fitness are at present 
inadequate. In addition to the present questions the forms should include 
the following:-

(a) Have you ever suffered from loss of consciousness or fits? 

State yes or no . . . . . 

(b) Are you suffering from any defect in movement, control or 
muscular power of a hand, arm, leg or foot? 

State yes or no . . . . . 

In cases where the applicant does not satisfactorily answer these questions 
there should be provision for the referral of the applicant to a doctor. 
We consider that for this purpose a panel of doctors should be established 
in each area. 

While the Council accepts that there is no substantial evidence to suggest 
that defective vision is a significant factor in causing road traffic accidents 
it is nevertheless important that a person who requires spectacles or 
contact lenses for the purpose of obtaining a driving licence should have 
this fact recorded on the licence. 

The Council is aware that the whole question of minimum standards 
of physical and mental fitness to drive is currently under examination 
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within the European Commission in the context of Directive 
80/1263/EEC on the introduction of a Community driving licence. We 
are also aware that the Department of the Environment is currently 
drafting legislation to meet the requirements of EEC directives on this 
matter. We welcome the EEC Directives and we urge the early adoption 
of the necessary implementing legislation. 

(3) Speed (including observation of law, seatbelts etc) 
The Council recognises that it is difficult to prove that speed is a 
contributory factor in accidents as it is not easy to establish speed after 
an accident. However, the Council is aware of the fact that the Road 
Safety Association carried out extensive speed tests during 1984 and 
that these revealed:-
(a) average speeds are increasing and (b) there is a general disregard 
of speed limits. One particularly worrying feature in this area was the 
excess speeds of heavy goods traffic. Such traffic although accounting 
for only 6% of road traffic were involved in 20% offatal road accidents. 
The Road Safety Association also found that in general, heavy lorries 
tended to be overloaded, a factor which considerably reduces stopping 
distance. The maximum speed specified for this type of vehicle is 40 
miles per hour. 

The Council is of the view that the existing speed limit of 55 m.p.h. 
which applies to all vehicles other than heavy good vehicles, articulated 
lorries and double decker buses is rather low. We consider that this 
should be increased on a selective basis having regard to quality of road 
surface etc. As mentioned earlier we are conscious that compliance with 
speed limits is a major difficulty in Ireland at present. If this non
complance arises primarily from a negative attitude to legal restrictions 
in general then it may be that the altering of speed limits will not 
significantly effect its incidence. Consideration might therefore be given 
to the introduction of additional measures such as the deployment of 
a variety of environmental devices which would discourage speeding. 

Weare firmly of the view that compliance with the law will depend 
on how strictly it is enforced. 

Seat Belts 
An Foras Forbartha estimates that 50 lives per annum could be saved 
if front seat occupants wore seatbelts. The same body also states that 
three quarters of those in front seats who were killed in 1981 were not 
wearing their belts. 

The number of prosecutions brought for failure to wear seat belts in 
1983 was 16,000. It is estimated that at present only 40% use is made 
of seatbelts in Ireland as against 95% in the U.K. 
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The Council is satisfied that the evidence pointing to the beneficial effects 
of seatbelt wearing in relation to the prevention of deaths and injuries 
to motorists and passengers is entirely convincing. It is essential to get 
a majority wearing seatbelts as quickly as possible as it is believed that 
once a majority figure is reached the minority quickly tend to adopt 
the same practice. The Council would welcome the introduction of 
legislation to make compulsory the provision and use of seat belts for 
back-seat passengers. The Council considers that there is a case for 
additional promotional publicity in this area and that this would be 
money well spent. We believe too that enforcement of existing legislation 
should be intensified. In this regard we welcome the recent campaign 
launched by the Road Safety Association. 

Other desirable changes 
In addition to the specific recommendations in the previous paragraphs 
which we believe would make an important contribution to road safety, 
there are a number of other changes which if implemented could be 
of value. These are as follows:-

(a) A change in the law which would specifically empower a garda 
to carry out spot checking of drivers for excess alcohol consumption. 

(b) (l)In view of the relationship between repeated drunk driving 
offences and alcoholism consideration should be given to making 
special arrangements to deal with this serious problem. 

(c) A garda traffic unit which would specialise in the enforcement of 
traffic law should be established. 

(d) In view of the numbers of accidents which are caused by inadequate 
or defective lighting of vehicles, both moving and stationery, and 
skips, the strict implementation of the law in this area needs to 
be urgently pursued. 

(e) That the signalling, lighting and marking of road works etc. should 
be adequate, particularly at night. 

(f) That the law relating to the lighting of bicycles be more rigidly 
enforced and that persons "jogging" or walking at night be 
encouraged to wear reflectors. 

(g) We are concerned about the transport of dangerous substances 
by road, and we are pleased to see that the transportation of these 
substances is now being reviewed. 

(h) Consideration should be given to providing bicycle lanes where 
the circumstances so permit; this should be relatively easy when 
new housing estates are being developed. 

(I) B.M.]. 1980 Vat. 280, p.135. 
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Views of the National Health Council 
on 

Children (Care and Protection) Bill 1985 
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Introduction 
The Council has given detailed consideration to this Bill. We fully endorse 
the main objective of the Bill which is to provide the necessary care for 
children within a family setting and to avoid insofar as possible having 
children cared for in institutions. 

As the Bill seeks to up-date legislation which dates as far back as 1908 
it is to be welcomed. We note that it is but the first of three bills concerning 
the welfare of children; the other two will relate to adoption and juvenile 
justice. This Bill must therefore be seen in this context. We would stress 
however that its implementation will require additional resources to be 
committed to the child care service. 

The Council welcomes the arrangement whereby responsibility for Child 
Care is now assigned to one authroity. 

We give beneath some general comments on the Bill and also comments 
on specific sections. 

General Comments 
The Council wishes to make the following comments which are of a general 
nature: 

As this Council is most anxious that the objectives of the Bill can be advanced 
as quickly as possible, it is of major importance that the Bill, when it becomes 
law, will survive any constitutional challenge in relation to a possible 
infringement of the rights of parents. We presume therefore that the Minister 
will have taken all necessary steps to satisfy himself on this matter. 

The child-oriented approach of the Bill is most welcome. However as this 
Bill is one in a series of three bills, it is important that all three become 
operational as quickly as possible in order to provide a comprehensive 
framework of protection for children. In welcoming the child-orientation of 
this Bill, we would however note that while it is directed at the protection 
of children many of its provisions are aimed at parents. 

Finance 
This Bill, when implemented, will require that additional expenditure be 
made on the care and protection of children. Some of this will arise from 
the additional staffing which will be needed to regulate and control day-care, 
private foster care and children's homes. Some will arise from the need to 
support families particularly those who have children who are the subject 
of a supervision order and from the necessity for health boards to provide 
and maintain the necessary level of facilities for the care of children. 
Additional funding will also be required to allow health boards to provide 
an adequate aftercare service in respect of children who have been in their 
care. 
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Extra resources will, in all probability, be required at Court level, if the 
provisions of the Bill are to be smoothly, efficiently and humanely 
implemented. In this regard it is of vital importance that the Bill to provide 
for revised measures in regard to juvenile justice be brought forward as a 
matter of urgency. This Bill must make provision for the establishment of 
family courts. This will require that every justice who may sit in these courts 
receives adequate training in family law and social developments affecting 
the family generally. It should also provide for free Legal Aid in respect of 
a family who wishes to appeal under this Bill in order to protect the rights 
of parents. 

Prevention 
The Council is strongly of the view that the preventive aspect of the services 
for children needs much greater emphasis. In this regard we consider that 
counselling has an important place. Not only do children at risk need 
counselling, but more importantly, their parents do. Help and counselling 
in respect of parents and children from early pregnancy to adolescence as 
appropriate should therefore go hand in hand and should be as comprehensive 
as each individual or family situation requires. 

Specific Comments 
Definition of Child: The Bill contains conflicting definitions of child in terms 
of age. For example Section 2(1) states that it is a person under the age of 
15 years other than a person who is or has been married, whereas Section 
41 (b) regards a person to be a child until he reaches his 18th year if in the 
care of a health board. 

Day-Care 
The Bill does not contain any section which would compel a health board 
to provide or to promote the provision of a day-care service in cases where 
it is required. We consider that the Bill should contain provision for this. 

We consider that there should be close co-operation and consultation 
between the health board and the Local Authority in the process of approving 
day-care facilities. There would, for example, be no point in the Local 
Authority giving approval to the applicant in relation to the physical aspects 
of a facility if he were refused approval by the health board on grounds of 
unsuitability. 

We believe that the Bill should include provision for the inspection of 
registered day-care facilities at a frequency of not less than every two years. 

The Bill does not have any provision aimed at controlling child-minding 
agencies. These are agencies which will on request and for a fee provide 

69 



personnel to mind children in the children's own homes. This type of service 
might be required when parents go away on holiday. While these 
arrangements would be voluntary and in most cases might be availed of by 
people who are not at a financial disadvantage, we believe that it is important 
that children are not put at risk by having them cared for by persons who 
may be unsuitable. We consider therefore that the Bill might contain provision 
for the licencing of these agencies. 

In relation to Section 9(4) we recommend that the following words be 
added; "and that such inspection should take place within three months of 
the making of the application". 

Private Foster Care 
The Council has some reservations as to whether it is wise not to apply 
provisions of the Bill to private foster care whether paid or unpaid provided 
by guardians or relatives of a child. 

Children's Home 
Section 15( 1) and (2) deal with the definition of Children's Homes for the 
purpose of regulation under this Bill. Section 15 2( c) exempts any premises 
which children attend for an educational or recreational purpose. We believe 
that the terms "education" and "recreational" can be so broad as to 
constitute a potentially easy escape from regulation on the part of homes 
which may have reasons for this. A further difficulty in implementing this 
will be in getting an agreed definition of these terms and perhaps also in 
having to provide an appeal against a decision based on a definition not 
acceptable to an individual home. However, we appreciate the viewpoint 
that the application of the provisions of Section 15 to premises of this nature 
may constitute superfluous regulation. 

In relation to Section 16(2)(a) we would suggest the insertion of the 
following words after the word "practicable" - "and in any case not later 
than 72 hours". 

Section 18(1)(c): We are of the view that the last offence mentioned in the 
Second Schedule, i.e. any other offence involving bodily injury to a child 
or young person, is extremely vague and general. 

Children in need of Care and Protection 
Section 23: We have reservations as to the usefulness of the words" as far 
as practicable" in the first line of this Section. We would fear that it could 
be interpreted by health boards in a manner which would result in little or 
no improvement in the services for the welfare of children. 

70 



• 
• • 

• '. 
• 
• • 
i 
• 
; , 
• ., ,-, 
, 
, 
• 

1 
-
, , 
• • • 

• , 
• , 
, 

• , 
• , 
-
• 
• · , , , 
-i 
• 
• 
, 
• · 

· 
\ 

, 
, 
• , , 
, 
I , 
• 

• , , 
• , 
• , , 
., 
, 
• 
, 
• 
• 

-, 
• 

• 

• 

• , 
• 

-;; 

, 
, 

· 
• • 

· .; 

, 

, 

'. 

• 

, 
, 

; 

, 
, 
• 
• 
, 
, 
• 

, 

· 
• 
• 

• 
• 
, 

• • 

• 
• 
• 
, 

• 
• 

• , 
, 
• • • 

• 
• 

• 
• • 

· • 

• 

• 
• 

· , 
• 
, 

In relation to Section 23(a) it is not clear what powers a health board will 
have to identify children at risk or whether it will be entirely dependent on 

• • reports commg to It. 

Section 24(1): We consider that the words "shall where necessary" should 
be substituted for the word "may" as a Board should be obliged to comply 
with directions given by the Minister. 

Section 27(1): The Council considers that this Section should give powers 
of forcible entry or access to a member of the Garda Siochana where he has 
reason to believe that a crime is being or about to be committed, or that 
a child's immediate safety requires it. We would add however that in granting 
this power the section should also have regard to normal civil liberties. 

The Council is concerned about the safety of children particularly that 
arising from marital conflict. Some members considered that Section 27 
should contain a provision whereby a duly authorised officer of a health board 
could make a complaint to a member of the Garda Siochana in relation to 
a child at risk and that this member would be obliged to act upon it. Other 
members however were uncertain of the utility of this provision. 

Section 28(2): While the Council appreciates the desirability of specifying 
a relatively short period within which a place of safety order is applied for, 
we have some reservations about fixing 72 hours. This is because in some 
parts of the country it may not be possible to organise the legal requirements 
within that period of time. 

Section 30(1)(c): This sub-section explicitly dispenses with the necessity to 
notify any parent or guardian of a child. We are not clear whether the 
implication of this is that the parent or guardian must be notified under 
Section 30(1)(a) and (b). We recommend that this should be clarified before 
the Bill is passed into law. 

Section 32(2): This section requires a person from whose care a child who 
is the subject of a place of safety order has been unlawfully removed to make 
an application to the District Court to have the child returned. The Council 
considers that as the child would have been the subject of a place of safety 
order by the District Court committing him to the protection of this person, 
it should not be necessary for the same person to apply to the same Court 
to have the child returned. It is unnecessary also because a place of safety 
order is limited to a very short period of time under Section 29(2). 

Care Proceedings 
We note that the Bill provides for the application of care proceedings to 
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children as defined in the Bill. We do however recognise that there are 
circumstances in which a young person may need to be afforded protection 
and brought into care. 

Section 33: The Council is strongly of the view that the taking of care 
proceedings in respect of a particular child should not have to await the actual 
occurrence of an unfavourable event in respect of the child. We are therefore 
pleased that Section 33(2)(b) appears to cater for this. 

Section 34(4): We believe that the terms "as soon as practicable" in this 
sub-section leave too much scope to a health board and that in practice it 
is likely to be interpreted in a manner which will suit the convenience of 
a board at a particular time. We recommend that a specific timescale should 
be inserted. 

We also recommend that the failure on the part of a board to notify a 
parent or guardian of the taking of care proceedings should not invalidate 
subsequent care proceedings and that an additional sub-section should be 
included in this Section to take account of this. 

Supervision 
With regard to supervision orders we wish to re-iterate the point which we 
have made in a general way earlier in this document; it is that such orders 
must be seen to be directed to parents as it is they who are under supervision. 
We would add however that a supervision order will be oflittle benefit unless 
there is some support available to the parents to cope with and care for their 
children. 

Section 35(3): We suggest that the words at "a specified place" in line 2 
of this sub-section may not adequately cover the possibility that a child may 
need to attend several places and that if this is correct the wording be amended 
as necessary. 

Section 37(4): We recommend that this sub-section should provide for the 
availablity to the Court of a comprehensive report on the child. This would 
include all aspects of the child's situation e.g. medical, educational, social etc. 

Care of Children 
Section 41(b): We note that the interpretation of child in this section does 
not have regard to the possibility that a person may marry before attaining 
the age of eighteen. 

Section 45: We believe that there is a strong case for specifying the regularity 
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of review in respect of children who are more than one year in care. 
The Council welcomes the provisions of the Bill in relation to aftercare. 

The lack of aftercare is a major deficiency in the present service and we 
consider that this section attempts to remedy this. 

Section 47(2): We would suggest that the words "shall as appropriate" should 
be substituted for the word "may" in this sub-section. 

Maintenance 
Sections 52 to 54: In the context of voluntary care we believe that it is 
inappropriate to make a charge on parents for this care. The imposition of 
a charge would in all probability result in the parents not agreeing to let 
their child go into care or in having him withdrawn from care. This would 
not therefore be in the best interests of the child. We believe also that for 
the amount of money that would be raised, and having regard to the difficulty 
in raising it, the imposition of a charge would not be worthwhile. 
Consequently, we recommend the deletion of this section from the Bill. 

Miscellaneous Provisions 
Section 57: We support the provision to allow the establishment of child care 
committees. We consider that such committees, can, if properly constituted, 
serve a very useful purpose. While they should be broadly based in terms 
of representation, it is important that they should include members of the 
multidisciplinary child care team and other persons who have experience 
in the field of child care. It is important too that the number on such 
committees be kept reasonably low. 

In view of the disparaties that may exist between health boards in the 
composition of child care advisory committees and the desirability of some 
degree of uniformity of approach we recommend that Section 57 should 
include a sub-section giving the Minister power to make regulations 
formulating guidelines in this regard. 

Section 63(5)(b): It is not clear whether a custody order could suspend or 
conflict with a ward of court order. We consider that the Bill should clarify 
this matter. 

Section 67(2): The sentiments which we have already expressed concerning 
Sections 52 to 54 apply, we believe, with equal validity to this sub-section. 

Section 74(2) and (3): The Council has reservations about these sub-sections. 
We consider that the Court hearing of what are essentially family matters 
should be held in camera and that the press should not be given a right to 
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be present because we believe that this would, on balance, be in the best 
interest of the child. We therefore welcome the provision of sub-section 2 
in this regard. This however appears to be nullified by sub-section 3. There 
may however be some justification for making provision for allowing one 
representative or more of the child care advisory committee of the board 
area in which the child is normally resident to be present. 

Section 80(4): We are of the view that this sub-section should be amended 
so as to afford protection to mentally handicapped persons in order that it 
would not be a defence in respect of an offence against a mentally handicapped 
person e.g. unlawful carnal knowledge etc., for the defendant to claim that 
it was not known that the person against whom the alleged offence was 
committed was mentally handicapped. 

Section 83: The Council considers that the proposed controls under this 
section should cover all substances which are likely to cause a young person 
to become intoxicated. We would therefore recommend that the words "or 
other intoxicating substances" should be placed after the word "volatile" 
where it appears in this section. 

It is not clear whether any section of this Bill or anything in the Second 
Schedule makes it an offence to procure children for the purpose of the 
production of pornographic photographs or films. We believe that it is 
important that activity of this type in respect of children should be classified 
as criminal and that a suitable penalty should apply. 
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Views of the National Health Council on the Report on the 
Psychiatric Services Planning for the Future 

The Council has given careful consideration to the report. We welcome and 
endorse the generality of the report particularly the underlying objective of 
developing a community oriented service. We wish however to make the 
following general comments. 

Consultations in preparing report 
We regret that there was no woman on the working group in view of the 
fact that a large number of women are engaged in the provision of the 
psychiatric service. It seems also that in the preparation of the report the 
process of consultation was limited to medical and nursing staff at hospital 
level to the exclusion of other important and relevant disciplines, in particular, 
general practitioners and public health nurses. 

It is regrettable too that bodies such as the Mental Health Assocaition 
were not consulted during the preparation of the report. 

Manpower 
In 15.13 of the report it is stated that in implementing its recommendations 
there will be no need to increase the number of staff employed in the service. 
We consider that this conclusion would have been greatly strengthened if 
an analysis of present and future manpower requirements in the service was 
included in the report. As it stands this important conclusion seems to be 
based on subjective opinion rather than objective analysis. A detailed 
examination of future manpower requirements would be all the more 
necessary in view of the major emphasis which the report places on a 
community based service. 

Comhairle na nOspideal has a key statutory function in relation to the 
approval of consultant posts and we find it odd that the report contains no 
reference at all to the Comhairle. 

Role of Voluntary Hospitals 
The role of the voluntary general hospitals in providing a psychiatric service 
is, we believe, seriously understated. We consider that their role, particularly 
in the Dublin area, is significant and that the report should have discussed 
this in greater detail than is done in 7.45. 

Sectorisation 
We accept that the efficient delivery of a comprehensive community oriented 
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psychiatric service by a multi-disciplinary team will require that each team 
be assigned to a specific sector with designated boundaries. In the Council's 
view, the main disadvantage inherent in the sector concept is the limitation 
of choice on the part of the general practitioner and the patient in that the 
latter would, if services at consultant level are required, have to be referred 
to the care of the appropriate sector team led by a specific consultant. 

It is a weakness in the report that it does not acknowledge or address itself 
to this important issue of choice especially at consultant level. Because of 
this, it is not clear from the report whether the sector concept is visualised 
as eliminating choice altogether or whether flexibility in this regard is 
anticipated. At present, choice exists as between the different consultant 
members of the team serving designated catchment areas (circa 100,000 
population). In addition, patients may be referred by their general 
practitioners to consultant psychiatrists based at public voluntary general 
hospitals. The sector size recommended in the report as 25,000-30,000 
population suggests that patients/general practitioners would no longer have 
even the present degree of choice open to them. 

Allied to this apparent limitation on the part of patients and their general 
practitioners is the further disadvantage that the sector concept would not 
seem to facilitate sub-specialisation on the part of individual consultant 
psychiatrists within a catchment area. 

While we are of course conscious that in other areas of medicine the extent 
of choice does and will vary between different parts of the country, the 
proposed sector concept in psychiatry would seem to limit choice as a matter 
of policy. It is essential therefore that it should operate with the maximum 
degree of flexibility. The Council believes that this aspect of the Report's 
recommendations needs to be examined in greater depth before the sector 
concept advocated could be unreservedly supported. 

We also believe that in the functioning of the sector concept much confusion 
and operational difficulties can be avoided if the sector boundaries and those 
of the catchment areas for other services (e.g. community care and general 
hospital services) are harmonised to the greatest extent possible. 

Forensic Psychiatry 
We note that the report specifically acknowledges that it does not deal with 
forensic psychiatry. The Council is of the view that this is a serious omission. 

Implementation 
As a considerable proportion of the patients in psychiatric hospitals continues 
to consist of mentally handicapped persons and elderly, we believe that the 
development of services for these categories should go hand in hand with 
the development of the service for psychiatric patients. 
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We also believe that it is of vital importance that the transition of the service 
from institutional to community should be characterised by the maximum 
communication and co-ordination with all relevant interests. In this regard 
we consider that the difficulties that have arisen during a similar process 
in Italy and the U.K. can and must be avoided. 

Monitoring of Implementation 
We concur with the recommendation that the implementation of the report's 
recommendations should be monitored. It is of great importance that not 
only should implementation be monitored but that the effectiveness of the 
new arrangements be evaluated in terms of the objectives of the proposed 
changes i.e. successful treatment in the community of many patients who 
heretofore would have been admitted to psychiatric hospitals. 

The following are the Council's observations on some specific 
recommendations. 

Recommendation 3.14(2): "The psychiatric team should support the families 
of patients living at home and provide active family therapy as required". 

A mentally ill person living at home may cause severe difficulties for the 
family and may also impinge on other families living in the immediate 
neighbourhood. We therefore support the recommendation but we consider 
that its implementation would require some formal structure so that families 
can be supported and involved in the therapeutic process from the outset. 

We also believe that a lack of understanding of mental illness on the part 
of the public at large does contribute to the difficulties of families of patients 
and that this must be tackled through an education programme designed 
to improve the public's understanding and perception of mental illness so 
that there will be a more ready acceptance of psychiatric patients living within 
the community. 

Recommendation 4.13(1): "The psychiatric service should be organised on 
the basis of sectorisation. This means that psychiatric teams should provide 
a comprehensive service to the population living in a particular district or 
sector" . 

Subject to the reservations which have been expressed earlier we support 
this but we consider that its smooth operation would be dependent on having 
a high degree of uniformity of standards of service and facilities available 
in each sector. Otherwise patients, especially those in the higher income 
groups, will seek to obtain services in the best endowed sectors. 

Recommendation 4.13(6): "Sectors for the delivery of the psychiatric services 
should, as far as possible, share the same boundaries as the existing 

. " commumty care areas . 
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We agree with this and would add that a sector should be within the one 
general hospital catchment boundary. 

Recommendation 5.26(1): "The sector psychiatric team should recognise 
the central role of general practitioners in the prevention and treatment of 
mental illness and should try to improve communication and co-operation 
with them". 

We support these sentiments. However it is not entirely clear to us how 
the GP will interface with what will be largely a community based specialist 
service. If the specialist service is genuinely community oriented it might 
be expected that it would be on-call around the clock and be available in 
the event of crises developing as it currently is for patients accommodated 
in psychiatric hospitals. The implication of this however would represent 
a major departure in the role of the GP as the primary contact in health 
care. On the other hand, if psychiatric services outside normal workin_g hours 
are to be provided by general practitioners for those patients who will no 
longer be accommodated in mental hospitals, the full implications of this 
need to be explored. We are of the view that genuine communication and 
co-operation with the general practitioner wil be essential to ensure that a 
patient is receiving the appropriate level of services. 

Recommendation 5.26(6): "A crisis intervention service should be available 
to every sector". 

We fully support this recommendation. However we consider that the 
report should have addressed its staffing implications particularly in the 
context of sectorisation. 

Recommendation 6.21(5): "The DPMA should be paid out at the day facility 
in order to encourage attendance". 

We have reservations about this since it could interfere with the legal 
entitlement of recipients. It is doubtful if this would work and it would also 
require additional staff to payout allowances at day facilities as opposed 
to the present system of payment by cheque through the post. 

Recommendation 7.49(1): "Psychiatric in-patient facilities should cater for 
all psychiatric patients from a designated catchment area who need in-patient 
care" . 

Our reservations on this general area have been already expressed and 
subject to these we would emphasise that it should be subject to common 
standards of treatment and care obtaining in each area. 

Recommendation 7.49(5): "The potential for discharging old long-stay 
patients to community residential accommodation should be fully explored. 
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All patients should be provided with rehabilitation programmes appropriate 
to their needs". 

The Council supports this but would emphasise that it will require a 
considerable amount of time to rehabilitate such people to enable them to 
adapt to the new environment and we would recommend that the 
rehabilitation process should commence in adequate time before discharge. 
It should be appreciated however that some patients will not respond to the 
rehabilitation process. In general, the Council would like to see more 
experimentation in this area, accepting that for some patients rehabilitation 
back into the community will not be feasible and that attempts at 
rehabilitation will end in failure. 

Recommendation 7.49(9): "mentally handicapped in psychiatric hospitals 
should be segregated from the mentally ill and provided with programmes 
of care and activity appropriate to their needs. The mental handicap service 
should take over responsibility for these persons when this has been 
achieved' , . 

Recommendation 7.49(11): "Where there are a large number of elderly 
persons in psychiatric hospitals whose needs are primarily geriatric they 
should be accommodated separately from the mentally ill. The geriatric 
service should be involved in this process and in organising appropriate 
programmes of care for these patients". 

In commenting on these two recommendations we appreciate that it is 
accepted that mentally handicapped patients and many geriatric patients 
are in psychiatric hospitals solely for the purpose of obtaining care and shelter 
and that psychiatric treatment is not primarily one of their needs. We consider 
therefore that the mental handicap service and the geriatric service respectively 
should take responsibility for these patients and that the development of 
services for psychiatric patients should not prejudice this change. We 
recognise that this transfer of responsibility will have resource implications 
in that it will be necessary to provide additional funding to the geriatric and 
mental handicap services to enable them to provide for those patients currently 
in mental hospitals. 

Recommendation 7.49(13): "Health board consultant psychiatrists should 
be included in the staff of all public voluntary and joint board hospitals which 
provide a psychiatric service". 

We support this but the report fails to address the real difficulties in getting 
the voluntary general hospitals to co-operate in this. 

Recommendation 7.49(14): "Strict admission criteria should be introduced 
in all psychiatric hospitals". 

This presupposes that an assessment service is accessible and active. There 
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is we believe a particular need for such a service for psycho geriatrics to be 
developed. We also believe that admission criteria should never be used as 
a mechanism for refusing to provide services which are not otherwise 
available. 

Recommendation 8.11(8): "Where practicable there should be frequent clinics 
in a central location rather than less frequent clinics in outlying venues. 

We believe that travelling reasonably long distances to clinics can be a 
disincentive to patients both in terms of convenience and cost. There may, 
therefore, be an argument for subsidising transport costs in certain cases. 
Overall however, we believe that it would be desirable and also cheaper if 
one consultant travelled to what are termed "outlying venues" rather than 
have a sizeable number of patients travel, many at public cost, to a central 
location. 

Recommendation 9.27(1): "Each sector team should provide a range of 
residential accommodation in the community to house former hospital 
patients and to cater for the needs of mentally ill persons living in 
unsatisfactory accommodation in the community". 

We believe that it will not be possible to bring this about unless there is 
a legal obligation placed on the local authorities to meet the housing needs 
of these people as identified by the health boards. Consequently we would 
urge that discussions be held between the Department of Health and the 
Department of the Environment with a view to bringing this about. 

Recommendation 9.27(2): "A programme to rehouse hospitalised mentally 
ill patients should be implemented by every health board. Training hostels 
should be established in all hospitals as part of this programme". 

As previously mentioned we would emphasise that the training programme 
should begin before rehousing is commenced. 

Recommendation 10.27(8): "The needs of mentally ill persons should be taken 
fully into account in the review by the National Rehabilitation Board of 
training centres and workshops". 

The Council strongly endorses this recommendation. We believe that the 
review should also examine the rates of payment made in workshops with 
a view to ensuring maximum uniformity. 

Recommendation 11.29(2): "The majority of persons suffering from dementia 
should be cared for by the primary care service or by the geriatric service. 
The current practice of routinely admitting demented patients to psychiatric 
hospitals should be discontinued". 

While we appreciate that Paragraph 11.26 of the report recognises the 
need for institutional care for severely demented patients the Council considers 
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that this recommendation if rigorously implemented could create difficulties 
and we believe that alternative facilities of an institutional nature may be 
required to cater for some less severely demented persons. 

Recommendation 12.37(1): "The child psychiatric team should undertake 
direct preventive work through liaison, consultation and intervention in a 
variety of settings". 

The Council fully supports this recommendation and is of the view that 
its implementation will require a formal structure to promote liaison between 
the child psychiatric team, the adult psychiatric team and the community 
care team. We would emphasise that this preventive work should normally 
be undertaken only following referral and with parental consent. 

Recommendation 12.37(4): "There should be a comprehensive psychological 
service in primary schools and the psychologist should form part of the child 
guidance teams". 

We believe that there is a need to clarify the distinction between the terms 
"child psychiatric team" and "child guidance team" as used in the report. 
It is difficult to comment on recommendations involving these terms without 
a clear understanding of this distinction. 

Recommendation 12.37(5): "The child guidance team should consist of a 
child psychiatrist, child psychologists and social workers in the appropriate 
ratio" . 

We agree with this but consider that it is necessary to establish a formal 
liaison structure which will ensure that patients and where relevant the schools 
are kept informed about a child's condition. 

Recommendation 12.37(6): "The staffing ratios for child psychiatrists which 
have been devised by the Royal College of Psychiatrists shold be taken as 
guidelines for this country. As a first step each health board should develop 
one child guidance team per 200,000 population and there should be at least 
one child and family guidance centre in each health board area". 

The Council cannot accept that the catchment population per guidance 
team which has been devised by the Royal College of Psychiatrists is a realistic 
figure. We believe that the ratio must take full account of the comparatively 
higher number of children per family in Ireland and consequently that it 
should be reduced substantially. 

Recommendation 12.37(7): "The child guidance team should also be 
associated with a general hospital". 

We have reservations in relation to the implication that child guidance 
is a medical or a hospital matter. However we would like to emphasise that 
where the consultation facilities of a child guidance team are associated with 



a hospital, whether on the campus or as an integral part of the hospital 
building, it is of fundamental importance that functionally it is completely 
independent and separate from other activities in the hospital. We therefore 
strongly object to the statement in paragraph 12.16 (Page 96) that the child 
guidance team should hold clinics in the out-patient department of a hospital. 

In the context of child psychiatry we note the absence of any reference 
in the report to the children's hospitals in Dublin and their requirements. 

Recommendation 12.37(8): "In addition to the existing in-patient units in 
Dublin, Cork and Galway, small in-patient units should be provided as part 
of the child guidance service in Limerick, Sligo and Waterford". 

We consider that places would be required for only a small number of 
disturbed children and would suggest that these units be located within a 
paediatric or children's environment. 

Recommendation 12.37(12): "Walk-in centres should be developed under 
the guidance of the child and adolescent psychiatric service". 

We are not convinced that the value of a facility such as this has been 
established and we therefore have some reservations about this 
recommendation. 

Recommendation 13.44(9): "Teachers should give their pupils instruction 
on the dangers of drug abuse as part of a wider health education programme". 

We agree with this recommendation but we consider that its 
implementation will require that the issue of ensuring that teachers are fully 
equipped to give instructions relating to drug abuse will have to be addressed 
as a matter of urgency. 

Recommendation 14.15(2): "The sector team should be multidisciplinary. 
The headquarters of the sector team should be where they do most of their 
work and in many cases this will be in the day facility". 

We believe that the headquarters of a sector team may, because of the 
tradition of the psychiatric service or for reasons of convenience, tend to 
locate at least initially in a psychiatric hospital or other institution. We 
consider that the location of the headquarters should not be entirely related 
to the balance of work, but that in itself it should contribute to shifting the 
balance towards the community. 

The headquarters should therefore, as an act of leadership in this process, 
be located in the community in advance of a shift in the workload. The most 
suitable location within the community is a matter of opinion, in some places 
the day facility may be appropriate but perhaps in others the health centre 
would be more suitable. 

Recommendation 14.15(5): "Programmes of training and education for 



nurses in rehabilitation and in community work should be organised in all 
parts of the country". 

We support this and we consider that such education and training should 
be an essential requirement for nurses who wish to work in the community. 

We note the statement in paragraph 14.7 (Page 122) that it should be 
possible to convert some existing nursing posts at in-patient level into posts 
for paramedical and other grades. While we welcome this concept we doubt 
whether there will be much opportunity to bring it into operation. 

Recommendation 14.15(10): "The composition and function of the catchment 
area management committee should follow the guidelines set out in paragraph 
14.12" . 

We believe that the hospital and general practice should also be represented 
on this committee. 

Recommendation 15.15(2): "There should be a redeployment of revenue 
and staff resources from the hospitals to the new community services over 
the coming years". 

As well as funds made available through redeployment we believe that 
additional revenue will be required particuhtrly at the initital stage of 
transition from an institutional to community service. 

Recommendation 16.20(2): "A survey of patients, staff and the buildings 
should be carried out in every psychiatric hospital". 

In addition to surveying buildings which are at present used for the purpose 
of providing psychiatric care, other buildings owned by health agencies and 
which may be underutilised or inappropriately used might also be surveyed 
with a view to establishing their potential in the context of psychiatric care. 

Recommendation 16.20(12): "A standard record for each patient which would 
be suitable for computer processing should be introduced by the Department 
of Health". 

The Council has some reservations on this in view of the unresolved 
difficulties relating to the confidentiality of the data and the uncertainty as 
to the time-scale for its retention. 
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