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‘....You would measure time the measureless and the
immeasurable. . . Yet the timeless in you is 

aware of life’s timelessness,
And knows that yesterday is but to-day’s memory 

and to-morrow is to-day’s dream.
And that which sings and contemplates in you is still

dwelling within the bounds of that
first moment which scattered the stars into space. . . .

But if in your thoughts you must measure time into seasons,
let each season encircle all the other seasons

And let today embrace the past with remembrance
and the future with longing. . . .

And you would accept the seasons of your heart 
even as you have always accepted the seasons that 

pass over your fields
And you would watch with serenity through the

Winters of your life....’

The Prophet 
Kahil Gibran
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The ongoing development of appropriate services for older people is one of the major
challenges currently facing the North Eastern Health Board. Ageing is a normal process
of the human lifecycle and it is important that health services support older people in
leading meaningful and rewarding lives while continuing to contribute to society as a
whole.

This five year strategy outlines the vision and priorities of the North Eastern Health
Board in relation to the development of services for older people. This vision has been
informed through a series of consultation processes with all relevant stakeholders
including service users, carers, staff and all others who have a role in providing
services for older people.  

Alongside of the ageing of the population we are witnessing a profound transformation
in the experience and meaning of old age in the 21st century society.  Retirement is no
longer the straightforward entry point to old age that it once was and at the same time
older people are living longer.  The ageing population now includes a growing number of
the very old, 75 years and over which presents challenges in terms of service delivery
relative to the diminishing number of carers, changes in family structures and
increasing loneliness as a result of social isolation.   

It is important to adopt a more comprehensive vision of ageing by taking a holistic
approach to the provision of health and social services for older people while promoting
a positive image and awareness of ageing and older life.  This strategy aims to provide
a comprehensive range of services necessary to support older people enjoy healthy
ageing in appropriate and secure environments of their own choice.

The aims and objectives set out in this strategy provide a clear pathway for the
development of services throughout the region for the next five years.  The preliminary
estimated implementation cost of this strategy at current costs is Revenue £45m and
Capital £35m.

Paul Robinson
Chief Executive Officer
July 2001
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‘Healthy Ageing - A Secure Future’, A Five Year Strategy for the Delivery of Services to
Older People could not have been developed without the assistance and co-operation of
a great many people.  We would like to acknowledge and thank all those who
contributed to the process and in particular older people and their carers resident
throughout the region, voluntary organisations and statutory agencies who took the
time to share their views and give us the benefit of their valuable experience.  Thanks
are also due to the many health and social care workers who generously gave of their
time to assist in the development of the vision of services for older people which is
outlined in this strategic framework document.
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In recent years there have been a number of influences on planning and development of
health and social services for older people.  People are now living longer, disease
patterns are changing and there have been significant developments in diagnostic and
treatment facilities.  There is also an increased need for and expectation of services.
The Years Ahead...A Policy for the Elderly 1988, emphasised the need to maintain older
people in dignity and independence in their own homes for as long as possible.  In
addition the wishes of older people themselves should be taken into account when
planning and developing services.  The Department of Health and Children adopted the
recommendations of this report.  The 1998 review of the report by the National Council
on Ageing and Older People found the main thrust of the report continues to be relevant.
Shaping a Healthier Future - A Strategy for Effective Healthcare 1994, identified the
need to enhance the health and quality of life for older people and proposed the
underpinning principles of equity, quality and accountability in all health services
delivery.  The introduction of a new National Health Strategy expected later this year will
also influence the direction of this five year strategy of services for older people.

The challenges facing the Board in terms of planning and providing appropriate health
and social services for older people are significant. According to the 1996 Census
there are 34,812 older persons aged 65 years and older living in the north-east region.
Additional challenges which emerge from the NEHB population profile include the
growing number of the very old, the “fourth age” 75 years old and over, the
consequences of diminishing numbers of carers and increasing loneliness.  There is
evidence of the need for a variety of service approaches depending on the demography,
socio-economic status and geographical location of the elderly population throughout
the region.  A particular area of concern is the percentage of the older population who
live alone in the north-east (26%), of whom 64.29% are female and 35.7% are male.

Services for older people were discussed at a Board Meeting in May 2000 following
which it was decided to develop a strategy of services for older people.  A steering
group was established with the remit of developing a five year strategy for the delivery
of services to older people (Appendix 1).  The preparation of this strategy of which the
underlying aim is to improve the health and quality of life of older people involved the
examination of all external and internal influences on service planning and provision
within the Board. The issues for consideration were and continue to be both multiple
and complex.  Older people, their carers, service providers, public sector and voluntary
sector bodies and NEHB staff were asked for their views in relation to the development
of services for older people.  These views are reflected in the five year strategic plan.  

Some of the needs of older people in the Board’s area have previously been identified
through analysis of consumer surveys undertaken by the Board’s Public Health
Department and Health Promotion Unit. The formulation of this strategy also referred to
the previous unpublished work of the 1996 - 1999 strategy group of which many
identified service initiatives have been realised to-date.  

All issues were examined in regard to their interrelationship with each other in order to
achieve a continuum of care for older people as they access the services.  The strategy
therefore endeavours to provide a holistic approach to addressing the needs of older
people in the provision of innovative and flexible services.  Service proposals aim to
provide the appropriate care for the older person in the appropriate setting at the
appropriate time.

i i i
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CARE CO-ORDINATOR

CARE MANAGEMENT

COMMUNITY CARE AREA

EFFECTIVENESS

EFFICIENCY

EQUITY

HEALTH BOARD RESIDENTIAL UNIT

HEALTH PROMOTION

LISTENING DAY

MEDICAL & SURGICAL EQUIPMENT AND APPLIANCES

MULTIDISCIPLINARY TEAM

A care co-ordinator will co-ordinate all services required by the older person following
assessed needs in line with the care plans.

Care management can by typified as providing assessment of need and implementation
of care plans through the use of standardised procedures and protocols, providing a
response to complex needs involving multiple services and concerned with providing
long-term support and co-ordinated care at home.

For administrative purposes, the North Eastern Health Board area is divided into three
community care areas:- Meath, Louth and Cavan/Monaghan.

A measure of the degree to which an intervention provides benefit to an individual or
community.

The production of effective and beneficial outcomes for the least resource cost. An efficient
intervention maximises output for a given input, or minimises input for a fixed output.

Access to healthcare determined by actual need for service rather than ability to pay or
geographical location.

Residential units providing long term, respite and some rehabilitation services for older
people.

“The process of enabling people to increase control over and to improve their health” (WHO)

A day on which Health Board staff met with different groups of older people, carers and
service providers to listen to what individuals had to say about services for older people.

Medical & Surgical Equipment and Appliances include items which are necessary to
maintain the health of older people and assist the older person in the activities of daily
living.  These include:- walking frames, wheelchairs, commodes, stoma equipment, bath
rails, non slip mats, specially designed cutlery and safety devices for cookers and fires.

A multi-professional team comprises a range of skills such as public health nursing,
physiotherapy, occupational therapy, speech and language therapy, chiropody and
homecare assistance.

i v
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A range of services designed for an individual following assessment.

Is a service development objective which has been set from which achievement will be
measured.

A strategy is a vision for the future.  It sets strategic objectives for which each service
must develop action plans to achieve.

PACKAGE OF CARE

STRATEGIC OBJECTIVE

STRATEGY

v



CHALLENGES

PRIMARY PREVENTION

NATURE OF AGEING

The demographic and health profile of older people in the North Eastern region poses
many challenges in terms of planning for appropriate services which will achieve
effective outcomes in health and social gain.  Keeping older people well, in good health
and disability free will ensure a continued good quality of life and enable older people to
continue to contribute significantly to society as a whole.  

The Carnegie Inquiry into the Third Age of Life 1993, found that the process of ageing
is not determined inexorably by genetic factors, and can be greatly influenced by
lifestyle and environment at later as well as at younger ages.  This finding highlights the
importance of health promotion programmes for the ageing population.

Ageing is a normal physiological process.  It is not a disease.  While ageing is
inevitable and irreversible, the chronic disabling conditions that often accompany it can
be prevented or delayed, not only by medical interventions but often more effectively by
social, economic and environmental conditions.

The primary health challenges posed for the Board in provision of services are to
prevent, postpone and/or treat conditions such as cardiovascular disease and
incidence of stroke, cancers, musculoskeletal conditions such as arthritis and
osteoporosis, neurological or mental disorders like dementia and depression,
degenerative disorders including loss of sight and hearing and chronic lung disease.
The SLAN survey has provided the Board with valuable data in identifying a number of
areas for targeted health promotion programmes which will assist in achieving health
and social gain for older people.

The changes in age structure, health and patterns of employment are transforming the
nature of ageing, thereby, posing sharp questions about both the traditional passive
roles expected of older people and the extent to which policy makers and major
economic and political institutions have adjusted to the socio-demographic change.  In
the light of the changing meaning of old age and the increasing active stance being
taken by senior citizens at local and national and European platforms, the terminology
used to describe this group and the associated metaphors - old, elderly, retired - seem
to be out of tune with their subjects.  This is one reason why a distinction is now
commonly made between the third age (50 - 74) and the fourth age (75 and over), in
the manner of Shakespeare’s Seven Ages, although this more sensitive approach crudely
applies age criteria that may not in practice reflect functional reality in many cases.  

Collectively the demographic and health profile of older people in the northeast and changing
societal trends and illness patterns provide significant challenges for us as service
providers to plan appropriately to meet the needs of this population in the years ahead. 

Older people, on the basis of chronological age, are progressively removed from
economic life, which provides them not only with income, but structures their daily
routines and integrates them into regular social relationships.   It is important therefore
that we introduce the concept of supported volunteering amongst older people as they
prepare for retirement so that they can continue to contribute in a wider social sense in
a positive way while at the same time continue to feel valued members of society
contributing a valuable service for the betterment of society.

v i
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FUNCTIONAL ABILITIES

GENDER

DEPENDENCY

COMMUNITY SUPPORTS

As improved health and social services, coupled with socio-economic developments
have improved life expectancy as a whole, there are an increasing number of people
with functional disabilities entering the ‘third age’. The range of disabilities include
intellectual, sensory and physical. The morbidity and mortality indices affect all older
people as does the incidence of dementia, regardless of intellectual ability. There is
evidence to suggest that an increasing number of older people with intellectual
disabilities presenting with dementia and related problems. There is a need therefore to
develop services for older people specific to their functional status.

Twenty six percent of the older population in the North East live alone  (9,266), of
whom 64.29% (5,958) are female and 35.7% (3,308) are male, combined with the rural
urban residential distribution (Figure 3.) pose significant challenges in the provision of
and delivery of appropriate services throughout the region.

The 1996 Census outlines variations in dependency ratios within the counties of the
NEHB. The dependency ratio for Cavan is 24%, Monaghan 21%, Louth 18% and Meath
19% which indicates a higher than national average of 18% in all counties except Louth.
Achieving equity of access to service provision on behalf of older people poses
difficulties in the light of the anomalies in non-acute transport service provision and the
difficulties older people experience in accessing the skeletal main national networks in
the region in order to avail of their free transport entitlement which is specifically
related to public transport systems only. There is a need for an innovative approach to
the development of flexible and appropriate services for older people and their carers
which will include transport initiatives.

There is need to further develop community support structures so that older people
may be discharged from acute care to community with a supported service
encompassing an appropriate package of care. This will ensure a continuum of care
which will help the older person to continue living at home and also reduce the
incidence of re-admission to acute hospital services.  

As the Board provides a wide range of health and social services it is important that
good communication between the various services underpins service delivery in the
interest of achieving a continuum of care for older people and their carers. It is equally
important that there are good communications between the Board and all other
stakeholders involved in determining the health and social well-being of our older
population including other public, voluntary and private service providers (i.e. inter-
sectoral). There is therefore a need for an on-going partnership approach towards
working together to achieve health and social gain for older people in the North East.

v i i



STRATEGIC FRAMEWORK

KEY STRATEGIC PERFORMANCE AREAS

SERVICE PILLAR ONE - MAINTAINING HEALTH AND WELL-BEING

The strategic framework of services for older people in the North Eastern Health Board
outlined in this five year strategy is based on four pillars of services, which will provide
care and support to older people, their families and carers. These four service pillars
are the four key performance areas of the strategy:-   

1. Maintaining health and well-being. 
2. Community supports.
3. Acute care.
4. Continuing care.

Key requirements to ensure the achievement of strategic objectives in the four key
performance areas over the next five years will be the development and monitoring of
performance indicators across all services. Performance indicators will be developed in
line with national guidelines in the following areas:  information and education; health
promotion; access; equity; integration and co-ordination; waiting times; accountability
and quality/standards. 

Strategic Aim
To support older people in achieving and maximising health and social gain.

v i i i
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STRATEGY OF SERVICES FOR OLDER PEOPLE
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OLDER PEOPLE 
CARERS & FAMILIES

PERFORMANCE INDICATORS

INFORMATION & EDUCATION

HEALTH PROMOTION

ACCESS

EQUITY

INTEGRATION & CO-ORDINATION

ACCOUNTABILITY

QUALITY/STANDARDS

Key Strategic Objectives:
We will:
z Support communities to develop and maintain adequate social networks to ensure that older people

continue to play valued and respected roles in their own communities.
z Provide health promotion programmes which support older people in making informed healthier choices

which maximise health and social gain.



SERVICE PILLAR TWO - COMMUNITY SUPPORTS

SERVICE PILLAR THREE - ACUTE CARE

ix

z Provide a range of services which will support the maintenance of health and well-being to include:
z Immunisation programmes;
z Chiropody/podiatry services;
z Functional status screening; 
z Assessment and advice service which will assist in the primary prevention of falls in older people;
z Social support by way of access to social day-care services;
z Organisation and support of transport provision for social day services.

z Provide comprehensive screening services.
z Provide early local access to diagnosis and treatment of eye conditions.
z Work in partnership with other statutory and voluntary agencies in identifying and addressing the needs

of older people in securing and providing an appropriate range of necessary health and social services.
z Work in partnership with local authorities, community groups and other agencies in the development of

supported accommodation and housing schemes for older people.

Key Strategic Objectives:
We will:
z Organise service delivery at district level which will be implemented through the care management

process and which will be accessible on a 24 hour basis. Districts will be population based and will be
revised following each national census.

z Develop a standardised assessment instrument for use in all service settings.
z Provide comprehensive support services for Carers.
z Develop a number of models of home care which will ensure access to appropriate support on a 24 hour

basis regardless of diagnosis or location.
z Develop the old age psychiatry services.
z Establish a memory clinic service.
z Develop sitting services, respite and other support services for carers of older people with dementia. 
z Provide early local access to dental, ophthalmic and chiropody services.
z Develop a number of transport models which will ensure that all older people will be supported in

accessing health and social services.

Key Strategic Objectives:
We will:
z Ensure a comprehensive assessment is undertaken of each older person accessing acute care.
z Develop care and admission protocols around specific diagnostic groups e.g. orthopaedics, respiratory, 

cardiac, endocrinology etc.
z Develop elderly care as a speciality in each acute hospital.
z Develop multidisciplinary teams for older people in each hospital site.
z Increase the number of Rehabilitation and Assessment beds at each acute hospital site.
z Develop regional specialties in ENT and Ophthalmology.
z Further develop the discharge planning process in all acute hospitals.
z Develop consultant led day hospital services at all hospital sites.
z Develop consultant outreach services in the community.

Strategic Aim
To support the choice of older people to continue living in their own communities.

Strategic Aim
To ensure easy access to appropriate assessment, diagnosis and treatment for acute
care interventions and timely discharge to the most appropriate setting.



SERVICE PILLAR FOUR - CONTINUING CARE

CRITICAL SUCCESS FACTORS FOR IMPLEMENTATION OF THE STRATEGY

Strategic Aim
To provide appropriate access to high quality continuing care for older people who are
unable to be maintained in independence and dignity in their own homes.

This strategy can only be realised if there is total commitment to its implementation by
all of the stakeholders. The critical elements in the implementation process are as
follows:

z Realignment of service delivery structure. 
z Cross programme/multisectoral commitment to integrated care.
z Development of quality information systems.
z Development of a Standard Assessment Instrument.
z Development of a comprehensive framework which ensures a continuum of care.
z Development of an implementation plan and a monitoring and evaluation process.
z A successful human resources strategy.
z The provision of an appropriate level of funding.

x

Executive Summary

Key Strategic Objectives:
We will:
z Undertake a review of the bed requirements for older people within the region cognisant of service

utilisation trends; the pace of development of community supports to older people; the mix of in-patient
services - respite, rehabilitation and assessment beds; availability of private nursing home beds; and
availability of care packages to older people at home.

z Establish new purpose built residential units.
z Develop a number of small domestic style units for dementia patients.
z Develop specifically designed units for dementia patients with highly disruptive behaviour.
z Expand the range of services available in residential units to best meet increased levels of dependency

of residents.
z Undertake regular patient and carer satisfaction surveys of older people in residential units.
z Develop service agreements with the private nursing home sector which will include a full range of

therapeutic services.
z Establish a regional residential services inspection unit.
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1.1 VISION

1.2 MISSION

1.3 UNDERLYING VALUES

1.4 FUNDAMENTAL PRINCIPLES
EQUITY

QUALITY

To promote and support the health and social well being of each older person living in
the North East.

To promote and support the health and quality of life of older people, carers and their
communities, by utilising the resources at our disposal to provide the most appropriate
care in the appropriate setting at the appropriate time.

z Independence - Recognition of the clients right to live in his or her own home
environment for as long as possible.

z Information - Adequate and appropriate information will be available to all ageing and
older people to enable them to make appropriate choices on their own behalf.

z Right to decide - All ageing and older people have the right to be involved in the
decision-making process regarding the available care options.

z Empowerment - Ageing and older people will be empowered to make choices that will
promote their health and social well-being.

z Dignity - Each older person will receive both respect and dignity in all their dealings
with the Board irrespective of their age, gender, disability, or other status.

z Individualised client focused service - The focus of the service shall always be on the
individual person.  The service will be flexible, responsive and appropriate to the
clients needs.

z Accessibility - Access to health and social care shall be based on need and provided
in the most appropriate place for the patient.

z There will be no organisational, social or geographical barriers to accessing services.
Provision of services will be determined by actual need rather than ability to pay or
geographical location.  All those who avail of the services will be treated fairly.
Eligibility and charges will be applied in a uniform manner in all areas.

z Services must meet the highest possible standards within the resources available
and measures put in place to ensure the best possible outcomes.  

z There will be uniformity in practice and standards of care throughout the region based
on best practice.

z Where possible all practices and treatments will be evidence based.

z Services will be organised and delivered with courtesy and efficiency.

2
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z Those responsible for providing services will take explicit responsibility for the
achievements of agreed objectives.  

z All those providing services are accountable for their decisions and actions. 

z To support older people in achieving and maximising health and social gain 

z To support the choice of older people to continue living in their own communities.

z To ensure easy access to appropriate assessment, diagnosis and treatment for acute
care interventions and timely discharge to the most appropriate setting.

z To provide appropriate access to high quality continuing care for older people who are
unable to be maintained in independence and dignity in their own homes.

ACCOUNTABILITY

1.5 AIMS OF STRATEGY

3
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2.1 METHODOLOGY

CONSULTATION WITH THE PUBLIC

The preparation of this strategy of which the underlying aim is to promote and support
the health and quality of life of older people involved the examination of all external and
internal influences on service planning and provision within the Board. The issues for
consideration were and continue to be both multiple and complex.    All issues were
examined in regard to their interrelationship with each other in order to achieve a
continuum of care for older people as they access the services.  A holistic approach to
responding to the needs of older people is required, one, which encompasses the
physical, social, emotional, intellectual, and spiritual care needs of the older person.
Whilst a holistic approach is necessary it is also important that services provided are
innovative and flexible. Services should also provide the appropriate care for the older
person in the appropriate setting at the appropriate time.

An extensive literature review was undertaken which examined models of best practice
at local, regional, national and international levels.

Some of the needs of older people in the Board’s area have previously been identified
through analysis of consumer surveys undertaken by the Board’s Public Health
Department and Health Promotion Unit. The formulation of this strategy also referred to
the previous unpublished work of the 1996 - 1999 strategy group of which many
identified service initiatives have been realised to date.  

As part of the strategy formulation process a listening day was held for older people
and carers within the region.  Representatives of voluntary groups and agencies, private
nursing homes sector, other relevant statutory bodies and agencies, including Gardaí
and Local Authorities and personnel involved in the delivery of the Board’s services to
older people also attended. 

A number of service providers from within the Board also attended.  The listening day
provided an opportunity to collate a qualitative and quantitative study of users and
carers views of, and service providers views of services within the North Eastern Health
Board for older people.  The quantitative study was based on responses received from
three separate strata that have direct involvement with the North Eastern Health Board:
Service Users, Service Providers and Carers.  

Quantitative research was undertaken by circulation of questionnaires to service users,
carers, and service providers including general practitioners.

Both the quantitative and qualitative research data, reflecting users perceptions and
views of our services have been critical to the planning process of this strategy. The
outcomes of the listening day were published in a newsletter format which was
circulated to all attendees.  

A situational analysis was undertaken which included analysis of the internal and
external environments, including GAP analysis and a SWOT analysis of existing services.

A series of workshops were carried out for the Elderly Care Group in each Community
Care area.  These provided a useful forum for all personnel providing services to older
people throughout the range of services settings within the Board, to come together to
share their views of existing service issues and future requirements to improve the
overall service.  This consultative process provided an opportunity for an integrated
approach to the development of the strategic objectives outlined in the Five Year
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Strategy.  This initiative will prove to be a key support element to the successful
implementation of the Five Year Strategy.

The main issues identified in the consultative process included:

z Information:
The need for more information on the range of services available and how these 
services can be accessed. 

z Transport:
This emerged as a critical issue on the listening day as there is a real lack of public 
transport in all areas.    

z Co-ordination of Services:
The view was expressed that the health services were not properly integrated on the 
ground and the communication between hospital and community was poor.

z Finance:
There was a general feeling that the medical card should not be means tested but 
based on medical need and age status. The view was expressed that all services 
should be provided based on need irrespective of means.

z Support Services:
Requirement for accessible locally based services for people remaining in the 
community and the need for additional choices such as sheltered housing.

z Respite Care:
The need for a planned programme of respite care.

z Day Services:
The need for more day centres.
The need for a range of services to be provided in day care services such as 
physiotherapy, occupational therapy and chiropody.
The need to support local communities to establish and develop social day service to
meet the needs of the well active older people.

z Autonomy:
Choice: Older people expressed the desire to exercise choice in who they wished to 
care for them.
Independence: Older people want to have access to information on services so that 
they can make informed choices and plan appropriately for future care needs rather 
than harbour fears for their future should an accident or onset of illness reduce their 
level of independence.

z Financial remuneration:  require greater financial remuneration.
z Training and accreditation:  need for formal training or/and accreditation for full time

carers.
z Choice:
z The need for additional support for carers such as night or/and weekend support.
z Time off:  carers need time off from their full time roles. This could be achieved by

developing sitting services and respite at home services.

z The need for an organised support framework for voluntary organisations working
within the Health Board region.

z Active retirement groups need more support and co-ordination.
z Voluntary sector service providers welcome the partnership approach with the Board

to service developments which will continue to be supported by formal service
agreements. Ongoing liaison at both local and regional levels is required.

SERVICE USERS:

CARERS:

VOLUNTARY ORGANISATIONS:
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GENERAL PRACTITIONERS:

HEALTH BOARD SERVICE PROVIDERS:

CONSULTATION WITH AN GARDA SIOCHANA

CONSULTATION WITH LOCAL AUTHORITIES

Key issues for GPs include linkages with and access to other services:
z PHN Service:  need for developing closer links with PHNs in planning and delivery of

care.
z Information on services available:  GPs are often unaware of new services becoming

available in both acute hospital and community settings.
z Community supports:  need for physiotherapy, occupational, speech and language and

chiropody services in community.
z Referral system:  need for simple referral system with single point of contact for a

range of support services.
z Communication:  need for prompt and ongoing communication between health

professionals.
z Access:  currently the predominant access for referral of ill patients to acute care is

through A&E: need for agreed combined care and admission protocols between
Geriatricians and GPs.

z Respite, Rehabilitation, Convalescence: Need for prompt access to these services.
z Co-ordination: need for improved co-ordination between hospital and community.

z Staffing levels:  need for increased staffing and supports in both acute hospital,
residential and community settings.

z Liaison:  need for improved liaison between hospital and community services.
z Service Provision:  need to establish key services on a twenty four hour basis

particularly in community.
z Rehabilitation:  need for development of rehabilitation services in acute hospital,

residential and community settings.
z Assessment:  need for a standardised assessment tool.
z Information:  need for staff to have up to date information to appropriately advise

older people.
z Education and training:  need for ongoing education and training of all staff including

carers, assistant carers and the need for a multi-disciplinary approach to training.
z Elderly Care Group:  the elderly care group concept should be supported by all of the

Board’s services for older people. 
z Service location:  need for services to be provided locally to where people live.

z Security issues for older people - neighbourhood watch, community alert etc.
z Supporting the role of carers and neighbours in the community.
z Information:  need to share up to date information with Gardaí on services available

and means of accessing them.
z The need for a multi-sectoral regional group to be established in order to assess and

monitor the needs of older people and their carers in the community. (i.e. Gardaí,
Health Board, Local Authorities, Social Welfare Services, Voluntary groups and
agencies as relevant).

z Housing for older people:  need for ongoing collaboration and co-operation between
Health Board at local and regional levels in planning for the needs of older people.

z Collaboration between Health Board, Local Authorities and Housing Agencies in
planning appropriately for the needs of older people.

z Collaboration between Health Board and Local Authorities in meeting the maintenance
requirements of housing for older people.

The literature review, research outcomes and consultation process informed the choice
of strategic framework of the Strategy for the Delivery of Services to Older People.

8

2chapter and strategic framework

Methodology



The strategic framework of services for older people in the North Eastern Health Board
outlined in this five year strategy is based on four pillars of services to older people,
which will provide care and support to older people, their families and carers. These
four service pillars are the four key performance areas of the strategy:

1. Maintaining the health and well-being of older people; 
2. Community supports;
3. Acute care;
4. Continuing care.

Recurring themes highlighted throughout the consultation process can be summarised
in the following points.  The services which the Board provide should:

z Value the individuality of the older person;
z Acknowledge the need for advocacy and empowerment of older people;
z Facilitate personal choice;
z Support independence in the home;
z Provide information in regard to services in a user friendly format;
z Provide a continuum of services;
z Work closely with the voluntary sector;
z Acknowledge and support the valuable role of carers;
z Heighten the awareness of the valuable contribution which older people continue to

make to society. 

The prevalence of these recurring themes suggested the need for a matrix of key quality
service drivers which encompass attitudes to the rights and needs of older people
across all conditions and risks which older people are susceptible to.  This matrix is
essential in terms of achieving an equitable and quality service framework for older people.

2.2 STRATEGIC FRAMEWORK

2.3 SERVICE FRAMEWORK

2.3.1 QUALITY SERVICES DRIVERS
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2.4 PERFORMANCE INDICATORS
Key requirements to ensure the achievement of strategic objectives in the four key
performance areas over the next five years will be the development and monitoring of
performance indicators across all services. Performance indicators will be developed in
line with national guidelines in the following areas:  information and education; health
promotion; access; equity; integration and co-ordination; waiting times; accountability
and quality/standards. 
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Figure 2.3:  Performance Indicators
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3.1 POPULATION ANALYSIS - HEALTH STATUS IN THE NEHB 2000
AGE PROFILE

The age structure of the population of the NEHB region (1996 Census) is illustrated in
Figure 3.1 revealing the large proportion of young persons in the population. The
percentage of persons aged 65 years and over is identical to the national figure of
11.4%. The number of persons aged 65 and over at the 1996 census resident in the
region was 34,812. The number of females was 19,529 or 56% of this population,
which is similar to the national profile for older persons. The national demographic
profile is that of an increasing older population which is similar to the European profile.

Figure 3.1:  Age structure of the population of the NEHB region (1996 Census Data)

The percentage of persons aged 65 and over per county in comparison to the national
average is as follows;- Cavan 14.7%, Monaghan 12.6%, Louth 10.8% and Meath 9.7%.

Table 3.1 outlines the numbers of persons living in each county in the region by age
group at the last census. 

Table 3.1:  The number of persons by age group in the NEHB region (1996 Census)
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LIVING ALONE

15

NEHB
CAVAN

MONAGHAN

LOUTH

MEATH

TOTAL

65+

3,308

948

687

817

856

5,958

1,205

1,095

2,007

1,651

4,486

998

887

1,359

1,242

1,364

366

302

335

361

3,122

632

585

1,024

881

9,266

2,153

1,782

2,824

2,507

MALES

65+
FEMALES

65+
TOTAL

75+
MALES

75+
FEMALES

75+

The percentage change in the different age groups between the 1991 Census and the
1996 census for Ireland and the NEHB is illustrated in Figure 3.2.  The NEHB, in
keeping with the national pattern, shows a declining young population and an increasing
older population. There has been a slight drop of approximately 5% between 1991 and
1996 in the 65  - 74 age group, in contrast with the national picture where there was
almost no change.  However, the 75+ age group has increased by 11% - which is
significantly more than the national increase of 7%. 

Figure 3.2:  Percentage  change  in  population in 1996 compared  to  1991: 
NEHB  and Ireland

A total of 9,266 (26.6%) persons aged 65 years and over live alone. Of those aged 75
years and over, 4,486 live alone. This represents 30.6% of all those aged 75 years and
over (1996 Census). Of the 9,266 older people who live alone 3,935 live in Cavan
Monaghan, 2,507 live in Meath and 2,824 live in Louth. The large proportion living
alone has implications for the provision of services to support older people to continue
living in their own homes.

Table 3.2:  Older people living alone in the North East
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DEPENDENCY RATIOS

Figure 3.3:  Older People Living Alone in the North East

The greatest need for health care is at the extremes of age. A useful measure of this
need is the dependency ratio which is the number of people aged 0 - 14 and 65 and
over as a percentage of those aged 15 - 64. Based on the 1996 Census there are
variations in dependency ratios within the counties of the Board. The dependency ratio
for Cavan is 24%, Monaghan 21%, Louth 18% and Meath 19% which indicates a higher
than national average of 18% in all counties except Louth as outlined in Figure 3.4. 

Figure 3.4:  Dependency Ratios NEHB Region 1996

Figure 3.4 indicates that the dependency rate for each of the counties other than Louth
is higher than the national rate of 18%. As these figures are based on 1996 CSO data
they do not reflect the changes in migratory patterns which have occurred in the interim
period. Relative to rising house costs in the greater Dublin area there has been a
significant growth of urbanisation in Meath and Louth. The dependency ratio for the
region, combined with the living alone profile has significant service planning and
provision implications for the Board over the next five years and beyond. 
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The number of males aged 65 and over was 15,283 in 1996 which represents 44% of
the population aged over 65.  The number of females was 19,529 or 56% of the
population.

The national gender profile figure for males is 43% and 57% for females.  The
percentage of each sex also shows variation within each county with Cavan having 47%
males, Monaghan 45% males, Meath 45% males and Louth at 40% males.  The
following table outlines the number and percentage of males and females over the age
of 65 in each county: -

Table 3.3:  The gender distribution of those aged 65 years and over in the NEHB region in 
1996 (CSO)

With the life expectancy of females still significantly higher than males there will be
continuing higher number of females over males in the elderly age groups.

The vast majority of elderly people live in rural areas (i.e., outside towns of a greater
size than 1,500 people) in all counties except Co. Louth. This is demonstrated in Figure
3.5 which shows the percentage of persons aged 65 years and older residing in urban
and rural areas.

Figure 3.5:  The distribution of persons aged 65 and over into rural and urban areas. 
(1996 census)   
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POPULATION PROJECTIONS

The Central Statistics Office (CSO) develop population projections based on existing
census data and their expectations of future mortality, fertility and net migration rates.
It is important to recognise that these projections are based on the best available data
and may change if the assumptions, which generate them, change. The projections are
never guaranteed.  The CSO only prepare population projections at the national level.
They do not prepare population projections for counties or for regions.  

The NEHB has applied the assumptions in the national projections to the NEHB region
and outlined a scenario for population projects for the region. Table 3.4 outlines the
most likely low and high projections for the population aged 65 years and over for the
time periods from 1996 to 2031. As seen in the table there is very little difference
between the high and low projections. 

Table 3.4:  High and low population projections for age groups 65-74 and 75+

Figure 3.6:  High and low population projections for age groups 65-74 and 75+
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Table 3.5 outlines the actual increases in the numbers and the percentage changes. As
seen in Table 3.4 there were significant increases in the number of older person and
more importantly from a service provision perspective, significant increases in the
number of persons aged 75 and over. By 2006, there shall have been an increase of
over 1,700 persons aged 75 and over. Older persons have a higher prevalence of
chronic conditions and therefore a greater requirement for services.

Table 3.5:  Actual increase in numbers and percentage increases in those aged 65-74 
and those aged 75+ based on the population projections in Table 3.4

One of the most important indicators of the health status of a population is it’s
mortality pattern. In 1997, 2,533 persons resident in the NEHB region died. The
mortality profile of a population is affected by age. Most of the deaths (78.5%) occur in
the 65+ age group. The main causes of death in older persons are broadly similar to
those in younger persons. Eighty eight percent of deaths in persons aged 65 years and
over can be attributed to one of 4 main categories: Circulatory diseases, Cancers,
Respiratory diseases and Injury and Poisoning. Table 3.6 outlines the proportion of
deaths by category and by age group. 

Table 3.6:  Mortality by cause and age group, NEHB residents, 1997

Table 3.7 outlines the number of deaths and standardised death rates (SDR) for the
commonest causes of death in all persons and in persons aged 65 years and over
resident in the NEHB region for the five-year period 1993-97. The mortality profile is
very similar to the national picture. The only conditions where there are statistically
significant differences from the national rates are ischaemic heart disease for both
males and females where the rates in the NEHB are higher and for “all malignant
cancers” in females where the rate in the NEHB is lower than the national rate.

3.2 HEALTH STATUS OF OLDER PEOPLE IN THE NORTH EAST
MORTALITY
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LIVE EXPECTANCY

MORBIDITY

Table 3.7:  Deaths and SDRs for all persons and those aged 65 and over, 1993 - 1997 
for residents of the NEHB region

Ireland has the lowest life expectancy at age 65 years in the European Union. Life
expectancy at 65 for males in Ireland is 13.7 years (78.4%) and for females is 17.4
years (82.4%). Life expectancy at 75 years is 8.1 years for males and 10.4 for females.
Females have a longer life expectancy than males at all ages and this is reflected in the
population pyramid (Figure 3.1) where there are greater numbers of females in the older
age groups.

Morbidity, or the level of ill health that the population experiences, is difficult to quantify.
Information systems are not yet sufficiently developed to allow a comprehensive
analysis of the burden of ill health in the population. However, useful information is
available from a number of sources including the Hospital Inpatient Enquiry System
(HIPE), from Health Research Board on activities in the Irish Psychiatric Services, from
the General Medical Services (Payments) Board and from the National Cancer Registry.
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The Hospital Inpatient Enquiry system (HIPE), collects data on all patients who
encounter the acute hospital services either as an inpatient or as a day case. It does
not deal with those attending Accident and Emergency units or outpatient departments.
Data are collated at the time of discharge.  

Figure 3.7 outlines the male and female rate of episodes of care per thousand of the
total population in the NEHB region population in 5 year age groups. As can be seen from
the figure older persons are far more likely to have contact with the acute hospital service.

Figure 3.7:  Age groups of hospital patients, rate/1000 population.

Figure 3.8 outlines the length of stay by age.  As individuals get older there is an
increasing length of stay, reflecting the greater needs at this stage of their lives.

Figure 3.8:  Length of stay by age.

3.3 UTILISATION OF ACUTE HOSPITAL SERVICES
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Data for 1998 show that 46,463 patients encountered the acute hospital services for
the year. Of these, 11,724 (25.2%) were aged 65 years and over. This equates to
approximately one in every three persons aged 65 years and over having contact with
the acute hospital service during the year.  These 11,724 patients encountered the
acute hospital system on 18,001 occasions. Figure 3.9 outlines the number of
encounters by those aged 65 years of age for the years 1996 to 1998. As can be seen
from the figure there has been an increase each year in the number of patients and an
increase in the number of admissions despite annual increases in the number of
patients treated as day cases. 

Figure 3.9:  The number of patients aged 65 years and over who encountered the acute 
hospital service from 1996 to 1998 with the number of admissions and day 
cases.

Figure 3.10 outlines the bed-days used over the same time period by persons aged 65
years and over. As can be seen from the figure there has been an increase each year.
The average increase per year is 4,569 bed-days or 3.8%. 

Figure 3.10:  Bed-days used by persons aged 65 years and over from 1996 to 1997.

Table 3.8 outlines how patients accessed the acute hospital services. All of the day
case episodes were pre-planned.  For those who were admitted as inpatients, 8,874
(66.1%) were admitted on an emergency basis and accounted for 88,575 (68.4%) of all
bed days used by persons aged 65 years and over for the year. 
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Table 3.8:  Patients access to the Acute Hospital Services.

*ALOS=Average length of stay

Of the 18,001 episodes of care, 15,208 (84.5%) were discharged home, 1,016 (5.6%)
were transferred to other hospitals, 1,014 (5.6%) were transferred to long stay
accommodation, 727 (4.0%) died and 33 (0.2%) took their own discharge.  The
outcome of the remaining 3 patients is unclear.

Figure 3.11:  Patients access to the Acute Hospital Services.

The average length of stay for persons aged 65 years and over is 9.6 days. However, it
can be seen from Figure 3.11 and Table 3.9, that whilst only 18.8% of patients stay
longer than 14 days, they account for just over half (51.1%) of all the bed days used by
persons aged 65 years and over.
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MODE OF ACCESS
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PRINCIPLE DIAGNOSES

Table 3.9:  Length of stay profile

In 1998 the total number of bed-days used by patients of all ages from the NEHB was
280,039. Whilst older persons accounted for only 25.2% of all contacts with the acute
hospital service they used 46.2% of all bed-days. This is a reflection of the greater
resources required to care for older persons. Lengths of stay were above average for
those who died whilst in hospital (13.8 days) and for those who were transferred to
long stay accommodation (17.2 days).

There were 1,574 different principal diagnoses made for older persons throughout
1998.  These can be condensed further into 19 different categories according to the
International Classification of Diseases (ICD). Table 3.10 outlines the distribution of
admissions according to disease classification. Circulatory Diseases are the
commonest reason for admission (25.1%) and account for the greatest number of bed-
days used (27.8%).
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LENGTH OF

STAY

< 1 DAY

1 DAY

2 DAYS

3 DAYS

4 DAYS

5 DAYS

6 DAYS

7 DAYS

8 DAYS

9 DAYS

10-14 DAYS

15-19 DAYS

20 DAYS +
TOTAL

%
1.5

7.4

9.3

8.8

9.0

6.8

6.5

6.6

5.6

4.3

15.2

7.8

11.0

100.0

NUMBER

214

998

1,253

1,177

1,215

920

878

887

747

578

2,037

1,047

1,481

13,432

%
0.2

0.7

1.9

2.7

3.8

3.6

4.1

4.8

4.6

4.0

18.6

13.6

37.5

100.0

NUMBER

214

998

2,506

3,531

4,860

4,600

5,268

6,209

5,976

5,202

24,029

17,548

48,541

129,482



Table 3.10:  Distribution of events by ICD-9-CM

Keogh and Roche (1996) estimated that 20 to 25% of older people have a mental
disorder at any one time. The National Lifestyle Survey, SLAN, revealed that 25% of
those aged 55 years and over in the NEHB region stated that less stress was a
requirement for better health, 9% were told by their GP that they had depression and
6% anxiety.  International data suggest an increasing prevalence of depression with
age. The prevalence of schizophrenia in persons aged over 64 is estimated at one
percent. Dementia is mainly a disorder of older life and it is estimated that it affects 5-
6% of those aged 65 and over. Alzheimer’s Disease accounts for 50 to 60% of
dementia patients. 

3.4 MENTAL HEALTH
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ICD-9-CM (CODE NUMBER)
INFECTIOUS & PARASITIC DISEASES

(001-139)

MALIGNANT NEOPLASM (140-209)

BENIGN NEOPLASM (210-239)

ENDOCRINE/NUTRITIONAL

METABOLIC DISEASES & IMMUNITY

DISORDERS (240-279)

DISEASES OF BLOOD/BLOOD

FORMING ORGANS (280-289)

MENTAL DISORDERS (290-319)

DISEASE OF THE NERVOUS SYSTEM

& SENSE ORGANS (320-389)

DISEASE OF THE CIRCULATORY

SYSTEM (390-459)

DISEASE OF THE RESPIRATORY

SYSTEM (460-519)

DISEASE OF THE DIGESTIVE

SYSTEM (520-579)

DISEASE OF THE GENITOURINARY

SYSTEM (580-629)

DISEASES OF THE SKIN &
SUBCUTANEUS TISSUE (680-709)

DISEASE OF THE MUSCULOSKELETAL

SYSTEM/CONNECTIVE TISSUES

(710-739)

CONGENITAL AMOMALIES (740-759)

SYMPTOMS/SIGNS & ILL DEFINED

CONDITIONS (780-799)

INJURY & POISONING (800-999)

OTHERS (V01-V82)

TOTAL

%

1.5

8.9

2.1

2.7

1.9

0.6

6.6

20.2

10.2

14.6

5.8

3.0

4.1

0.1

6.1

6.7

4.9

100.0

NUMBER

264

1,606

370

493

351

106

1,183

3,634

1,834

2,628

1,052

547

731

20

1,090

1,211

881

18,001

ENCOUNTERS

%

1.3

8.7

0.8

2.7

2.0

0.6

4.3

25.1

13.1

11.6

6.0

2.1

4.5

0.1

6.1

9.0

2.0

100.0

NUMBER

171

1,168

101

356

271

81

584

3,376

1,765

1,559

809

280

611

17

813

1,205

266

13,433

ADMISSIONS

%

1.8

12.3

0.6

2.6

1.7

0.6

3.1

27.8

13.5

9.2

4.8

2.6

5.3

0.1

3.4

9.0

1.5

100.0

NUMBER

2,268

15,924

736

3,326

2,207

752

4,017

35,957

17,499

11,965

6,264

3,417

6,878

145

4,462

11,689

1,976

129,482

BED-DAYS



3.5 PRIMARY HEALTH CARE
VACCINATION

GENERAL MEDICAL SERVICES

In the NEHB region in 1997 there were 37 patients aged 65-74 and 24 patients aged
75 and over admitted to a psychiatric hospital for the first time. This gives age specific
rates of 183.7 and 163.7 per 100,000 population respectively. These rates are in the
middle of the range for admission rates when compared to other health Board areas.
Patients over 65 years accounted for 13.6% of all admissions to psychiatric hospitals in
the NEHB region in 1997. 

Influenza is a major cause of morbidity and mortality in older persons. Over 80% of all
deaths as a result of influenza are in older persons. Influenza vaccine is effective in
preventing influenza in older persons and reducing illness, hospitalisation and death.
Influenza vaccination is available to all persons aged 65 years and over from their GPs.
The uptake in the NEHB region for older persons in 1999 was 50%. This fell short of
the target of 65%. This target is achievable given that in a survey of older people in the
region the vast majority considered influenza to be a serious disease and 65% stated
that they would accept the vaccine if it was offered to them. 

Pneumococcal vaccination was introduced into the national programme in 2000 for all
persons aged 65 years and over. This again has the potential to reduce hospitalisations
and deaths. In 1998, 467 persons from the NEHB were admitted to hospital with
pneumococcal pneumonia. As seen from Figure 3.12 older persons were more likely
than younger persons to be admitted with pneumococcal pneumonia.

Figure 3.12:  Age profile of those admitted with Pneumococcal Pneumonia in 1998.

In December 1999 there were 28,510 persons in the NEHB region with medical cards.
This represents 82% of all persons aged 65 years and over. Thirty one percent of all
persons aged less than 65 years in the region have medical cards. Older persons are
more likely to visit their GP than younger persons. They are also more likely to require
medications. Figure 3.13 demonstrates how drug costs for medical card patients’
increase with age. As can be seen from the figure, the costs increase with age
reflecting the greater need later in life. 
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Figure 3.13:  Average cost of medications for medical card holders by age in the NEHB region.

The average cost of medications for medical card patients aged 65 years and over in the
NEHB region in 1999 was £399. Figure 3.14 demonstrates how the cost of medications
for older person with medical cards has increased from 1992. The increase from 1992
to 1990 was £221 to £399, an increase of 81% (figures not adjusted for inflation). 

Figure 3.14:  Average annual cost of medicines prescribed to patients aged 65 years and over 
with medical cards.

Cancer is one of the main causes of illness and death.  In Ireland, one in three persons
will get cancer and one in four persons will die from cancer. The National Cancer
Registry, established in the early nineties, provides valuable and essential information
on the incidence and factors related to cancer in Ireland. The provision of this data is
essential in monitoring trends and in taking appropriate action where required. These
data are used in this report.

The commonest cancers in older males are colorectal cancer, prostate cancer and
cancer of the lung, whilst in older females the commonest cancers are breast,
colorectal and lung cancers. The following figure outlines the age specific incidences of
these cancers. As can be seen from the figure all of these cancers are much more
common in older persons. Whilst the other cancers fall off in incidence with very old
age, the incidence of prostate cancer continues to rise with advancing age.

3.6 CANCER INCIDENCE
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Figure 3.15:  Age specific cancer incidence rates for selected cancers.

Table 3.11 outlines the number of cases per year and the rate per 100,000 population
of the 12 commonest cancers in those 65 years and over in the NEHB region. In total
for the NEHB region there were 860 new cases of cancer in persons aged 65 years and
over in 1997. Of these 390 were in females and 470 in males. The rate per 100,000
for females was 1,975 and that for males 3,055. These rates compare to the national
rates for those 65 years and over of 2,503 for females and 3,851 for males. 

Table 3.11:  The number of cases and the rate per 100,000 population of the 12 
commonest cancers in those 65 years and over in the NEHB region.
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A healthy lifestyle is a key requisite to maintaining good health and preventing illness.
Healthy behaviour is as important for older people as it is for younger people. The
evidence suggests that it is never to late to stop smoking, to improve the diet or take
up exercise.

A baseline survey of health-related behaviours among adults was carried out across the
Republic of Ireland in 1998 (SLAN).  The key objective of the survey was to provide
reliable baseline data which would inform future policy and programme planning in the
area of health promotion.  The work was commissioned by the Health Promotion Unit,
Department of Health & Children and carried out in the Department of Health
Promotion, National University of Ireland, Galway.

The data was not analysed specifically in respect of persons aged 65 years and over.
The oldest age group analysed separately was those aged 55 years and over and these
data in respect of residents in the NEHB region are presented below.  One hundred and
fifty-nine persons aged 55 years and over, resident within the NEHB region, responded
to the survey. Key areas examined by the survey included: General Health, Smoking,
Alcohol, Food & Nutrition, Exercise and Accidents.

Table 3.12 outlines the perceived general health of those aged 55 years and older who
live in the NEHB region. As can be seen in the table two-thirds considered their health
to be good or better.

Table 3.12:  The perceived general health status of over 55s in the NEHB region.

Figure 3.16 outlines the top ten requirements for improving health as seen by the over
55s in the NEHB. As can be seen from the figure the main requirement was seen as
“more money”.

3.7 LIFESTYLE FACTORS AND SLAN SURVEY
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Figure 3.16:  The top 10 requirements for bettering health

When asked to rate their own quality of life, 21% of those 55 years and over stated
that it was very good, 53% that it was good, 9% that it was poor and 3% that it was
very poor. Fifteen percent stated that it was neither good nor poor.

The main sources of information on health for persons aged 55 and over were stated
as the GP (75.2%), the media (29.4%) and family/friends (25.6%). No other groups
(including Health Boards and other health professionals) were seen by more than 10%
as sources of information.  

Table 3.13 outlines the proportion of those aged 55 years and over who stated that
they had been told by their GP that they had certain medical conditions. As seen in the
table, over a quarter were told that they had high blood pressure.

Table 3.13:  The proportion of persons aged 55 years and over with medical conditions as 
told by their GP

Almost two-thirds (65%) had their blood pressure checked in the previous six months,
with only 3% never having had it checked. Seventeen percent had their cholesterol
checked in the previous 6 months, with over half (55%) never having had it checked.
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Sixty-three percent of those aged 55 years and over were taking prescribed medicines.
Of these 8% had difficulty with reading the instructions. A total of 129 (81%) of the over
55s wore glasses/contact lenses. 

Forty-five percent had difficulty following a conversation when there is background
noise, with 5% wearing a hearing aid. Seventy-seven percent wore dentures, with only
2% with all their own teeth.

Approximately one fifth (19.3%) of those aged 55 years and over are smokers. This is
similar to the national figure for the over 55s. This compares to 30% of the total adult
population in the NEHB region. Three percent smoke a pipe regularly with 2% smoking
cigars/cigarillos regularly. 

Twenty-nine percent never drank alcohol, whilst 37% had a drink in the previous week
with further 12 % also having a drink in the previous month. Forty-nine percent of the
55s and over stated that they would have a drink in a typical week. They would on
average have a drink on 3.2 occasions a week and drink on average 4.4 units of
alcohol each time. Older persons (4.4%) are less likely than younger persons (13.7%)
and middle aged persons (18.1%) to drive after consuming alcohol. Over a quarter
(26.5%) of males aged 55 and over drink more than the recommended sensible weekly
limit (21 units). Only 3% of women aged 55 years and over stated that they drank more
than the sensible weekly limit (14 units).

In the SLAN survey self reported height and weight was used to calculate Body Mass
Index (BMI). This was used as a measure of normal weight, overweight or obesity. Forty-
nine percent of the over 55s were considered to be of normal weight with 35%
overweight and 16% obese.  Forty-four percent considered that they ate a healthy diet. 
Seventy-five percent were not on a specific diet, whilst 16% were on a low cholesterol
diet, 7% on a weight reducing diet and 4% on a diabetic diet. Twenty-eight percent were
taking vitamin supplements. 

While 56% ate fried foods on less than one occasion a week, 29% ate them 1-3 times
a week and 15% ate them 4 or more times a week. Sixty-three percent ate butter most
days of the week. The eating of fried foods and butter may indicate a high fat diet. Sixty
percent also eat a low fat spread most days of the week. Two-thirds of those aged 55
and over drink at least a half pint of milk a day. 

The “Food Pyramid” sets out the recommended number of servings of various foods
that should be eaten as part of a healthy diet. Table 3.14 outlines how the over 55s
matched the recommendations. As can be seen from the table there is room for
improvement in all food groups.

Table 3.14:  Consumption of the recommended servings of food in those aged 55 years 
and over in the NEHB region

TOBACCO

ALCOHOL

FOOD AND NUTRITION
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CEREALS, BREAD & POTATOES

FRUIT & VEGETABLES

DAIRY PRODUCTS

MEAT, FISH & POULTRY

FOODS TO BE EATEN SPARINGLY

%
48.6

59.1

8.3

59.2

7.3



EXERCISE

ACCIDENTS

3.8 CHALLENGES

PRIMARY PREVENTION

NATURE OF AGEING

Exercise on most days of the week has been shown to be very beneficial for health.
Exercise is as important for older persons as it is for younger persons. The SLAN
survey showed that just over half (50.3%) of those aged 55 years and over in the NEHB
took no exercise at all. Twenty-seven percent took mild exercise at least 4 times a week. 

Accident prevention is particularly important in older persons. Falls are the main cause
of injury in older persons. Older persons are at an increased risk of failing vision and
slower reflexes. Table 3.10 above demonstrated that 9% of all admission and 9% of all
bed-days used by older persons are a result of accidents and poisoning. The SLAN
survey showed that 61% of injuries in those aged 55 and over were a result of falls.
Injuries were most likely to occur in the home or garden (47%) or on the pavement (24%). 

The demographic and health profile of older people in the North Eastern region poses
many challenges in terms of planning for appropriate services which will achieve
effective outcomes in health and social gain.  Keeping older people well, in good health
and disability free will ensure a continued good quality of life and enable older people to
continue to contribute significantly to society as a whole.  

The Carnegie Inquiry into the Third Age of Life 1993, found that the process of ageing
is not determined inexorably by genetic factors, and can be greatly influenced by
lifestyle and environment at later as well as at younger ages.  This finding highlights the
importance of health promotion programmes for the ageing population.

Ageing is a normal physiological process.  It is not a disease.  While ageing is
inevitable and irreversible, the chronic disabling conditions that often accompany it can
be prevented or delayed, not only by medical interventions but often more effectively by
social, economic and environmental conditions.

The primary health challenges posed for the Board in provision of services are to
prevent, postpone and/or treat conditions such as cardiovascular disease and
incidence of stroke, cancers, musculoskeletal conditions such as arthritis and
osteoporosis, neurological or mental disorders like dementia and depression,
degenerative disorders including loss of sight and hearing and chronic lung disease.
The SLAN survey has provided the Board with valuable data in identifying a number of
areas for targeted health promotion programmes which will assist in achieving health
and social gain for older people.

Alongside of the ageing of the population we are witnessing a profound transformation
in the experience and meaning of old age in 21

st
century society.  Retirement is no

longer the straightforward entry point to old age that it once was and, therefore, it is
increasingly anachronistic as a definition of older people.  More and more people
throughout the European community are leaving the labour force in different ways; early
retirement, partial retirement, redundancy, unemployment, disability and so on.  At the
same time, with increased longevity, older people are living longer and healthier old
ages and, as a result, threshold of frailty is being pushed back.
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These changes in age structure, health and patterns of employment are transforming
the nature of old age, thereby, posing sharp questions about both the traditional
passive roles expected of older people and the extent to which policy makers and major
economic and political institutions have adjusted to the socio-demographic change.  In
the light of the changing meaning of old age and the increasing active stance being
taken by senior citizens at local and national and European platforms, the terminology
used to describe this group and the associated metaphors - old, elderly, retired - seem
to be out of tune with their subjects.  This is one reason why a distinction is now
commonly made between the third age (50 - 74) and the fourth age (75 and over), in
the manner of Shakespeare’s Seven Ages, although this more sensitive approach
crudely applies age criteria that may not in practice reflect functional reality in many
cases.

Collectively the demographic and health profile of older people in the northeast and
changing societal trends and illness patterns provide significant challenges for us as
service providers to plan appropriately to meet the needs of this population in the years
ahead.

The close association between productivity and social status within the “work cultures”
of western capital societies has been well documented.  Marx believed that capitalist
values were completely determined by considerations of productivity.  Weber saw
capitalism as characterised by an emphasis on work and activity and highlighted the
effect this had on the moral as well as the economic and political development of a
society.  Durkheim recognised this too when he defined the “division of labour” as a
system of moral integration as well economic production.  This analysis has had
important implications for older people.  Compulsory retirement and force of non-
productivity, depressive social status, and to promote the idea of older people as a
burden.  It is the basis for age discrimination through neglect.  Medical, educational
and social service provision becomes a low priority if it is considered that there is only
a marginal return on such investment.  The result is that ageism is at its most vicious
when older people compete for limited resources, where they are often denied equal
access - solely by virtue of their age.

Older people, on the basis of chronological age, are progressively removed from
economic life, which provides them not only with income, but structures their daily
routines and integrates them into regular social relationships.  Compulsory retirement
places older people in a no-win situation, they are not allowed to work in order to earn
their living, nevertheless their enforced lack of productivity makes them a “burden” and
serves to devalue them.  The most rigid effect of retirement is a dramatic reduction in
living standards.  This can be deemed as being structural ageism which sanctions
discrimination against older people and enables it to continue unnoticed on a daily
basis.  It is important therefore that we introduce the concept of supported
volunteering amongst older people as they prepare for retirement so that they can
continue to contribute in a wider social sense in a positive way while at the same time
continue to feel valued members of society contributing a valuable service for the
betterment of society.

As improved health and social services, coupled with socio-economic developments
have improved life expectancy as a whole, there are an increasing number of people
with functional disabilities entering the ‘third age’. The range of disabilities include
intellectual, sensory and physical. The morbidity and mortality indices affect all older

FUNCTIONAL ABILITIES
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people  as does the incidence of dementia, regardless of intellectual ability. There is
evidence to suggest that an increasing number of older people with intellectual
disabilities presenting with dementia and related problems. There is a need therefore to
develop services for older people specific to their functional status.

The challenges facing the Board in terms of planning and providing appropriate health
and social services are significant. Additional challenges  which emerge from the NEHB
population profile include the growing number of the very old, the “fourth age” 75 years
old and over, the consequences of diminishing numbers of carers and increasing
loneliness.  There is evidence of the need for a variety of service approaches depending
on the demography, socio-economic status and geographical location of the elderly
population throughout the region.  

Twenty six percent of the older population in the North East live alone  (9,266), of
whom 64.29% (5,958) are female and 35.7% (3,308) are male, (Table 3.2 ,Figure 3.3)
combined with the rural urban residential distribution (Figure 3.5) pose significant
challenges in the provision of and delivery of appropriate services throughout the region.

The 1996 Census outlines variations in dependency ratios within the counties of the
NEHB. The dependency ratio for Cavan is 24%, Monaghan 21%, Louth 18% and Meath
19% which indicates a higher than national average of 18% in all counties except Louth
(Figure 3.4). The support ratio is the number of people aged 15 to 64 years to care for
those aged 65 and over. Louth has a dependency ratio of 18% equal to the national
average of 18%, and a support  ratio of 16.64% while Cavan having the highest
dependency ratio of 24% has a support ratio of 24.52%. The support ratio in Monaghan
is 20.38% with a dependency ratio of 21% and Meath having a dependency ratio of 19%
has a support ratio of 15.07%. 

As these figures are based on 1996 CSO data they do not reflect the changes in
migratory patterns which have occurred in the interim period. Relative to rising house
costs in the greater Dublin area there has been a significant growth of urbanisation in
Meath and Louth. The dependency ratio for the region, combined with the living alone
profile have significant service planning and provision implications for the Board over
the next five years and beyond. 

Achieving equity of access to service provision on behalf of older people poses
difficulties in the light of the anomalies in non-acute transport service provision and the
difficulties older people experience in accessing the skeletal main national networks in
the region in order to avail of their free transport entitlement which is specifically
related to public transport systems only.

There is need to further develop community support structures so that older people
may be discharged to community with a supported service encompassing an
appropriate package of care thereby providing a continuum of care which will help the
older person to continue living at home and also help to reduce the incidence of re-
admission to acute hospital services.  

There is a need for an innovative approach to the development of flexible and
appropriate services for older people and their carers which will include transport
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initiatives. As the Board provides a wide range of health and social services it is
important that good communication between the various services underpins service
delivery in the interest of achieving a continuum of care for older people and their
carers. It is equally important that there are good communications between the Board
and all other stakeholders involved in determining the health and social well-being of
our older population including other public, voluntary and private service providers (i.e.
inter-sectoral). There is therefore a need for an on-going partnership approach towards
working together to achieve health and social gain for older people in the North East.
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4.1 DETERMINANTS OF HEALTH

For older people, being healthy means being able to continue many of the activities they
enjoyed when younger and possibly taking up new ones; being able to share in
community life; enjoying the company of family, friends and neighbours, and taking the
basics of life such as warmth, financial security, safety and independence, for granted.
Whilst these circumstances might exist for a large number of people today there is a
significant proportion who do not enjoy such opportunities because they are restricted
by chronic conditions and disabilities.

There is good evidence that the promotion of health for older people is effective.
Healthy lifestyle choices contribute to healthy ageing. The national health promotion
strategy for older people, 1998, ‘Adding Years to Life, Life to Years’, advocated healthy
lifestyles. The strategy addressed health promotion in the broadest sense,
acknowledging the impact of environmental and social factors such as housing, security,
transport, attitudes and the quality of life of older people. It recognises that many of
the sectors of the Health Services have an important contribution to make to the
fostering of a co-ordinated approach to health promotion for older people. 

Figure 4.1:  Determinants of Health (Dahlgren,G 1996)

As many of the key determinants of health are outside the remit of health service
provision it is important that multi sectoral partnerships are established within a
collaborative framework to ensure that the needs of older people are identified and
addressed appropriately.
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There is sufficient evidence to show that health promotion has an important role in
securing healthy ageing. Much of disease in old age is preventable and health
promotion can also ensure older people with chronic conditions and disabilities are able
to remain active and independent, and prevent institutionalisation and decline. 

For the leading cause of death (cardiovascular disease, cancers) the modification of
risk factors, even in later life has been shown to have health benefits. This is especially
the case for smoking, hypertension and physical activity. Participation in physical
activity confers a wide range of health benefits and can directly affect independence
and mobility. Coronary heart disease prevention strategies that target over 65’s are
both beneficial to health and cost effective. Early clinical intervention and effective
rehabilitation can prevent deterioration and loss of independence. Social isolation or
lack of social engagement has been shown to be an important risk factor for mortality.
Intervention measures promoting social engagement are most effective in reducing this
risk factor.  

There is evidence that social inequalities in health status persist into old age. Men and
women who experience adverse social, economic and environmental influences
throughout their life tend to die younger but also spend proportionately more of their
shorter lifespan with an illness or disability which limits their function. This implies that
personal or collective actions that ameliorate such influences could have important
health benefits.

It is clearly a socially desirable outcome of effective disease prevention and health
promotion that the ‘strain’ on the healthcare system should be reduced. The burden of
illness and disability falls most directly on the individual sufferer and the burden of care
may fall most directly - and weigh very heavily - on an informal carer. Health promotion
policies should aim as much at the alleviation of these burdens as well as at the
reduction of the burden of social provision for care.

Because illness and disability are more common in later life than early adulthood or
middle life, older people do tend to be heavier users of services. The pattern of use of
many kinds of health service largely bears out the view that service utilisation is
greater after the beginning of the seventh decade of life than before. Functional
disabilities of all kinds become more prevalent in later life and the proportion of people
receiving ‘community care services’, e.g. home help/care, meals on wheels, day centre
services, also increases with age.  

4.2 HEALTH PROMOTION
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Key Strategic Objectives:
We will:
z Work in partnership with other statutory and voluntary agencies in identifying and addressing the needs

of older people in securing and providing an appropriate range of necessary health and social services;
z Work in partnership with Local Authorities, community groups and other Agencies in the development of

supported accommodation and housing schemes for older people;
z Provide health promotion programmes which support older people in making informed healthier choices

which maximise health and social gain.

Key Next Steps:
We will:
z Promote the use of smoke alarms and other security systems;
z Provide advice and education on safety hazards in the home;
z Incorporate principles, objectives and targets outlined in the National Health Strategy 1994,

Cardiovascular Strategy, Cancer Strategy and the National Health Promotion Strategy in all health
promotion programmes and initiatives.



The potential benefits of health promotion for older people are:

z A longer life;
z Reduced functional disability;
z Improved well-being.

The adding of years to life is not, however, the only benefit which might be gained from
an effective health promotion strategy.  The prevalence rate of disability rises with age,
and rises very steeply after 70+ years.  For older people, the presence or absence of
disability is important not only for its direct impact on their quality of life but also, and
indirectly, for its implications for loss of independence.  The prevention of disability is
not the only way in which health promotion might seek to add ‘life to years’.  To
appreciate the full weight of the burden of illness, it is necessary to take into account
the pain and distress associated with it.  An intervention or initiative, which reduced the
burden of pain or distress that might otherwise have fallen on older people would have
conferred a significant benefit on them even if it had little or no impact on their chances
of survival or functional ability.

The Older Old and the Younger Old
Older people are not homogenous group.  The differences in health status between two
people both classified as ‘old’ can be very large.  At one extreme there are healthy and
active older people, and at the other extreme those who are very frail and incapable of
doing much for themselves.

Although older people cannot be reliably assigned to the ‘healthy and active’ category
or the ‘very frail’ categories simply according to age, there are nevertheless good
reasons for making some sort of distinction between the younger old and the older old
when considering priorities for health promotion and disease prevention.  The older old
are more likely to have some kind of disability than the younger old.  They are more
likely to have a medical problem requiring in-patient treatment and they also have a
shorter life expectancy.  Health promotion is likely to have quite a different meaning for
someone on the verge of retirement at 65 and someone on the verge of a move into
residential care at 80.

When we consider priorities for health promotion in old age, it is important therefore to
take account of the different kinds of activity that are likely to be appropriate to the
younger old and the older old.  There are differences in the scope for interventions as
well as their content.  It would be a mistake, however, to suppose that these
differences always weight the choice of priorities in favour of the younger old.  For the
younger old it is of course possible to take a longer term view; the value of some
interventions will be clearer; and it may be easier to secure compliance with a
particular health promoting regime.  Even so there are interventions which appear to
hold out the prospect of considerable short-term gains for the older old, for example,
interventions which help to prevent falls.  

To incorporate the distinction between younger and older old into the framework for a
health promotion programme for older people, it is necessary to consider priorities
separately for each category whether they are made according to chronological age or
health status or some other mixed criterion.  The WHO defines health promotion as ‘the
process of enabling people to increase control over, and improve their health’.
Communities, as well as individuals, should be encouraged and enabled to take
responsibility for their health.
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More people are living longer and the number of older people is increasing.  The
number of very old people is increasing most rapidly.  Men now have a total life
expectancy at birth of 74 years and women 79.5 years.  As one grows older, so the
proportion of remaining life that will be disability free becomes less and less.
Depending on what definition of disability is used, the expectation is that 85% of total
life expectancy will be without some form of disability that limits daily activities of living
(Bebbington, 1992).

A measure of population health status which incorporates the prevalence of disability in
different age groups as well as mortality and morbidity patterns would greatly assist the
planning of appropriate services and interventions for older people in maintaining
health and well being. In the absence of such a measure being currently available, the
development of a database of all older people living in the region over the age of 65
years which includes disability and functional status would greatly assist the planning
and delivery of effective and appropriate services to older people.  The database
should include a number of “at risk indices” which would assist in addressing the
service requirements of vulnerable older people thereby preventing adverse incidents
and premature loss of independence.  

Interventions - non-clinical
For some kinds of functional ability a core component of maintaining health and well -
being will be a ‘use it or lose it’ approach.  Mobility and intellectual functioning are
examples of abilities for which such an approach might be appropriate.  A ‘use it or
lose it’ approach to the prevention of loss of mobility would promote physical activity in
order to close the ‘fitness gap’ which tends to grow even larger in later life.  

Interventions - clinical
For other kinds of functional disabilities there is less scope for this kind of approach
and so clinical interventions are likely to be much more important (e.g. continence, and
hearing).

4.3 DISABILITY AND FUNCTIONAL STATUS
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Key Strategic Objectives:
We will:
z Develop and promote health promotion networks for older people;
z Develop partnerships with voluntary and social groups to deliver on-going health promotion programmes

for older people.

Key Next Steps:
We will:
z Provide training and development for volunteers, older people and carers;
z Provide support to volunteering initiatives throughout the region; 
z Continue to provide smoking cessation and training programmes for smokers and trainers;
z Appoint a dietician to develop a food and nutrition policy for implementation in all of the Board’s services

for older people.  This service will also provide a resource to residents in private nursing homes who are
in receipt of subvention;

z Develop no smoking programmes specifically for older people encompassing educational supports;
z Ensure that a health promotion component underpins all care plans in line with best practice and is age

and functionally specific;
z Evaluation of health promotion programmes to assess users views and effectiveness in terms of

positively influencing behavioural skills. 



Table 4.1:  Enhancing Functional Status - Examples and Suggestions

As this table indicates it is possible to identify groups of individuals who are ‘at high
risk’ for loss of mobility, and target interventions accordingly.  For example:

z Rehabilitation for older people who have suffered a serious loss of mobility as a
result of an acute crisis;

z ‘Primary prevention’ for older people at risk of sudden and catastrophic loss of
mobility by stroke or hip fracture for example;
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PROBLEM

MOBILITY

LOSS OF

HEARING

CONTINENCE

VISION

INFLUENZA

TARGETED INTERVENTIONS

-REHABILITATION FOR OLDER PEOPLE WHO HAVE

SUFFERED A SERIOUS LOSS OF MOBILITY AS A

RESULT OF AN ACUTE CRISIS

-PRIMARY PREVENTION ‘FOR OLDER PEOPLE AT

RISK OF SUDDEN AND CATASTROPHIC LOSS OF

MOBILITY BY, E.G. STROKE OR HIP FRACTURE,

PATHOLOGICAL OR AS A RESULT OF FALLS’

-PREVENTION OF DETERIORATION IN OLDER PEOPLE

WITH EXISTING DISABILITY WHICH ACTS AS A

BARRIER TO ACTIVITY E.G.

* ARTHRITIS SELF MGT. PROGRAMMES

* FOOT-CARE

* SELF HELP GROUPS

* ’SOCIAL‘ SUPPORT FOR MORE HIGHLY

DEPENDENT OLDER (E.G. PROVISION OF SOCIAL

CARE ASSISTANCE TO HELP WITH OUTINGS)

* GAIT LABORATORY ASSESSMENT AND ADVICE

SERVICE

* PHYSIOTHERAPY AND OCCUPATIONAL THERAPY

INPUT FROM A MULTIDISCIPLINARY

REHABILITATION TEAM IN ACUTE HOSPITAL AND

GERIATRIC ASSESSMENT FACILITY

IMPROVED DETECTION OF SENSORY DISABILITIES

AND UPTAKE OF HEARING AIDS

IMPROVED DETECTION AND MANAGEMENT OF

CONTINENCE PROBLEMS IN PRIMARY CARE

EARLY LOCAL ACCESS TO DIAGNOSIS AND

TREATMENT OF EYE CONDITIONS

PROMOTION OF INFLUENZA VACCINE

WHOLE (OLDER) POPULATION INTERVENTIONS

PROMOTE APPROPRIATE PHYSICAL ACTIVITY FOR ALL

OLDER PEOPLE - AND DEVELOP OPPORTUNITIES FOR

PHYSICAL ACTIVITY E.G. PRE-RETIREMENT IN WORK

PLACE - PRE-RETIREMENT EDUCATION;

- LIVING IN COMMUNITY - ‘AGEING WELL’ TYPE

PROJECTS;

- LIVING IN INSTITUTION - STRUCTURED PROGRAMMES

MULTIDISCIPLINARY REHABILITATION TEAM SERVICES FOR

OLDER PEOPLE IN ACUTE HOSPITAL, RESIDENTIAL AND

COMMUNITY SETTINGS

KEY STRATEGIC OBJECTIVE 4.3 DEVELOPMENT OF A

COMPREHENSIVE SCREENING SERVICE

KEY NEXT STEP GP/PHN/HP UNIT PILOT

KEY STRATEGIC OBJECTIVE 4.3 DEVELOPMENT OF A

COMPREHENSIVE SCREENING SERVICE

KEY NEXT STEP DEVELOPMENT OF CONTINENCE

MANAGEMENT AND ADVISORY SERVICES

KEY STRATEGIC OBJECTIVE 4.3 DEVELOPMENT OF A

COMPREHENSIVE SCREENING SERVICE

KEY STRATEGIC OBJECTIVE 4.3 PROMOTION OF

IMMUNISATION PROGRAMME



z Preventing deterioration in older people with existing disability (e.g. osteoarthritis)
which acts as a barrier to activity.

PHNs and GPs play a pivotal role in the primary care area in terms of case finding and
assessing the disability and functional status of older people. Most GPs now employ
Practice Nurses who provide a range of services to older people who attend the GP
surgery. In the consultative process PHNs stated that due to the increasing demands
on their time for the provision of secondary nursing care together with a generic
workload, they were unable to satisfactorily undertake their primary prevention role in
anticipatory care and health promotion. Additional community supports to the PHN
service should be introduced to enable PHNs to achieve their role in preventative care
and health promotion for older people.  

The promotion of positive images of ageing, the promotion of self-help and mutual aid
in the community and the maintenance of social engagement and an active life all have
a common element - helping older people to help themselves.  Individuals, small groups
and communities should be helped and encouraged to take action on their own behalf
by promoting positive images of ageing; promoting a self-help and mutual aid ethos in
the community and encouraging older people to maintain social engagement and an
active life. In rural areas lack of available transport can often be an inhibiting factor in
older people maintaining social engagement. A pilot transport project is commencing in
Cavan this year which on evaluation will provide useful direction in terms of future
planning requirements. The Board have provided support for the establishment of two
Senior Help-lines within the region, one in Summerhill, Co. Meath and the other in
Cavan. These initiatives have proved to be very successful in terms of enabling older
people to help themselves and others in the spirit of volunteering. Older people who
have undergone training programmes as help-line operatives report tremendous
satisfaction in terms of personal development and confidence building. Their work in
operating the help-lines also contributes positively to their sense of purpose in life.

4.4 HELPING OLDER PEOPLE TO HELP THEMSELVES
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Key Strategic Objectives:
We will:
z Provide a comprehensive screening service for older people;
z Provide a range of services which will support the maintenance of health and well-being to include:

z Immunisation programmes;
z chiropody/podiatry services;
z functional status screening;

z assessment and advice service which will assist in the primary prevention of falls in older people;
z social support by way of access to social day-care services;
z organisation and support of transport provision for social day services.

Key Next Steps:
We will:
z Develop a Database of older people 65 years and over which will include:

- disability and functional status and
- a range of identified vulnerability indices;

z Community support services will be reorganised to ensure the Public Health nursing is more
appropriately positioned to deliver on effective primary care services to older people;

z Develop continence advisory and management services in all service settings;
z Develop a multidisciplinary approach towards assessing and treating disability and functional

impairments in older people;
z Develop an enhanced functional status pilot project in conjunction with the Health Promotion

Department, GPs and PHNs which will include the development and evaluation of a number of areas of
screening and clinical and non-clinical interventions.



Table 4.2:  Helping Older People to Help Themselves Examples and Suggestions
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Key Strategic Objectives:
We will:
z Support communities to develop and maintain adequate social networks to ensure that older people

continue to play valued and respected roles in their own communities.

Key Next Steps:
We will:
z Support the development of self help groups in the community;
z Provide training and development for volunteers, older people and carers;
z Provide on-going support to the Senior Help-Line initiatives;
z Promote positive image of ageing;
z Support transport initiatives to social day services in isolated area;
z Support the development of a transport service which enables older people to: -

- actively participate in society
- exercise choice in participating in social activity.
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PROBLEM

PASSIVITY

INACTIVITY

DEPRESSION

TARGETED INTERVENTIONS

DEVELOP ‘POSITIVE HEALTH RESOURCES’ AMONG

THOSE WHO ARE LEAST ABLE TO NEGOTIATE WITH

FORMAL CARE PROVIDERS AND HAVE FEWEST

PERSONAL RESOURCES FOR SELF-CARE:

- COMMUNITY DEVELOPMENT SELF HELP

GROUPS AND ADVOCACY

- STRUCTURED EDUCATION FOR LITERACY

ENCOURAGE ACTIVITY AMONG THOSE WHO HAVE

THE GREATEST BARRIERS TO OVERCOME E.G.

‘LEISURE ASSOCIATIONS’

- INTER-GENERATIONAL PROJECTS

- VISITING SCHEMES

DEVELOP ‘POSITIVE HEALTH RESOURCES’ -

‘COPING SKILLS’ AMONG ‘HIGH RISK’ GROUPS,

E.G. OLDER PEOPLE WITH FUNCTIONAL

DISABILITY/LONG TERM LIMITING ILLNESS; WHO

ARE SOCIALLY ISOLATED; ELDERLY CARERS;

RECENTLY BEREAVED.

- SOCIAL INTERVENTIONS, E.G. VISITING SCHEMES

WHOLE (OLDER) POPULATION INTERVENTIONS

POSITIVE IMAGES OF AGEING

EDUCATION FOR THE PROFESSIONS TO AVOID THE

ENCOURAGEMENT OF DEPENDENCY

EDUCATION FOR HEALTH LITERACY

POSITIVE IMAGES OF AGEING

PROMOTE OPPORTUNITIES FOR SOCIAL PARTICIPATION

PRE-RETIREMENT EDUCATION

POSITIVE IMAGES OF AGEING

EDUCATION FOR HEALTH LITERACY
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5.1 COMMUNITY SUPPORTS
The emphasis on community care among policy makers has important implications for
the current and future provision of social care services for older people. The
Department of Health (1994) strategic objective, of ensuring that at least 90% of
people aged 75 years or more continue to live in their own home, requires considerable
development of health and social care services in the community. The Health Strategy
1994 also set out to encourage and support the care of older people in their own
community by family, neighbours and voluntary bodies.

Previous research has shown that despite improvement in social care services, there is
still a substantial amount of unmet need among older Irish people. In the past, social care
services have been overshadowed by other health services. However, the recent emphasis
on health and social gain provides an opportunity for the benefits of social care services, in
terms of improving the quality of life of older people, to be given more recognition.

The range of services required in supporting the older person at home is complex and
varied. Depending on individual needs, different combinations of services are required
at different times. These services are provided by health professionals with a mix of
skills, by providers of social care, both formal and informal carers and access to a
range of health care services. In order to avoid gaps in service provision, a
comprehensive team approach best serves the interest of the patient and their carers.
Respite care and day-care services are also essential supports as are access to acute
services and rehabilitation services as required.
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Figure 5.1:   Service requirements to maintain older people at home

Key Strategic Objectives:
We will:
z Develop a number of models of home care which will ensure access to appropriate support on a twenty

four hour basis regardless of diagnosis or location.

Key Next Steps:
We will:
z Develop a nurse/homecare assistance on call service project linked to the Doctor on Call Service. 
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The care requirements of older people continue to vary relative to their health and
social care needs and may require a number of care components concurrently. However
the single most important component must be a continuum of care ethos realised in
service delivery to the older person. A care management approach will address this
requirement. Care management has become an ever-increasing component of healthcare
and social service delivery systems. In more recent decades, the expansion of care
management (CM) has raised expectations that it can reform these systems to make
them more accessible, effective and accountable. Older people who do not have close
family or friends living nearby to assist or manage their care needs have a greater
requirement for CM. Often adult children are overwhelmed with the changes they see in their
ageing parents and need assistance in assessing, monitoring and choosing care options.

As our population ages, two groups of people become increasingly more vulnerable:
adults with learning and or physical disabilities and their ageing caregivers. There is a
need to develop a system which meets the needs of both the ageing care-giver and the
ageing person with a disability by developing care management structures within which
respective services can collaborate to achieve a quality oriented and appropriate
continuum of care. The pathways in and out of intermediate care are complex requiring
a managed care approach on behalf of older people accessing the services. 

Care Management requires a team approach involving all health and social care service
providers to collaborate and develop the most appropriate package of care for the care
recipient and their carers. One of the core functions of care management is evaluating
the client’s health and functional status. The monitoring and evaluation of care management
is carried out at the point of patient contact with attention to patient individuality,
importance of relationships and quality of life. Rural settings present special complexities
for the delivery and co-ordination of services to people requiring ongoing care. A Care
Management approach would support the continuum of care in such situations.

5.2 CARE MANAGEMENT (CM)
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Figure 5.2:  Pathways in and out of Intermediate Care

Key Strategic Objectives:
We will:
z Organise service delivery at district level which will be implemented through the care management

process and which will be accessible on a twenty four hour basis.  Districts will be population based and
will be revised following each national census.
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5.3 CONTINUUM OF CARE

5.4 CO-ORDINATION OF SERVICES

The ethos of all community based services must be to ensure a continuum of care for
older people continuing to live at home and their carers and families.  This will be
achieved by ensuring a client focused service, developing good communication systems
between services and interdisciplinary and developing information systems to support a
team based service approach.

Figure 5.3:  Continuum Of Care in Community Support Services

As community services for older people are comprised of wide range of separate
services i.e. public health nursing, occupational therapy, physiotherapy, chiropody, day
care services, respite care etc., there is no defined single point of contact. This poses
problems from the perspective of a client or carer or indeed other services such as
acute hospitals, to access the range of services which an older person may require
following their discharge from hospital. While most services can be accessed and
subsequent referrals made to others there is no single point of contact to access a
package of care which may entail a number of services.

Currently the Director of Public Health Nursing manages the public health nursing
service, RGNs and home support services in the community. There are three Co-
ordinators of Services for Older People established in the three community care areas, 
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Key Next Steps:
We will:
z Develop a co-ordinated services model which will be implemented through the care management process

and which facilitates a continuum of care for older people in accessing services.
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their role as care group managers is currently confined in the main to managing
residential services, nursing home subvention and linkages with voluntary and
community groups providing social day services to older people.  There is a need to
develop a model of co-ordination in the community which would enhance the structures
that already exist and facilitate timely and efficient access to and between the range of
services available.  

It will be necessary therefore to review the current role of the Co-ordinators of Services
for Older People with a view towards the development of a co-ordinated services model
which facilitates a continuum of care for the older person across all service settings.
This review should be undertaken at the earliest opportunity in order to develop an
appropriate and efficient service framework for new and emerging services for older
people in community.

Effective assessment identifies the problems, needs and preferences of older people
and their carers. Effective assessment will enable appropriate packages of care to be
provided. Currently assessment is undertaken using a number of different assessment
instruments in a wide range of service settings depending on the service being
accessed by the older person. Not all of these instruments are scientifically based and
it is difficult to guarantee consistency and to compile useful data for the appropriate
planning of a continuum of care. A standardised approach using a standardised
instrument would address this issue. A standardised assessment will collate
information on various factors affecting the health and social well-being of older people.
This information will include details of: personal and demographic information; social
and domestic circumstances; functional capacity; medical status, including current
medication and evaluation of cognitive function. Assessment will include identification
of at risk indicators which will facilitate an appropriate and timely service input.
Patient held records may be useful in situations where a patient is accessing a number
of services concurrently.

A standardised assessment can be applied to individuals either routinely or in response
to certain critical events or situations. An assessment of the needs of an older person
should be undertaken at each period of transition in health and social care whether
from one level of health to another or from one place of residence to another.  It is
important that all health care professionals involved in the care of the older person is
involved in the assessment process. This approach does not preclude the undertaking
of a more comprehensive assessment i.e. Comprehensive Geriatric Assessment (CGA),
but should assist in identifying the requirement for same.

5.5 STANDARDISED ASSESSMENT
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Key Next Steps:
We will:
z Review the role of co-ordinator of services for older people;
z Establish the Care Co-ordinator in each community care area;
z Support the development of a team based approach to service delivery in the community.

Key Strategic Objectives:
We will:
z Develop and agree a standardised assessment instrument for use in all service settings.

Key Next Steps:
We will:
z Appoint a project officer to lead the process of developing an agreed standardised assessment

instrument;
z Develop a training package for the implementation of the assessment instrument;
z Pilot a patient held records project.



5.6 CARERS
Carers play a primary role in the support of the older person at home.  We recognise
that caring for older people often places social, emotional, physical and financial
pressures on the carer. Carers need to be supported in their valuable role.

British and Irish surveys highlight the large number of carers who are aged themselves,
and unable to continue in the caring role due to poor health (Blackwell et al., 1992;
Eurobarometer, 1993). British research by Collins & Jones (1997) suggests that carers,
particular spouses of frail older people at home experience considerable psychological
distress. The findings of this study suggest the need for greater collaboration between
formal and informal care, which supports the finding of an earlier Irish study (Blackwell
et al., 1992). Of particular importance is supporting the health and social well-being of
older carers and their dependents in the development of health promotion programmes
(The Carnegie Inquiry, 1993). The Inquiry suggests that these programmes need to be
applied in association with policies affecting environmental factors, housing, security,
social cohesion and inclusion, accident prevention and positive mental health.  

The Action Programme for the Millennium (Department of Health and Children 1997)
illustrates the Irish Government’s commitment to caring for older people in outlining key
priorities such as the provision of higher tax-free allowances for older people and a new
tax allowance for carers. Relaxing the qualifying criteria for the carers allowance
remains central to increasing its value in real terms. Whilst there are clear indications
across Europe that future government policies will continue to emphasise enabling older
people to remain cared for in their own homes for as long as possible (Pacolet et al.,
1999), there is no overall policy for supporting family care giving. Policy makers
sometime assume that family members, particularly women, are willing and able to
engage in care provision (Sisk, 2000). However, socio-demographic changes are
impacting upon old age dependency ratios, influencing demands for “long-term care”
and the availability of informal carers (Fahey & Murray, 1994; Department of Social,
Community & Family Affairs, 1998).

A common theme throughout the literature on carers was a sense of loneliness and
isolation, linked with anxiety and depression in the lives of caregivers. The totality of the
caring role, and the overwhelming effect this may have on carers’ lives was
demonstrated in a study of informal caring in Northern Ireland (DHSS, 1996). For many,
caring constituted more than a full-time job with most spending more than 40 hours a
week caring. Contemporary gerontological policy and practice note that caregivers
stress is relieved by community based services (Zarit et al., 1999). 

Keady & Nolan (1994) highlight the importance of recognising and valuing the informal
caregivers expert knowledge of the care giving relationship and interfamilial dynamics.
From research undertaken during this strategy formulation process, 67.7% of carers
stated that a care plan had been developed for the person for whom they care and only
half of these carers had been involved in the preparation of the care plan. The surveyed
self perceived needs of carers from the boards research are similar to the needs
outlined in the following Carers Compass, published in ‘Taking Action to Support Carers’
by the King’s Fund in 1999:
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Figure 5.4:  Carers Compass King’s Fund 1999: carers want a good quality of life for 
the person they care for and control of their own life.  They want:-

Carers require information on services available and how these might be accessed.
Services need to be available, flexible and local. Carers need to be able to access
training to enhance their role and also to provide them with the opportunity for other
employment in the future. 
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Key Strategic Objectives:
We will:
z Provide comprehensive support services for carers.

Key Next Steps:
We will:
z Provide information for carers;
z Establish local training programmes for carers;
z Support the establishment of carers networks and support groups;
z Ensure the inclusion of the views of carers in the formation of care plans for older people; 
z Include carers views in planning services;
z Develop health promotion programmes for carers.
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5.7 GENERAL PRACTICE

5.8 COMMUNITY NURSING

The General Practitioner service plays a pivotal role in the provision of care for older
people at home and is currently the only community service available on a twenty four
hour basis. There is a need for the development of a range of services available to
older people on a flexible twenty four hour basis to enable them to continue living at
home. GPs are often the first point of contact and can be considered as the conduit to
a range of other health services. Many GPs now employ Practice Nurses who provide a
range of both primary and curative care services to older people. 

During the consultative process GPs identified difficulties in referring older people to a
range of support services required to maintain older people at home. Difficulties
presented in terms of inadequate service availability, particularly paramedical and
nursing services, and in not having an identifiable referral point.  

Since the implementation of the choice of doctor scheme many GPs have limited
contact with Public Health Nurses who work to a geographical district area. Contact may
occur around a particular client or family but more rarely around the needs of a
community or client group as a whole. PHNs may be required to liase with a number of
GPs at any given time, depending on the number of GPs serving the PHNs geographical
area. There is a need to support the development of a new model of GP/PHN co-
operation in the interest of a comprehensive and timely response to identified needs of
older people and also to ensure a continuum of care. 

Nursing services in community are predominantly provided by Public Health Nurses
(PHNs) who report that 60% of their time is spent in providing home nursing care to
older people (NEHB). There is a limited home care nursing support service provided by
a small number of Registered General Nurses (RGNs). The PHN service is provided on a
9 to 5, five-day week basis with weekend cover for essential services only.  There are
significant gaps in the provision of a community nursing service. PHNs are educated to
provide a key preventative/primary care role, however, the current demands on their
time for curative nursing, greatly reduces their capacity to deliver an effective primary
care and preventative role. 

While there have been significant developments in acute care services in terms of
shorter length of stay and an increasing number of day procedure services, there has
not been a concurrent development in community care structures to enable nursing and
home care services to respond appropriately to the related increasing service demands.
Presently there is an inadequate structure for the provision of a twenty-four hour
community nursing service. There is a need therefore to develop the existing community
nursing service in order to provide a flexible and responsive service to older people
which includes a range of skills e.g. PHNs, RGNs, Nurses with additional clinical
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Key Strategic Objectives:
We will:
z Develop a number of models of home care which will ensure access to appropriate support on a twenty

four hour basis regardless of diagnosis or location. (5.1)

Key Next Steps:
We will:
z Develop a PHN/GP collaboration project;
z Develop PHN/GP/multidisciplinary, care plans in consultation with older people and their carers;
z Ensure that GPs are advised of new service developments in community and other relevant information,

by disseminating information through the Primary Care Unit. 
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specialist competencies, trained home care assistants and home helps. The
development of community nursing services should be within the context of a team
based service, capable of providing a range of packages of care relative to the
individually assessed needs of the older person in an agreed care plan involving the GP,
patient, carer and relevant team members.

A number of multi-disciplinary health and social service professionals are necessary to
provide the range of services required to effectively support older people to continue
living in their own homes for as long as possible. These include physiotherapists,
occupational therapists, speech and language therapists, social workers, chiropodists,
podiatrists and nutritionists. It is important that these services are provided in a team
based approach in the older persons home environment, day services and in
community residential units.

Currently there is a limited community occupational and physiotherapy service for older
people throughout the region and no speech and language or social work service.
Chiropody, podiatry and nutritionist services are also limited. Two community based
rehabilitation teams will be established in Louth Community Care this year.  These
teams will encompass a multidisciplinary focus including paramedical, nursing and
home support services and will provide community based rehabilitation services. These
community based rehabilitation teams will be established in each community care area
over the five year implementation process of the strategy. This development will be
influenced by the evaluation of the Louth community rehabilitation services.

5.9 MULTIDISCIPLINARY COMMUNITY SUPPORT AND REHABILITATION SERVICES
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Key Strategic Objectives:
We will:
z Organise service delivery at district level which will be implemented through the care management

process and which will be accessible on a twenty four hour basis.  Districts will be population based and
will be revised following each national census. (5.2)

Key Next Steps:
We will:
z Enhance community nursing structures and develop community nursing teams with a range of skills

where needs dictate;
z Develop twilight, week-end and out of hours nursing services;
z Ensure that a care plan is developed for each older person receiving home nursing care;
z Support the development of PHN led primary/preventative care services for older people;
z In association with the boards management services department, develop integrated electronic

Information Systems which will support community nursing services and facilitate multidisciplinary
service inputs;  

z Establish clinical nurse specialist posts in certain clinical areas to provide specialist care to older people
and also to act as on-going educational and clinical resource to the community nursing service;

z Evaluate the service impact of additional resource inputs in terms of health, care and social gain for
older people.



5.10 MEDICAL AND SURGICAL APPLIANCES, EQUIPMENT AND SUPPLIES

Figure 5.5:  Rehabilitation - a four stage model with community team at the hub.  

A range of medical and surgical equipment and appliances such as wheelchairs, walking
frames, hoists and aids are essential in supporting the older person at home.
Continence wear and other surgical supplies are equally important in improving the
quality of life for the older person living at home. In order to ensure equity of access
there is a need to standardise the systems for providing medical and surgical
equipment so that older people and their carers can easily access supplies as they
require them.  
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Key Strategic Objectives:
We will:
z Develop community rehabilitation services at district level;
z Develop social work services for older people.

Key Next Steps:
We will:
z Develop a range of multidisciplinary primary care and rehabilitation services for delivery in residential,

day hospital, day care and community settings;
z Develop community chiropody and podiatry services for older people.
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Home support services to date, have been provided in the main by the home help
service providing domestic support to older people living at home and a number of
trained home care assistants providing personal care in two community care areas. A
total of 636,705 home support service hours provided 2,439 older people a support
service of an average 5 hours per person per week during 2000.  

Home help services are currently organised and managed at local level by the PHNs in
their respective areas. The limited home care assistant service within the Board is also
organised and managed by the PHN service. The home help service having evolved
from a good neighbour scheme into the more recent remunerated employment role
provides an opportunity for the development of ongoing training programmes to
enhance this valuable home support service. On-going training and development for
both home helps and home care assistants will facilitate the provision of a range of
personal care and domestic support services to older people living at home. These
services should also include ‘sitting’ services to support carers in caring for dependent
older people at home. Home support services need to be developed and managed as a
key support service, closely aligned to the public health nursing service and community
rehabilitation teams. The development of a database for older people (4.3) will greatly
assist in planning for the ongoing home support service requirements of older people in
the region.

It is recognised that the services provided by voluntary groups and organisations greatly
enhance the quality of life and social well-being of older people. Many voluntary
organisations operating within the North Eastern Health Board region are involved in the
provision of day-care and social centres; transport; meals on wheels, independently and
in conjunction with the board; home visiting; social outings and social and artistic
projects. Many of these groups are supported by Section 65 grants, designated funding
and/or lottery funding. In recent years the Board has significantly developed liaison and
partnerships with voluntary sector in regard to supporting development and delivery of
services. It is hoped to progress this collaborative approach within a partnership
framework. The appointment of a project officer to act as a support and link between

5.11 Home Support and Assistance Services

5.12 VOLUNTARY SECTOR
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Key Strategic Objectives:
We will:
z Develop home support and assistance services which will provide both personal care and domestic

support to older people living at home.

Key Next Steps:
We will:
z Develop an appropriate training programme for personnel involved in delivering home support services;
z Develop ‘sitting services’ to support carers caring for dependant older people at home; 
z Develop an organisation and management structure for home support and assistance services.

Key Strategic Objectives:
We will:
z Develop standardised systems for the provision of medical and surgical equipment and appliances based

on assessed individual needs.

Key Next Steps:
We will:
z Review current systems for the provision of medical and surgical equipment and appliances based on

assessed individual needs;
z Ensure local access for older people and carers.



5.13 SOCIAL ECONOMY

5.14 HOUSING AID FOR THE ELDERLY

voluntary groups, local communities, other statutory agencies and the Board has
proved to be very beneficial in the Cavan Monaghan community care area. It is
proposed to establish similar posts in the other two community care areas. Ongoing
collaboration and partnership is essential between both the voluntary groups
themselves and between the voluntary sector and the North Eastern Health Board.

Social economy is difficult to define. Most definitions include a combination of the
following to describe social economy activity: community ownership; local control and
benefit; decentralised, people-centred models; and social objectives (O’Shea 2000).
Social economy has been described as the space between purely private production
and purely public production. It is most relevant where market failure exists, but the
State cannot, or will not intervene. In such circumstance, needs and demands arising
from the market failure are met through community, voluntary, or co-operative forms of
organisation, rather than through conventional public sources. Social economy can
therefore be related to the concept of the ‘third sector’, which comprises the voluntary,
non-profit, and co-operative sectors (O’Shea, 2000).

The need for investment in community care services is widely acknowledged yet the
state is confined by finite resources and constraints imposed by our commitments to
Economic and Monetary Union within the EU. Social care and transport issues affect
many rural communities. The social economy model offers an opportunity to address
some of these problems while at the same time generating additional income for the
providers of services. The critical task for the board is to work with other statutory
agencies in supporting local groups and communities to develop a model for social
entrepreneurship. Social economy models could provide service responses to problems
of transport in accessing social day care and other services and problems in providing
‘sitting’ and respite at home services in community. The post of project officer,
appointed to work with the voluntary sector (5.12) will provide a key support in the
development of social economy model services within the region.

The Special Housing Aid Scheme for the Elderly was introduced by the Government in
1982 to enable emergency repairs in such cases, to be carried out and funded by the
State. The intention was to carry out the repairs without imposing any burden on the
elderly person in need of assistance, and to administer the scheme with the minimum
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Key Strategic Objectives:
We will:
z Develop services within the social economy model in the areas of social care, transport and other areas

as deemed appropriate.
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Key Strategic Objectives:
We will:
z Develop models of partnership with voluntary groups and agencies.

Key Next Steps:
We will:
z Develop service agreements with voluntary groups and agencies;
z Develop joint transport initiatives in areas of identified need;
z Undertake agreed joint service evaluations where appropriate;
z Evaluate meals on wheels services including consumer satisfaction levels, to inform future service

development;
z Appoint a project officer in each community care area to support voluntary and liase groups and

communities.



of bureaucratic formality (C&AG Report on VFM 2000). The scheme is funded by the
Department of the Environment and Local Government and is overseen by a task force
whose membership represents Government departments, local authorities, health
boards and voluntary agencies. 

The scheme is administered across health boards in three different ways: use of FAS
trainees; direct engagement of builders by boards; payment of grants to applicants.
Depending on availability a combination of all three methods may be used by any one
board to operate the scheme. The NEHB have successfully administered the scheme
over the years, however, the recent economic boom and associated growth in the
housing market, has impacted on the historical methods of operating this scheme to
such an extent that it is becoming increasingly difficult to operate. 

Using a grant based approach while successful for many older people is unsuitable for
many others who may not be in a position to find a suitable builder and deal with all the
associated issues pertaining to contractual arrangements. Such an imposition on the
older person diminishes the spirit of the scheme’s original intent. There is a need to
examine the potential for alternative methods of operating the scheme. The social
economy model may provide opportunities in developing new methods of operation for
this valuable scheme in supporting older people to continue living in their own homes. 

This service caters for ambulant older people who, for social reasons no longer can or
wish to live at home.  Placement of such people is aimed as closely as possible to their
own home or geographical area thus ensuring continuity of self care thereby maintaining
independence and social inclusion.  In December 2000 there were 40 clients availing of
boarding out services within the region, five of these were in Co. Meath, 34 in
Cavan/Monaghan and one in Co. Louth. House ratios vary from one person per house
to six people per house. The service is organised and supervised by the Public Health
Nursing Service.  The present level of remuneration does not act as an incentive for
expanding the service.  Clients report high satisfaction levels with this service,
however, the low remuneration available for the provision of the service does not
encourage the development of the scheme.  There is a need for a national review of the
financial support to this scheme.

5.15 BOARDING OUT SERVICES
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Key Next Steps:
We will:
z Support the development of the boarding out scheme throughout the region.

Key Strategic Objectives:
We will:
z Develop a number of service models including a social economy model for the operation of the Special

Housing Aid for the Elderly Scheme.

Key Next Steps:
We will:
z Administer the scheme in the most appropriate way for the older person and the prevailing economic

climate.



5.16 SHELTERED HOUSING

5.17 COMMUNITY WELFARE OFFICERS

5.18
5.18.1DENTAL SERVICES

Sheltered Housing provides an appropriate setting for the more independent older
person who requires some level of supervision and a secure environment rather than
nursing care. There are a number of successful sheltered housing initiatives throughout
the Board and it is a resource that should be expanded and developed. ‘The Years
Ahead’ clearly indicated that Health Boards and local authorities should work together
in the planning and development of Sheltered Housing. There is a need for a
partnership approach between local authorities, Health Boards, voluntary agencies,
including private housing agencies in the development of sheltered housing complexes.

Ideally all sheltered housing complexes should have a warden and communal facilities.
Contact with the wider community should be maintained and information services in
regard to entitlements for and access to community services should be provided on an
ongoing basis. The concept of group homes within sheltered housing complexes should
also be considered where needs are identified. The development of sheltered housing
and group homes will be an important part of the role of the Project Officer working
with voluntary agencies (5.12).

Community Welfare Officers (CWOs) provide a valuable advisory service to older people
in terms of financial and other service entitlements. Financial assistance for those older
people who require it is organised by the CWO who is ideally placed to identify older
people who may also require additional services.  

The Dental Treatment Services Scheme operated by the Department of Health and
Children provides dental care to 25% of people 65 years and over residing at home.
The Dental Treatment Benefit Scheme operated by the Department of Social,
Community and Family Affairs also provides access to dental care. Both schemes are
provided by contracted general dental practitioners and some Health Board dental
surgeons. Both schemes provide for a schedule of routine dental treatments. These
schemes are deemed adequate for the provision of dental care for eligible older people
residing at home for the foreseeable future. However, eligible older people in community
residential units currently receive a basic emergency relief of pain service on demand
from the North Eastern Health Board dental departments. There is a need to provide a
more comprehensive dental service to these patients in terms of achieving equity and
health and social gain.
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Key Strategic Objectives:
We will:
z Provide early local access to dental services.

5chapter community suppor ts ser vice pillar two 

Key Performance Area

Key Strategic Objectives:
We will:
z Work in partnership with local authorities, housing agencies and voluntary groups in the planning and

development of sheltered housing complexes.

Key Next Steps:
We will:
z Enhance the role of the CWO in providing advice and services to older people.



Older people may apply for ophthalmic services through the Vision Testing Scheme
funded by the North Eastern Health Board and provided by high street opticians. This
service is available on a biannual basis with more frequent visits for older people with
specific medical conditions. The Community Ophthalmic Scheme provides assessment
and treatment for more serious eye conditions such as glaucoma and cataracts by a
community ophthalmologist following referral by a general practitioner or public health nurse. 

Hearing difficulties can affect the quality of life of the older person in causing isolation
in social situations and introducing additional hazards in everyday life. An audiology
assessment and hearing aid fitting service is provided by the adult hearing aid service
for older people with medical cards. General practitioners and ENT specialists are the
main sources of referral to this service.

The provision of a comprehensive chiropody service is essential in maintaining the
quality of life and mobility of older people. It is currently a limited service in the NEHB
region and requires further development.

Social centres and social clubs play a valuable role in providing for the social and
recreational needs of older people. These clubs are ideally suited to meet the social
needs of local communities. There are a total of 32 social clubs (Appendix 2) and 24
social centres (Appendix 3) in the region organised and managed by voluntary groups.

Day care is an important service in the continuum of services necessary to support the
elderly at home, to assist those caring for elderly relatives and to reduce unnecessary
admissions to institutional care.

5.18.2OPHTHALMIC SERVICES

5.18.3AUDIOLOGY SERVICES

5.18.4 CHIROPODY SERVICES

5.19 DAY CARE SERVICES
5.19.1SOCIAL CENTRES AND SOCIAL CLUBS

5.19.2DAY CARE CENTRES
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Key Strategic Objectives:
We will:
z Provide early local access to ophthalmic services.

Key Next Steps:
We will:
z Develop performance indicators in relation to access to community ophthalmic services.

Key Strategic Objectives:
We will:
z Provide early local access to chiropody services.

Key Next Steps:
We will:
z Continue to support voluntary groups and communities to develop social centres and clubs.

Key Next Steps:
We will:
z Review existing audiology services for older people.



5.19.3 DAY HOSPITALS - TEAM LED

Day centres serve four main purposes:
z Provision of services such as meals, hygiene/bathing, laundry, hairdressing,

chiropody etc.
z Promotion of social contact among the elderly and the prevention of loneliness.
z Providing respite for carers and relatives in caring for older people during the day.
z Provision of social stimulation in a safe environment for older people with mild forms

of dementia. 

Organised transport is a necessity for the majority of people attending day care centres.
Older people should not have to spend considerable lengths of time travelling to and
from day centres as this reduces the amount of time spent actually benefiting from the
actual service. Day care services are currently provided by both voluntary bodies and
the Board in fifteen centres throughout the region, seven of which are NEHB managed
and eight are voluntary. Some day care services are also provided in the team led day
hospital services in six of the Board’s residential units for older people. There is a need
to develop additional day centre services throughout the region following a needs
analysis cognisant of the additional community supports available and the impact of
day hospital services. (Appendix 4)

There are five team led day hospitals in the region located at St. Oliver Plunkett
Hospital Dundalk, Cottage Hospital Drogheda, St. Joseph’s Hospital Trim, Healthcare
Unit Dunshaughlin and St. Mary’s Hospital Castleblaney. This service while providing
similar services to day centres also includes a team based multidisciplinary service
providing a comprehensive range of assessment, treatment and rehabilitation services
to older people living at home. There is a need to develop the multidisciplinary aspect
of this service to meet the needs of older people. The multidisciplinary team may also
complement the community based services by providing some outreach services where
required thereby providing a continuum of care. (Appendix 5)
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Key Strategic Objectives:
We will:
z Develop a number of transport models which will ensure that all older people will be supported in

accessing health and social services.

Key Next Steps:
We will:
z Work in partnership with voluntary groups and agencies to develop new and existing services throughout

the region;
z Develop standards of practice for day centre services which will include recommendations on transfer

times to and from service centres;
z Undertake a needs analysis of each community care area to identify the real needs for additional day

care centre provision.  The identified needs will be incorporated into the implementation of the Five Year
Strategic Plan.

5chapter community suppor ts ser vice pillar two 

Key Performance Area

Key Next Steps:
We will:
z Establish fully resourced multidisciplinary teams in each day hospital;
z Undertake a needs analysis to identify the real needs for further development of this service relative to

the development of community supports and structures; 
z Develop standards of practice for team led day hospitals;
z Undertake evaluation of team led day hospital service following implementation of fully resourced

multidisciplinary teams.



Respite care plays a valuable role in supporting carers to continue caring for dependent
older people at home. Ideally respite care needs to be flexible and individual in keeping
with identified care needs. It should be provided close to where the person lives, in a
planned and co-ordinated context. Respite care should encompass elements of
rehabilitation, activity and continuity of care.

In the North Eastern Health Board respite care is provided in community residential and
nursing units and in Health Board funded beds in private nursing homes. (Appendix 6)
In some instances respite care may be more appropriately provided in the older
persons own home. An evaluation is currently being undertaken of a respite at home
service which was piloted in the region in 2000. Respite care may also be provided at
day centres on a daily basis.  

In a DHSS (1996) survey conducted in Northern Ireland 42% of respondents reported
never having had a break from the caring role, 75% of these stated that another family
member provided cover in their absence. Furthermore carers reported that family and
friends were a greater source of information than the media or their family doctor.

Many studies suggest a lack of information as the main reason for non-utilisation of
services. Fahey & Murray, 1994, in an Irish survey reported that the centralisation of
health and public services rendered many of them in accessible to carers and therefore
excluded them from accessing potentially beneficial information and support systems. 

Older people with mental health illness should have the same access to acute services
as all other age groups. Older people requiring these services can be described as:

z Those with an established mental illness since younger age;
z Those who develop mental illness in older age;
z Those with dementia.

The majority of older people with a mental illness live in the community with the support
of the mental health and community services. For those with additional needs,
specialist services in psychiatry of old age should be available.

Specialist services in psychiatry of old age have been developed in Cavan/Monaghan
mental health services. Plans are underway to commence the development of
psychiatry of old age services in Louth/Meath. Departments of psychiatry of old age
have a crucial role to play in the diagnosis and treatment of behavioural problems in
older people. An effective psychiatry of old age service must be multidisciplinary,

5.20 RESPITE CARE SERVICES

5.21 MENTAL HEALTH SERVICES
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Key Strategic Objectives:
We will:
z Provide planned programmes of respite care.
Key Next Steps:
We will:
z Provide information on respite services to carers;
* Develop additional respite services in day centres;
* Continue to provide emergency respite services as required;
* Develop flexible respite services close to where the older person lives;
* Develop respite at home services following assessed need.



5.22 DEMENTIA

adequately resourced and planned in consultation with acute hospital and community
services to ensure an effective acute care service and a supporting home based
service.

These services need to be located on acute hospital sites in association with
departments of both psychiatry and medicine for the elderly. This will ensure that
patients receive effective multi-professional and co-ordinated care.

Dementia as a disability is characterised by impairment in memory, ability to learn,
ability to reason and also high levels of stress. There is no single cause of dementia,
nor is there any cure as yet for the vast majority of dementias. Alzheimer’s disease
accounts for more than half of all dementia cases in older people with vascular
dementia accounting for about 20% of cases (Miller & Morris, 1993). From applying
EURODERM prevalence rates to the 1996 Census the estimated number of persons
with dementia in the NEHB is 2,567 which represents 7.37% of the population 65 year
and over within the Board.  The highest number, 802 are resident in Meath, 719 in
Louth, 567 in Cavan and 479 in Monaghan. This has implications for provision of
service in terms of the demographic profile of the Board’s population of older people.
There is also a requirement to plan for emerging service needs in regard to the
increasing prevalence of dementia in older people with learning disabilities.

In Ireland, stated public policy has been directed towards maintaining people with
dementia in their own homes for as long as possible and practical (Report of the
Working Party on Services for the Elderly, ‘The Years Ahead’, 1988). A number of policy
recommendations were outlined in this report which would provide support to people
with dementia and their carers. Shaping a Healthier Future - Health Strategy DOH&C,
1994 also endorsed the policy of maintaining people in their own homes for as long as
possible. While some improvements in services have been made, the gap between the
needs of older people and their carers and the actual service provision has not yet
been fully bridged (Ruddle et al., 1997). Family carers provide the majority of support to
people with dementia. 

Early assessment and diagnosis is necessary if people are to be maintained for as long
as possible and practical in their own homes. Awareness of dementia among the
general public is often poor which can lead to those affected presenting with health
care needs at an advanced stage in the disease. Accurate diagnosis is crucial and
PHNs and GPs have a key role to play in the early identification of dementia.

The development of memory clinics could facilitate appropriate assessment and
diagnosis. Memory clinics provide multidisciplinary assessment of people with possible
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Key Strategic Objectives:
We will:
z Develop psychiatry of old age services.

Key Next Steps:
We will:
z Develop a department of psychiatry of old age in Louth/Meath and enhance existing psychiatry of old

age services in Cavan/Monaghan;
z In collaboration with the Board’s mental health services department, monitor and evaluate psychiatric

services for older people over the next five years in terms of the efficacy of the implementation of
strategic objectives outlined in the Board’s two service strategies i.e. mental health and older persons,
relative to changes in demographic, socio-economic and health status profiles.
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dementia with a view to making an accurate diagnosis and advising on further
interventions in the broadest possible sense. Early diagnosis enables legal and
financial arrangements to be made whilst the person is still mentally competent and
allows for interventions which will alleviate certain aspects of the condition. 

Older people with dementia whose personal safety is compromised and who present
with challenging behaviour require a different level of care. The needs of these patients
would be best provided for in small scale domestic-orientated, specialised units
attached to community hospitals/community nursing units as endorsed by the National
Dementia Report, ‘An Action Plan for Dementia, 1999’. The needs of older people with
severely disturbed behaviour should be met by a partnership approach between the
mental health services and services for older people.

The provision of care is a shared responsibility between community services, specialist
geriatric services and mental health services. Patients in community need a range of
support as outlined in 5.1 Figure 1, including day care, respite and nursing services.
Older people with dementia who are no longer able to remain at home will be cared for
in appropriate continuing care facilities. ‘The Years Ahead Report: A Review of the
Implementation of it’s Recommendations, 1997’ stated that there should be an
increase in the supply of beds in three areas to cope with patients with dementia
needing residential care:

z In non psychiatric facilities dedicated to the care of older people with dementia
without presenting behavioural problems;

z In appropriately designed secure psychiatric units for dementia patients with
behaviour problems;

z In geriatric units and hospitals for dementia patients with physical illness.

Non psychiatric facilities dedicated to the care of older people with dementia without
presenting behavioural problems i.e. Elderly Mentally Infirm Units (EMI) are situated
throughout the Board in the following locations: St. Oliver Plunkett’s Hospital Dundalk,
Boyne View House Drogheda, Sullivan Memorial Home Cavan, St. Mary’s Castleblaney
and St. Joseph’s Trim (Appendix 7). There is no specifically designed accommodation
for patients who are highly physically dependent who are also behaviourally disturbed.
There is a need for such a service response to an emerging need amongst dementia
patients. The ideal location for a unit for dementia patients presenting with severe
behavioural problems is within services for older people but adjacent to the acute
hospital services and the psychiatry of old age services. There is also a need to build
small domestic style EMI Units in Meath, Cavan/Monaghan, Louth and within the
replacement facility for St. Joseph’s Ardee.

The complexity and range of issues involved in the management of dementia
emphasise the need for the development of co-ordinated, multi-layered, and well
resourced services that are responsive to the individual needs of people with dementia
and their carers. Voluntary groups and organisations play an important role in the
provision of services in dementia care. The Alzheimer’s Society of Ireland provide day
care services within a service agreement framework on two sites in Co. Louth,
Drogheda and Dundalk, one site in Navan, Co. Meath and one in Co. Monaghan.   

Carers not only require more information but they also want to be used as a source of
information on the needs of the person with dementia and on their experience as a
carer. Carers want information as a first contact with the formal sector (Keady & Nolan,
1995; Ward & Kavanagh, 1997). Information must be given as part of an ongoing
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5.22.1CARE MANAGEMENT IN DEMENTIA CARE

process as dementia is a progressive disease and the demands on, and needs of,
carers will change over time. Specific certified training in dementia care could prove to
be very useful, not only in providing a higher quality of care, but in providing the carer
with a qualification to rejoin the labour force at a later date, if they so wish.

As dementia is a progressive disease Care Plans must be monitored and revised over
the course of the disease. An effective, integrated system of care requires that there
are clear, co-ordinated and definite routes into a range of community services
(Ovretveit, 1993). A mechanism through which this can be achieved is the introduction
of a Care Management model whereby a key worker is given overall responsibility for
developing and co-ordinating fragmented systems of community care for people with
dementia. A key recommendation of An Action Plan for Dementia, 1999 was the need
to develop care management structures for the delivery of services to people with
dementia which would provide an effective integrated system of care. 

The overall goal of care management therefore is to deliver a tailored package suited to
the specific needs of the person with dementia and their carers (Hunter et al.1997). 

Care management is particularly important for people with dementia living at home but
on the margins of residential care. The key worker would act as a single point of
reference providing access and continuity for both clients, carers and community
services. This is important for people with dementia, as they become increasingly more
dependant and needs become more complex. Continuity is essential for optimal care
management. The key worker should be linked to a multi-disciplinary team with regular
contact and case reviews. Caseloads should be small so that sufficient time can be
allocated to each case to ensure an acceptable level of support is provided to clients
and their carers. 
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Key Strategic Objectives:
We will:
z Establish memory clinic service;
z Develop sitting services, respite and other support services for carers of older people with dementia;
z Develop specifically designed units for dementia patients with highly disruptive behaviour.

Key Next Steps:
We will:
z Ensure the provision of planned programmes of respite care for carers of older people with dementia;
z Develop specific training programmes in dementia care for carers;
z Work in partnership with the Alzheimer’s Society in the provision of day care and other support services

required for older people with dementia living in the community and their carers;
z Work closely with Disability Services in planning appropriate services for the needs of older people with

learning disabilities who also suffer from dementia;
z Explore the development of new service models with mental health services as needs arise.

5chapter community suppor ts ser vice pillar two 
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Key Strategic Objectives:
We will:
z Organise service delivery at district level which will implemented through the care management process

and which will be accessible on a twenty four hour basis.  Districts will be population based and will be
revised following each national census. (5.2)

Key Next Steps:
We will:
z Introduce a care management project to co-ordinate services for people with dementia and their carers

within a geographically defined catchment area in the Board.



There is an increasing awareness throughout the world that some older people are
victims of abuse, neglect, including self neglect and/or mistreatment. International
literature suggests that around three percent of older people in the community suffer
from some sort of domestic abuse, neglect or mistreatment at any one time. Abuse of
older people is not confined to community settings and may also occur in any
residential setting. Following an exploratory study of the issue in 1998, the National
Council of Ageing and Older People established a working group in 1999 to examine
and make recommendations on the issues pertaining to the identification of elder
abuse and the care and protection of older people in this regard. There is a need to
develop a dedicated social work service in community to meet the needs of vulnerable
older people and their families.

5.23 ELDER ABUSE
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Key Strategic Objectives:
We will:
z Develop social work services for older people. (5.9)

Key Next Steps:
We will:
z Heighten awareness of elder abuse amongst older people, carers and service providers;
z Implement the forthcoming recommendations of the National Working Group on Elder Abuse.



6chapter

ACUTE CARE
S E R V I C E P I L L A R T H R E E

Key Performance
Area
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6.1 ACUTE HOSPITAL SERVICES
Older people in need of acute care require the same access to acute hospital care as
all other age groups. As people age their need for acute hospital care increases. This
fact is clearly evident in older peoples utilisation patterns of the Board’s acute hospital
services. The HIPE data for 1998 show that people aged 65 years and over accounted
for 25.2% of all patients receiving acute hospital services during the year. This equates
to approximately one in every three persons aged 65 years and over having contact with
the acute hospital during the year. The average length of stay for persons 65 years and
over is 9.6 days. Whilst older people accounted for only 25.2% of all contacts with the
acute hospital service, they used 46.2% of all bed days. While the number of day case
access to acute services continue to rise, so too do the number of planned
admissions. The number of medical/surgery emergency admissions exceeded the total
of both day and planned admissions for this period and also indicated a higher than
average length of stay at 10.2 days. This data suggests that the predominant mode of
access to acute services for older people is through Accident and Emergency
Departments (Figure 3.11).

The utilisation pattern outlined is reflective of the greater resources required to care for
older people when they are in need of acute care. Older people tend to have a greater
incidence of both singular and multiple chronic conditions which may often be
accompanied by, or complicated by, other conditions. Treatment of acute episodes of
illness therefore entails the need for a holistic approach towards assessment,
diagnosis and treatment whilst recognising that older people tend to become more ill
and have slower recovery rates than the general adult population. 

Acute care is provided to our older population in the five acute hospitals in the region.
These hospitals are organised into two acute hospital groups.  There are currently three
consultant Physicians with a special interest in Geriatrics appointed, providing a
specialist service to our older population; one each in Our Lady of Lourdes, Drogheda;
Our Lady’s Hospital, Navan and one consultant serving the Cavan/Monaghan Hospital
group. The process for the approval of a fourth consultant post is presently underway
which will provide for the appointment of a second consultant in Louth. There is a
requirement for a fifth consultant post in the Cavan/Monaghan acute hospital group.   

There is a need therefore to continue to raise the awareness of older peoples greater
requirement for acute care interventions relative to their recovery rates, within the
acute hospital setting. In the absence of the Board having any full time consultant
Geriatricians coupled with the fact that there is no regional hospital within the Board’s
area, the establishment of departments of medicine for the elderly in each acute
hospital may serve as a key resource to other clinical departments in identifying the
specific needs of older people whilst supporting the ongoing delivery of appropriate
integrated interdisciplinary acute care as well as assessment and rehabilitation.  

The establishment of departments of medicine for the elderly will also positively
influence the prevention and management of the incidence of iatrogenesis in older
people accessing acute hospital services.
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Key Strategic Objectives:
We will:
z Develop care and admission protocols around specific diagnostic groups e.g. orthopaedics, respiratory,

cardiac, endocrinology etc;
z Develop elderly care as a speciality in each acute hospital;
z Develop regional specialties in ENT and Ophthalmology.

6chapter acute care ser vice pillar three
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Comprehensive Geriatric Assessment has been defined by the 1987 National Institutes
of Health Consensus Conference on Geriatric Assessment methods for clinical decision
making as a “Multidisciplinary Evaluation in which the multiple problems of older
persons are uncovered, described, and explained, if possible, and in which the
resources and strengths of the person are catalogued, need for services assessed, and
a co-ordinated care plan developed to focus interventions on the persons problems.”

Research evaluating Comprehensive Geriatric Assessment (CGA) suggests that it is
useful in making accurate diagnosis. In addition C.G.A will help in determining
appropriate use of potentially harmful diagnostic and therapeutic interventions, in
monitoring out-comes of illness and treatments, and in making prognostic statements
in the planning for long-term care.  

One of the goals of a responsive health care system is to assist patients in maintaining
their functional well-being. Functional status in the older person is characterised by the
gradual decreases in organ function that accompany normal ageing and the more rapid
declines associated with acute and chronic illness. Assessment of the impact of ageing
and illness on an individual’s physical, emotional, and social function is critical in
providing appropriate health care.  

A useful description of the role of rehabilitation, which echoes the importance of
considering handicap, has been provided by Wade DT., 1992.: “Rehabilitation should
aim to maximise the patients role fulfilment and independence in his/ her environment,
all within the limitations imposed by the underlining pathology and impairments and by
the availability of resources. This helps the person to make the best adaptation
possible to any difference between roles achieved and roles desired”.

It is important that assessment of an older person should always be holistic and
multidisciplinary, including input from a geriatrician or least an experienced general
practitioner with a special interest in the care of older people.  

Rehabilitation services in the region are currently provided in three sites, Dundalk,
Drogheda and Cavan. There is a need to establish rehabilitation facilities in each of the
acute hospital sites. There is also a need for the development of stroke units in acute
hospitals which will provide a rehabilitation service to a wide ranging age group
including older people. Rehabilitation services aim to return the individual to full
physical, social and psychological function and is a continuous and multi-factoral
process dependent on multiple inputs. This requires a multidisciplinary team approach
regardless of the level of rehabilitation being provided.  Rehabilitation services are
generally considered on three levels: 

z Level 1 Intensive Rehabilitation. Focused intensive rehabilitation with specialist
medical, nursing and multidisciplinary support in an acute hospital setting.

z Level 2 Intermediate Rehabilitation Services. For people who are medically stable

6.2 ASSESSMENT AND REHABILITATION
ASSESSMENT

REHABILITATION
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Key Next Steps:
We will:
z Seek to establish a fifth consultant post in the Cavan/Monaghan Hospital Group;
z Develop full-time dedicated geriatrician services for older people.



6.3 OUT-PATIENT SERVICES

and require support in regaining an acceptable level of independence. This service is
generally provided in a community hospital/residential unit or step up/step down
facility. This service is provided by a multidisciplinary team with medical input where
required.

z Level 3 Community Based Services. Provided by multidisciplinary teams in either the
older persons own home and/or in day hospital setting.

Figure 6.1:  A balanced range of services. Rehabilitation: a four stage model.

Rehabilitation services input are the means by which a significant number of older
people are able to return to their own home environment. Older people following stroke
(CVA) and repair surgery for hip fractures are known to particularly benefit from this
service. Length of hospital stay is also considerably reduced and patient outcomes in
terms of mobility and independence are also greatly enhanced by rehabilitation
services.  

In the consultative process service users identified the difficulties in attending out-
patient services which were scheduled for a generic population which often
necessitated long waiting times resulting in considerable discomfort for ill older people.
Transport problems coupled with the scheduling of appointments in out-patients also
provide difficulties for older people in accessing these services.  
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Key Strategic Objectives:
We will:
z Ensure a comprehensive assessment is undertaken of each older person accessing acute care;
z Develop multidisciplinary teams for older people in each hospital site;
z Increase the number of Rehabilitation and Assessment beds at each acute hospital site.

Key Next Steps:
We will:
z Establish clinical nurse specialist posts in departments of medicine for the elderly.

6chapter acute care ser vice pillar three
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ACUTE
CARE

INTENSIVE
REHABILITATION

INTERMEDIATE
SERVICES

COMMUNITY
-BASED

SERVICES

Focused intensive 
rehabilitation with 
specialist medical 
and nursing support
in a hospital setting.

For people who
are medically 
stable to build 
confidence - 
either step 
down or step up.

Multi-disciplinary
teams providing 
specialist support.

Key Next Steps:
We will:
z Review the organisation and scheduling of out-patient appointments for older people.



The development of consultant led day hospitals provide access to specialist geriatric
services for older people who do not need to be admitted to hospital. Day hospitals
provide assessment, investigation and treatment including nursing, physiotherapy,
speech and language therapy and podiatry/chiropody services. There are three
consultant led day hospitals in the region situated on the Cavan Hospital site, Our Lady
of Lourdes Hospital Drogheda and Louth County Hospital Dundalk. There is a limited
range of therapeutic services provided in nurse led day hospitals in the Cottage
Hospital Drogheda; St. Oliver Plunkett’s Hospital Dundalk; St. Joseph’s Hospital Trim;
St. Mary’s Hospital Castleblaney, St. Felim’s Hospital Cavan and Dunshaughlin
Healthcare Unit. There is a need to develop a consultant led day hospital in Our Lady’s
Hospital Navan and Monaghan Hospital. There is also a need to develop outreach
geriatrician support services to nurse led day hospitals throughout the region. This will
facilitate Comprehensive Geriatric Assessment and diagnostic services. Day hospital
services will provide a significant rehabilitation service incorporating an outreach
rehabilitation focus thereby further supporting the continuum of care consistent with
the community rehabilitation team approach. The provision of day hospital services will
also help to reduce the demand on A&E services by older people as their needs will be
met in a more appropriate and timely environment thereby offsetting the incidence of
acute illness episodes.

Admission to and discharge from an acute hospital is achieved uneventfully for the
majority of older people. However, an increasing number of older people will have more
complex requirements which will require a more co-ordinated approach to their
discharge. It is necessary therefore that appropriate and effective discharge planning is
achieved in all acute hospitals. The process of discharge planning should be
multidisciplinary in focus and be commenced as soon after admission as possible.
While all acute hospitals in the region have a liaison nurse in place, their work is not
specific to older people only. The liaison nurse service is a very valuable one and
should be further developed in each hospital with additional support in discharge
planning being provided by clinical nurse managers (CNM2) as recommended by the
Commission on Nursing. Liaison nurses must link closely with the Co-ordinators of
Services for Older People, Superintendent Public Health Nurses, GPs, district
rehabilitation teams, families and carers in the facilitation of the appropriate care
package for the older person. Currently there is a limited social work service in just one
acute hospital in the region. Social work input is very valuable to ensure effective
discharge planning in more complex situations.

6.4 DAY HOSPITAL SERVICES

6.5 DISCHARGE PLANNING
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Key Strategic Objectives:
We will:
z Develop consultant led day hospital services at all hospital sites;
z Develop consultant outreach services in the community.

Key Strategic Objectives:
We will:
z Further develop the discharge planning process in all acute hospitals.

Key Next Steps:
We will:
z Support the development of CNM2’s to undertake a greater role in discharge planning of older people;
z Develop communication systems that ensure effective liaison between acute hospitals and supporting

services required for the successful discharge of the older person;
z Establish a social work service for older people within the acute hospital services.



6.6 COMMUNITY INTERFACE
The consultative process identified significant problems with the current
hospital/community interface. The interface problem arises in areas of both pre-
admission and post-discharge. GPs have identified difficulties in having admission
access to acute hospitals for ill older people and consider community services are not
sufficiently resourced to meet many of the care requirements of older people on
discharge from hospital. Lack of involvement of the community services in the
discharge planning process often leads to a service gap for the older person on
discharge from hospital thereby inhibiting a continuum of care.

As community services for older people are comprised of a number of separate
services i.e. public health nursing, occupational therapy, day care services, respite care
etc., there is no single point of contact from the acute hospital perspective when trying
to access the range of services which an older person may require following their
discharge from hospital.  Currently the Director of Public Health Nursing manages the
public health nursing service, RGN in community and home help services. While there
are three Co-ordinators of Services for Older People established in the three community
care areas, their role as care group managers is currently confined in the main to
managing residential services, nursing home subvention and linkages with voluntary
groups and bodies providing social day services to older people.  There is a need to
develop a model of co-ordination in the community which would enhance the structures
that already exist and facilitate timely and efficient access to and between the range of
services required by the older person and their carer.  

It will be necessary therefore to review the current role of the Co-ordinators of Services
for Older People (5.4) with a view towards the development of a co-ordinated services
model which facilitates a continuum of care approach for the older person across all
service settings. continuum of care.
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Key Strategic Objectives:
We will:
z Develop care and admission protocols around specific diagnostic groups e.g. orthopaedics, respiratory,

cardiac, endocrinology etc (6.1);
z Further develop the discharge planning process in all acute hospitals.( 6.5)
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7.1 CONTINUING RESIDENTIAL CARE
When an older person is no longer able to live at home they need access to alternative
high quality accommodation and care as near to their own home as possible. A
residential care facility should include a philosophy of care which promotes
empowerment of and respect for older people. Care provided must be holistic and
appropriate offering choice, privacy and independence. All continuing care settings
should aim to enable residents to achieve their full capacity - physical, intellectual,
spiritual, emotional and social - even when they have a progressive disease such as
dementia. Residents and their well-being should be the central focus in any care setting.

Generic continuing care services for older people are provided in 10 residential units
throughout the Board (Appendix 7). There has been an emphasis on assessing long-
term bed requirements as the only alternative for the older person who can no longer
live at home. The total number of continuing care beds in use by the North Eastern
Health Board in February 2001 was 1,342. This figure includes the Health Board
residential beds, subvented and contracted beds in private nursing homes. Applying
estimated bed norms per 1000 population the Board would appear to require a total of
1,899 beds by 2006 to facilitate rehabilitation and assessment and continuing care
requirements. At present there are 1,037 registered subvented beds in private nursing
homes in the region. As nursing homes are private enterprises these beds are available
to the general public in line with market demands.

Dependency levels throughout the Board are higher than the national average with higher
numbers of women living alone in Meath, which has indications for future continuing care
requirements. There is a need to ensure that in determining future bed number requirements
that the following factors are included: trends in the number of older people requiring in-
patient care; the pace of development of community supports to older people; the mix
of in-patient services - respite, rehabilitation and assessment beds; availability of
private nursing home beds; and availability of care packages to older people at home.

There is an ongoing need for the promotion of the ethos of the continuum of care, with
ongoing assessment and rehabilitation to achieve the maximum potential of the older
person, and where and when possible to return to the home or alternative setting.

Admission to long-term care is a major life event for any older person and their carers.
It should only be taken when all other care options have been exhausted. Placement
must be appropriate and reflect personal choice. Ensuring appropriate placement
requires that each person has a comprehensive assessment using a standardised
assessment instrument (5.5), and/or a specialist assessment carried out by a
consultant geriatrician and his/her team. The older person should be placed in
continuing care as soon as possible after the care decision is made. Continuing care
for older people should be provided as close as possible to where they live, so that
they can maintain their networks of family, friends and interests.

Older people accessing continuing care tend to have higher dependency levels and
therefore require a comprehensive range of nursing and paramedical services. There is
a need to develop the nursing and multidisciplinary service levels in all residential
units. As higher dependency levels require continuous focused care input, there is a
need to review the patient/staff ratios in all residential settings.

In the ongoing development of a quality service it is necessary to undertake continuous
monitoring and evaluation of all aspects of the service. To this end it will be necessary
to strengthen the clerical support in all residential units. Maintaining an appropriate
environment for older people is an important aspect of a quality client centred service.  It74
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is therefore necessary to ensure that all residential units are maintained to an appropriate
standard and that equipment is both maintained and replaced on a regular basis.

There is a requirement for a programme of ongoing maintenance for the residential
units for older people throughout the region. 

The private nursing home sector provides a valuable contribution to the care of older people.
Private nursing homes have mainly provided continuing care with some respite and palliative
care elements and limited rehabilitation services. Continuing care is also provided in 32 private
nursing homes in the region and a number of nursing homes outside of the region (Appendix 8).

Physiotherapy, occupational therapy, speech and language therapy and chiropody
services are available as limited services in a number of private nursing homes within
the region. The Health (Nursing Homes) Act, 1990 enables Health Boards to provide
these services in the private nursing home sector. As in the public sector Health Board
residential settings, programmes of mental and physical stimulation are required.
Private nursing homes, while providing continuing residential care, should also explore
care options such as respite care, palliative care, day care and overnight services. The
Board will work in a partnership approach with private nursing homes in the
development of a variety of care packages to meet the needs of older people.

The Nursing Home (Care and Welfare) Regulations 1993, require Health Boards to
monitor standards and to collaborate with nursing homes proprietors and staff in
training and staff development. The continuing education and training programme
provided by the Board invites attendance from the private nursing homes sector.  

7.2 PRIVATE NURSING HOMES
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Key Strategic Objectives:
We will:
z Develop service agreements with the private nursing home sector which will include a full range of

therapeutic services;
z Establish a regional residential services inspection unit.

Key Next Steps:
We will:
z Work in partnership with the private nursing homes sector to develop common standards of care and

performance indicators for services for older people.

Key Strategic Objectives:
We will:
z Undertake a review of the bed requirements for older people within the region cognisant of service

utilisation trends; the pace of development of community supports to older people; the mix of in-patient
services - respite, rehabilitation assessment beds; availability of private nursing home beds; and
availability of care packages to older people at home;

z Establish new purpose built residential units;
z Develop a number of small domestic style units for dementia patients;
z Develop specifically designed units for dementia patients with highly disruptive behaviour; (5.22)
z Expand the range of services available in residential units to best meet increased levels of dependency

of residents;
z Undertake regular patient and carer satisfaction surveys of older people in residential units.

Key Next Steps:
We will:
z Review patient/staff ratios in all residential care facilities;
z Develop a programme of ongoing maintenance and equipment replacement for the residential units for

older people throughout the region; 
z Develop diversional therapy services in each of the residential units;
z Strengthen clerical support in all residential units. 
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8.1 CRITICAL SUCCESS FACTORS FOR IMPLEMENTATION OF THE STRATEGY

INFORMATION AND COMMUNICATION

This strategy can only be realised if there is total commitment to its implementation by
all of the stakeholders.  The critical elements in the implementation process are as
follows:
z Realignment of service delivery structure;
z Cross programme/multisectoral commitment to integrated care;
z Development of quality information systems;
z Development of a Standard Assessment Instrument;
z Development of a comprehensive framework which ensures a continuum of care;
z Development of an implementation plan and a monitoring and evaluation process;
z A successful human resources strategy;
z The provision of an appropriate level of funding.

Throughout the consultation process in the development of the Strategic Plan
communication between services were identified by both services users and providers
alike. In order to make informed choices older people must have access to clear and
unambiguous information in relation to four key areas:
z Health issues;
z Service availability;
z Service entitlements;
z How to access services.
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This information must be available at local level and be presented in a user friendly
format which is reflective of the requirements of older people who may have some
sensory impairment. Information must be regularly updated, relevant and appropriate to
the needs of older people and carers.

Up to date and appropriate information is also required by service providers for
effective development, implementation, monitoring and evaluation of services.
Information must have the following key attributes:
z Appropriate;
z Comprehensive;
z High quality;
z Available;
z Accessible;
z Timely.

Many strategies fail in what they set out to achieve because of lack of organisation wide
commitment to the aims and objectives outlined in the strategy. This strategy was
developed using an inclusive approach encompassing inputs from services users,
carers and the Boards personnel involved in the planning and delivery of services for
older people. The strategy therefore has both a collective ownership and responsibility
by all personnel involved in delivering services to older people throughout the Board.
However there is a need to disseminate the strategy widely throughout the Boards
services in the interest of universal adoption by the organisation and its Board members.
Commitment to the strategy implementation will be demonstrated through the integration of
strategic objectives into the annual service planning process. The strategy will also be
made available to voluntary groups and agencies and private nursing homes.

To ensure full implementation of this strategy it will be necessary to establish a
regional senior management implementation committee and a number of
implementation committees in each geographical area throughout the next five years.
Ongoing evaluation of the strategy must be undertaken in terms of its progress and
appropriateness to the needs of the population. Monitoring must be undertaken at both
the individual service level and at corporate level. It is the responsibility of each service
to continuously monitor its progress, measure outcomes, evaluate performance and
assess effectiveness towards the achievement of the objectives of the strategy. 

This strategy provides for a comprehensive framework of services and their development
for older people. The preliminary estimated implementation cost of this strategy at
current costs is Revenue £45m and Capital £35m. The greatest cost areas are within
the development of community services to support older people and their carers in
community. Appropriate funding to support the implementation of this strategy is necessary
in order for the Board to provide a quality service for older people throughout the region
which encompasses a continuum of care responsive to their needs and those of their carers.

DISSEMINATION AND COMMITMENT

IMPLEMENTATION, MONITORING AND EVALUATION OF THE STRATEGY

FUNDING
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Key Next Steps:
We will:
z Ensure ongoing organisational commitment to the implementation of the strategy;
z Disseminate the strategy throughout the Board;
z Make the strategy available to voluntary groups and agencies and private nursing homes;
z Continue to involve older people and carers in the planning and development of services.
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z Dr. Rosaleen Corcoran, Director of Public Health

z Dr. Kieran O’Connor, Consultant Geriatrician, Louth/Meath Hospital

z Mr. Sean Kilroy, Co-ordinator of Cavan/Monaghan Mental Health Services for the
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z Mr. Larry Walsh, Assistant CEO Governance and Planning
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z Dr. Nazih Eldin, Health Promotion Officer

z Mr. Aidan Browne, Assistant CEO Community Services

z Ms. Antoinette Doocey, Director of Services for Older People
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SOCIAL CLUBS
Meath
1. Ashbourne
2. Kilmessan
3. Dunshaughlin
4. Summerhill
5. Wilkenstown
6. Slane
7. Dunboyne        
8. Navan                  
9. Ballivor
10. Trim
11. Athboy
12. Duleek
13. Laytown
14. Emara East Meath Active 

Retirement Group

Louth
15. Active Retirement, Dundalk
16. Leisure Time Group, Clogherhead
17. Lisdoonan, Co Monaghan

social clubs
Appendix 2
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9

Cavan/Monaghan
18. Arva
19. Ballinagh Senior Citizens Association
20. Broomfield
21. Belturbet Community Council
22. Clones Active Retirement Group
23. Cootehill
24. Drumlane Social Services
25. Kilnaleck Social Services
26. Knockbride Social Club
27. Monaghan St Vincent De Paul
28. Mountnuggent
29. Mullagh
30. Virginia
31. Castleblaney 55
32. Castleblaney Senior Citizens

Reference 5.19.1
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Castleblaney

Carrickmacross

Carlingford

Dundalk

Ardee

Navan

Ceanannas

Trim

Drogheda

18

107

19 2

9

8

17
23 24

3
20

5
11

13 21 14 16

15

6
22

1

4

12

SOCIAL CENTRES
Cavan/ Monaghan
1. Bailieboro Social Day Care
2.  Ballybay Social Services
3.  Ballyhaise Social Day Care
4.  Ballyjamesduff Social Day Centre
5.  Butlersbridge Social Day Care
6.  Cavan Social Services
7.  Clones Day Care Centre
8.  Clontibret
9.  Doohamlet Day Care Service
10. Drumkill
11. Killeshandra Day Care
12. Kingscourt Social Services
13. Laragh Senior Social Club
14. Latton Social Services and Development
15. Loch Gowna
16. Mullahoran Senior Social Club
17. Mullyash Social Day Care
18. North Monaghan Social Services 

Social Day Care
19. Scotstown Social Day Care
20. Swanlibar Social Day Care
21. Tembleport Social Services 

Social Day Care

Louth
22. Stradone Senior Citizens
23. Dundalk Red Cross Club
24. St Gerards Senior Citizen Club, Dundalk

Reference 5.19.1
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day care centres
Appendix 4

MEATH

CAVAN

LOUTH

MONAGHAN

Cavan

Belturbet

Virginia

Cootehill

Monaghan

Clones

Carrickmacross

Carlingford

Dundalk

Ardee

Navan

Ceanannas

Trim

Drogheda

Castleblaney

DAY CARE CENTRES
Cavan/ Monaghan
Oriel House, Co Monaghan

z (Voluntary/ Cavan )
z Killeshandra
z Kingscourt
z Drumkill

Louth
Cottage Hospital, Drogheda
St Oliver Plunkett’s Hospital, Dundalk

z (Voluntary/ Louth)
z Alzheimer’s Drogheda
z Alzheimer’s Dundalk
z Drogheda Social Services
z Ardee Day Centre
z Carrickmacross Social Services

Meath
Catherine McAuley, Kells
Ozanam, Mornington
Loretto, Navan

z (Voluntary/ Meath )
z Alzheimer’s, Navan

Reference 5.19.2
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day care hospitals
Appendix 5

MEATH

CAVAN

LOUTH

MONAGHAN

Cavan

Belturbet

Virginia

Cootehill

Monaghan

Clones

Castleblaney

Carrickmacross

Carlingford

Dundalk

Ardee

Navan

Ceanannas

Trim

Drogheda

Team Led Day Hospitals
Louth Dundalk St Oliver Plunkett Hospital,

Drogheda       Cottage Hospital ,
Meath Trim           St Josephs,

Dunshaughlin Health Care Unit

Monaghan Castleblaney   St. Mary’s Hospital

Cavan Cavan          St Felims Hospital
Cavan          Ballyconnell

Consulatant Led Day Hospitals
Cavan Cavan     Cavan General
Louth Drogheda  Our Lady of Lourdes,

Dundalk   Louth County

Reference 5.19.3
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respite ser vices
Appendix 6

MEATH

CAVAN

LOUTH

MONAGHAN

Cavan

Belturbet

Virginia

Cootehill

Monaghan

Clones

Castleblaney

Carrickmacross

Carlingford

Dundalk

Ardee

Navan

Ceanannas

Trim

Drogheda

Respite
Cavan St Felims,

Lisdarn Unit
Sullivan Memorial Home

Monaghan Castleblaney   St. Mary’s
Monaghan Oriel House

Louth Dundalk   St Oliver Plunketts, Hospital     
Ardee     St Josephs Hospital               
Drogheda  Boyne View House
Drogheda  Cottage Hospital, Monaghan

Meath Trim      St Josephs Hospital
Navan     Co Infirmary

Non Health Board/Funded by the Health Board*
* Sacred Heart Nursing Home, Clones.

Reference 5.20
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nehb residential units
Appendix 7

MEATH

CAVAN

LOUTHCavan

Belturbet

Virginia

Cootehill

Monaghan

Clones

Castleblaney

Carrickmacross

Carlingford

Dundalk

Ardee

Navan

Ceanannas

Trim

Drogheda

MONAGHAN

NEHB Residential Units
Cavan
St Felim’s Hospital, Cavan 
Lisdaran Unit, Cavan
Ballyconnell, Cavan   

Louth
Cottage Hospital, Drogheda 
St Oliver Plunketts, Dundalk 
St Joseph’s Hospital, Ardee  
Boyne View House, Drogheda  
St Mary’s Hospital, Drogheda 

Monaghan
Oriel House, Monaghan
St Mary’s Hospital, Castleblaney 

Meath
Co Infirmary, Navan
St Josephs Hospital, Trim

EMI
Sullivan Memorial Home
St Josephs Hospital, Trim
St Oliver Plunketts, Dundalk
Boyne View House, Drogheda
St Marys Hospital, Castleblaney

Non Health Board/Funded by the Board*
*Ballybay Nursing Home
*Sacred Heart Nursing Home, Clones

Reference 5.22
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nursing homes
Appendix 8

MEATH

CAVAN

LOUTHCavan

Belturbet

Virginia

Cootehill

Monaghan

Clones

Castleblaney

Carrickmacross

Carlingford

Dundalk

Ardee

Navan

Ceanannas

Trim

Drogheda

MONAGHAN

Nursing Homes
Louth
z Aras Mhuire, Drogheda
z Quarrybanks, Carlingford
z Mount Oliver, Dundalk
z Conifer House, Dromiskin
z Moorehall Lodge, Ardee

Cavan
z Fairlawns Nursing Home, Bailiebora
z Omega Nursing Home, Belturbet
z Virginia Nursing Home, Virginia
z College View Nursing Home, Clones Road,

Cavan
z Sheelin Nursing Home, Cavan

Mountnugent

Monaghan
z Sacred Heart Nursing Home, Clones
z St Louis Nursing Home, Louisville,

Monaghan
z St Joseph’s Nursing Home, Ballybay
z Drumbear Lodge, Cootehill Road,

Monaghan

Meath
z Ratoath Nursing Home, Ratoath
z Boyne Valley, Drogheda
z Creevelea, Laytown
z Devlin Lodge, Gormanstown
z Heatherfield, Dunshaughlin
z Hillview, Rathfeigh
z Navan Nursing Home, Athlumney
z Sancta Maria, Kinnegad
z Silver Grove, Clonee
z St Anthony’s, Dublin Road
z St Clares, Stamullen
z St Colmcilles, Kells
z St Columban’s, Dalgan Park, Navan
z St Elizabeth’s, Athboy 
z St Ursula’s, Bettystown 
z Windfield, Dunboyne
z Woodlands, Navan
z Kilmainhamwood Nursing Home, Kells






