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··cONTA~TS 
J F REYNOLDS discusses the 
proposals in a new policy document 
which has as its objective health 
for all by the year 2000, this to be 
achieved by preventive measures 
and healthy lifestyles. 

0 

0> 

The Department of Health has 
issued a document, Health - the Wider 
Dimensions, which is stated to 
represent the first step in developing 
a statement of health policy designed 
to address the needs of the 
population at the turn of the century. 

It is claimed that this is the fust 
attempt to view health policy as an 
integrated whole and in a broader 
perspective than simply health 
services. 
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The document is aimed at a wide 
audience - the community at large, 
and it is hoped that it will generate 
discussion among the community 
generally from which a broad 
consensus on the future direction and 
content of health policy will emerge. 

While it is important that those 
concerned about health policy, either 
as patients or as tax-payers, should 
give their views on the document, the 
most informed appraisal of the 
proposals will come from those 
immediately concerned with the 
implementation of policy and the 
delivery of services. 

All that this article attempts is give 
a broad outline of the issues 
discussed and of the pro}losals put 
forward for improving the efficiency 
of the service. Copies of the 
document itself - which should be 
studied by all concerned with the 
delivery of health services - may be 
obtained from Secretariat. 

After an opening discussion on 
population trends, age structure, life 
expectancy, and the principal causes 
and incidences of sickness and 
mortality, a few general conclusions 
are drawn. It is held that the main 
thmst of health service planning to 

date has. been centered on th.
provisiort of curative1 services 

in high technology hosp,
itals and that, as 

a consequence, patients have become 
· accustomed to expect a paternalistic 
type of health service which will take 
care of them without unduly 
burdening them with any real 
involvement in the process. Health 
professionals were accustomed to 
this hospital centered system. There 
was, therefore, a need for health 
professionals to alter their attitudes 
and for each individual to accept 
primary responsibility for his or her 
health. 

These are recurrent themes 
throughout the document: (i) the 
individual must accept primary · 
responsibility for his or her health, 
and (ii) the health professionals have 

alcohol or sex 
and who have educ-

While this is an ideal which in a 
human world may never be 

achieved, there is good reason why 
we should aim for it. Public policy 
could be a very effective instmment 
in helping us to achieve· the aim of a 
healthy society. 

Strategic public planning · would 
consider 

- broad inter-sectoral issues that 
affect lifestyle and health; 

- the periodic assessment of 
existing policies in their relationship 
to health; and 

- the establishment of effective 
machinerv for Wide involvement in 
health ·policy planning and 
development. 

It is recognised that the promotion 
of positive health will cost money, 

/continued overleaf 
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... from page 1 - The acute general hospitals will 
and· consequently the contraction of be seen as supporting primary heath 
hospital services is stated to be a care through the provision of 
prerequisite to the expansion of specialised services. · 
community services. - There will be a review of the basis 

In the revised health services, on which th~. overall level of acute 
- primary health care will be general hospital services is 

regarded as the central component of determined, the relationships 
the health care system supported by between hospital managements and 
well organised and efficient the providers of resources, the 
secondary and continuing .care precise roles of individual hospitals 
sectors. and the necessary management 

- Primary health care- will be structures of hospitals. 
provided on a comprehensive, 
integrated, multidisciplinary basis - There will continue to be a 
encompassing self-care, prevention, requirment for long-stay care for 
health promotion, curing and caring, certain groups, such as, the elderly 
rehabilitation and personal social and the handicapped and the 
services. appropriate balance between that 

- The general practitioner will play level of care and other levels will have 
a pivotal role in the delivery of to be determined. 
primary health care. The development Implicit in all the arguments put 
of this role will depend on the forward by the document is the belief 

· removal ofvarious barriers. that organisational change will 
- Other community care services improve the state of the nation's 

will require strengthening, to be health and, incidentally, lower the 

in regard to spending, but have little 
responsibility for raising revenue. 
Consequently the balance of power 
between the central (Government) 
level and local (Health Board) levels 
must be questioned. It is also 
suggested that in a country of 
Ireland's size and population there is 
no need for eight health boards. 

There is much in this document 
with which all would agree: there is 
also much which will provoke 
argument and even controversy. 
Unfortunate_ly, its authors try to pre
empt criticism by suggesting that 
those who would oppose the 
proposals are cynical and fatalistic, 
dismissing the approach as a grand 
design incapable of being achieved. 
They say that it is vital that there 
should be no conceptual barriers 
erected to the consideration of the 
issues involved. Agreed: one hopes 
that the Department of Health 
officials will keep that in mind 

financed through a re-deployment of cost of providing health services. 
rseescotourr.ces from the institutional To ensure that such change is Electi•ons to EBB 

effectively carried out the 
- There will be a growing demand Government must assume 

~1-o_r_p_e_r_s_o_n_a_l_s_o_Cl-·a_l_s_e_rvl_·_c_e_s_vn_·_th_l_·n_t_h __ e ____ c_e_n_t_r_al_i_s_e_d~c-o_n __ tr_o_l_. __ T_h_e ___ h_e_a_l_t~h~· and Local framework of the health services. boards enjoy considerable autonomy 

Committees HEALTH · THE WIDER DIMENSIONS 

Organisational Issues 

There is a need for a much stronger input · There is a need to establish a technology There will be some new faces at 
of research and applied epidemiology in assessment function in the health services. meetings of the health board and local 
health policy development. · There should be a more representative committees later this year. This is 

. Relationship between the public and membership of health boards. because the five-year term of office of 
private sectors in health care should be · Should be a contractual relationship members representing the 
debated. · between health boards and non-statutory professions on the board and 

. Balance of power between the central agencies. committees will expire on 30 June 
(Government) and .. local (health boards) · Should be a management system based 1987. 
levels. on personal accountability and a more (The legislation governing these 
. Need for eight separate administrations explicit reporting relationship between the elections is contained in the Health Act 

for health services. Boards and the Minister for Health. 1970 and the Health Board (Election of 
. Undertake a re-organisation which gives · Establish Community Health Committees. Members) Regulations 1972, and ? 

formal recognition to the overall · Necessary to adopt a comprehensive Health (Local Committe._.,) 
management role of the central planning system. Regulations 1972 and 1977.) 
administration (Dept of Health). · Change role from administration to The process for electing members 

. Move from a programme to a geographic management. for the next five years has 
· Dept. of Health must accept an overall commenced The first stage 1·s the basis for organisations. · . · 

. Introduce arrangements which will lead coordinating role. formation of electoral rolls, i.e. lists 
to greater cohesion between the statutory . Planning function will need to be of people who wish to nominate for or 
and non-statutory sectors. considerably strengthened. take part in the elections. There is an 

· The development of modern management electoral roll for each profession 
· Effect a significant distribution of information systems is a basic pre-requisite involved. 

resources from institutional to community to accountable management. Advertisements have been inserted 
services. · N d d 1 d h · · ee to a opt a p anne approac m in the national newspapers inviting 

· Lack of coordination in public policy in relation to manpower. applications for inclusion in these 
relation to health matters. . Pool of management expertise in the ll th 1 · d t · 15 A il 
· Should be a cabinet sub-committee on ro s; e c osmg a e lS pr · health system will also need to be A further advertisement will seek 

Health Policy. strengthened. nominations of candidates and these 
· There must be a commitment to the . Any policy changes contemplated now have to be in by 14 May. Ballot 

provisions of the necessary structures and will have to be accommodated within papers will then be sent to each 
personnel for a full development of primary existing resource levels. elector on the electoral rolls and the 
health care. . Change the direct funding relationship votes will be counted on 11 June. 

· Dept of Health and Health Boards should between the Dept of Health and voluntary For further information contact Mr 
be renamed to accurately reflect their roles. agencies and allow health boards the Matt O'Connor, Deputy Returning 

· Voluntary hospitals see themselves as latitude to 'shop around' for suppliers of Offker, at election headquarters in 
independent providers of service with health services which they do not provide Secretariat, 1 James's Street, Dublin 

~b_o_ar_d_s_h_a_vi_n~g_li_tt_le __ sa~y~in_t_h_ei_r_o~p_er_a_ti_on_. ____ th_e_m_s_el_v_es_. ______________________ ~ 8, tel537951. 

2 



DR BRENDAN O'DONNELL, 
Dublin Medical Officer, writes 
about the A IDS challenge to our 
health services. 

The 
deadly 
~enace 
~J 

I never heard of AIDS until about 
1981 when articles began to appear 
in American medical journals about a 
type of pneumonia caused by a well 
known germ which, though not 
considered very virulent, was 
nevertheless, was . causing deaths 
among homosexual men in the San 
Francisco area. Some of them had 
also developed a cancerous type of 
growth in different parts of their 
bodies. · 

It soon became apparent that body 
cells, which protect you and me 
against infection had been put out of 
commission, with the result that 
those infected had no resistance to 
JJ.Uite simple infections. A similar 

( ~uation can be brought about 
deliberately on people who are given 
drugs that are described as immuno
suppressive. 

These drugs may be given to 
persons who have had organ 
transplants, to prevent their 
immunity system from rejecting the 
new organ as a 'foreign body'. 
Research carried out in France and in 
the USA soon revealed that this 
condition was caused by a previously 
unknown virus which is now known 
as the HIV virus, HIV standing for 
Human Immunosuppressive Virus. 
The disease became known as 
Acquired Immune Deficiency 
Syndrome, AIDS for short. 

As to the origin of the virus, the 
inital belief was that it had reached 
the USA via Haiti from Africa and 
quite possibly this is correct. It soon 
became evident that it was especially 
prevalent among homosexual men 
and drug abusers, those who injected 
themselvel? with drugs such as heroin 

and cocaine. Among the latter, the 
. spread was from person to person 
through the use of contaminated 
syringes, and in the case of 
homosexual men the spread was 
occurring through sexual contact. 

Two other groups of victims soon 
emerged - tragically - because in no 
way could it be said that their plight 
was due to their lifestyle. 

The first were persons suffering 
from Haemophilia who got their 
infection from blood clotting factors 
which they had to have injected, and 
which had been prepared from blood 
that had been contaminated by HIV 
virus. 

The second were babies born to 
women who had become infected 
with the virus through drug abuse. 
These babies were, therefore, 
congenitally infected. 

As more became known about the 
virus it became clear that only a 
proportion of those infected, as 
shown by having positive blood tests, 
had gone on to develop the illness 
known as AIDS. The figure was first 
believed to be in the region of 20%, 
however, now the beliefis that it may 
be upwards of 60%, with an interval 
of anything up to 10 years between 
becoming infected and developing 
AIDS. 

The dangerous aspect of the 
disease is that infected persons who 
have no symptoms carry the virus in 
their blood and are infectious to 
persons whose blood comes in 
contact with theirs: or possibly if 
they have sexual contact with other 
persons. The infection may be spread 
by heterosexual as well as 
homosexual contact, although the 
latter is much more dangerous. 

It must, however, be emphasised 
that apart from the types of contact 
described, any other contact with an 
infectious person eg shaking hands, 
even kissing, sharing cups and 
household utensils carries no risk, in 
fact living with such a person in the 
ordinary way does not create or 
constitute a risk. 

Nurses, doctors or dentists 
treating such persons are not at risk, 
except they should be careful not to 
jab themselves accidentally with a 
needle of a sy:ringe with which they 
may have been giving an injection to 
an infected person. 

In the USA, where the disease was 
first identified, it spread like wildfire 
from 1981 onwards and it continues 
to spread. It is estimated that there 
have been about 28,000 cases so far, 
with approximately 50% mortality 
rate. In the UK, over 700 cases have 
occurred, approximately half of 
whom have died. 

In this country we have had up to 
the present 16 cases of AIDS of 
whom 9 have died, and there have 

been about 500 persons whose blood 
tests are positive for the virus. It is 
likely that the actual number greatly 
exceeds this. 

In order to assess the incidence of 
AIDS in relation to high-risk groups 
in this country a blood test survey 
was carried out in 1985 on samples 
of people in each category. About 
20% of haemophiliacs and a further 
20% of drug abusers were found 
positive. Sadly, 70% of infants born 
to AIDS positive drug abusing 
mothers were positive. 

What is causing concern, even 
panic, in many countries is that the 
number of people getting the disease 
appears to double each year, and as 
an increasing proportion of infected 
persons appear to be going on to 
develop AIDS with a mortality rate of 
nearly 100%, will the health services 
of such countries be eventually 
overwhelmed? 

Can anything be done to stem this 
tide? This is what is exercising the 
minds of Health Departments in 
many countries. The only clear 
preventive measure which can be 
employed is to prevent haemophiliac 
patients from getting the disease. 
This can be done simply, and is now 
being done by using only blood
clotting factors which have been 
heated or 'pasteurised'. Despite its 
horrific potential the AIDS virus is 

·easily killed by heat or disinfectants. 
For that matter it is not highly 
infectious as is, say, Hepatitis B 
virus. In fact, nurses and others who 
accidentally jab themselves with the 
needle of a syringe used on an 
antibody postive patient very rarely 
become infected. Blood donors are 
also routinely screened, their blood 
donations been screened for virus 
which means that there is no risk of 
getting AIDS infection from a blood· 
transfusion. . cont. page 4 .... 
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... from page 3._ 

·'People should know precisely what 
the disease is and how it is spread, so 
that they can take measures to 
prevent becoming infected. It is for 
that reason that an explicit leaflet 
Don't die of ignorance was last month 
distributed to every household in the 
UK. It is believed that the issue of a 
similar explicit 'leaflet will form part 
of the campaign which the 
Department of Health is to launch in 
this counJry in the next few weeks. 

Controversy has inevitably arisen 
over the question of promoting the 
use ···.of condoms as a preventive 
measure. Their use undoubtedly does 
help. to prevent infection by the 
sexual route, however, the Churches 
argue that they are also likely to 
encourage promiscuity among young 
people and rimy well help .to spread 
the disease rather than curb it. 

The question to be considered is 
that if AIDS does spread in such a 
way that in five or ten years this and 
every other health board may have to 
cope with hundreds of victims 
instead of a handful as at present, 
what steps should be taken to 
anticipate the impact these may have 
on services provided by the Board. 

Will hospital wards or even whole 
hospitals, have to be set aside to 
cope with them? Will medical 
specialists in AIDS have to be 
appointed? What service will have to 
be provided to give advice to persons 
who have positive blood tests, and 
their contacts? What is to be done 
about infected babies? How will 
other services such as the Prison 
Service cope with the problems since 
there are so many AIDS infected 
persons in the prisons? 

Last year, Mr Segrave CEO, 
established a Committee, chaired by 
your contributor, whose task was to 
provide as far as possible, answers to 
these and other questions. We have 
held about ten meetings so far. One 
thing is obvious. Doctors and nurses 
have widely divergent ideas about 
dealing with the problem, and if we as 
a Health Board are to advise the 
public on the AIDS menace we must 
get our own act together. . 

So, one of our priorities is to take 
steps to educate ourselves by 
organising discussion groups, 
showing videos, holding seminars 
etc. Then we must seek to educate. 
the public, in conjunction with the 
Health Education Bureau. 

We must be able to provide a 
service to advise infected persons so 
counsellors must be se~ected anc~ 
tr~ined. Their advice nius't .be readily 
available, so there is a' need to 
establish a 'telephone 'hot-lin e' 
service. These are some of the 
problems which our Commit tee is 
considering at present. 

4. 

Technology helps 
the 

Jim Dunleavy operating the 'Brailink' 
computer. 

The Board has been operating a 
scheme involving work experience for 
visually impaired computer students 
since 1984. The students are Jim 
Dunleavy, Paula Quigg and Jackie 
Fullam, who are programming away in 
the Management Services 
Department. 

Special equipment was installed 
and the office was adjusted to allow 
the programmers to work more 
comfortably and safely. 

Jim Dunleavy works on what looks 
like a plugged-in briefcase. It is, 
however, a 'Brailink' terminal as Jim 
is blind. The terminal is a 
sophisticated piece of equipment 
with a standard keyboard which 
converts the digital signals to and 
from the computer into braille 

Kurzweil Reading Machine 

Last December the Kurzweil 
Reading Machine for the Blind was 
officially launched by the Lord Mayor 
of Dublin. It is in the Central Library 
in the ILAC Centre. 

There are many such launchings of 
equipment and when the fuss is over 
you don't hear if its a success or who 
is using it, indeed you hear nothing 
further about it. However, Teresa 
Smith wanted to know more. Teresa 
is a most efficient switchboard 
operator on the EHB board in James's 
Street and she is blind. So off we 
went to the ILAC Centre to Bnd out. 
· The machine is in the Learning 

Resource section of the Library. It's 
abo~t the size of your average 
washing machine. The document to 
be read is put-face down on. the glass 
top and the lid put into place. A very 
bright light scans each line of print 
and feeds it into a computer which 
reads it out in a slightly American 
accent. 

characters. These can be read in the 
normal way on a touch-sensitive pad 
on the terminal. 

He . also uses an 'Optacon' 
character reader; this is a small 
device which photographs print and 
reproduces it in the form of raised ' 
pins. It is too slow for general 
reading purposes but Jim fmds it 
handy when he wants to check a point 
in a manual. He uses an abacus for 
quick calculations. 

Jim's interest in computers started 
when he learned to use a word 
processor. He describes himself as a 
'computer junkie' now and would like 
to have a computer of his own. 

Like Paula and Jackie, he did a 
course in computer programming in a 
college for visually impaired'tiltudents 
in Hereford. All three hold the City 
and Guilds certificate in 
programming. 

The ordinary terminals supplied 
with the computer have been adapted 
to meet both Paula's and Jaclru>'" 
needs. Special optical facilities ht. 
also been installed to help them read 
more easily. 

Congratulations to Jim, Paula and 
Jackie on their success in the recent 
competition for permanent posts in 
the Board. 

The reader can stop it at any point, 
get it to re-read a passage or line or 
even spell a word! It includes a 
talking calculator which allows 
scientists, engineers etc. easy access 
to the results. of numerical 
calculations. Indeed the whole of the 
ILAC library, including reference 
works, is now open to the blind. 
Prior to the advent of this machine 
they were restricted to the small 
amount of material converted to 
Braille, or. the ,'talking books'. 

Teresa found it a very interestin!1 
piece of equipment but she hasn't t 
time at present to make much use of 
it. However, it is its development 
potential which is really fascinating. 
A scaled-down version suitable for 
use at home would be invaluable. 
Someday, perhaps? 



].R. CHEQUES OUT! 

·Mr Joe Reynolds, retiring Finance Officer, and Mr Barry Segrave, Chief Executive 
Officer pjctured in the Staff Restaurant at the presentation on the occasion of 
Mr Reynold's retirement. 

Our Finance Officer and Editor of 
'Contacts' Joe Reynolds retired 
recently from the Board. His 
presentation in the Staff Restaurant 
was attended by one of the largest 
gatherings for many a long day. 

Many tributes were paid to Joe. 

~
art from smoothly running the 
once Department, he was a very 

le member of the management 
team. His ability to hone in on the 
real issues confronting the team was 
acknowledged. 

However, it was his humanity 
which all the speakers considered to 
be his outstanding characteristic. He 
was concerned about the welfare of 
staff and encouraged them to learn 
more about the services and to better 
themselves. At a time when female 
staff were confined to the lower 
grades Joe went out of his way to 
help them studyfor promotion. 

His voluntary work for the Mental 
Health Association and the Simon 
Community was also referred to as 
was his considerable literary talents. 

The speakers included Mr Segrave, 
CEO, Mr Hickey, Deputy CEO and 
senior members of the staff. 

John Byrne of Astra thanked Joe 
for auditing their books and Canice 
Mansfield made a presentation on 
behalf of the Association of Health 
Boards. 

Joe thanked everyone for their gifts 
and good wishes. In the course of his 
speech he said that the EHB was 
lucky in that it had a particularly 
good staff. Because of the size of the 
organisation and the major problems 
facing management he was aware that 
the staff often felt alienated from 
management. Again, some of the 
staff got frustrated when they saw so 
many of the promotional jobs going 
to outsiders. Whether or not they 
were right was immaterial as the 
point was that they did hold this 
view. 

Joe suggested that instead of 
sending staff off on jancy IPA 
courses' consideration should be 
given to in-house training. This, he 
felt, would help senior and junior 
staff to get to know each other. 

Altogether it was a very enjoyable 
function, well conducted by Margaret 
McGahern. 

ACTIVE ACE WEEK 1987 
27 sept - 4 october 

KD 

Further information from 
Nora Greene, Emmet House, 

tel 777621 

TRIBUTE 
We are always in a zone of 

imperfect visibility so far as the past 
just over our shoulders is concerned. 
But with the departure of Mr Joe 
Reynolds from the EHB one can 
confidently assert that one of our 
freshest and most distinctive 
personalities has gone. 

Joe is a man of rare compassion, 
evident from his involvement with 
Simon, the Mental Health 
Association of Ireland and at an 
earlier stage of his life, the St Vincent 
de Paul Society - all organisations 
·which serve people at the lower end 
of the social pile in the stratified 
Ireland of today. And more than a 
few employees of the Board have 
reason to be grateful to him for his 
kindness and his willingness to help 
them at critical points in their lives 
and careers. His ability to empathise 
with people in trouble often helped 
them to solve lesser problems before 
they developed into major difficulties. 

In his approach to problems he was 
very much the principled pragmatist 
without many illusions, and not just 
another starry-eyed idealist - he didn't 
seem to worry much over what was 
better or best, but contented himself, 
when the opportunity arose, of doing 
the good that was possible, and . 
therefore obligatory for him. 

In discussing a problem he would 
want to identify as quickly as possible 
what could be done - 'masterly 
inactivity' was foreign to his nature, 
inaction was positively painful. He 
had a great sense of fair play but at 
the same time he had the wit to know 
that not every wrong could be righted 
l)Or every adversity be reversed. 

Joe Reynolds is innovative and 
imaginative. Not the least of his 
innovations was his establishment of 
our EHB magazine 'Contacts', which 
he has edited for the past 13 years. 
The quality of his imagination, one 
sometimes felt, did not have 
sufficient scope in his job, important 
and demanding though it is - a case 
of the job being too small for the 
man. But his imagination did not 
consequently lie fallow - it found, 
and finds, a constructive outlet in his 
many interests, particularly perhaps 

. in his reading, which by any 
standards is considerable in range and 
quality, making him a truly universal 
man. 

There are few enough around like 
Joe Reynolds and we are sorry to see 
him go, but happy to know that he is 

'likely to have a very happy retirement 
·-the Health Board's loss is the gain of 
his wife Mauro; and their family. 

J McE 
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SiSTER MAEVE O'SULLIVAN, an EHB pensioner, is now working among 
poor and handicapped people in 1\Jigeria. If anyone would like to drop her 
a line her address is St Jcseph's Rehabilitation Centre, Ukana IBA, P.O. Box 429, 
lkot Ekpene, CRS Nigeria. 

The 
retirement of 
Sister Maeve 
Would you skip just ONE MEAL to help the needy? 

In Third World coun.tries an inordinate amount of human suffering is caused when 
they go short of an item as basic as a bar of soap. Sister Maeve O'Sullivan, who retired 
from Children Section and is now on mission work in Nigeria, visits a local prison there 
every week. Some of the prisoners are mentally ill or mentally handicapped. 

There are seventeen of them to a cell. Because soap is expensive, infection is easily 
spread and many of the prisoners are covered with scabies and other skin infections. 

The warders do their best to help but, with goven1ment cutbacks, they just haven't 
the money. 

Clothes, medicines and sometimes food are also scarce. However, Maeve says that an 
adequate supply of soap would reduce the need for medicines and greatly improve 
conditions. 

She is devoting her life to these deprived people. If enough of us on the staff 
deprived ourselves of lunch for one day and donated the cost, say £2, to Maeve she 
would use this money to help relieve some of the stark misery of these people's 
lives. 

If you could help please send your contribution to 

Sister Maeve O'Sullivan, c/o Contacts, 1 James's Street, Dublin 8 

and we'll forward it on. 

Maeve retired from the Board two 
years ago when she reached the age 
limit. Did she not think it a bit odd for 
a pensioner to be setting off on a new 
career as a missionary in tropical 
Nigeria? Surely, it was time for a rest 
after years spent tackling . social 
problems in Ballyfermot, then helping 
to set up the Fostering Resource Group 
and coping with all the stresses and 
strains inherent in dealing with 
deprived children? 

Rubbish, she said; it's a challenge 
and anyway she loves it, particularly 
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the people who are a friendly, sunny
natured lot. She finds that they have a 
marvellous attitude to life, they don ,t 
expect much and when something good 
happens they regard it as a bonus. 

Maeve is attached to St Joseph ,s ' 
Rehabilitation Centre in Ikot Ekpene. 
The centre is residen.tial and caters for 
forty physically himdicapped adults.· 
They are rehabilitated lind trained for 
work, usually as shoemakers or 
carpenters, or for office work.· LLjull 
time staff is employed in the centre and 
students help to make wheelchairs, 

calipers, surgical shoes and other 
appliances. They are also given a small 
plot of land and encouraged to grow 
whatever takes their fancy. When their 
training is finished, they are given the 
tools of their trade so that when they 
return to their villages they can set up 
in business. 

The centre gets a small State grant 
but it is financed mainly by voluntary 
contributions and the proceeds of an 
annual bazaar. 

Maeve is the social worker and\.~' 
job entails visiting all the past students. 
Mostly, she finds they are doing very 
well, particularly the shoemakers. 

She also teaches crafts in the centre, 
things like sewing, knitting, 
lampshade-making. She ·encourages 

. her students to learn local crafts using 
rafia for weaving and carving 
candlesticks, vases and other items 
from coconuts. 

Her lovely cakes and brown bread 
were responsible for the bulging staff 
of Children Section - she really is a 
smashing cook! But she doesn ,t teach 
it there as Nigerian cooking is very 
different to ours. 

Maeve laughs when she remembers 
her first impression of Nigeria - she 
really felt that she had landed on the 
moon. The terrain is flat, crisscrossed 
with rivers and with palm trees 
everywhere. It was all very strange. ,r · 

is a keen gardener at home but many .,f 
the plants out there were new to her. 

The weather is totally predictable 
-rain in the summer and hot and dry in 
the winter - so nobody ever talks about 
it. It is a hard climate for Europeans. 

There are no cemeteries as people 
bury their dead either under their 
homes or just outside. Wealthy people 
get statues carved in the likeness of the 
departed one in place of headstones. 

Mae.ve was home on holidays 
re,cently, looking a bit thinner but with 
the same drive and enthusiasm as ever. 
Although enjoying the break, she was 
anxious to return as memories of the 
plight of the prisoners are constantly 
with her. 

You get the feeling that of all the 
strange experiences during the last two 
years, nothing could be more foreign 
to her nature than really retiring from 
work, particularly when so many need 
help. · 

Long may she continue with her 
work. 



JOE MCEVOY summarises the Report of the Commission on Social Welfare; 
among the changes advocated are the transfer of the administration of 

Supplementary Welfare and other allowances from health boards to the 
Department of Social Welfare. 

Modernising the 
Social Welfare 
system 
('In August 1983, the Minister for 
'..::oocial Welfare establis~ed ·a 
Commission on Social Welfare to: 

'review and report on the social 
welfare system and related social 
services and to make recommendations 
for their development having regard to 
the needs of modern Irish society'. 

The report of the Commission has 
been published and runs to 530 pages. 
Below we set out some of the main 
recommendations of the report. 

The payment structure 
There should be a standard basic 

rate for all social welfare payments. 
The basic pRyment for a single person 
would be in the range of £50 - £60 a 
week. 

A difference of 10% should be 
maintained between social insurance 
and asistance payments. (Note: 

r-"'1Cial insurance payments are based 
· ; PRSI conditions, social assistance 
is based on a means test) The rate of 
payment for a couple should be 1.6 
times the personal payment. Where 
each member of a couple has a 
separate entitlement two personal 
basic payments should be made. 

Social Welfare payments should be 
adjusted annually. A majority of the 
Commission members recommend an 
annual increase linked to the 
Consumer Price Index and 
guaranteed by law. A minority 
propose an annual adjustment, not 
guaranteed by law, but taking 
account of price increases etc. 

Social Insurance PRSI 
PRSI contributions should be paid 

on all income without a ceiling. 
The self-employed should be 

brought within the PRSI system and 
be eligible for old age, widows and 
invalidity pensions. The rate of 
contribution for the self-employed 
would be 5.5% or £10 a week. 

All public servants including office 
holders, for example TDs and judges, 
should be liable for the standard rate 
of PRSI and be eligible for social 
insurance benefits as appropriate. 

Social insurance should be 
extended to all ministers of religion 
and members of religious 
communities. 

The Commission recommends that 
specal measures be introduced for 
the following cases: 

- people who do not qualify for a 
retirement or an old age contributory 
pension because in the past their 
earnings were above the 'insurable 
limit' and as a result they have a 
broken insurance record, and 

- people who have worked in both 
the public and private sectors and 
who have a mixed social insurance 
record. These people may not qualify 
for either a social welfare 
contributory pension or a full 
occupational pension. 

Social Assistance 
There should be one overall social 

assistance scheme for people covered 
by existing schemes and other people 
in need who are not covered at 
present. 
· The means test for social 
assistance should be simplified. 

The way the means test operates 
and the items assessed should be 
widely publicised. 

Supplementary Welfare 
Allowance 

Supplementary Welfare Allowance 
(SWA) at present administered by the 
health boards should be administered 
directly -by the Dept of Social 
Welfare. 

Basic SWA payments should be 
part of the new social assistance 
scheme. 

There should be clear guidelines for 
the discretionary payments available 
under the SWA scheme. These 
guidelines should be reviewed every 
two years. 

The income needs of young people 
aged between 16 and 18 should be 
met under a reformed SW A scheme. 

To solve problems arising from 
having to claim SW A while awaiting 
some other payment, the Dept of 
Social Welfare should provide interim 
means testing and payment at the 
centre where a person applies for 
payment. 

Unemployment 
The duration of unemployment 

benefit (15 months at present) should 
be extended for unemployed people in 
the middle and elder age groups. No 
specific duration is proposed. 

Because of the current high level of 
unemployment the present signing-on 
arrangements should be relaxed. 
Once weekly signing should be 

1 sufficient in all offices while monthly 
signing should become the norm in 

I 

the longer term. 
Fulltime students should not be 

eligible for unemployment assistance. 

Illness 
Health Board schemes such as the 

Disabled Persons Maintenance 
Allowance (DPMA) should be 
transferred to the Dept of Social 
Welfare and should become part of 
the unified social assistance scheme. 

The age limit for DPMA -should be 
raised to 18. 

Treatment benefits 
The administration of the 

Treatment Benefit Scheme (optical, 
dental, hearing aids, contact lenses) 
should be transferred to the Dept of 
Health. 

Non-cash benefits 
(free schemes) 

The free electricity and fuel 
allowance schemes should be 
extended to all long-term social 
welfare recipients, including those 
with families. 

The other non-cash benefits 
available to the elderly such as free 
travel and telephone rental should 
remain. 

The two fuel schemes should be 
reorganised. 

One-parent families 
All one-parent families should be 

covered by the new social assistance 
scheme. 

The condition which says that a 
woman applying for deserted wife's 
benefit/ allowance must prove her 
husband left of his own free will 
should be discontinued. 

/continued on page 10 
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The elderly in Ireland represent 
10:707o of the total population whereas 
300Jo of the population is under the age 
of 15. Tbis contrasts very markedly 
with the situation in European 
countries. 

Understandably this large 
population of young people has 
attracted considerable attention from 
political· and religious leaders in the 
past decade. Their social needs and 
aspirations have been given top 
priority. 
In contrast, the older members of our 
socie· ,. have not attracted the same 
intere.:>t, and a concentrated effort has 
not been made to meet their very 
press;ng social needs. 

These demographic changes are due 
w,ainly to sanitation. in our society 
rather than to better medical care. 

Co Dublin population to double 
In Ireland, 36%. of all elderly 

persons in the population are over 75 
years. This is a very significant figure 
as it is these patients who are most 
likely to develop major health a11d 
social problems. Within the next 20 
years the number of people over the 
age of 75 in Co Dublin will double. 
Many of these elderly people are 
single or widowed. The number of 
elderly people living alone in the 
country is also increasing and a 
significant number of these people 
live in deprived conditions. 

Life expectancies 
In the western world the life 

expectancy of a female at birth is 75 
·years in this century. However, it is 
important to appreciate that those 
who reach the age of 75 can expect 
on average to live another 9 years. 
Surely, society should aim to ensure 
that the last years of our elderly 
citizens should be happy and fulftlled. 
Certainly, they should not be tortured 
and harassed by violent elements in 
our society. 

There is a trend in Ireland for an 
increasing number of elderly persons 
to live in separate housing as distinct 
from living in households together 
with younger relatives. This . is the 
result of social and economic changes 
related to urbanisation and increased 
labour mobility. Surveys have shown 
that eldetly prople living alone in 
Ireland are much more likely to be 
living in deprived conditions. The~· 
are also likely to be suffering from ill 
health. 

Multiple diseases HPG 
Multiple pathology, disease 

processes affecting different organs 
of the body are quite common in the 
elderly. These insidious pathologies 
result in disabilities such as 
blindness, deafness and diminished 
mobility which make th~ person easy 
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Victims a 
a violent 
society by 

Profe 

prey for both amateur and 
professional criminals. The elderly 
also have diminished resources to 
cope both with physical and 
psychological trauma. This makes 
them particularly vulnerable in a 
violent society. 

Tensions of modern life 
The increase in the number of 

elderly people in the community has 
paradoxically been accompanied by 
several changes in the environment 
which makes life more difficult for 
them. The trappings of modern life 
such as supem1arkets, fast cars and 
bureaucracy all generate tension. 

Even hospitals, traditionally the 
haven of the sick are gradually 
changing into technological 
nightmares bewildering even for the 
staff working in them. It is a risky 
adventure for an old person with 
diminished sight and hearing to go 
shopping in Dublin today. 

We operate a very busy medical 
service for elderly patients in the 
Department of Geriatric Medicine at 
St James's Hospital. We have over 
2, 000 admissions every year, many 
of them acutely ill on admission. We 
also see patients at Out-Patient's 
every week. 

All patients referred to Out
Patient's are seen at home by our two 
visiting .nurses befqre they actually 
come tq.: the hospital. They carry out 
an assessment of the home situation 

and they also do routine blood tests. 
The nurses are at the Out-Patient's 
Clinic for the patient's subsequent 
visit so the system is 'patient 
friendly'. They also, of course, have 
very valuable information about the 
patient's background. They are often 
told very distressing stories about 
robberies and violent attacks. 

We decided recently to do a small 
study to try and estimate the extent 
of the problem. We looked at all acute 
admissions and all out-patier' 
referrals. I have some of L 
preliminary results. This work is 
being carried out by our two visiting 
nurses Carmel McGee and Rita 
Lawlor, and two doctors on our team 
Des O'Neill and Brendan O'Shea. 

Stress following crime 
Events which give rise to increased 

stress have been associated with the 
onset of a spectrum of medical, 
surgical and psychiatric illness. 
Situations that provoke feelings of 
helplessness and hopelessness are 
thought to be particularly likely to 
lead to these illnesses. For instance, 
an increase in. the death rate among 
widowers has been found during the 
first six months of bereavement. 
Burglary and va,ndalism are 
particularly stressful events for the 
elderly. 

The .home assumes a new 
importance as friends and relatives. 
are gradually lost and social activities 



!ats mam,.:.eJderly people who have suffered at the hands of criminals. 
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become increasingly restricted. As 
well as giving old people a sense of 
security, their possessions represent 
a tangible link with their past. Not 
surprisingly, the disruption of this 
security has a catastrophic effect on 
the health of some old people. 

A range of psychiatric illness may 
be precipitated, including anxiety, 
severe depression, and paranoid 
states. An old person may refuse 
admission to hospital for medical or 
~··rgical treatment because of 

.uctance to leave treasured 
possessions unprotected. . 

In contrast, . discharge from 
hospital may also be delayed because 
patients are afraid to return to an 
environment where they no longer 
feel secure: Some patients never 
regain enough confidence to live alone 
and end their days in a long-stay ward 
or welfare institution. Others 
deliberately neglect their health after 
discharge so that readmission to the 
secure confines of the hospital 
becomes inevitable. 

Consequences of 
burglary and theft 

There is often a discernible pattern 
of events in patients admitted to 
hospital after a burglary. Immediately 
after a burglary old people become 
extremely agitated. During this 
period they are very restless and may 
not go to bed for several nights. This 
is followed by exhau'stion and 
withdrawal and their health begins to 

deteriorate. They become 
increasingly immobile, and at the 
time of referral, usually two to four 
weeks later, they may be confined to 
bed and incontinent. A petty theft is 
often sufficient to' precipitate this 
sequence of events. 

Much crime can of course be 
prevented by sensible precautions 
and many of the elderly who have 
grown up in more law:..abiding times 
need to be educated about the need 
for good locks, door chains and 
leaving lights on while they are out. 
Literature is now available from the 
gardai on home protection. The 
problem is to get this literature and 
advice to those who need it most. 

The garda beat 
There is now more emphasis on the 

traditional 'garda beat' rather than 
·squad car surveillance and I think this 
does offer a greater sense of security 
to those living alone. Modern 
technology offers a significant range 
of alarm communication systems. 
The Dept of Health has recently 
published . a report . entitled 
Communication networks and the 
elderly. This report concentrates on 
the application of new technology to 
the development of su'itable 
communication networks for urban 
and rural elderly. 

Violence against the elderly must 
be treated as a very serious crime and 
treated with the full rigour of the law. 
Unfortunately, ·some elderly people 

are afraid to give evidence and they 
are also very much afraid of the ordeal 
of court proceedings. Efforts must 
also be made to change the social and 
environmental factors which give rise 
to these crimes in the first place. 

Helping the victims of crime 
How should the elderly victims of 

crime be helped? Their needs are 
likely to be complex and sometimes 
prolonged. They may need immediate 
medical attention. I think it is best if 
at all possible to manage the victim at 
home. If admitted to hospital they 
may be understandably reluctant to 
return at a later date to their homes 
and it may be extremely difficult to 
restore their confidence. However, it 
will be necessary in some cases to 
admit the victim. It is certainly as 
important to notify the family doctor 
of the victim as it is to notify the 
police after the event. 

Following a crime, our society has 
tended to focus attention on the 
criminals, ensuring that they are 
apprehended in the first place and 
that they are justly treated. To 
accomplish all this a very elaborate 
system has been developed. We have 
paid little attention on the other hand 
to the victims of the crime. However, 
the victim is now receiving more 
attention and victim support schemes 
have been developed in these islands. 
Volunteers involved in such schemes 
provide both counselling and 
practical help, for instance, they 
complete insurance claiins; clear up 
vandalised homes, fit new locks and 
they are sympathetic listeners. 

In areas wher:e these schemes are 
not operative other voluntary 
organisations could fulftll their role. 
However, the community as a whole' 
must become more aware of old 
people living in their midst and must 
be prepared to play a more positive 
role in protecting and supporting 
them. 

Education 
Finally, I would like to finish on the 

theme of education. There should be 
much more emphasis in our schools 
on influencing the attitudes of the 
younger generation in a positive way 
towards the elderly. I think this could 
be approached in a number of exciting 
and imaginative ways. For example, 
many of the older generation have 
very interesting skills arid stories 
which would be of great interest to 
young people. 

It is also very important that 
students studying for careers in 
health, the ·law, gardai and the civil 
service etc. should receive adequate 
instruction about the effects of 
ageing on individuals. In this way we 
would foster a more informed and 
positive approach to the problems of 
the older person in our society. 



.. E.EC Commission 
seeks ban on 
dangerous lookalikes 

Connecting a lightbulb and fmding 
that it is in fact a miniature bottle of 
whiskey is probably a disappointment 
if you are looking for more light, but 
eating a pencil rubber which looks 
like marzipan, or soap which looks 
like a sweet, or even swallowing hair 
shampoo from a bottle which looks 
like it should con"tain champagne, are 
all at best distasteful and at worst 
downright dangerous. Even then you 
may try to get rid of the taste by 
cl~aning your teeth, and fmd that the 
tQothbrush is in fact yet another 
pen'Cil rubber. 

A growing number of consumer 
products are being disguised as 
others, and may therefore be put to 
the wrong use, thus endangering the 
health and safety of consumers, 
especially children. A number of 
accidents and even deaths have 

/continued from page 7 

Appeals . 
A Social Welfare Appeals Office 

should be set up as a separate 
executive office with an independent 
chairman. 

More detailed information should 
be given to claimants on the reasons 
.for refusing an appeal. 

The Appeals Office should publish 
an annual report and include, where 
appropriate, policy 
recommendations. 

Supplementary Welfare Allowance 
payments should be included in the 
new appeals system. They are dealt 
with by the health boards at present. 

Policy formulation 
An advisory council should be set 

up representing the various parties 
involved in the social welfare system, 
that is, the people who pay 
contributions, people who get 
benefits and the administrators. The 
council should publish an annual 
report. . 

The Dept of Social Welfare should 
be more actively involved in 
undertaking research and be given the 
necessary resources and autonomy to 
do so. The Commission identified 
four key research issues: 

- law changing social patterns and 
lifestyles affect the social welfare 
system, 

- longterm planning of expenditure, 
- ongoing review of schemes and 

services, 
- need for greater public awareness 

of the system. 
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already been recorded as a result of 
this phenomenon. All this has led the 
Commission to propose a 
Community-wide directive which 
would prohibit the manufacture 
import, export and marketing of such 
products, thereby drawing together 
sometimes partial legislation brought 
in by certain member states. The 
United Kingdom, Ireland and Spain, 
for example, have already banned or 
restricted the marketing of imitation 
food products. Toys resembling 
foodstuffs and erasers looking like 
sweets have been restricted in 
France, Greece and Italy. 

The draft directive aims to fill in 
any gaps in national legislation and 
would apply to all existing or new 
products which so resemble 
foodstuffs that certain consumers, 
particularly children, might confuse 
them with foodstuffs. 

In addition, the directive would 
cover imitations of other products, 
apart from foodstuffs, the possible 
incorr.ect use of which could give rise 
to mechanical, chemical, electrical or 
fire risks. Member states would be 
obliged to withdraw any product 
covered by the proposed directive 
from the market. 

Unit for Young Chronic Sick opens • • • 

Our picture shows (l·r) Deputy Ben Briscoe, MrS O'Brien, GPneral Administrator 
General Hospital Care Programme, Mr K Hickey, Deputy Chief Executive Officer: 
Mrs D Clune, Chairman, EHB, the then Minister for Health, Mr Barry Desmond, 
and Miss M Keane, Matron, StMary's Hospital. 

Cuan Aoibhean 
On 16 January our aim to provide a Unit for the disabled in St Mary's 

Hospital, Phoenix Park came to fruition. 'Cuan Aoibhean' a fifty bedded 
Unit was jointly opened by the then Minister for Health, Mr Desmond and the 
Chairman of the EHB, Mrs Clune. 

This Unit, when fully operational, will accommodate forty permanent 
residents with the remaining ten beds being reserved for intermittent or crisis 
admission. The first twelve residents were admitted from the general hospitals 
on 5 January and future admissions will continue on a phased basis to allow 
time for staff to become familiar with the needs of each individual, as they are 
totally dependent on nursing care. 

This is the first Unit provided by the EHB specifically for the physically 
disabled under the age of 65 and, to judge by the demand for places, it would 
appear there is a great need for this type of accommodation. Our respite beds 
will help to provide some relief for relatives who are already coping with the 
problem of caring for a relative in the home without relief. 

Cuan Aoibhean is a challenge to the staff of St Mary's and they have 
responded wonderfully. Under the guidance of Sr Ann McPartland and her 
staff, our first residents have settled down very well and both they and their 
relatives are happy with conditions and have adjusted to the change. 

The need for this type of Unit is apparent, but the continued admission of 
residents will have heavy staffing implications and we hope that funds will 
continue to be made available for this purpose. 



Tahiti is a small island, no more 
than -120 miles in circumference 
fished up in the first grey beginning of 
all things from the middle of the 
Pacific Ocean on a mother-of-pearl 
hook by some three-fingered God of 
the Polynesians. 

It is a green group of mountains 
rising suddenly out of the deep sea, 
and about its sides the coral insects 
have built a narrow terrace which has 
got covered in the course of ages with , 
a fertile soU and abundant vegetation. · 

In the hollows of the mountains 
live pigs, goats, rats, lizards and wild , 
poultry. Man dwells mainly along the · 
seashore in the shade of the coconut 
palms and in the lower parts of the 
broad winding valleys where the 
rivers come babbling down their 
stoney beds .between the sloping 
orange groves. 

There is no winter here: flowers 
and fruits are always in season. There 
~ no dangerous animals or 
~ sonous insects, no malaria or 
fever, food is plentiful and good; pure 
fresh drinking water in every stream; 
shelter enough under every tree and 
the people are happy, beautiful and 
kind. 

The island was discovered in 1606 
by Queiros, who called it La 
Sagittaria; in 1767 by Captain Wallis 
who called it King George's Island 
and fmally by the explorers de 
Bourgeunville and Captain Cook. 

Since then it has been rediscovered 
by a great many tourists who have 
called it the Island of Love, The 
Garden of Eden, The Gem of the 
Ocean and all manner of other pretty 
names despite the proximity of the 
French nuclear-testing zone. In fact, I 
found it a relatively unspoiled corner 
of the South Seas compared with the 
brash American commercialism of 
r,waii, which I visited some years 
•-oo. 

So it was, last October, I found 
myself standing ort Tahitian soil after 
a long flight across the Pacific from 
Sydney. It was a late arrival and I was 
somewhat disappointed by the heavy 
tropical downpour as I ran across the 
apron towards the airport terminal. 

Once inside, however, the gloom 
quickly vanished as we were greeted 
by rhythmic Tahitian music provided 
by a local combo and a pretty girl who 
popped a little white flower behind 
the ear of each passenger as we filed 
through Passport Control. I felt like 
Captain Cook coming ashore in Tahiti 
for the first time and being greeted in 
typical polynesian fashion. 

The French atmosphere of the 
island becomes immediately apparent 
as soon as one walks out of the 
airport and tries to order a cab. The 
taxis are nearly all Peugeots and 
Renaults and the tariffs are in francs. 
English is not widely spoken arid I 
was thankful for the rusty French I 

Take your mind off your troubles for a minute and read TONY COYI\JE'S 
vivid description of his visit to a tropical paradise. 

Captivated by 

TAHITI 
had not used for years. 

A short drive into Papeete, which 
is a town about the size of Swords 
found me ensconced in a modest 
hotel facing the harbour and the 
French naval base. Before retiring I 
decided to have a quick walk around 
the immediate locality, the rain 
having stopped. 

My first impressions were of a 
rather tatty seedy little French 
co-Ioniai ·town of no consequence. 
However, it is wrong to judge a place 
late at night and especially after a 
long tiring flight. . 

Next morning I arose bright and 
early to greet the tropical dawn and 
after a light breakfast sallied forth 
complete with camera and sketch-pad 
to explore the island. 

The first artist to paint Tahiti was a 
Scot, William Hodges, who went 
there with Captain Cook in 1769 
(unlike Gauguin, he cannily gave up 
painting when he got back to England 
and became a banker). By the end of 
the 19th century the idea of the 
Noble Savage living in blissful 
ignorance in the fruitful bosom of 
nature was one of the great fantasies 
of European thought and Tahiti was 
still imagined as the proof of his 
existence. Besides, Paradise was a 
French Colony, with mail services 
and other amenities. If the diet of 
breadfruit proved monotonous, one 
could always switch, as Gauguin did, 
to canned sardines and imported 
Beaujolais. 

In 1891 Gauguin set off for the 
South Seas from Marseilles, cheered 
on by friends and admirers. He would 
go native on their behalf. In his 
luggage he carried a shot-gun to hunt 
wild pigs in Paradise, a mandolin and 
a guitar with which to serenade the 
natives under the palm trees. 

He knew what he wanted to see; in 
a letter to a friend he states 'I want to 

paint the people with their golden 
skin, the searching animal odour, 
their tropical savours'. 

Unfort~nately, the island was far 
gone. Its decline had begun at the 
moment Captain Wallis arrived, and 
had been going on without 
interruption for 125 years. Instead of 
Paradise, Gauguin found a colony of 
prostitutes and listless half-breeds -

a culture wrecked by missionaries, 
booze, exploitation and gonorrhea, 
its rituals dead, its memory lost and 
its population decimat.ed from 
40,000 in Cook's time to 6,000 by 
1900. 

Despite this he was captivated by 
the tropical magic of Tahiti, as indeed 
I was, once I began to learn more 
about the customs of its people and 
their ancient Polynesian history. 
Gauguin was to make several 
journeys to Tahiti, however, he 
disliked Papeete which he considered 
too Europeanised and fled to the west 
coast where he had a large Tahitian
style hut built for himself and his 
native wife Tehoura. 

It was here he painted the story of 
the legendary V airumati as told to 
him by his wife who described her: 
'She was tall and the sun rays 
glistened in the gold of her flesh, 
while all the mysteries oflove slept in 
the night of her hair'. 

My stay in Tahiti was unfortunately 
all too short but I did manage to 
explore a good deal of it and also 
travel to the offshore island of 
Moorea which lies fifteen miles away 
to the north west. I managed to 
sketch much of the island life and the 
rest I recorded with a camera. 

Thus a life-long ambition to travel 
to the South Seas was fulfilled and 
the stories of Captain Bligh and the 
'Hounty'·so vividly brought to life on 
this fabled island beneath the 
Southern Cross. 

11 



,New hostel 
lor 
homeless 
boys opens 

The Minister for Health, Mr Barry 
Desmond, and the Chainnan of the 
Eastern Health Board, Mrs Dyniphna 
Clune, jointly officially opened a new 
hostel for homeless boys at Percy 
Place, Dublin, in January. 

It provides for the short-term 
needs of boys aged between 12 - 17 
and replaces Hope House which 
closed in April last year. 

The new hostel was set up 
following a recommendation of a task 
force established by the Minister for 
Health that the project proposed by 
the Catholic Social Service 
Conference (CSSC), the welfare 
agency of Dublin Archdiocese, be . 
adopted. 

The esse has appointed a board of 
management, under the chainnanship 
of Fr Con Dowling, Principal 
Chaplain at UCD. 

The premises for the new hostel at 
49 Percy Place were made available 
by the Marist Fathers. Without this 
offer there would have been a delay in 
opening the facility. 

The official opening was followed 
by an ecumenical service led by the 
Auxiliary Bishop of Dublin, Dr James 
Kavanagh, a former Chainnan of the 
Catholic Social Service Conference. 
He was deputising for the present 
Chairman, Bishop Desmond Williams 
who was recovering from an 
appendicitis operation. 

The hostel provides not just shelter 
but also a service to the young 
people. It is intended that while living 
in the hostel they will be helped to 
deal with the problems which caused 
their predicament. 

In addition, counselling, social 
work and education/training will bei 
provided. As the maximum stay is 12 
weeks the options for residents are: 
return to home, independent living in. 
a flat, placement in a long-term hostel 
or fostering. 

In consultation with the client, his 
family and staff in the hostel and 
outside agencies, the most 
appropriate option is chosen. 
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The hostel bperates with its 
residents on the basis that young 
people are prepared to work towards 
the resolution of their own problems 
with appropriate support. 

Support Services 
The hostel is staffed by a: 

professional team of twelve: 
workers - eight care workers, a· 
social worker, a housekeeper, a staff 
leader and a hostel supervisor. In 
niaking the proposal to the task 
force, the Catholic Social Service 
Conference emphasised the necessity 
for adequate support services 
reaching out into the community care 
areas. 

In this regard the board of 
management welcomes the Minister's 
decision to allocate money to the 
Health Board for five additional 
social workers to be attached to the 
Board's homeless persons unit. 

Since the hostel opened on 18 
December last the numbers staying 
have fluctuated from four on the first 
night to nine at present. Up to now 
residents have divided equally 
between the age ranges 12 - 15 and 
16 - 17, five resident are between 
14 - 28 day, two for a week to 
fortnight and five for less than three 
days. 

The hostel's board of management 
also sees the hostel as a resource to 
clients when they have left by 
providing a drop-in facility and back
up support when required. They 
intend to research the reasons and 
conditions which caused their clients' 
problems. It is hoped that this may 
identify children at risk in ·the 
community. 

Tributes 
The Minister for Health; Mr Barry 

Desmond TD, in the course of his 
remarks, conveyed his sincere thanks 
to all the parties who had brought the 
hostel into being, ·mentioning in 
particular, the Eastern Health Board, 
especially Fred Donohue for the work 
he had put into it as a member of the 
Task Force established by the 
Minister, and in his capacity as 
Community Care Programme 
Manager. 

Mrs Dymphna Clune, Chairperson, 
EHB, said she was gratified by the 
expeditious response of the Minister 
in making the extra services available 
following the Board's submission to 
the Department of Health. Mrs Clune 
also congratulated Dr Robins of the 
Department of Health on his work as 
Chairman of the Miilister's Task 
Force, and acknowledged th~ ready 
co-operation received from the 
Catholic Social Services Conference 
and its Chainnan, Bishop Desmond 
Williams. 

Staff collection 
for 
Little Sisters i 

The Christmas time collection from 
the staff of the EHB and StJames's 
Hospital for the Lit.tle Sisters of the 
Assumption, to enable them to 
provide extras by way of food and fuel 
for the needy families in the areas of 
Rialto, Ballyfermot and Ballybrack, 
was very successful this year. 

The collection amounted to. 
£923.86, not quite up to the high 
point of Christmas 1982 when over 
£1,000 was subscribed, but about 
£30_0 in excess of the collection for 
1985. 

The largest single item was £1:,?~, 
from an anonymous contribute._) 
closely followed by £105 from Miss 
Carmel Taaffe, Matron who organised 
the collection in Cherry Orchard 
Hospital. 

Sr Angela of the Little Sisters of 
the Assumption, who works from 
Rialto Parish Centre expresses her 
thanks to all who contributed to the 
collection. 

Eastern Health Board Publications 

A Textbook of 
Psychological Medicine 

for the Irish Student 
by 

Dr Brian O,Shea and 
Dr Jane Falvey 

Price IR£6.00 

******** 

Copies available from 
JOE McEVOY 

Secretariat & Printing Dept 
1 James's Street 

Tel 537951 ext 2757 
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An outline of a paper by DR T J BARRINGTON, on the crisis in 
gov~~n~ent and the growth of the great welfare bureaucraCies. 

The situation of 
Irish Government 
· desperate but 

[Jt serious? 
For a long time now this has been a 

very badly governed country. Irish 
Government has painted itself' into a 
corner by failing to take seriously the 
issue of democratic development. 

·Like ourselves, our European 
partners have been attacked by four 
major ills -institutional decline, the 
crisis of the Welfare State, the 
nemesis of Big Government, and 

<Social Irresponsibility. But in many 
European states these problems have 
been recognised and tackled through 
major institutional change, aiming to 
heighten consensus and 
responsibility and thus the room for 
effective governmental action. At the 
heart of our discontent are not only 
O}-· economic and social problems 
h ___ . especially, the need to engage in 
the safeguarding and development of 
our democracy. 

'Government' 
On any reasonable comparison this 

is a badly governed country. If we ask 
ourselves why this should be so we 
cannot evade the conclusion that a 
big part of the reason for our failures 
has been the degree to which we have 
neglected our institutions of 
government and, more seriously the 
foundations of our democracy. 

Crisis of the Welfare State 
Since World War II there has been 

unparalleled economic growth in 
Europe; now slowed down, perhaps 
ending. There ha~ also been growth of 
the Welfare State, with great 
institutions for developing health, 
education, welfare and housing 
services, a process described as 'the 
nationalisation of welfare' (OECD, 

1981, p.16). This growth has led to 
vast increases in public expenditure, 
steeply increased taxation and rapid 
development of bureaucracies, and in 
the pervasiveness of government. For 
example, our dept of Social Welfare 
numbers about a third of our total 
population amongst its 'customers' 
and is currently spending £21!2 billion 
annually, almost one-third of the total 
current spending of the State. 

Total expenditure in this country 
on health, education and on housing 
subsidies comes to almost as much 
again, so that nearly two-thirds of our 
current government expenditure goes 
on social services. One of the major 
phenomena of the developed world is 
Big Government, and the Welfare 
State has been a major contributor to 
this. 

There is a widespread feeling, at 
least in other countries, that this 
growth may be coming to an end. 
Nonetheless, services such as health 
and education have within them a 
dynamic of growth. High levels of 
unemployment may be here to stay, 
so increasing the demand for 
unemployment compensation. The 
citizens expect and demand steady 
improvement in. these services. While 
there was rapid economic growth 
some of the increased resources 

; could be readily transferred to the 
welfare services; but where growth is 
small or non-existent increased. 
welfare involves an actual reduction. 
for tht; rest of the population. 
Goyernment is squeezed between 
demands for more services and 
refusal to pay for them. Hence tax 
revolts and the growth of public 
disapproval and alienation. As 

Dr T J Barrington 

government loses popularity and 
authority vested interests - not least 
those employed in the welfare 
services -mount usually successful 
raids to acquire a disproportionate 
share of the dwindling resources. 
There is a consequential drift to 
ungovernability. The crisis of the 
Welfare State becomes the crisis of 
democratic government. 

At the same time, there is a 
disenchantment about the great 
welfare bureaucracies - our Dept of 
Social Welfare seems to be an 
example. 

Future progress in health seems to 
be much less a question of technology 
and much more one of altering 
personal, family and community 
lifestyles, and so on. There seems to 
be the natural evolution of the 
Welfare State into the de
bureaucratised welfare society. This 
point does not seem to have been yet 
grasped by our own Dept of Health, 
apparently intent on ever more 
bureaucratisation. 

My point, therefore, is that the big 
slowdown in the rate of economic 
growth has precipitated the crisis of 
the Welfare State. The unrealistic 
expectations of citizens and 
corporate groups for ·better public 
services, and for higher incomes 
without higher taxation, has 
provoked tax revolts by the individual 
and plundering raids by the corporate 
groups. Between them the revolt and 
the plunder undermine the consensus 
that is the foundation of a democratic 
society. 

Cont. page 15 ... 
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, ~ew psychiatric~ 
training unit 
opens 

The Bymier Training Centre, was 
opened last November. The qbjective. 
of the centre is to train or retrain the 
psychiatric patient to the highest 
possible level of functional ability by 
co-ordinating the use of medical, 
nursing, vocational, educational and 
social measures. 

Bymier is situated at Tonlegee 
Road, Raheny in an area with a high 
density population.. The size and 
layout of the centre simulates the 
conditions of the normal domestic 
residence and is similar to the 
residences already available to us in 
the area. 

We hope that this similarity in an 
environment will make the transition 
from the centre to a community 
residence less traumatic for the 
trainee. Following their initial 
training programme the trainees take 
up residence in an adjoining house 
prior to moving on to hostel, group
home or other accommodation. The 
purpose of this is to monitor and 
evaluate their progress with only 
minimal supervision. At this stage it 
is expected that the trainee will be 
able to function independently. 

The training programme is of six 
months duration with a maximum of 

. eight trainees participating. 
However, we expect that a number of 
trainees may require a shorter period 
of training. The centre will function 
as -

THE HOLE WORKS! 
Yes, its another Gas Company story. 

They came, did their stuff and 
departed, leaving an enormous hole 
outside the front door. The woman of 
the house had rung umpteen times 
asking the111 to Jill in the hole. Nothing 
happened. Then the Heavy Himself got 
on and he read I hem. Eight o'clock 
next morning there was a ring at the 
door. The Gas Company crew had 
orril•ed to jill in the hole. And they did. 

Two o'clock the same day there was 
another ring at 1 he door. The Gas 
Company crew had arrived to jill in the 
hole. Exercising a measure of self
coni rol I he woman (~( I he house 

. pointed to the rather obvious ex-hole. 
'It has already been filled in," she said 
slow~l'. They were not interested. They 
were S'C/11 to fill in a hole and the form 
had to he signed showing they had 
done their job. Would she sign the 
forn; then? She would not. Well, like, 
would she sign zf they sort of dug it up 
and .filled it in again ... ? 
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(a) 

(b) 

(c) 

a follow-up to patients 
discharged from the 
Assessment/Rehabilitation 
Unit in St Ita's Hospital, 
thereby giving a more 
practical impact to the skills 
already acquired. 
Places are available in the 
training programme for 
patients referred from the 
out-patient psychiatric 
services. This may involve 
referral for a comprehensive 
programme of training or 
referral to a particular aspect 
of the programme. 
Residents may be referred 
from the existing hostel
/ group home accommodation 
who require a refresher 
course in domestic or social 
skills I training. 

The location of the centre allows the 
trainees full participation in 
community life. Staff attached to the 
centre have been encouraged by the' 
response of the local community and! 
the willingness of various community· 
groups to become involved. This not: 
only helps the trainee to develop, 
skills in social interaction but also 1 

promotes confidence, self esteem and I 
a sense of social responsibility. 

When trainees have made 
satisfactory progress in the training 
programme at Bymier, they may be 
referred for placement to Mahylock 
Community Workshop or Day Care 
Centre, whichever is regarded as 
appropriate. 

It is a condition of acceptance that 
each trainee contribute towards the 
cost of food, electricity charges, 
phone charges etc. 

Tbe Board bids farewell 
to Charlie Killeen 

Our picture shows (1-r) Mr K Hickey, Deputy Chief Executive Officer, making a 
presentation on behalf of the staff to Mr Charlie Killeen on the occasion of his 
retirement. Also in the picture are Charlie's wife Pauline, and Mr S O'Brien, 
General Administrator, General Hospital Care Programme. 

Charlie Killeen retired from the Board on 11 January last after forty years service. 
He joined the Grangegorman Mental Hospital Board as a Clerical Officer in 1946. 
He· was transferred to the Dublin Health Authority on its establishment in 1960 
and moved to the Internal Audit Section in 1967. He was promoted to Assistant 
Section Officer in 19 71 under the Eastern Health Board and worked in the 
Personnel Department and Cherry Orchard Hospital. He was subsequently 
promoted to Section Officer and Grade VII Officer and had assignments in the 
/SA Section and Hospital's Department. 
Charlie's working life spanned many changes in the development of the health 
services. His capacity to adapt to these changes was reflected in his personal 
commitment to whole-hearted service in his various postings. He was notable for 
his courteous and helpful attitude towards all with whom he had contact. 
In administration, he had no facility for taking the easy way out just because it 
brought short-term relief and eased the pressure on himself He was very fair -
in exactly the opposite sense to that which Dr Johnson has attributed to our 
race - he was not interested in speaking anything but well of others. 
A presentation was made to Charlie in the Staff Restaurant on 9 January last. 
He was accompanied by his wife Pauline and his son Kevin and daughter Eileen . 
The large gathering included colleagues from all sections in which he had worked 
and indeed many retired colleagues came along to mark the occasion. Tributes 
were paid to him for his loyalty, friendliness and equanimity and to the manner in 
which he combined a successful career and an obviously happy family life. 
Mr K Hickey, Deputy Chief Executive Officer presented Charlie with a video 
recorder on behalf of his colleagues and wished him and his family every happiness 
in the future. A bouquet of flowers was presented to Pauline. 
There was the customary adjournment to a local establishment where pleasant 
remif]iscing continued for many hours. 



... from page 13 

The nemesis of 
Big _Government 

The nemesis of Big Government 
comes not only from the problems of 
welfare but also from the problems of 
high level institutional management, 
problems insistently posed. To these 
problems this country, wrapped in its 
complacent cocoon of centralisation, 
has in practice remained impervious. 
Social responsibility 
A big part of the developmental role 
of government is to foster the 
development of the democracy itself 
-by loosening the power of 
bureaucracy, by dispersing 
responsibility, by freeing local 
initiative, and by raising the level of 
national consensus. Our European 
partners have shown us that it is 
possible to g·overn effectively if one 
goes about it with sufficient 
seriousness and is not too proud to 
learn from other peoples' successes. 

()onsensus . 
· Democratic government depends 

on maintaining a consensus, not 
necessarily unanimity, but the 
general acceptance of some broad 
rules for limiting the range of 
disagreement. Otherwise the 
foundations of democratic society are 
undermined. Widespread alienation 
from the political system, terrorism, 
tax revolts, the unbridled behaviour 
of corporate groups; uncontrollable 
public expenditure - these indicate 
the breakdown of consensus and, 
with it, of the democratic system. 
Choosing democracy 

It is necessary to reaffirm faith in 
democracy, that is, in the good sense 
of the plain people of Ireland. That 
faith means that they are more likely 
to be right than the politicians, the 
bureaucrats, the experts, the special 

( 'uterests, and the rest. We have much 
.. ~b learn from our European partners 

in how to giv:e the people the 
opportunity to make their own 
decisions, to exercise responsibility, 
and, to an increasing extent, to run 
their own affairs. This will raise the 
level of consensus and make it 
possible for Government to take and 
implement those decisions that only 
the Government itself can deal with. 

ASTRA THEATRE GROUP presents 

Which show to put on next is the 
recurring dilemma of drama groups. 
Apart from the money, there's the 
question of the level . of talent 
available, the limitations of stage 
facilities, timing, and so on. It's hard 
to know just when! to start. 

This time ASTRA choose the 
producer, Paddy Kavanagh, frrst. 
Paddy has produced many memorable 
shows for ASTRA and is fresh from a 
highly successful production of 
Fiddler on the Roof. 

He started by holding auditions to 
find out the level of interest and the 
range of voices and experience. At 
the end of these sessions, during 
which we all got to know each other 
and had a few laughs, Paddy was 
sufficiently impressed with the 
group's potential to suggest My Fair 
Lady as the next production. 

This caused quite a buzz of 
interest. We had memories of the ftlm 

Directed by Paddy Kavanagh 

12 - 15 May (incl.) 
ASSEMBLY HALL 
StJames's Hospital 

at 8pm 

Tickets £2.00 
or free to members 

with its vibrant Covent Garden 
scenes, the black and white elegance 
of Ascot and Audrey Hepburn 
captivating them all at the ball. Then 
there was the music - I'm Getting 
Married in the Morning, T.he Street 
Where You Live, All I Want is a Room 
Somewhere ... 

It's a very challenging show to 
produce. The stage in the Assembly 
Hall will have to be extended. 
Painting all the sets and manipulating 
them and the props in the limited 
space backstage will be a major feat 
of ingenuity. And then there are 
costumes to be made and those 
massive hats! 

If anyone out there is interested in 
helping to put a show together, has a 
bit of free time between now and 
early May, and doesn't mind hard but 
fascinating work, please contact 

Deirdre Howard 
Salaries Section 1 James's Street 

Tel 537951 ext 2764 

ACCOMMODATION Mary Lavelle of Accommodation USA specialises in placing Irish people in the 
homes of Americans in New York, Boston, Chicago and, on request, in other 

cities. Her firm offers a variety of accommodation ranging from bed and 
breakfast in private homes to unhosted three-bedroomed apartments or houses. ~*J r** 

ic-* ~ 

** **" '"* ·~ ** **" frH lc*-J. ----
NEW YORK • BOSTON • CHICAGO 

Bed and breakfast accommodations are rooms in the apartments of hospitable 
Americans. The guest has a key to the apartment and can come and go at will. A 

light breakfast of coffee/tea and toast is provided. 
Apartments without hosts can be rented for periods of 3 nights upwards. No 

breakfast is provided but, on the other hand, there is total privacy. 
There are two price levels, for example, in New York a single room in their 

Budget Range (without private bath) would cost around $30 - $45 per night or, in 
their Comfort Range (mostly with private bath), around $45 - $60 per night. 

Double rooms are $42 - $55 or $55 - $90 respectively. 
All the accommodation on offer has been inspected by the firm. 

ACCOMMODATION USA, PO Box 2, Blackrock, Co Dublin. Tel 887801 
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.tROSSWORD63/ 

Name .................................. . 

Address ................................ . 

Entries to Crossword, Contacts, 1 James's 
Street. £10 to· first· correct solution opened 

· on Friday 22 May 1987. (Prize sponsored by 
Astra and St James's Social & Sports Club). 
SOLUTION TO CROSSWORD 62 
ACROSS: 1. ~; 5. Groups; 10. Curtain; 11. Rambkr; 11. In 
the lion :S den; 14. Edges; 16. Pronounce; 17. Space suit; 19. Ethic; 
11. Rightful owner; 14. Eternal; 15. Galling; 16. Tutors; 17. 

· Stingray. 
DOWN: 1. Sock; 2 Mning; 3. F.laD; 4. Conttmptuously; 6. Roman 
nose; 7. Unladen; B. Stringency; 9. Train of thought; 13. Sea 
serpent; 15. Sweetener; 18. Augment; 1(}. Harrier; 11. Nylon; 
13. Ugly. 

Let US do your 
~ 

photocopying .. 

Printing Dept 
Industrial Therapy 

St Brendan's Hospital 

5p per copy 

Enquiries: Paddy Harford 
tel 385844 ext 532 

ACROSS 
1. Haven others place in the middle (4,6) 
6. Southern small-dwelling tax (4) 
9. See 12. 

10. Digit and Spike - a little sketch (9) 
12,9 Maxim for older student at Eton - learn, 

revel too, stupid (5,3,4,2,5) 

14 ... Turbulent red lost a heavenly guide (8) 
15. ·A criminal, see, is caught in the marsh (5) 
17. J;xerescences returning are only a trifle (5) 
19. Ancient god or morning - a complete view (8) 
22.. Velvety, like a polished counsel? (2,6,2,4) 
24~ Back records finish our brilliance (9) 
25: · A fool concerning chemical (5) 
26. Various /eg~:~lly Claimed subscriptions (4) 
27. Old men regard ayes in a peculiar way (10) 

DOWN 
1~ Persistent seller simt all over the place (10) 
2. Underfed hero veered before leaving (7) 
3. Lady supports gathering for American politician (13) 
4. The race of a country (8) . 
5. Bother! lost West End currency (6) . 
7. Article for discussion with Terence (7) 
8. Thank the French for the story (4) 

11. Snob ,s fine tone affected in harmless fun (3,2,8) 
13. Being without light, Ann ,s risked disaster (2,8) 
16. Stout girl: lady takes no notice- just like a parent! (8) 
18. Promise to settle (7) 
20. High flyer finds a way by the hill (7) 
21. Show embarrassment- being yellow, perhaps (6) 
23. Was accustomed to disturbing twenty six (4) 

Winner: MADELINE BALLESTY 
Engnrs. Cherry orchard Hospital 

0~ INTERHOSPITAL SOCIAL CLUB 

~~o~' KENYA 
OCTOBER 1987 

A holiday with a difference 

* 3 Nights Nairobi * 
* 7 Nights on Safari (6 locations) * 

* 7 Nights Mombassa Beach * 
Our Safari has been picked by experts. It will combine the most 
exciting Game Reserves in Kenya with the best and most comfortable 
Lodge accommodation available. After your Safari you can relax for 

a week at Kenya's premier beach resort. 

Cost £1,299 (twin sharing) Deposit £100 

Details from Jimmy at 562201 or 744545 after 7 pm. 
IHSC MEMBERS ONLY - 1987 membership now due. 


