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IMPLEMENTING PLANNING FOR THE FUTURE 

1. MAIN POLICY OBJECTIVES OF PFF 

1.1 Indisputably the central objective of Government policy set out in 

"Planning For The Future" is to develop a modern community,oriented psychiatric service 

ther,eby deinsti tutionalising the psychiatric service from its existing mental 

hospital basis. The Consultant Psychiatrist Committee of the Eastern Health 

Board welcomes the broad thrust of the policy outlined in the Government report, 

noting that much of it represents a reaffirmation and refinement of the policies 

developed in this region over the last 20 years. 

1.2 The primary objective of Government policy must be seen to be the provision 

of an active community based psychiatric service with a comprehensive range 

of facilities and services to the public in defined geographical areas. De

institutionalisation must properly and strategically be seen not as a primary 

objective of policy but as a secondary end-stage consequence of the prior 

development of the necessary community based facilities and services which are 

first required to achieve deinstitutionalisation. 

2. PLANNING - COMPONENTS ~ND PROCESS 

2.1 The current plan being drawn up by the Eastern Health Board to implement 

Government policy as set out in P.F.F. is a two fold exercise in (1) developing 

a community service and (11) in managing the transition from the hospital to 

the community. In such a report it is desirable that the Board not only state 

its Policy objectives but-that it also states the necessary principles underlying 

both the development of a community service and underlying the transition from 
; 

mental hospital to the community. The Committee also recommends that there 

should be agreement between the Board, its staff, the Department of Health and 

any other contractual agencies such as the Voluntary Hospitals on these principles 

before the Board can embark on the process of deinstitutionalisation. 

2.2 We recommended that the Board's report should be set out under clear headings 

which, in addition to the above, should include a statement of the minimum 

requirements for the development of a community service in terms of facilities, 

range of services to be provided, staffing requirements, the organisation of 

Catchment Areas (Psychiatric Districts), the training of staff, assessment of 

new and existing long-stay numbers, and provision of rehabilitation programmes. 

The report should also address itself under the headings of professional and 
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administrative co-ordination, monitoring, evaluation and review to operational 

policies in regard to admission, pilot projects, funding, ongoing review, special 

services, and to contractual arrangements and safeguards in respect of agency 

services. 

2.3 A most important vital principle to be stated is that the running down 

of mental hospitals either by the transfer of admissions to psychiatric units 

in General Hospitals or by more extensive deinstitutionalisation must first 

of all be preceeded by the prior development of alternative community based 

facilities and by a firm irrevocable committment from the Department of Health 

for capital and revenue resources for these facilities and community services. 

The report should state explicitly the dangers of deinstitutionalisation by 

transferring admissions to General Hospitals without the prior development of 

adequate community services in the light of experience in other countries and 

in the light of the poor record of the Department of Health in funding the 

development of Community Services. Another vital important principle which 

should be stated by the Board is that it will not agree with the transfer of 

admissions from its mental hospitals and existing psychiatric service to the 

General Hospital Psychiatric units until the Board, is satisfied of the adequacy 

of these units, of the availability of alternative community facilities and 

until it is satisfied of the safeguards to be drawn up by way of contractual 

arrangements between the Board and these Voluntary Hospitals/Agency Services 

for accountability and for professional review by the Chief Psychiatrist of 

the service being provided by these Agencies on behalf of the Board. 

2.4 The process of drawing up this report, and any future reports and the 
-

implementation of thes~ reports must be based on a partnership between the Boards 

administrative and professional staff, thereby involving consultation and ongoing 

liais~n. This is necessary not only to comply with contractual requirements 

between the Board and its professional staff, to comply with directions given 

in P.F.F. but to avail of the professional knowledge of the Boards staff and 

in the interest of good partnership in the planning and delivery of service. 

3. CRITIQUE OF EXISTING EHB REPORTS 

3.1 Considering the main policy objectives of the Government report "Planning 

For The Future" and given the explicit directions contained in that report to 

each Health Board for the compilation of an Action Plan for the implementation 
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of PFF, the reports drawn up to date by the Board's Special Hospital Care 

Programme administrative staff are disappointing both in terms of what they 

omit and in terms of their central recommendations. The main thrust of these 

initial reports is to pre-emptively opt for a strategy to achieve 

deinstitutionalisation by the imminent transfer of all admissions from the Boards 

Mental Hospitals to the ?sychiatric Units of General Hospitals. 

3.2 Such a recommendation is not accompanied by a clear statement of the 

alternative community based facilities and services which must first be provided 

before the Board could safely, morally or legally implement any policy to run 

down its Mental Hospitals. Given the experience of other countries on 

deinstitutionalising without adequate alternative services and given the poor 

record of the Department of Health in funding development of the Boards policies 

for Community Psychiatry over the past 20 years, these reports ignore the dangers 

to patients for which the Board has a statutory obligation. Many long-stay 

patients could end up with no community residential or in-patient facilities 

to provide for their care and treatment. The inadequacies of the psychiatric 

units in General Hospitals are such that many acutely ill patients who do not 

fit the requirements for manageability in these units will not be admitted and 

are at risk. In addition the kind of policy inherent in the report prepared 

by the Boards administrative officers seeks to eliminate the concept of District 

Psychiatric Hospital Units. It seems likely that notwithstanding the statements 

in the Government Report that each Health Board should examine the range of 

options for in-patient care, it is also the policy of officers of the Department 

of Health to concentrate on deinstitutionalisation as a primary objective by 

transfer of admissions to General Hospital Units_without any other model of 

in-patient care being considered and without committing themselves to the prior 

development of alternative community based facilities. 

4. ADMINISTRATIVE ORGANISATION 

SECTORISATION AND DISTRICTS 

4.1 The Government report develops the concept of Sectorisation as the basic 

functional administrative unit of the psychiatric service. It advances a planning 

guideline of a sector population of 25 - 30,000 people. However many of the 

sectors outlined in the Boards preliminary report seem to' have sector population 

sizes which are more like a small catchment area, thereby defeating the entire 
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notion of subdivision into manageable sectors. 

4.2 Traditionally the basic unit of the psychiatric service has been designated 

the psychiatric catchment area based on a population of 100,000. It is considered 

that the catchment area, whether entitled as such or whether entitled as a 

"psychiatric district" should be the basic functional unit of the psychiatric 

service subserving a population of 100,000 people. It is suggested that 

sectorisation be a notional concept for the purpose of planning the number of 

teams and staffing levels required for an overall Psychiatric District/Catchment 

Area. 

4.3 The Government Report and the report furnished by the EHB programme 

administration recommend that the catchment (Psychiatric District) areas and 

the Community Care areas coincide. The presumption inherent in this is that 

it should be the Psychiatric Districts that change. The Consultant Psychiatrist 

Committee considers that the Board should exercise great caution before disturbing 

the existing clinical services to large numbers of people and that where possible 

consideration should be given to adjusting the boundaries of Community Care 

areas rather than those of the Psychiatric Service. Flexibility will have to 

be had in this regard however as, in addition, with a population of 1.2 million 

people in this area the Eastern Health Board requires to increase its existing 

number of catchment areas to approximately 12 in number to take account of existing 

and future population growth. 

5. DEVELOPMENT OF A COMPREHENSIVE COMMUNITY PSYCHIATRIC SERVICE 

5.1 The Consultant Psychiatrist Committee endorse the recommendations contained 

in the Chief Psychiatrists November 1985 report with reference to the principles 

underlining the development of a community psychiatric service, the four distinct 

tiers or levels at which the service must be developed and his recommendations 

in regard to the implementation of Pilot Projects. 

5.2 In particular the Committee note and support his recommendations that 

for the successful development of a community psychiatric service, the provision 

of alternative facilities and services should occur at four distinct levels 

or tiers as follows : 

(1) A frontline Psychiatric District (catchment) area service with sectorisation 

to undertake acute intervention, assessment and crisis management for the 



- 5 -

population for which it is responsible. Each Psychiatric District should 

have a Community Psychiatric Centre which will be the administrative and 

clinical Headquarters of the area team and provide a 24 hour crisis emergency 

intervention service for the district as outlined in the Chief Psychiatrists 

report. It is essential that the intake and screening point for most case's 

presenting for psychiatric treatment, other than those with attempted suicide 

by overdose, should be at the Community based crisis intervention point 

where they will be screened, held over night if necessary and referred to 

the appropriate treatment service the following morning. 

(2) Second tier/level supportive treatment services; The Consultant's Committee 

support the recommendations contained in Professor Browne's ,report in relation 

to the development of second level specialised treatment services reflecting 

the areas of sub specialisation now emerging in Psychiatry so that each 

Consultant will in addition to his general Psychiatry/frontline admission, 

screening duties be responsible for some degree or level of sub specialisation 

in his catchment area. 

(3) The Vocational and prevocational training and rehabilitation services and 

facilities; We support the recommendation in the Chief Psychiatrist's 

repoit that the Board plan for the provision of an alternative place in 

the community for each person who is formally institutionalised, based on 

the persons need during their working day (workshop, craft centre, co-operatives etc, 

and on evening activities and residential sleeping facilities. It is necessary 

that each Psychiatric District area and team have access to sufficient number 

of places for the training and rehabilitation of existing long-stay patients 

in mental hospitals and a training and rehabilitation programme to be developed 

and funded which will cater not only for existing long-stay patients but 

which will be capable of adapting to meet the needs of people who would 

otherwise become new long-stay patients. 

ACUTE AND MEDIUM STAY IN-PATIENT CARE 

6.1 The planning guideline for in-patient services for short and medium stay 

patients in the Government report is 0.5 beds for 1,000 population. For every 

Psychiatric District (catchment) area this would be 50 beds in line with existing 

Health Board planning. Any report being drawn up by the Board must ensure that 
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this number of beds will be available in each Psychiatric District/Catchment 

Area. 

6.2 The Government Report recommends that "ideally" in-patient admission and 

treatment facilities should be based in the Psychiatric Units of General Hospitals. 

It is to be noted that this is not a formal recommendation, merely the statement 

of an ideal. It is also to be noted that this report contains the directive 

that each Health Board examine and state the range of policy options available 

to it for the provision of short and medium stay care. 

6.3 The report being drawn up by the Board should therefore carefully examine 

the range of options which are open to it for providing acute and medium stay 

patient treatment care for a population of 1.2 million people in its functional 

area. The report should examine carefully the pros and cons of any proposed 

policy which seeks to rely exclusively on acute units in General Hospitals. 

Likewise the Boards report should state the option and examine the concept of 

retaining one or more District Psychiatric Hospital Units in its area in addition 

to the General Hospital Psychiatric Unit. 

6.4 Ethically, legally and practically, having regard to the reality of existing 

and planne~ bed requirements, we consider it incumbent that the Board should 

carefully examine and state the options both in regard to the proposal that 

ideally all in-patient services should be located in the Psychiatric Units of 

General Hospitals and in regard to the concept of retaining a District Psychiatric 

Hospital. The policy proposal to locate all acute beds in the Psychiatric Units 

of General Hospitals should take account of the fact that based on the existing 

and intended numbers of such units as set out in Planning For The Future there 

will be a total of 250 in-patient beds available in the EHB area for a notional 

population of 1.2 million people where currently there are over 2,000 institutional 

beds in the Boards Psychiatric Service. 

6.5 Making all due allowances for decimating the existing number of institutional 

beds by well over half to take account of large numbers of geriatric and mentally 

handicapped population incorrectly housed in mental hospitals, it should be 

noted by the Board that the projection of actual bed numbers in.General Hospital 

Units which will be available in the Eastern Health Board area amount to less 

than half the required number of acute and medium stay psychiatric beds. On 

the planning guideline set out in the Government Report PFF some 600 beds are 
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required in the EHB for the functional area. The envisaged policy of locating 

all acute care in the Psychiatric Units of General Hospitals will therefore 

leave the Board short of acute care beds by as much as a 50% shortfall. Eve~ 

allowing for the retention of Clonskeagh, St. Loman's and Newcastle Hospitals 

(as District Psychiatric Units) and notionally designating a percentage of their 

beds as acute/medium stay, the Board is still left with a major shortfall in 

acute and short stay beds which can only be met by the retention of other District 

Psychiatric Units such as that ~nvisaged by the Chief Psychiatrist at St. 

Brendan's. The existing report by the Programme administrative staff fails 

to address itself to these planning defects and to the compelling arguments 

for the retention of a number of Psychiatric District Units as an alternative 

model for in patient care. 

6.6 Any proposal to transfer the admission of all psychiatric patients in 

General Hospital Units must specify clearly the nece~sary clinical, administrative, 

operational and contractual safeguards for the development of a comprehensive 

co-ordinated community based Psychiatric service. The necessary conditions 

that must be agreed in any contractual arrangement by the Board before it hands 

over the care of psychiatric patients for whom" it has a statutory responsibility 

are as follows : 

(i) That there will be integration of all Eastern Health Board Psychiatrists 

and other staff into the units of General Hospitals. 

(ii) That the main clinical and administrative headquarters of the total 

Psychiatric Districtpcatchment Area team will be in the community and not in 

" the General Hospital itself. 

(i i i) That there will be continuity of care for all patients ie. that each 

staff member will be responsible for the care of his patients throughout the 

Boards facilities in each Catchment Area. 

(iv) That Consultant Psychiatrist members of the Community based team will 

be responsible for the care and treatment of the patients who have been admitted 

to the General Hospital Psychiatric Units. 

(v) That contractual arrangements for administrative accountability and for 

professional review by the Chief Psychiatrist of the Psychiatric Service delivered 



- 8 -

by General Hospital Psychiatric Unit/Agency services on behalf of the Health 

Board be agreed before any hand over of services, before any transfer of admission 

policy and before agreeing to any policy of de-institutionalisation. 

7. LONG STAY PATIENTS 

7.1 The Government PFF Report set out a planning guideline of 60 places in 

community residential accomodation for a psychiatric district of 100,000 population 

without a backlog of existing long-stay patients who require additional 

consideration. The committee supports the broad lines along which the Chief 

Psychiatrist in his November report has outlined the development of these community 

residential facilities. We recommend that the Board in its report give careful 

consideration to the provision of these alternative facilities before agreeing 

to any policy of deinstitutionalisation. The Board in its report should note 

that according to the PFF guidelines 700 places will be required in the Boards 

functional area for the community accomodation of existing long-stay patients. 

7.2 The Board, as policy, before agreeing to or embarking on deinstitutionalisation, 

must assess the numbers, types and categories of disability in its long stay 

patients in order to plan the training, rehabilitation and residential relocation 

requirements both of its existing long-stay patients together with the projected 

requirement fnr new long-stay patients. Rehabilitation and training programmes 

must be funded and developed. Each catchment area must have the requisite number 

of residential places otherwise the vitally important principle of continuity 

of ~are will again reemerge. 

8. MANAGEMENT OF DISTURBED PATIENTS 

A comprehensive policy for the management of disturbed patients should be evolved. 

95% are capable of being handled in their own catchment area. There should 

be in addition be a regional secure unit with defined policies for screening 

of admissions and for the return of patients to their originating unit in order 

to prevent this regional secure unit from becoming a dumping ground. Such a 

unit should have an excellent physical layout, a high staff/patient ratio and 

extensive treatment and rehabilitation facilities within its own boundaries. 
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9. THE BOARDS EXISTING INSTITUTIONS 

9.1 The committee recommend that as policy the Board affirm its committment 

to the maintenance of its existing institutionsin good working order until the 

alternative facilities necessary to support the policy of deinstitutionalisation 

have been provided by the Department of Health. There should therefore be no 

running down of these institutions by neglect of necessary maintenance and up

grading in the interim period. 

9.2 The committee broadly endorses the proposals contained in the Chief 

Psychiatrists 1985 report in relation to the current position of St. Brendan's. 

In particular, taking account of the fact that the projected bed numbers for 

acute treatment care and medium stay care based on the number ,of places available 

in psychiatric units in General Hospitals are significantly less than the Boards 

total requirements and based on the practical reality that St. Brendan's will 

continue as an active admission/treatment unit for many years to come until 

the alternative community facilities are fully built up, this committee recommends 

that the Board gives consideration to formally designating a scaled down unit 

in St. Brendan's as a Psychiatric District Unit. It is inevitable that St. 

Brendan's Hospital is going to remain active as a small District Psychiatric 

Unit for many years to come. Not only does this represent admission of practical 

reality but it is also a good thing for it will enable the Board to maintain 

a different model of in-patient treatment care as a comparison to see how a 

catchment area community psychiatric service based on a parent General Hospital 

Psychiatric Unit fares in terms of efficiency and effectiveness in dealing with 

the admission of all mentally ill people in the area a~ compared to a small 

scaled down psychiatric district unit. 

9.3 Given the shortcomings in the Psychiatric Units of General Hospitals, 

which are readily acknowledged by staff there, it is desirable to maintain a 

different model of delivery of acute and short-stay in-patient care. Accordingly 

we recommend that a small unit in St. Brendan's will be retained as a psychiatric 

district/yni~at staff should be reassured that this unit in St. Brendan's Hospital 

will not be shut down for many years to come, if it all ; that it will be maintained 

in good condition and upgraded, and that it will,not be shut down in any shape 

or form until the full range of adequately based facilities have been implemented 

and further, that it will not be shut down until it has been shown that the 

Psychiatric units in General Hospitals can cope as an efficient alternative 



- 10 -

to the proposed Psychiatric District Unit. 

10. SPECIALISATION AND THE PROVISION OF SPECIAL SERVICES 

10.1 The development of psychiatry has now reached a level which not only includes 

general psychiatry but also a number of emergent areas of sub-specialisation. 

These areas include various forms of psychotherapy, forensic psychiatry, alcohol 

counselling and treatment, psychogeriatric services, rehabilitation and vocational 

training work with existing and new "chronic" ; child, adult and family ther~py 

service; administrative psychiatry, liasion and primary p.revention work at 

hospital and community level ; treatment of the seriously disturbed, group 

psychotherapy, teaching and training, and services for the homeless. 

10.2 ?~y~~ogeriatric Services; apart altogether from the development of adequate in

- patient and other facilities for psychogeriatric patients there is a cogent 

case for allocating units or at least sufficient beds designated for psycho

geriatric assessment and treatment in the General Hospital. These units should 

be staffed jointly by psychiatrists and geriatricans to facilitate the conjoint 

psychological and physical treatment of the disturbed elderly patient who should 

move into appropriate geriatric facilities on resolution of the ~cute disturbance. 

The committee broadly endorse and urge the implementation of the recommendation 

in PFF for services for the Elderly Mentally infirm. 

10.3 Psychotherapy Services; There are now ~ wide range of pschotherapy services 

-and skills developed in psychiatry. These include individual psyc~otherapy 

of the classical analytical psychotherapy model, the cognitive psychotherapies, 

the behavioural psychotherapies and the Kellian constructivist psychotherapies 

as well as group psychotherapy. The development of a community psychiatric 

service aimed at earlier and more effective intervention, with the objective 

of keeping people out of hospital must in significant part rest on the development 

of effect psychotherapy services at catchment area or psychiatric district levels. 

A more sophisticated public now expects and demands appropriate availability 

of psychotherapeutic services where these are clinically indicated. 

10.4 Alcohol T-reatment Services ; There is a need to retain and upgrade St. 

Dympna's as a regional alcohol treatment unit. The development of alcohol 

counselling and treatment facilities should be integrated with the psychiatric 

district (catchment) area services. 
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10.5 Rehabilitation/Vocational Training Services; Each long-stay patient should 

be assessed for appropriate rehabilitation and placement. Rehabilitation programmes 

should be developed and funded for existing long-stay and these programmes should 

th~n be ~odified on a preventive vocational training basis to prevent new 

"chronicity". 

10.6 Services for the Homeless ; The board already has an existing nucleus 

of facilities for ·the care of the homeless on which to develop adequate admission, 

day centre and high support hostel facilities to take care of the existing number 

of homeless and the acute increase in ·the number of homeless consequent upon 

the economic recession. The implementation of any policy to close down admissions 

to mental hospitals and to deinstitutionalisation without adequate community 

facilities will flood and overwhelm the existing facilities available for the 

homeless. It is recommended that the Programme Committee commission a special 

report on services for the homeless from the Consultant Psychiatrist with special 

responsibility for the homeless in the Board's functional area. It should be 

noted that there is a disproportionately high incidence of psychiatric disturbance 

in the. homeless population and there is therefore a need for enhanced, integrated 

services. 

11. STAFFING IMPLICATIONS 

11.1 The staffing implications of a community psychiatric service should be 

worked out and stated in the Board's report. The development of psychiatry 

has now reached a 'situation, as in general medicine, where you have a consultant 

qualified in general psychiatry but increasingly with an area of specialist 

interest such as, ego psychotherapy. Thus, as has been outlined above, th~ 

development of a community psychiatric service with a number of tiers or distinct 

leve~ such as a frontline general psychiatric/crisis intervention/acute treatment 

service with a second level specialist treatment and support service and a third 

level of rehabilitation and vocational training service will require the development 

of consultant services which have both a general and a specialist component 

to them. Accordingly future consultant posts will have to be structured so 

that a component of the consultant psychiatrists time is addressed to his general 

psychiatric work and a component of his time addressed to the area of specialist 

interest which serves in or for his psy~hiatric district area. 

11.2 The implications of the developments in psychiatry, as envisaged in this 
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report and in the Chief Psychiatrists report will effect the manner in which 

Comhairle Na hOispideal make their staffing and manpower projec~ions. At the 

present moment Comhairle base their projections on the very arbitrary ratio 

of one consultant psychiatrist per 25,000 population. Even at this ratio the 

Eastern Health Board in many areas, is left deficient. For example St. Loman's 

area on existing ratios alone would need to have its,consultant staffing levels 

doubled. The reason for this existing deficiency lies in the fact that Comhairle 

do not take account of the fact that in the Eastern Health Board region (as 

opposed to the Eastern Health Board Psychiatric Service) there are a number 

of psychiatrists in the private sector, and in other bodies such as the Medico

Social Research Board. These are all lumped together and divided by the population 

to give the number of psychiatrists the Comhairle will allow. This clearly 

disadvantages the Eastern Health Board Public Psychiatric Services in areas 

such as St. Loman's. 

11~3 In addition to the existing deficiency in manpower planning, the development 

of a new structure of consultant posts on general psychiatry/speciality area 

lines will require an alteration in the ratio of consultants per 1,000 of population 

and will accordingly require an increase in the number of consultant posts in 

the Eastern Health Board. This has to be recognised and accepted by both the 

Board and the Department of Health if the policy set out by the Government in 

the Report Planning For The Future is a meaningful policy for the development 

of community psychiatric services. If the Government seriously mean to implement 

a community psychiatric service there will have to be a committment not only 

to capital resources for new facilities but to the consequential increase in 

s~aff caused by developments such as this. 

12. TRAINING/EDUCATION 

12.1 The implications of developing a community psychiatric service in orde'r 

to de-institutionalise the psychiatric service from its existing mental hospital 

base requires acceptance of the principle that staff receive training in skills 

appropriate to a community rather than an institutional setting. This training 

must be provided for staff at all levels including nurses, psychiatrists and 

others. 

12.2 It is recommended that the Board formally allocate 1% of its overall budget 

for the psychiatric services to the development of training programmes for the 
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development of a new community psychiatric service. It is recommended that 

a specific allocation of posts at all professional levels be set aside for education 

and training programmes for the range of treatments skills and techniques such 

as psychotherapy etc. required for a community psychiatric service. It is also 

recommended that staff members be made aware of and ecouraged to take up their 

entitlements to attend conferences. 

12.3 It is recommended that each component unit of the boards psychiatric service 

ie. psychiatric district headquarter or other unit develop and maintain an adequate 

professional library of written material together with requisite teaching and 

training equipment such as audio-visual equipment. 

12.4 Additional factors which should be taken account of in projecting estimated 

staffing levels are, firstly, the fact that Academic/Professional Units should 

have an enhanced staffing ratio to take account of their academic, teaching 

and research requirements over an~ Above their clinical service staffing needs. 

Secondly the Training requirement fur staff for the developing community psychiatric 

services outlined at part 12.1 above require training programmes for each area 

backed by a Central Training Programme Unit linked toilll academic Department 

of Psychiatry. These developments will require similar enhanced staffing levels. 

13. PILOT PROJECTS 

13.1 The committee broadly endorsed the recommendations set out by the Chief 

Psychiatrist's November Report that the Board develop selected pilot projects 

to ensure the proper development of a community pscyhiatric service. It is 

recommended in the Boards area there be at least 2 overall designated pilot 

projects one of which involve a catchment area based on the psychiatric unit 

of a general hospital, equipped with the requisite range of community based 

facilities. The other pilot project should be based in a contrasting catchment 

area based on a psychiatric district unit also associated with an adequate range 

of community based facilities. 

13.2 The committee endorses the Chief psychiatrists recommendation set out 

in his November report which identifies the 4 basic elements that are absolutely 

essential for a pilot project to succeed ie. (1) the necessary range of community 

based and in-patient facilities in each pilot project area including a Community 

Psychiatcic Centre/Headquarters (2) an adequate complement of staff ; (3) 
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Appropriate training of staff to undertake community psychiatric work; (4) 

A properly organised system of research, monitoring, review and evaluation by 

the Chief Psychiatrist of the operation of the demonstration pilot project area 

together with a review of some of the contrasting existing services. 

14. MONITORING, REVIEW AND EVALUATION 

14.1 This has been commented upon in the preceeding paragraph in relation to 

the demonstration pilot project areas to learn from their functioning the 

requirements for a widespread community psychiatric service. However it is 

also necessary that not only should some of the existing aspects of existing 
- . 

services be contrasted but also the committee recommend that, in particular, 

monitoring, review and evaluation of the service provided by agency services 

such as General Hospital Psychiatric Units to whom the Boards Psychiatric service 

is contracted on an agency basis should be part .of the Agency contract. 

14.2 Whilst aspects of this monitoring are of an administrative nature the 

committee make the observation that primarily it is a professional matter to 

be conducted primarily by the Chief Psychiatrist as part of his/her advisory 

and co-ordination role in consultation and co-operation with local professional 

staff and the committee so recommend. 

15. SUPPORT STAFF - PSYCHIATRIC SOCIAL WORKER 

15.1. While the ·development of a community psychiatric service is based on the 

development of a multi-disciplina~y team under the leadership of the Clinical 

Director in each overall psychiatric district area and under the leadership 

of the consultant Psychiatrist in each local sector, particular attention must 

be drawn to existing administrative difficulty in that the psychiatric social 

workers employed for the Boards psychiatric service are not in fact under the 

administrative direction of the psychiatric service., It is recommended that the 

Boards psychiatric social workers revert from the situation where they ar~ in 

the administrative domain of the community care service to the psychiatric 

service. It is recommended that this be without any loss of entitlement or 

eligibility for career promotion outlets. 
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16. ADMINISTRATIVE SAFEGUARDS 

16.1 At present the Eastern Health Board is in the unique situation that alone 

of all the Health Boards, it is statutorily responsible for the payment of 

General Hospitals for the services provided by these General Hospitals for the 

board on an agency basis but, in reality, these bodies are only nominally agents 

of the board which has no control or effective method of review of their activities. 

The committee note that this is the overall administrative situation into which 

the Board is now being asked by Government Policy to transfer responsibility 

and control of all psychiatric admissions. 

16.2 The committee wish to draw the Boards attention that it would be unsafe 

for the Board to agree ·to hand over such control without first defining and 

obtaining prior and contractual agreement on such matters as general operational 

policies for the new unit, integration of psychiatrists and other Board staff 

in these units, access by community based psychiatric staff to patients in general 

hospital units, administrative accountability in these units for the conduct 

of the psychiatric service, and facilities for professional review by the Chief 

Psychiatrist of the delivery of Psychiatric care in these areas. The committee 

feel that these matters must receive prior agreement both in the interests of 

patients and, by and large, to satisfy the Board's existing contractual obligations 

to its consultant staff. 

17. FUNDING 

17.1 This committee welcomes the general policy adopted by the Government in 

the Report 'Planning for the Future' to develop a community psychiatric servi.ce 

and thereby deinstitutionalise the existing psychiatric service. It has, in 

principle, no objection to the deployment of psychiatric units in General Hospitals 

in support of catchment area services, insofar as they'r~ able to do so, but 

the committee recommends that the Board retain sufficient numbers of inpatient 

beds for acute and medium stay patients in Psychiatric District Units. 

17.2 In the light of the experience of other countries who have gone ahead 

and closed mental hospitals, transferring admissions to General Hospital Psychiatric 

Units with a promise that resources for community based facilities be made 

available subsequently, and having regard to the unfavourable position which 

Psychiatry has occupied in this country, and having regard to the poor track 
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record of the Department of Health in funding the policy of this Board for the 

development of community services over the past 20 years, the committee are 

firmly of the view that the Board, as policy, should not agree to either the 

transfer of admissions to psychiatric units in general hospitals or to the closure 

ot mental hospitals in any way until the following conditions are fulfilled; 

(1) The necessary capital resources are made available or irrevocably committed 

for the development of a comprehensive range of alternative community based 

facilities. 

(2) The necessary resources are irrevocably committed at revenue level for the 

funding of the development of new community oriented treatment services, from 

the development of rehabilitation and vocational programmes, and for the development 

of staff training programmes and facilities. 

17.3 This committee recommend that the Board, in compiling_its report for the 

Department, examine and receive a report from its Programme Officers on the 

extent and availability of funds under the European Socal Fund for the development 

of rehabilitation and traini~g programmes. Special emphasis should be placed 

on the fact that, given that many staff could possibly face the spectre of 

redundancy if they're not retrained for the developing community service, the 

Board should investigate the extended application of the European 'Social Fund 

for these purposes. 

17.4 The committee would draw to the Boards attention the need to state clearly 

and obtain agreement from the Department of Health on the inevitability of a 

Transition period in which Community services must first be built up and operated 

before, ultimately, the mental hospitals can close down. Such a transition 

period will have greater initial capital and revenue implications. In addition 

the development of a Community Psychiatry Service is not likely, in the short 

term, to be "cost-neutral" in absolute financial terms ; it is however likely 

that a developed community psychiatric service with a comprehensive range of 

facilities and with services which are well integrated with local, voluntary 

and other ~gencies, will ultimately be of great~r economic and social benefit 

to the community than traditional institution based services. 

18. ACTION PLAN 

18.1 This committee would wish to make the observation that, given the scarcity 

of resources and the stated constraints of a reduced capital allocation for 
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health expenditure by the Government in this years capital programme, there 

will be competition for scarce resources. The board, its administrative officers 

and professional staff owe it to their patients to compete properly and effectively 

for its due and fair share of these resources by the submission of a well designed 

report and action plan. The Department of Health should be positively impressed 

by a Board which is unified with its administrative and professional staff, 

and where application for funds is supported by a coherent and well structured 

Action Plan for the implementation of Government Policy. Consequently it is 

less likely that it could, in such circumstances, overlook the requirements 

of this Board for the patients in its area than might be the case if the Board 

submitted a less than comprehensive report which failed to set out clearly the 

heads of requirements mentioned in this report. 

18.2 The committee recommends that the Boards draw up a well sequenced action 

plan for the implementation of Government policy for the development of a community 

psychiatric service set. out under the range and type of heading illustrated 

both in this submission in the November and December reports of the Chief 

Psychiatrist and as set out in Chapter 16 of the Government Report Planning 

For the Future. 

19. REVIEW OF IMPLEMENTATION 

19.1 As the Board is now embarked upon an exercise in drawing up its policy 

objectives and outlining the strategy for implementing them and as this is an 

exercise which will be ongoing over a number of years, this committee are of 

the view that i t_ is desirable that there be a structure or framework which will 

permit the evolution of a flexible plan ~nd its review by a group representative 

of the Board, its administrative and professional staff. This committee thereofre 

recommends the establishment of a Planning Review Body for the development of 

a community psychiatric service with a composition of membership drawn from 

the members of the Board or its Programme Committee, the psychiatric service 

administration, the Chief Psychiatrist, and the professional staff at Clinical 

Director, Consultant Psychiatrist Committee and nursing and other professional 

group levels. 


