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CONFERENCE SPEAKERS 

PROFESSOR JOHN CORRIDAN is Professor of Social Medicine in 
University College, Cork. He previously worked as a doctor in the public 
health services. He has had a major research interest in geriatric care 
and services. His present interests include the epidemiology of cancer 
in the Southern Health Board area. 

DR. BR IAN 0' HERLIHY is Director of Community Care and Medical Officer 
of Health in Community Care Area 8 in Dublin. He has written widely on 
issues related to community medicine in Ireland, has been active in medical 
organisations and is currently a member of the Eastern Health Board. 

MR. EAMONN HANNAN is Chief Executive Officer of the Western Health Board. 
Previously was senior manager in Local Authorities and Manager of a major 
Dublin Voluntary Hospital. 

DR. RORY 0' HANLON, T. D. is Fianna Fail T .D. for Cavan/Monaghan and the 
party's spokesman on health. He is a General Practitioner in Carrickmacross 
and a member of the North Eastern Health Board. 

MR. PETER KIERAN is a Senior Social Worker with the South Eastern Health 
Board working in the South Tipperary Community Care Area. 

MS. AUGUSTA MC CABE a social worker by profession, is Social Work Adviser 
in the Child Care Services Division of the Department of Health; was previously 
Senior Social Worker, Eastern Health Board (Kildare). 

MS. ANN 0' MAHONY is a Senior Researcher in the Rural Sociology Department 
of an Foras Taluntais. She has researched and published widely on Rural Areas 
and Services and is the author of a recent major study 'Social Need and the 
Provision of Social Services in Rural Areas: A Case Study for the Community 
Care Services'. This study was published by An Foras Taluntais in 1985. 

MR. MICHAEL CONWAY is Administration Executive with a large Cork voluntary 
body, the Cork Polio and General After-Care Association. The Association has 
a staff of 450 and provides comprehensive services for the mentally handicapped 
adult and child in Cork City and County. 

COUNCILLOR WILLIE FARRELL is a member of Sligo County Council, of the 
North Western Health Board, and is Chairman of the Association of Health 
Boards in Ireland. 
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DR. MICHAEL BOLAND is a General Practitioner working in Skibbereen. He 
is also currently Chairman of the Irish College of General Practitioners. 

MISS KATHLEEN KEANE is Chief Education Officer with An Bord Altranais and 
has a particular professional interest in nurse training and education. 

MISS JOAN STACK Superintendent Public Health Nurse in the Mid-Western 
Health Board region, is also a member of the Mid-Western Health Board. 

PROFESSOR ROBERT DALY is Professor of Psychiatry and Dean of the Faculty 
of Medicine at University College Cork and Consultant Psychiatrist, Southern 
Health Board" He was a member of the group which produced the recent report 
on psychiatric services, Planning for the Future. 
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CONFERENCE ON THE DEVELOPMENT OF CARE IN THE COMMUNITY 

A SUMMARY OF PROCEEDINGS 

T. O'SULLIVAN 
INSTITUTE OF PUBLIC ADMINISTRATION 

The development of care in the community was thP theme under discussion at 
" , "' this year's annual conference of Cumann Bord Slainte in Eirinn (The Association 

of Health Boards in Ireland). The conference, which was organised in 
association with the Institute of Public Administration, was held at Blarney, 
Co. Cork from 13th to 15th May 1986. 

ALDERMAN JOHN DENNEHY welcomed delegates to Blarney. He suggested that in 
Ireland at the moment we had a caring community but one which needed leader
ship. Community services were not getting adequate financial provision; if 
the government were serious about this area, he argued, they needed to devote 
more money to it. 

In his opening address COUNCILLOR WILLIE FARRELL referred to the very broad 
WHO definition of health. Today we tended to forget that there was more to 
community health than the care of the sick, important though that might be. 
Community care must begin with and be part of the community itself; there 
could not be community care unless the community cared. He concluded by 
noting that community care which was properly organised, staffed and funded 
was not cheap. It might be better and more desirable for a whole variety of 
reasons but it would not be cheap. This theme was also taken up by 
MR. EAMONN HANNAN, who warned against seeing a transfer to the community as 
an easy solution to the real problem of the escalating costs of the health 
services. He noted that there was no reliable evidence that well developed 
community based services were less expensive than institutional services. 
"Pump-priming" funds would be required to develop community services. 
MR. HANNAN said that the present position where health board allocations 
were reduced significantly in real terms each year allowed no scope to 
develop community services. 

In his address after the conference dinner, COUNCILLOR FARRELL noted the 
enormous growth in services and in eligibility for them during the 1970s. 
Since 1981, there had been a major change, a new area of budgetary cuts. 
Though these cuts were being applied, no one was telling the Boards which 
of the services expanded in the 1970s should now be withdrawn; or which of 
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the departments opened then should now be closed. We had moved away from 
direction by service priority into direction by finance only. The job of 
ensuring uniformity of service provision around the country properly belonged 
to the Minister and the Department but unfortunately they would not admit 
that there was a problem in maintaining current services and standards. 
COUNCILLOR FARRELL suggested that it was therefore now up to the Association 
to develop clear policies and to coordinate service developments around the 
country. 

PROFESSOR JOHN CORRIDAN outlined changes in causes of death from the 
19th century to the present day, and particularly the shift from infectious 
to chronic diseases. Today heart disease and stroke together accounted for 
nearly half of all deaths and care was more important than cure. While 
community care was often a preferable alternative to hospital care, it ought 
not to be examined uncritically; and the importance of coordination between 
community and hospital services needed to be recognised. He turned to the 
elderly in Ireland and the projected increase in their numbers in the next 
two decades. The main challenge to public health in the next generation 
would be the increase in numbers suffering from dementia. A high proportion 
of the elderly in institutions were single; marriage was a clear protection 
against ending one's days in an institution! PROFESSOR CORRIDAN also 
referred to the phenomenal growth of home care in America and outlined the 
services provided by the Southern Tumour Registry in Ireland. 

DR. BRIAN O'HERLIHY emphasised the pressures on Governments internationally 
to reduce spending. In the US, for example, Governments viewed health care 
in the past as a social problem; now they saw it almost solely as a budget 
deficit problem. This shift in perspective was linked to a desire for more 
immediate solutions than in the past. 

He noted the increasing demands today on the public health nursing service 
with the nurses devoting significantly more time to curative nursing. If 
basic trained nurses were available to do the public health curative nursing, 
nurses could concentrate on a preventive/counselling role. 

He examined the question of non-accidental injury to children, which had been 
sensationally treated in some media. Factors associated with parents who 
battered children included: low income group; early marriage and parent
hood; mother working; mother irritated by perpetual presence of small 
children. The best hope for limiting the occurrence of non-accidental injury 
lay in secondary prevention with early identification and action aimed at 
limitation of morbidity. He spoke about the problem of child sexual abuse, 
a part of non-accidental injury to children. There had been a marked increase 
in the number of such cases coming to light in each of the last three years. 
He suggested that there was a link between the vile material available from 
many video lending libraries and the rise of child abuse. 

DR. O'HERLIHY argued that there was little evidence from anywhere in the 
world that health education was particularly effective yet there was great 
resistance among health education bodies to evaluation of their activities. 
In the future all preventive programmes should be clearly evaluated. It 
would be vital to have one individual responsible for coordinating health 
education programmes on a regional basis. GPs, he suggested, could be more 
involved in preventive programmes. 
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He outlined the Measles Eradication Scheme and particularly the special 
promotion effort in Dublin funded by the Eastern Health Board with the 
co-operation of the Irish College of General Practitioners. 

Turning to cancer of the cervix, DR. O'HERLIHY noted that repeated 
epidemiological studies bad pointed to the overriding importance of early 
sexual experience with multiple partners in the aetiology of this condition. 
In addition, male sexual promiscuity may contribute to an increased risk in 
the female. While considerable effort and resources were expended on 
cervical smear screening in the country, the organisation was haphazard. 
Abroad, the most successful screening programmes bad the following points 
in common: 

they were organised as public health cancer control 
programmes specifically directed towards a reduction of 
mortality; 

they repeatedly called the age groups at greatest and most 
immediate risk; 

a particular person was in charge and could be held to account. 

Finally DR. O'HERLIHY stressed the importance of proper arrangements for 
the future of Community Medicine in Ireland and expressed concern about the 
current uncertainty in this area. 

DR. RORY O'HANLON, T.D. begun by noting that in Ireland it is the Health 
Boards (and not the Minister, as in Britain) which are responsible for the 
delivery of health care on a statutory basis. He suggested that the 
establishment of the health boards was really the first attempt in Ireland 
to provide Government of any significance below national and above county 
council level. 

He said that health board members were sometimes seen as parochial in outlook 
but his own experience of a health board was that rational decisions were 
made. One of the problems of the current system, however, was that there 
were not structures which allowed health boards per se to have a direct 
input to national policy. Nevertheless several important new developments 
since 1972 bad originated with health boards, e.g. the development of a 
home help service, the development of the community psychiatric services, 
improved services for the elderly and the long term illness scheme. He 
noted that health boards tended to operate as corporate bodies rather 
than in the politicised, adversarial style of local authorities. 

DR. O'HANLON stated that the health boards and their members had served 
the country well. He criticised recent centralising trends in Ireland in 
the health services. It would be unfortunate for local democracy and for 
access to services if the health boards were abolished or their number 
reduced. 

He suggested that the proposal to abolish the post of Director of Community 
Care and Medical Officer of Health required further discussion. Rather 
than having the post abolished DR. O'HANLON suggested that doctors should 
be trained in administration. 

~--------~----------------5~--------------------------~ 



MISS AUGUSTA MC CABE described developments in child care services over 
the years and particularly since 1981. She outlined the principles on 
which the Children Bill is based and the main provisions of the bill. 

On any one day over two years ago, there were almost 2,700 children in care 
and 3,700 children passed through care annually. "A one parent family unable 
to cope" was the single biggest reason for admission to care. There were 767 
reported and 304 confirmed cases of child abuse in 1985, including 128 
confirmed cases of sexual abuse. In 1986, child care services cost 
£191 million, or roughly 1.5% of the total health bill. 

MR. PETER KIERAN suggested that the Constitution supported families but 
ignored any definition of the rights of children. He outlined what he saw 
as Irish "myths and notions" about family life, e.g. that home life was 
always better than children goin~ into care; that parental instincts were 
automatic; that blood ties were paramount; that there were perfect 
parents; that a baby completed a home etc. Another 'myth', in his view 
supported by the Constitution, was that children were the possessions of 
their parents. 

He felt that we had not yet had a proper debate about the rights and needs 
of children. The Pro-life Amendment debate, he claimed, was about morality, 
not children. The divorce debate was about adults not children. Children 
needed specific protection in the Constitution, which a Constitutional 
Amendment could provide. MR. KIERAN turned finally to the position of Social 
Workers. Their jobs, he said, involved a lot of responsibility and a lot of 
risk but not very much power. 

MISS KATHLEEN KEANE stated that the total number of nurses to date on the 
public health nursing register was 1,770. She noted that a recent survey of 
the workload of public health nurses found that the mean percentage time 
given to home nursing was 44%. 

She outlined developments in recent years, including the introduction of 
community psychiatric nursing services in the 1970s. This was remarkable in 
being largely a grassroots development, which extended the traditional role 
of psychiatric nurses. 

She outlined training for public health nurses and examined a range of current 
issues, including the question of generalist v. specialist nurses. 

MISS JOAN STACK asked whether community care was being seen as a way of off
loading patients and nurses from an over-crowded hospital service. She 
argued that health education was an integral part of every nursing activity. 
Crucial to its effectiveness was not so much its technique as the human 
relationships between the parties concerned in the educational process. 

Among future needs, MISS STACK mentioned more public health nurses, more day 
centres for the elderly, a twilight nursing service for the terminally ill 
at night, holiday relief schemes provided by long-stay institutions for 
caring relatives and more equipment such as orthopaedic beds for the community 
services. 
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DR. MICHAEL BOLAND argued that since the mid-70s, explosive increases in the 
size of the acute general hospital sector bad not been aatcbed by siailar 
increases on the community side. He also noted the relative cheapness of 
the GMS service. In 1982, the average total cost of an outpatient visit 
(rarely including aedicines) was £25.00; of a hospital adaission was £800; 
and ot a GMS visit, including drugs, was only £10 .75. 

DR. BOLAND argued for the abolition of the global fee and tbe separation of 
fees and expenses in the GMS. He suggested that there should be incentives 
for doctors to invest in premises, staff and personal education, and that 
GPs should have direct access to some hospital facilities. He also argued 
the case for more public health nurses and for such nurses to be practice 
based. 

MS. ANN O'MAHONY stated that the increased urbanisation and rural population 
decline bad led to a retraction of services from rural areas and a 
concentration of these services in urban centres. An increasing 
centralisation of public services was evident in all modern western 
societies. 

Her research in tlayo suggested that rural areas in close proximity to urban 
centres bad experienced a population increase whereas in the remote areas 
the population had remained static or was still declining . 

MS. O'MAHONY highlighted problems of access to services in remote rural areas 
and the degree of disadvantage suffered by people in those areas. Agencies 
like the Western Health Board had to contend with scattered populations, more 
elderly populations, poor employment opportunities and high migration rates. 
If we wanted to provide proper access to services for all our citizens, we 
had to try to minimise the disadvantages associated with remoteness from an 
urban centre. 

MR. MICHAEL CONWAY outlined the work and activities of a large voluntary 
organisation with a significant involvement in community care: the Cork Polio 
and General After-Care Association. He said that the Association emphasised 
education and training and championed the rights of the handicapped in 
society. There was a great voluntary effort in fund-raising, which led to a 
lot of grassroots communication with the population. 

PROFESSOR ROBERT DALY examined the development of the community movement 
in psychiatry in the U.S. Among its guiding principles were the provision of 
comprehensive services and of treatment close to the patient, continuity of 
care, consumer participation and a multi-disciplinary team approach. 

In Ireland, we bad a very large number of psychiatric hospital beds and 
indeed topped an international WHO table in this area. First admissions were 
now tailing off but re-admissions cont1nued to remain high. 

In the GMS, at a conservative estimate, at least one third of patients had 
psychiatric disorders. PROFESSOR DALY suggested that GPs clearly needed to 
be trained to a high degree in psychiatry; and that there should be basic 
common training for general and psychiatric nursing. 

In the psychiatric services, information was vitally important. Money and 
staff needed to be redeployed but PROFESSOR DALY stated in this concluding 
session of the confe rence, faily modest changes would bring about a good 
service. 
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ASSOCIATION OF HEALTH BOARDS IN IRELAND CONFERENCE IN BLARNEY 

by 

Community Care 

What is Health? 

The World Health Organization defines health as not merely the absence 
of illness but being a state of physical, mental and social well-being. 

This means in practice: 

a sense of belonging to the community; 

having a feeling of dignity within the community; 

good housing; 

a good water supply, and nowadays hot wate r; 

good communications, road, transport, phone; 

social support; 

care and treatment when ill. 

I have deliberately put 'sickness services' down the list because our first 
priority must be to maintain health, to support and cultivate good health 
for all, and then to look after those whose health has temporarily or 
permanently failed despite the good supports in the community. 

However, nowadays we have gone the other way. We have equated health with 
doctors, drugs and dressings, we demand more and more pills and potions and 
we forget that there is more to community health than the care of the sick, 
important thoueh that may be. 

Community Care is all the ideas and the services which give practical effect 
to basic community health. It is far more than an alternative to hospitals 
for care of the sick. It is a comprehensive network of support for all, but 
especially for the frail and the needy. 

Community Care must begin with and be part of the community itself. The 
community itself must care- you can't have community care unless the 
community cares. Put it that way and the question must be asked "How caring 
is our community today?". 
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Psychiatric Services 

We have heard much in recent months in the debate about the psychiatric 
services as to whe ther the psychiatrically ill should be cared for in large 
institutions or in the community. One question that always intrigues me is 
what did we do before these hugh hospitals were built. It was only in the 
second half of the last century, little more than a hundred years ago that 
most of the ' county asylums' as they were called were built. How did they 
manage before then? Did we have community care up to that time? 

Since we built these huge institutions a large range of specialists and 
specialties have grown up within the walls. I fear that many of them could 
not survive or operate outside the walls. Their voice is going to be loud 
calling for the retention of the institutions. On the other band, if we rely 
more and more on the community for the care of the mentally ill we will have 
to build up a new range of supports and services based on a caring community. 
Again , I ask, have we got a caring community? Or will this community, as it 
did in the past, reject the mentally ill and arrange for them to be locked up. 

Cost 

We are being constantly told by 'experts • who would not know anyway, as well 
as by politicians who should know better, that community care is a cheaper 
way of maintaining health. 

Now firstly there are certain services and conditions which require a hospital 
back-up - major surgery, intensive care, coronary care, acute trauma. But let 
us look at, say, the care of the aged. 

If 500 elderly people require comfortable accommodation, warmth, food, medical 
and nursing care it must be cheaper and more efficient to provide that by 
bringing them together under one roof than to provide the same services to 
those people scattered in their homes all over the country. The quality of 
life may be decreased, the sense of belonging to their own community may be 
impaired, their independence and dignity may be shattered, in fact, it may be 
quite indefensible on any other ground to do it - but it would be cheaper. 
Yet we are told that community care is cheaper and what's more this argument 
is being used as a pretext to cut health budgets . How often do we hear, close 
hospital beds, look after patients at home, provide community care, it will 
be cheaper, CUT BUDGETS. 

Let me say loud and c lear that if community care is properly organised and 
properly s taffed and funded it is not cheap. It is better and more desirable 
for a whole variety of reasons but it is expensive. 
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CURRENT TRENDS AND DEVELOPMENTS IN COMMUNITY HEALTH 

Prof. J. P. Corr1dan. 
Professor of Social Medicine. 
University College Cork 

The history of the development of community care was outlined 

as well as the reasons for same . Causes of death in the 1980's were 

contrasted with those of the 19th century. Chronic disease now 

predominated so that it was now much more a case of care rather than 

cure. The concept of community care however should not be accepted 

uncritically. Community care also had its problems but provided it 

is seen in perspective and not as an end in itself to be pursued at 

all costs, community care may in many circumstances be the better 

alternative. Some critics of community care aver that it has led to 

community neglect where an adequate community care structure does 

not exist. The main burden of community care always falls on 

families especially women. 

The main challenge to Public Health within the next generation 

will, if population projections materialise, be in coping with a 

large increase in elderly demented people especially women. 

Teamwork within the community is necessary with the family doctor 

being the key person. 

The phenomenal growth in Home Care in the United States wa s 

adverted to and in conclusion an outline of the services provided by 

the Southern Tumour Registry was desc ribed. 
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OCATHS PER MILLI~ CHILDREN LMER 15 YEARS IN ENG~O & WALES 

1878 - 1968 FRDr1 COM'1~ INFECTIOUS DI SEASES 

1878 1900 1968 

SCARl£T FE\t£R 2282 271 0 

OIPHTHCRIA 1122 571 0 

W~ IOCPING COUGH 1372 015 3 

M:ASLCS 1440 915 5 
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MAIN CAUSES OF CEATH 

- 19th Century 1980's 

1 • Infectious diseases 33% 1. Heart disease 35% 

~ of these TB 

2. Respi ratory 15~ 2. Cancer 20% 

3. Stroke 13% 3. Stroke 13% 

4. Digestive 8% 4. Respiratory 10% 

5. Circulatory 5% 5. Accidents etc. 5~ 

-

-
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PERCENTAGE OF ~LOERLY MEN AND WOMEN BY MARITAL STATUS IN COUNTY 

CORK AND IN COUNTY HOMES. 

rEN WCM:N 

Cork Horres Cork HCII'Tl3s 

Single 26.4 G3.6 25. 2 49.6 

Wido.-Jed 21.8 22.7 47.8 45.8 

Married 51 . 8 13.6 27 .0 4.5 
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CURRENT TRENDS IN COMMUNITY CARE 

Dr. B. O'Herlih7, 
Director of Community Care and MOH, 
Eastern Health Board 

When I was asked, about 10 days ago, to make a contribution to this 

Mee cing , I was assured that I could interpret the title "Community 

Care/Current Trends" in its widest sense, the purpose being to touch 

on issues that might lead to discussion. I was also told that my talk 

need not be too long as in~ividual health board members much preferred 

to do the talking themselves rather than have to listen to someone else . 

I know that you are well aware or many of the c urrent trends involving 

commu n ity care. There is emp h asis in shifti ng the p attern of health can= 

away from inst itutions to the community. The theory is to divert 

resources from hospitals and other institutions to the community care 

services and the development of primary health care. The reality 

appears to be somewhat different, for while hospital services are 

being reduced, thert is little evidence so far of an equivalent input 

of resources to the community . Initially this move to shift care 

from the hospi tal to the community was promoted as being for the good 

of the individuRl user of the h ealth service. In reality, it is for 

economic reason s . Yet, there is no evidence that a comparable level 

of service can be provided in the community at a lesser cost than 

in hospital. In fact, an equivalent level of care may be more 

expensive in the community. 

One must accept that if the Government is to reduce its budget deficit 

by cutting expenditure, it must cut health care spending. 

14 



Thurow, wri ting in the New England Journal of Medic in e on t he topic 

"Medici n e Versus Economics (5th Sept. 1985) said of' the situation in 

the United States and I quo te The Fed e ral Government used to view 

health ca re as a social problem. Tod ay it views it almost solely as 

a budget/deficit problem. Th e shift in perspective is important. 

Social problems can be lef't to fester; budget deficit problems require 

more immediate solutions - unquote. I, not being a political animal, 

would n ot like to co mm ent as to whether that statement has any 

relevant in an I r ish context. 

Most developed countries are struggling to contai n h ea lth expend iture . 

Bern stein , wr iting in Te c hnical Review (November/Dece mber, 1984) on 

the subject of " The Mi sguided Quest for the Art i ficial Heart", 

pu t it rather well and again I quote - Modern T ec hnology has made 

almost everyone a candidate for a "catastrophic'' illness - unquote. 

In other words, modern technology makes it likely that everyone will 

die of an illness that requires immense amounts of mo n ey , except t h ose 

lucky enough to die quietly in t h eir sleep. Given medicine s ' pote ntial 

ability to spend almost unlimited a mounts of money on al most everyone 

before reaching the tradition al "do n o harm" stopping po i n t, it is 

not surprising that Governments want to limit their liab i lity. 

Yet we should n ot f orget that the moder n h os pi ta l and high technology 

br ings many benefit s to the sick and saves many lives . 
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As a country we must decide whether we wish to have a health 

service appropriate to a third world country or siMilar to that 

of our European neighbours. 

Studies in several coun~ries have shown that a large number of bed s 

in highly specialised hospitals ore occupied by patients who could 

well be taken care of in less specialised insititutions. In Ireland, 

this is very true in respect of many elderly and young chronic sl~k 

because in many cases, to this day, we have not provided more 

appropriate institutional care. In Sweden, the bold concept of 

"the lowest effective level of care" has been wisely advocated. 

A different concept altogether than the often stark choice between 

hospital and community care. 

During the late 1950's, a clear need was felt to make health services 

more comprehensive, particularly by developing services that would 

reach out into the community. The hospital was considered to be 

the hub of the health care system, providing leadership and guidance 

to all other sectors and responsible for the entire spectrum or 

health services. It was conceded , however, at a W. H. 0. Conference 

in Stockholm in 1958 that primary medical care mightpossibly expand 

enough to provide comprehensive care. It was suggested that studies 

b e undertaken relating to home care by the family doctor supported 

by assistance trom local health authorities, ranging fro• a siaple 

home nursing service up to highly organised sche•es that would e•ploy 
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a wide varity or professional h ealth workers and volunteers. 

The 1970 llealth Act, following fr o m the McKi.nsey Report s , 

regionalised health services in Ireland wi t h the establishment 

of 8 Hea l t h Boards. The action was influenced by the fact that 

the State had taken over t h e major s h are of the cost of running t h e 

services which were increasing substantially eve ry year . It wa s ....., 

therefore, thought desirable t o h ave a new administrative structure. 

In addition, it was recognised that i n order to develop the medical 

service itself, especially in relation to ac u te hospitals, it would ..... 

be n ecessary to h ave a n organi sation on a n inter-county b 3sis 

as it was clear that the county as a unit was too small a n area for 

hospital services. So even at t h at point i n time , the t hink ing was 

predominantly hospital orientated. Al so, at that time, the McKin sey 

Reports were influential in the decision to deliver health serv i ces 

on a fragmented basis with the creation of sepa r a te pr o gr am mes for 

h ospital services, special hospital services a nd community care. 

-
I h a v e refered to ho sp i tals be ca use what is h a ppening in the hospital 

very mu ch affects comm u nity h ealth se rv ices . Th e reverse is also 

true. I suggest there ls now a n urgent need to int e grate the 

delivery of health services. Th e programme system of delivery should 
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be scrapped and Managers should bec ome r es ponsible for the 

totality or health care wi thin a given geographical area. 

An integrated approach to delivery of health services is essential 

if we are serious about cost effectiveness. 

Some of the Collowing comments are based on my experience with the Eastern Health 

Board area. However, I suspect that they also describe the situation in many 

part5of the country. 

~ general I find there is often unreal expectations about the support 

services available i n the community. Some people are now being 

discharged from h ospitals earlier and sicker than beCore. They 

require more support in the community where additional resources 

have not been provided. There is increasing demands on the public 

health nursing service with the nurses devoting signi~icantly more 

time to what is described as curativP nursing. This would cover 

such things as dressings, injections and bathing. There is less 

time being devoted to the preventive, surveillance and counselling 

role of the nurse. 

In general the community nursing service is one that provides the 

service of a nurse, for whatever reason, for a period ranging from 
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5 to 20 minutes at a time. It does not provide a service to the 

very ill or dying who might require a nursing service over •any hour s 

per day. In the Dublin area, at least, contact between the individual 

nurse and family doctor leave a lot to be desired. Perhaps these 

are matters that need to be rectified. 

If more and more of the community nurses time is to be taken up with 

curative nursing, it raises t h e question; do we need highly trained 

and expensive public health nurses to do a task that underutilises 

their qualifications? A basic trained nurse could provide curative 

nur sing just as effectively. Indeed, some of the tasks public health 

nurses now perform could be undertaken by nurse assistants. I am 

not advocating the extermination of public health nurses but rather 

suggesting they could be confined to a preventive/counselling role 

where t h ey can be most effective. An application of the Swedish 

principle of the lowest effective level of care could provide a 

greater number of nurses in the commu n ity at a cost equivalent to 

that at present. 

I move qui c kly from t ha t contentious matter. 

Child and baby batteri ng hav e in particular aroused high emotions 

over the last few years. The matter has been dealt with sensationally 

in sections of the media. Official annual figures relating to the 

incidence of non-accidental injury to children have been disputed 
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and clai ms from u nof fi cial sources, rel ati ng to th e incidents 

o f this conditi o n, h ave ranged from the high to the ridiculous. 

Suc h clai ms have seldom bee n supported by facts. 

At temp ts to measure the incidence of non -acc idental injury to 

chi ld ren is fraugth with difficulty. There is no accepted precise 

de f inition of non -acci dental injury. In t hi s country, t h e Dept. 

of Health has issued guidelines on the identi f ication a nd manage ment 

of non- accidental injury to children. However, this document ign ores 

definition. Instead , it is stated t h at and I quote - Every injury 

( apart fr om Road Traffic Accidents) to a c hild, parti cu larly a chi ld 

who has not reached school going age, should be a cause of concern. 

The ful l hi story of how the injury occurred should be compared with 

the physical finding s by the do cto r treating the child . Where the 

account of the inj11ry in not compAti b lr with the physical findings 

the possibility of n o n - accidental injury must be consi dered, unquote. 

Tn the United StaLes of Am erjca , Professor ll e nry Ke mp c d eli b erately 

o riginated the ~motive phase "Oattered Child" in 1961 in order to 

shake public opinion. Later he formed the opi nion t h at battering 

nnd ordi n ary abusr wrr r noL two quite separate things. This poses 

t.he question , whn t der,ref' of "ordinary abus" " co nstitutes non-

accidental injury. 
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Factors assoc 1ated with parents wh o bntter children include; 

1. Low Income Group, 

?. Marrying or co-habitati ng at a younger age than 

average. 

3. Having the first child earlier than average. 

4 Mother working. 

~- Mothe r irritated by perpetual presence of small 

chtldren. 

Most research Ghows battering to occur mainly among the lower income 

groups Unquestionably the more severe physical battering which 

is likely to come to the notic~ of the Authorities occurs among 

the underprivileged . 

Stress is inevitably a factor in battering. Unemployment, finan cia l 

d1fficulties, alcohol1~m. drug problems, marital d~fficulties, and 

particularly a th1rd person entering a sexual relationship, are 

frequent fact o r s. 

Typically, battering parents have immature personalities. Some come 

from broken homes or homes where there is/was a history of violence. 

A high proportl on of fathers have previously committed minor cri me s. 
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A significant proportion of those who batter, about 20%, are 

aggressive psychopaths. The actions of these people are 

unpredictable. 

Factors associated with the child who is battered include: 

1. Unwanted child, 

?. Illegitimate child , 

3. Marriage arranged due to unplanned pregnancy, 

~. Difficult preenancy, 

5. Abnormal birth, 

6 . Premature or low birth weight, 

7. Child separated from mother for a significant 

period after birth, 

8. Illne ss or wakefulness which causes continual 

disturban ce of parents' sleep . 

Kactors associated with cases of non-accidental injury are so 

numerous and common place as to make the task of primary prev ention 

extremely difficult. The majority of parents, including the majority 

of those p arents who might exhibit a number of associated factors 

do not physi cally nbuse their children. Consequently, the b est hope 

for limiting the occurrence of this condition, lies in secondary 

prevention with early identi fication and action aimed at limitation 

of Morbidity. 
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I will show just two examples of c hil d battering; 

The first slide shows a baby who was brought to the 

cusun lty department of a hosp ital late: After an interval 

of ? or 3 days, bruising is established. The black eye has 

formed the abrasions are crusted. 

The next slide, the tell-tale high water marks on the buttocks 

is evidence of dunking or forced immersion in extremely hot 

wat~r. 

Sexual Abuse, of course, is a part of non-accidental injury to children 

There is a marked increase in the number of such cases coming to 

light in eo c h o f the last 3 years. 

(Slide showing Garda Statistics) 

A. Just a few points I would make about this: This form of abuse is 

occurrences of a sexual nature between a child and an adult or 

betwan two chi ldren wh ere there is o marked difference in age 

between the victim and the abuser. 
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B. Where this form of abuse occurs within families, and where 

particularly the father is involved, the wife may be aware that 

sexual abuse is occurring but often does nothing about it or 

tries to hide the fact. 

C. Neighb ours, baby-sitters, friends and relations, can also be 

abusers. 

D Girls and boys can be subjected to sexual abuse but girls are 

more commonly victims. 

E. Where this form of abuse occurs within the home, removing the 

v ictim from the home is only punishing that person rather than 

the culprit. 

F. Abusers are often responsible for numbers of sexual abuse 

occurrences with different victims. They will go abusing unless 

caught. 

G. In my Community Care Area, as a matter of policy, we always involve 

the Gardai in these occurrences. 
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Hav i n g r egard to some o f lhc vilr mnLcrial that is un con tro ll ed and 

available f ro m many Video tending libraries -should we be su rpri sed 

that sexual abuse may be on the increase. 

Healt h Education h as been in vogue i n this country for nearly a 

de cade. Yet there is little evidence from anywhere in the world 

that h ealth education is p articularl y e ffective. Admittedly, for 

many people in Weste rn Society, cigarette s moki ng is losi ng its 

appeal. llowever , the influences bringing this about are multipl e 

and cannot be attrib u ted to health education alone . Females , the 

young and the poorer sections of society are s till s mok ing in 

signi fic an t numbers . 

Th ere is great resistence among health education bodie s to evaluation 

of their activities. They argue t h at the benefits of s u c h education 

ore long term and wi ll not be seen for 20 o r 30 years. Th is a pproac h 

could prove to b e very costly if they are wrong . Hea lth Edu catio n 

is usually seen as central to any strategy f~ primary prevention. 

Its importance, together with growing doubts a bout t h e effectiveness 

of the traditional leaflet, poster and media a dve rt isement s approach 

is n o w the s ubj ect o f mu ch debate. 
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It is not my intenl1on to dencgratc preventive medicine or preventive 

programmes. Indeed it is encouraging to see a growing interest 

in preventive m~asures as a h ealth strategy. Many general 

practitioners are now eager to be involved in this area . However, 

I sug8St that we cannot afford to fund vague preventive health 

programmes. It should be mandatory of such programmes to have a 

clearly defined objective, set targets and measure the degree of 

r 
achievement. In the future all preventive programmes should be 

regularly evaluated. It will be important to have 1 individual 

responsible for coordinating such programmes on a regional basis. 

If general practitioners are to be more involved in preventive 

programmes it will be necessary that they make returns of agreed 

information for individual cases dealt with. This is essential , 

if the effectiveness of such programmes arc to be evaluated. 

This may involve a fee for each individual preventive intervention 

paid on t h e basis of rctur~cd information. 

The Working Group in the United Kingdom on "Inequalities in Health " 

published its report in 1980 (The Black Report). It clearly 

demonstrated the marked gradient by social class in relation to 

mortalitiand morbidity. The situation in Ireland is no different. 

Th ose people in the lower social income group are the ones that 

take least interest in preventive cervices. If we are to be effective 

with preventive h ea l th m~asures they must be actively promoted -
parti c ularly among the lower income groups. In this country, 

26 



..... 

.... 
medi ca l card holders a re read ily identifiable. This group in 

parti c ul ar s h ould be targeted f or prevention wi th a "reac h out 

approach" rather than waiting for th ese people to present to the 

d octor. 

Jn my Community Care Area, Area No.B i n Dubli n, we carefully 

monitored the measles eradication scheme both for my area and other 

a r eas in the Easte rn Health Board. We did thi s with the h el p of 

two computers. 

Yo u will r ecall this sc h eme comm e n ced o n the 1st October, last y ear 

w-ith a major publi city campaign by the ll ea lth Education Bureau 

whi c h started in late September. 

..... 

Th e scheme was unique in a number of ways:-

..... 
l. Th e f amily doctors were to pl ay a major role in a Sta t e 

Vaccination Programme for lhP first time. ..... 

?. They were paid a fe e for the vaccination on t h e basis of 

agr ee d information returned to t h e Director of Community 

Care nnd Me di cal Officer o f ll eo lth . 

3. Th e long-term objective of the scheme is eradication of 

me as l es rather than contro l as is the case wi th oth er 

v accination programmes. 
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You will recall that ph ~ se 1 of the campaign wa s to va cci n ate all 

those children in the age range 15 months to 5 years wh o had not 

previously been vaccinnted or h Ad the measles. 

The numbers in tht s target p,roup were identified in the summer by 

various survey methods. Lists of the n ames and addresses of 

children covered by medical cards in the target age group were 

provided to the appropriate general practitioner . 

Fiv~ waeks into the campaign, we identified that in t h e Dublin area 

at least, the health education campaign was h avi ng little effect. 

Proposals we then put to the Health Education Bureau also had little 

effect in the sense that they made little or no impact u~on the 

Bureau's staff. Consequently, the Eastern Health Board funded, 

wi th the cooperation of the Irish College of General Practitioners, 

a special promotion effort. Within 7 d ays there ~a6 a dramatic 

improvement in the uptake of measles vaccine. Indeed, it was this 

arrangement t h at was responsible for, among other things, the 

Gay Byrne intervention. 

From on-going c l ose monitoring we could claim to have acheived 

success with over 94% of the target population in Community Care 
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Area 8 havinR been voc ci nated aRainst measles. However, when we 

breakdown our information between medical card children and 

private cases, we find that only 50% of the medical card target 

Rnoup have been va cc 1nntcd. 

We have also identified about 40% of general practitioners who are 

just not 1ntere s ted in promoting the scheme. 

As a "mop up" operation, we have identified individual medical card 

chi ldren who are still at risk of measles. List s oC names and 

~ddressed have been provided to their general practitioners who 

have then been urged to visit lhc homes and vaccinate the c hildren . 

Less than 45% of general practitioners are will ing to do this. 

In regav t c the measle s vaccination scheme we shall achieve 

a significant degree of success b eca use we are monitoring very 

closely wh at is happ~ning. This is being done on a week to week 

basis. We are identifying the problems. We are identifying the 

population groups and small geographical districts, using electoral 

wards, wh ere our prop,rnmme is having least impact and we are 

constantly adjustinp, o ur strategien to deal with these matters . 

There is one individual with responsibility for coordinating the 

programme This is the strategy thnt s hould be used with all 

future prevent ive schcm~s. 
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I show this slide , not to spoil your stay in Blarney, but to 

introduce a comment or two o n screening o r smear testing aimed 

at preventing cancer of t h e cer v ix of the uterus. As many of you 

will be aware, there is an ever growing demand from Women's 

Groups for this test to be widely and freely available. 

Papanicolauo d~vcloped a practical test for the eorly detection 

of carcinoma of the uterine cerv ix in 19?8. However, it was not 

unt il around 19GO that t h e "PAP Smear Te6t'', as it became known, 

re ceived un iversal recogn ition and widespread use. Since the 1960' s 

ce rvical cyto l ogy h as b een widely acclaimed as a screening tec hnique 

f or l arge numbers of women to identify t h ose with suspicious cells 

f or further study. Alth ough sc reeni ng by cervical cytology has 

been widely practiccd for ?0 years, it is only recently that 

convincing evidence of its potential benefit has bee n published . 

Deaths from cancer of the cervix peak between 55 and 65 years of 

age. Morta l ity from cancer of the cervix 1s mu ch higher among 

worki ng class women than among other social groups. Repea ted 

epidemiological studies hav~ pointed to the overriding importance 

of early sexual ~xpcricnce with multiple partners in the aetiology 

of this condi tion . In a ddition, male sexual pro miscuity ma y 

contribute to an inc r eased risk in the f ema le. 
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Currently in Ireland in excess of 100,000 of these tes~are done 

a nnual l y . An examination of th e situation s how s that while there 

is much well meaning activity 1n this area , the impact in relation 

to mortality sta tist ics h as been virtually nil. Wh i l e considerable 

effort and resourc es are expe nd ed on cervical s mear screening i n 

this country, the organisation is hap - hazard. There appears to 

b e a total lack of data in relati o n to what is happ e ning. 

While an estimate can b e made of the total number of cervical s mears 

carried out in this country per annum, there is little or no data 

available to i n dicate the number of women scree n e d, their age or 

socio-econ omic group. It is no t known how many o f the t ests carried 

out are for d iagnostic reasons as oppose d to general screening. 

Nor is there i n formation available on which to determine how many 

of the tests carried out per annum were repeat tests on women 

already tested. The present situation in this country as regards 

cervical smear testing is of quest ionable value. Mayb e that a 

se lect group of low ri s k women are over-u tilising the service. 

It has been sho wn that wh e re countries implement a properly organised 

cervical screening programme , the main objective, that is t h e 

reduction of mortality associate d with cancer of the cervix, 

can be ac h ieved. 
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Successful screening depends not only on reaching a high proportion 

of wome n at risk, but also on a high standard of smear taking and 

laboratory screening. 

In the Uni ted Kingdom, it h as been estimated that 40,000 cervical 

smears and 200 excisio n biopsies are ma de for every life saved 

and that is considered a grcviously poor cost/benefit ratio. 

However, suc h inefficien cies are not inevitable. In Finland, Denmark, 

Iceland, Sweden and the North-East of Scotland, with similar resources 

and expenditure, as in the U.K., mortality has been cut significantly 

and continues to fall. The most successful screening programmes 

have t he following points in common:-

1. They ore organised as publi c health cancer control 

programmes specifically directed towards a reduction 

of mortality; that is, they have explicit objectives . 

They are not si mply laboratory services for providing 

clini cal investigation. 

2. They call the age groups at greatest and most immediate 

ri s k ( 30+ ) and they keep on trying. They concentrate 

fir s t upon women wh o hav e never had a smear at all. 

They u s e population registers . 

3. Someone is in charge; he or she has a name and a phone 

number and can be h eld to account. 
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A comprehensive report on t h is matter, prepared by a commi ttee of 

Directors of Community Care & Medica l Officers o f Health in t he 

Dublin Are a , ha o been presented to the Programme Man age r. I 

understand it is to be made available to Eastern Health Board Member s 

in the very n ear future and I am sure the Board wo uld ma ke t he r epo r t 

available to people throughout the country who might b e interested. 

Mention of the Director of Com mun ity Care & Medica l Officer o f Health 

brings to mind an appendi n g occu rrence. It appears that the Minister 

for Heal th h as decided to abolish the pos t of Director o f Communi ty 

Care & Medical Officer of Health. Ne ither the Mi ni ster nor the 

Department of Health h ave given any indi catio n as to wh at arran geme n ts 

are to b e made relating to t h e future of Com mun ity Medicine in th is 

country . 

Commu n ity Medicine is one of the n ewer s pecialties within the medical 

profession. It can be defined as the branch o f the practice of 

medicine whi c h is conce rned to determine the h eal th statu s o f hum an 

population and prescribe the mean s by whi c h t h at may be optimally 

mnlntained. It is n practical specialty interested in the application 

of population based research findings on disease and its' causation 

in n n attempt to prevent or c ur e disease an d to care for patients. 
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Community Medicine is concerned principal ly with; 

1. P reventive Medicine, 

2. Ep idemi o logy, 

3. Applied Epidemiology, 

4 . Environm e n ta l Hea l t h , 

5. Medical Ad min istration , 

6. Development of Me d ica l Information Systems, 

7. Research. 

l am sure you will agree that these are important matters that should 

not be neglecte d in I r e land . Most of these are sel f explanatory. 

However, it is wor th making the di s tinction b etween Epide•iology and 

Applied Epidem io l ogy. The former is t h e study of the distribution 

a nd determinenc~ o f h ealth and di sease in p opulation groups. Whil e 

Applied Ep i d emiology is the application of epidemiological me thods 

to the analysi s , operation and pl a nning of hea lth serv ices at 

wh ateve r l evel. 

One poin t I wouJd make in r e l ation to Environment a l Health. 

We all know the excitement cau s ed by radiation. Exposure to very 

h eavy doses o f r adiation can cause death in a short time. However, 

exposure to l o wer levels o f radiation have insidious effects over 

many y ears l ead inR lo can ce r s and genetic defects. There i s no safe 

level of r adiation. 
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It may s urpri se you to know that in this country we will never be 

able to say whether th e recent accident in Russia or a n y future 

le a k of radiation fr om anywhere in the World has had any affect 

o n people in this coun try. The reason, we have no base line data 

o n a n ational basis , relating t o cancers and genetic defec ts in 

Ireland. l d on ' t think that fu tu re generations will thank u s f or 

t hi s d eficiency. 

NEE DS 

PRIORITY 

PLANNING 

IMPLEMENTATION 

MONITORING 

EVALUATION 

Reallocation of resources for development of new services. 

Definit ion o f needs. 

Oni on 

Definition of planning . 
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TRANSFER OF RESOURCES FROM INSTITUTIOnS TO THE COMMUNITY 

MR. E. HANNAN, 
CHIEF EXECUTIVE OFFICER, 
WESTERN HEALTH BOARD 

It is appropriate and accepted that patients should receive treatment close 
to their homes and local community. Such service will be convenient for the 
patient and his family, and will also ensure that the places in the costly 
high technology acute hospitals are reserved for the more urgent cases . 

In recent years, with greater pressure on resources, there is the danger that 
views on the location of services in the community may be unbalanced for a 
number of reasons. 

Firstly, such a transfer of resources may be seen, without any great research 
or examination, as an easy and ready made solution to the real problem of the 
escalating costs of the health services. 

Secondly, it may be pursued at the expense of very essential hospital services. 

Thirdly, any shift in the emphasis in health services, to be effective, must 
be done in the context of an overall plan, duly coated, and reviewed on a 
regular basis, with due consideration of and determination of the priorities. 

There is no reliable evidence that well developed community based services are 
less expensive than institutional services. Acute hospital services and 
further specialisation is necessary, if it is desired to meet all the needs of 
acutely ill people. Just as in trade and commerce, the management of change, 
and the problems created by the advances in medical science, create new demands 
for more resources and inputs in the hospital services. 

The most effective method today to curb the ever rising costs of health 
expenditure has been through the limitation of the funds available. This is 
a crude weapon but produces results from the economists' point of view. 

If there is a limit on the available funding, the only way that significant 
strides can be made to develop services in the community, is through the 
closure of hospitals or significant parts of hospitals and redeployment of 
resources. 

\~en making comparisons, one must be careful to ensure that one is comparing 
like with like. In the first instance are we satisfied that our acute services 
are adequate? The transfer of resources must be done on a gradual (and planned) 
basis. 

More home helps, public health and community psychiatric nurses, family doctors 
and better outpatient and diagnostic facilities do not all arrive overnight, 
and are very costly. 
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The objective must be that in the end, the patient in the co .. unity is better 
off than in the beginning, i.e. in an in~titution. The nuabers s eeklng 
admission to institutions must be reduced by better facilities in the community, 
not less. Half the sum by which the Health Boards allocations have been reduced 
this year, i.e. £20 million, would make a significant impact in this regard. 
Two examples of recent health board plans which involve movement from institutions 
to the community , relate to the psychiatric services and the geriatric services 
These arc the key to the transfer of resources. 

"Pump-priming" funds are required. Tbe present position where health board 
allocations are reduced significantly in real teras each year allows no scope to 
develop community services. The funds are actually taken away - there is no 
re-investment in community health services. In the first instance, to facilitate 
the transfer to the community from the institutions, there mu•t be investment, to 
a greater extent in the community facilities. Purpose built health centres with 
diagnostic facilities for shared group practice would be a step in this direction 
Prevention as well as education have an important role to play. Indeed some of 
the glamour and high profile of the acute hospital side could usefully be moved 
to the community side of the health services. 

In regard to the difficulties which arise, these require redeployment of 
permanent staff - avoidance of redundancy through natural wastage etc. Impact 
on total economy is a factor which can cause great emotion too. To avoid the 
major pitfalls I would say; hasten slowly, working to a well researched plan. 
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DR. RORY O'HANLO N, T.D., FIANNA FAIL 

SPO KESMAN ON HEALTH, MEMBER OF THE 

NORTH EASTERN HEALTH BOARD ADDRESSI NG 

THE ASSOCIATION OF HEALTH BOARD MEMBERS 

CO NFER ENCE IN BLARNEY ON THE 13TH OF 

MAY, 1986. 

THE CONTRIBUTION OF lfEALTII BOARD MEMBERS 

TO POLICY MAKIN C. 

The Health Act of 1970 specifies t.hat for· the administration 6f 

health care within the Sta te there shall be a number of Health 

Boards, t.his point is sometimes overlooked that it is in fact the 

Health Boards who are responsible for the del !very of health care 

on a statutory basis and not the Minister, as pertains in the 

United Kingdom. For example : -a patient. wh o p;oes into a hospital 

in any region Jn the United Kingdom is t.he direct responsibility 

of the Secretary for Health. If he goes into a similar acute 

hospital in Ireland he Js the statutory responsibility of the 

local Health Board. 

In Ireland the establishment of Health Ooards was really the first 

~ att.empt to provide Government of any slgnlficanc~ below National 

and above County Council levels. The Irish Constitution is interesting 

in t.hat it does not provid e for Goverment per ~e below the Oireachtas, 

and our Count.y Councils are a direct model of t.he old traditional 

County Council in England. 

Previous to 1970 t.lle Irish Tourist As !3oc1a t.ion in 196'~ was broken up 

1 n to e 1 g h 1.. region s , L tl L s was d 1 v J d 1 n g a 1 a r p; er· N at l on a 1 Ass o c la t 1 o n 

1 n t o s m a 1 l e r u n 1 t s w h e r e a s t h e 11 e a 1 t h B o Cl r c1 !1 'i e I' e c r e a t i n g 1 a r g e r 

re g 1 on a l un 1 t s f r· o m the 1 o c a l a 11 t. 11 o r i t 1 1: !l , w ll o f o ~~me r l y ad rn i n 1 s t e I' e d 
t h c 11 c a l L 11 !; (' I' v i 1 <.':. • 
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O'HANLON. 2. 

ESTABLISHMENT. 

Eight Health Boards were established by Health Board Regulations 

1970 (S.I. No . 170 of 1970), made under Section 4 of the Health 

Act 1970. 

In designing the Health Boards structure a number of factors were 

taken into account. :-

1). Inter-county arrangements for othe r services 

were borne in mind, in particula~ the regions 

for local government planning and development. 

Roscommon and Meath are the only t wo Counties 

who are in a Health Board region different to 

that for planning and development. 

2). The population served . 

3). The number of Counties involved, and t he extent 

of the area covered. 

4). The co nvenien ce of the members attending meetings. 

5). The rapid development of highly specialised medical 

services, which it would not be possible to place 

in every County. 

Statutory consultations were held with the then Minister for Local 

Government, with the Local Authorities conce rned and with the 

National Health Council , before decisions were made on the number 

and compositio n of the Health Boards . 
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O'H ANLON. 3. 

ORG ANISATION AND MANAGEMENT. 

Each Health Board is required to have "a person who shall be 

called and shall act as the Chief Executive Offi cer to the 

r Board". Under Section 17 of the Act a limited number of decisi o ns 

(mainly relating to eligibility of individuals for services and 

-
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r 

,..... 

to personnel matters), are reserved to the C.E.O. of a Health 

Board. Outside of these matters, he and the other Offioers 

of the Board are required to "act in accordance with such decisions 

and directions (whether of a general of a particular nature) as 

are conveyed to or through the C.E.O by the Board and in accordance 

with any such decisions and directions so conveyed by a Committee 

to whi ch functions have been delegated by t he Board". 

In practice Health Boards have recognised the need to d elegate day 

to day management affairs to the C.E.O. 's and other officials. 

The following illustrate the kind of matters on which Boards 

generally have reserved de c isions to themselves 

Ap proval of estimates or variations of estimates. 

Authorisation of capital schemes or the borrowing 

of money. 

Aquisitl o n and disposal of land or premises. 

Programmes for development of services and review 

of such programmes. 

Decisions und er Section 38 of the Health Act , 1970, 

relating to the provision or dis-continuance of 

premises- (a word o n this later). 

It is interesting to note thaL during a very lengthy Debate on t he 

Health Act, 1970, going through the Houses of the Olreachtas , that 

there was very little di s cu s sion about the functions of the Health 

Board, or indeed, about Se c ti on 3 1 o f the Health Ac t, which we hear 

so much abouL and whi c h limit s expenditure by Health Boards . Most 

of the dis c uss i on o n Lhe ~arll e r Se c ti ons of the Bill were about the 
compositi on o f the P ~ u ·d . 
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One of the suggestJons made at the time was that only elected 

Councillors should be allowed to vote. 

The roles of Government , the Health Board, and t he various agencies 

that work in the Health Services have not been clearly defined in 

a policy context, and the extent to whi ch policy is being defined -

is usually only 1n maJor terms, or in specific ter ms only when 

issues of some import arise. 

Me Klnsey envisaged that there would be an ove rall national policy 

and that the Health Boards would devise policies to meet objectives 

within this framework and provide for the needs of the people in 

their Board area. In otherwords, the Boards would have more freedom 

within the national guidelines set down. 

This happened to some extent in the early years. However, as time 

has gone by and as resources have become sca r ce the r e has been 

a gradual move to the cen tr e, now c entralised to the extent that 

there was recently a suggestion that the Government were interested 

in one Health Board only, An Board Slainte for the entire Country. 

We would therefore have a sJtuation where Health Servi ces had been 

administered by twenty eight local authorities in 1970 and only 

one central authority in the mid 1980 ' s. Current opinion appears 

to be that the number or Health Boards will be reduced to four. 

The Health BoarJ M~mber 1n my view has a role 1n implementing area 

poli cy and is acting as an advocate for the people he represents 

within the Health Board area. It is also his duty to ensure to the 

extent to whi c h it is possible that resources in terms of money and 

staff which ar e made ava1lable are used to their best advantage. 

There has been so me c r1t 1c ism of Health Board Members that they have 

allowed vested interest s and loca l int eres ts to per~eate considera

tions of what is 1n the best interests of the patients, or indeed, 

what co uld be justified 1n terms o f cost. My e xperience as a member 

of the North Eastern Health Board region and from my knowledge of 

other 11 ea l t h Boa r<.l s I s L ha L w 111 I c o cc as J on a 1 1 y an 1 n d 1 v 1 d u a 1 member 

of the He a lth Oo ard · 1vbe more paro c hial tt1rtt1 nt~cessar·y, at the end of 
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the day the Board as a whole have made rational decisions. 

Board Members often request th at more resources be put into 

a particular service or that services go in a specific direction. 

If we look at the proposals made by Health Boards over the 

years we can see the many of them have been carried through at 

Board level, although not always as quickly as the Board Member 

might have wished. 

One of the problems of the current system is that there aren't 

structures for Health Boards per se to have a direct input to 

national policy. Never t heless, the important new developments 

in the health services since 1972 originated with Health Boards, 

for example:- the development of a home help service, impro~ed 

~ervices for the elderly and the long term illness scheme. 

One of the examples that could be used in rela~ion to the Boards 

role in policy formation is the psychiatric service in the North 

Eastern Health Board. Where the Board itself decided on a shift 

to community care long before anything of signifiance was written 

on the matter, developed hostels, day care centres, and promoted 

their policy to a point where Monaghan Co. Council agreed to 

provide a house in most new housing estates for the needs of the 

psychiatrically ill. This policy which originated in one Health 

Board area was accepted by the Eastern Health Board in the mid 

1970's, and has become national policy in the 1980's as can be 

see from reading the national policy document - the Psychiatric 

Services- "Planning for the Future". A further example can 

be seen (rom the use of the monies from the European Social Fund 

in each Health Board area for the rehabilitation of the handicapped. 

The Devlin Report on the development of the Dept of Health did 

recommend a specific role for Boards and the Chief Executive 

Off i cer and I quote- paragraph 6.4.3. "for ~he Aireacht to 

obtain the co - operation of the Health Board and their staffs in 

implementing agreed policy, they and their Chief Executive Officers 

must be allowed to ~, ke a considerabl e input in relation to poli c y 
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making. The re-organisation of the Dept whi ch we are recommending 

will fa c ilitate we consider the development qf these arrangement s ". 

While Health board Members per se have no di~ect input to national 

policy the Chief Executive Officers through regular co ntact with 

the Dept of Health have an opportunity to reflect d ecis i o ns and 

wish es to Board Members. 

Health Board Members particularly those who represent local 

authorities can be frustrated at the length of time taken for 

the implementation of some aspects of health policy, compared with 

their local authority experience wh ere they make decisions about 

roads, housing etc . 

. Health Boards tend to operate as corporate bodies rather than in 

the poloticised adversarial style of local authorities. In my 

experience having been a Member of a Board since it(s inception, 

I have seen no conflict of interest between various political 

groupings o r be twe en those elected representatives of the Board 

and those who represent professional interest. Each Member makes 

their contribution on any particular issue and in general consensus 

is reached representing the best interests of the people for whom 

the Health Board is re3ponsible. Rarely is there a vote on any 

issue at Health Board meetings. 

There is a good relationship between the C.E . O. and the Health 

Board Members. While the Members have delegated many of their 

function s to the C.E.O . t hey are still a ware of t he responsibility 

and authority. 

The C.E.G. will normally give advice that is acceptable to the 

Board Members partly because he will anticipate the likely reaction 

of the Members t o the Management Teams proposals. It is the 

responsibility of Members to review and where ne cessary c halleng e 

recommendations of the Team. Klei n mak es the point and I quote -

"power of managers and professionals lies in their ability to 

defir1e what is administratively feasible". He also make the 

point that poli c y should oe f o rmulated by a DepL or regional 
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authority and the means found to implement it , but in r eality 

what happen s is that what is possible becomes the policy. 

CONSTRAINTS ON HEALTH BOARD MEMBERS. 

There are many constraints on llealth Boards mainly the lack of 

finance, lack of control over some health agencies in their area, 

and sometimes the relationship between the Board and central 

Government and the Dept of Health. 

During the past five years the amount of money allocated to Health 

Boards has been less then their estimated requirements to continue 

existing servi c es and cater for increasing needs . 

The only options o pen to Health Board Members in this situation 

ar e to spr e ad the a vailable r·esour c es more thi~ly amongst existing 

services or to reduce the level of serv1ces in sepcific areas, 

for example:- the abolition of the Ad-Hoc Dental Service. If a 

new high priority service is to be developed it means further 

reductions in the available resources to existing services. 

An o ther constraint in the admini s tration of the services is the 

fa c t that Health Boards do not have a direct input into the 

administration of public voluntary hospitals. While I support 

the publi c volunt a ry hospitals, I believe there is need for clo s er 

co-operat!on betw ~ en them and the Health Boards . 

A maj o r area o f tension c an be in the relationship between the 

Minister and his Dept with the Health Boards. It is interesting 

that the current Minister for Health doesn't differ e ntiate as 

c learly as previous Ministers in the role of the Minister and the 

Board, and in many ways he has . a ss um e d 

extent than any o r hi s prede <..esso r s , 

a s ixty th o us and s taff', who a r e r· e ally 

Boar·ds and heal tll ag e ne 1 e s. 
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In his term of Office there has been a signifi cant move to the 

centre in a number of areas:-

A). The selection of c apital projects or works is 

now undertaken and decided upon by the Dept. 

When Health Boards were established initially, 

each Health Board got a cap ital allocation or 

a capital budget . 

&). A further move to the centre has been the placement 

of c ivil servants as head of a number of local 

bodies, as distin c t from their being elected by the 

body, or nominated by a Health Board, e.g. 

the chairmanship 

Board. 

of Tallaght Hospital 

the Medica Soc ial Research Board. 

the Ho s pital Joint Se rvi ces Board. 

the S t James's Hospital Board. 

the appointment of members to the E.E.C. 

Hosp i tals Committee. 

r- The present Minist e r o n three occasio ns co nvened meetings of the 

North Eastern Hea lth Board in hi s own Dept in Dublin, and at the final 

meeting told the Board Me mber s o f the manner he was proceeding with 

ho s pital de velopment in the r eg ion. I believe it is un-pre cedent ed 

Stat e f or a Mini ste r to bring a local statutory 

\ 

in the h!storyof the 

body to hi s Dept on three se pera te occasions to dis cuss the same 

i ss ue. 

In his Budget speec h on the 30th o f January , 1986 , the Minister made 

th e point -"that the organisation o f the Health Services leads to 

un-necessary and un-workable conf li cts in the loyalties of l oca l 

managements in their repo rting r elations hips to their Board Members 

and to the Minist er· for ll ea lth and h .l s Dept." 

I n an s wer to a quest 1 on l ate r 1 n D a 1 1 E 1 re ann t•h e M 1 n 1st er state <.l 

and I qu o t e - ''the proposa1s on the future structures for th e planning 
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and delivery of health services wtli ch I will submit soon to the 

Govern ment will see k to o ver come the present difficulties". 

Two proposals whi ch will bring about change for the Health Boards 

are a Bill to amend Section 38 of the Health Act , 1970 - t he 

llealth Amendment B1ll No 2. , which will give the Mini ster power 

to dis co ntinue any service or part of any service , or the maintenan ce 

of a premises o r part of a premises or part of a premises, without 

t he support of a Health Board., and the ot her proposal is to pahse 

out the post of Director of Community Care and Medi cal Officer of 

Health. 

I believe that these two proposals are worthy or full dis c ussion 

before a final decision is made. 

While no proposals have been made on the future of Health Boards, 

the Mini ster ha s stated on a number of occas i o ns that he is 

submi tting plans to Government for th e r e-st ructuring of the 

Health Services. He has stated in the Dail on the 25th of February, 

that our llt~alth Board system is not wo rking. In my opinion it 

would be un-fortunate if the Health Boards were abolis hed or the 

number of Boards reduced , as it is important in the interests of 

democracy that there should be a regional administration where 

representatives of the people can stand up and publicly question 

Members of the Management Team. The abolition or the Health Boards 

in my opinion wo uld lead to greater difficulty in making health 

services available and accessible to many people, particularly 1n 

the ce ntr e o f large urban areas, and the more remote parts of rural 

1 r·e 1 and. 

It is interesting that whlle there are suggesti ons that the Health 

Board should be abolished and health servlces ce ntralised , t wo 

other Departments of State are involved In re-structuring. The Dept 

of Education has published a Green Paper with proposals to set up 

.- thirteen Regional Education Boar-ds., anu the Dept of t..he Environment. 

ha s made a positive c omm1tment ln a uo~ument published on the 30th 

o f M a y , 1 9 8 5 , t o r e v 1 t a l 1 s e 1 o c n 1 g o v e I' n m c n t " b y d e v o 1 v i n g r e s p o n s -

1 b 1 I 1 Ll c s and by 1 rniJ 1· u v 1 11 g s t r' u c L u r· e s and procedures so that C o u n c 1 1 s 
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and people are more involved in setting their own affairs and 

local democracy is strengthened." 

As Health Board Members we must continue to work for a shift in 

emphasis from hospitals to community care ., although, it is always 

easier to work up public support for the hospital setting. Klein 

makes the point and I quote - "if a ward has to be closed this is 

a highly visible (and controversial) issue, community services 

lack such dramati c visibility." 

Health Boards must continue to monitor the service and· plan for 

the future, it can be difficult in times of recession when so many 

decisions depend on what are priorities . Indeed, the questlon can 

be asked - whether the Health Boards are taking decisions Qr 

ratifying decisions already taken. 

In co nclus i on , it is my view that the Hea lth Boards have served the 

Nationa well si nce 1971. 

The Health Boards composed of elected representatives, professional 

personnel, minist er ial nominees , hav e combined with good Management 

Teams to provide a good health service, although, threatened by 

la c k of nationa l policy and finance. 

It is important to remember that whi le we may differ on policy and 

o n emphasis in particular aspects of the service, we are all on 

the same team, -A) the Mini ster , b) his Dept, c) the Members of 

the Houses of the Ooireachtas , d) the llealth board Members, their 

Management Teams, and all those working in the Health Services, 

everyone endeavouring t o p r ovide the highest lev e l of hea lth care 

for th ose in need. 

ENDS. 
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Developments ln Child Care - A personal vJew by Peter Kieran, Senior 
Social Worker, South Eastern Health Board, South Tipperary. 

In thanking you for your kind Invitation to address this conference, 
I want to emphasize that my comments are not 'upposed to represent the 
South Eastern Health Board, or any other organization to which I belong . 
They are purely personal comments which 1 make after twelve yeses work 
in Community Care services. I don't expect you to agree with everything 
I ssy, but I would invite you to think sbout what I have to say. 

I remember when in college, asking a lecturer could he explain heredity 
to me. In his ususl jokey way, he made the remark that " if your parents 
never had any children, it's unlikely if you will either". However, 
your parents did have at least one child - they had you. And when you 
are thinking about services for children, about legislating for them, 
or planning or administering them, I think that it is important for you 
to try and ge t back in touch with being a child. Your experiences as 
a child may not have been always happy, but they are as important ai 
any qualification or position you may have gained as an adult. Adults 
forget so easily what it is like to be a child. 

Like a lot of things in Ireland , child care presents a few paradoxes. 
The most difficult and responsible jab in the world is that of being a 
parent, yet so many children are conceived irresponsibly, and conceiving 
a child is one of the easiest things to achieve In this 11fe. Again, 
In Ireland, we have a Constitution which emphasizes the primacy of 
family life, and the great importance of supporting and protecting 
families. Yet the same Constitution by it's failure to define the 
rights of children, poses severe problems in relation to making decisions 
about children~· welfare in our courts. And the low status given to 
parenthood, especially motherhood in Ireland, and the insufficient support 
given to families dependent on our Social Welfare system are both 
factors which are leading to the breaking down of family life far many 
people. 

Before looking at specific child care services I want to address some of 
the myths and notions which are in currency in Ireland about families and 
children. These myths and notions need to be scrutinized and debunked 
before progress can be made. I have identified ten, but I'm sure there 
are many more. 

r. "No matter how bad a family's home life may be, it is better than 
children going into care". This has been shown to be untrue again and 
again in my own work experience. One example I can give you is of a 
couple who had four children, each of whom had to be removed from their 
care before reaching their first birthday, bec aus e each child In turn was 
physically ass aulted by their father. 

2. "Maternal instincts ensure goad mothering". I'm not sure about how 
widespread maternal instincts are, but I am sure that they are not 
automatically called into action on conceiving a child. Quite a number 
of women become distressed because they do not experience the "1nstinct1ve" 
positive feelings of motherhood. I remember one woman who was so angry 
at having conceived a child, and she had many reasons for being angry, that 
she talked to the child in the womb often about how she was going to 
punish it when it was born. 5he broke this child's arm when she was three 
months of oqe. 
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J. "All fam111es are worth preserving". I think that all families 
deserve as much opportunity as possible to succceed, as long as individuals 
within those families are not damaged in the process. In my experience, 
some families should never have been established in the first place, and 
do amazing damage to children. In a recent child sexual abuse situation, 
a priest operating according to this myth, convinced a mother to allow 
her offending husband return home, thus placing the four daughters in the 
house at considerable risk. Because of his status in the community, the 
Driest was more persuasive than the social worker who was encouraging the 
woman to keep the husband out. 

4. "Bl ood relationships are automatically more imoortant to children 
than any other relationships". The most distressing situation in which 
I have been involved in my professional life was when a court, operating 
according to this myth, forced a couple to hand back a three year old child 
to the biological parents who she had never met. To that child, the only 
Parents she knew were the couple with whom she had lived from the age of 
tnree months. Very detailed and weighty evidence was offered in court 
about the oamage which would be oone to the child if handed back, but 
this wa s insufficient to overcome the power of this particular myth whi ch 
we have enshrined in our ConstJtutlon. 

5. "There are such things as perfect families and perfect parents". This 
myth is well supported by advertising agencies who parade perfect, well off , 
happy families before us every day in magazines, and every night on tele
vision. Such image making is dangerous because it creates unrealistic 
expectations, and engenders guilt in all those wh o have not achieved such 
a lifestyle. I have never met any perfect parents - 1 am far from p~rfect as 
a parent myself. Children, because they are often noisy and demanding, 
and troublesome, and smelly, do not call out perfectio~ from parents! 

6. "Having a child is the most important way to feminine fulfillment". 
It may be for some women but is certainly not for many others. Again and 
again I come across young mother who feel cheated and trapped because they 
were misled by this myth. 

7 . "A chi ld completes the home". It is true that most couples when they 
marry expect and wish to have at least one child. But children are to be 
wanted for themselves, not as another piece of the picture, like the 
freezer or the stereo. Disappointed parents whose child has not "fitted" 
into the picture account for a significant group of those attending child 
guidance services. 

8. "Having a child will improve an unhappy marriage". Children are magic, 
but in a different sense to th at implied by this myth. It is surPiising 
just how many couples deliberately seek to conceive a child in the hopes 
that it ' s birth will lead to a new beginning. Again, in this situation 
the child is not wanted for themselves, but for what they can do for the 
adults. It does not work. Marital relationships need to be worked out by 
couples themselves with professional help if necessary. 

9. "Children are their parents' possessions". This is not a statement 
that you will ever read as I have written it, or near in these words. But 
Jt Js very wides pread and can be seen to be so in observing parents and 
listening to the way they talk about their children . The Dublin -ism 
"who owns that child" gives unintended expression to this truth. Owners 
of possessions feel justified ln doing what they like with their own 
oroperty. With children, this can mean beating them to a sta te of injury 
or death, lt can mean raping them, it can mean enslaving them. And it 
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means all those things for a lot of Irish children. 

10. "Pregnancy is a good reason for marriage". The Church tell us that 
thi s myth has been officially dropped but it has not. Priests are still 
encouraging couples to marry because they have conceJved a child. So 
are parents. I can think of few worse reasons for becoming married. The 
I.S.P.C.C. some years ago in a small study in Dublin found that in over 
70% of the families on their books, the eldest child had been conceived 
before the marriage. 

All of these myths pose problems for social workers who are agents of 
society because they contradict the philosophies and principles on which 
social work intervention is based. And they are shared alike by makers 
of our Jaws, by judges in our cou rt s , and by policy makers and service 
administrators. 

To challenge and debunk these myths Ireland needs a debate about children. 
We have never had such a debate. The debate at the time of the abortion 
referendrum wa s about morality. The divorce referendum debate is about 
the rights of adults. I predict that the debate on the Sta tus of 
Children Bill will be about property. There are no votes in children 
and chi~dren have no votes. We may say that we cherish all the children 
of the Nation equally. But, like ln many things in Ireland, what we say 
bears little relationship to what we do. The call "women and children 
fir st " remains a call for evacuating sinking ships: 

What can 
needs: 

we say about children? We know that they have common human 
- The need ~or love and security. 
- The need for new experiences. 
- The need for praise and recognition. 
- The need to be given re sponsibility. 

Unmet needs cause children to become either withdrawn or aggressive . 

Children are dependent. They come into the world as a bundle of needs . 
Their self-image depends on how these needs are met by their carers. 
Children do best in a family, but not necessarily the family to which 
they are born. 

Children need protection - they need to be protected by our Constitut ion, 
by our courts and by our laws, by our chi ld care services. But we have 
major problems with our Constitution which does not reoognise that 
children have rights independent of their biological parents. We need to 
rectify this, and to amend the Constitution to ensure the following: 

11 (a)Parental rights should continue to be guprenteed but they should no 
longer be defined as imprescriptible or inQUenable. The adoption of 
legitimate children with living parents should thus be made possible . 
(b) A new balance should be established between parental rights and children 's 
rights. This should ensure that in those exceptional cases where the 
exercise bv parents of thetr rights (e.g. the right to custody of thei r 
child), would be elear1y detrimental to the child, the interests of the 
child should prevail. In such cases the application of the principle of 
the primacy of the child's interests should not be conditional upon a finding 
that the parents have failed to discharge their duties. 
(c) The protection of the rights of children should be recognised as a 
speci al responsibility of the State. In particular, there should be an 
obligation on the State to provide independent representation for 
their children ~here their interests require it. 
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(d) DJscrJmJnation bet ween children based on parentage alone should be 
prohibited".(Quoted from Irish Council for CivJl Liberties Report No. 2. 
Children's rights under the Constitution). 

Discussion of the Constitution may appear to be far from the day to day 
concerns of child care workers and social workers, but it does pr o vide 
the frame work, both ideological and legal, within which we must wor k. 

We have problems with our court system. Our juoges have no t raining in 
how to be judges; especially so in relation to family matters. or course , 
they would probably be highly insulted if anyone suggested that they 
should be so trained. 

We nave an adversarial system of decision making , which is not conduci ve 
to the making of agreements bet ween people. We have dated structur es , 
processes, buildings and la w. There are signs or new moves to wards a fami l y 
court structure , and the provision o f a mediation service. We must en sure 
that children's rights are given primacy in such a ne w situation. 

We have problems in the absence of policy in relation to children at 
Department and Health Board level. And we have structural problems at 
the service delivery stage. We have yet to work out, fifteen years l a t er, 
what we mean by Community Care - ca re for whom by whom? Is Community 
Care the care by professionals of the poor? Or should it be enabling 
communities to care for their own members? Are we satisfied wi t h our 
efforts to ensure the maximum possible representation of people at 
decision making levels in our services? For instance , how well are women 
r epresented in your Association? 

Within the Community Care structure management standards are lo w because 
of the lack of proper training and the overriding concern for financial 
matters. 

There is a problem in the relationship between the Department of Health 
and the Health Boards for instance , how can the Department ensure that 
it's policies are enacted at Health Board level? 
Again at local level, there is interdisciplinary ignorance and rivalry. 
Community Care teams do not work because they have nG ser1ous remit 
or worse still, do not meet in some areas. And when all the money is 
spent, and the work done, there is little or no evaluation of our effort. 

Much hope and expectation surround the publication of the new Children Bill . 
The policy reflected ln the Bill is, correctly ln my view, to keep chi l dren 
in their own families if possible, yet the section on prevention in the 
Bill is extremely slight and weak, and can, as phrased, be largely ignored 
by individual Health Boards if they so choos~. ln a situation of family 
breakd•~n when children need alternative care, the policy coming th r ough 
the Bill is that foster care 5hould be provided. But that will require 
providing major new resources ln manpower, money and time to establish. 
This is highlighted more when we talk about the need for fos t er h~mes f or 
children witn handicaps, for adolescents, for children with behav1our 
problems and for sibling groups. 

As a direct result of our change of emphasis to care ln the Community , a 
crisis of identity has been created in the resiaential child care s ec t or, 
and courage, honesty and imagination are required on all sides to plan 
for the future of residential care. 

Before concluding, 1 would like to say something briefly about the job 
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of social workers. We have an awful lot of responsibility, but not very 
much po~er. Combined with the lack of orqanizational support for our work, 
this makes for a high level of emotional demands on social workers. The job 
involves a lot of risk - in the past year, 1 have been assaulted, and on 
another occasion, locked in a house against my wilt, both in the course 
of carrying out my duties. The other dimension of risk is the amount of 
rjsk taking involved in making decJs1ons to leave children at home. The 
only way to be free of that risk would be to engage in wholesale admission 
of children to care, and their retention there , which of course could 
not be advocated. And we seem to be on the brink of a whole new scene in 
relation to child sexual abuse. The demands are hard to believe for those not 
involved in the work. 

Finally, what can you do? 1 would encourage you to ask Questions, a lot 
of questions about our child care system. A good yardstick to use would be 
how you would ans wer the question " would 1 be happy for my child to be 
cared for in my local child care service?" Get close to children - wat ch them 
listen to them - keep them in mind when wearing your legislators, policy 
makers or administrative hat. Dust off your copy of the report of the 
Task Force Report on child care services. Unfortunately our new Children 
Bill is a very pale reflection of this report, but it is not too late. 
This Bill may never become an Act, for both Constitutional and political 
reasons, and the blueprint for a local, comprehensive, community child 
care service is contained in the Task Force Report. Seek out the opinions 
of social workers, child care workers, psychologists - you will not find 
them on your local health committees or on your local Health Board- but seek 
them out; they will talk to you. And a r eminder - you were a child once, 
and that child is within you. 
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PAPER PRESENTED BY MS. AUGUSTA MCCABE, SOCIAL WORK ADVISER, 
CHILD CARE DIVISION, DEPARTMENT OF HEALTH,AT THE ANNUAL 

CONFERENCE OF THE ASSOCIATION OF HEALTH BOARDS IN IRELAND 
ENTITLED "THE DEVELOPMENT OF CHILD CARE SERVICES" ON 

14 MAY 1986 

HISTORY 

TASK FORCE 
REPORT 1981 

~THE LOST CH ILDREN" is the title of a boo k written 
by Dr. J. Rohins, Assistant Secretary in the 
Department of Health, based on his study of the 
plight of orphaned , illegitimate and abandoned 
children in Ireland between 1700 and 1900. This 
study tells the dreadful story of those children 
who were cared for, at public expense, in the 
workhouses of the eighteenth and nineteenth 
century. 

So bad wa s the shocking poverty of Dublin children 
in the eighteenth century that Dean Swift issued 
hi s satirical pamphlet known as "A Modest Proposal" 
in whi ch he suggested that young healthy babies 
from the lower classes might be fattened and reared 
at publi c expense for the tables of gentlemen of 
r efi ned taste. 

Campaigns for improvement in the lot of children 
brought about the passing in England of the 
Prevention of Cruelty Act in 1889, and in 1908, the 
Children Act of that year was introduced into 
Ireland. It gave the State the power to remove 
children from their parents if they abused the~ 
through the Place of Safety Orde~ and the power to 
pl ace s uc h ch ildren in the care of a third party 
kno wn as the Fit Person Order. This Act remains 
the backbone of our present day child care 
legislation. 

In the 1950s two major developments took place in 
child care when legal adoption was introduced and 
regulations governing the BoardiNG Out of ChiLdren 
(Foste r Care) 1 were issued. 

In 1974 the Government of the day set up the Task 
Force on Child Care Services to make 
recommendations on the extension of services for 
deprived children and chi ldren at risk, to update 
legislation in relation to children and to make 
recommendations o n the necessary administrative 
reforms. 

The Task Force reported in 1980 with a very 
compre hensiv e document coveri ng a wide range of 
services for children, and setting out the 
principles whi c h should underly future policy for 
chi ld care serv ices. 
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t PRINCIPLES 

CIIILD CARE AND 
FAMJLY SUPPORT 
SERVICES 

DEVELOPMENTS 
IN CHILD CARE 
SINCE 1981 

1. Arrangements made for children must be 
consistent with their dependent status . 

2. Minimum Intervention. 

3. Normalisation. 

4. Children's rights may, in certain 
circumstances , have to take precedence over the 
right s o f their parents. 

FAMILY SUPPORT 

- Day Care 

- Home Help 

- Marital and Family 
counselling 

- Self Help Group Work 

- Supervision of Children 
at Home 

- Community Development -
e.g. Family Resource 
Centre 

- Soc ial Work Service 

CHILD CARE SERVICES 

- Foster Care 

- Adoption 

- Residential Care 

Trans(er of Adoption from Justice to Health 

Transfer of Children's Homes from Education to Health 

Introduction of the Children Bill - 1985 (Care and 
Protection) 

Introduction of Status of Children Bill 

Repo rt o f the Adoption Review Committee 

Report o f the social Work Review Committee 

Report of the Day Care Committee 

Repo r t o f the Soc ial Work Review Committee 

Up-dating of Foster Care Regulations 1983 
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PRINCIPLES ON 
WHI CH CHILDREN 
BILL I S BASED 

1. Every effort should be made to enable children to be 
reared in their own family. 

2. A child should be removed from his family on ly as a 
last resort. 

3 . Wher e a child is removed, he should as far as 
possible be placed in a family rather than an 
institutional setting . 

4. Children have rights whi ch , in certain situations , 
take precedence over the rights of their parents . 

MAIN PROVISIONS 1 . New po wers for he a 1 th boards to provide e h i ld ea re 
and family support services. 

DAY CARE 
Sl:RVICES 

CHILDREN IN 
CARE 

2. Registration of nurseries, creches, pre-schools and 
playgroups. 

3 . Registration and inspection of c hildren's homes. 

4. Improved procedures for taking into care children who 
are abused or neglected. 

5. New provisions for granting foster parents legal 
custody of children in their care . 

6. Increased penalties for neglect or abuse of children . 

7 . Control of sale of solvents to children. 

Day care services include nurseries, playgroups, 
pre-schoo1s etc . It is estimated that about 1 , 500 
services cater for 20,000 children. 23i services, 
catering for 6,~00 children, are supported by health 
boards at the cost of £1 . 3m per year. The Children Bill 
will enable health boards to provide services direct to 
per-so ns in need. 

1. NO. OF CHILDREN IN CARE ON ANY DAY 

2. NO. OF CHILDREN WHO PASS THROUGH CARE 
EAC H YEAR 

3. BASIS FOR ADMISSION 

Voluntary Care 84% 

Court Order 16% 
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MAIN REASONS 
fOR ADHISSION 
TO CARE 

CHILDREN'S 
HOMES 

4. TYPE OF CARE PROVIDED 

Foster Care 60% 

Residential Care 40% 

"One parent family unable to cope" = 

"Neglect of child" = 

"Short term crisis" = 

"Marital <iisharmony" = 

"Abuse" (physical, sexual * 
or emotional) = 

" Child awaiting adoption " = 

[ 
•sexual abuse accounts for less than 1%] 
of admissions. 

38% 

14% 

13% 

9% 

9% 

6% 

1. Comprises 24 residential homes (formerly industrial 
schools) 

17 approved homes 

Total 41 

2. Prov ide accommodation f o r 1,100 children 

3. Number o f children in homes declining (due to greater 
use of foster care) 

1960 - 4,000 

1970 - 2 ,000 

1980- 1,258 

1983 - 1,086 
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CHILD ABUSE 
SURVEY 

FACTORS 
RELATED TO 
CHILD ABUSE 

THE MONEY 

YEAR REPORTED CONFIRMED 

1980 271 90 

1981 387 108 

1982 405 112 

1983 434 156 ( 37) + 

1984 495 182 (33) + 

1985 767 304 (128) + 

+ Confirmed sexual abuse cases in ) . 

PERSONAL FACTORS 

Immaturity 

unrealistic expectations of children 

Adults abused in their own childhood 

People with low stress tolerance 

ENVIRONMENTAL FACTORS 

Unstable employment 

Low income 

Poor housing 

social isolation 

1986 COSTS IN THE CHILD CARE SERVICE 

Adoption .53m (882 placements 1985) 

Day Care 1. 3m (6,200 places/238 centres) 

Mother/Baby Homes 2m 

Foster Care 2 .7m (1,650 placements) 

Social Wo rk Service 4.5m (280 posts) 

Residential Care 8m (900 placements/41 centres) 
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PROBLEMS IN SERVICING RURAL AREAS 

MS. A. O'MAHONY , 
SENIOR RESEARCHER, 
RURAL SOCIOLOGY DEPARTMENT, 
AN FORAS TALUNTAIS 

Introduction 

Access to the health and soc ial services are important for all citizens of a 

modern society. Oonnison (1975) refers to the social services as •new forms 

of property• contributing vitally to the distribution of resources, status 

and 'life chances• in society. In this sense it is obvious that in a just 

society all groups including rural dwellers, must have equal access to 

services. However, there are additional reasons why s~~e of the social 

services,for example, the health and persona l social services, are of 

particular importance in rural areas. These reasons relate to the scenario 

of social and economic decline experienced in the Irish rural sector in the 

1950s and 1960s. The decline in the rural population in the first half of 

the century resulted in a deomgraphic imbalance in the population with the 

youngest and oldest age groups being disproportionately large. 

The rural age dependency ratio(l) is high and proportionately more of 

the elderly live in rural areas . This, coupled with the economic structure 

of Irish agriculture characterised by persistent low incomes in a large 

section, suggests that the provision of social services is of central 

importance in any consideration of society's response to the problems of 

rural areas. Yet the emphasis in the literature and in public debate 

displays little awareness of the fact that our social problems are not 

exclusively confined to urban areas. There is little recognition that the 

modernisation process as it has unfolded in western societies had produced 

severe problems for rural areas also. The dominance of urban areas as 

centres of administrative decision-making has meant that official policy 

tends to be focussed on the needs and problems of the urban areas . 

( 1 ) The age dependency ratio is calculated as the ratio of dependent 
persons aged 0-14 years and 65 years and over to the rest of the 
population . 
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This paper focusses on the problems of providing the Community Care Services 

to rural communities. The research on which this paper is based consisted 

of a case study of the Mayo Community Care Area carried out by the Rural 

Sociology Department of An Foras Taluntais in ~a-operation with the 

Western Health Boa rd during 1980 and 1981(2). The Mayo Con~unity Care 

Area is one of 32 Community Care Areas located within the eight regional 

Health Boards. While it is not possible to generalise conclusions 

drawn from a single case study it is suggested that the problems identified 

in the provision of the Community Care Services in the Mayo setting seem 

likely to have considerable relevance in other Health Board areas with 

similar spatial and demographic characteristics, particularly those Health 

Boards operating within the "less favoured area'' counties. 

The paper argues that for a variety of enviroNnental, social, economic and 

demographic reasons, agencies such as the Western Health Board face 

considerable problems in servicing their rural areas. The problems impinging 

-

on the provision of services to rural communities may be summarised under ~ 

three headings: 

(i) Environmental factors which present problems related to sparsity of 

population, dispersed settlement patterns, poor infrastructural 

serv ices, in particular poor roads, inadequate communications and 

transport services. 

(ii) Demographic factors resulting in an unbalanced population structure 

which has serious implications for the natural cari ng networks within 

rut·al co .. ununities and consequently for the demands made on the 

sta tutor.v ~ . rvi ces. 

(iii) Social need factors which shape the pattern of demand for services. 

(2) A full account of the case study can be found in O'Mahony. A, Social 
Need and the Provision of Social Services in Rural Areas: A Case 
Study for the Community Care Services, An Foras Taluntais, 1985. 
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Each factor will be given separate consideration but prior to examining 

these factors in detail the paper will set out briefly the main research 

findings of the case study in relation to the leve l s of service provision 

in rural areas. 

The level of service provision: the research evidence 

The study of the Community Care Services undertaken by An Foras Taluntais 

examines in detail the distribution of range of Community Care Se rvices 

between Health Boards (inter-regional distribution) and within the Western 

Health Board area (intra-regional distribution) . The services examined 

include the General Medical Services, Public Health Nursing , Socia l Work, 

Meals on ~heels, Laundry Service, Ophthalmic, Chiropody and Child Health 

Services. Using 1980 data on levels of service provision considerable 

inter-regional variation was found in service provision. 

A general pattern emerges of the Eastern Health Board, serving Dublin 

and surrounding areas, and the Southern Health Board, serv ing Cork and 

Kerry , having the highest levels of provision. A fairly clear picture 

appears of the power of the country's two largest urban centres to 

attract re sources. In addition intra-regional variation was found to 

exist in levels of service provision within the Western Health Board 

area which was the focus of the case study of Community Care carried out by 

An Foras Taluntais and no doubt this phenomenon also occurs in other 

Health tioard areas also. The data showed that in some instances County 

Mayo as a whole had a lower rate of service provision than the Western 

Health Board average (in five of the nine services) . There was also 

considerable within county variation. Castlebar was found to have higher 

level s of provision than either county or Wectern Health Board rates. 

Lowest levels of provision were found in Belmullet and Swine ford Rural 

Oistricts,both remote rural areas. 
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These facts, of cour se , must be set against the considerable achievements 

of Boards such as the Western Health Board in laying the foundations of 

a modern primary medical and social care service. It should be remembered 

that Boards servicing the rural areas of Ireland started from a very poor 

resource base in 1972 and achievements have indeed been considerable. In 

addition any considerations of the level of service provision must be 

seen in the context of the increasing centralisation of public serv ices 

evident in all modern western societies . Increasing urbanisation and 

rural population decline have meant in almost all cases, a retraction of 

services from rural areas and a concentration of these services in urban 

centres . In oritain a growing literature points to this phenomenon 

(Grant 1981 , Moseley 1979, 1981) and a recent report by Age Concern (1984) 

notes the absence or low levels of provision of many services for the 

elderly in rural Britain . 

The paper now considers each of the three factors which influence the level 

of service provision in rural areas. 

Factors influencing the level of service provision 

I . En vi ronmenta 1 factors 

A formidable task faces the Health Boards in providing services to 

rural areas characterised by low population density, and scattered 

settl ement patterr.s coupled with poor i nfras tructura 1 resources in 

terms of roads, and transport and communications. Increasing 

urbanisation and rural population decline have meant, in almost 

all cases a retraction of services from rural areas and a 

concentrat ion of these service~ in urban centres . An increasing 

centra li sation of public services is evident in all modern 

western societies. In Ireland in the last two decades we have 

witnessed a process of centralisation in many of our social 

61 

..... 

....., 



,.... 

-

-

r-

-

..... 

institutions ranging from education to the regionalisation of 

health services and agricultural advisory services. In the 

health services the trend has been towards a technologically 

based medicine with a concentration of resources in urban 

service centres . The implications of this model of service 

provision for rural areas can be seen when we consider some of 

the basic characteri sti cs of County Mayo. Mayo is essentially 

a rural county with 71 per cent of its population living 

outside centres of population of 1 500 or more. For the state 

as a whole in 1981 the figure was 37 per cent. Only two 

centres in the county have populations in excess of 6 000 

persons indicating a low degree of urbanisation. Table 1 

examines the population density in the eight Health Boards, 

in Mayo county and in selected sub -regions of the county for 

1981. 

TABLE 1: Density of population in the eight Health Boards, 
County Mayo and sub-regions, 1981 

Health Board Areas 
Eas t~rn 
Midland 
Mid Western 
North Eastern 
North Western 
South Eastern 
Southern 
Western 

Mayo county and sub-regions 

Mayo county 
Belmullet Rural District 
Swineford Rural District 
Castlebar Rural District 

Source: Census of Population 1981. 

Persons per sq. km. 
257.5 
31.0 
39.2 
45.1 
25.5 
39.8 
43.2 
17.5 

21.2 
12.6 
26.6 
23 .0 

Density of population is lowest in the Western Health Board's 

area and in Belmullet RD the density of population is considerably 

62 



lower than the Western Health Board average. This fact poses serious 

problems for the distribution of services and personnel. The 

implications of low population density for service provision can be 

seen clearly in the case of the Choice of Doctor Scheme. Some of 

the remote rural areas have low levels of provision of this service 

but under present circumstances it is unlikely that this could be 

improved because the low density of population would not provide 

remuneration for additional doctors. 

The absence of any public transport in many low population density areas 

and its gross inadequacy in others, combined with a poor telephone 

service, makes the servicing of remote rural areas a formidable task. 

Given the particular model of service provision which we have adopted, 

i.e. the centralisation of services in centres of population, transport 

and communication are a vital consideration in relation to access to 

services for rural people. Moseley (1978) tr.e British access expert, 

examining the situation in England, has stated that the lack of a 

car is probably the biggest single factor in identifying those rural 

people who are disadvantaged in terms of access to important services. 

As in other European countries car ownership levels are high in rural 

Ireland and public transport provision is low. However, evidence from 

research suggests that certain groups in the rural areas are more 

likely than others not to have a car in the household (Moseley 1981). 

Various studies indicate that elderly and low income persons are the 

least likely groups to have a car (Power 1980). In the absence of 

a car a telephone would enhance access to services. However, the 

Household Budget Survey found that, in 1980, only 23 .6 per cent of 
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all rural households had a telephone. Again, research suggests that the 

elderly and those on low incomes in rural areas are significantly less 

likely to have telephones {Kelleher and O'Mahony 1984). The combination 

of these factors points to serious problems of access to services. The 

solution does not lie solely within the powers of any one agency. 

11 Demographic factors 

This section of the paper examines the main demographic trends affecting 

rural areas in recent decades and the implications of these changes for 

the provision of the Community Care Services. The population decline 

characteristic of Irish demographic history from the mid-19th century 

was stemmed at national level in the 1960s and since then the aggregate 

national picture has shown a substantial reversal of the trend of 

decline. Between 1971 and 1981 the aggregate rural population increased 

by 10 per cent, ranging from 4 per cent in Connacht to 15 per cent in 

leinster. The aggregate ~icture, however, masks a variation in the 

experience of different rural areas. Whilst there has been an increase 

in the population of som~ rural areas and a situation of stability has 

been achieved in others, there are also areas where population decline 

has not been stemmed. 

The experience of County Mayo illustrates this. In the period 1926-

1981 the county lost one-third of its population but since 1971 the pattern 

of decline has been reversed. Until 1979 the Urban District of Castlebar 

has shown constant expansionist trends and has achieved growth rates in 

excess of the national average. The Rural District of Castlebar has 

shown an increase in population of similar magnitude to the county growth 

rate since 1971. But when one examines this more closely it is the 

District Electoral Divisions in close proximity to Castlebar Urban 

District which mainly account for the growth in the Rural District. 

Swineford Rural District, which had lost more than 50 per cent of its 
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population between 1926 and 1981, has almost stabilised with a decline 

of 0.8 per cent between 1971 and 1981. Belmullet Rural District, on 

the other hand, continues .to display a definite pattern of decline with 

a 3.4 per cent population loss in the same period. A clear pattern 

emerges therefore,rural areas in close proximity to urban centres 

experience population increase whereas in the remote areas the population 

remains static or is still declining . The most important socia l 

implications of the massive population decline in rural areas can be 

seen in the two summary statistics presented in Table 2. The highly 

se l ectiv~ effects of out-migration are evident from the age structure 

of the population. Migration mostly occurs among young adults and 

this has resulted in an unbalanced population structure , with the middle 

age groups being depleted and the older groups being disproprortionately 

represented. The 15-44 year age group in Cou nty Mayo represents a 

smaller proportion of the population, particularly in the Rural Districts 

than in the State as a whole, while the 65 years and over group represents 

a higher percentage. The age dependency ratio is calculated as the 

ratio of persons of dependent age (0-14 years and 65 years and over) 

to the rest of the population. Table 2 indicates that the dependency 

rate for Mayo County is higher than for the State as a whole and the 

rates for the sub-regional areas within the county are considerably 

in excess of the national rate. 
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TABLE 2: Age structure of the population in selected areas 1981 

• Age 
depend-
ency 
rate 
per 100 
active 

Area 0-4 5-14 15.29 30.44 45-64 65+ persons 

Mayo county 9.6 19.3 20.9 15.4 18.9 15 .9 80.9 
Belmullet RO 9.2 19.8 20.4 13.6 20.3 16.7 82.1 
Swine ford RO 8.6 18.6 19.1 14.7 20.1 19 .1 86.3 
Castlebar UO 8.5 16.6 23.7 15.8 17.8 17.5 74.6 
Cas tl ebar RO 10.8 18 .8 22.5 16.0 17.9 14 .1 77.5 
State 1 o. 3 20.1 24.6 17.2 17 .1 10.7 69.6 

Source: Census of Population, Vo 1 . 2, 1981 . 

As indicated in Table 3 the incidence of the elderly 1n the population 

is higher in the rural areas generally than in urban areas. In 1981 

12.8 per cent of the population of the aggregate rural areas was over 

65 years. The figure was nine per cent for the aggregate town areas. 

The aggregate figures often mask regional variation and this is so in 

the case of the distribution of the elderly. As can be seen from Table 

3 the highest incidence of elderly persons is to be found in the North 

Western and Western Health Board areas, where the percentages of 

elderly people are considerably in excess of that found in the Eastern 

Health Board area. The 'elderly' elderly , i.e. those over 75 years, 

also have a higher incidence in the rural population. Again, the 

incidence of this group is highest in the North Western and Western 

Health Board areas. 
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TABLE 3: Percentages of elderly persons in selected areas, 1981 

Health Board Areas 

Eastern 
Midland 
Mid Western 
North Eastern 
North Western 
South Eastern 
Southern 
Western 

Mayo county and sub- regions 

Mayo county 
Be1mullet Ru ral District 
Swi neford Rural District 
Castl ebar Urban Di strict 
Cast1ebar Rural District 
The State 

% of population 
aged 65 years + 

8.5 
10.8 
11 .1 
10 .4 
14. 5 
10. 5 
11. 7 
14 . 2 

15.9 
16.7 
19. 1 
17.5 
14 . 1 
10 .7' 

Source: Census of Population, Vol. 2, 1981. 

% of popu1 at·ion 
aged 75 years + 

3.0 
4.0 
3.9 
3.7 
5.2 
4.0 
4.1 
5. 1 

5.7 
6.2 
6.6 
8.0 
4.7 
3.8 

These kinds of statistics are indicators of social facts which are 

l ikely to have important implications for the provision of the 

community care and other health services in rural areas. The continuing 

out-migration of young adults (there is a higher incidence of out

migration among females than males) to our own urban centres instead 

of those of Britain and the United States, as in the past, undermines 

natural caring networks within family and community groups . The 

elderly, especia lly those living alone are more likely i n such 

situations to have to depend on the statutory servi ces for support. 

The depletion of the vital young adult and middle age groups deprives 

rural coi11Tlunities of that section of the population by whose efforts 

the young and the el derly are maintained and supported. The potential 

for voluntary effort in such communities is likely to be greatly 

reduced and indeed the case study of the Mayo Cor.tmur.ity Care Area 

indicates that voluntary effort in the more remote rural areas was of 

a more l imited nature than in the urban centres. There were clear 
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indicators of the kinds of community supports which the Health Board's 

nurses and social workers could mobilise for their clients in the 

rural areas were substantia lly l ess than those available to their 

professional colleagues in the urban centres particularly in relation 

to the elderly . 

Ill Social need factors 

In addition to the environmental factors outlined there are also deeply 

rooted socio-economic problems in some rural communities which w111 only 

be referred to briefly here. To a large extent these problems show a 

clear regional distribution being mainly concentrated in the 11 less 

favoured western counties. Poor soils and small farm size result in 

a chronic low income problem among a substantial sector of the farming 

population. Family farm income in Connacht and Ulster persistently 

falls short of that in Munster and Leinster (Heavey 1977, 1978, 1982). 

Declining job opportunities in the non-farm sector contribute to a 

high incidence of low incomes in these areas. Using Medical Card 

coverage as an indicator of low income, the highest incidence of l ow 

incomes is to be found in the Western and North ~lestern Health Board 

areas as can be seen from Table 4. 
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TABLE 4: Indicators of poverty by Health Board region 

Mid- North North South 
The East- f·1i d- West- East West- East- South- West-

State ern lands ern ern ern ern ern ern 

% of 
population 
covered by 
Medical 
Cards 
1983 38.3 23.3 46.7 35.0 43.6 59.8 45.3 38 .0 57.5 

Source: Dept. of Health, Statistical I nforma ti on 1984. 

Demographic and socio-economic factors combine to shape the pattern of 

social need as presented to the Health Board 1s field staff at local level. 

The case study of social need and the provision of the Conmunity Care 

Services in Mayo examined 540 referrals (i.e., requests for services) to the 

Health Board's public health nurses, community welfare offi cers and social 

workers. The complexity and diversity of the social needs presented to 

the Health ~oard staff can be seen from the fact that twenty different 

categories of problems were identified ranging from social and medical 

problems of the elderly to financial difficulties, poor housing condit ions 

marital problems and problems of excessive drinking . One third of all 

reasons for referral were classified by the fieldworker as problems of 

the elderly. All the fieldworkers in the rural areas indicated that the 

needs of the elderly were the most pressing problems they faced in their 

daily work. Substantial numbers of the elderly persons known to the 

fie 1 d1vo1·ket'S were fra i1 and incapacitated to such an extent as to be 

categorised 'at risk' by the public health nurses. Table 5 presents the 

distribution of the 'at risk' group in the caseloads of the public health 

nurses in Mayo. 
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TABLE 5: Distribution of the elderly at risk in the caseloads of the public 
health nurses, Dec. 30th 1980 

Belmullet Rural District 
Swineford Rural District 
Castlebar Rural District 
Castlebar Urban District 

No. at risK 
Per 1 0000 
persons 
aged 65+ 

17.4 
9.3 

13 .8 
11 .3 

Source : O'Mahony, A 1985, Social Need and the Provision of Social Services 
in Rural Areas: A Case studyforthe Community Care Services, An 
Foras Ta 1 unta is. 

The response at national level 

A serious problem faces the Health Board servicing rural areas in terms 

of ensuring equality of access to all its range of services in the more 

rural parts of its area. The uneven distribution of services within Mayo 

must be seen in the light of the substantial natural handicaps facing the 

Western Health Board in servicing remote rural areas. At a national level 

there seems to be little or no recognition of these difficulties or little 

priority accorded to devising strategies to minimise the disadvantage 

- experienced by communities located at a distance from a service centre . 

-

-
-
-

A basic factor which might enable the Health Boards to effectively tackle 

the problems of servicing remote areas is the financial resources they 

command. The basis on which the allocations are made to the eight Health 

Boards must surely include the notion of territorial justice which holds 

that the level of service provision in an area should be in proportion to 

the needs of the area and that in a situation where national resources 

are limited, the level of service provision would be in proportion to the 

relative needs of that area (Davies 1968). 

Accepting the incidence of Medical Card coverage as an indicator of the 

'need' for Community Care services the next Table examines non-capital 
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allocations from the Department of Health to the Health Boards i n 1982. 

When the allocation is related to the incidence of Medica l Card coverage 

the Eastern Health Board had an allocation substantially in excess of the 

State average and almost double that for the Western and Nor th Western 

Health Boards(l). This pattern of allocation appears to take l ittl e 

account of the formidable handicaps facing the Western and North Western 

Health Boards. 

TAGLE 6: Financial allocation to the eight Health Boards 1982 
(non-capital expenditure)* 

South 
The East- Mid
State ern land 

~id- North 
~est- East- East- South- West-
ern ern ern ern ern 

IR£ millions 
per 10 000 
population 2.7 2.6 3.0 2.6 2.4 3.3 2.6 3.2 

IR£ mi l lions 
per 10 000 
persons with 
Medical Card 
cover 7.3 10.2 6.6 7.3 5.8 5.7 7.4 5.8 

Source: 
Note 

Department of Health~ unpublished data. 
Non-capital expenditure includes payments made by t he Department 
of Health on behalf of the Health Boards. 

Concluding comments 

The data presented here indicate clearly the degree of disadvantage 

suffered by remote rural areas and there is nothing to indicate that 

people in such rural areas have less need of the social services than 

urban dewl l ers. The absence of services of comparable qual ity or low 

levels of provision of key services in rural areas compounds the basic 

social and economic problems of these communities. There is no doubt 

that considerable developments have occurred in the health services since 

the institution of the Health Boards in 1972. Yet the que~tion of equality 

of access to services in the rural areas remains a formidable challenge to 
(1) The special position of the Eastern Health Board area hospi ta l s as 

providers of specialist medical services on a national basis i s 
probably a factor in this together with the fact that the incidence 
of Medical Care coverage is lower. 
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health care adminstators. Given the strong trend towards the build-up 

of large towns acting as centres for all services and the concentration 

of resources and personnel in these centres, there is little public 

debate as to how the statutory agencies might approach the problem 

of ensuring relative ease of access for all. The question of ensuring 

access to services is not the domain of any one agency. For example 

Transport and Communications has a vital role to play, yet the recent 

Green Paper on Transport Policy was sadly silent on the question of 

rural transportation. Neither is there any acknowledgement at national 

level of the problems that would be encountered in achieving this goa l. 

There is urqent need at national level for a recognition of the substantial 

handicaps faced by agencies such as the Western and North Western Health 

Boards in the provision of services in rural areas characterised by 

population dispersal over large geographical areas, demographic imbalances, 

poor employment opportunities and high migration rates. If the principle 

of territorial justice and equality of access to service is to be effect

ively enshrined in public service provision, then there must be a 

commitment towards identifying strategies which would minimise the 

disadvantage associated with remoteness from an urban centre. There is 

an alternative view that the cost of providing services to rural areas is 

exhorbitant and that the subsidisation of remote and sparsely populated 

areas is already excessive. But as a National Economic and Social Council 

Report (1976) has pointed out, such a view is incompatible with the notion 

of social justice and it actively undermines the concept of socia l citizen

ship, the only real basis upon which a cohesive and integrated society can 

be built (Parker 1975). It is alarming to consider that the services 

painstakingly laid down by the Western Health Board (and other Health 

Boards) in rural areas may be in jeopardy in~he context of current 

cut-backs in financial allocations. 
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The problems of servicing rural areas are indeed complex and cannot 

easily be resolved in the short term. However, basic steps would indicate 

a serious approach on the part of policy-makers to these problems: 

( 1 ) 

( i i ) 

(; i i ) 

( i V) 

Monitoring of standards of service provision at local 
level 
Recognition of serious problems faced by agencies 
providing service in rural areas 
A reconsideration of present patterns of resource 
allocation in terms of the relative needs of 
different regions 
Promotion of research on cost effective means of 
minimising inequalities of access. 
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ASSOCIATION OF HEALTH BOARDS IN IRELAND CONFERENCE IN BLARNEY 

Conference Dinner Address 

Fifteen Years 

This year marks the fifteenth birthday of the Health Boards, and it may be 
useful to see how these eight teenagers are behaving themselves. Are they 
acting like children, or are they experiencing the problems of adolescence 
and young adulthood? And how have they been treated parentally during these 
fifteen years? With consistency and responsibility or with directives and 
decis ions which seem to indicate abrupt changes in policies and priorities? 

The Seventies 

During the 1970s there was an enormous growth in the health services under 
every heading, the range and availability of specialist hospital services, 
the services for the mentally ill, for the handicapped, new and improved 
community services. Each year saw a growth in both the size of the services 
and of the resources to provide them. 

Eligibility for various services was greatly extended. We began with 
hospital services being available free to medical card holders, the lower 
income group, and with no obligation on Health Boards to provide for any 
others. This eligibility was then extended to the middle income group and 
later to the upper income group to make the whole population eligible. The 
resources were provided to bac k up these extensions. 

Health Boards were urged to extend their social services, to employ social 
workers, to provide day centres, to provide home help. Specific services 
were analysed, and those Boards whose provision was under average were asked 
to come into line. Job creation programmes were used to provide more posts 
for Health Boards to ca rry out these service developments. 

The Eighties 

Then came 1981 and since then all is changed. Each year the budgets of the 
Boards have been cut and more cuts are being promised. The increase in 
health expenditure during the 1970s is being cited as evidence that Health 
Boards are extravant, wasteful and spendthrift, that expenditure was out of 
control. No mention is made of the growth in service provision, of service 
eligibility, of the sheer volume increases during the 1970s. The cuts are 
now being applied, but nobody is telling the Boards which of the services 
expanded in the 1970s should now be withdrawn, which of the hospital 
specialties or departments opened then should now be closed, which of the 
social services initiated then should now be terminated. No Minister is 
retracting the eligibility provisions expanded during the 1970s. 
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No Central Lead 

We have moved away from direction by service priority into direction by finance 
only. The only important directives now issued to Boards deal with the 
allocation. Boards are left to make up their own minds, to make their own 
decisions as best they can, as to how to deal with the budget cuts . 

In this context one would expect a lead from the centre. One would expect 
the Minister or the Department to r ela te the budget cuts to a reduction or 
a retraction of service, as they related the budget rises to service 
developments in the 1970s. But no! Only popular service decisions are 
made by the centre , In the 1980s we are told, keep all the services going, 
ye are getting enough! 

Role of the Association 

But of course we are not getting enough to keep all our services going. And 
someone somewhere has to begin to relate budget cuts to the services we are 
providing and to decide which services are to be reduced or retracted. 
Someone has to decide where our priorities lie across the country. This is 
where our Association has a vital role to play. We are sharing our experience 
and problems, we are trying to develop clear and realistic policies on 
service development; above all we are trying to ensure that the public around 
the country do not experience huge disc repancies in the services they receive 
from various Boards. 

The job of ensuring uniformity of service provision around the country really 
belongs to the Minister and the Department but unfortunate ly they will not 
admit that there is a problem in maintaining current services and standards. 
They will not admit that there is a problem of service variation around the 
country. It is left to us, to our Association, to develop clear policies, 
to coordinate service development around the country. And make no mistake 
we can and will accept this challenge. 
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GENERAL PRACTICE AND ITS CONTRIBUTION TO AN EXPANDING COMMUNITY CARE SERVICE 

INTRODUCTION 

Dr. M. J. Boland, 
Chairman, 
The Irish College of General Practitioners 

The title I have been given is "General Practice and it's 
contribution to an expanding community care service". 
The first question I want to consider with you is whether it 
is indeed a n expanding service and what the evidence is for 
that. But before I do that I thought I should just say some
thing about who I am and where I am coming from. The Irish 
College of General Practitioners was founded about two years 
ago, in March, 1984, and it's objects are to encourage, 
foster and maintain the highest possible standards of 
general practice. The College has been very widely su~ported 
by the profession. We now have 1350 G.P.s' as members of the 
College and that is about 75% of all the family doctors in th~ 
country. 

ROLE OF THE COLLEGE 

I want to clarify the difference between the Irish Medical 
Organisation and the Irish College of General Practitio ners 
because people sometimes get confused between the two. 
The I.M.O. is basically there to look after pay and con
ditions for doctors and is therefore primarily to look after 
the doctors' interest. That is their job. Our job is 
·slightly different . We are interested in the quality of 
service the patient is receiving and we are therefore 
primarily there in the patients' interest. We will make 
suggestions as to how general practice should be organised 
and c ha nged and reformed in order to improve the quality 
of the service and the I.M.O . will be there to make sure 
that doctors don't suffer as a result. On the other hand 
the I.M.O. make suggestion s about cha nges to improve the 
lot of doctors and our job will be to see to what extent 
that might effect the quality of service as it applies to 
patients. So that is basicallv who we are and what we do. 

EVIDENCE OF EXPANSION 

If I could return now to the question as to whether or not 
community care services are really expanding . If we look 
at the qrowth of medical manpower between 1975 and 1984 
and compare the number of consultants and the way it increased, 
the number of N. C .H.D.s' in hospitals and the way it increased, 
and the number of G.P .s' in the G.M . S. and the way that 
increased, you will see that the really s ubsta ntial growth has 
been wi thi n the hospital sector. While these trends may have 
changed slightly in the last year or two the massive, 
explosive increase in the acute general hospitals is the major 
feature of the last ten years and community services have been 
relatively neglected. 
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Lookinq at the growth of hos~ital service staff overall, 
we see that this picture is repeated. There were 40,000 
total hospital staff in 1974. By 1981 it had gone up to 
58,000 - an increase of nearly 50%. Clerical staff went 
up by 72% in the same period, para medical staff up by a 
staggering 91% and medical and dental staff rose by 67%. 
Over the same period, the number of G.P.s' in the G.M.S. 
went up by 20%. So again we see a clear pattern of explosive 
increases in the size of the acute general hos~ital sector 
not matched by chanqes in the community. 

SPENDING ON HEALTH 

I f we look at spendinq and compare acute hospital and 
community services growth in spending, between 1978 and 
1982 the amount spent in the general hospital sector went 
up from £195 millions a year to £508 millions a year - an 
increase of £313 millions per year. While the amount that 
the community health sector went up was the same in proportion 
it was f a r less in absolute amount. If you look at the 
annual cost cost of G.P. fees and drugs taken together , it 
went from £40,millions to £81 millions. That is an increase 
of £41 millions in each year over the same period. If you 
take G.P. fees only the their cost went uo by only ElO millions 
in each year and if you take finally the "expenses element" 
that is what the revenue commissioners determine as the pro
portion of doctors' fees which are supposed to be qoing into 
the practice expenses and investment in general practice, the 
fiqure went up by £3 millions in each year. Now the point 
I want t o make is that that £3 millions is supposed to be 
supplying all the costs within G.P . surgeries, all over the 
country in oerhaps anythinq up to 1500 principal centres of 
practice and another 500 or so outlying surgeries. It is an 
infinites imal fiqure when compared with the figure of £313 
for the qeneral hospital sector . That is the evidence of 
the exoandinq community care service. 

INVESTMENT 

I~ we look at caoital investment and its qrowth between 
1977 and 19~2 the amount snent each vear on the qeneral 
hosoital sector went uo bv 2n millions, where as on GP 
premises and equioment nobodv knows what was soent. The 
qovernment contribution to it is not listed but must be 
verv small . 
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COST EFFECTIVENESS 

If we look at the relative cost of treating people in the G.M . S. 
and in the general hospitals we see that the averate total 
cost of a G.M.S . visit (including drugs) in 1982 was £10.75 . 
T~e average total cost of an outpatient visit(and that rarely 
includes medicines)was £25.00 and the average total cost 
of a hospital admission was £800.00 in the same year. 
So aga in we see the enormous difference in the cost of 
the acute general hospital sector and general Practice. 

So what conc lusions can we draw ? 

Well, yes, there has been some exoansion in the community 
services, but I wou ld suggest that it has been relatively 
very little, when compared with the hospital sector. Most 
people accept that resources are limited and therefore if we 
accept that total health spending in this country is not 
going to rise well then savings must come from the hospital 
sector and must be diverted. The transfer of care from 
hospi tal to the community must be accompanied by transfer 
of resources. We can see from the sort of staff numbers 
that that must include staff cutbacks . Treating ~atients in 
general practice is much cheaper and there has been very 
little soending and no investment in general practice over 
the period. 

EFFECTS ON GENERAL PRACTICE 

THere is plenty of enidence of the effect of this relative 
situation on general practice. If we look at the present 
state of Irish General Practice as it was in a survey con
ducted in 1982, at that time there were about 1850 G.P . s ' 
in the country , 23% of whom were in private practice only. 
It is interesting to note that at the same time there were 
1176 public health nurs~s - not even one public health 
nurse to every G.P. The G.P. populaLion raLio was one to 
1800 oeople, whereas the Public Health Nurse copulation 
ratio was one to nearly 3 ,000 p~ople . 

The same survey showed that only 25% of GPs were working 
in ourposc built oremises, 45% had no staff whatever, 
70% h ad no nursinq assistance in their surqery , 50\ had 
no reqular working relationship with a social worker and 
23% were offering no cervical cytology service at that time. 
76~ of them, (nearly three quarters) were single handed, and 
another 17% in onlv two man partnerships. Thus only 7% 
of them were in partnerships larqer than two. You can see 
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from the survey, a pattern of low investment, under 
capitalisation , very poor current level of current spending 
on staff and facilities in general oractice, and we have 
plenty of evidence that that poor level of spending and 
investment, in fact, is reflected in the standard that 
pertains in general practice. 

On the other hand we have, entering general practice in the 
last ten years, 40 % of doctors , so that there is a vast 
influx of young doctors starting out, enthusiastic about 
what their profession is and what it can do, keen to give 
the best service they can to their patients . So it is a 
time of opportunity. It is an opportunity which we should 
be capitalising on. 

So if the community care services are to expand where will the 
expansion come from ? As I have said I think it will come 
Primarily from the transfer of care from hospitals; also 
from improved continuinq care of oatients; from the develoo
ment of a core team. It will come from the development of 
prevention and screening services; from the involvement of 
those in the community in traininq and teachinq and in re
traininq themselves, and in medical audit , from looking at 
the quality of the work they are doing; and from some 
expansion in manpower. But before coming on to consider 
that list of areas, I want to put some qeneral principles 
to you. 

SOME GENERAL PRINCIPLES 

We in the CCllege, believe, that there should be incentives 
built into the system for quality 9ractice. We believe that 
there are very few incentives ooerati ng at the moment and 
there is ample evidence of this. The doctor who practices 
at a lower quality is paid as much as the doctor who practice~ 
well. In fact the doctor who takes time to have lonqer con
sultations, who invests in h is premises, invests in his own 
education, or takes on extra staff , loses money by doinry so re
lative to his colleaques . So there should be incentives rather 
than penalties to induce peoole to practice in a better way and 
to offer a better service . 

Secondly we think that there should be an element of choice 
and competition. Whatever we do with the community services, 
we should make sure that we do not remove the element of 
oatient choice . It is absolutely crucial. I think that there 
is already evidence in the hospita l sector of declining choice. 
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If you look at the psychiatric services report you will see 
references to sectorisation and other proposals that will 
restrict oatient choice. In the long run that it is the 
greatest guarantee of an efficient service that choice 
should be maintained. 

At the moment there is equitv in the system. By and large 
G. M.S. Patients and Private oatients are treated in the same 
way, and attend the same surgeries. Payments are made in the 
same wa~. So whatever reform is made in the G,M.S. sector 
should be reflected also in the private sector. We should 
trv and ho ld on to this concept of enuitv. 

We need to look at patient incentive. We have an extra
ordinary situat ion at the moment where holders of hospital 
cards can go free to attend hospital outpatients departments, 
where as if they go to their G.P. they have to pay. So, 
if someone is suffering from a c hronic illness, sav something 
relatively straight forward like hypertension, it would be 
much cheape r for him to attend the hospital clinic at E25.00 
a time t o the State and have his blood pressure measured there, 
than it would be for him to go along to his general practitioner. 
That i s lunacy and it is high time we reformed it. But the 
way in whi c h we reform it is very important . 

The next point I want to make is about the "gatekeeper" 
function of general practice . We have seen that general 
practice and the community services in general take only 8% 
of total health spending. But the point has been made by 
Tussing and others that general practitioners act as "gatekeepers" 
to the syste , and that even though in themselves they gene rate 
very little of total health spending , they do provide access 
for natichtS to the much more expensive in-hospital services. 
Therefore it seems to me that go vernment and all health 
a uthorities have an interest in general practice which ~oes 
beyond the G.M. S ., and I think that we should keep that in 
mind. 

The n0xt point I want to make is about the separation of fees 
and exp0ns0s . I have olreRdy r e f e rred to a system where 
doclors who soend o n their practices lose by doing so. The 
problem is what is known as the global fee. The doctor gets 
oaid a fee and it is intended to include everything; his 
profe~sion~l services , doctors expenses , - just about every
lhin0. There must be some senaratio n of t he fee element and 
the expense element, and the expenses element should be paid 
seoarat0ly to those doctors (and only to those doctors) who 
can show that they have inc urred the expenses . That wav there 
is an incentive. 
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POSSIBLE SOLUTIONS 

So I would suggest the abolition of the global fee, and 
certainly I do not think we should be relying exclusively 
on the single rate fee per item as the way in which to pay 
doctorsr whether they are paid directly by patients or 
whether the State is paying on their behalf. The problem 
with the single rate fee per item is that it rewards only 
personal face to face consultations with patients. So, the 
more of these consultations that a doctor can fit into any 
day the more he earns. If he stops doing that for any reason 
and s~ends time doing anything else, he is at a loss. So 
there is no incentive for him to consult with colleagues. 
If there is to be a case conference in the community with the 
community physician, the public health nurse, the social 
worker, and the G.P. sitting around the table together, the 
only one actually losing money is the G.P. All the other 
people are on salaries and are therefore being paid while 
they are there. So if you want to get effective consultation 
there must be some change in the system. Those doctors who 
get involved in consulting with their colleagues should be 
paid for doinq so, and those who don's do it, shouldn't. 
There is no incentive to delegate to others. 

Similarlv there is no incentive to long consultation so if 
you want to really try and sort out a patients' problems, 
take a very full and detailed history, get involved in taking 
blood counts and so on, you will do so at considerable cost 
to yourself as .a doctor. The tendency therefore, would be 
to refer early rather than to sort out who needs to be 
referred and who doesn't. So prolonged consultations are 
not rewarded. There is no reward for time spent on practice 
management. There is no reward for time spent teaching, or 
training others, and there is no incentive to get involved 
in retraining yourself. If you are to go away for a day, 
like today for instance, you do so at cost to yourself. 
There is particularly no incentive for you to review your own 
performance, to look at the quality of the work you are doing 
and see whether it is actually making people better or not. 

I would just like to qo back to transfer of care . If we want 
transfer of care obviously there must be fewer referrals , 
there must be a diagnostic ~ork up bQfore referral so that 
the oatient does n't qo along to the hospital, have tests done 
ond then have to come for a second visit before anyone 
actually considers what the problem is. So if that diagnostic 
work up could be done before they go, so much the better. 
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There must be much stricter use of accident and emergency 
departments, but here again the incentive comes in. It should 
cost the patient more to go to the casualty department than 
it does t o go to their own doctor. 

There must be fewer admissions, (We are on the evidence, 
very much an admission based and admission oriented service), 
and of course earlier discharge, much wider use of day cases 
and so on. There must be fewer outpatient returns. There 
should be a system where consultants come out and actually 
consult in the community again, do domiciliary visits, and 
come to surgeries. There must be better use of low cost beds. 

In the area of continuing care I think that we can develop 
the management of patients with lona term illness in general 
oractice to quite an extent , and that includes terminal care. 
But for that we need more sophisticated recall systems. We 
need to know who the patients are who have the long term 
illnesses, have them on a list , know how frequently they need 
to be seen, recall them when they don ' t turn up, and follow 
them up if they still don't turn up. All this requires or
ganisation, it requires staff, it requires much more 
sophisticated records. It requires investment in general 
practice . 

REQUIREMENTS FOR REFORM 

So if those are the things that we want, what are the require
ments to enable them to happen ? At the moment we have a 
confrontational situation where wards are closed and patients 
are made to suffer. The whole thing has become something of 
a political football. These are, I believe , the sort of 
things we need if we want to do it an an o rdered and reason
able fashion. 

First of all the public need to be educated about the different 
services available in different sorts of hosoitals. I 
mentioned patient incentives; there must also be incentives 
to improve G.P. facilities . We need more nu~ses, much more 
public health nurses and liaison nurses who prepare the way 
for patients cominq out of hospital, to make sure the servipes 
are ready to receive them. 

There should be more consultants. If they are really to adopt 
a true consultant role with much smaller teams , we would need 
much fewer non consultant hospital doctors, becaure they are 
the sector who reallv qrew in the ten years from 1975-1965, 
and they are a very expensive sector. They tend to be the 
9eople who see the return patients and keep calling them back, 
because thev have not got the responsibility to discharge them. 
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They tend to be the people who repeat routine investigations 
because they feel they must cover themselves from the 
criticism of their-superiors. So they are an expensive sector. 
We need to establish a combined care committee , by that I mean 
G.P.s' and consultants ' need to sit down together and wo rk 
out how patients with common conditions should be investigated 
before admission; what conditions don't need to be admitted 
at al l, what oatients could be discharged early, and if they 
are beinq discharqed early , P.recisely what checks the consul
tant wants done and how often, and what system of communi
cation exists between the two sides regularly, so that the 
consultants can be sutisfied on the one hand, that his 
responsibilities are being fulfilled and secondly that the 
G.P. knows what is qoing on. 

We need clearly , GP direct access to some of the hospitals 
facilities . It is absolutely ludicrous to have to send a patient 
first to a consultant in order to get certain X rays done, 
lab. tests carred out , day care facilities used, physiotherapy 
for the oatient or psycholoqy assessment. We need bo invest 
in G.P. records . We need to give incentives to doctors to 
attain responsibility in gene~al practice and not refer . Many 
or all of those sort of things should form a comprehensive 
Plan. 

I think we must now find ourselves in a situation where 
community services ure crying out for reform and an overall 
plan. Not only that but it should be a plan in the medium 
term, t hat allows a gradual voluntary reduction of hospital 
services extended over a ~eriod of time . That means fi nding 
an end to ad hoc year to year fundinq of health services , 
where nobody knows from one year to the next what is going 
to haopen. 

One area that ca n be developed in qeneral practice is pre
vention a nd screening . It is much cheaper and more cost 
effectiv~ and better medicine to develop it in general prac
tice than to set uo special cltnics in order to do it. Why ? 
Because 70 % of the population walk through their G.P.s' 
surgeries every year, and 95% of them walk through the 
surqery every five years. So the opportunity is there to 
catch them as Lhey ~re goinq through. We wou ld thus reach 
sections of the population you would n't otherwise reach. 

Not only that , but when they are there they will be better 
motivated then if you go out and try to catch them on the 
side of the street. If you screen them and find that t h e y do 
not have whatever condition you are looking for , that infor
mation can be entered in t.o the G.P . record and that is the 
most useful place to have it. There is no use in having it 
stuck in some file in somebody else's office. 
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The negative information needs to be where it can be used. 
If. it's positive information the way in which it is conveyed 
to the patient has got to be very sensitive obviously, and 
should be done by someone who knows the patient. So clearly 
general practice is the best place to do that. If there is 
action to be taken, then, the person who does the test should 
be able to oroceed to organise the action and he shouldn't 
h ave to refer on to some other person who is going to have 
to start all over again. 

For those who have actually come along lookinq for screening 
the most important question is why did this particular 
person come for screening at this particular time ? There 
may be a whole myriad of reasons. It may have to do with 
the fact that the brother just dropped dead of a heart 
attack or that he is under pressure at work or whatever else. 
But that is the most important question. The best person to 
answer that question is also the person who knows him best. 
Lastly the G.P . can deal with those other "bv the way" prob
lems which often bring people in. 

Finally if I could say something about the "core" team. 
There is a great deal of talk about the primary care team and 
the organisation of primary care. But really in the end there 
has to be something at the centre of it, and at the centre of 
it, I believe is what I call the " Core team". That consists 
of the patient, the public health nurse, and the general 
practi~ioner, working from the same practice and using the 
same records, unlike the system we have at the moment where 
any o ne public health nurse may find herself having to deal 
with several G.P .S ' and any one G.P. having to deal with 
several P.H.N.s'. That is not a service, that is a total 
shambles. It is made worse by the fact that they are based 
in different premises and they are using different records. 

Again if we don't have a core team we ·have this peculiar 
situation where integrated personal care of an individual be
comes completely fragmented, so you have the G.P., the P.H.N., 
the family planning clinic, the schools service , the immun
isation clinic , the child development clinic, the social 
work services , now increasingly, hospital out reach with 
special day centres, cervical screening, now proposed a whole 
new community psychiatric service and B.P. clinics. Any 
individual could spend their whole life journeying between 
these different groups. Not only that but all the information 
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gathered on each individual will be held by different people. 
No matter how hara they try they will not communicate with 
each other suf~iciently well to get one comorehensive picture . 
The hospitals hnve alreadv made this mistake. They have 
already super soecialised and they have already started 
talking about the need to revitalise the general surgeon 
and the qeneral ohvsician and to qet away from super 
specialisation. I don't think we should make the same 
mistake in the community . 

So who i s qoinq to gather and collate the information and 
for what ouroose ? THe only purpose the information is 
going to be qathered for is the benefit of the patient and 
I therefore suqqest that it should be the general practitioner 
who acts as the qatherer and collator of information for the 
puroose of informing the patients records so that treatment 
can be better. Where does the buck stop ? Some people have 
called this system the''collusion of anonymity". The patient 
can 't put his finger on any one guy , and say "that is the 
guy who is actually looking after me". because they are all 
passing the buck all the time. So the buck has got to stop 
somewhere . Again I suggest that it should be with the 
general nractitioner or with a " Core Team". 

Finally I think it is far more cost effective to d o it that 
way. So we should establish core teams wherever Possible. 
There should be a patient register in every practice and 
that means chan~e - very substantial change - in general 
practice. It means that patients who apply perhaps to the 
V.H.I. or perhaps for hospital cards will be required to 
nominate their general practitioner so that everyone knows 
who their G.P . is at any one time and so that the G.P . will 
know. Public health nurses would ha ve to become practice 
based. That does not mean we are going to dominate the 
public health nurses or going to have them as "our handmaids" 
"at our beck and call" , I think we can operate a professional 
relationship as part of a team . But we would need much mofB 
public health nurses and the nurse patient ratio would need 
to come rlown closer to 1 Lo every 2000 people. 
The foll owi ng should become core team services , immunisation, 
chi ld surveillance, family planning and screening. Community 
care phy~ic ians in that system would become largely epi
demiologists with responsibility for a total community, -
consultants to the core team advising the m as to what is 
qoing on in the community , suggesting new initiatives and so on. 
The superintendent public health nurses would also have to 
change their r o le, perhaps become more like the community 
physicians with a more consultative relationship with their 
public health nurse colleagues. 
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Table 1. shows the growth of Hospital Medical Manpower between 
1 975 and 1984. < 18. 19, 20 > 

Consultants NCHDs GPs in GMS 

1975 839 12 10 1270 

1984/5 1150 1825 1418 

I. Increase 37/. 51/. 111. 

Table 2. shows the growth in numbers of administrative and other 
staff in the Health Services between 1974 and 1981. <21> 

1974 1981 /.Increase 

Total staff of 
Health Board and 
Volunt&ry Hospitals 39,792 58,030 46/. 

Clerical and Admin. 3,428 5,891 72/. 

Paramedical Staff . 91/. 

Medical and Dental 67/. 

GPs in GMS ( 20 ) 1' 144 1 ' 376 20/. 
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Tab 1 e 3. shows the growth 1 h e:<pendi ture on the Acute General 
Hospital Programme and the Community Health Services Pr-ogramme 
between 1978 and 1982. <20,22,23> 

1978 1982 Increase in 
Expenditure/yr 

General Hosp1tals ! 195m J 508m I 313m 

Commun1ty Health 1 53 m / 143 m 1., 90m 

GP fees and 
Drug c:osts 1 40m l 81m l 41m 

GP fees only l 13m I 23m £ 10m 

• E:<penses Element · 

' t ( 30'l. of fees ) t 3.9m 6.9m 3.0m 

Table 4. Growth of Capital Expenditure on General Hospitals 
1977 - 1982 <=2~=3) 

1977 1982 Increase in 
Expenditure/yr 

General Hospitals {9. 46m / 35. 76m j26. 30m 

GP Premises and 
Equipment Nil Nil Nil 

Table 5. Cost per pat1ent treatment in General Medical Service 
and the General Hospital Programme in 1982. <22,23> 

Average Total Cost of a GMS Visit 
( incl. med1cines ) 

Average Tota l Cost of an OPO Attendence 
( rarely 1ncludes medic ines > 

Average Total Cost of an Adm1ssion 

-
= 

-

i 10.76 

' 25.01 

1 8oo.oo 

Note These calculat1ons a ssume that the ratio of cost of 
adm1ss1ons to cost of OPO attendences is 32 to 1. <24> 
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NURSING SERVICES IN THE COMMUNITY 

Ladies and Gentlemen 

MISS K. KEANE 
CHIEF EDUCATION OFFICER 
AN BORD ALTRANAIS 

It gives me great pleasure to be here today at your 

conference on the Development of Care in the Community, 

and to speak to you on "Nursing Services in the Conmunity". 

Nursing in the Community is very different from nursing 

the patient in hospital. The nurse is the guest visiting 

each patient in his own home and this has a fundamental 

effect on nurse/patient relationship. The patient is 

often more confident, more self ~ssertive in his own 

home and the nurse must appreciate the consept of total 

patient care and understand the effects on the patient 

of his immediate physical and s ocia l environment. 

Community nurses are responsible for the care of patients 

and family and must be aware of all their needs ·when 

planning a care programme. In addition , community nurses 

when assessing the ca re and nursing support needed by 

the patient and the number of visits required, must also 

assess if other supportive services are required. 

In a recent "Survey of the Workload of Public Health 

Nurses" published by The Institute of Community Health 

Nursing in January of thi s y ear , the nursing time and 

number of ac tivities were determined under different 

categories. 

The main activities were home nursing, child welfare 

visits, ineffective calls, clinics , school health 

inspect ions , organised health education, care team 

consultation, supportive care and clerical. 
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The percentage of total nursing time for the different 

Health Board areas was surveyed and the picture looked 

something like this : 

The mean percentage time given to Home Nursing was 44\ 

The values varied 39\ (Eastern) in one Health Board to 

54\ in another (North Eastern) 

The survey was undertaken in order to ascertain the nature 

and extent of the daily activities involved in the work 

of the Public Health Nurse. 
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The Public Health Nursing Register was first opened by An 

Bord Altranais in 1960 and the total number of nurses on 

the register to date is 1770. 

This number includes those who trained both inside and 

outside the state. Those who trained outside the state 

were required to have undertaken a course similiar in 

duration and content to our own Public Health Nursing Course 

and to be registered midwives. Mostly these nurses were 

Irish nationals obtaining the Health Visitors qualification 

in the United Kingdom. 

The term "community nurse" has evolved over recent years. 

The term is often applied to indicate to the general public 

that the service pro vided is outside the hospital environment. 

Today, as well as the Public Health Nurse, An Bord Altranais 

has provided training for Psychiatric Community Nurses as well 

as for nurses caring for the Mentally Handicapped in the 

community. The introduction of community psychiatric nursing 

services in the 1970's was a major innovation in Irish 

psychiatric nursing. It was all the more remarkable in that 

it was largely a grassroots development, extending psychiatric 

nurses' traditional role. 

The Public Health Nurses and these Community Nurses complement 

each other in providing a service for patients. 

Public Health Nursing as we know it today developed from 

three separate branches of community nursing services 

(1) midwifery 

(2) voluntary nursing services like the Jubilee 

nurses and the religious orders and 

(3) from the c hild welfare services the school 

health service and the Tuberculosis services 

including Lhcir home nursing. 
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Training of Public Health Nurses, from the start to the 

present day, prepared the nurse to carrying out the 

duties outlined in the Department of Health Circular 27/66. 
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The Public Health Nursing Programme is presently of one 

years duration. Fifty per cent is theory and fifty per cent 

clinical/practical. 

The theory includes 

- Principles and Practice of Public Health Nursing 

Legislation and Health Services 

- Sociology, Communication, Rese arc h, Psychology 

- Paediatrics and Child Health 

- Handicaps 

- Psychiatry 

- Geriatrics and Care of the Aged 

- Midwifery 

- Subjects related to Public Health Nursing such as 

data recording, professional conduct , ethics , screening 

etc. 

The clinical experience includes 

- Mental health and Psychiatry 

- Paediatrics 

- Physical Handicap 

- Mental Handicap 

- Midwifery 

- Eye and Ear 

_ Care of the terminal l y ill 

- Renal dialys is 

- Radiolhct.apy 

- ceriulrics 

Anrl Lhc practica l ~xpericnce : 
of Public Health Nursing 

PrcvPnLivc und Curative aspects 

93 



Current issues, such changes in the patterns of health care, 

developments in medicine and surgery, early hospital discharge, 

day surgery and five day wards all have implications for 

community nursing services. 

An Bard Altranais is currently examining the suitability of 

current community nurse education to see how curriculum content 

teaching methods and organisation will meet future needs. 

With the continuing shift from institutional care to community 

care the skills of the public health nurse are becoming more 

diverse. Should the concept of the generalist nurse ( the 

current Public Health Nurse) be ma~ntained or alternatively 

would it be more effective to have specialist nurses for all 

different kinds of areas? 

Then there is the question of the necessity of a full midwifery 

qualification for Public Health Nurses being called into 

question. This is referred to in the Report, Health Care for 

Mothers and Infants, A review of the Maternity and Infant 

Care Scheme, Department of Health. 

The World Health Organisation says that the changing role of 

nurses in the Health for all Strategy demands a radical change, 

not only i n a sound grasp of nursing know how, but in their 

relationship with other health personnel, and the community 

in need of health care. 

The Working Party on General Nursing (1980) questioned whether 

it was desirable to have public health nurses engaged in 

delivery of care of a routine curative or post operative 

nature and suggested that general nurses could provide these 

services. 
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These then are some of the current issues arising which could 

be discussed. 

Caring for the patient in his own home is a fundamental part 

of community nursing . Although it is impossible to meet every 

n eed , it is vital that nurses look critically and imaginatively 

at the needs that are apparent so that priorities can be 

established and the service can be delivered more effectively. 

Patient care must benefit if the nurses involved are well 

motivated and well trained. It is hoped that training courses 

will serve to broaden the nurses' knowledge, assist in adap

tation of skills and modify attitudes so that they can maintain 

a high standard of patient care and thus fulfil their nursing , 

teaching and supportive roles in a domiciliary setting. 
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PUBLIC HEALTH NU RSING SERV I CE IN THE CO MMUNITY 

t~ i s s J • S ta c k , 
Superi ntendent Public Health Nurse, 
Mid-Western Health Board 

There is a tendency et praaent to define C~unity Care ee coneieting of ell 

medi cal aarvic ee apart from Hospital Cere, end this definition hee e certain 

validity end ie certainly e definite practical convenience. 

But I would like to propoee to you a more poeitive definiti on end e more wide 

embracing concept. I would like to define Community Cere •• belng concerned 

with the total wellbeing of the community end of the individual in the co~~unity, 

not only his phyaJcel end mental, but a lso hie social environmental end even 

cultural wellbeing, In other words the Aim of Community Cere ehould be to allow 

the indi vidual to fulfil hie human potential to the utmoet. 

Today we ore witnessing e greater move into the community then we ha ve ever eeen 

beforn, end I queetion the reaeone. It ie not en exhalation or Community Cere 

for ell thP qood reasons but I suggest e wey of off loadinq petiente end nureee 

fro~ en ovnr-crowded ho~pitel eervice, There le e qeneral aeeumption that cere 

in thn community will be loaa expensive then inetitutionel cera. There ere 

currently 1 , 17~ Public Health Nurses in Ireland . In addition there ere 38 Senior 

Publir Health Nursoe, end 34 Supt . Public Health Nurees. 

Total in Mid-West 103 Public Health Nurses 

3 Snr , Pubt ic Health Nureee 

3 Supt. Public Hoelth Nurses 

6 Counselling Public Health Nursoe 

The proposed ratio for Public Health Nuraoe is 1 to 7. 5 of population. The 

avereqe in the Mld-Weet le 1 nur se to 7 , 992 petlente, thnrnfore , we ere depleted 

of 15 Public Henlth Nurses. That ie 6 Limerick, 6 Tlpperary/Limarick , 3 Clare, 

Wn el1nady hove thP akPleton of a well founded Community Cere Nursing eorvice but 

the staff must bo increnaod considnrably . 

The function or Public Health Nureee felle into three major cetegoriee: 

1 . to provide rom~rohnnaive nursing enrvicea for individuals , familiae e nd 

qroune: 

? . to POll l~lpnln in lhn dnunlopmnnt nnd opnrnllon or rhild wnlforo, school end 

rommunity hPntth proor~mm~q; 

3. t o prnmoln lhn rurli•Pr rlnv<~lormnnt. nf public hl'll'llth n11roinq end orlucotlon or 

t hosn ~·ho ~•nrk in thia rt~ld. 
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CARE Of THE SICK 

With the trend to combine preventative end curative health services, home care 

of the sick is becoming generally recognised aa a desirable public health 

nursing function. Early discharge from hospital, the increase in chronic illness 

with the aging of the population and the development of rehabilitation techniques 

are only a few of the factors behind the increased demand for home care. In 

any case, lt la the responsibility of the Public Health Nurse to help people 

get the nursing care they need. Because the care she gives is always under 

direct medical supervision; her work in this field strengthens the relationship 

between the Public Health Nurse and the family doctor. Liaison with hospitals 

plays a very important part in patient care. Weekly visits by Public Health 

Nurses to all hospitals in the Mid-West area are carried out. 

K[A\TH .EDUCATION AND FAMILY HEALTH WORK 

Health education is an integral part of every nursing activity, irrespective 

of the nurses' position and status. The moat important factor in the effectivnesa 

of health education is not eo much ita technique, ea the human relationship 

between the parties concerned in the educational process, It la for this raaaon 

that nuraae have special opportunitiaa for health education as well aa spacial 

obligations and rasponelbilltiea. Whether working alone or with other health 

workere, they are in con&tant and intimate contact with the aick and the healthy 

in the community, not only with individual&, familiae and groups, but especially 

with teachers, community welfare officers, home helps and public reprasantativaa. 

In the course of these contacts the Public Health Nurse fulfille a role as 

educator, and as interpreter of the health needs of the community. She listens, 

supports, reflects back, and thus eaeiata people to realize their own health 

needs and problems and plan to meet them thamaelves. All this is not only 

time-comaumlng but cella, in different aituationa, for affection, undaratanding, 

detachment, resourcefulness end sound technical knowledge and ability. Material 

resources are essential if health education is to be carried out and definite 

budgetary provision should be made for a programme in thia field, 

The social aspects of the Public Health Nurse's work with individuals, families 

and groups are closely inter-related with her health work. She la concerned with 

such social aspects aa child development, the psychology of family relationships, 

and the effect of social problems on physical and mental health. She recognisee 

social problems, uaea her skill in interviewing and giving advice to help the 

individual or the family, or gat them to aaa the need for assistance, and where 

necessary makes use of other community resources, referring the cess to the 

appropriate social agency. 
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CHILD HEALTH SERVICE 

This la a general service for all pre-school children with no eligibility teats. 

made available at Child Welfare Clinice, end coneiete or advice rrom the Board'• 

medical and nursing staff on infant welfare and mothercraft. Outside the area 

where no clinics are held, the service le provided by the viaita of the Public 

Health Nurse. All births are notified to the Director of Community Care. 

Q(VELOPM(NTAL PAEDIATRIC PROGRA~( 

The moat significant etep forward in the child health eervice wee the Developmental 

Paediatric Programma. This concept wee designed to aeaeaa end monitor the child'• 

mental and physical development in order to detect any deviation from the normal, 

eufficiently early, so as to be able to cope with them before any diseaas or 

defect ie apparent. It requires spacial ekilla and the medical staff engaged 

in thia work must undergo special training. Thia earvica ie available to children 

at the ages of seven months, one year and two years. 

(C.D.H., Hearing Lose, Congenital Heart, Lata age of aacetainment.) 

I~UNIZATlONS 

Thie 11 an ongoing servi ce which must be maintained and one point which .uet 

be atreaaed le the need for a really adequate end uniform record ayetem. 

Diphtheria - ~hooping Cough, Tetanus immunization• are provided at local clinics 

or by general practitioners with booator campaigns carried out yearly in all 

schools. 

B.C.G. vaccination against tuberculosis la also carried out. Immunization ia 

organiead according to epidemiological naade. Thua influenza vaccination ror 

at-risk groups ie carried out in early Autumn. 

Rubella Vaccination: This le an important advance in immunization. lt is 

deeignsd to confer immunity on woman or child-bearing age to prevent the tragedy 

of ~slformation of the unborn foetua whi ch ia a riak where pregnant woman 

contact Rubella or Carmen ~aealea. This vaccination ia at preaant being adndnie

terad to girle in the 12 - 14 age groupa in all primary, secondary and vocational 

echoole. 

~aaalaa Vaccination: In this camopign the Public Health Nuraaa played a vary 

i~ortant role. (15 months - 5 years age group) 
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Sc~ool "edical Service& School •edicel ••••!nation ie cerried out yeerly ora

(•) All echool entrente (6th- 7th Birt~dey) 

(b) Selective exemination or 9 - 10 y .. r olde(rererrele by doctore. nureee 
parente end tee~era) 

Thie involvee e yearly medical examination in all echoole. Routine ecreenino 

by Nureee i1 carried out annually, vieion teeting or ell c~ildren et ec~ool, 

uncleenlineee and poeture. A nuree trained in Audiometric testing would eleo 

underteke Audiometric teeting or ell new echool entrente end other eelective 

PUTIES Of THE PUBliC HEALTH NURS( 

1. Care or th, txpectent ~t~er 

Pre-natal home viaita 

Liaison wit~ maternity heopitala 

Parentcreft and relaxation aeaeione 

Domicilia ry midwifery aervicea where required 

2. Cera or the Baby and Young Child 

Poet-natal vieita 

Home vieite, giving support and advice to perante 

Viaita, aaaeeamente and raporte on children on "at riak" regieter end et 

pra-achool contrea 

follow-up or children "at riak" due to genetic, clinical , sociel, environ.entel 

or other factora with general practitioner, Director or Community Cere end 

other appropriate mambara or the health team. 

Screening teala, e. g. ~earing, vieion, P.K.U., Cyatic fibroeia, C.D.H. etc. 

After-core or patients diacharged rrom ~oapital. 

Referral• fr om general practitioner and others. 

Recommendation• for admiaaion to Day Nureeriea and Play Central. 

Home accident follow-up (aelected casee) 

Developmental Paediatric Clinics and rollow-up or derecte round et ell clinice. 

Child Health Contree 

Adv! co on ImmunJ7ntion progremmoa. 

Viaits, esooasmenta and reporta on children on "handicapped" register. 

J. School Heelth Snrvi ce 

Hygi~ne inaprctiona 

School Madicnl inepoctiona 

Home visits 

Liaieon between too chor end parent 

Supervision or enr.illary atarr 

Health education and parentcrart 

follow- up visita and dafaul tara 
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4. Persons euffering from illneae - Adulte 

follow-up of hospital and general practitioner raferrele. 

Domi ciliery nursing in co-operation with the appropriate medical practitioner, 

including nursing of the aged and chronic eick. 

fol l ow-up of patients discharged from psychiatri c hoepitele in liaison with 

the general practitioner , peychhtriat end psychiatric community care worker. 

Aeeesemant of social condi tione and nursing naade or petisnte, particularly or 

the aged pri or to admission to hospital and again prior to diechsrgs fro~ 

hospital. 

Visits to old people ( referred from many eouroee) 

Compilation or geriatric registe r resident in her eras a nd regular review 

o r same. Advising the aged on health and social welfa re benefits or asrvicee 

to which they are entitled and require. 

Home accident viaita (selected cease) 

Advi ce on oboqity 

Vialta to widows end widowers over the age of 65 years recently bereaved. 

Help with diet , budgeting, health and hygiene (all age groups). 

5. Problem families 

Tho care of problem and alngle-parent familiee in co-operation with the 

appropriate members or the health teem , 

6. Promotion or Health 

Health education of all ago groups . 

1elk~, di 9cussions at clubs for mothers and talks to voluntary organisations. 

~dviro on family plenninq , 

7 , Prevention of spread or Infectious Diasases 

Notification or visits , contact tracing, including:

r li nlc work and hoepltel lioi~on. 

V1'1 l la paid t~hnn rertul red . 

(mnrrtonry viqlts in food poisoning or similar outbreaks . 

Supnrvlqlon of tr"ntmnnt . 

e. TrOi11lng Sturhmt!l of many dlsciplineA 

fl r>lr1 t.rork i nel ttrction o f studtmt public health nuraoe. 

q. Survnys nnd collection of ctote for reseArch . 
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10. lieieon with general practitioner• 

Attendenct tt • 

Baby clinice 

Cytolooy clinic• - in conjunction with the Cancer Society 

8lood Preeeure clinic 

Cate conrerencee 

11. Lieieon with ho!pitalt ror ell typee end in acme ceaes rull eecondMent or 

a Public Health Nurse to hoepitele. 

12. Record keeping end riling or her own work 

13. Attendance et Caae Conference• end lieiaon with Social Workera and workers 

in other dieciplinae. 

ld. To put into effect agreed plane f or the Public Health Nur sing Services. 

rinally - What la needed ln the f uture? 

1. ~ore Public Health Nuraee 

2. We ahould be building more Day Centree in local communitiaa ea the elderly 

like t o live in their own environment. 

J. Develop a Twilight Nursing Service to care for the terminal ly ill at night. 

Cering relative• providing a 24 hour service 365 daya or the year need the 

odd break - holiday exchange s cheme with l ong-atay inatitutiona ahould be 

developed . 

s. More equipmont required fo r the community 

i.e. Orthopaedic beds, nebulieer s , bad tablea otc. 
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