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I. 
. ' 

INTRODUCTION 

. . 
This White Paper describes briefly the origins of the health services, 

the pattern of the present services and the· Government's. proposals for 
further developments in them. .Intended changes in the financitig and 
administration of the services are also described. ' 

. -The Government would wish that the various proposals in the 
I 

different parts of the White Paper· should be the subject of wide public 
discussion before any final decisions are taken on their detailed develop
_ment. The Minister for Health will be available to discuss them with 
appropriate representative bodies. 

The ~ges proposed are complex and fairly costly. Th~ com
plexity rJlles out anY question of th~ introq~ction in the immediate 
future, as it will take some time to prepare and consider the legislation 
which will be. needed to give e1f~ct to them. Expenditure on developments 
in the services of the order proposed could not, in any event, be under
taken in the existing financial circumstances. In publishing their plans 
.for the future development ofthe~health services now, the Government's 
object is to pel-mit planning and preparatory work to proceed for the 
introduction of these changes, in the expectation that, when this planning 
and preparatory work has been Completed, financial circumstances will 
be such that the changes can then be made without strain on the economy. 

In formulating the White Paper, the Minister for Health has had 
regard to. vario~!l ·public statements made iD. recent years on the health 
services and op. health policy, but the most ·important source, outside 
the Department of Health, of the basic information and ideas on which 
the Government's proposals are based was th~ volume of submissions to 
the .Select Gommittee on Health Services of the. Seventeenth Dail. The 
present Minister for Health and a number of his predecessors participated 
. as. p:1embers of that Committee in, the heazjngs of oral evidence before it. 
T~e oral evidence, too, has considerably infiuence~ the development of 
the proposals in the White Paper. ' The Governm~t would wish to place 
on record their appreciatio~ of the work done. by the very many organisa-

. tions and individuals who presented written and oral submissions to·the 
Select Committee, thereby broadening the base from which the Govern
ment's policy, as· now submitted for public discussion, was evolved. 
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PART I 

THE DEVELOPMENT OF THE PRESENT SERVICES. 

Introductory 

1. Public authorities. in Ireland developed health .services during the 
nineteenth century and the early part of the present century on three 
separate bases. The Poor Law Guardians provided medical attention 
for the poor as an ancillary to the service for the relief of their ph}rsical 
needs ; preventive services to control infectious diseases and protect food . 
supplies were organised by sanitary authorities under the Public Health· 
Acts and by the county councils under the Tuberculosis Prevention 
(Ireland) Act, 1908 ;. ·and in the lunatic asyluins, which were administered 
by coriunittees of management appointed by the Lord Lieutenant, there 
originated the menta! treatment service. From these different beginnings, 
a single system of health services has ~orne into existence under legislation · 
passed since 1923. 

2. In the nineteen-twenties, the central administration of all the health · 
services, and of other local government services, was co-ordinated under 
the Minister for .Local Government and Public Health ·but, until much 
JP.Ore recently, the local administration of the health services was divided 
among a number of sets of local authorities and the services themselves 
were not such that they could be regarded as a unit witli the conscious 
aim of safeguarding and improving the health of the people. It was not 
until the l~te nineteen-forties that . the modem concept of a group of 
services specially organised and co-ordinated for this purpose came into 

_ being. This concept was . establish~d by a number of Acts passed 
since 1946. . 

- Aiministratfon and Finance 

3. The first of these Aef:s was the Mi'Wsters and Secretaries (Amendment) 
Act, 1946,-under which a separate Minister.for.Health was appointed and 
a separate Department of Health was es_tablished to take over that part of 

10 

·----:--

the work of the :Department of Local Government and Public Health 
which related to the health services. The complicated pattern of local 
administration was simplified by 'the Health Acts of 1947 and 1953 and 
the Health Authorities Act, 1960, so that now one local authority in each 
area has basic responsibility for the health services. In most areas this 
is the county council, but in Dublin, Cork, Limerick and Watertord there 
are special comprehensive joint health authorities. These Acts have also 
broken away from its roots that part of the services which developed 
from the Poor Law and have dissolved the legal distinctions in adminis
tration between the mental health service and the other· services, thus 
facilitating the many recent improvements in the various services which 
are described below. ' 

4. These improvements were also aided by the more generous financial 
aid ·given by the State under the Health Services (Financial Provisions) 
Act, 1947. Before that Act was passed, about 84 per cent of the net 
cost of the health services· was met from local funds and the balance from 
State grants. The principle of this 1947 Act was that the State would 
bear for each health authority the increase in the cost of its setvices over 
what that authority had spent in the base year (the year to 31 March, 
1948) ·until the cost of the services provided by the authority was being 
shared equally between the Exchequer arid local funds. The effect of 
this is that there is now a simple "division of the cost in each area on a 
fifty-fifty basis between the State and the local authority. These financial 
arrangements are dealt with in greater detail in Part IV of the White. 
Paper. 

· Ex~en_sions in the Scope of Services since 1947 

5. In step with these statutory changes _putting the administration and 
financing of the services" on a more rational basis, there were a number of 
extensions in the scope of P1e services and other improvements. The 
Health Act, 1947, considerably extended the powers of the Minister and 
of the local authorities in the provision of preventive -services.. It paved 
the way for a new approach in the attack on tuberculosis and other 
infectious diseases by offering free diagnosis and treatJ:nent to the whole 
community and cash maintenance allowances where needed. Under that 
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Act, too, a new code designed to secure cleanliness in the handling and 
sale of food was introduced and provision was made for controlling the 
advertisement and sale of medical preparations. 

6. The Health Act, 1953, provided for the extension of some important 
· services to a much wider class than that previously entitled to them. 
General hospital and specialist services, which had been available, under 
the Public Assistance Act, 1939, only to those who could establish entitle-

f
. meqt under the strict means test operated under that Act, were extended 

to some 85 per cezit of the people. The right of a person to these services 
is now governed simply by whether or not he is in ~ne or other of the 
broad classes specified for the purpose in the Act (these are described in 
·paragraphs 10 to l2). Similarly, eligibility for the mental treatment 
service and for the maternity and child care service was extended to 
include these groups. 

7. The Health Act, 1953, did not aim to extend the availability of the 
general medical service provided· through district medical officers (dis
pensary doctors) to a wider class of the population but a number of 
important changes were made in the administration of this service. 
The system under which a person, to esta_blish en:titlement, had to obtain 
a ·~red ticket" issued on behalf of the public assistance authority each 
time he wished to attend a doctor was replaced by one ·under which 
eligibility is assessed annually and recorded in general medical services 
registers maintained by the local health authorities (special directions to 
obtain services can be issued in urgent cases for eligible persons not 
included in these registers). · 

8. The 1953 Act also made provision "for the introduction of a re
habilitation service, for cash allowances for disabled persons, and for the 
paymen~ of mateniity cash grants in certain cases. The obligations of 
health authorities in the provision of child welfare clinic services ·were 
clarified and the Act provided for the ·extension of dental, ophthalmic 
and aural· services to most of the population, although a number of factors 
have not as yet permitted· this extension. 

9. The law on the 1!eatment and care of mental patients was .brought 
up to date by the Mental Treatment Acts of 1945 and 1961 and, as 
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mentioned in paragraphs 3 and 6, the legal. provisions on the administra- · 
tion of this service and on the classes entitled to use it have been brought 
into line with those for the general health services. 

Income Groups for Health Services 

10. For the purpose of summarising the availability of the health services, 
it is customary to regard the population as falling into three groups, the 
lower income group, the middle income group and the higher income 
group. Those entitled to the general medical service or the other services 
provided under Section 14 of the Health Act, 1953, comprise the lower 
income group. There are no ·pr~cribed income or other limits for this If 
group : it is made up of those people who can show t9 the health 
authority inability to pay from their own resources or by other lawful 
means. for the service required by them and their dependB.Uts. At present, 
this group contains about 30 per cent of the population. 

11. The middle income group includes such of the persons iii the 
following categories as are not in the Io\Ver income group, and their 
dependants :- · · 

(a) persons insured under the Social Welfare Acts who have paid or 
have been credited with at least one weekly contribution during 
the I!rFceding two contribution years, or who are voluntary con
tributors under those Acts ; 

(b) other persons over sixteen years of age whose yearly means are 
less than £800. (Yearly means is assessed on a family basis. 
Account is taken of the means of a person's spouse. and unmarried 
sons and daughters if resident with him, but in the case of. sons 
and daughters £100 of the income is ignored for each, up to a 
total of_£300 in any calculation of yearlY: means). 

(c) other persons over sixteen years of age whose yearly means are, 
in the opinion of the health authority, derived wholly or mainly 
from farming, the rateable valuation of the farm or· farms 
(including the buildings) being £50 or less. 

Other persons who can demonstrate undue hardship can be given 
services normally reserved to these categories. 

13 
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12. Manual employees irrespective of remuneration and non-manual 
employees under a specified remuneration limit are, except for those in 
special categories,. ins\rrable under the Social Welfare Acts. The re
muneration limit for non-manual workers has been raised recently from 
£800 to £1,200 a year and legislation has been enacted to 'make a 
corresponding change as respects the category referred to at (b) above, 
to delete . the provision whereby the income of unmarried sons and 
daughters is taken into account in assessing means and to increase the 
valuation limit for farmers to £60. With these changes, it is es_timated 
that the lower and middle income groups between them will make up 
over 90 per cent of the population. The higher inc?me group, of course, 
consists of those in neither of the other two groups, 

13. Briefly, the ~xisting health services and the categories eligible for 
each are:-

Service 

General Medical Service, with 
supply of medicines, drugs and 
appliances and district nursing 
service. 

General Institutional and 
Specialist Se:t,"Vices (including 
services for the mentally handi
capped). ' 

Mental Treatment Service. 

Maternity & Infant Care Service. 

·Milk for Mothers and Children. 

Maternity Cash Grants. 

14 

Child Welfare Clinic Service. 

School Health Examination 
Service .. 

Eligible Categories 

Lower· income group (medicines 
etc. are available in certain cir
cumstances to persons outside 
that group-see paragraph 40). 

Lower and middle income groups 
and, for defects found at school 
health examination, children 
attending national schools. 

Lower and middle income groups. 

Lower and middle income groups. 

Lower income group. 

Lower income gro~p. 

Children under si~ yea~s of age. 

Pupils of national schools. 

Service 

Dental, Ophthalmic and Aural 
Services.* 

· Infectious Diseases Service (in
cluding hospital and s~atorium 
care) .. 

IDrectious Diseases (Mainten
ance) Allowances:· 

Rehabilitation Service. 

· Disabled Persons (Maintenance) 
Allowances. 

. Maintenance in county homes. 

Eligibl~ Catego~es 

Children . attending national 
schools or child welfare clinics 
(for defects discovered at school 
health examination or at such 
clinics); the lower income group. 

All groups; 

Those whose circumstances. war
rant payment of allowances. 

All groups. 

Those whose circumstances war
rant payment of allowances. 

Lower income group . 

The .services are not free in all cases. Moderate charges are sometimes 
made. Each of the services, with the conditions governing. eligibility, is 
.described in ·more ·detail in Part III of the White Paper. 

Improvements in Facilities 

14. These laws simplifying administration, improving financlal'arrange
ments and specifying more accurately and more generously what each 
group is entitled to, served but to provide a framework within whjch better 
arrangements could be made to protect the healthy and care for the sick. 
To have constrp.cted the better framework which we now have would have 
been of little avail had there not been provided within it better. and more 
readily available care and treatment. Hence, it has been the continuing 
policy of the Go~ernment and the health authorities to improve facilities 
by building new hospitals, clinics and dispensaries, by providing better 
equipment, by making specialist services more readily available throughout 

*Dental, optical and aural benefits are also available under the Social Insurance 
scheme of the DepBrtment of Social Welfare for persons fulfilling cenain con
tribution conditions. 
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the entire country, by increasing the numbers of medical practitioners, 
dentists, nurses and others employed in the health services, and by 
raising the standards of qualifications required for employment in the 
health services. These improvements, which 'could not, of course, have 
been made without the co-operation and assistance of the medical and 
other professional orgariisations, the voluntary hospitals and the several 
teaching bodies, have resulted in a developing general pattern of services 
within the statutory framework which has broadly kept pace with the 
country's needs. 

General Principles 

I?. In developing the services on the lines summarised above, the 
Government did not accept the proposition that the State had a duty 
to provide unconditio~ally all medical, dental and other health services 
free of cost for everyone, without regard to individual need or circum
stances. On the other hand, no service is designed so that a person must 
show· dire want before he can avail himself of it. The preventive services, 
being designed to protect . the community as well as to succour the 
individual, are available to all without regard to means. Eligibility for 
the curative services which, under the Public Assistance code, was subject 
to a strictly applied means test, is now governed by the factors peculiar 
to each service. Thus, general medical services have remained available 
only to a~out thirty· per cent of the population, because it is considered 
that the expenses arising from attending a general practitioner are not 
normally an undue strain on families in the middle income group. . On 
the other hand, eligibility for hospital and specialist services, which are 
likely to be much more costly, has been extencfed to a far wider group of 
the population and, in general, those outside the groups statutorily 
entitled to the services can use them if they can show hardship .. 

16. By following this broad principle, there has been a more effective 
use of the necessarily limited proportion of the national product which 
can be devoted·.to the public development of health services than if an 
effort had been made to develop on a much broader base a scheme with 
the features of a comprehensive free-for-all national health service. The 
present services meet the essential needs of the population : insofar as it 
is now proposed to make changes in them, these changes are justified 

16 

in each case by special considerations, which are mentioned in Part ·III 
of the White Paper. With increasing prosperity in the future it should 
be possible to make th~se changes without adverse effect on the present 
services~ The social development of the State, in the Government's 
view, calls for future changes such as are now suggested but the Govern

. ment would emphasise that their proposals do not represent a radical 
·departure from the principles set out in the preceding paragraph. 
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PART II 

. . 
FACTORS GOVERNING FUTURE DEVELOPMENTS 

17. Several variable fact~rs will influence the further development of 
the health services .. The more important ·of these may be grouped under 
two headings, first-changes in the state of the community's health and 
the pattern of medical care and secondly the changing population for 
which such care will need to be organised by public authorities. 

(i) CHANGES IN THE COMMUNITY'S HEALTH AND IN THE PATTERN· 

OF MEDICAL CARE 

18. The public health services were originally designed to. combat the 
preponderant ·causes of sickness and death in the nineteenth century, 
which were food and water home infections and other commwii.cable · 
diseases. The hospital services and the other curative· services were, 
in the same perlod, designed merely to offer the rudimentary care which 
could then be provided. Each 9f these components of the health services · 
has developed and changed considerably and further development and 
change can be expected, indeed at an accelerated rate. 

Tuberculosis and oth'er Infectious Diseases 

19. The development of streptomycin and other ~nti-tuberculosis drugs 
have greatly assisted in the diminution o~ tuberculosis· as the major 
problem of public ·health. The following gra:ph shows the fall in the 
death rate from tuberculosis per thousand population since 1945:-
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The number of newly-discovered cases of tuberculosis is falling each 
. year and eradication of tuberculosis from. the comm~ty now seems an 
attainable, if a long-term, goal. There is a marked shift in the incidence 
of the disease to the older age groups, particularly·in the· case of· men. 
The median age at death from the disease was 30.6 years in 1945 and 
58.8 years in 1964. 

20. The discovery of the sulphonamides and the development of penicillin 
and other antibiotics have had a dramatic effect in the control of infection 

. and have helped in the general decline in the incidence of infectious 
diseases. Deaths from diseases such as diphtheria and whooping cough 
are now quite rare, because of the protection against thes~ diseases offered 
by. immunisation. (It must be emphasised, howevc:, that ~e present 
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· freedom from fear of these diseases is justified only as long as children 
are protected against them. by immunisation). Vaccination against 
poliomyelitis, _and particularly the use of the new oral vaccine, raises 
pte hope that the elimination of this disease from the community may be 

. possible, but it is as yet too early to feel certainty about this. Improved 
sanitation and environmental health controls have led to a niaJ:ked fall 
in the incidence of food. and water borne infections, although, with 
increasing urbanisation, continuing alertness against such diseases will · 
be needed. The general picture in the field of infectious diseases should, 
accordingly, give rise to satisfaction but not complacency. Not all the 
infectious diseases are as yet fully under control. The incidence of 
infective hepatitis, for example, has caused concern· in recent years. 

Child Health 
21. In the field of child health too, there have been significant achieve
ments. The infant mortality rate per thousand live births has fallen· 
very _considerably in the last twenty years, as is shown by the following 
graph:-
75 

INFANT DEATHS 

60 PER IOQO LIVE BIRTHS 

45 

30 

IS 

0~~--~----------~----~----~----~ 
1945 1948 1951 1954 1957 1960 1963 1964 

20 

- ------ -·. -· . 

· This dramatic improvement is due in considerable part to the develop
ment of our health services for mothers and infants in recent years. 
This reduction in infant mortality has been effected by reducing the 
number of deaths of infants after tlie first week of life. The mortality 
rate for infants in the first week of life has changed little and in the years 
to come, attention must be concentrated on this aspect of the infant 
mortality problem and also on the causes of stillbirths. · 0~ birth rate 
is high relative to other European countries. Hence, our maternity and 
infant care services must be a, relatively more important part of our 
health services. 

22. The health pattern among older chil9ren· is also better now than in 
former years .. No longer are ·they threatened by ·major epidemics of 
serious infectious diseases and in preseD:t-day child welfare and school 
health examination clinics there is seldom found the gross' malnutrition 
noted by medical officers in earlier years. The relative prosperity and the 
developments in science which have brought these changes about have, 
howevC<r, brought with them new· hazards for children. Accidents are 
taking an increasing toll of child life and these;, as causes of injucy and 
death, must receive increasing attention: · 

23. Recent surveys have shown a very high incidence of dental caries 
among children. By reason of the introduction of fluoridation of public 
water supplies, i~ is expectec\ that this high incid~ce will be redu~ed, 
but significant r.esults cannot be expected until this useful prophylactic 
measure has been in operation for a number of _years. 
New Fields in .. PreTJentive Medicine 

24. The preventfve health services will; of course, still have as a major 
concern the control and elimination of infeCtious diseases and the reduction 
of mortalitY a'n:d ·~orbidity in young children; but their future efforts in 
these fields might be described as holding operations in the main. For 
new projects in preventive medicine, the stress will be on non-infectious 
epidemics largely ·caused by certain factors in modem living, which 
include the motor _car, the increased use of tobacco, faulty diets and lack 
of exercise. There is considerable evidence that some of these factors 
are connected with the increased incidence in the vulnerable age-groups 

. of each of our two. major causes of death, he_art disease and cancer. 
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-The following graph showing the change in the incidence of mortality 
from cancer over the past twenty years dramatically counterbalances 
~e graph in para~aph 19 showing the change in mortality from tuber
culosis:-
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The median age at death was 65.4 years in 1945 and 68.0 yean in"1964. 

25. The preventive health services of the future must be geared to 
deal with non-infectious conditions such as these and ·the requirements 
for dealing with them are much more complicated than for old-time 
epidemics of infectious diseases. In particular, the ser:vices must become 
increasingly concerned with health education of the public on what 
91uses these diseases and· how they can be ~voided. The preventive 
health services must become concerned too in _other health problems of 
the modern way of life, and in particular in relation "to the prevention 
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of accidents. More attention must also be given to the early· diagnosis 
and assessment of the physically or mentally handicapped child and to 
the prevention of congenital deformities. 

26. In many branches of medicine, attention is now being directed to 
early diagnosis of disease, so as to limit disability. Schemes for the pre
symptomatic dia~osis of many conditions would now seem to be quite 
praCticable. Such schemes -are being introduced for some conditions at 
present (see p~graph 108) and may well becOme a main function of 
preventive medicine in the future. 

General Practice 
~ . 

27. The organisation of general medical care by health authorities for 
· the eligible group. of the population is dealt with in detail in Par:t III of 
the White Paper. It will become increasingly necessary "to ensure that 
doctors in general practice have opportunities for post-graduate study to 
keep themselves familiar with developments in medicine . 

Hospital S~~s 

28. Hospitals, which in former years were but refuges where patients 
could receive ¢mfort and basic medical care, have now become highly 
complex organisations, offering a wide range of skills for the· diagnosis. 
and treatment of diseases. The more sophisticated and specialised these 
skills become the more necessary it will be for the services to. be .planned 
effectively so . that the best use will . be made of these skills. Some 
specialties can obviously be best organised at or from a national centre 
and others from, a limited number of centres. Unnecessary duplieation 
must be avoided: The social. aspects of ill-health are becoming increasingly 
important and it is clear that more attention to ·this subject will be 
necessary, because. social conditions in general have a marked bearing 
on bed occupancy in hospitals ·and on the numbers of hospital beds 
required. The ·maximum use. of out-patient services will be ~sential. 

Mental Treatmnit · . · 

29. In the field of mental illness, the discovery of new drugs and methods 
of treatment ·and·. a changed medical and community attitude have in 
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recent years had a very beneficial effect. Further changes. can be· ex
pected and the developments _whic~ may be needed in the mental health 
services are at present bt;ing considered by a special· Commission. 

Vital and Health Statistics 

;,. 30. Modem medicine more than ever demands an accurate compilation 
· of. knowledge a?out the individual patient and his social circumstances 
must be taken mto account as well as his medical condition; For the 
accurate planning and'· proper development of the health services it will 
become increasingly necessary to have more acc~ate records. 'Up to 
the ~resent, reliance has been placed mainly on the changes reflected 
by VItal and mortality statistics, but in recent years the Department of 
Health has compiled some very revealing statistics on hospital bed 
occupancy. The analysis of these has been of considerable value to the 
Departm~nt an~ to health authorities (some of the result~ of this analysis 
are ment10ned m Part III of the White Paper). Some morbidity studies 
have also been undertaken, particularly in relation to tuberculosis but 
this type of st~~y ~eeds to b~ extended by the use of in-patient eilq~es 
and by . enqUiries ~to _the mcidence of diseases in particular ·groups, 
such_ as school children. Such studies, it is hoped, will_ show more 
precis.ely. the ~ha~ging pattern of disease in the community and, in 
combmation With 1mp~oved mortality and other statistics, will help in 
the future planning of health services and in evaluating their benefits. 

(ii) POPULATION FACTORS 

31. · The further development of the services will be affected by a 
number of st~tistical factors relating to our population, of which a few 

·may be mentioned. In the first place, future planning cannot be carried 
out .on the basis of ·the. present population re~g static. Regard 
must be had t~ the expectation that it will increase. A recent projection 
of the population, prepared by the Central Statistics Office, taking into 
account ~e natural increase (that is the excess of b_irths over deaths) 
and allowmg for a reduction in emigration with economic development 
suggests that. the population by 1976 may be as high as 3,152,000 and 
that by 1981It may be almost 3,400,000. It is for a population increasing 
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to a ·figure of this order that planning of the health services must now be 
directed. This means; for example, that our hospitals must be co-ordinated 
more effectively and operated more efficiently. 

32. Secondly, ·the· changing balance as between the rural and the urban 
populations will affect the organisation of the services and, in some 
degree, the diseases which they will ·be -designed to combat. In.· 1960, 
37.0 per cent of our workers were employed in agriculture, forestry and 
fishing. By ··1970; it is expected· that this proportion will have dropped. 
to 28.7 per cent. 

33. Finally, among the population factors affecting the planning of the 
health services, there is one which is very important in any country, 
that is the division of the population between those in the economically 

. productive age· group (taken as between 15 and 65 years ·of age) and 
those outside that age group. Children and old people use the health 
services much more than those in the productive age groups, while it 
is the work of the latter that must pay for the services. The percentages 
of the population, in the economically active age group (15 to 65 yeaiS) 
are as follows for Irel:ind and for other western European countries::....... 
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Thus, the health services ·for each one hundred of the population in 
:&:eland must be pai~ for by only 58 economically active persons, while, 
~ the other counuies ·listed there are from 61 to 67 such persons to 
pay for the health serv'ices for each one hundred in the population. 
The lesson· ftom this is obvious : if the burden of our health serVices 
on the limited nu~bers who will have to pay· for them is to be tolerable, 
-then their development must be planned so as to· ensure the utmost·. 
efficiency and economy in their administration and so as to avoid ex
penditure on services (or extensions of ser:vices) not demonstrated to 
b~ reasonably necessary. 
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PART III 

THE SERVICES AND THEIR FURTHER D,EVELOPMENT . 

. (i) THE GENERAL MEDICAL SERVICE 

Eligibility f~ the Present Service 

34.· Each local ·health authority is obliged under section 14 of the Health 
· Act, 1953, to make available "a general practitioner medical and. surgical 

service, medicines and medical and surgical appliances" without charge 
for the lower income group. Each authority keeps a General Medical 
Services Register in which are entered the names of persons who, having 
applied for admission to the register, are accepted by the health authority 
as being entitled,. with their dependants (who are also listed in the 
register), to avail themselves of the general practitioner service of that 
health· authority. Those. whose names are on this register (otherwise 
than as dependants) receive cards as evidence of this. The health authority 
is required to review the register at least annually and may at any time 
delete the nam~ of a. person if they are satisfied that he shquld no longer 
be included . in it. To provide for eases in need of urgent medical 
attention, there. is a procedure for the issue, by members of the health 
authority and other. designated persons, including assistance officers, of 
temporary aut)J.orisations to eligible persons whose names are not on 
the register. These have a maximum period of validity· of one month. 

. . 
35. The tot~ nuinber of persons included in the General Medical-
Services Registet:s on 30 September 1965 was 823,809 representing 29.2 
per cent of t:Iie population. The following table shows the numbers 
and the percerttag~s by counties and county boroughs:-

27 

. ' 

' : 

' 

i 
I' 
r 
I 

I 
I 

: ~ 

'· 



,. 
I 

County or County Borough 

Carlow County Council .. 
Cavan County Council · . . . . 
Clare County Council . . ... 
Cork Cotinty Borough* , .· .. 
Cork County, ' excluding County 

Borough .. .. .. 
Donegal County Council . . . . 
Dublin County Borough . . . . 
Dublin County, excluding County 

Borough .. .. .. 
Galway County Council .. 
Kerry County Council . . . . 
Kildare County Council . . . . 
Kilkenny County Council .. 
Laois County .Council . . . . 
Leitrim County Council . . . . 
'Limerick County Borough .. 
Limerick County; excluding County 

Borough . . ·.. . . 
Longford County Council .. 
Louth County Council . . . . 
Mayo County Council . . . . . 
Meath County Council .. 
Monaghan County Council .. 
Oft'aly County Council . . . . 
·Roscommon County Council .. 
Sligo County Council · . . . . 
Tipperary (N.R.) County Council .. 
Tipperary '(S.R.) County Council .. 
Waterford Counr,Y Borough .. 
Waterford County, excluding County 

Borough .. .. .. 
Westmeath County Council .. 
Wexford County Council .. 
Wicklow County Council .. 

TOTALS 

Number of persons 
including 

dependants on 
General Medical 
Services Registert 

15,697 
16,763 
22,708 
20,302. 

63,465 
31,358 
87,145 

23,521 
59,714 
46,558 
23,764 
27,108 
16,320 
8,193 

13,202 
32,399 

14,058 
18,306 
50,427 
20,532 
19,895 
16,150 
26,595 
15,113 
15,770 
21,846 

9,686 

16,647 
16,906 
33,294 
20,367 

823,809 

Percentage of 
population on 

General Medical 
Services Register 

47.1 
29.6 
30.8 
26.0 

25.1 
27.5 
16.2 

. 13.0 
39.8 
40.0 
36.9 
43.9 
36.2 
24.4 
26.0 
39.2 

45.9 
27.2 
40.9 
31.5 
42.2 
31.3 
44.9 
28.2 
29.4 
31.2 
34.4 

38.5 
32.0 
39.9 
34.8 

29.2 

tin some areas, the figures may not represent the true,position as respects 
eligibility because periodic revisions of the Registers are· in progress. 

*Figures given are approximate as dispensary districts do not correspond with 
. the county borough area. 

Dispensary DistriFts 
36. For the organisation of the General Medical Service, each health 
authority area is divided into dispensary districts. -The boundaries of a 
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dispensary district may be altered by Ministerial order but the majority 
of the districts have not been changed for many decades. Districts 
vary greatly in area and c}_laracteristics and in the numbers of eligible 
,persons .resident in them. Dispensaries are provided and maintained 
by health authorities in the districts. 

District Medical Officers 

37. There is one district medical officer fo~ most dispensary districts but, 
in some districts with large numbers · of eligible persons, there are two 
or more. There are in all 627' dispensary districts with 674 district 
medical officers. A high stan4ard of qualification is required of candidates 
for posts as district ·medical officer. At least five years'· preVious satis
factory practise i!\ necessary. Except in the case of a few remote areas, 
there has- been .little· difficulty in getting enough suitably qualified 
candidates. The office of distric.t medical officer is pensionable in accord
ance with the Local Government (Superannuation) Acts and there is a 
retiring age limit of seventy years for the office. 

38. The district medical officer has the duty to attend at fixed times 
to see patients at the dispensary and he is required to attend a patient at 
home where necessary. · He also customarily acts as Registrar of Births, 
Deaths and Marriages for his di~trict. He is obliged to reside. in a central 
and convenient place within his dispensary district, . w;Uess there are 
exceptional :circumstances to justify a departure from this ·rule. The 
health authorities provide residences for 257 of' the district medical 
officers. 

39. District ntedical offi<;,ers are part-time and are free to. engage in 
private practice. In comm(,ln with oth,er private practitioners, they may 
enter into agreements to provide services under the Maternity 'and 
Infant Care,.Scheme (see paragraph 86). 

. ' '. ~ 

Supply of Drugs,~ Medicines and Appliances 

40 .. In the ·cities of Dublin, Cork, Limerick, Waterford and Galway, 
and in some .. of. the larger towns, pharmacists are emP.loyed by health 
authorities to ·compound and dispense medicines and drugs at the dis-
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pensaries. In the smaller· towns and in rural are.as (that is, in about 
520 out of the· total of 627 dispensary districts) medicines and drugs 
are dispensed by the district medical officers themselves as part of their 
official duties. So as to get t_he price advantages of bulk purchasing, 
contracts are arra.D.geq by the Combined Purchasing Section of the 
Department of Local Government for the purchase of drugs, medicines 
and appliances by the health authorities for the service. Drugs may b~ 
provided, free of charge, by health authorities from their stocks for 
persons whose names are not on the General Medical Services Register 
where the· private purchase of drugs of the kind needed would involve 
undue hardship on the person concerned-beca~se, perhaps, of the length 
of the illness. · · 

An Assessment. of the P~esent · Service 

41. The di~pensary system has many merits. It ensures that everywhere, 
even in the most remote western districts, there will normally be at 
least one highly qualified and experienced medical"practitioner to provide · 
services for the lower income ·group (and, incidentally, for' the rest of 
:the people through his private practice). It provides all needed ~gs, 
medicines and appliances for those. in that group at no cost to them 
and at a moderate cost to public funds. That there is now considerable 
advocacy for replacing this service by one. of a different kind does not 
detract from the quality of the service itself, nor reflect in any way on 
the work of the dispensary doctors who, for over a century, have been 
the strong foundation -of our health services for the lower income group. 
But, with all its advantages, the dispensary system has one feature whiCh 
must lead to its re-appraisal in any broad review of the health services 
·in the context ·of social development: that is, that one who uses the 
· serV-ice is set apart from a person who arranges for private medical care, 
in that he attends at the dispensary and not the doctor's private surgery, 
and has no choice of doctor. In assessing broadly the merits of the dis
pensary system, this feature must be accepted as outweighing the system's 
advantages and, now that many projects of greater priority in the improve
ment of our services have been completed or are well advanced, the time 
has come when it is possible to consider replacing this system by one 
more akin to what is arranged,privately by those outside the low~r income 
group. 
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42. The Government propose, therefore, that the general 
practitioner service organised by the health authorities should 
be re-arranged so that those whose in~dical care is paid for by 
the health authorities will be able to get the ·same kind of service 
as others can now get through private arrangement. This pro
posal involves substituting for the dispensary serVice a service 
with the greatest practicable choice of doctor and the least 
practicable distinction between private patients and those availing 
themselves of the service. 

Practicability of Providing a Choice of Doctor 
43. A considerable amount of study has been carried out in the 
Department of Health on the extent to which a chqice of doctor is 
practicable an~ pn how schemes to provide such a choice could be 
organised. This. study shows that, with general practitioners (that is, 
both district medical officers and private practitioners) dwelling where 
they do now, only a small fraction of the population-less than five 
per cent-is outside the range of at least two doctors. This conclusion 
is based on an assumption that journeys within a radius of seven miles 
for doctors and patients may be accepted as normal-a distance which, 
it might be mentioned, accords with experience in Scotland and Northern 
Ireland in the operation of the general practitioner part of the National 
Health Service. It would thus seeni to be possible to organise over 
most of the c.ountry a. service with a choice from among two or more 
doctors. The .Government's proposal is, therefore, that the present 
dispensary service will be replaced throughout the country by one which 
will allow of ·a . choice of doctor, although it is. recognised that for a: 
small proportion of the population the choice will not be readily effective. 

Proposals for N~ Service 
44. The details of this service will be discussed with representatives 
of the medical profession before any final decisions are taken, but it is 
possible at this stage to indicate that the Government have in mind 
that the serviCe will be such that an eligible person will have the right ' 
to be attended by .any doctor participating in the scheme. who is living 
within a reasonable distance, who is willing to take him_ as a patient and 
who has not already a full list of patients; that the doctor will be ex
pected to provi~e .for a patient accepted under the scheme the same 
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facilities as for private patients, making no distinction as respects wliere 
. and when patients are .treated,· or in waiting-room arrangements, to 

denote which patients are being paid for by the health authority; that 
payment· of the doctors will be on a basis to be negotiated with the 

· medical organisations (a capitation system seems the most practicable);. 
that all existing permanent district medical officers would have a right 
to be included in the list of participating doctors for the area, but that 
there would probably' have to be somt;: restriction on entry into the service 
by . other doctors, to avoid too many doctors participating in any area 
and each not having a worthwhile panel; that there would be a limit 
to the number of patients which any doctor coulQ take on his list and 
that dispensary district boundaries and, indeed, county boundaries, 
would have no significance in the orglUlisation of the scheme (which 
would be in ·the hands of the new regional health .boards referred to in 
Part V of the White Paper). The payments to the doctor would 
be_ designed to · cover an element for his nor~l practice expenses, 
including travel and the provision of consulting rooms, telephone etc. 

45. It is recognised that, on the discontinuance of the dispensary 
system, special steps would be necessary to retain doctors to provide a 
service in some of the more remote areas and allowances to supplement 
the standard paymen~s would be offered to doctors in such areas. In 
addition, whilst the health boards would not normally provide residences· 
for doctors participating in the service, they' wou.ld have the power to 
provide a house if this were considered necessary as an inducement to a 
doctor to practise in a particular area. The dispensaries would not be 
retained by the health, boards for the provi.sion of general medical services. 
Where the premises were suitable and were not needed for other health 
services, it might sometimes be possible to 'rent or sell them· to doctors 
for adaptation as general surgeries. 

46. There would eventually be no district medical officers as such but, 
for a transitional period, some of the existing holders of the office, 
particularly in remote rural areas, may be· retained on a salaried basis. 
The general position under the new service of those now holding· 
permanent offices of district medical officer will be discussed specially 
with the medical organisations at an early date. 
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47. The present system for registering births;· deaths· and marriages 
has been under examination and it had been expected that, in any event~ 
this registration work would be transferred from the. district. medical 
officers. If-as 'is likely-the introduction of an entirely new system of 
registration could not bt; arranged to coincide with the commencement 
of the new General Medical Service, transitional arrangements woul4 

·. be possible. 

Supply of Drugs, Medicines and Appliances under the New Service 
48. It would ·\>e possible in a scheme with choice of doctor to arrange 
to supply drugs, medicines and appliances through dispensaries or'othe~ 
health authority channels. This arrangement would have .. considerable . 
attractions, nottlie least being its economy. However, the Government 
accept th~t, if a choice of doctor is to· be given on th~ lines· 'set 
out, it would·be preferable if those using the service were entitled 
to get their drugs, medicines and appliances through the same 
channels as the doctors' private patients, that is · the .retail 
chemists, or .the doctors themselves in areas where· there are no 
·chemists.· It is, therefore, hoped to negotiate a satisfactory and economical 
scheme wit;h representatives of the ·retail pharmaceutical c~emists under 
which presaiptions given by doctors to ·patients under the service· would 
be dispensed by retail chemists from stocks supplied by the health 
authority.· . . . 

49. While the_ right of each doctor to prescribe for his patient whatever 
is reasonably'pecessary is recognised, experience of the supply of diugs 
and medicines under services in other ·countries would -indicate that as 
much as possibie should be done to facilitate and encour~ge doctors in 
being econo~ical in prescribing. In particular, it is hoped that arrange
ments will.be made in conjunction with the representatives of the. medical 
profession·:to~ di~courage the prescribing of expensive proprietary brands 
of preparations where there is a suitable non-proprietary analogue. 
It would be arranged that the Department of Health, in consultation 
with the -representatives of medical practitioners and pharmaceutical 
chemists, would compile for the use of the doctors working in the s~;;heme 
a nationa) · formulary which would be regularly revised to keep it up 
to date. In n'orfi;tal circumstances, the doctors would be expected to 
adhere to this. . . . .. ·· ' · · 
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Definition of Class Eligible for the General Medical Service 
50. A persistent basis of criticism of the present service lies in the 
differept standards of eligibility which are a consequence oflocal variations 
·in interpreting .the formula for the lower income group mentioned in 
paragraph 10, and in the fact that the standards for eligibility are .not 
published. Local health authorities must operate the law as they find 
it and variations such as these are probably inevitable in the operation 
of thi's somewhat vague criterion. It is, therefore, no reflection on these 
authorities that the Government accept these criticisms as valid. 

51. It is proposed to introduce legislation under which the 
Minister for Health would make regulations specifying the classes 
of persons entitled to participate in the service. Such a specification 
would fix different inco~e limits for single pei:sons, for married couples 
without dependants and for married couples with dependants, provision 
being made for a quite substantial increment in the limit for each child, 

_ having regard to the fact that hardship in meeting doctors' and chemists' 
bills is most likely to be met in large families. Certain outgoings, such 
as rent, would be deducted in applying the limits. Corresponding limits
probably by reference to rateable valuations-could be fixed for farmers. 
The 'family incom.e' concept which now governs the determination of 
eligibility would be modified so that only the means of the person 
concerned and his or her spouse would be taken into account. Recipients 
of non-contributory Old ·Age Pensions, Blind Pensions and Widows' 
Pensions would be included among the classes specified as .eligible. 

52. These regulations, it is considered, should be subject to the approval 
of each House of the Oireachtas before coming into effect. Persons 
within these limits would automatically be entitled to participate in the 
new General Medical Service, but it would be necessary to leave a 
discretion to the authorities operating the service to admit other cases 
experiencing undue hardship at any'tinie because of special circumstances, 
in meeting privately the· cost of medical care. The income limits 
fixed by these regulations would be widely publicised, thereby 
overcoming one of the shortcomings of the present system. 

-. 
53. · The Government are aware of proposals recently made for the 
extension of the general practitioner service, with a choic~ of doctor, 
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to the whole population or to the entire middle income group. In the 
Government's vi~w, however, satisfactory evidence has not been offered 
'to show that. such an extension is necessary. Indeed, the evidence that 
is ·available would indicate that hardship is seldom caused in the middle 
income group through family doctor's. bills. As a wide extension of 
State-operated or State-organised general medical services has not been 
demonstrated to be necessary, the Government would regard it ·as un
desirable and ·would not, therefore, propose that the limits to. be fixed 
by the regulations mentioned in the preceding paragraph would be such 
as to include· a · high proportion of the population. Before the limits 
were decided upon, it wouid be proposed to survey all available statistical 
material on medical costs and, perhaps, to conduct some further sample 
statistical surveys of such costs, so that the limits could be related in a 
broad way' t!l·the present incidence of.expenditure on general medical 
care. 

Drugs and Medicines for the Middle Income Gro'fP 

54. In recent years the Department of Health .has drawn the attention 
of health authorities to their power to 'provide expensive essential drugs 
and medicines for persons outside ·the lower income group where undue 
hardship wo~l4 . .be involved in obtain4lg these drugs privately. The 
extent to whic;h, this facility is availed of is, however, somewhat limited 
and it is recog~sed that· the supply of drugs in this way for such persons 
as an off-shoot of the present General Medical Service is not entirely 
satisfactory. ,Coinciding with the proposed replacement of that service 
with· the new .type of service referred to earlier, it is intended that 
better an4 mor~ formal arrangements should be made so that 
health authoritif?S will assist- persons in the middle income group 
in obtaining, drugs where undue expense arises. 

55. The details of this scheme will be worked out in consultation with 
the representativ~s of the pharmaceutical chemists. It is envisaged that 
a person not· entitled to the General Medical Service, but in the middle 
income group, .would be .able to obtain assistance. where his private 
expenditure in ·a fixed period· on drugs and medicines prescribed by a 
doctor had exceeded· a certain sum.· A scheme of this kind has the 
attraction ~f a.dministrative simplicity, in that those using. it would 
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apply to the health authority o~y when they had encountered hardship. 
Drugs would be supplied under the scheme on the same basis as those 
provided for persons eligible for ·the General Medical Service, but it 
is expected that those in the middle income group would pay part of the 
cost of each item supplied. Through a scheme such as this, the middle 
income group would be . safeguarded !lgainst having to meet very heavy 
expenditure on drugs and medicines; while at the same time there would 
be no ~nnecessary and expensive arrangements for supplying persons 
in that group 'with drugs and medicines for which tliey could readily 
pay privately without hardship. 

District Nursing and Home Help Services 
56. A ·district nursing service is provided to supplement the General 
Medicil Service. There are at present 171 public health nurses engaged 
in district nursing in the service of health authorities and 129 nurses 
employed by voluntary_ agencies which· are subsidised by health author
ities. (There are also 201 public health nurses attached to the offices 
of the chief medical officers): Nurses on district duties, in addition to 
general home nursing, provide midwifery services and assist with the 
other public health nurse's at school health examinations, maternity and 
child· health .clinics and immunisation and vaccination sessions. 

57. In general, health authorities concentrate on the lower income group 
in providing home nursing services and few authorities have made these 
services available to· persons outside that· group. It is proposed, now, 
however, to make arrangements so that the district nursing 
service will b~come available, free of charge, to members of the 
middle income group in respect of the home nursing of. the· aged 
and chronic sick' but in view of the range of duties of a district nurse, 
it will not of course be pra!=ticable to provide whole-time nursing attention 
for such cases. More public health nurses will be recruited for district 
nursing duties and courses on home nursing will be organised for existing 
nurses, and for the recruits. 

58. The need for a home help service, as an ancillary to the 
district nursing service, particularly for old people. and the 
chronically sick; is appreciated. It is proposed that provision 
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· .. 
should be made for such a service in legislation and consideration 
is being given to its organisation, including the .role voluntary 
organisations can play. 

(ii) INSTITUTIONAL AN~ SPECIALIST SERVICES 

The Basis of the' Services 
' 

59. Each health authority has an obligation to arrange for hospital and 
specialist services for the lower and middle income groups, as described 
in paragraphs 10 to 12. This obligation extends to the seryices given in 
general medical · and surgical hospitals, in maternity and children's 
hospitals, in special hospitals (such as those providing treatment for 
cancer and for eye and ear conditions), in homes for the m~tally handi
capped and_ in tnenial hospitals. Where treatment in hospital is needed 
for defects discovered at school. health examinations in national schools, 
it is provided irrespective of the parents' means.. A different obligation 
rests on health ·authorities as respects hospital care for persons suffering 
from schedUled. infectious diseases, including tuberculosis. Under the 
Health Act, J947,. free hospital treatment is available for the entire 
population :in. the case of these diseases. 

60. A health ·authority can meet its obligation to provide hospital 
services either .by doing so in its own institutions-~e regional, county 
and district·: hospitals-or by making arrangements with voluntary 
hospitals, or by a combination of both of these ways. In Dublin 
particularly the voluntary hospitals are largely used, but jn most counties 
the. health authority's own institutions are the basic units in the provision 
of the service ·and patients are usually sent to the voluntary hospitals 
only for treatments not available in the health authority's own hospitals 
or where the ·Iatter are full. In the case of mental treatment, only a 
small proportion of patients are treated in private institutions, the district 
mental hospita"ts· of health authorities (or of joint mental health boards 
appointed by the health ~uthorities of two or more counties) being the 
main centres: for care and treatment. 
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Charges for Servic~s 

6~. For persons ~ the_ lower income group, hospital services of all 
~ds a~e always free of charge when arranged by the health authority 
m pubhc wards. Maternity hospital care and hospital care for infants 
up to six weeks of age, when thus arranged, are free for the middle 
income group also: Treatment of defects f9und at school health 
examinations is similarly free, whatever the parents' means. Otherwise, 
~or persons in the three categories of the middle income group mentioned 
m paragraph 11, charges for maintenance and treatment may be made 
at a r~te hot exceed~g ten shillings a day. The health authority has 
an option to make this charge or not in ~y particular case, and to decide 
on the amount of any charge made, within the ten shillings a day limit. 
It has bt;!en estimated that, in a recent year, no charge was made in the 
case of sixty per cent of middle income group patients and that only 
half of the remaining forty per cent were charged more than five shillings 
a day. The basis of charges for mental treatment are the same as those 
for general hospitals, but charges are made in fewer cases. For the year 
ended 31 March, 1965, the total amount collected in such charges was 
estimated to be £484,000. . 

~2. ; The imposl.tio~ of the~e charges ~or intern hospital care is quite 
JUStifiable. The service provided by the health authority is very expensive 
an~ the payment of a charge of this kind should not involve hardship 
seemg that health authorities generally, according to the figures mentioned 

. above, do not impose the maximum charge save in a minority of cases. 
The Governmf;!nt do not consider that it would be justifiable to forego 
the -r~venu~ from these charges, particularly as, under the legislation 
mentioned ~ paragraph 12, the scope_ of the hospital services 'is being 
e~ended to mclude those with incomes up to £1,200 a year and farmers 
With holdings valued up to £60. . 

Choice of Hospital 

63. Instead of availing himself of the services offered by the health -
au~or~ty in .one of its own institutions, or in a voluntary hospital with 

· which It has made an arrangement, an eligible person may go to a hospital 
or nursing home of his choice. Where he does this, the health authority, 
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under section 25 of the Health Act, 1953, will make a payment to the 
hospitai or nursing home if it is included:_as most m:e-in a list approved 
by the Minister for· Health. This payment is, in the case of a hospital, 
equivalent. to what ·.the health authority would pay for a patient sent 
there, less ten shillings a day. For example, the payment made to a 
teaching hospital under the ordinary arrangements by health authorities 
is 54 f6d. a day at present, which includes an element of remuneration 
for the consultant .staff of the hospital. The "section 25" payment for 
a patient who ch_oo~es to :go to such a hospital would be 44 /6d. a day 
if he were in a p"Q.blic ward (this, too, includes an element of remuneration 
for the ~onsultant staff), or 40/- a day if by his own choice he were in 
private or semi-private accommodation (the latter figure does not include 
.any element ·of remuneration for the consultant staff; in such a case, 
this is entirely a matter for private arrangement between Ute consultants 
and the patient).- . The present approved daily rate of payment under 
section 25 for persons who of their own choice enter nursing homes 
and maternity homes is 21 f6d. a day and there are restrictions on the 
periods for which payment will be made for a patient in such a home. 
It is not.intended to make any change in the application of these pro-

. visions for as.sisting those eligible persons who of their own choice go 
to a selected hospital or home. 

Out-Patient Specialist. Services 

64. The organisation of out-patient specialist services for the lower 
· and middle income groups· and for pupils of national schools for defects 

fQund at school' he~lth examinations is also a responsibility of 'the local 
health authorities and, in the case Qf these services too, some of the 
arrangements ·are organised through the health authorities' own institutions 
and staff and some through the voluntary hospitals. Radiology, laboratory 
and pathology services are included among the out..:patient specialist 
services provided; .. 

65. Out-patl.ent 'specialist services are provided free of charge for the 
lower income·group, for maternity cases and infants up to six weeks of 
age in the middl~·income group and for the treatment of defects discovered 
at school health ·examinations. Otherwise, for persons in the middle 
income group;' charges at the rate of seven shillings and sixpence for 
x-rays and liaif-a..:crown for other visits are collected. The total estimated 
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amount collected by way of these charges 41 the year ended 31. March, 
1965 was £48,000. · · 

66. . In future, it will ~e necessary . to encourage the use of out-patient 
servxces as much as possible instead, of intern hospital services. There
fore, while, as indicated above, it is intended to retain the present 
charges for the latter services, it is proposed to introduce legislation 
to abolish the charges for out-patient specialist services. The 
collection of these charges is troublesome and it is thought worthwhile 
to lose the revenue from them so as to make out-patient specialist services 
more easily available to eligible persons. 

Voluntary Health Insurance 

67 .. Mainly to cater for the higher income group, the Voluntary Heal~ 
Ins.urance ~oru:;d was s~t up by statute in 1957 to offer insurance ~gainst 
maJor medxcal ~pendxture. The. Board has successfully developed its 
business and about 250,000 persons are ·now insured with it. The 
scheme operated by the Board offers treatment and maintenance b~nefits. 
suited to the requirements of. the insured, in respect of in-patient hospitai 
trea.tment ·but· not at present ·for other items of expenditure. The 
Government recognise the value of the Board's work and will continue 
to encourage its development. Th~y are particularly pleased to note 
that the Board continually endeavours to improve its benefits and that 
it is now considering an extension of its field of activity so as to offer 
prot~ction against abnormal medical expenses outside hospital. 

Trends in the Demand for Hospital Care 

68. In rece1;1t years there has been a significant increase here as in other 
countries in the number of people being admitted to hospital. In 1964, 
one person in every ten r~ceived 'in-patient hospital care in a·~general 
medical and surgical hospital, a children's hospital, a maternity hospital 
or a special acute hospital. Fortunately, a continuing reduction in the 
average duration of stay in hospital (it fell from 20.1 days in 1960 to· 
17.6 days in 1964) has been a major factor in makirig it. possible to 
accommodate the additional patients. The development since 1951 of 
the trend towards increased hospital admissions is shown by the following 
graph:- . · . 
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69. The rea~ons (or this trend are complex and their analysis calls for 
the institution ·of a continuing hospital in-patient inquiry, which, it is 

1 hoped, will be carried out by the Medico7 Social Research Board, recently 
established ·by the Minister for Health. Probably the wider use of hospital 
diagnostic facilities "'at an earlier stage of illness has contributed poth 
to .the increasing number of patients and to the shortening of the average · 
length of stay in hospital. Another factor in the rising demand is the 
increasing numbers of aged people in the communiry. There has, too, 
been a growing preference for some years for confinement in hospital 
(domiciliary cOnfinements fell from on~-third of the total confinements 
in 1955 to under OI~e-eighth in 1964). 

70. Althou'gh still·substantially below British and United .States figures, 
our general hospi,tal 'costs have been rising rapidly and are now of the 
order of £25 per week in some teacl~ing hospitals. It must be a prime 
object of policy to ensure that there is no avoidable use or unnecessarily 
prolonged occ~paiicy of acute hospital beds. It will be necessary, too, 
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to apply more vigorously in the hospital service modern concepts of ad
ministration and management and to secure, by co-operation, economical 

- and efficient provision of some common services. An example ~f this 
approachis the_recelit establishment by the Minister for Health of the 
Hospital Joint Services Board which will provide sterile hospital requisites 
on a country-wide basis. By closely studying all the related factors, by 
improving out-patient facilities for diagnosis and by extending domiciliary 
services to fac;ilitate th~ care and treatme.D.t of patients in· their homes 
where this is practicable, it seems that it would be possible to meet the 
growth in the ·demands of the present population within the existing 
bed complement of the hospitals, but some increase in that complement 
may be required in the future to meet the needs of a rising population. 

I 

71. A great part of our general hospital complex is of modern construction 
but there are still some major replacement projects to be. undertaken. 
These include a :p.ew St. Laurence's Hospi~al in Dublin, a major hospital 
to replace some of the small and outdated units in the Federated Dublin 
Voluntary Hospitals and the building of a regional. general hospital 
in Cork. 

Trend towards Regional Development 

72. The following table shows for the years 1951, 1957 and 1964 the 
numbers of in-patients tre~ted in the different categories of hospitals:-

' 
Year 1951 Year 1957 Year 1964 

Category of 
Hospital* Per- Per- Per-

No .. of centage No. of centage No .. of centage 
Patients of Total Patients of Total Patients of Tot!~~ 

Voluntary Teaching 
& Regional Hospitals '83,290 46 112,254 49 147,455 52 
Voluntary non-
Teaching and County 

.. Hospitals 
Cottage and District 

66,394 36 81,872 36 104,190 37 

Hospitals .. . 32,143 18 35,264 15 31,286 11 

TOTALS .. 181,827 100 229,390 100 282,931 100 

* General medical and surgical hospitals, children's hospitals, maternity hospitals 
and special hospitals for cancer, eye and ear cases etc. are -included : mental 
hospitals, infectious disease hospitals, orthopaedic hospitals, county homes, private 
hospitals and nursing homes are not. 
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This table shows that most of the increase in admissions demonstrated 
by the graph 'in paragraph 68 'was in the voluntary teaching hospitals 
and the regional hospitals, which are ·now treating about half of all 
hospital patients. As the trend shown in this table can be expected to 
continue the need for considering the future planning of our hospital 
services in geographical units larger ·than the county is evident. 

73. The table shows, too, the development since 1951 of the services 
in ·our county ho.spital~, These are, on the whole, good modern institutions 
but the increa~fug complexity of medical care and the division and sub
division of various medical specialties must lead to a recognition that 
a county hospital is not entirely suited to be a self-contained unit. It 
is therefore highly.' desirable that county hospitals should becom~ closely 
associated with ·each other and with the teaching and regional hospitals 
in some form .. of regional administration, such as that referred to. in 
Part V. of the- White :Paper. 

Ambulance Seroice's 
74. Each local health authority provides ambulance services. Sugges.., 

tions have been made that· th,ese services would be better organised ~s a 
national responsibility by a central body. The GOvernment do . not 
accept that this is so, but recognise that the transfer of responsioility 
for this •service_ to the proposed new regional boards will in_ some areas" 
permit of more)exibility in the practical arrangement of the ambi.J.lance · 
services. 

75._ By arrangement with-the Minister for Defen'ce,local health ~uthorities 
may use heliC<?pters-where this is necessary for the transport of seriously 
ill or badly mjur~d patients, paying appropriate charges for their use 
to the Deparim~t" of Defence. 

': . . ~ 
Care of the Ment(#ly Ill 
76. The Conimission ·.of Inquiry on Mental Illness, established· in 
.August, 1961, is: expected to report within a few months and while the 
quality of the Mental Treatment Service is constantly being improved, 
it would be inappropria.te to make any statement of policy now on measures 

· · to improve it further •. _· The increase in income and valuation limits for 
the middle income· grpup referred to in paragraph 12 will, of course, 
benefit those availing themselves of this service. · 
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Care of the Mentally Handicapped 
77. The report of the· Commission of Inquiry on Mental Handicap, 
published in April, 1965, is under consideration by the Government. 
As it is intended to publish a separate White Paper indicating the 
Government's decision on the .. recommendations in this report, it is not 
proposed in the present. White Paper to discuss the development of the 
services for ·the mentally handicapped. The local hea).th authorities' 
responsibility for providing institutional servi~es under section 15 of 
the Health Act, 1953, however, extends to arranging for the care of 
mentally han,dicapped persons who are eligible for the services under 
that section. It is intended that this obligation will be transferred to the 
new regional health boards referred to in Part V of this White Paper. 
In the discharge of this obligation, it may be assumed that these new 
authorities will continue to use the services of the voluntary bodies in 
this field. 

(iii) THE CARE OF THE ·AGED 

The Extent of the Problem 
·78. In this, as in DlllD.y other countries, the care of the aged is a problem 
of growing magnitude. The following table shows the change between 
1936 and 1961 in the proportion of old people in the population:-:-

Aged 65 years Aged 75 years Aged 85 years 
and over and over and over 

Year 
Per- Per- Per-

centage centage centage 
Number of Pop- Number of Pop- Number of Pop-

ulation ulation ulation 

1936 .. .. 286,684 9.66 87,743 2.96 11,505 0.39 

1946 .. ' .. 314,322 10.64 99,881 3.38 13,23?· 0.45 

1951 . .. .. 316,391 10.69 108,727 3.67 13,285· 0.45 

1961 . . .. 315,063 11.18 118,785 4.21 18,535 0.66 

In the long run, it can be expected that the numbers of elderly persons 
will continue to increase. 

79. ·The increasing numbers of old people ·pose ·serious medical and 
social problems. Many people as they grow old suffer. from some form 
of physical or mental impairment or illness but the medical needs of the · 
aged cannot be viewed in isolation. It is often difficult to distinguish 
between their need for medical and nursing care and their' need for help 
in looking after themselves so that, in planning health .services for the 
aged, a health administration cannot, as in the case of the working · 
population, con~m itself solely with medical prevention ·and treatment. 

I ,. ,, 

80. Of co~e~. only a relatively small proportion of the total number 
of old persons mentioned above needs to have full c;:are and maintenance 
arranged by ·publ,i<;. authorities. Many old people are, in normal circum
stances, e<;9nomidlly self-sufficient through· savings or superannuation 
benefits and . the , proportion of these can be expected to rise with the 
increased development of superannuation schemes ln. private employment 
and the anticipatec:I long-term increase in the numbers who will become 
entitled to ·Old ·Age (Contributory) Pensions under the Social Welfare 
scheme. In. few cases, however, would the income of a retired person 
be sufficient. for him to meet abnormal medical costs without hardship, 
having regard to ihe expc;ctation that these costs will be higher for an 
old- person than for a younger one. 

,•,. :··· 

Old Persoti_S Li:ping_ at Home . 
81. While 258,586 of the 315,063 persons oyer 65 in 1961 dwelt in 
private hous~~o~ds with other persons, 32,210 lived alone and 24,267 . 
were accozln;noctated in various i.D.stitutions. The Government's general 
aim is to encourage old people to stay at home and to endeavour to 
ensure that assistance will be available where needed to e~able them 
to .do so without causing hardship to the aged or imposing too heavy a 
burden on thefr relatives. Primarily, this assistance will form part of the 
ordinary pa~~m, .of health services, as described elsewhere in the White 
Paper, and this should adequately meet the medical and allied needs of 
most old people:· : )he new limits for hospital and specialist services 
mentioned :iii· paragtaph _12 are such as to include. virtUally all retired 
persons and ihe' re!.organised general medical service will make available 
a gener81 pra~#~n~r service fot all those old people who cannot readily 
afford to. pay :ili,eit: gen,_eral practitioner's bills. In particular, as indicated 
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in paragraph 51,_ it ~ill be made clear that all those with non-contributory 
Old Age Pensions will be.entitled to this service; in 1961 these numbered 
117,890 of the total of 211,575 persons aged seventy or over. 

82. To supplement the· general health services, however, it is 
intended' that improved geriatric services will be developed by 
the new regional health boards. These services will make available 
specialist advice and treatment for old people at hospitals (where the 
aim will be to re~tore the patient to the community as early as practicable), 
at out-patient clinics and, where necessary and feasible, in their homes. 
One of the most important things in caring. for the aged is to prevent 
debilitating conditions from developing. Many elderly people do not · 
seek medical advice or treatment until a stage has been reached where 
full rehabilitation is very difficult. Therefore, it will be essential to arrange 
that old people, and particularly those living alone, know what health 
services are available and are encouraged to use them. The regional 
health boards wilf be charged with so arrang:iD.g through their public 
health staffs and the appropriate voluntary agencies. 

83. Those responsible for organising the health services have a special 
concern in the social problem presented by the minority of old people 
who. have no adequate domestic arrangements for ordinary living. The 
circumstances of these are varied, 'but the most common problem is 
perhaps that of the old person who has no available relative with whom 
he or she can stay and who must therefore be specially accommodated. 
The provisions ·in the Housing Acts for financial assistance in providing 
accommodation: for ol.d people help to meet the problem, but it is often 
not simply one of providing a dwelling. In many cases the old .person, 
while not bedridden, may be too feeble to live alone and care ·for himself 
or herself.' Again, the care of an old person ·living with a married daughter 
or a daugh~er-in-law may take up so much of the time and energy of a 
busy housewife that she may need outside help. Up to the present, the 
·primary responsibility of the health authorities, as such, in caring-for 
old people like these has been in accommodating them in county homes. 
While there will always be m~y cases where institutional care is the only 
reasonable solution, it is considered that in_ most cases the:wishes:of the 
old people themselves, and of their relatives, will be better met if .aid 
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can be given so that th~y can stay at home. Such aid will J>e arranged 
on an increasing scale through.the district nursing and home help services 
referred to in paragraphs 56 to 58. 

84. Voluntary organisations can often provide the most effective home 
aid. It is important that their efforts should.be supported by encourage
ment and assistance from public authorities and if all the _services are 
to be proyid;ed. effectively, then there should be cl?se co-ordination 
between those· working voluntarily and the appropriate public officials. 
The Governn'lent, while aware of successful co-ordination of this kind 
in a number of local areas, recognise that if the best value is to be 
obtained fof the aged from the health _and assistance services 
and the. efforts of voluntary agencies there must, at the central 
level, be a Clear line of responsibility for seeing that there is the 
necessary co•ordination of the various services. · It is proposed 
that this responsibility will be assigned to the Minister for Health 
and that his Department, in co-operation with the Departments 
of Social ·Wetfare · and Local Government and the various 
voluntary agencies, will encourage local co-ordination of the 
various public and voluntary services available to the aged. 
There is already in existence an inter-Departmental Committee with 
representatives of .these three Departments, which is considering this 
question. 

County Homes 

85. The long-term care of the chronically ill is arranged by health 
authorities mainly in county homes. Some of these homes have been 
reconstructed ·or tebuilt in recent years and the reconstruction or re
building of others is in progress or is being planned. It is intended 
that the county homes should be developed as long-stay hospitals and 
that they should ·.be adequately staffed and equipped to deal with the 
rehabilitation· or· care of patients. In the. past, provision was made in 
them for instihitional shelter and maintenance for Person~, not ill, but 
unable througli ·soCial incompetence to provide for themselves. Tlie 
developmen~ ·of the services outlined in the preceding paragraphs should 
reduce considet~bly. the nu~ber of old persons who will require such 
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care in future but where shelter and maintenanCe of this lcind has ~till 
to be provided, it is intended that it will be provided in accommodation 
separate from that for the chronically ill. 

I . . 
I (iv) SERVICES FOR MOTHERS AND CHILDREN 

i ' . . Matermty and Infant Care Service 

86.1 Medical, surgical, midwifery, hospital ~d specialist servi~es in 
res.pect of maternity are provided .free of charge through health authorities 
for~mothers in the lower and middle income groups, and for their infants 
until they reach the age of six weeks. The service is primarily based on 
agrfements with medical practitioners and midwives. There is a choice 
of .~octor and, where feasible, of midwife and the service is generally 
sa~factory. The arrangements governing the . hospital and specialist 
setyices are described in paragraphs 59 to 66. No change is contemplated 
in this service. · 

I 
i . 

Mi~k for Mothers and Children 
I 

87. ~Health authorities supply milk free to expectant and nursing mothers 
in tpe lower income group and to children up to five years. of age whose 
parents are unable from their own resources to provide them with an . I 

ade9uate supply of milk. This scheme will continue. 

Ma}ernity · Cash Grants 

88. jA cash grant of £4 for each confinement is payable under section. 
. 23 9f the Health Act, 1953 to women in the lower income group. To 

take, account of the change in money values and in the rates of social 
wel~are payments generally since the date of the Act, it is .p~oposed 
to i;ncrease by amending legislation the amount. of this grant 
to £8. It is also intended to introduce an amendment to section 
23 so that where there is a multiple birth a grant will be paid 
fo~ :each live-born child. 

I 
Child Welfare Clinics . 

89. fHe~th authorities are obliged to provide child welfare clinics jn :1 wnh three thousand or more people and may provide such clinks 

. ·: .. 
,!. 

in other centres ... They are held in about one hundred centres ~oughout 
the country. Clihics ·are conducted by medical officers employed by the 
health authorities~usually assistant county medical officers-who work 
under the general direction of the county medical officer. The services 
at the clinics are · ayailable free of charge to all children under . six years 
of age. · 

' 
·90. The clinics are primarily preventive and are not intended for the 
treatment of defects. .The main duty of the medical officers and the 
other staff is to provide advice, to discover defects early and to assist, 
where appropr4\te, ·in arranging for treatment. The parents of children 
needing medi~al care are recommended, through the family doctor 
where possible,_ to use the appropriate service, if they are eligible, or to 
arrange private medical care if they are not. The development of this 
service will be.contfuued. The Minister for Health has arranged to have 
an examinatio~ made as to whether any changes are desirable in the 
general arrang~m~ts · and conditions outlined above. 

School Health Examinqtion and Treatment Service 

91. Health .~arlons are arranged by _the l~cal health authorities 
for the half-million children attending national schools. This service 
is organised.·by·the:cliief medical officer and the examinations are con
ducted . by the: aqthorities' wholetime medical officers. The aim is that 
each pupil be :examined at least three times while at the national school: 
as soon as possible· after entry, about midway thr~ugh his school career 
and in the last year of his attendance at the school. This ·service also is 
primarily aimed at discovering defects, leaving treatment to other services 
or to private arrangement. It too is .being examined at present, so tlult 
the Minister for Health can consider what improvements may need to 
be made in it:·.~·',··· · 

!. i ··;: .. 

(v)_)?E.N;rAL, OPHTHALMIC AND AURAL SERVICES 

Eligibility 

92. Those at ·p~e~ent eligible for the dental, ophthalmic and aural 
services provid«:"d _by; health authorities are:-

(a) pupils of~tional schools, in respect of defects discov~ed at 
school hC:alth .. examinations; ,·- . . 

49 

) '·· ,' ...... . 

-: . . 
.: . .. [ . . ~! •. ' f ~ •• 

: .:~.: d:,; :-,. 



(b) children under six ye_ars of age attending child· welfare clinics, 
in respect of defects discovered at such clinics; 

(c) perst?ns who are unable to provide these services for themselves 
"by their own industry or other lawful means", consisting mairily 
of adult persons in. the lower income group. 

The services are normally free of cluirge but in the case of those in 
groups (a) and (b), charges may be made for the replacement of spectacle~ 
or aural appliances where negligence is the cause of the replacement. 

93. There is provision in .Section 21 of the Health Act, 1953, for the 
extension of the dental, ophthalmic and aural services to the middle 
in~me group, either free or at charges, but due to the need to con
centrate resources on the classes mentioned above, regulations to give 
effect to this provision of the Act have not yet been made. Dental, 
optical and aural benefits are available to qualified insured persons under 
a separate scheme adininist~red as part of the Social Insurance scheme. 
of the Department of Social Welfare. 

Dental Services 

94. The present dental services under *e Health Acts are provided 
mainly by whole-time dentists employed by health authorities. In some 
areas, the services provided by whole-time staff are supplemented by the 
part~time employment of private practitioners paid on a sessional basis, 
the latter providing the services either in health authority clinics or in 
th~ own surgeries. ~t pr~sent 90 public dental officers and 61 part-time 
praftitioners are engaged in the service. 

~5. Because of shortage of personnel and the high incidence of d~ntal 
caries, the dental services of the health authorities fail to cater 
adequately for the needs of all the persons at present entitled to them 
and a system of priorities. has been applied in the services. First priority 
is given to children. Others who require treatment for medical reasons 
are 

1
:J?.ext in the order of priority. The operation of this priority system 

results in unavoidable delays in the provision of dent~l treatment for 
so~e persons in the eligible classes, particularly for those in neither of 
these two categories. Similar delays occur in the provision of dentures 
for eligible persons. 
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96. It is proposed. as a first step to expand the dental· staffs of 
health authori.ties ah.d the facilities at t~eir clinics, so that there 
can be a fully effec~ive treatment and follow-up service for the . 
children and others now entitled to priority of treatment. Next, 
the scope of th,e. :service would be extended, in accordance with 
section 21 of the Health Act, 1953 so as to· make it available at 
charges to whol~tlme pupils of vocational schools and of secondary 
schools and the .middle income group generaJJ.y. In the case of 
insured persons:· th,e ?last-mentioned service would replace the dental 
benefits "which t:P.ey may receive under the scheme now administered 
by the Departt:nent· _of Social Welfare. It· is recognised that the ·services 
of private dentists must be used on a large scale to so expand the service 

· and it is proposed :to discuss with the Irish Dental Associ~tion the terms 
on which this· x¢~t be arranged. 

Ophthalmic Services · 

97. Health authorities employ part-time ophthalmologists to examine 
eyes, to treat · ailments and diseases and to prescribe spectacles. 
Spectacles so prescribed are supplied by opticians, under contract with 
the health authority. These arrangements are not wholly satisfactory 
and it is propo~ed to have discussions with representatives of the 
ophthalmologist~ arid of the· opticians as to how they might be improved. 

. . . . ~ '.· 

98. It is prop~~ea ·that the op~thalmic· service will, a~ soon as is 
practicable, be extended to the middle income group generally, 
in accordance with Section 21 of the Health Act, 1953. Charges, 
not uormally exce~dfug half of the cost, would be made, but the 
service will ·r~m~in free of charge for the classes at present . 
eligible. Th'e:·optical benefit scheme of the Department of Sodal 
Welfare would then be discontinued. Discussions will be held with 

. representatives of the ophthalmologists and of the · opticians on this 
proposed extension of the service. . . 

Aural Services. . 

99. Ear, nose. aild throat speciali~ts are employed by health authorities 
to examine patients referred ~o them and to treat ear diseases. Specially 
trained public he~lt:h nurses are available to ~rry out audiometry tests 
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· mainly with _the object of detecting deafness in children at an early age. 
Health authorities have an arrangement with the National Organisation 
for Rehabilitation to provide hearing aids when these are prescribed 
by the specialists. Sin~ many parents do not s~em to be aware that this 
audiometry service · is available, special publicity in relation to the 
service will be undertaken. 

100. It is proposed that the aural services too will be extended 
to the ~ddle income group under Section 21 of the Health Act 

. ' 
1953. Charges up to £5 would be made for hearing aids, but they 
will still be provided free for those at present eligible for them. 
This proposed extension of the services will be discussed with repre
sentatives of the specialists and with the National Organisation for 
Rehabilitation. The arrangement for making contributions from the 
Social Welfare Fund towards the co~t of hearing aids for qualified insured 
persons would be discontinued on this extension of the service. 

(vi) THE PREVENTIVE SERVICES 

Infectious Diseas~s 
101. The prevention of the spread of infectious diseases is traditionally 
an important part of the responsibilities of the Minister for Health and 
of the local health authorities. This service operates smoothly and, for 
the future, it will but be necessary to see that it will continue so to 
operate. 

· 102. The· continued success of the service depends on four f~ctors
notification, good field work in preventing t4e spread of disease, the use 
of immunisa~on and vaccination on a wide scale, and the retention of 
adequate facilities to treat the decreasing number of cases of infectious 
diseases, notably tuberculosis. Our present notification system works 
reasonably satisfactorily, through the cq-operation of medical practitioners 
generally. The chief medical officers and their staffs operate an effective 
field service and, as required, prophylactic-campaigns iumed at particular 
diseases. The most recent example of the latter is the highly successful 
oral polio vaccination campaign which, thanks to the efforts of the public 
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health staff aided· by a widespread publicity campaign, has given the 
protection of this ·vaccination to over 80 per cent of the childre~ b~tw:en 
six months and eighteen years and holds out a great hope of eliminating 
poliomyelitis entirely from this country. T.his is but the most spectacular 
and topical ~pie of a. preventive campaign of this kind against an 
infectious disease:, smallpox was similarly eliminated by vaccination 
many years ago· and . diphtheria has almost been eliminated through 
immunisation :(~though, to continue protection, it is highly important 
that the immunisation service be maintained and widely used). Because 
of the success of the 'preventive measures, it is not expected that there 
need be any further . expansion of the facilities for treating infectious 
diseases. Those faejlitles will, ·of course, be maintained but it is expected 
that, particularly as respects tuberculosis, they will diminish as time 
goes on. 

Infectious Diseases (Maintenance) AllO'Wances 
,. 

103. Maintenance anowances are paid to persons suffering from certain 
infectious diseases who are undergoing treatment and who ate thereby 
prevented from: providing for their dependants. There. were ·1,886 
recipients o( these allowances on 31 March, 1965. The maximum rate 
for these allow'an~es was increased from 1 August, 1965. The scheme 
for paying th~s~ 8Iiowances will be maintained in operation as long as 
there is a need. .for' it, 

.••• t' 

. -~.: . ; ... 
Food Controls ... "·• ·'' 

104. Under "th:~ :·:Foocf Hygiene Regulations, 1950, health authorities 
guard the public ·agams~ the importation or sale of food which is diseased, 
contaminate(( ol-' ·ather\vise unfit for human consumption and see that 
there are prop~r, ~taridards of cleanliness in f~od factories and stores 
and in shop's 'Iiotcl.s' and restaurants and other places where food is sold ' ' 
or served to tile· public. The Sale .of Food and Drugs Acts, which are 

·designed to pre:YeD.t ~he sale of food or drugs. which are injurious to 
health or "not of the nature, substance and quality demanded by the 
purchaser" are als~ operated by local health staffs. These controls will, 

· of course, be , maintained. 
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C~ntrols on Drugs 

105. With the increase in the numbers of complex modern drugs the 
provisions of the Sale of Food and Drugs Acts are not . sufficient to 
protect the pu~lic. There are other statutory controls. Under the 
Dangerous Drugs Act, 1934, there are clqse restrictions on the importation 
and supply of opium, morphine and similar narcotics and the Medical 
Preparations (Control of Sale) Regulations, 1963, made under the Health 
ACt:, 1947, introduced controls on retail sale of a large number of other 
substances and preparations. These regulations are not, and never were 
regard~d as, the final solution to this proQlem. They were brought in as 

' an' interim mt:asure until a fully comprehensive set of controls on the 
sales of medical preparations and poisons can be introduced. Comhairle 
na: Nimheanna, the statutory advisory body set up under the Poisons 
Act, 1961, advised on these regulations and has since submitted to the 
Minister for Health more comprehensive recommendations governing 
the distribution and sale of poisons and medical preparati~ns. When 
the examination of these recommendations has been completed, the 
Minister for Health will. make new regulations in exercise of his existing 
powers under the Health Act, 1947 and the Poisons Act, 1961, to provide 
a comprehensive modern code. 

106. There are two further matters, however, which cannot be adequately 
governed under the Minister's existing statutory powers. The first is 
the, distribution of the drugs commonly known as "pep pills". While 
their retail sale. except on medical prescription is prohibited by the 
1963 Regulations referred to above, it is thought that for a complete 
co~trol on "pep pills" there should be further statutory provisions 
governing their possession. It is proposed to introduce an amend-
m~nt to the Health Acts dealing with this. · 

I 

107. The second is the broad general issue of the safety of drugs, which 
. has: become more prominent and complex in recent years. The main I 

asp~cts of this question.are controls on the quality of drugs, the assess
ment of the safety of new drugs before they are put into general use and 
the lcollection and rapid dissemination of information on any experience 
of ~dverse reactions to drugs in general use. The Minister for Health 
h~s ;announced that he intends to set up a special body to concern itself 
wit~ these matters and to advise him on the question of drug safety. . . 
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c Screening' Tests . 
108~ A numb~~ of techniques have been developed in re~ent years .to 
diagnose certain conditions before, or at an early stage m, ;the o~se~ 
of clinical signs or symptoms. For example, one .of these screenmg 
tests can indicate the presence of cancer of the cerviX of the uterus and 
another the existence in infants of a rare condition known as phenyl
ketonuria which, if ~treated, leads to the development of a mental 
. defect. Health al,ithor~ties are ·at present organising services to use these 
diagnostic techniques' 'on a fairly wide ·scale, but the full development 
of. this type of 'sp'edalist se'rvic~ is ·hampered by the. fa~ that, e~c~pt 
where the test relates 'to an infectiOUS disease, the only Statutory prOVISIOn 
permitting it at,p:re~~t·is in section 15 of the Health Act,1953,so.that 
services of this kiii.ci can be made available only to the low~ and ~d~le 
income group~. · 'fhis is an unnecessary complication m orgamsmg 
widescale screening_ procedures and it is prop~sed, ther~fore, to 
introduce ail extension to the Health Acts so as to permit health 
authorities to ar~ange, without· reference to income groups, 
programmes for. s~reening for symptoms of ~~ecified diseases 
in accordance ":.i~h regulations made by the Mm1ster for Health. 

(vii) ~HA~UL~TATION AND· TRAI~ING FOR EMPLOYMENT 

Rehabilitation . Service 

109. Health authorities have a duty under s.ection 50 ~~the Health. ~ct, 
1953 to. provide, without means test, a service for trammg or retra1n1;11g 
disabled perso~S for .employment and for making arrangements Wit~ 
employers for· p~acing; disabled ~erson.s in suitabl.e employm:nt ... This 
service is orgarused in co-operation with the National Orgamsat10n for 
Rehabilitation; a·. body , established by. the Minister for Hea~th. . The 
Orgaclsation has; iD. agreement with the Minister for Health and .the 
Sisters of Mercy, sq,cc,essfully converted Our Lady .of Lourdes Ho~pital, 
Dun Laoghair~~ fgrmerly a tuberculosis )lospital, mto a . well-eq~pped 
medical rehabilitation centre. The centre has a specrally equipped 
unit for the care and treatment of paraplegic cases and is also the head
quarters of the 'national limb-fitting service which is in the course of 

·.· ~ 
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development. Various voluntary organisations and the. physiotherapy 
· d~partments of orthopaedic and general hospitals· also provide medical 
rehabilitation facilities for handicapped children and adults. 

I 

Training for Employment 

110. Services for the vocational trammg and placement of disabled 
persons . have been developed largely by voluntary . bodies which have 
residential and day centres where disabled men and women are trained 
for sundry trades and occupations.. Health authorities make payments 
for persons sent by them from their areas to those centres. On 31 
December, 1964,-250 persons were being trained for employment and 
th~ numbers placed in employment following training in .recent years 
average about 200 a year. In addition, about 300 patients a year are 
pl~ced direct in employment without undergoing training. The Nationat 
Organisation for Rehabilitation is now the principal co-ordinating and 
adyisory body in the placement in employment of disaqled persons. 

., . 
I , 

111. It is intended that the new regional health boards will participate 
in i the continued· development of the rehabilitation and . placement 
seo/ices.in co-operation with the National Organisation for Rehabilitation 
and the various voluntary bodies. 

J 
Disabled Persons (Maintenance) AllO'IJJances 

• 
112. Under seCtion 50 of the Health Act, 1953, allowances are payabl~ 
·by jhealth authorities to chronically disabled persons over sixteen years 
of 11ge, not in instit~tions, who cannot maintain themselves and whose 
rel~tives are unable to provide maintenance for them.· "Relative" is 
defined as including any "spouse, son, daughter, or parent of a person, 
or ky brother or sister of a person normally resident with that person". 
Th~ maximum rate Qf the allowance, ori~nally £1 a week, was fixed 
at [,2 2s. 6d. a week from 1 August, 1965. There were 17,814 recipients 
of these allowances on 31 March, 1965. It is proposed to introduce 
an !amendment to section 50 of the Health Act, 1953 so that, in. 
ass~ssing eligibility, account will"be taken in future only of the 
me;ms of the husband or wife, and not of the means of the other 
relatives mentioned above. 
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PART IV 

FINANCIN~ THE HE~L T~ SERVICES 

.. · (i) CURRENT ExPENDITURE 

Present Basis . 
11J. The inn,:~d~~o'n of the present basis of financlJ:lg ,the health 
services. is des'Crib~, in· paragraph 4. The State, thro~gh the Health 
Services Grant,_ n~w meets one-half of the annual ~g cost of the 
health services,- as·.·against only about 16 per cent m the year ended 
'31 March, 19~. J'he following diagram shows how the t~tal annual. 
expenditure, the .. 'Sta~e's contribution (from th: He~th Serv1ces c.:rant) 
an,d the local autho;ities' contribution have nsen smce that year.-

.: . 

NET EXPENDITiiRE (EXCLUDING CAPITAL EXPENDITURE) 

ON LOCAL HE/'~TH SERVICES . £MILLION 
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It ~ill be observed that the total expenditure has gone up from £5.7 
million in the year to 31 March, 1948 to about £30 million for the 
present year, that the State's contribution has increased from £0.9 
million to about £15 million and is now sixteen times what it was, while 
·the :local authorities' contribution has risen from £4.8 million to about 
£15. million. itshould not be thought that the local authorities' contri
bution is financed entirely from the rates, as in county health districts 
a cons~derable portion" of the commitment is met from the Agricultural 
Grant in aid of "the rates, 

Continuing Trends towards Increasing Costs · 

114. About half the cost of the health services arises from the payment 
of salaries, wages and fees. Therefore, the cost of the services is highly 
sensitive to variations in remuneration and each periodic round of 
increases in wages and salaries has had quite a big effect on health 
expenditure. For example, a sum of about £2.2 .million of the increase 
in the estimated cost this year was accounted for by the payment of 
increases award~d in rates of remuneration. The Government fully 
accept that those employed in the health services spould benefit from 
periodic rounds of pay increases, in the same way as others in public 
employment; and recogilise that rises in the cost of the services will 
follow from this. There are other factors, too, which continually tend . , 
to augment the cost of the services, including the increasing complexity 
·of medicine, better standards of staffing, rises in prices of drugs and 
medical requisites (which more than keep pace with the changes in 
prices generally) and the increasing cost of maintaining the fabric of 
institutions and the equipment in them. Therefore, even if there were 
to be no furthe~ developments or expansion in the health services, health 
expep.diture would continue inexorably to rise. 

Cost of Improvements and Extensions of Services 

115. Th~ estimated total cost for a full year ofthe specific improvements 
and extensions referred to in preceding parts of this Whlte . Paper .is 
£4,265,000, made up as follows:-
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Cost£ 
Increase m cost of services consequential on extension 
of middle-income group (paragraph 12) , 650,000 
General· Medical SerV-ices-improvements 

(paragraphs 42, 48, 51, 54 and 57) 1,500,000 

Specialist services-abolition of charges 
(paragraphs 65 and 66) 40,000 

Maternity C~h Giants-change in rate, etc. 
(paragraph 88) · 75,000 

Dental, Ophthalmic and Aural services-improvements and 
exteJ;J.sions (l>ar~graphs 96, 98 and 100) 1,500,000 
Infectious Diseases. (Maintenance) Allowances .and Dis-
abled' Persons (Maintenance) Allowances-rises in rates 
and change:~ \~P.gipility (paragraphs 103 and 112) 500,000 

.. ·. 

-· . ;;, ·i TOTAL 4,265,000 

When to this sum ~e added the expected increases in expenditure arising 
from improvenien~s in· the services for the aged, the mentally ill and 
the mentally handicapped, from normal developments in other services 
and from increases in remuneration and rising costs, it will . be seen 
that there is here ··a financial issue of considerable magnitude. 

116. The .Government, having· studied this. issue, are satisfied 
that the l~cal ·'rates are not a form of taxation suitable for 
collecting additional money on this scale. They propose, there
fore, that the .cost.·of the further extensions of the services should 
not be met ·in. any: prop~rtion by the local rates •. Following this 
decision, other, p~ssible sources of revenue to meet the additional costs 
are being considere_d but it seems likely-that the general body of central 
taxation must bear the major part 'of the burden. Pending further 
consideration o{th~ methods by which extensions ·of the health 
services will :l;J~ · ~i~~ed in future years, the Government have 
decided to m~e ~~~gements which will ensure that the total 
cost of the services ~falling on local rates in respect of the year 
1966-67 will . not ·exceed the cost in -respect of the ye~r 1965-66. 
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117. · Variations in health rates have arisen becau,se of different local 
capacities to pay for health services and local differences in the develop
ment of some of the servi~es. It would be inequitable in the context 
·of the new outlook on financing the services that these local ·variations 
in health rates should co~tinue,. as this would penalise the poorer counties 
and also those areas which have been the most progressive in developing 
serV-ices up to the present. Therefore, it is accepted in princip_le tha.t 
the distribution of the total cost to local authorities of the health 
services as between health authorities will be determined on the 
basis of a formula which will make for a more equitable dis-. 
tribution of the cost.. Such an arrangement would benefit" the 
western counties but it would, of ~ourse, involve some increases 
in the health rates m other areas. 

118. The implementation of the decisions outlined in the preceding 
paragraphs could mean that the State would in future be paying a higher 
proportion of the cost of the health services. This has been one of the 
factors influencing· the proposal mentioned in Part V of the White Paper 

. to introduce legislation to alter the ·administration of the services. 
Conversely, the proposai to alter the acbDinistration has influenced the 
Government's acceptance of the· pr9position that the local rates should 
not bear _any part of the cost ~f extending and improving the health 
services. 

(ii) CAPITAL ExPENDITURE 
-Capital Commitments 

119. The main source of funds for capital "expenditure on the health 
services has been the Irish Hospitals Sweepstakes. From 1 April, 1948 
to 31 March, 1965, capital expenditure on the provision of hospitals 
and other institutions amounted to £34.9 million. Of this, £21.6 million 
was provided from the Sweepstakes, £6.0 million by local authorities 
(mainly through borrowing from the Local Loans Fund) and £7.3 million 
by way of State subventions to ·the Hospitals Trust Fund. 

120. The expenditure of this large sum of money has provided the State 
as a whole with many new modem hospitals and has considerably 
improved and extended some of th~ older hospitals; However, there 
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are some major needs ·still to be met. Paragraph 71 refers to the need 
for three large new: ·general hospitals in Dublin and Cork. To these 
there must be added a number of smaller commitments for additions to 
~ternity accommodation anQ to other hospitals, including a· number. ?f 
the teaching hospitals. In addition, it can be expected that there w~ 
·be a substantial· further capital programme to provide places for the 
mentally handicapped . and the mentally ill. While it w?uld be ~
realistic to attempt .~o estimate the amount of these comnntments until 
the examination of 'the report of the Commi!lsion of Inquiry on Mental 
Handicap has been· completed and until the Commission of Inquif>: o~ 
Mental Illness has reported, it seems clear that, for as far ahead ·as It 1S 

reasonable to plan;·~ere will be a need for a large.:scale capital inves~ent 
programme in hospitals, homes and similar institutions. ~rish Hospitals. 
Sweep_stakes moneys_ will continue to be devoted to. this pro~e, 
but it is not expeCted that the moneys so devoted will be sufficient to 
meet the needs oC:tbe programme. 

·r 

Planning Capital-'Expenmture 

121. The White .Paper on Public Capital Expenditure (Pr. 8562) of 
October, 1965 refch-red to certain general considerations regarding build
ing and const;ru_ctiq:p. expenditure, which apply to expenditUre on ho.spi~s 
as much as to the· other sectors of the public capital programme. Prmapal 
among these are t4!lt ~easures to keep total expenditure from outrunning 
resources will ro~tinue to be necessary and that priorities will have to 
be established~-· .The total volume of public· expenditure on hospital 
building will bc; .. s~¢ed by the Government in the light of these con
siderations and having regard to general economic conditions. · The 
allocation of total 'annual investment between the various regions will 
be a matter for-"the ,Munster for Health. His allocations· will, however, 
take into acco~t :th~ ~stimated requirements of the various regions~ as 
worked out in th~ ·14-st place by the 'new r~gional heal~ boards. Each 
board would, of ~1!1"~~, play a major part in the develoP,nient of capital 
projects and the ~tenance of existing C.pital a,ssets' ~ its area. 
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PART V 

AD~INISTRA T.ION OF. THE HEALTH SERVICES 

The Case for Changing the Administration of the Services 

122. The proposals referred to in preceding paragraphs of this White 
Paper to make changes in some of the services,. to extend the scope of 
eligibility for others and to provide that local taxation will bear no part 
of the consequential increases in cost, have inevitably caused the Govern
ment to consider whether the changed services should continue to be 
administered as they now are. The present arrangements for operating 
the health services are an integral part of the general local government 
system and a decision to make a change which would remove from the 
control of the local democratic councils a branch of public administration 
so closely concerned as the health. services are with the· wclfare of the 
people is not one to be lightly taken. The Government could not, 
however; ·readily contemplate the· Exchequer's meeting the major part 
of the cost of the extension and improvement of services which continued 
to be administered by the _local authorities as at present. Their point 
of view is, perhaps, best expressed in the following extract from a 
statement made by .the then Minister for Health in Dail Eireann on 
29 June, 1960, when speaking on his Department's Estimate:- · 
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"If the State were to take · over die whole; or a substantially 
greater part, of the burden of the cost, 'we "should . have to look anew 
at the administration of the services and possibly consider whether or 
not the authority which is the main source of the piper's pay should 
have more say in the tune being played. To put it more plainly, i( 
the Exchequer's proportionate share of the. cost of the health services 
w~re to be increased by more than a ca~,ual . or insignficant amount, 
then the Minister for Health, because of his responsibility to the 
general taxpayer, would be bound to take a more active part in the 
administration of the health serviCes, even perhaps to the extent of 
taking' them over, or entrusting their operation to bodies ~ominated 
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by him. Personally, lwot.!-ld view such a.developm_ent with the utmost 
· .. disfavour; :and ·=I .think so would most people. Nevertheless, if taxation 

without: representation is to b~· deprecated, so also is local control 
without local· taxation". 

Seeing that local" rates will continue to bear a considera~le proportion 
of . the arinual expenditure on health services; the is~ue 'does. not . arise 
in the extreme foi:in of divorcing loeal representatives completely frbm 
health administr~rlon but as ·the St~te will probably for the. foreseeable 

. . ' . 
:future· be meetfug ·the niajor part of the cost of extensions and "improve-
'ments the Governni.ent consider. that a new ·administrative framework 
comb~g national. and local 'interests should be developed for··~he 
services. 

.' ~ ·. 

123. It is not.· financial considerations alone, however, which have 
caused the Governni.ent to consider such a change. Trends of develop
ment in hospit~ ser~ices, fo~ instance-as referred to in paragraphs 
·n ~d 73-would indicate that the county is too small. a unit ~or ~hese 
se~ices. Over half of all ·in-patients in acute hospitals are now treated 
in the region~! _an4 t~ching hospitals in the large centres. _Specialist 
·services at ou~:-pa*nt ·,departm~ts are also at present orgamsed on a 
regional basis, ~s .are __ laboratory and path<;>logical services. .. Our c?unty 
·and district hospi~a!S, excellent th~ugh they are for theu particular 
purpose, canriot under the present administrative ,arrangements· _easily 
be co-ordlnated· with the larger hospitals at the regional centres, nor 
~ they readily 'be associated with the teaching hospitals. A m~re 
effective hospitai service could, it is considered,. be organised b~. special 
bodies charged W;iih· providing a comp~ete service in institution._~ under 
their manageJ,D.ent,'·or associated with them, within a fairly large regi~n. 
. Th~ development of the mental health services too shpuld benefit. fro10 
these services being transferred to an. administration of this kind_. ·. 
. . . . . . ' . . . . . 

·124. it "is also thought that the new type of general medical service 
described in p~agntphs 42 to 58 would be better organised on' a regional 
basis than by counties, as, in a scheme with choice of doctor; it would 
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obviously be undesirable $lt patients dwelling near county boundaries 
be limited to choosing doctors within their own counties, or for individual 
doctors to be concerned in arrangements with . a number of locai 
authorities. 

125. If the principle of having larger units of administration for the 
major services is accepted, then it is thought that all the other health 
services. sho~.1ld also be transferred to ·the new regional administration. 
One of the main advantages of our present syste1D, a~ it has developed, 
is that all the services are under a single set of authorities. This advantage . 
should be retained and the services should continue to be viewed as a 
unit, even though it might be 'argued on a narrower front that the 
administration of some services-such as the school health examination 
service or the child welfare clinic service-could reasonably be left with 
the ,present ·1oc81 authorities. · 

126. Notwithstanding the strong case for changing the administration 
of the health services m this way the Government would not wish the 
_change to be made if there were a danger that the transfer from them 
of their health functions ·would so ·diminish the scope .of the local 
authorities' _work that they would become i.neffectual bodies evoking 
~ttle interest in the community. This danger is not real. If the existing 
local authorities ·-lose the direct administration of the health services, 
which now m~kes up about one-third of their total activities, they will 
still remain, beneath the Government itself, _probably the most important 
a4plinistrative organs in the State. Shorn of their health functions, the 
copnty councils would but be restored, as respects the scope of their · 
work, to what they were in the nineteen-thirties, as health services of 
our present-day scope are quite a recent addition to theii functions. 
The local councils will retain responsibility for the general planning and 
development of their areas, for the improvement and maintenance of the 
roads system, for housing development, for sanitary services and for 
several other general local government functions. The local government 
services are all developing and it is, indeed, better that local councils. 
and county managers should in future be able to give them their un-
divided attention. · 
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I Proposals for -Regional Administration 

127. The Government accordhtgly propose that legislation shou14 
be introduced to transfer the administration of the health 
services from the existing local health authorities to special 
regional boards. The membership of these boards, it is envisaged, 
would be made. up of persons (including representatives of th~ 
medical and r.elated professions and, where· appropriate,. the 
voluntary· hospitals) appointed by the Minister for Health and 
members elected by the county and county borough councils 
for their ar~~s. ·. They would thus represent a partnership between 
·local government," central government and the vocational organisations. 

128. These regional health boards would take over ~e administration 
of the health ·services from the local authorities. The regional, county 
and district hospitals, the mental hospitals ·and other local authority 
health institU:tlons would be transferred to them for futme management 
but, of course, the voluntary hospitals would remain in their present 
ownership. Local staffs engaged on the health services would be trans
ferred to the new boards. Any problems arising from this transfer would 
be discussed by the Department of Health with the appropriate repre
sentative bodies.:., In administering the services, the object of the regional 
board would he to .yiew them as a unit to be designed for the region as 
a whole, but ~~ Js :realis~d that many of the services will continue to be 
operated by s~~Pf. reside.p.t in. the area of operation and there should be 
no question of. 4aying all the staff working from one centre in a region. 

129. Solll:e only. of. the .local councillors would be included in the regional 
boards, but it is .intended that there should be local advisory committees, 
on which other.touhcillors also might serve, to advise the regional board 
and its officers Qil the -local operatiOn of the services. In this way, the 
existing very li'v~ locaJ. interest in the development of the health services 
can be preserved.··. 

·:.::·· . . 
130. The principle.s·ofthe county management system, whereby executive 
functions are primilrily the responsibility ·of a professional administrator 
working under the control of the body of members, would be applied 
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to the region'al boards, but the aim would be that ·the chief executive 
officers <:>f these boards would become specialists in health administration 
and that a career. structure in that branch of public administration would 
be developed. The members of the boards would have much the same 
powers of direction and control over thdr executive as local elected 
members have over the manager, including control of the budget. The 
functions of the Minister for Health vis-a-vis the boards and their officers 
would be of the same ~d as they are in relation to the present health 
authorities, but it is expected that these controls could be applied in a 
more general way and that the regional bodies, within the limits of 
available resources, would ha:ve considerable freedom of action in 
administering and developing the services. 

131. The areas to be served, by the boards, and the centres of 
a~stration wo\lld be determined after the principle of establishing 
them ~s accep~ed by the Oireachtas. It is intended that the Bill to pen;nit 
of.theJI establishment would provide that the constitutions and functional 
ar~s of the bo~ds. would be d~terminable by Ministerial regulations 
which would be subJect to the approval of each House of the Oireachtas 
before <;oming into effect. ·Local interests and ~ther representative bodies 
would be fully consulted before these regulations were made. This is 
~ot, therefore, the stage for the Government to discuss details of the 
:egion.s or of the membership of the boards. It is the present general 
10tent10n, however, that each region (which might include whole counties 
and parts of other counties) will have a population of not less than about 
a quarter of a million persons and that some (including of course the . ' ' 
regiOn centr~d on Dublin) will have .a much larger .population. 

Central Administration 
1~2.. The functions of the various executive, advisory ·and regnlatory 
bodies at the ~entre would not be materially affected by these proposals, 
but these bodies would, as necessary, co-ordinate their work with that 
of the regional boards. The Department of Health would ·be freed of 
some of the detailed administrative work now involved in de8Iing with 
so many local health authorities but it would necessarily have to play 
~e major part in the planning and execution of the proposed extensions 
of· the services and in letting members of the public know of their 
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entitlement to s~ices. It is thought that the Department should in the 
future be~ome ~rientated towards broad forward planning for the health 
services, in the general context of social and economic development so 
that, with t}.le statistical knowledge and techniques now available, the 
services ~ be plaimed with an eye to the probable future pattern of 
our pop~~~ion. I~ is qnly by adopting such an approach that the best 
services can be .provided for the people and the best value obtained for 
the large. a~d ~cr~asing expenditure on the health seryices. 

133. Some .olili~ .services des.cribed in this White Paper-in particular 
the schemes. f~r paying Disabled Persons .(Maintenance) Allowances and 
Infectious ::Di~.eases (Maintenance) Allowances-are similar to services 
administe.n!d PY. ~e Department of Social ~elfare. On the other hand; 
some of ~e servi~es operated by that Department are akjn to the health 
services. With the re-organisation of the latter services now proposed, 
it will be opportune to consider whether a better· division of Ministerial 
responsibilitY· could be made at the borderline between health and social 
welfare. . The Government will examine this. ' 
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