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Executive Summary 

Day Activity Centres (DAC's) are an essential component of an effective community 
based service for people with a disability. These centres cater pr~marily for people 
who are permanently excluded. because of the extent of their disabilify from the 
formal employment market. During 1999 and 2000 a study was undertaken of DACs 
in  the Eastern Regional Health Authority (ERHA). 

This study had four distinct components. The first component was qualitative work to 
inform questionnaire design. The second, third and fourth components were 
quantitative work, which involved obtaining the views of three key stakeholders, 
service providers, clients and carers. 

initial work for this study consisted of tbcus group discussions with d.isabled clients 
attending two large DACs in Dublin City. The major recurring themes from these 
groups were used to formulate s~~bsequent questionnaires. The author using 
specitically designed questionnaires then interviewed 13 managerslatlministrators i n  
the region and obtained information on each centre. Subsequently, from a total of 745 
clients attending the centres a random sample of 156 persons were se:lected for 
interview. The author, using specifically designed questionnaires, interviewed all 
clients selected. The carers component of the study involved the adn:.inistration of a 
postal questionnaire to 82 eligible carers. 

The findings of the service providers component of the study highlighted the fact that 
although all 13 managers interviewed felt that the centres were achie~iing their 
objectives, most were of the opinion that there were deficiencies in the current 
service. The perceived inadeq~iacies were principally insufficient numbers of trained 
permanent staff and lack of ancillarq services. The major barriers to ,mpro\ement of 
these services were inadequate funding and the perceived low political priority of 
people with disabilities. 

The findings of the clients' component of the study showed that for the vast majority 
of clients attendance at a DAC was a positive experience. There was a high degree of 
satisfaction with all aspects of the day centres. In particular, the level of care 
provided to each client and the relationship between clients and staff was highlighted. 
Some elements of the DACs scored less well. for example involvemmt in decision 
making in the centre and the ed~~cat~onal  opportunities available there. 

- 

The findings of the carers' study also documented the fact that attendance at the 
DACs was beneficial to both carer and the person with a disability. Carers reported a 
high degree of satisfaction uith the DACs. Howeber, potential areas for improvement 
included greater access for clients to the centres and increase in the amount of therapy 
available there. 

Although there was a positive response to the extent and quality of the service 
provided from all respondent groups, this study highlighted areas which need to be 



addressed. These included: staffing arrangements, funding procedures and 
relationships with the funding authorities. premises and the amount of therapies 
available at the centres. 

The information gathered from all components of the study was used to make 
recommendations for the improvement of the DAC service in the region. The 
principal recommendation are as follows: 

It is recommended that all centres should employ an adequate number of 
permanent trained staff to work with clients with a physical disability. The 
employment conditions of all care staff should be reviewed (in terms of 
employment conditions, salary and pensions) to enable the management of DACs 
recruit and retain staff on a long-term basis. 

All DACs should have adeqirate. secure, long-term financial arrangements with 
the ft~nding authorities to enable staffto concentrate their work or1 clients' needs 
and not have to undertake Fundraising. 

It is recommended that reg~ilar meetings be established between t.ie Health 
A~ithority and management from the DACs. The issues of poor communication 
and inadequate support as perceived by the managers of the DACs should be 
addressed at these meetings. 

Carers should receive maximum community support. Statutory agencies should 
ensure that adequate funding is provided for support services, especially for home 
helps and long-term care facilities to ensure that these services art: responsive and 
appropriate to the needs of people with disabilities and their carers. 

A review of eligibility criteria for the carers allowance should be undertaken and 
the remuneration offered should be reviewed. 

As a substantial minority of carers had greater than average annual general 
practice consultation rates, they may be a group at increased risk of developing 
mental and physical health problems. Consequently, carers should be specifically 
targeted in health promotion initiatives in the region. 

It is recommended that paramedical services, especially physiotherapy be 
expanded to meet the needs of the disabled population attending IIACs. 

Opport~inities for education at the D.4Cs should be maximised, especially in the 
area of computer access and instruction. 

All DACs should operate from purpose b ~ d t  or purpose adapted premises to 
ensure optimum accessibility and range of services for people with disabilities. 
This should also assist these centres being operational 5 days per week. 

The need for extended opening hours of DACs needs to be evaluzted (e.g. 
weekends and evenings) to assess the need for this service. 



CHAPTER 1: INTRODUCTION 

The fundamental objective of health services for people with disabilities is to enhance 
their quality of life by enabling them to live as independently as poss: ble within the 
community (Department of Health, 1996). DACs are an essential component of 
community services. These centres aim to provide a meaningful community-based 
activity geared to meet the needs of the individual. They encourage and facilitate 
participation in group and community activities and also provide support and advice 
to families of people with severe disabilities. In DACs a range of activities we 
provided - including occupational activities, social and recreational activities and 
activities of daily living. The stafting levels of these centres vary corisiderable, but 
should ideally include an occupational therapist or a nurse (Murray and Gallagher, 
1991). 

The first DAC in the region was opened in D~tblin in March 1979. Since then the 
number of centres had grown to 13 centres currently operational in all counties of the 
authority i.e. Dublin, Kildare and Wicklow. 

'The people with disabilities attending these DAC's are not a homogenous group. They 
have a wide range of disabilities. Their needs vary according to the severity of their 
disability, personal circumstances as well as the needs of their carers. Accordingly, 
the services provided by the DACs are tlexible and may vary from centre to centre. 
All 13 centres receive a proportion of their finding from the ERHA, but the service is 
delivered principally by voluntary organisations, chiefly the Irish Wheelchair 
Association and the Central Remedial Clinic. 

One of the three key principles of the National Health Strategy is 
accountability(Department of Health 1994). A direct implication of this 
accountability is the requirement that voluntary organisations demonstrate health and 
social benefit of the service they provide if they are to receive future funding. The 
Health Strategy also emphasised the development of a consumer centred service. This 
is particularly important in the area of disability as many users have life-long contact 
with the services. These services must be provided in a manner that respects the 
rights of people using the service. They must have a voice in the senices they receive 
(Department of Health, 1996). Therefore the views of people with disabilities must 
be taken into account in a review of DACs. 

Family members are an important source of support for people with disabilities. Due 
to the chronic nature of many types of disability family members may have a long- 
term caring role. One of the objectives of DACs is the provision of respite for the 
carer, thus the views of the carers must be laLen into account in a review of tllis 
service. 

Aims and Obiectives 

It is a over a decade since the only previous study of DACs in the region (Murray and 
Gallagher. 1991). Since then. new centres have opened and the number of places 
provided has increased by almost 40%. In kiew of this service expansion, the 
predicted need for additional places at DACs. and the increasing orientation of the 



health services towards a consumer oriented focus, this review was undertaken. The 
overall aim of the study was to evaluate the effectiveness of DACs in providing a 
service to disabled clients, their carers and service providers in the eastern region. 
The specific objectives were as follows: 

1 ) To document the services provided by the DACs in terms of stafftng, operating 
characteristics, activities and services. 

2) To document the number of the physically disabled people attending the centres 
and their categories of disability. 

3) To detennine the views of service providers in terms of the objec~:ives of the 
service, how these objectives are being met, and gaps in the current service 

4) To establish a demographic protile of a sample of clients attending the DACs and 
to detail the nature and duration of their disability, the accessibility of centres, the 
services and activities provided. their relationship with staff and t9> determine the 
clients' views of and satisfaction with the service received. 

5) To determine the views of the carers of clients attending the DACs on the current 
service. 

6) To make recommendations for the future development of the service on the basis 
of the survey results. 

A further expansion of this service has been recommended by the review group on the 
provision of services for clients with a physical disability (Department of Health, 
1996). They have recommended the number of day service facilities be increased by 
over 100% from the current level of 1.480 nationally to 3,080. The views of clients, 
carers and service providers from the current study will assist in the further 
development of this service. 



CHAPTER TWO: METHODS 

2.1 Introduction 

The study had four distinct components. The first component was qualitative work to 
inform questionnaire design. The second, third and fourth components were 
quantitative work, which involved obtaining the views of three key stakeholders, 
service providers, clients and carers 

2.2 Study Area 

The study was undertaken in the Eastern Regional Health Authority (ERHA). This 
authority is the statutory body with responsibility for health and persc~nal social 
services in counties Dublin, Kildare and Wicklow. In this region there are 13 DACs 
for clients with physical disability. A DAC has been defined as "a centre which caters 
tbr people with severe disabilities who are not able to or do not wish to sustain the 
level of activity involved in open employment. sheltered work, work activation or 
skills training. The service aims to provide meaningful community based activity, to 
encourage and facilitate participation in activities and to provide support and advice to 
people with disabilities (Murray and Gallagher. 1991). These centres are widely 
spread geographically throughout the region. There are two centres each in counties 
Wicklow and Kildare, and the remaining centres are spread thro~~ghoilt Dublin city 
and county (Appendix 1). 

2.3 Prepantory Work 

Initial discussions were held with the Director of Services for disability in the region. 
Meetings were also held with representatives of the Irish Wheelchair Association, the 
Central Remedial Clinic (the two major national organisations, providing services for 
clients with a physical disability) and management from two DACs in the ERHA. 
The protocol for the s t ~ ~ d y  was discussed, and many practical and helpful suggestions 
were offered by this group 

2.4 Qualitative Research Component 

The qualitative research component was carried out using the focus group method. 
The purpose of these groups was exploratory. to infornl questionnaire content and 
design. This work provided good insight into the appropriate vocabulary to use in this 
setting. It enabled the author to "learn the language participants use" (e.g. clients did 
not wish to be referred to as "patients" or "disabled"). 

The focus groups were carried out by the author with the assistance of a medical 
doctor experienced in qualitative research. The author carried out the. necessary 
sampling, provided the list of topics for discussion, acted as note taker and observer 
for the focus group discussions. The topic guide was developed from three main 
sources: existing literature, discussion with experts in the area of disability and the 
a~~thors  own experience gained from two years working in rehabilitation medicine. 



Prior to commencing the focus group work. the author visited all the DACs in the 
region. During these visits, the purpose of the study was explained to the manager or 
administrators of each centre. For convenience two large DACs in Dublin were 
chosen as the location for the focus groups. Four groups with clients were held 
between May and August 1999. Ciroups one and two consisted of ter and eight - clients attending a south city centre Day Activity Centre. Groups thrce and four 
consisted of seven and ten clients attending a north city centre DAC. 

Sampling for the groups was purposive. Males and females were represented in all - 
groups. In addition, there was representation from a wide age range (from 20 to 70 
years). In all groups there were clients present who were disabled sicce birth, as well 
as clients whose disability was acquired. In each group there were clients who were - 
attending the centres for less than one year, as well as clients who were using the 
service for longer periods of time. Recruitment to the groups was by oral invitation. - (:lients with comniunication disorders were not excluded from attendance. All groups 
interacted very well. The sessions lasted on average 70 minutes. Prior to commencing 
the groiips. the author explained the purpose of the study to all participants and the - fact that all information obtained would be treated confidentially. All groups were 
tape recorded with prior consent of group participants. 

As the purpose of the groups was to aid in questionnaire developmen.. the topic list 
was confined to general issues relating to the DACs (Appendix 2). The focus groups 
were held sequentially, this enabled new ideas and themes to be incorporated into 
subsequent groups. No new issues emerged after four groups. 

The recordings of the focus groups were transcribed verbatim, except for the 
occasional word that was indistinct. The analysis of the data used the. technique of 
content analysis which involved the process of identifying, coding and categorising 
the data according to patterns and themes which emerged. The major recurring 
thenies were included in the subsequent questionnaires. 

2.5 Quantitative Research Component 

This component of the study involved the administration of questionnaires to service 
providers, clients and their informal carers. In the absence of validated instruments 
suitable for use in this study, specifically designed questionnaires were used. The 
findings of the qualitative research. which had been carried out first. aided the 
questi&naire design. so that the thenies that emerged from the fctcus groups could be 
further explored. 

Service Provider Questionnaire 

The purpose of this questiontlaire was to document the operational characteristics of 
each centre, to determine the service providers' views on the adequacy of the current 

~ ~ 

service and to invite their comments and suggestions on how the service could be 
altered and improved. The questionnaire for each service provider was administered 
by face to face interview. This questionnaire was original and developed by the 



author from the preceding qualitati\r work and literature review on disability. This 
questionnaire contained 24 questions. the majority of which were c1o:jed and explored 
the following areas: operational characteristics, staffing. serviceslactivities at the 
centre and the diagnoses of clients attending the centre. The questionnaire concluded 
with seven open questions regarding the objectives and adequacy of the service. ways 
the present service cotdd be improved and barriers to improvement. The manager or - administrator was given the opportunity to expand on their views regarding the 
service (Appendix 3). It took on average 40 minutes to complete this questionnaire. 

- 
Orgunisulion of Study 
Each administrator or manager had previously received written information on the - study. The author again contacted each administrator or nlanager by telephone and 
explained the purpose of the study to them. A suitable time for interview was 
s~~bseq~lently arranged. 'The author carried out all interviews. Prior to completing the 

P- q~~estionnaire the author obtained the consent of all service providers and explained 
the fact that all the information obtained was treated confidentially artd anonymously. 

Popzdution Frame 
The pop~ilation franle consisted of all DACs in the ERHA. 

E,rclu.\ion C'riterin 
DACs which did not meet the study definition were excluded. In totel, three centres 
were not deemed to meet the study definition. Two centres were only accessible at 
lunch time one day per week, and operated as a social club for elderly clients. A third 
centre operated as a training centre. Consequently, the administrators or managers of 
thirteen DACs in the area were interviewed. 

Pilot Surve,v 
The questionnaires was piloted among three service providers. This 1 ~ a s  to assess the 
acceptability of the questions and the appropriateness of the language used. As only 
minor amendments were made to the ordering of questions these que:;tionnaires were 
included in the final study. 

Client Questionnaire 

The purpose of this questionnaire was to obtain demographic details on clients 
attending the service. to dete~niine the clients' views on the adequacy of, and their . . 

satisfaction with the day centre they attended. and also to invite conirnents and 
suggestions on aspects ofthe service that needed improvement. 

The questionnaire used was original and developed by the author from the preceding 
qualitative work in addition to literature review on disability and consumer 
satisfaction. The author administered the questionnaire by face to face interview. 
This questionnaire contained 39 questions and the areas covered in the questionnaire 



included: demographic characteristics. income. living circumstances, accommodation, 
medical information. access to the service, activities at the centre, sta:ff and outcome 
of attendance (Appendix 4). Satisfaction with a number of different aspects of the 
DAC was also measured using a rating scale. The respondent was asked to assign a 
mark from 1 to 5 to various aspects of the service. A rating of one intiicated that the 
respondent was very dissatisfied, whereas a rating of five indicated a very high level 
of satisfaction. The scale was designed to enable respondents with communication or 
mobilityldexterity problems to complete the questionnaire with minirnal difficulty. 
To this end some clients used pointing, hand signs or head nodding tcl reply to a 
question. Open-ended questions were asked about the positive and negative aspects 
ofthe service and ways in which they could be addressed. These questions gave the 
respondents the opportunity to expand on rheir views regarding the se:rvice. 

0rgcmi.rcrlion oj'SIuciy 
The author visited each DAC on numerous occasions. The list of clients randomly 
chosen to take part in the study was discussed with the administrator md a suitable 
time and day for each interview was arranged. All interviews took place at the DAC 
attended by the client selected for inlerview. All questionnaires were administered by 
the author. A11 clients gave their consent prior to completing the questionnaire. They 
were also informed ofthe confidential and anonymous nature of the study. 

Sumpling Frame 
The total number of clients attending the DACs at the time of the study was 745 

Scimple Size 
A sample size of 155 was calculated using the statcalc function on tht: Epi-Info 
(version 6.0) statistical package, and in consultation with a statistician (Dean et al., 
1994). As respondents to satisfaction surveys are typically 85 to 90% satisfied, an 
85% satisfaction level was chosen as the expected frequency in this s.udy. The worst 
accepted frequency of this variable was chosen at 80%. To achieve a 95% confidence 
level from the population of 745. the sample size was estimated to be 155. ln order to 
have an equal number of clients in both 'small' and 'large' centres, the sample size 
used was 156, allowing 78 clients to be interviewed in each group. 

Stm?pling Method 
An anonymised list of attenders at the 13 DACs was obtained from the various 
institutions. A random sample of 156 clients attending these centres Gas selected. 
The sample was selected by probability proportional to size method as illustrated in 
Table 4.1. This method was chosen to ensure representation from all centres with 
resulting increase in interest and ownership of the study results. This method 
involved assigning 'large' or 'small' status to each DAC. Centres with less than 70 
clients attending weekly were classified as 'sinall', those centres with 70 or more 
clients attending weekly were classified as -large'. The percentage o!'clients 
attending each centre was calculated from the appropriate sub-total i.1:. 389 for the 
'small' centres and 356 for the 'large' centres. T h ~ s  sanlple selection is presented in 
Table 2.1. 
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The corresponding percentage was then chosen from the sample size of 78 for both 
'large' and 'small' centres. Each client attending a DAC was assigned a number, 
using a table of random numbers. The appropriate number of clients per centre was 
then selected by the corresponding highest r~ndom numbers. This process was 
repeated for each centre. If a client selected was not available for interview due to 
death or having left the centre, the client with the next highest random number was 
then chosen. If this failed the client with the next highest random number was then 
chosen. 

Inclu.sion Criteria 
All clients attending the 13 DACs in the ERtIA, at the time of the study were eligible 
for entry. 

Excluswn C'ritrria 
There were no exclusion criteria. Clients with communication difficulties were not 
excluded from the study. All clients had some means of communication, whether 
oral. written. through hand signals. or with the assistance of a cornpuler. 



Pilot Survey 
The questionnaire was piloted among 20 users of the service. This was to test the 
acceptability of the questionnaire and the appropriateness of the lang~~age used. In the 
pilot. there was a purposeful attempt to include clients with substantial 
con~munication diff~culties. Clients who communicated by finger po~nting and by 
using a computer were deliberately included in the pilot study. In addition. the length 
of time taken to complete the questionnaire by clients was assessed. This time varied 
between twenty and sixty minutes depending on the extent of communication 
problems. In an attempt to increase the validity of the questionnaire, an abbreviated 
mental test score was included in the pilot. but clients found this inappropriate and 
consequently, this was not included in the final questionnaire. There were no further 
changes to the wording or content following the pilot survey. 

Carers' Questionnaire 

The purpose of this q~~estionnaire was to obtain demographic details on carers, to 
determine carers' views on the benetit and adequacy of the DAC senice, and to invite 
their additional comments and suggcstions on the service. This questionnaire was 
developed from preceding qualitative work and literature review on disability and 
carers. It was administered by the postal questionnaire method. This questionnaire 
contained twenty-four questions and covered the following areas: demography, 
employment, finance, health and stress of the carer. The questions de:aling with health 
and stress were adapted from a q~~estionnaire used previously on carers of the 
elderly . 55  Questions were also asked about additional support servic,:~ availed of and 
the outcome for the client of attendance at the centre. Open-ended questions were 
asked about the adequacy of, and expectations from the current service. Participants 
were invited to expand their views regarding the service (Appendix 5). The time 
taken to complete this questionnaire took on average 15 minutes. 

Organisurion o f  the Study 
During each client interview, it was ascertained whether the client was self-caring or 
not. For those clients with carers. their permission was obtained for their carer to 
participate in the study. 

Sumpling Methud 
The client was asked to give the q~~estionnaire to the carer who was primarily 
responsible for their care. It was felt this more personal method would increase the 
response rate to the questionnaire. The informal carers of clients completed a self- 
administered questionnaire. Acover letter was sent with each questionnaire from the 
author explaining the purpose of the study (Appendix 6 ) .  Freepost envelopes were 
enclosed with the questionnaires. 

Population Frame 
The following criteria were applied to determine whether individuals should be 
included in the study: The carer must be an ~nfornlal carer and must care for a person 
attending a DAC within the s t ~ ~ d y  area. The consent of the person cared for had to be 
obtained prior to contacting the carer. 



Exclusion Criteria 
Personnel involved in caring as a profession e.g. home helps. care attendants, nurse's 
aids and personal assistance were excluded. In addition. where clients had refused 
consent their carer was excluded from the postal survey. 

Pilor Survey 
This questionnaire was piloted among ten carers. Minor changes were made to the 
original questionnaire. This included the addition of open-ended questions to allow 
carers to provide additional comments on the service. 

Dakr Analysi~ 
l'he author devised a coding protocol for each of the questionnaires used. All the 
questionnaires allowed for some open responses. Following the fieldwork a special 
coding frame was devised for each open-ended question. The author did all coding on 
the day of completion of the questionnaires. A data-entry company was used to input 
the closed question data from the qutstionnaires onto a disc. The data was analpsed 
by the author using Epi Info 6.04. 

2.6 Ethical Approval 

l'he author discussed the study with a member of the Ethics Committee of a large 
Dublin teaching hospital. Following the discussion, as participation in this study was 
voluntary, did not involve any intervention and all information received was treated in 
a confidential and anonymous manner it was considered that ethical approval was not 
required. Formal contact was also made with a representative of the i rish Wheelchair 
Association and the Central Remedial Clinic about the study. Neither organisation 
had any concerns about the study. 



CHAPTER 3: RESULTS 

3.1 Introduction 

This chapter outlines the principal results of this study. The results are presented 
under the following headings: qualitative results, service provider results, client 
results and carer results. 

3.2 Qualitative results 

This section outlines the results of qualitative research which involved four focus 
group discussions with clients attending DACs in the ERHA. 

Access and Trans~ort 

Access to the centres was generally felt to be timely. However, a smdl number of 
participants had been on waiting lists for a considerable length of time prior to 
obtaining a place at the centre. In addition. many participants expressed the wish to 
have increased access to the centre. by means of additional dajs at the day centre, 
longer opening hours, or having weekend access to the centres. 

"collected of 10.30 - urrive at 11.30 und huve to leave at 3 o'clock- little time or the 
cmtre and a lot of time trc~velling" 

While. a small number of participants had informal contact with the centre prior to 
their attendance, the majority did not receive any information about the centre before 
attending. However, most participants did not want such information. 

"l,feli thut I uJus beingpiit oict ($the wcy-ii didn'i matier that I did not know trboi~t ii. 
better to come und experience the centre there and then. " 

The majority of participants viewed the transport service to the centrt as excellent. 
However, a small number of participantb experienced problems in obtaining transport. 
especially if living outside the catchment area for official transport. In addition. a 
major came for dissatisfaction among participants was the long journey to and from 
the centre. which resulted in limited amount of time spent at the cenhe. 

"The one thing you ~c~ould not wmt to s~lffirji-om is travel-.sic,kness. I fed worse 
when I get here hre to the lony journey '" 

"Longjourney - h ~ r w  to go d l  uroro7d t h~ ,  place to get here, bu.7 is v e r v s h u ~  - o w  
hour euch way on the hz1.5 - I fed v e y  sore uftenvurds " 

Staff 

There was, in general, a very positive relationship between clients and staff members 
Many participants stressed the importance of this relationship, and the need to be 
treated in a respectful dignified manner. However. a minority of participants 
experienced some difficulties due lo the .institutional' nature of this relationship. 



"its very imporlunt to be trerrtal in o holistic munner, and with kindness rind 
courtesy-not like u doctor-parrrnt relr~rio~i.ship " 

"Relutiomship bemew .stt$f urid c1ient.s cun be o bit difjicult -sonzetinie,sfeels a hit 
institutionrrlised" 

While most participants were satistied with the level of training oCshiff. a minority 
expressed concem about its adequacy. This was a cause for concem, especially 
among the more severely disabled members, particularly if they had toilening or 
feeding needs. 

"Thev need more training obout MS - j~1.51 because someone is riot walking very 
struigh~ does not mean that they are drunk" 

"Some are not cptrl$ed. Ihuvc un intuilion h.v the way they handk people ........... " 

Many participants expressed concern about the heavy workloads of slaff at the day 
centres. 

"The stuffare brilliant - whetr we go oui we ore tr bir short ofpushcr.~ - we deflnitrb 
nee~l more help - If>el we put too much pressure on the stufwhen we go our" 

"More support for the .stclff - thev lire rr bit pushed at times - they si:@r, not us. I 
don '1 like to see unyone work .FO hur~l" 

Most participants thought the care they received from staff was excellent. However. 
many expressed the view that the care they received was affected by the lack of 
continuity of staff at the centre. Particularly participants with more severe disabilities 
expressed this view. 

"Jzrst get used to people und they get u.sed to you and then you have to sturt all over 
ugain - need niore full-time permu~ini~ people so there i s  less disruption" 

';1 101 on the ~d thing unrl~ou ore getting ro know them and they are gone. Mv 
immediute recall is bud, LIS .~oon us I get 10  know upersnn they orr gone - lflnd it 
very disconcerting '' 

Activities and Services 

Most clients had very positive comments on the range of services and acthities 
available to them at the centre. 

"I hove painting here which I htrve never done in my lije. I hr,ve 
physiotherapy every day: you'd writ a month in a hospitol for it. In other 
centres you just sit there all duy" 

A gap in service provision may exist in the amount of educational opportun~ties 
available, particularly in computer tuition. Many participants, partic~ilarly the 
younger members of the groups. remarked on the lack of an adequate number of 
computers and insufficient instruction. 



Psvchosocial Suu~or t  

Almost every participant comnimted on how attending the DAC helped to prevent 
loneliness and isolation. The centres prokided an important opportunity for social 
contact and resulted in an increased sense of well being. 

"If'l wcts nt home I wozrld he looking (11 the,four walls - when I was (It home I 
was not speaking, not going oul or. tmnything. Iget  great companionship here' 

,'At least Iget out of the home. The h.fS inside has disturbed tize - I trm quite 
negcrtive in my mind, I,fl.el I um going down so much. At leus, when I come 
here,fiwm the Cheshire h o n ~  c..... irs very nice" 

In  addition. many participants felt that attendance at the day centre kid assisted them 
in coming to terms with their disability. Seeing other members, who were more 
disabled than themselves. appeared to he an important element in coping with their 
own disability. 

"Hard in the beginning -- hurd 10 crccei~t thul you are going to end up in u day centre. 
Ifought uguinst i/, I s~urted cominnq one clc!y tmd nous I come three duys. E'veiybo~lv 
here is in the sanle bout. you lhink you ore budly off until you see someone worse off 
than yourself' 

Many participants also commented on how their attendance at the centre improved 
their family members' and carers' ability to cope. The centres were ~ iewed  as a 
valuable service providing a means by which other fanlily members could continue 
their employment and other activities. 

" I  regurd this place us o I~feLirir - it giiw yourfaniilv a great break - you con see /he 
change in then? olso - ils grerrt lo see them huving a life of their owv, they have to 
change their life lo suit us" 

Suggestions As To How The Service Could Be I n ~ ~ r o v e d  

In general, all groups had positive experiences from their attendance :at the centres. 
The suggestions which emerged most frequently on ways to improve this service 
were; increased numbers of trained. full-time permanent staff and increased 
availability of ancillary medical services, particularly physiotherapy. Other 
suggestions included improvement i n  the amount of educational oppcrtunities at the 

. 
centres. ~ -- -~ ~~~ - ~ 

" I  n e w  went to school uncl ull /he ~r.s.se.wtien~ ure puper based, so I failed  em ull -- 
I see people on compute,:s ufrd I ccnmot use then? - I need help with rrraling und 
writing" 



3.3 Service Provider Results 

This section includes the responses of the managerladministrator of the thirteen 
DACS in the ERHA, all of whom agreed to participate in the study. 

Centre Location 

The 13 DACs in the ERHA that were included in this study are prese~ted in Table 

Table 3.1. Locat ion o f  DACs in the ERHA 
Name o f  Centre 1 Address 

John Sullivan Centre. lrish Wlierlchair 
Association 

Palmerstown Day Activity Centre, lrish 
Wheelchair Association 

Arklow lrish Wheelchair Association 

I 

Athy Irish Wheelchair Association 

Skerries Irish Wheelchair Association 

Hartstown Day Activity Centre 

School Hall. Skerries, Co. Dut~l in 

Polio Fellowship Day Activity Centre for 
Physical Disabilities 

Firhouse Day Activity Centre 

lrish Wheelchair Association, Resource 
Centre. 

Central Remedial Clinic, Day Activity 
Centre. 

Coolock Day Activity Centre 

lrish Wheelchair Association. DAC 

Open Door Activity Centre 

Ballinagappa Road, Clanc. Co Kildare 

Rangers Sports Club, Dublin 20 

Scout Hall, Arklow, Co. Wicklow 

Woodstack North, Athy, Co. Kildare 

6. 718 Hartstown Shopping Centre. Clonsilla, D l 5  

Park House. Stillorgan Grove. Co. Dublin 

Firhouse Shopping Centre. Firiouse, Dublin24 

62-64 Fenian Street. Dublin 2 

Vernon Avenue, Clontarf, Dublin 3 

Cromcastle Road, Coolock, Dublin 5 

Blackheath Drive. Clontart; Dvblin 3 

Vevay Road, Bray, Co. Wicklow 

Operational Characteristics 

Ten centres (76.9%) were operational five days per week and three centres (23.1%) 
were functional on only two or three days per week. Eleven (84 6%) centres were 
open all day and two (15.4%) centres were open in the mornings o n l ~ .  

Holidtry Closure 
Seven (53.8%) centres remained open thro~~gliout the year. The rernaming six (46.1%) 
DACs closed for at least one holiday period during the year. The details of these 
closures are presented in Table 3.2. 



Table 3.2. Details of closure in six DACs not open throughouttheyear 
Description of closure 
Christmas & New Year neriod 

( Summer holidays (2 week period in July or ( 2 1 33.3 I 
August) 
Christmas &New Year oeriod & summer 1 3  
holidays 
Total 

Plcrces Avuilable Per DAC 
The number of places available per centre is dependent on both the capacity of the 
centre for clients and the number of days the centre is open. Most clients attended the 
centres on more than one day. hence the number attending is considerably less than 
the n~lmber of places available at the centres. The number of places available and the 
number of clients attending is presented in Table 3.3. 

I I Skerries Irish Wheelchair Association I 50 I 22 
2 1 John Sullivan Centre. Irish 1 150 70 

Table 3.3. Number of places, and number currently 
NO 

I Resource Centre. 
10 / Central Remedial Clinic, Day I 125 1 

3 

4 
5 
6 
7 

8 
9 

Activity Centre 
I I Coolock Day Activity Centre 126 

12 Irish Wheelchair Association, DAC 147 
I3 Open Door Activity Centre 150 

Name of Centre 

Wuifing List5 Per Day Centre 
- 

Only one centre did not have a waiting list for clients to attend the centre. The largest 
waiting list had 37 people on it and the smallest list had two people on the waiting list. 
The length of time spent on the waiting list was not available. 

No. places available per No. clients attending 
week weekly 

Wheelchair Association 
Palmerstown Day Activity Centre. 
lrish Wheelchair Association 
Arklow Irish Wheelchair Association 
Athy Irish Wheelchair Association 
Hartstown Day Activity Centre 
Polio Fellowship Day Activity 

Centre for Physical Disabilities 
Firhouse Day Activity Centre 
Irish Wheelchair Association, 

Age Restridion for Admission 
Eight (61.5%) day centres operated an age restriction policy for attendance at the 
centre. In the majority of these centres. clients were eligible for adlnission only 
between 18 and 65 years of age. Details of these age restrictions are presented in 
Table 3.4. 

36 

45 
75 
80 
85 

I 10 
125 

2: 

25 
5.5 
35 
71 

56 
58 



- Meah jbr C'lien1.v 
Twelve (92.3%) DACs provided a hot meal for their clients. One centre however, 
does not have any kitchen facilities and was thus unable to provide this facility. - Clients had an input into the menu in nine (75.0%) of the centres that provided meals. 

Table 3.4. Age restrictions for clients attending. DACs 

- Fun~i~ng  Source for Duy L'mrres 
All DACs received a considerable proportion of their budget from thy ERHA. This 
ranged from 50% to 90% of their total funding. In 12 of the centres the deficit in - fi~nding was supplemented by a charitable organisation. usually the Irish Wheelchair 
Association or the Central Remedial Clinic. In the remaining centre. 50% of funding 
ib achieved by active f~mdraising bq a full-time paid employee. In all centres, clients 
may voluntarily contribute a small payment towards their meal costs. 

Description of age restriction 
Clients aged between 18-65 years 
Clients aged between 18-70 years 
No new admissions for persons > 60 
No new admissions for persons > 64 
Total 

Staff - 

In total. the staffing complement of the centres was as follows: 53 full-time workers, 
38 part-time workers, 12 volunteers and 113 part-time temporary workers einployed 
in the community employment (CE) scheme. (This scheme, also known as the FAS 
scheme. provides funded short- term placements for long-tern1 unemployed adults 
with the aim of achieving appropriate employment when the programme is complete). 

No. 
5 
1 

I 
I 
8 

The largest percentage of workers (47%) overall were part-time temporary workers on 
the CE scheme. In contrast, only 5.9% were para-medical staff and 11.6% were 
nurses or care attendants. The number of personnel. the correspondin: whole time 
equivalents (WTE) and their occupations are presented in Table 3.5. 

100.0 



Table 3.5. Occupation, number, whole time equivalents and percenttage of staff by 
occupation type employed by the DACS- 

- 

Description of Occupation 

Community employment (CE scheme) 

No. of I Whole time 

NursingiCare attendant 
Paramedical (occupational therapist, 
physiotherapist, speech & language therapist. 
alternative therapist, counsellor) 

raiser/computer teacheridrama 
facilitator/secretary/art teacher) 

people 
(No.) 
113 

I I 

Equivalents 
(WTE) 

56.5 

22 
12 

Volunteers 

Activities and Services 

17 
8.0 

Total 

A wide range of services and activities was available at the day centrcs. Frequently 
centres which did not have "on site" senices for clients, arranged for these services to 
be "bought in" as required. The services and activities provided by the centres are 
presented in Table 3.6. 

Table 3.6. Sewices and activities available at the DACy 

12 6 
Miscellaneous (literacy tutodfund 

- 216 134.5 

8 5.5 



Aetiolorry of Disability 

Neurological disorders was the reason that 402 (54.0%) clients attended a DAC. 
These conditions were principally. cerebral palsy. multiple sclerosis 2nd spina bifida. 
The principal causes of disabilities of clients. their frequency and per(:entages are 
presented in Table 3.7 

Table 3.7. Causes of disabilitv and number of clients attendingthe DACs 
Description of disability 
Neurological (cerebral palsy . spina bilida. inultiple sclerosis etc..) 
Cardiorespiratory (cerebrovascular accidents anlputee, congenital heart 19.4 
r l i~rnqe P ~ C ~  \ - . - - -- - -. -. . . , 
Accidents (road traffic accidents, falls etc..) 
Musculoskeletal (arthritis, muscular dystrophy etc..) 
Miscellaneous (old age. thalidomide. unknown, diabetes. learning disability) 
Total 

Involvement of Clients In Management 

I n  all 13 centres, clients were actively encouraged to provide feedback on their care 
and on the service in general, either in a formal or an informal manner. However, in 
only eight (61.5%) centres were clients folmally represented on the management or 
steering group of the centre. 

Obiectives and Adequacy of the Current Service 

In response to an open ended question on the principal objective of the centres. the 
most frequent response, was that this was to increase independence ot'clients, to 
encourage participation and to promote the re-entry of clients into the community. 
This was the stated objective of ten (76.9%) managers. The objectives of the service 
as reported by managers are summarised in Table 3.8. 

Table 3.8. Objectives of DACs as identified by mana~ershadministrators 
Objectives of DACs 1 No. 1 % I 
Encourage participation, increase independence 1 10 / 76.9 1 

/ Combat isolation, encourage co~npanionsliip. prevent 1 8  ( 61.5 1 

Although there was considerable variation in the stated objectives of the service, all 
thirteen respondents agreed that these objectives were being achievcd by the DACs. 

loneliness 
Respite for carers 
Respite for clients 
Prevent long-term care 
Provide basic needs (shower and hot meal) 

6 46.2 
2 
I 
I 

[( n 13) (managers/administrators offered Inore than one response)] 

rpl' 



G t p  In the Service 
Only one (7.7%) manager perceived that there were no gaps in the current service. 
Twelve (92.3%) managers accepted that there were gaps in the service. The major 
deficit reported was in staffing composition. Difficulty in obtaining full-time, trained 
staff was reported by six (50.0%) managers who perceived gaps in t1i.s service. The 
deficits in the service. and their frequency. as reported by managers (.A 12) are 
presented in Table 3.9. 

Aspec/.s of'lhe Service That Needs To Be Chongeci 
All 13 managers agreed that there were aspects of the service that needed to be 
changed. The most frequent problem highlighted was again, the inadequate number 
of trained permanent staff. The aspects of the current service that requires change are 
surnmarised in Table 3.10. 

Table 3.9. Perceived gaps in current service 

Table 3.10. Aspects of the current service that required change 

Description ofperceived gaps in DACs 
Lack of permanent, trained staff members 
Lack of ancillary services (physiotherapy, social worker) 
Limited access to service for clients (no week-end or evening 
service, closure for holiday periods) 
Lack of support from Health Authority 
Insufficient focus on training of clients lo enable them to 
move on from DAC 

Increased involvenient in the wider com~nunity (yreater mixing of 1 6 1 46.2 1 

No. 
6 
5 
3 25.0 

- 
I 
I 8.3 

able-bodied and disabled people) 
Improvement ill communication with and services provided 30.8 
Health Authority (increased visits hy Health Authority 
physiotherapy and public health ~iurse) 
Extend service at ~iight and week-elids 
Centre to have own transport 

(n I 3. some managers gave more than one answer) 

(n 12. some managers gave more than one answer) 

Btrrriers to Change 
The major barrier to change as expressed by 13 (92.3%) managers wrls inadequate 
finance. These barriers to change are summarised in Table 3.1 1 .  



Additional Comments and Sugaestions 

Table 3.11. Perceived barriers to change in the DACs 

The most frequent additional comment related again to the inadequate number of  
trained permanent staff. This was noted to be a problem especially in relation to staff 
clealing with the feeding and toiletting needs of clients. In addition nany service 
providers commented on the low political priority of people with disabilities. These 
additional comments are suniniarised in Table 3.12. 

Description of perceived barrier 
Inadequate finance. 
Lack of permanent trained staff 
People with disability do not have high priority 
Inadequate support from the Health Authority 
Inadequate premises 

No. 
12 92.3 
3 23.1 
1 
I 
1 

occupations therapy, speecli therapy) I 
Premises inadequate (only one accessible toilet, cold and 1 4  1 30.8 

(11 13. some managers gave more than one answer) 

Table 312. Additional comments and suggestions 
Comments and suggestions 
Need lnore permanent. trained staff members 
People with physical disabilities have a low priority - 
Community services non-existent (physiotherapy, 

(n 13, some managers gave more than one answer) 

No. 
5 
4 
4 

damp) 
Lack of support from Health Authority 
Demand for this service increasing all the time 
Support from Irish Wheelchair Association excellent 

2 
I 
1 

15.4 
7.7 
7.7 



3.4 Client Results 

All 156 clients selected by random sampling agreed to participate in the study. These 
clients had. in general. been attending the day centres for a considera1,le length of 
time, ranging from one month to 26 years. with a mean duration of attendance of 6.5 
)ears (standard deviation (SD) was 5.8 years). The median duration of attendance 
was 5 years. 

Personal Details 

Gender and Age-Group 
From a total of 156 clients, 83 (53.2%) were male and 73 (46.8 %) wtxe female. 
Their mean age was 50.5 years with a SD of 16.5 years. The median age was 53 
)ears. The clients attending the DACs spanned a wide age range, fro111 20-88 years. 
i\ total of 127 (84.1%) were in the uorking age range 18-65 years. The ages and 
gender of the clients are presented in Table 5.12. 

Table 5.12. Age group and gender of clients attending DACs 
I Agegroup / Male / Female I Total 7 

M a r i t d  SIutus 
Seventy (44.9%) clients were single and 61 (39.1%) were married. The association 
between gender and marital status was not significant. The marital status of all clients 
is presented in Table 3.14. 

Table 3.14. Marital status of clients 
Marital Status ( N O  1 %  
Married 161 139.1 
Single / 70 1 44.9 
Widowlwidower ( 1 4  19.0 
Separatedldivorued I l l  17.0 
Total 1 156 ( 100.0 

Employment Detuils 
At the time of the study, the vast majority of clients were not emp1oyl:d. Of all clients 
interviewed, 142 (91.0%) were not in employment. The employment details of all 

.. .. ~ 

clients are presented in Table 3.15. 



Table 3.15. En~ployment characteristics of clients 
Description of employment I No. I % 
Not employed I 143 ( 91.7 

1 Supported employnent 1 3  1 1.9 

Amending schoollthird level 
Training (part-time) 
Open employment (part-time) 

Housewife 1 5  1 3.2 
Total 1156 1100.0 

A total of 112 (71.8%) clients had previouslj had a job and only 44 (:!8.2%) had 
never been employed. There was a broad distribution of clients across all social 
classes. The social class and occupational groups of all clients are presented in Table 
3.16. 

1 
3 
1 

0.6 
1.9 
0.6 

Income 
Two state benefits for people with a disability. the disability allowance and the 
invalidity pension provided the majority (51.9%) of clients with their main source of 
income. However, 14 (9.0%) clients relied on family support as  their main source of 
income. The association between n~arital status and income source was not 
significant. The main source of income of clients is presented in Table 5.17. 

Table 3.16 Social Class 

Table 3.11. Main source of income 

Social class Description 
I Professional workers 
2 Managerial & technical 
3 Non-manual 
4 Skilled manual 
5 Semi-skilled 
6 Unskilled 
7 All others #sinfully employed & unknown 
Total 

10.2 
3: 20.5 
22 
2 18.6 
3 1 19.9 
1 1  
156 100.0 



Ninety-nine (63.5%) clients were living in accommodation owned by themselves. A 

- considerable number, 34 (21.8%). were living in acconmodation ren~ed from the 
local authority. Thirteen (8.3%) clients lived in residential homes or in nursing 
homes. In addition, six (3.8%) and four (2.6Yo) were living in local authority (owned). - and sheltered accomnlodation respectively. 

- The majority, 124 (79.5%) clients. were living with a relative. This d a t i v e  was the 
spouse in 36.5% of cases. None of the respunde~its were living solely with a formal 
(paid) carer. The living circumstances of clients are presented in Table 3.1 8. 

Table 3.18. Living circumstances of clients - 

Total 

Living arrangements of clients 
Living with other irelalive 
Living with spouse 

Medical Inforn~ation 

Neurological disorders. principally multiple sclerosis and cerebral palsy, here the 
main cause of disability as reported by 90 (57.7%) clients. Cardiovac.cular disorders, 
principally cerebrovascular accidents (CVAs) were the cause of disability as reported 
by 34 (21.8%) clients. Accidents were the cause of disability as reported by 20 
(12.8%) and musculoskeletal disorders were the cause of disability as reported by 6 
(3.8%) clients. For the remaining 6 (3.8%) clients the causes of disability were 
diverse in origin and included metabolic, hepatic, geriatric and unknown causes. 

No. 
67 
57 

Thirty-nine (25.0%) clients were disabled since birth. Ninety-seven (62.2%) of 
clients were disabled due to acquired disezses. for example multiple :clerosis, 
cerebrovascular accidents or arthritis. Twenty (12.8%) clients were disabled due to 
accidents. Road traffic accidents were the most common type of accidents being 
responsible for 15 (75%) of all accidents. The other categories of accidents were 
work accident 2 (ION), domestic accident 1(5%) and unknown category 2 (10%). 
The three most common specitic causes of disability were CVAs (33:) multiple 
sclerosis (28) and accidents (20). 

% 
43.0 4 
36.5 

Discihilify Due To CVAs 
There was almost equal distribution of disability due to CVAs among both sexes. 
Seventeen (51.5%) cases of disability due to CVA occurred in males, while 16 
(48.5%) occurred in females. The mean age of clients with this type of disability was 
61.1 years (range 43-80 years, SD: 10.2 years). The median age tbr this type of 
disability was 61 years. The mean duration of disability was relatively short at 10 
years (range 1-  45 years, SD: 9.7 years) and a median value of 5 year;. 



Disnhiliiy Due To Multiple Sclero.~is 
Eighteen (64.3%) who were disabled due to multiple sclerosis were female. while 10 
(35.7%) were male. This difference was statistically significant !p<0.05). The mean 
age of clients with this type of disability was 49.9 years (range 29-70 years, SD:l I .2 
years) and a median value of 49 years. Their mean duration of disability was 17.3 
years (range 1-35 years, SD : 8.8 years) with a median value of 12.5 :/ears. 

Discthility Due To Accidents 
Disability due to accidents was more common in males than in femal,:~, occurring in 
14 (70.0%) males and 6 (30.0%) females. However, this difference was not 
statistically significant. The mean age of clients with accident-related disability was 
slightly younger than the overall mean age ofdisability at 48.2 years (range 31-69 
years. SD:12 years). The median age of clients with this type of disability was 5 1 
);ears. The mean duration of accident-related disability was 19.1 years (range 1- 40 
years, SD:13.7 years) and a median value of 14 years. 

The overall duration of disability was considerable for most clients, r,mging from one 
year to 84 years. The mean duration of disability was 19.9 years, (Stk17.0 years). 
The median duration of disability was 14 years. 

Owerational Characteristics 

Access ond Waiting Lisls 
From 156 clients interviewed, 117 (75.0%) clients did not have any difficulty in 
obtaining a place at the day centre. However. 39 (25.0%) clients did experience some 
problems getting a place at the day centre. Of these, 37 (23.'70/0) clier~ts had been on a 
waiting list for a place at the centre. The length oftime on the waiting list ranged 
from I to 24 months, with a mean waiting time of 6.7 months (SD5.8 months). 

I n  addition, one client had difficulty with transport to the day centre. Lastly, one 
client reported her difficulty in obtaining a place at the centre, was due to the severity 
of her disability and the level of assistance she required with feeding. 

H o l m  und Days of  Opening o f  DAC't 
The majority, 146 (92.6%) clients were satisfied with the hours of opzning of the 
centres. The reason ten (6.4%) clients were dissatisfied was principally due to their 
restricted time at their centre. Sunilarly. the majority, 149 (95.5%) clients were 
satisfied with the days of opening of the centres. However, seven (4.5%) clients 
would have liked the centres to increase the days they were open to seven days per 
week. 

Acleqtt~~y of information 
Even though only 47 (30.1%) clients recelved adequate information about the centres 
prior to their attendance an additional 76 (48.7%) felt that such iniorrnation was not 



required. Only 16 (10.3%) clients put forward suggestions on ways of increasing 
relevant information prior to attendance at DACs and these are summarised in Table 
3.19. 

Table 3.19. Suggestion and comments on methods to provide information on DACs 
prior to attendance 

Description of method 
Send out literature on the centre prior to attendance 
Prior visit to the centre 3 
Contact with other members who attend the centre 3 
Better to come to centre without prior knowledge 4 2.5.0 
Total 16 

Referral Source 
Referrals to the centres came from a wide range of sources, the most :ommon being 
family members (20.5%) and from other day centres (1 7.9%). The referral sources 
for clients are presented in Table 3.20. 

hospital and nursing homes) 
Paramedical staff (physiotherapist, occupational 1 18 

Table 3.20. Sources of referral of clients to DACs 

therapist) 
Medical staff(genera1 practitioners. hospital 1 14 

Referral source 
Family members 
Other day centres 
Nursing staff (public health nurses. nurses in 

No. 
32 
28 17.9 
28 

Frequency oj'Atrendance 
The majority, 114 (73.1%) clients, were attending the centres between one and two 
times per week. In excess of one-quarter of clients attended the centres three or more 
times per week. The frequency of attendance are presented in Table 3.21. 

consultants) 
Self 
Friends 
Social worker 
National Rehabilitation Board 
Scl1001 
Other 
Total 

'able 3.21. Frequency of attendance of clients at  DACs 
/ Freauencv of attendance 1 No. 1 O h  1 

12 
8 
5 
4 
4 
3 
156 

- - -  1 4 tlmes per week 1 7  1 4 5  1 

7.'7 
5.1 
3 2 
2.6 
2.15 
I .(2 
100.0 

Less than once per verk 
1-2 per week 
3 times per week 

5 times per week ( 9 / 5.8 
Total 1 156 1 100.0 

1 

114 
25 

0.6 
73.1 
16.0 



- 
Of the respondents who attended the centres less than five times per week (n=147), 68 
(46.3%) would like to attend the centres more often. The remaining 79 (53.7%) - clients were satisfied with the frequency of their attendance. 

- Transport 

Most clients lived relatively close to the day centre they attended, in fact, 98 (62.8%) - lived between one and five miles from the day centre. However, seven (4.5%) clients 
lived more than ten miles away from the day centre they attended. The distance 
travelled by clients to the day centres are presented in Figure 3.1. - 

Figure 3.1. Distance travelled by clients to DACs 

4 ndle 1-5 riles 510 miles > 10 miles 
Distance travelled to DAC 

The majority of clients, 121 (77.6%), availed of transport provided by the day centre 
to travel to their centre. The different means of transport used by clients is presented 
in Table 3.22. 

Table 3.22. Mode of transport used by clients to attend 
I Description of transport ( No. I % 

-- . 

DAC 

. 

Total 1 156 1 100.0 

The majority, 147 (94.2%) did not have any problems with transport to the centre 
However, a small number, nine (5.8%) did experience some difficulties as seen in 
Table 3.23. 



Table 3.23. Difficulties associated with transport to the DACs 
Description of difficulties I N O  1 %  
Long journey 1 6 ( 66.7 

Services and Activities 

Transport too crowded 
Stigma of DAC transport 
Transport unavailable on day required 
Total 

A majority of clients (67.1%) attended the centres principally for social, 
companionship and recreational reasons. Almost one-fifth of clients (19.4%) attended 
the centres for educational reasons. Ten clients attended the centres in order to give 
respite to their carers. The principal reason clients attended the DACs are presented 
in Figure 3.2 

Figure 3.2. Principal reason for attendance a t  DACs 

1 
1 
1 
9 

(n=155. One client didnot answer this question) 

11.1 
11.1 
11.1 
100.0 

There were a wide variety of activities and services available to clients at most 
centres. The activities clients were most frequently involved in were sports (e.g. 
bowling, snooker and swimming), and arts & crafts, (e.g. pottery, painting and 
carpentry). In all, 120 (76.9%) clients were involved in these pursuits. Many clients 
participated in more than one activity. However, no client interviewed received ~~~ ~ ~~ 

training in independent living, personal development or speech and language therapy. 
The services received by clients in the centres are presented in Table 3.24. 



Staff - 
The majority. 120 (76.9%) clients agreed that there were sufficient numbers of staff 
present at their day centre to meet their needs. However, 20 (12.8%) client felt that 
their number was inadequate. Nonetheless. 145 (92.9%) clients agreed that the staff 
were sufficiently skilled to meet their needs. 

Eighty (51.3%) clients agreed that there was continuity of staff at therr centre. 
However. 76 (48.7%) clients did not agree with this. Despite this, 37 (48.7%) of these 
clients felt that this lack of contin~~ity was not a problem. For 39 (25%) clients, the 
lack of continuity of staff was a problem due to the attachment they developed with a 
staff member who then ceased to work at the centre. Twenty-two (56.4%) of these 
clients particularly mentioned the difficulties with toiletting associated with lack of 
continuity of staff. 

The relationship between staff and clients was generally a positive one. Only one 
person ( a young woman with cerebral palsy. confined to a wheelchair, who used a 
delta-talker to communicate) was dissatisfied with this relationship. ' f ie  satisfaction 
of clients with their relationship with staff is presented in Table 3 25.  

Outcome 

Table 3.25. Satisfaction of clients with their relationship with staff 

The experience of attendance at a day centre was generally a positive one. The 
general well-being of 145 (92.9%) clients was improved by attendance. Eleven 
(7.1 %) clients reported that there had been no change in their general wellbeing since 
attending the day centre. The majority. 88 (56.1%) clients, considered their health 
was unchanged by attendance. v,hile 57 (36.5%) clients reported an improhement in 

Degree of satisfaction 
Very satisfied 
Quite satisfied 
Not very satisfied 
Total 

No. 
119 
36 
I 
156 

YO 
76.3 
23.1 
0.6 
100.0 



their health, eleven (7.1%) reported that their health had disimproved since attending 
the centre. 

Satisfaction With. and Expectations of The DACs 

- The majority, 120 (76.9%) clients. were more satisfied with their lives since attending 
a day centre. A small number. nine (5.8%) were less satisfied since commencing 
attendance. Clients level of satisfaction with their lives since attending the centre is - presented in Table 3.26. 

Table 3.26. Satisfaction of clients with their lives 
Level of satisfaction 
More satisfied with their lives 
No change in satisfaction with their lives 27 
Less satisfied with their lives 9 5.8 
Total 

1kprc.1ution.s of The Service 
The majority. 104 (66.7%) clients. did not have any expectations prior to attending the 
centre. Of those with expectations. 28 (17.9%) expected social activities, 14 (9.0?4) 
expected to learn new activities and 10 (6.4%) expected to recei~e  therapy (for 
example physiotherapy and occ~~pat~onal therapy) at the day centre. 

Of the 52 clients with expectations. 43 (82.7%) had these expectation met. Only nine 
( 1  7.3%) clients did not have their expectations met by attendance at the centre. The 
reasons for their expectations not being reached were as follows: servicelactivity 
unavailable at centre (n S), inadequate number of staff to allow client participate in 
activity (n 3) and client too old to participate in activities (n 1). 

Sutisjuction wilh Specific  service^ rind Acf~vil ies 
Clients were asked to give a satisfaction rating on 11 specific e1emen.s of the day 
centre, on a scale from zero to five. These ratings and the overall mean satisfaction 
ratings, for the various areas about which q~~estions were asked are shown in Table 
.7 2.27. 



Table 3.27. Number of clients, satisfaction ratings and mean satisfaction rating with 
specific elements of DACs 

- 
As seen in Table 3.26 less than half (48.7%) of clients expressed an opinion on the 
provision of education at the centre. These %ere, in general the younser clients, 

- (mean age of 45.3 years, (SD: 15.9 years). of whom 35 (46.1 %) were female and 
41 (53.9%) were male. There was no significant association between education score 
and age of client, duration of disability or gender. The majority of clients gave a - satisfaction rating to all other elements of the day centres. The assoc~ation between 
duration of disability (i.e. the longer the duration of disability) and the satisfaction 
score for the social activities of the centre was significant as was the ;association - between duration of disability and the score for facilities available at the centxes 
(~"0.05). 

- 
Four of these elements (personal care. communication with staff. advice and support 
available, mid involvenlent in  decision making) relate to the process of care at the - DACs. The overall mean satisfaclion rating with these aspects of car- was 4.6. The 
overall mean satisfaction score with the more operational and structwal aspects of the 
day centres (range of activities, food. facilities. equipment. social activities, transport 



- 

- 

- and educ :ation) was 4.4. Thus the mean satisfaction score was higher with 1 .2 the 
processes of care than with the "operatio~~allstructural" element of the day centres. 

- Ooen Ouestions 

Clients were asked open questions on the best and worst aspect of the service, aspects - of the service they wished to change and one additional activity or sewice they would 
like at the centre, (152 gave a reply to these questions). The best facet of the service 
for the majority of respondents was the social and companionship element of - attendance at the centre. The best aspects of attendance at the centres for clients are 
summarised in Table 3.28. 

The majority (63.8%) of clients felt that thcre was not anything in the centre that 
needed improvement. However. 19 (12.2%) would like to see additional activities at 
the centres. particularly computers. Suggcstions for improvement in the service are 
presented in table 3.30. 

- Table 3.28. Best aspect of attendance at the DAC 

- 
- 

When asked about the worst aspect of attendance, the majority of clients, 109 (71.7%) 
agreed that there was nothing bad about attending the centre. In fact, eight (5.3%) 
clients claimed that the worst aspect was having to go home. The worst aspects of 
attendance at the centres for clients are summarised in Table 3.20. 

Description of best aspect of the DAC 
Social element and companionship 
Activities available at centre 
Staff 
Therapy available (physiotherapy) 
Food 
Routine and regularity of attendance 
Nothing 
Total 

No. 
120 
22 
3 
3 
2 
1 
I 
152 

% 
78.9 
14.4 

i:: 1.3 1 
0.7 
0.7 
100.0 



Table 3.30. Suggestions for improving the DACs 
Ways of improving the centres 
Nothing 
Increased activities (computers) - 
Increased therapy 
Increased numbers of staff 
Premises 

In  response to the question on one additional service or activity requ red by clients, a 
large number, 70 (46.1%), did not require anything additional at the centre. However. 
il l  excess of one-quarter interviewed (26.3%) would like additional advi t ies  at the 
centres. The additional activities requested by clients are presented in Table 3.3 1 

97 
19 12.2 

8 
8 5.3 

Transport 
Increased financial assistmce to centre 
Total 

Table 3.31. Additional activities and services requested at the DAC 
Description of additional activities and services 1 No. 1 '!& 
Nothing ( 70 ( 4.6.0 3 

6 
4 
152 100.0 

lncreased activities and equipment - 
Increased therapy 
Increased numbers of staff 17 11.2 
Premises 
Transport 
Improved methods of co~n~nunicating with clients 
Total - 

4 2,.6 
1 
1 0.7 



3.5 Carer Results 

The final strand of the study involved a postal questionnaire to the carers of clients 
attending the DACs. 

Res~onse Rate 

Seventy-four clients (47.4%) were not involved in the carer component of the study 
due to the reasons presented in Table 3.33. 

Consequently, 82 questionnaires were administered. Of these, 59 were returned 
giving a response rate of 72%. 

Table 3.32. Reasons for non-inclusion in carers' study 

Carers Personal Details 

' Description of reason 
Client self-caring 
Client resident in hospital/nu~.sing lhome 
Client refused consent for carer to be included in 
survey. 
Total 

Age and Gender of Curers 
Forty-one (69.5%) carers were female and 18 (30.5%) were male. Ol'the 48 carers 
whose ages were recorded, 30 (50.8%) were aged between 45 and 64 years. The 
mean age of the carers was 53.8 years (SD: 1 1.5 years) with a minimum of 2 6  and a 
maximum of 73 years. There was no significant association between gender of carers 
and age-group. The age group and gender of carers are presented in Table 3.33. 

No. 
52 
I3 
9 

74 

Table 3.33. Aze and gender of carers 
I Age Male 1 Female 1 ~ o t . 7 1  

The Rekutionship herween ihe C'crrer trnd The Person Receiving Cure 
Fifty-eight (98.3%) carers were related to the person they looked after. The majority. 
34 (57.6%) carers, were spouses, with a substantial amount of care being provided by 
parents. The relationship between the carer and the person receiving care is shown in 
Table 3.34. 

G;OU* 

25-34 
35-44 
45-54 
55-64 
>65 
Unknown 
Total 

NO. YO 

0 0.0 
2 I l l  
4 22.2 
5 27.8 
I 5.6 
6 33.3 
18 100.0 

NO. o h  

2 4.9 
5 12.2 
1 1  26.8 
10 24.4 
8 19.5 
5 12.2 
41 100.0 

NO. 'YO 

2 3.4 
7 11.9 
15 25.4 
15 25.4 
9 15.3 
18 18.6 
59 100.0 



Table 3.34. The relationship between the ewer and the 
Description of relationship ( No. 
Spouse I 34 
Parent 1 12 70.1 

/ Brother 11.7 / 
Son 3 
Daughter 3 
Other relative I 1.7 
Neinhbot~r 1 1.7 - 

/ Total 1 59 / I O O ? ~ - - ~  

Mtrrital Siolus of  C o r m  
Forty-nine (83.1%) carers were married. The marital status of carers is presented in 
Table 3.35. 

Table 3.35. Marital status of carer 
I Marital Status 1 Male 1 Female 1 Total -1 

Employment o f  Corers and Efftcr of Cnring on Employment 
Twenty-five (42.4%) carers were housewivesihon~en~akers. Twenty-four (40.7%) 
carers worked in either a full time or part-time capacity. The employment details of 
the carers are presented in Table 3.36. 

Married 
Single 
Widowlwidower 
Separatedldivorced 
Total 

('htmnge in Work Pattern A,\ A Rrdr  Oj'A Caring Role 
Thirty-seven (63%) carers reduced or ceased their work as a result of their caring role. 
The association between gender and change in work practice was not statistically 
significant. 

No. "A 

I6 (88.9) 
I (5.6) 
0 (0.0) 
1 (5.6) 
18 (100.0) 

No. O/. No. % 

33 (80.5) 
6 (14.6) 
2 (4.9) 
0 (0.0) 
11 (100.0) 



Length of Time as A Carer 
Thirty-four (57.6%) carers had spent more than ten years in the caring role. Only 

three (5.1%) carers had been providing care for less than one year. The number of 
years spent as a carer is presented in Figure 3.3. 

- ,  Figure 3.3. Length of Time as a Carer 

c 1 year 1-5 years 6-1 0 years > 10 years 
Length of time as a carer 

Financial Effects o Providing Care. 
Forty (67.8%) carers incurred extra costs as a result of their caring roles. Only 19 
(32.2%) had not incurred extra costs due to caring. Thirteen (22.0%) respondents 
received extra financial assistance as carers while 46 (78.0%) received no extra 
assistance. Of these 13, 11(84.6%), carers received the carer's allowance. Two carers 
received financial assistance towards structural alterations to their homes. 

Carers' Health 

Carer's Rating of Their Health 
Thirty-nine (66.1%) carers rated their own health as average, good or very good. 
However, as seen in Table 3.37,20 (33.9%) carers rated their health as fair, poor or 
very poor 

Very poor 1 1.7 
Total 1 59 1 100.0 



Even though 39 (66.1%) carers reported average or better health, 42 (71.2%) 
respondents suffered some health problems. Seventeen (28.8%) carers did not report 
any health problems. The categories of these health problems are presented in Table 
3.38. 

Table 3.38. Health problems of carers 
Category of health problem  umber 1 %  
Cardiovascular 113 131.0% 
Respiratory 
Musculoskeletal 
Neurological 

For 24 (40.7%) carers their health problem was permanent. Thirteen (22.0%) carers 
were unsure of the duration of the health problem and for 5 (8.5%) carers this was 
temporary. The effect of these health problems on limitation of everyday activity is 
presented in Table 3.39 

Psychological 
Other 
Total 

Table 3.39. Limitation of everyday acti 
I~escription of limitation 

5 
8 
4 

vity by health problems 

11.9% 
19.0% 
9.5% 

7 
5 
42 

35.7% 
Sometimes 52.4% 

11.9% 

16.7% 
11.9% 
100.0% 

Visits to The Doctor In Last Year 
Seventeen (28.2%) carers did not visit their doctor in the previous year. However, 
21(35.6%) carers visited their doctor on six or more occasions in the previous year. 
The number of visits bv carers to their doctor in the previous year is presented in 
Figure 3.4. 

Figure 3.4. Number of visits to the doctor in the previous year 



Twenty-five carers (42.1%) experienced an illness that required prescribed medication 
cl~iring the previous year. Only eight (13.6?/0) carers did not have an illness in the 
previous year. The illness as experienced by carers is presented in Table 3.40. 

Table 3.40. Most serious illness in the last year - 

Medicorion for Sleep urd Nervou.~ C'ondi6ion.c 
Carers were asked whether they were taking medication for a nemou:; condition or to 
help them sleep. The majority of carers were not taking medication t c ~  help them steep 
or for a nervous condition. The number of carers using medication for sleep andlor a 
nervous condition is presented in Table 3.41. 

Tables 3.41. Carers taking medication for sleep and nervous condition 
I Condition 1 Medication I No medication I ~ o t a m  

Five (8.5%) carers were taking medication for both a nervous conditifm and for sleep. 

Nervous condition 
Sleep 

Difficulties Associated with The Caring Role 

Experience of Being A Curer 
The most frequent difficulties associated with caring for a client with a physical 
disability were: changes in personal plans. (e.g. turning down a job or being unable to 
go on vacation) which was the experienced by 36 (61.0%) carers. The confining 
nature of caring was a difficulty experienced by 35 (59.3%) clients and feeling 
completely overwhelmed was experienced by 32 (54.2%) clients. 

No. U/U 
10 16.9 
I4  24.0 

The difficulties associated with caring reported least often in this study were work 
adjustments which was experienced by 16 (27.1%) carers, emotional adjustments 
which were experienced by 18 (30.5%) and the inconvenient nature of caring which 
were experienced by 18 (30.5%) carers. The difficulties associated with caring are 
presented in Figure 3.5. 

NO. X 
49 83.1 
45 76.0 59 



Figure 5.5. Difficulties associated with being a carer 

Suuuort To Carers 

Services Used by Carers 
The support service used most frequently by carers was the home-help service, which 
was availed of by 14 (23.7%) carers. Twenty-three (39.0%) carers did not receive 
any support in addition to attendance at the DAC. These additional support services 
used by carers are presented in Table 3.42. 

Home he1 23.7 
Meals on Wheels 8.5 
lcare Attendant 16 I l n ?  I 
Evening support 11 11.7 
Carer support / I  11.7 



Exlru Support Requested by C'crre~s 
Twenty (33.9%) carers had requested additional assistance during the previous year. 
Of these, 9 (45%)carers recei~ed this extra assistance. Additional assistance 
requested by carers are presented in Table 3.43. 

Table 3.43. Additional assistance requested by carers 
r~etails  of assistance of requested Assistance A S ~ ~ I  

Outcome of Attendance at DACs 

Since attending a day centre. 49 (83.1%) carers reported that the general well-being of 
the person attending was either better or much better. One (1.7%) carer reported that 
the well-being of the client was much worse since attending the DAC:. In the opinion 
of carers the effect on clients of attending the DAC is presented in Table 3.44. 

Table Effect of attending day centre on general well-bein:g 
[ Details of effect I No. / % 

Much worse I I ( 1.7 
Total 159 1100.0 

Much better 
Better 
No change 
Worse 

of client 

Benefit qf DAC lo Curer 
Fifty-one (86.4%) carers had benefited from clients attending the DACs, while 8 
( 13.6%) did not derive any benefit from the centre. The reasons carers gave for not 
benefiting from the centre are presented in Table 3.45. 

32 
17 
9 
0 

Table 3.45. Reasons why carers did not benefit from the DAC 

54.2 
28.8 
15.3 
0.n 

DetaiI7eas;ns !. ?& 
Workin. commitments 
Extent of carin- role 
Waitin for client to be collected and to return 2 25 .O 
Additional caring role 25.0 



Corer 'i Abilily lo C o p  wilh C'iirn/:\ Disuhili~y 
The ability of the majority (67.8%) of carers to cope with the disabi1i:y of their caree 
improved following attendance at the DAC. The effect of attendance at the DAC on 
the carers ability to cope is presented in Table 3.46. 

Satisfaction of Carer with DACs 

Table 3.46. Effect of attendance (of client) at DAC on carers ability to cope. 

Almost all carers (98.3%) were either satisfied or very satisfied with ihe D.ACs. One 
carer was dissatisfied. The satisfaction of the carers with the DACs i.3 presented in 
Table 3.47. 

Improvement in coping with clients disability 
Yes 
NO 

No change 
Total 

Table 3.47. Satisfaction of carer with DAC 

No 

/ Level of satisfaction I No. I % 
Very satisfied / 36 1 61.0 
Satisfied 122 117.1 

Expectations Met bv the Service 

- - 

Dissatisfied 
V e ~ y  dissatistied 
Total 

The day centre did not meet the expectations of 4 (6.8%) carers. In 3 (5.1%) cases. 
the reason for this was insufticient activities available. (e.g. compute1 facilities). In 
one case, the reason was insufKcient physiotherapy. In 8 cases carers were unsure 
whether or not, the DAC met with thcir expectations. The extent the IIAC niet the 
expectations of carers is presented in Table 3.48. 

Table 3.48. Expectations of carers in relation to the DAcs. 

-- 

1 
0 
59 

Not sure 13.6 
Total 100.0 

. .- 

1.7 
0.0 
100.0 

- 
Suggestions and Comments on Service 

- 
Twenty-eight (47.5%) carers offered suggestions and comments on the current 
service. The majority (64.3%) of comments were on the excellence orthe service and - staff. Suggestions and comments on the service are presented in Tab e 3.49 



Table 3.49. Suggestions and comments by carers on current service 
Details of comments 
Service and staff excellent, no improve~nent suggested 
Increase in therapy e.g physiotherapy 
Increase in availability of  days at centre 
Increase in respite care facilities 
Increase in availability of  support services 
Total 

No 
18 
4 

-1 
14.2 I 

2 
2 
2 
28 



CHAPTER FOUR: DISCUSSION 

4.1 Introduction 

This study reviewed DACs for people with a physical disability, which were 
operational in the ERHA. The individual components of the study were initial 
exploratory qualitative work and subsequent gathering of the views of service 
providers, clients and their carers. This was the first review of all DP,Cs fi~nded by 
the Health Authority. 

4.2 Methodological Issues 

Research about disability undertaken by non-disabled researchers has recently been 
the topic of debate. Oliver (1996) reported that many disabled people: were refusing 
to participate in research designed. controlled and published by able-bodied 
researchers. He commented that such researchers might be unaware or lack 
understanding of relevant research issues and disabled people were merely passive 
objects in the research process. Prior to undertaking this study, the author had 
worked in disability and relmbilitation medicine and conseqttently had gained 
considerable experience and understanding of issues relevant to disabled clients. In 
addition. by conducting preliminary qualitative research to itemise iniportant issues 
relevant to disabled clients a greater awareness of the important areas to be researched 
was achieved. Disabled clients were involked in the qualitative and c,uantitative 
components of the study. Having a disability enables a researcher to demonstrate a 
greater individual understanding of those interviewed but it does not ,~utomatically 
ensure a more balanced and objectibc report than that compiled by a non-disabled 
person. 

Another reason reported for the poor standing of disability research has been the lack 
ofpolicy initiatives based on this research. In  fact, the OPCS survey (1988) is 
suggested as an example of such alienation as theere was an exclusiori of disabled 
people from the process of research. Empowerment of people with disabilities is one 
way in which disability research can become more relevant to their lives of people 
and improve their material circumstances (Oliver ,1991). This empowerment could 
be facilitated by involving clients i n  both the research process and tht: discussion and 
implementation of the suggested recommendations. 

There are no objective standards, in terms of activities. services and staffing 
arrangements that must be met by a facility i n  order for it to be called a DAC. 
Consequently this study focused only on centres, which received funding from the 
ERHA under the day activity model. 

No attempt was made in the study to access the level of disability of individual 
cliknts. Although many scales of nleasuren~ent of disability are avail;hle, these have 
been developed, administered and validated on one of two types of samples -people 
living in community or in institutions. Also many measures have been developed to 



be optimally suitable for a particular age group e.g Barthels Index anti Actibity of 
I>aily Living scale (Bowling, 1992). Clients attending the DACs in this study 
spanned a broad age range and were from both nursing homesfinstitu~ ions and the 
community. More importantly. most measures of disability focus on a range of 
mobility, domestic and self-care tasks and ignore the emotional, h a r c i a l  and social 
needs, which are equally if not more important. Consequently. there was no single 
measurement, which could be apphed by the author that was appropriate for all 
clients, which would have added strength to this study. 

All the clients in this study were disabled and some had also communication 
difficulties. An effort was made in the qualitative and quantitative m~-,thodology to 
ensure that the study was as inclusive as possible. The qualitative me.thodology 
employed in this study was the focus group method. This method ms.y have 
advantages for this type of study, as focus groups are inclusive and do not 
discriminate against people who cannot read or write and may encourage participation 
from people who feel that they have nothing to say (Kitzinger 1995). In conducting 
these groups clients with communication difficulties were included and extra time and 
effort was made to allow them to contribute by when appropriate directing the group 
conversation to them and allowing them sufficient time to speak. 

The quantitative component of the study involved the distribution of ,questionnaires to 
service providers, clients and their carers. Special consideration was given to the 
conducting of the client interviews. Some clients had cotnmunicatiort difficulties, and 
for a small proportion these diftic~ilties were considerable. These climts 
communicated to the author by various means including a voice-acthated computer. 
hand signals, drawings and writing out their responses. Consequently the interviews 
were at times quite long. 

In deciding on the appropriate sampling technique. the probability proportional to size 
method was chosen in preference to a simple random sample. This bas done to 
ensure that all centres would have a proportion of their clients interviewed and also to 
ensure ownership of the results. Furthermore. this method may facilitate the 
implementation of recommendations suggested in the study. 

A nm.ior component of the questionnaire to clients was the estimation of satisfaction 
with aspects of the current service. Carers were also asked for their satisfaction levels 
on the service. Clients were surveqed because consumer satisfaction is being 
increasingly recognised as an important aspect of quality medical care (Stephenson 
1995) and disabled people are increasingly becoming more involved in advocating 
their rights and entitlements. The biews of family members and relatives provtding 
care were also obtained. These informal carers may have different views of the 
service, which may be important (Heinmann et al., 1997). Service providers were 
also invited to express their views on the cunent service, including aspects of the 
service that they found unsatisfactor>. Involving staff in this way helps to reduce 
their concerns and cynicism when such studies are carr~ed out (McGee, 1998). 
However, a major issue is whether the level of client or family satisfaction has any 



influence on service delivery and whether or not facilities change their practices in the 
face of adverse client and family reaction (Stephenson, 1995). 

The study used a rating scale from one to tive for satisfaction. The scale employed 
allowed clients to point. use finger signs, or reply verbally to register their satisfaction 
score. Direct questions were asked about particular aspects of the day centre. which 
allowed ranking of satisfaction with various aspects. Indirect open q~~estions were 
also asked to allow respondents to express their views on best and worst aspect of 
care and those aspect which required change and improvement. 'This concurrent use 
of both direct and indirect methods can provide a more comprehensive picture of 
consumer opinion (Cam-Hill. 1992). 

The questionnaires used in  this study were not validated. However, focus group 
discussions were carried o ~ ~ t  initially to ensure that those aspects of tl-~e service most 
salient to the client were incl~~ded in the study, as recommended in th? literature 
(McGee, 1998). This was extremely usef~11. as the issues highlighted in these groups 
were the more holistic issues such as being treated with respecr and dignity rather tl~an 
the more operational issues such as transport and facilities available. 

4.3 Qualitative Research Findings 

This aspect of the study aimed to inform questionnaire development ibr ensuing use 
in the quantitative research component of the study. In addition. the appropriate 
language and terminology for subsequent use was determined. 

Access and Transport 

The majority of clients were satisfied with access and transport to the DACs. 
However, some clients would like greater access to the centres in terms of increased 
number of hours or increased number of days at the centres. Extension of operational 
clays to a minimum of five days in all centres and an increase in the number of 
specialised transport vehicles to the centres would help to improve access to the 
centres. 

Staffing Arrangements 

Clients were generally very positive about their relationship with staff members and 
many in fact, expressedconcerns about the heavy work burden of sta:i'f However. 
some clients expressed concern about the level of training of staffant1 also the lack of 
continuity of staff members. Almost half of staff employed were FAS workers who 
in general, had a limited period of employment up to a maximun~ of three years. 
Increasing the number of trained, permanent staff who would not have such 
limitations on their terms of employment would help overcome this difficulty. The 
work of these pelmanent staff could then be targeted towards the more disabled 



clients. However, as the wages of these permanent staff members wculd not be 
subsidised in a similar manner to the FAS staff currently employed tEis proposal 
would have considerable financial implications for the funding agencies. 

Activities and Services 
- 

Most clients were satisfied with the range of activities and services available to them. 
However, many expressed the uish for further educational opportunilies, particularly 

- in the area of computers. Computer use is especially important for pt:ople with 
disabilities. They help increase, maintain or improve the functional capabilities of 
people with disabilities. They are a means of' helping achieve independence and - equity for people with disabilities (Pel1 et a]., 1999). 

- As the majority of clients were in the working age range, the provision of additional 
computers and opportunities to acquire skills in their use may help to integrate clients 
into the wider community and uncover employment opportunities, if iesired and - appropriate for the individual client. 

Psychosocial Support 

The primary reason most clients attended the DACs was for social reasons and 
companionship. As disability may be isolating due to possible restrictions in mobility 
and ability to communicate. the opportunity for social interaction at the day centres 
appeared central to the well-being of clients. This highlights the need to maximise 
opportunities for clients for such social integration, perhaps by extending this service 
to weekends and evenings throughout the year. Providing year round access to the 
centres, and possibly a domiciliary visiting service would help ensure that clients with 
a disability have the opportunity for consistent social interaction if required. 

4.4 Quantitative Research Findings 

Response Rates 

In  general, there-was a very positive attitude to the survey and this is reflected in the 
high response rates. Clients particularly. welcomed the opportunity to air their views. 
A11 administratorslmm~layers and clients selected agreed to participate in the study. 
Occasionally, the day and time of the interview has to be altered to facilitate the 
client's activities. The majority of clients did complete the questionnaire without 
difficulty. Where there was a problem with specific details relating to the client, the 
managerladministrator was usually able to supply details these from their records. 
There were four clients whose were ~~nab lc  to complete the questionnaire (due to 
fatigue) in its entirety. Proxy answers were not used in the study as these cannot be 
regarded as equivalent to clients opinions (Keith, 1999). 



Service Provider Survey Results 

- Accommoduiion 
There is no formalised agreement or definition as to which services should be offered 
by day centres, or the criteria which should be met by a facility in order for it to be - called a day centre. 

- Ten of the day centres in the study had the characteristics, in terms of staffing and 
activities available, of a day activity centre as deiined previously. These centres were 
located in purpose built or purpose adapted premises. These buildings were spacious, - bright and warm with facilities specifically designed for clients with a disability. 
However, the three remaining centres operated predominantly as social centres, 
tbcusing almost exclusively on social and recreational activities. These three centres - were located in accommodation (a scout hall. a school hall and a sports club) rented 
for use as a day centre from other organisations. As these premises were primarily for 
other client groups, and not specifically for disabled clients, the activ ties and - facilities available appeared to be more limited than in the premises designed for 
disabled clients. These centres were operational on only two or three days per week. 

Operuiionol Churacterisiics 
The total number of places available for clients was 745. This represented a 
substantial increase from 1990, when a study reviewing the services of all (voluntary 
and health board) day centres for clients with a physical disability in ihe region 
estimated the number of places available at 556 (Murray and Gallagher. 1991). None 
of the centres were routinely operational at evenings or weekends, although some 
centres did facilitate their clients occasionall) attending activities in the evenings. 
Additional funding would enable centres to open on weekends and in the evenings 
and so provide a more flexible approach to the needs of the service u.; ers as 
recommended in the review of senices for people with physical and sensory disability 
(Department of Health, 1996). 

There appears to be an unmet need for this service. Almost all centres had a waiting 
list for their service and nearly one quarter of clients interviewed had been on a 
waiting list for up to 2 years prior to obtainmg a place at the centre. Due to this long 
waiting period and in view of the recommendation that the number ol'places available 
nationally at DACs sho~dd be ~ncreased by 100% an assessment of the current and 
projected need for additional places ~t DACs i n  the region is indicateti. 

Funding 
All centres received a proportion oftheir funding from the health authority. on the 
basis of their annual running costs. This varied from 50-90%. This level of funding 
did not cover all costs. Additional funding was received from charitable 
organisations, which were usually the Irish Wheelchair Association or the Central 
Remedial Clinic. In addition, the majority ofcentres relied on FAS szhemes, which 
made possible the employment of funded part-time staff. Despite this, fundraising 



activities were a feature of most centres. In fact, one centre employed a full time 
fundraiser. Adequate secure long-term financial resources would allc~w these centres 
to employ more permanent staff and allow staff and management to focus their work 
entirely on clients. 

iI/I~'dicnl Di~zgnoves 
Neurological disability was the commonest diagnostic category for the clients 
interviewed in this study, being responsible for over half of all disability. This is 
similar to the results of a study examining the needs of physically disabled clients 
attending day centres in the Lothian region of Scotland, where the mpjority of clients 
had a neurological diagnosis as the primary cause of disability (Matt:ison, 1990). 
Ryw (1993) also reported neurological causes as the major reason for disability in her 
community prevalence study. The large proportion of disability due to neurological 
causes is at variance with the pattern of disability generally found in the community 
as a whole. The community studies carried out nationally and intern;itionally 
reported locomotor and arthritic causes as the commonest cause of disability in this 
setting (Patrick et al., 1981 and Jack et al 1980). Neurological cause:. of disability 
may be the cause of more severe disability than that due to other causes. This has 
previously been reported n the OPCS national survey (1980) where n~:~irological 
conditions were recorded in 13% of all disabilities, but accounted for 38% of the most 
severe disabilities. The greater severity of disability due to neurological causes may 
account for the large proportion of this client group attending the centres. 

Diseases of the cardiovascular system were the cause of disability in 19.5% clients in 
this study. This is higher than that reported in the Lothian study (Mai.tison, 1990) 
where cardiovascular causes were responsible for disability in 736 of clients. It may 
however, reflect the high prevalence of cardiovascular morbidity in the community 
(Department of Health 1999). Accidents were the cause of disability for 14.1% of 
clients. This is similar to the results found in the community studies by Ryan (1993) 
and Murphy (1989). 

Skill-Mix o f  Staff .. <, 

A surprisingly small proportion (4.2%) of staff were volunteers, as traditionally, these 
workers have substantial input in the area of disability. In fact, in the 1990 study of 
day centres in the ERHA it was reported that nine centres availed of the services of 
volunteers and in fact, four of these centres were run entirely by this poup  of workers - 
(Murray and Gallagher, 1991). Preparation of individuals for the role as a volunteer 
does require adequate formal training and given the rate of change in society'currently 
and the improvement in employment opportunities more and more people have - 
increasing demands placed on their time and therefore may have less time to give 
voluntarily (Department of Health. 1996: Dolan, 2000): 

In this study all centres relied heavily on workers from FAS or orher :similar CE 
~ ~ "- schemes. Under these schemes the DACs are provided with resources to employ 

~memployed people, for up to one year, on average 39 hours per fortnight. Older 
participants (over 35 years) may be employed for up to three years. In this study, 



FAS workers comprised almost half of all staff. In comparison. m the prevlous study 
by Murray and Gallagher ( 1  991 )only five centres employed staff from these schemes. 
Many centres currently operational would find it difficult to operate these ccntres 
without such a large proportion of FAS workers. 

Paramedical staff (physiotherapists. speech and language therapists and clinical 
psychologists etc) comprised only 5.9% of all staffemployed, and was a gap also 
highlighted by the service probiders. However. an occupational therapy service, was 
available in ten (76.9%) centres. A similar dcticiency of paramedical staff was noted 
in the Lothian studyv (Mattison. 1990). 

Adcquucy (~f'Service Provision 
Despite the fact that all service providers agreed that the service was .achieving its 
objectives, twelve (92.3%) managers/administrators concluded that there were gaps in 
the service and aspects of the service that needed to be changed. lnadequate numbers 
of trained permanent staff was highlighted as the principal reason for the service not 
achieving its objectives and also the aspect of the senice which most required change. 
Many managersladministrators expressed the opinion that the wages 1:hey could offer 
prospective employees were inadeqiiute, resulting in difficulties recruiting and 
retaining trained personnel. 

Inadequate support from and poor communication with the health authority was as 
aspect of the service mentioned by a substantial minority of service providers. These 
difticulties may be partly due to the ongoing changes in the organisation and 
restructuring of the ERHA. I n  addition, the recent mainstreaming of services and the 
evolving roles of the many different organisations providing services for people with 
disabilities may also be contributing to these difficulties. Alternatively due to the fact 
that all the centres receive funding from at least two different sources there may be a 
lack of clarity in the role and responsibilities of each agency which contributes to 
inadequacies in support and communication highlighted by the service providers. 
The major barrier to the improvement of services within the centres was inadequate 
financial resources. 

In addition, many service providers expressed the view that people with disabilities 
have a low priority in the health services. The low priority accorded to people with 
disabilities has atso been acknowledged in the medical literature which claimed that 
disability was perceived as unavoidable and as the ignored debris of acute medical 
care (Editorial, 1997). This view was also echoed in the recent report: on se&ces for 
people with disabilities which stated that people with disabilities have a lower public 
profile than the acute hospital serviccs and some other disability area:; such as mental 
handicap and autism (Department of Health, 1996). Significant additional resources 
may enable these centres to bridge the gaps highlighted in this study. 



Client Survev Results 

Sociodemographir Data 
The mean age of clients attending the DACs was 50.5 years, with a considerable 
range from 20-88 years. This is higher than the corresponding result in the ~othian'' 
study, which had a mean age of 43 years. Almost one-fifth of clients attending the 
DACs were older than 65 years. This is surprising in view of the fact that eight 
centres had an age restriction on accessing the service. However, it i:: in line with the 
proposal of the review group on services for people with a physical disability which 
recommended that where possible. persons availing of a particular day service should 
be allowed to attend after they reach their 65"' birthday if they so wish (Department of 
Health, 1996). Conversely, this substantial proportion of elderly clients attending the 
DACs may also reflect the difficulty that elderly disabled people have gaining access 
to day-centres for the general elderly population. 

The majority of clients in this study were single. All clients in the 15-24 aye group 
and in excess of 75% in the 25-39 age groups were single. This compares with the 
national figures for similar age groups of 97.7% and 38.9% respectivdy (Central 
Statistics Office, 1997). Similarlj. in the older age groups the percentage ol'disabled 
clients that was single was greater than that of the national population. This is similar 
to the result found by Ryan (1993) in the North Cork study. This ma:! reflect the 
difficulties people with long-term disabilities have in socialising opportunities and in 
developing relationships. 

The social class distribution of clients showed that in excess of half of the clients were 
in the manual social classes. Social class III had a larger number of clients (20.5%) 
than any other social class. This is in fact. comparable with the social class 
distribution of the population in the ERHA where 19.8% were recorded in this social 
class in the 1996 population census (Central Statistics Office, 1997). As in many 
other studies'h21 there was a greater percentage of clients with a disability in social 
class IV and V than in the general population for the region (Chamie, 1995; Suris et 
al., 1999). 

In  excess of two~thirds (67.3%) of clients were living in private accornmodation 
owned by themselves. This is less than that reported by ~ y a n ~ ~  in the Cork survey 
where 86% of the disabled population were living in their own home.;. The lower 
figure ofprivate acconln~odation in this study may reflect the largely urban-nature of 
the area and possibly difficulty in acquiring suitable affordable accon~modation in an 
area of such high demand. The fact that 17 ( 1  0.9%) clients were not living in 
conventional accommodation and were cared for in either residential homes, nursing 
homes or in sheltered accommodation is probably due to the fact that they were 
unable to continue to live in conventional acconlmodation due to the zxtent of their 
disability. 

Alnlost 70% of clients relied on state benefits as their main source of income. A 
number of studies have revealed a close relationship between disability and poverty 



(Department of Health, 1996). The fact that many disabled people arz unemployed. 
incur additional costs due to their disability and the inadequacy of tht allouances for 
people with a disability, in particular the disability allowance (on which 44.9% of 
clients in this study were dependent) and the carers allowance adds to this financial 
hardship. 

( 'ciuse and Dumtion of Disabili~y 
CVAs were the commonest cause of disability in the client group interviewed. 
Mortality rates from CVAs in Ireland have declined in recent years. l:t is likely that 
the time course of the disease has increased which has resulted in a higher prevalence 
of morbidity in the community (Department of Health, 1999). This has resulted in a 
high burden of disease in older people. Clients with CVA in this study were older and 
had a shorter duration of disability than the overall mean values for c!ients attending 
the centres. Due to the implementation of the recent cardiovasc~ilar strategy with 
improved access to preventive services, d r ~ ~ g  treatment and lifestyle changes it is 
likely that more people will survive the acute episode of CVA with a resultant 
increase in long term disability in the comn~unity. This may lead to 3.n increase in 
demand for DAC placement, particularly among older members. 

Multiple sclerosis was the second most cotnnlon cause of disability iu the client group 
interviewed. There were more females than males attending the centres with this 
condition, which is similar to results from other studies (O'Reilly, 1990). There is 
evidence that patients with this disease are living longer, consequently the need for 
places in DACs due to this condition may be expected to increase (Eilan and Dean. 
1992). Multiple sclerosis in particular. leads to considerable social isolation and 
depression affects up to half of all patients at some stage during their illness (Hakim 
et a1.,2000) As inadequate support in terms of family and cornmunit:! involvement 
have been linked to these psychological difficulties, the social outlet and 
companionship provided at the day centres is important to n~emhers with this 
condition, as was highlighted in the focus groups (Editorial, 1990). 

Clients attending these centres tended to have long-standing and often progressive 
disabilities. The mean duration of disability for clients was considerrble at almost 20 
years. This tendency to have clients with long-standing disability ref!ected the fact 
these centres functioned principally as a soc~al resource. rather than f i x  rehabilitation. 
This is in line with the fact in excess of two-thirds of clients attended these centres for 
social. recreational and conlpanionship reasons. 

- 

Accessihilily ofservice 
While the majority of clients were satisfied with their current access to the centres in 
terms of hours and days available, almost half of the clients interviewed would have 
liked to increase their attendance at the centres. A small minority of clients were 
dissatistied at their restricted time at the day centres, which was principally due to 
transport arrangements. Inadequate access to public transport means that specialised 
transport has to be provided by the Health Authority and voluntary organisations. 
Voluntary organisations do not have to provide services in a detined geographical 



area and this may explain why clients have to travel long distances to avail of 
services. This results in people living furthest away from the centres having to travel 
for considerable periods of time, to and from the day centre, thus having a limited 
time at the centre. 

Service.\ and Aclivilie~ 
The day centres provided clients with recreational and social opportu.uties and to a 
lesser extent offered respite care to their carers. This is in keeping with definitionof a 
DAC of "providing a fulfilling alternative to working life for handicapped persons in 
the community and, as a consequence providing fanlily aid and support". The 
objective of these centres is not rehabilitative. as this would require a greater input of 
medical and therapy services. The fact that the majority of clients attended the DACs 
for social and companionship reasons is similar the results from the previous study in 
1991 when 58% of the 155 clients interviewed reported that they atteided the centres 
principally "for the company" (Murray and Gallagher, 1991). 

However, a small minority of clients attended the day centres for the purposes of 
increasing and maintaining both nlobility and independence. Only one-fifth of clients 
availed of physiotherapy. Occupational therapy was provided to less than 2% of 
clients. This is surprising, given the fact that ten centres had input from an 
occupational therapist. It may be that much of the occupational therapy provided was 
group activity (e.g. arts, crafts and drama) that was diversional in nature, rather than 
conventional individual treatment programmes. Encouragingly, despite the fact that 
some clients had considerable comm~mication difficulties, (and none ofthe clients 
interviewed regularly received the services of a speech and language therapist), the 
majority had functional communication devices that facilitated interview. In fact, 
only one client requested improved means of communication as an additional service 
required. 

The best aspect of the centres for in excess of three-quarters of client:; was the social 
and companionship element of the centres. This is again similar to the previous study 
that reported that 63% of clients attending attended for the company and the 
atmosphere of the centre (Murray and Gallagher, 1991). 

Almost two thirds of clients were unable to identify any aspect of the service they 
disliked which is a similar figure to that reported in a previous study on day centres. 
There were two areas of concern common to both studies: (1) lack of therapy and (2) 
issues in relation to staff. 

Ourcome of Attendance 
It was interesting to note that while the majority of clients felt attendance at the DACs 
had improved their general well being, the health of the majority was unchanged by 
attendance. Health in this context took the narrow focus of the physical condition 
causing disability and this was in most cases chronic and progressive However, the 



general well being of clients, which encompassed a broader more holistic concept was 
improved in the vast majority of cases. 

Sulisfirction Levels 
Despite employing a locally developed questionnaire and using questions of a specific 
nature in the clients' survey. satisfaction levels were high with all ascects of day - 
centre activities. In fact. almost two thirds of clients expressed the 'iew that the 
DACs could not be improved in any way. Additionally nearly three-quarters of 
clients were unable to identify the aspect they considered worst in the day centre. 
Studies have shown that the amount of comment about a service may be a more 
realistic guide to patient opinion than general expressions of satisfaction (Carr-Hill, 
1992). This lack of critical comment and the high satisfaction levels ~cported with all 
aspects of care by clients. is an indication of the high regard that thos.2 in receipt of 
day activity services have for the service and those who provide then?. Alternatively, 
the clients' expectation of the servicc may be quite low and this high level of 
satisfaction may be the result of the clients' practical expectations being met, although 
the service may not have met all their goals (consumer defined need) (Carr-Hill, 
1992). 

The areas with the highest satisfaction score related to the areas of personal care 
received by clients and their communication with staff. In contrast, educational 
opportunities and involvement in the n~anagenlent of the centre received the lowest 
scores. These areas should be addressed in the future as client involvement in the 
nlanagement of centres may lead to a more client centred approach and provide 
clients with a voice to advocate for services and activities important to them. 

The survey of clients and carers included a q~~estion on age. The age of the 
respondent is one factor that has been consistently shown to be assoc~ated *ith 
satisfaction (Stephenson, 1995; McGee, 1998). Older people tend to report higher 
level of satisfaction with the care they receive. However, no relationship with 
satisfaction and age was found in this study. 

Carer Suwev Results 

Clients attending the DACs were in general. quite disabled and unabk to participate 
in  paid employment. Despite this. one third of clients viewed themselves as self- 
caring. The fact that almost 80% of clients were living with their spouse or other 
relative. who they may be reluctant to view as their "carer" coupied with the desire of 
many clients to view themselves as independent resulted in a substanhl proportion of 
the clients selected not identifying a carer for inclusion in the carer component of the 
study. Consequently some carers may not have been nominated as informants and 
were thus excluded from this study. A similar problem has been repcmrted previously 
in studies on carers of disabled people (.lorr et a]., 1993). 

~ - 



In keeping with other studies (O'Neill and Evans,1999; Twiss,1992; Evason and 
Robinson. 1995) the majority of carers were female, married and not in paid 
employment. Due to the changing nature of society, with more married women 
returning to the workforce, smaller extended Families involved in supporting roles and 
the rise of divorce and separation in society. married women may not be in a position 
to continue as the principal carer group. This could have the effect ol'increasing the 
requirement for all community and residential services including DACs. 
Most of the carers in the study were in aged 35-64 years. However, some could be 
described as elderly themselves as 15.3% were aged over 65 years. The nlajority of 
those needing care were looked after by their spouse or parents. The substantial 
proportion of parents providing care may reflect the fact that many ofthe clients were 
disabled due to congenital causes and were relatively young. 

Many of the carers had been in the caring role for a considerable peric~d of time and 
over half had been doing so for over ten years. Not surprisingly, almost two thirds 
had to reduce or cease their work commitment due to their caring role. This is higher 
than the corresponding figure from a large study of carers in the Wes~ern Health 
Board area of Ireland where it was reported that a minority of carers gave up 
employment or study to become carers (O'Neill and Evans, 1999). 

Despite the fact that in excess of two-thirds of carers incurred extra costs as a result of 
caring, less than one fifth received extra financial assistance for their caring role. As 
in other studies (O'Neill and Evans.1999: Ruddle and O'Connor. 1994) only a 
minority carers received the carers allowance. Eligibility for this allowance is 
dependent on the results of a means test, which takes into account the carer's income, 
and that of hisher partner. The inadequacy of this allowance and the strict eligibility 
guidelines have been highlighted previously as contributing to the financial 
difficulties experienced by people with disabilities and their carers (Department of 
Health 1996). 

( 'c~rers Heulth 
The finding that almost one third reported being in poor health,is similar to the results 
of previous studies on carers' health (O'Neill and Evans,1999; Evans and Robinson, 
9 9 5 )  Ln addition, a substantial minority of carers visited their general practitioner 
on six or more occasions during the previous year and took medicaticn to help them 

- sleep or for a nervous condition. The average general practice consultation rate is 
dependent on a number of factors, including age and socio-economic status. This rate 
is high when compared and the elderly population generally (Mc Neice and Majeed, - 9 9 9 )  From this study it is not possible to determine whether or not this poor state of 
health is as a result of caring. However, the stress of a relative being disabled may in  
itself have lead to a decline in physical health. 

Experience of Being '4 Chrer - The social effects of being a carer were the most frequent dificulties reported in this 
study. High proportions of carers had to change their personal plans ,or felt confined 
due to their caring role. The social effects of providing care have been highlighted in 



previous studies (O'Neill and Evans.] 999: Evans and Robinson. 199:;; Ruddle and 
O'Connor 19941.. Despite the fact that in excess of two thirds ofcar(:rs in this study 
had to make work adjustments as a result of their caring role, this facmor was the 
difficulty associated with caring reported least frequently in this study. 

Supporl and Services 
Home-help and respite care were the additional services most frequer~tly availed of by 
carers, though in fact these services were provided to less than one quarter of carers. 
The home-help service, which is ~~sually provided either by health boards or voluntary 
organisations, gives domestic assistance with cooking, cleaning and Imndry. 
The fact that only a minority of carers used this service was surprising as after family 
and fiiends, this service provides the main support to people with disabilities. It has 
been reported that this service which is aimed primarily at the elderly may have 
limitations in meeting the needs of the disabled in particular, given the uneven 
geographical availability, lack of flexibility and the level of contribution espected 
from recipients of the service (Department of Health, 1996). 

Residential respite was also availed of by only a minority of clients cared for by 
carers this study. This is unexpected in view of the chronic nature of clients' 
disabilities and the constant nature of the caring role. This may reflect the inadequate 
number of dedicated suitable respite beds for people with disabilities as has been 
previously reported(Department of I-iealth. 1996; Murray and Gallagher, 1991). 

Many carers needed extra support and one-third of carers had requested additional 
services, principally extra time at the day centre, home help and long term care. Less 
than half of these carers received this extra assistance sought. This may be due to the 
inadequate level of these services for people with disabilities (Murray and Gallagher, 
1991). 

O~~tcome  
Attendance at a day centre had a positive effect on a large majority ofcarers and on 
the person they cared for. in excess of two thirds of carers felt they could cope better 
with their clients disability due to attendance at the centres. Murray (1991) reported 
similar benefits to both groups in the 1990 review of day centres. 

- - 

I t  was not intended that the nmeasurement of carer's satisfaction with !:he day centres 
would be detailed. One specific question was asked on how satisfied carers were with 
the DAC the person they cared for a~tended. There was a very high 11:vel of 
satisfaction with the centres. Despite the fact that family carers may ::eport lower 
satisfaction ratings with the service only one carer was dissatisfied w:th the centre 
attended by the client they cared for. This is a m~ich higher level of satisfaction than 
the 55% satisfaction rating reported by Murray (1991) where insufficient days at the 
day centres was the main reason for dissatisfaction. In the current st~.dy. seven 
( 1  I .9%) carers requested extra time at the day centre and four (57.1%.) received this 
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- addition; 31 assi: stance, perhaps reflecting greater flexibility 

awareness of the needs of carers. 
in the service and a greater 

Carers in general appeared to view the day centres in a very positive manner. In 
excess of three-quarters of the carers had their expectations met by attendance at the - DACs and when invited to make additional comments on the service almost two 
thirds of these were very complementary. acknowledging the exceilence of the service 
and the staff. - 



CHAPTER FIVE: CONCLUSlONS AND RECOMMENDATIONS 

5.1 Conclusions 

The study was undertaken to document the services provided in DACs, provide a 
medical profile of clients attending the centres, assess satisfaction of clients. carers 
and service providers with the service provided with a view to makin;: 
recommendations for the fi~ture developn~ent of the service. This s t d y  was the first 
review of all ERHA funded DACs. 

Due to holiday closures and lack of a five day service in all DACs, these centres were 
not accessible to all clients throughout the year. In addition, most centres operated an 
ape restriction policy for attendance at the ccntres, with attendance bring generally 
confined to clients between 18 and 65 years. The greatest proportion of workers 

A .  

employed at the DACs were part time,-temporary workers employed by community 
employment schemes. There was a wide range of activities and services available at 
the~centres, particularly arts, crafts. sports and social outings. 

All service providers agreed that the DACs were achieving their objectives. 
However, most felt that there were gaps in the current service. Inadequate numbers of 
trained permanent staff and lack of ancillary services were the gaps most commonly 
identified. insufficient financial resources, a perceived low priority of people with a 
physical disability and inadequate support from the Health Authority were identified 
as barriers to improvement of the service. In the management and provision of 
services at the DACs there is involvement t'som both the Health Authority and 
voluntary organisations. This may, in part, explain the problems with communication 
and support identified in the study. 

Many clients had been attending the DACs for a considerable period of time and a 
substantial proportion were older than 65 years. This may result in limited access for 
younger clients in need of placement at a day centre. Younger clients may have 
different interests, needs and demands than older clients. Also some centres do not 
provide a service for older clients with a newly acquired disability. The suitability 
and accessibility of conventional geriatric day centres for older clients with a physical 
disability is a subject that requires further research. 

The majority of clients attending these centres were unmarried, unemployed, and 
disabled due to a neurological disorder. In addition, most lived in accommodation 
owned by themselves and were dependent on state allowances for their principal 
source of income. Most clients lived relatively near the centre they azended and used 
transport provided by the centre to yet there. The majority of clients mended the 
DACs for the social and recreational reasons and participated in man:{ activities, 
principally sports, arts and crafts. 



The vast majority of clients agreed that there were sufficient nunhers of staff present 
at the centre and that these staff were adequately skilled to meet their needs. 
However. almost one half of all clients felt that there was not continuity of staff and 
this was a problem for almost one quarter of all clients. 

The findings of the clients' study indicated that the outcome of attendance was a 
positive one. There was a high degree of satisfaction with all aspects of the day 
centres. However, some elements >cored less well than others, for example being 
involved in decision making in the centres and educational opportuni .ies available at 
the centres. 

The majority of carers in the study were feniale. married, cared tbr a .spouse or child 
and had spent more than 10 years in the caring role. Despite the fact that many carers 
had a higher annual general practice consultation rate than the general population, the 
findings of the study indicated that attendance at a DAC had a beneficial effect on 
both client and carer. There was a high degree of satisfaction with th,? DACs. 
Potential areas for improvement incl~~de increased access to the centr(:s and an 
improvement in the amount of therapy available. 

The study highlighted issues relevant to service providers, clients and carers which 
need to be addressed to improve the service provided by the DACs. These include an 
analysis of staffing arrangements, f~mding procedures and relationship with the 
funding authorities, premises and the range of therapies. especially physiotherapy 
available at the centres. 

Due to the changing nature of Irish society, with less people participating in voluntary 
work, less married women available as carers and a predicted increast: in the number 
of people with a physical disability the demand and need for DACs for clients with 
physical disability will increase in the future. The findings from this study should 
assist the ERHA and voluntary organisatmns in the development and improvement of 
this service. 

5.2 Recommendations 

1. Although service providers, cl~ents and carers had generally positive 
experiences with the DACs i n  the region there are areas where ,mprovements 
should be made. The following are the recommendations that arise from the 
study: 

2. It is recommended that all centres should employ an adequate number of 
permanent trained staff to work with clients with a physical dis;tbility. The 
employment conditions of all care staff should be reviewed (in terms of 
employment conditions. salarj and pensions) to enable the management of 
DACs recruit and retain staff on a long-term basis. 



3 All DACs should have adequate, secure. long-term financial anmgements with 
the funding authorities to enable staff to concentrate their work on clients' needs 
and not have to undertake filndraising. 

4. It is recommended that regular meetings be established between the Health 
Authority and management from the DACs. The issues of poor. comn~unication 
and inadequate support as perceived by the managers of the DA.C:s should be 
addressed at these meetings. 

5. Carers should receive niaximum community support. Statutory agencies should 
ensure that adequate funding is provided for support services, especially for 
home helps and long-term care facilities to ensure that these services are 
responsive and appropriate to the needs of people with disabilities and their 
carers. 

6 .  A review of eligibility criteria for the carers allowance should t,e undertaken 
and the remuneration offered should be reviewed. 

7. As a substantial minority of carers had greater than average annual general 
practice consultation rates, they may he a group at increased risk of developing 
mental and physical health problems. Consequently, carers should be 
specifically targeted in health promotion initiatives in the region. 

8. It is recommended that paramedical services, especially physiolherapy be 
expanded to meet the needs of the disabled population attending DACs. 

9. Opportunities for education at the DACs should be maximised, especially in the 
area of computer access and instruction. 

10. All DACs should operate from purpose built or purpose adapted premises to 
ensure optimum accessibility and range of services for people with disabilities. 
This should also assist these centres being operational 5 days pix week. 

1 1 .  The need for extended opening hours of DACs needs to he evaluated (e.g. 
weekends and evenings) to assess the need for this service. 

12. All DACs should remain operational throughout the year. Ii'th s is not feasible 
due to financial or staffing difficulties, then the option of the cllents attending 
an alternative centre in the area should be facilitated. 

I Althoilgh all DACs obtained the views of clients on the DACs, in an informal 
manner, it is recommended that there should be client representation on the 
management committee of each DAC to ensure clients involvement in decision 
making on all issues in relation to their care 

14. Regular reviews of the satisfaction levels of clients and carers with the DACs 
should be undertaken to ensure that the centres are meeting their needs. 

15. Further research is needed in the area of disability to inform the future need for 
additional DACs, in terms of their location, services provided and number. 



16. Agreed criteria should be developed as to the services, facilitie:. and staffing 
arrangements which should be offered by DACs in order for it lo be categorised 
as a DAC for people with physical disabilities. 

17. The needs and demands of people with a physical disability necd to be 
promoted, throughout the health services and the general public through 
advocacy and education. 
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APPENDIX 1 

DAY CENTRES FOR PEOPLE WITH PHYSICAL DISABBILlTIES 
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APPENDIX 2 TOPICS FOR QUALlTATIVE RESEARCH 

Focus Group Discussions with clients attending Day Activity Centre5 

Main topics: 
I . Staff (trdequucy of'numbers, communictrrion nnd triiining) 

2. Opinion on adequacy care provided at centre (hrsr andworst uspcscrs vfcenrre) 

3. Services and activities available (tmcillury medical services, educational 
opportunities, sports) 

4. Access to service (uv~~iluhility q f j h c c s ,  wuiting li.~/s, and transport 
urrungements) 

5. Information received on service 

6. Satisfaction with Service (nerds no1 heing met, desirable addiiior:ul services and 
nclivifiw. 

7. Suggestions on how services could be ituproved 



Person in chargelmanager of centre: 

I .  Which days of the week are you open? (Please tick days the cent.e is open) 

Monday 0 

Tuesday 0 

Wednesday 0 

Thursday 0 

Friday 0 

Saturday 0 

Sunday 0 

2. What are your opening hours? 

3. Do you close for holidays? 

Yes 0 No U 

4. If yes, please specify - 

- 
5. How many places do you provide? 

- 6. How many are currently attending this sewice? 

7. Do you have a current waiting list? 

Please tick one 
Yes 0 No 0 - 

8. How many are currently on your ~ a i t i n g  liut? 



9. Is there an age limit for Cliedts attending your day centre? 

Please tick one 

Yes O No U 

10. Is the major source of funding for your service hy (give appro~.%) 

Please tick one 

Grant aided by Health Board 

Funded by charitable organisation UOD 

Funded by fund raising flC30 

Funded by client contribution O m  

Other, please specify - 

11 .  How many stafflhelpers do you have? 

Fill in exact numbers 

Paid full time 0 

Paid part timelsessional 0 

Volunteers 0 

Please detail staff profile ( stat't'title and their number e.g adminktrator I ,  nurse 
etc) 
Sluff Title ~Vumher 



EducationalISociallmedical component of your centre'? 

Please tick which of the following you provide. 
Yes 

Physiotherapy 0 

Occupational therapy 0 

Speechllanguage therapy 0 

Independent living training 0 

Nursing care 0 

Chiropody 0 

Literacy skills/creative writing 0 

Computer training 0 

Typing skills 0 

Personal development 0 

Counselling/psychology service 0 

Social outings 0 

Other-Please specify 

How many clients do you have with the following primary diagnosis? 
(Fill in exact numbers) 

Neurological illness (e.g. MS, 
MND, CVA) 

Musculoskeletal e.g. arthritis 
Cardiovascular 

Accident e.g. RTA, 

Other please specify 

Do you provide meals for your clients? 

Please tick one 

Yes 0 No 0 



I .  Do clients have an input into the daily menu? 

Please tick one 

Yes 0 No 0 

16. Are clients involved in a management group o r  steering group? 

Please tick one 

Yes 0 No 0 

17. Do you encourage feedback from clients in your care? 

Please tick one 

Yes 0 No 0 

18. In  your opinion what are the objectives of this sewice'? 

19. Are these objectives being met? Please tick one 

Yes 0 No 0 

I f  not. please detail why not 

- 

20. How can these objectives being met 

21. Do you feel there are gaps in the current sewice? Please tick one 

Yes 0 No 0 If yes can you specify these 



21. Are there any aspects of the current service you which to change? 

Please tick one 

Yes 0 No 0 [f yes can you specify these 

22. Any further comments or suggestions you wish to make about your 
service 



- APPENDlX 4 

Day Centre - Length of time atienrling months 

Personal In formution. 

- I .Age 

R CLIENTS 

Survey Number 0 0 0 1  -3 

3.Marital Status 
I .married 0 
2.single 0 
3.widowiwidower 0 
4 separatedfdivorced CI 
5.other 0 

4. Occupation 
What is your present employment'? 

1 .not employed 
2.schoolithird level 
3,training(Vt) 
4.training(pit) 
5.open employment(fit) 
6.open employment(pit) 
7.supported employment 
8.casual employment 
9.housewife 
l0.early retirement 
I 1 .other 

5. if not employed have you ever had a job? 0 9  
1 .Yes D 
2.No 0 



- 6. What was your former occupation'? If housewife 0 1 0  

give occupation of husband. if never worked give that of pare~t .  

- 7.Income 
What is your main source of inconle? 

1 salary - 2.invalidity pension 

3.injury benefit 
4.Disability allowance - 5.Employer pension 

6.Private pension 
7.Unemployment benefit - 8.SavingsIi11vestments 

9.Family support 
10.Blind pension - 1 l.Other ..................... 

- 8.Accommodation 
What type of accon~modation do you live in 

1 .Private Accommodation 0 - 2.Local Authority-rented 0 
;.Local Authority-owned 0 

- 4.Sheltered Accommodation 0 
5.Residential Home 0 
6,Independent Living 0 - 7.0ther 0 

9.Living Circumstances 0 1 3  
In a 24 hour period, which of the following best describes your living - circumstances? 

1 .Living with spouse Cl 
2.Living with other relative D - 3.Living with non relative O 
4.Living alone 0 
5.Living with carer 0 - 6.0ther 0 



I 0. Medicnl Information 0 1 4  
What is the main cause of your disability 

Medical diagnosis: 
1 .Neurological 0 
2.Musculoskeletal 0 
3.Cardiorespiratory 0 
4.Accident 0 
5.0ther 0 

I I .  Aetiulogy of Disability. 
What is the cause of your disability'? 

1 .congenital 0 
2.acquired 0 
3.road traffic accident Q 
4.domestic accident 0 
5.work accident 0 
6.other accident 0 
7. other ...................... 0 

12. Years of onset since disability rx116-17 

Access: 

13. Did you have difficulty in getting a place at the day centre? 0 1 8  
1.Yes 0 
2.No 0 

If yes explain 

14. Were you on a waiting list for the service 0 1 9  
1 .Yes 0 
2.No 0 

If yes for how long (months) 
- 

15. Are you satisfied with the hours of opening of the day centre? 0 2 0  
1 .Yes 0 
2.No 0 

If not, how can this be improved -- 



16. Are you satisfied with the days of opening of the day centre? 3 2 1  
1.Yes 0 
2.No 0 

If not, how can this be inlproved 

17. Did you receive adequate information about the service? 0 2 2  
1 .Yes 0 
2.No 0 

If not, how can this be improved 

18. Who referred you to the centre? 
I .Self 
2.School 
3.Family members 
4.NRB 
5.0ther centres 
6.Medical (GP/consultant/) 
7.0TlPhysiotherapist 
$.Friends 
9.0ther-----------------.- 

19. How often to you attend the centre 
1 .< 1 per week 
2.1 -2/week 
3.three timeslweek 
4.>three timestweek 
5.Five times per week 

20. Would you attend more often. if possible 
I .Yes 
2.No 

21. How far from the Day Centre do you live? 
1 .< 1 mile 
2. 1-5 miles 
3. 5-10 miles 
4. > I 0  miles 



22. How do you travel to the Day Centre? 
1 .Day centre transport 
2.Public Transport 
3.0wn Car 
4.Family Car 
5.Taxi 
6.Walk 
7.Wheelchair 
%Other 

23. Is transport to the Day Centre a problem for you? 
1 .Yes 0 
2.No 0 

If yes, can you explain why transport is a problem for youS? 

Services/Aclivities nt the Dav Centre 

24. What is the main reason you attend the day centre? 0 2 9  
1 .Maintain IIniprove Independence 0 
2.Maintain /Improve mobility 0 
3.RecreationlSocial 0 
4.Educational activities D 
5.Respite for carer 0 
6.Allow carer attend work a 
7,Other ...................... a 

25. Which of the following services do you regularly receive 
at the centre? 

1 .Independent Living Training 
2.Personal development 
3.Educational 
4.Computer Skills 
5.Physiotherapy 
6.0ccupational Therapy 
7.Speechllanguage therapy 
8.Nursinglcare attendant 
9.Counselling 
10.0ther ---- ----.-------------------------- 



26. With regard to the staff working in your day centre, are they C340 
sufficient numbers available to meet your needs? 

1 .Yes 17 
2.No R 

27. Are the staff sufficiently skilled to meet your needs? 0 4  1 
1 .Yes 0 
2.No R 

If no, Please explain 

pp - -- 

28. Is there continuity of strff in your day centre? a 4 2  
I .Yes R 
2.No a 

If not, is this a problem for you -- 

29. Are you satisfied with the relationship between staff and clients?R43 
1. dissatisfied R 
2.not very satisfied D 
3.quite satistied R 
4.very satisfied 5 
9.other 0 

if not can you explain 

Outcome. 

30. Is your general wellbeing helped by attendance? 
I .Improved 
2.No change 
3.Disimproved 

31. Is your health helped by attendance? 
I .Improved 
2.No change 
3.Disimproved 



Satisfaction. 

32. Since attending the day centre, how satisfied 
are you with life i n  general? 

I .less satisfied U 
2.110 change R 
3.more satisfied 0 

33 What were your expectations. from your attendance at the day centre? 

34. Were your expectations met by the attending the day centre? a47 

1 .Yes 0 
2.No 0 

If not, why not 

35.0n a scale of 1 to 5, where 1 equals very bad and 5 equals very good, how would 
you rate the following in the day centre you attend? 

I 2 3 4 5 
(very bod +bud-+++++ok +++4%0od ++very goon) 

Personal Care 0 0 0 0 0 
(feedingltoileting) 

Range of Services 0 0 0 0 0 
& Activities (e.g physioi 
independent living training). 

Communication 
with staff 

Education 

Social activities 

Food 

Facilities 

Equipment 
(hoists,wheelchairs) 

Transport 

Advice available 

Involvement in 
decision making 
(e.g.management 
committee of centre) 



36. What is the best aspect of your attendance at the day centre- 

37. What is the worst aspect of your attendance at the day centre- 

38. What could be improved? 

39. If you could have one additional sewice at this day centre what would this be? 

0 If yes can you specify these 



APPENDIX 5 CARERS QUESTIONNAIRE. 

Personal Details 

1. What is your age? OQ 

2. Are you 1 .Male 0 
2.Female Cl 

3 What is your relationship with .................... 
1 .Spouse 0 
2.Sister 0 
3 .Brother 0 
4.Son 0 
5.Daughter 0 
6.Parent 0 
7.0ther relative '2 
8.Neighbour 0 
9.Friend 0 
10.Paid Carer 0 
1 1 .Other 0 

4. Are you 
1 .Married Cl 
2.Single Cl 
3. Widowlwidower Cl 
4,Separatedidivorced 0 

EMPLOYMENT 

5 .  With regard to your employment . are you 
1 .Working full time 0 
2. Working part timeljob sharing 0 
3.Housewifelhomemaker 0 
4. Unemployed Q 
5. Retired 0 
6. Other 0 

Did you have to reduce your hours or stop working because of your caring role? 
1 .Yes Cl DIO 
2.No 0 

6. How long have you been in your present caring role? 611 I 
I .Less than 1 year 0 
2.1-5 years 0 
3.6-10 years 0 
4.more than 10 vears O 



Finance 

7. Do you have extra costs as a result of caring? 
1 .Yes 0 
2. NO a 

Carers Health 

9. How do you rate your own health? 
1 .very goodiexcellent 
2.good 
3 .average for age 
4.fair 
5.poor 
6.very poor 
7.0ther (specify) 

10. (a)Do you suffer from any health problems? 
1 .Yes 0 
2.Sometimes 0 
3. No O-*+ go to Q.11 

(b) Please explain what the health problem(s) is 

(c) IS this a permanent or temporary condition? 
1 .permanent 
2.temporary 
3 .unsure 

(d) Does this limit your everyday activities in any way? 
1 .Yes a a2 I 
2.No 0 
3 .Sometimes 0 
4.0ther C1 please explain 



I I .  How many times in the past year have you been to see the doctor 
about your own health? 

m 2 2 - 2 3  

12. What is the most serious illness you have had in the past year'? 0 2 4  

1 .No illness 0 
2.minor complaints- coughs and colds 0 
3.illness requiring prescribed medication D 
4.illness requiring hospitalisation 0 
5 .Longterm illness 0 

13. (a) Are you taking medication for any nervous condition? 
1 .Yes 0 
2. No 0 

(b) Are you taking medication to help yousleep? 
1 .Yes 0 

14. Could you tell me. if in caring you experience any of the following? 
/ 1 . ~ e s  2. No 3.Sometimes 9.Not rpplic;able/ 

Pletrse circle as appropriate 

Sleep is disturbed 1 2 3 9  0 2 7  

I t  is inconvenient (because helping takes so long) 1 2 3 9 0 2 8  

It is a physical strain (e.g. because of lifting i n  and out of 1 2 3 9 0 2 9  
chair, effort or concentration required) 
It is confining (e.g. caring restricts free time or visiting) 1 2 3 9 0 3 0  

There have been family adjustments (e.g. because caring has 1 2 3 9  0 3 1  
disrupted routine and there is no prikacy) 
There have been changes in personal plans (e.g. had to turn 1 2 3 9 0 3 2  
down ajob, could not go on vacation) 
There have been other demands on my time (e.g from other 1 2 3 9 0 3 3  
family members) 
There have been emotional adjustments (e.g. because of 1 2 3 9  m4 

severe arguments) 
Some behaviour is upsetting 1 2 3 9  Q3s 

I t  is upsetting to see person has changed so much from 1 2 3 9 0 3 6  
hislher fomler self (e.g helshe is a different person than 
helshe used to be) 
There have been work adjustments ( t .g because of having to 1 2 3  9 a 3 7  
take time off work) 
It  is a financial strain 1 2 3 9  0 3 s  

Feeling completely overwhelmed (e.g. because of worry or 1 2 3 9 R;o 
Concern over person) 



Assistance and Support 

15. ~n addition to ------------------- attending the Day Centre, which of'the following 
services do you currently receive? 

1 .Respite Care 0 4 0  
2.Home Help 174 I 
3.Meals on Wheels a 4 2  

4.Care Attendant 0 4 3  
5.Evening support 0 4 4  
4.Carer support 

. . 0 4 5  
5,0ther - please specify -.--------------------------------------------- 

16. Have you tried to get additional help (e.g. more days at Day Centre. Home 
Help, or financial support etc..) in the last year? 

1 .Yes 17 El47 
2. No 

17. Have you received this additional assistance? 
].Yes 0 
2. No 0 

Outcome 

] 8.With regard to (------------------ )'s attendance at the day centre 
How has attendance at the day centre affected hislher general 0 4 9  
well-being. 

Much better 17 
Better 0 
No change U 
Worse 17 
Much worse Q 

19. Have you personally benefited from -------------attending u50 
the day centre 

Yes 0 
No 0 



20. Since --------------- began attending the Day Centre can you cope better with their 
disability? 

1 .Yes CI as I 
2.No Q 
3 .No change 0 

Satisfaction 

21. How satisfied are you with the day centre? 
I .Very satisfied U 
2.Satisfied 0 
3,Dissatisfied 0 
4.Very Dissatisfied O 

22. Were your expectations met'? 
1.Yes U 
2.No 0 
3 .Not sure 0 

23. If your expectation were not met what is the main reason for this?-------------------- 



APPENDlX 6 LETTER TO CARERS RE StrRVEY. 

Departnleiit of Public Health. 
4"' Floor, 
Baggot St. Hospital, 
Dublin 4. 
Tel (01) 6681577 

January 1999, 

I am a medical doctor working in public health medicine in the Eastein Health Board 
I am undertaking research, looking at Day Activity Centres for client:; with physical 
disability. The study involves interviewing clients and their carers at.ending the day 
centre. 

I have interviewed ------------------- today about this service. I have obtained hisiher 
consent to obtain your views on the day centre. As part of the service is to provide 
assistance to carers, I would be very grateful if you would complete t l e  enclosed 
questionnaire, and return it in the stamped envelope. If you have any queries please 
phone me at (01) 6681577 ext.4196. 

Yours sincerely, 

Dr Mary Ward. 
Specialist Registrar in Public Health Medicine 


