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EASTERN HEALTH BOARD 
Minutes of proceedings of Special Meeting 

held in the 
Boardroom, St Mary's Hospital, Chapelizod, Dublin 20 

on Wednesday 19 October at 6 pm. 

Present 

Mrs B Bonar Cllr I Callely 
Cllr M Carroll Dr R Corcoran 
Mrs D Clune Dr P Devitt 
Cllr J Dillon Byrne Cllr P Dunne 
Cllr M Gannon Cllr A Groome 
Cllr P Hickey Dr P McCarthy 
Mr G McGuire. Dr J Masterson 
Ms M Nealon Dr B O'Herlihy 
Cllr L O'Neill Cllr R Roche TD 
Cllr J Sweeney 

Apologies 
Cllr B Briscoe TD 
Cllr B Durkan TD 

Cllr W Harvey 
Cllr F Hynes 
Dr J O'Boyle 

In the Chair 
Cllr A Groome 

Officers in Attendance 
Mr K J Hickey, Deputy Chief Executive Officer 
Mr M Walsh, Acting Programme Manager, Special Hospital Care 
Mr S O’Brien, Acting Programme Manager, General Hospital Care 
Mr J Doyle, Acting Programme Manager, Community Care 
Mr L Kavanagh, Personnel Officer 
Mr S Shields, Co-ordinator of Services for the Elderly 
Mr M J O’Connor. Secretary 
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115/88 
SERVICES FOR THE ELDERLY 

A detailed report (copy filed with official minute) was circulated with the following, 
foreword from the Deputy Chief Executive Officer: 

‘It is accepted, without doubt, that the best and most appropriate means of caring 
for our elderly is in the community. In this manner it is possible to serve the needs of 
the whole person in the form of a continuum, which, of course, enhances the 
dignity of the individual in their declining years. 

Within our Board’s area there are many services and facilities for the elderly. These 
include: 

- Home Helps - Hospital Services 
- Meals-on-Wheels - Nursing Homes 
- Public Health Nurses - Respite Services 
- Physiotherapy 
- Occupational Therapy - Day Care Centres 
- Chiropody - Extended Care Facilities 
- Home alterations/ - Clubs/Societies/Recreation 
- modifications - Programmes for the Elderly 
- Medical Aids - Support for Carers 

(eg. walking frames etc.) 
- Laundry Services 

These services are either provided directly by our Board or by voluntary bodies 
grant aided by our Board. 

It must be recognised, however, that these individual services, good and valuable as 
they may be, cannot stand alone and operate in an isolated manner. The 
services in the community should be looked upon only as individual links of a 
chain. Over many years our Board has forged these individual links and it is our 
objective now, and for the future, to inter-connect these links to form an 
unbreakable chain, i.e. a Continuum of Care. We must also recognise that any 
chain is only as strong as its weakest link; hence the individual services must be 
monitored and supported on an on-going basis. 

It is agreed that care services in the community need to be strenghtened and 
supported. An even more important objective is, however, to co-ordinate the 
existing services into a cohesive support package unrestricted by historic 
programme or service boundaries or bureaucracies, with the sole objective of 
providing the best and most comprehensive range of care for the elderly. 

This report goes on to outline some of the individual elements of care being 
provided and how they are being inter-linked one into another to provide the 
necessary continuum. A total policy document providing for a comprehensive 
integrated service for the elderly still remains to be adopted by our Board. I suggest 
that this be done after we have had the opportunity to study the Report about to 
be issued by the Minister for Health within the next few days on the future 
direction of public policy in relation to services for the elderly. 

In the meantime there is one element of our Board’s current policy proposals 
that requires to be progressed as urgently as possible, ie, the programme for the 
provision of the proposed Community Care Units for the elderly. The detailed 
operational policy relating to these units has now been agreed with the 
Department of Health and is included in Section 3 of this report. We are now 
ready to move to the final stages of plannning, i.e., the appointment of a Design 
Team to draw up the necessary plans for the construction phase The Minister’s 
approval to proceed to this final stage is now required.’ 

Copies of the Report of the Working Party on Services for the Elderly, which had 
been issued by the Minister for Health on 14 October 1988, were circulated at the 
meeting. 
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Following a lengthy discussion to which Mrs Bonar, Dr McCarthy, Cllr Carroll, Dr 
Masterson, Mrs Clune, Cllr Sweeney, Cllr Dillon Byrne, Dr O’Herlihy, Cllr Gannon. 
Dr Corcoran, Cllr Dunne, Mr McGuire. Cllr Callely and Deputy Roche contributed, and 
to which Mr Hickey. Deputy Chief Executive Officer, replied. it was proposed by Cllr 
Sweeney, seconded by Cllr Dunne, and agreed unanimously to adopt the Report 
submitted to the meeting and to request the approval of the Minister for Health to 
proceed to the final stages of planning of the proposed Community Care Units for the 
elderly ie the appointment of a Design Team to draw up the necessary plans for the 
construction phase. 

It was also agreed that a policy document should be prepared for the Eastern Health 
Board area based on the principles contained in the Deputy Chief Executive Officer’s Report 
and the Report of the Working Party on Services for the Elderly, which had now just 
recently been issued by the Minister for Hearth entitled ‘The Years Ahead’. 

CORRECT: _________________  
K. J. Hickey 
Deputy Chief Executive Officer 

 
 





CARING FOR OUR ELDERLY IN THE COMMUNITY 

It is accepted without doubt that the best and most appropriate means of caring for our 
elderly is in the community. In this manner it is possible to serve the needs of the whole 
person in the form of a continuum, which of course enhances the dignity of the 
individual in their declining years. 

Within this Board’s area there are many services and facilities for the elderly. These 
would include: 

- Home-Helps - Hospital Services 
- Meals-On-Wheels - Nursing Homes 
- Public Health Nurses - Respite Services 
- Occupational Therapist - Day Care Centres 
- Chiropodist - Extended Care Facilities 
- Home alterations/modifications - Clubs/Socities/Recreation 
- Medical Aids - Programmes for the Elderly 
- ( e . g  walking frames etc) - Support for Carers 
- Laundry Services - Physiotherapy 

These services are either provided directly by our Board or by voluntary bodies grant 
aided by our Board. 

It must be recognised, however, that these individual services, good and valuable as 
they may be, cannot stand alone and operate in an isolated manner. The services in the 
community should be looked upon only as individual links of a chain. Over many years 
the Board has forged these individual links and it is our objective now and for the future 
to inter-connect these links to form an unbreakable chain, i . e .  a Continuum of Care. We 
must also recognise that any chain is only as strong as its weakest link, hence the 
individual services must be monitored and supported on an on-going basis. 

It is agreed that care services in the community need to be strenghtened and supported. 
An even more important objective is, however, to co-ordinate the existing services into a 
cohesive support package unrestricted by historic programme or service boundaries or 
bureaucracies with the sole objective of providing the best and most comprehensive 
range of care for the elderly. 
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This report goes on to outline some of the individual elements of care being provided and 
how they are being inter-linked one into another to provide the necessary continuum. A 
total policy document providing for a comprehensive integrated service for the elderly 
still remains to be adopted by our Board. I suggest that this be done after we have had the 
opportunity to study the report about to be issued by the Minister for Health within the 
next few days on the future direction of public policy in relation to services for the elderly. 

In the meantime there is one element of our Board’s current policy proposals that 
requires to be progressed as urgently as possible, i . e . ,  the programme for the provision 
of the proposed Community Care Units for the elderly. The detailed operational policy 
relating to these units has now been agreed with the Department of Health and is 
included in Section 3 of this report. 

We are now ready to move to the final stages of planning, i . e . ,  the appointment of a 
Design Team to draw up the necessary plans for the construction phase. The Minister’s 
approval to proceed to this final stage is now required. 

K J Hickey 
______________  Date 13th October 1988 

D/Chief Executive Officer 

S.B.M./10/88 
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The following pages in this section outline the elderly population by Community Care 
Area by way of a bar chart. The shaded portion of these charts indicate the percentage of 
the elderly population in each area living alone. 

On the page following the bar charts will be found a population profile for the Health 
Board for our Board’s area which breaks the elderly population down by age group and 
marital status. A similar breakdown of population for Dublin City and County for each 
Community Care Area has been included in Section 10 as an appendix for further 
information. 

The National Council for the Aged recently commissioned a report which gives details of 
population projections to the year 2006. These projections would indicate the 
following:- 

POPULATION PROJECTIONS 

1981 – 2006 

Over 65’s 

(1) Dublin City and County + (+33%) 

(2) State as a Whole + (+7%) 

Over 75’s 

(1) Dublin City and County + 12,000 (+43%) 

(2) State as a Whole + 26,000 (+20%) 

ELDERLY LIVING ALONE 

Over 65’s 

1981 68,000 
+ 31% 

2006 89,000 

Over 75’s 

1981 26,000 
+ 62% 

2006 42,000 

Proportion Male/Female 

1981 2:1 

2006 3 :1  

Particular concern must be expressed at this time concerning the projected increase of 
62% in the number of Over 75’s living alone. This is indeed a frightening prospect which 
will require a dramatic readjustment in service provision. 

S.B.M./10/88 



 



EASTERN HEALTH BOARD - EIS PROJECT PHASE 2 
1986 CENSUS - PROFILE OF POPULATION AGED OVER 65 

AREA: ALL EASTERN HEALTH BOARD AREA 
SUMMARY TABLE 

 

TOTAL POPULATION =1232238 
TOTAL PERSONS OVER 65 = 108,315 
PERCENTAGE OF POPULATION OVER 65 = 8.8% 
NUMBER OVER 65 LIVING ALONE = 24,714 
PERCENTAGE OVER 65 LIVING ALONE = 22.8% 
NUMBER OF LONE COUPLES OVER 65 = 12,296 

 
 

AGE GROUP BY MARITAL STATUS 

AGEGROUP 65-69 70-74 75-79 80-84 OVER 85 TOTAL 

MALES -       
SINGLE 2468 1852 1188 603 298 6409 
MARRIED 11363 8175 4569 1852 600 26559 
SEPARATED 226 138 86 20 9 487 
WIDOWED 1793 2027 1868 1362 847 7897 

TOTAL 15850 12192 7711 3845 1754 41352 

FEMALES -       
SINGLE 4497 4106 3392 2207 1482 15684 
MARRIED 9063 5563 2582 903 231 18342 
SEPARATED 331 239 103 42 13 728 
WIDOWED 7202 8199 7524 5538 3746 32209 

TOTAL 21093 18107 13601 8690 5472 66963 

MALE & FEMALE 36943 30299 21312 12535 7226 108315 

NUMBER OF PEOPLE LIVING ALONE 

AGEGROUP 65-69 70-74 OVER 75 TOTAL   

MALES 1858 1763 2294 5915   

FEMALES 5025 5483 8291 18799   

TOTAL 6883 7246 10585 24714   
NUMBER OF PRIVATE HOUSEHOLDS HEADED BY PERSON AGED OVER 65 

 MALE HEAD  FEMALE HEAD    

SINGLE 3379  7693    
- MARRIED 24420  940    

SEPARAT 361  533    
- WIDOWED 5687  22127    

TOTAL 33847  31293    

FOR FURTHER ANALYSES OF 1986 CENSUS DATA CONTACT: 
Z JOHNSON, COMPUTER DEPT, EASTERN HEALTH BOARD, TEL (01)537951 



CONTINUUM OF CARE AT COMMUNITY LEVEL - TASK FORCE 

There has been established in each community care area a small Task Force to identify vulnerable 
Elderly at risk and quantify their needs by way of services and facilities. 

A register of Elderly at risk in each area has been drawn up which provides the statutory Carers with a 
directory detailing those at risk through:- 

- Living alone 
- History of health/heart complaint 
- No family visitors 
- No visitors at all 
- Etc 

The Task Force will identify the best means of catering for the individual needs of the identified 
persons and agree on appropriate methods to be employed in each case or group of cases. 

The provision of Day Care Services to cater for the needs of geriatric and psycho-geriatric patients is 
being examined on an ongoing basis and an integrated service will be provided where appropriate. 
Thought may be given, where a need presents itself, to 7 day opening of some day centres. 

The needs of the Community Task Forces will be responded to as required by the provision of respite 
or short term placements either in the Board’s own institutions or in suitable, approved private 
nursing home accommodation which will, where possible, be within the elderly persons residential 
area. 

We are currently developing relationships with specific private nursing homes to provide services in 
association with the Board in these particular areas of care. 

The success of this ‘Task Force’ effort has now prompted the establishment within each Community 
Care Area of a ‘Care Team’ with particular responsibility for the Elderly. The Team consists of an Area 
Medical Officer with a particular interest in the Elderly and a designated Public Health Nurse whose 
role will be a liaison one with her colleagues, carers and other professionals and services. 
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It is intended that this Care Team will co-ordinate services for the Elderly at local level on an 
integrated basis and will have a very close working relationship with the Board’s Co-ordinator of 
Services. 

S.B.M./10/88 



ALARM/COMMUNICATION SYSTEMS FOR THE ELDERLY 

Discussions are ongoing with South Inner City Community Development Association (SICCDA) with a 
view to installing an Alarm System in that area for dependent elderly persons the majority of whom 
will be living alone. Dublin Corporation are also involved in this venture which will be operated as a 
pilot scheme and subsequently evaluated. 

As part of SICCDA’s desire to install an alarm system they submitted several requests to the 
Department of Health for funding. Lottery Funds have now been made available to this Board to the 
sum of £25,000 to assist in the provision of alarm systems for the Elderly throughout the Board’s area 
and, of course, SICCDA will benefit from this allocation. 

At this time the Health Board, will not be installing units in the homes of elderly persons but will 
provide the Control facility. Persons may purchase home units privately or voluntary or charitable 
groups may do so on their behalf. Group schemes and individual units can be catered for. 

The installation of an Alarm/Communication System at the housing units for the Elderly at Kilbegnet 
Close, Dalkey has just been completed by Dun Laoghaire Corporation. This installation has been 
funded by the Corporation and will be managed by EHB through the Central Control facility at 
Ambulance Control, James Street. This is part of a co-operative venture which is further outlined in 
section 7. 

The System is the type recommended in the report commissioned by the Minister “Communication 
Networks and the Elderly” is capable of servicing an initial population of 20,000 and is expandable 
beyond this number. 

S.B.M./10/88 



COMMUNITY ‘WARD’ SCHEME 

In dealing with the care of elderly patients it is obvious to the groups concerned both at hospital level 
and at community level that there is a large gap in service. 

The most identifiable area of breakdown in service is that where the elderly person is acknowledged 
by neither the Psychiatric Service nor Geriatric Service and where Community Care cannot cope with 
the level of dependency involved. Difficulties also arise within the linkage between the Department of 
Geriatric Medicine and Community Care on the one hand and Department of Psychiatric Medicine and 
the Community Care Team on the other hand. 

This Community ‘Ward’ Scheme is perceived as being a partial solution to the grey area where less 
than an adequate service is being provided. 

With this in mind the Community ‘Ward’ Scheme was proposed to the Department of Geriatric 
Medicine, the Clinical Director of Psychiatry and the Community Care Team of Area 7, all of whom 
have agreed to participate fully in such a scheme which is considered by all parties to be a possible 
solution to a major historic problem. 

This scheme aims at breaking down the artificial barriers between Programmes and providing a 
comprehensive service to the elderly persons in the community who are admitted into the scheme 
eliminating perceived Programme barriers. 

The Area 7 Pilot programme has a target commencement date of November 1st 1988. Appropriate 
back-up services are being put in place by Special Hospitals Programme to support the operation. 

It is a care level into which patients will be admitted and subsequently discharged. An admissions 
criteria will be established by the Steering Group as will a general policy on discharges from the 
scheme. It is desirable that all persons being admitted to this level of care should have undegone a 
recent Geriatric/Psychiatric Assessment in order to be qualified as suitable for consideration for 
admission into this scheme. 

The range of facilities that will be available will include reassessment in Day Hospital or inpatient 
facilities, respite/intermittent admission and a full range of Day Hospital services. It will also include 
access to Day Care Units in the Community, a supply of meals on wheels, the use of 
communication/alarm sustems and access to normal community services including the support of the 
Task Force for the elderly. 

S.B.M./10/88 



MOBILE DAY HOSPITAL 

The Mobile Day Hospital commenced operation in two of the four designated areas. 

1) Carbury, North Kildare, commenced on the 13th April, 1988. 
2) Swords, North Co. Dublin, commenced 18th April, 1988. 

The service has had to date a very positive response particularly in the Carbury area. In the Swords 
area, however, there has been a very slow uptake to the service. The reason is possibly due to the fact 
of existing day hospitals being accessible to the Swords area and a major general hospital within a 
few miles. It appears the Swords centre is catering for patients from the Skerries, Lusk, Rush areas 
with minimum attendance from the Swords area itself. 

It was envisaged to have commenced the service at a second point in the North County Dublin area 
and the second point in the North Kildare area at a much earlier date. It has been decided, however, to 
delay the additional services until a full assessment could be undertaken on the existing locations. 
This has now been completed and results would indicate that the service might be more valuable in 
the East Kildare/West Wicklow area to the South and in Balbriggan or Skerries in the North. 
Discussions have commenced with General Practitioners in the areas mentioned and there is a high 
level of interest. The experience of Swords must be fully borne in mind when choosing alternative 
locations. 

The Mobile Day Hospital visits both Carbury and Swords one day per week. To date 37 patients have 
been assessed in Carbury and 21 patients having been assessed in Swords. 
Many of these patients return on a weekly basis for follow-up maintenance treatment, e.g. Medical 
Physiotherapy, Occupational Therapy or Chiropody. A Consultant Geriatrician visits each of the 
centres one day per month to see any cases referred to him for consultation. On the following page, a 
statistical breakdown of patients is provided in relation to both the Carbury and Swords Centres. 

This service appears to have made a substantial difference to the patient and their families in each of 
the areas. In the Carbury Centre there has been a tremendous community involvement. The local 
community care group attend on the day to prepare meals for the patients. In the Swords area the 
meals are provided by the meals-on-wheels service from St. Ita's Hospital. Transport to and from 
these Centres is provided by family members and also by friends and neighbours on a voluntary 
basis. 

S.B.M./10/88 



 
MOBILE DAY HOSPITAL  

PATIENT STATISTICS – CARBURY 13/4/88 TO 6/10/88 

NO. OF MALE PATIENTS: 5 

NO. OF FEMALE PATIENTS: 24 

NO. OF MALE DISCHARGES: 3 

NO. OF FEMALE DISCHARGES: 4 

NO. OF MALE DEATHS: 1 

NO. OF FEMALE DEATHS: NIL 

 TOTAL: 37 

Age Breakdown  

50+ NIL 

60+ 6 

70+ 19 

80+ 12 

PATIENT STATISTICS - SWORDS 25/4/88 TO 6/10/88 

NO. OF MALE PATIENTS: 5 

NO. OF FEMALE PATIENTS: 7 

NO. OF MALE DISCHARGES: 7 

NO. OF FEMALE DISCHARGES: 2 

NO. OF MALE DEATHS: NIL 

NO. OF FEMALE DEATHS: NIL 

 TOTAL: 21 

Age Breakdown  

50+ NIL 

60+ NIL 

70+ 7 

80+ 14 

S.B.M./10/88 
 



COMMUNITY CARE UNITS FOR THE ELDERLY 

INTRODUCTION 

In 1982 a project team was established by the Minister of Health whose terms of reference were 'To 
consider the priority requirements for Institutional Geriatric Care in the Eastern Health Board Area and 
to formulate a medium term development programme'. This group met on 15 occasions and 
subsequently published a detailed report with recommendations. 

The main thrust of the recommendations centred on the construction of multi-purpose units in 
strategic locations of the Board's operational area to satisfy the needs, on a local basis, of a rapidly 
increasing elderly population. 

A small group was formed in 1986 to plan the implementation of the above programme. This group 
has now completed a Design Guide and Policy Documents for 'Care Units' for the Elderly. 

During its deliberations this group agreed that great emphasis must be placed on localising care for 
the Elderly. Full recognition is given to the fact that the large geriatric hospitals built in the 1800's are 
totally unsuited to meeting current needs. This view is also supported by the Working Party on Health 
and Welfare Services for the Elderly in the report now being published. 

During the course of its work this group identified a number of sites in the greater Dublin area as 
being suitable locations for Care Units. 



COMMUNITY CARE UNITS FOR THE ELDERLY 

General Philosophy 

The Care Unit for the Elderly will have a major role to play in achieving stated objectives in the 
provision of the services for the elderly in the Dublin area. These objectives are:- 

(a) to enable the elderly person to live at home where possible at an optimum level of health and 
independence, and 

(b) to enable those who cannot live at home to receive treatment, rehabilitation and care in 
accomodation and in an environment as near as possible to home. 

The Care Unit will be part of a spectrum of services designed to support elderly people at home 
whenever possible or to care for them when for medical or nursing reasons they cannot remain at 
home. 

- The Unit will provide a range of services for elderly people and their relatives in its catchment 
area. 

- The Unit will cater for elderly people requiring nursing care or rehabilitation after acute illness but 
who do not need the services of an acute hospital and are too ill to return home. The Unit will also 
provide extended nursing and terminal care for elderly persons who can no longer be cared for at 
home and for whom there is little hope of recovery. 

- The Unit will provide a day care facility for elderly persons living at home but who require 
stimulation or supervision for part of the day or assistance which cannot be provided by their 
families without undue strain. 

- A number of beds in the Unit will be reserved for intermittent admission and respite care for 
elderly persons normally cared for by their relatives at home but who need relief for family holiday 
or other reasons. 
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Note 

[(a) However, it is not intended that the Unit should replace or take precedence over existing 
facilities of this nature available to the community. 

(b) It is also accepted that where a range of such facilities are already available in the community 
and in recognition of the value of such a service, the Unit will have a limited number of beds 
for this purpose.] 

The atmosphere of the Unit will be as close as possible to the atmosphere of a domestic home. The 
building or buildings of the Unit will be as fully integrated with the local environment as the site and 
design constraints permit. The Unit will be located as close as possible to amenities such as bus/train 
routes, shops, churches, banks etc. 

The Unit will be of modular design i.e., modules of 25 beds, the largest being 4 Modules or 100 beds in 
total and providing about 25 day places. 

Residents and day-attenders will be given as much privacy and freedom of choice as is consistent 
with good nursing standards and the smooth functioning of the Unit. In the planning of the Unit and in 
deciding operational policies every effort will be made to enhance the dignity and independence of the 
residents and day attenders. As many decisions as possible about the running of the Unit will be left 
to residents and day attenders. 

The Unit will serve a defined catchment population which ideally should coincide with a well 
established community. From the beginning, close links will be established between the home and the 
community health services for the elderly and the geriatric department of the nearest hospital. 

The Units must relate and be able to respond to local needs. A priority must be to ensure that 
community services are integrated within the unit. The admission policy of the Unit will incorporate 
the interests of the community health services and the hospital geriatric department. 

It will not be possible for individual units to operate 'in vacuo' but will of necessity interact with 
neighbouring services. The establishment of community groupings will be more difficult in Dublin 
than in Kildare and Wicklow. This is due to many cross-patterns of admissions, treatment etc. 
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Because of the relatively small distances involved, people tend to present, wherever treatment can be 
obtained. 

Voluntary organisations active on behalf of the elderly locally will be encouraged to participate 
actively in the operation of the Unit, as they do successfully in many existing centres for the Elderly. 

THE NEEDS OF RESIDENTS/DAY ATTENDERS 

Residents 

The Care Unit will provide respite nursing care for elderly persons from the catchment area who are 
being cared for at home by their family or relatives. A number of beds will be reserved for this form of 
care. Admissions, which will normally be arranged well in advance, will conform with the 
admission/discharge procedures for respite care. The duration of stay will not normally be longer than 
3 weeks. Respite admissions will be a mixture of light, moderate and heavy dependency cases. Some 
may be in wheelchairs. The resident's General Practitioner will normally provide medical care if the 
need arises. 

The Care Unit will provide intermittent nursing care for elderly persons from the catchment area who 
are being cared for at home by their family or relatives but whose condition is such as to require 
frequent monitoring. A number of beds will be reserved for this form of care. Admissions will be pre-
planned, on a regular cyclical basis. Duration of stay will normally be no longer than 2/3 days. 

The Care Unit may provide care for elderly persons from the catchment area who are recouperating 
from an acute illness but who are too ill to return home. Primary rehabilitation may have commenced 
at an acute hospital. Such persons may normally be admitted from an acute hospital in accordance 
with the admission procedures of the Unit. Not more than 5 beds should be reserved for this type of 
care. Patients may initially require heavy nursing but as they recover, their nursing demands should 
reduce. Some may be from the light dependency category. The duration of stay would normally be 
from 1 to 2 months. Some residents may be in wheelchairs for part of their stay. 
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The Care Unit will provide extended nursing care for elderly persons from the catchment area, who are 
too ill to remain at home and whose age and condition make it unlikely that they will recover 
sufficiently to return home. 

Admission to this category of case may be be from home or from hospital. Each referral will have 
undergone a full assessment by the Consultant Geriatrician and his/her team, in accordance with the 
admission procedures for the Unit. Many of these elderly people will need heavy nursing care and as 
they approach death, appropriate attention will be given to their physical, psychological and spiritual 
needs. The atmosphere of care will equate with that provided at home. It is difficult to estimate the 
duration of stay. Some will remain only a few days but experience in geriatric hospitals suggests that 
others may stay for much longer periods. These persons are likely to be in advanced old age, i.e., over 
00 years of age. 

Other admissions may be referred from the Community Team or from the Department of Geriatric 
Medicine at the general hospital. These admissions may be on the basis of either social or medical 
need. The Units admissions policy will address the allocation of such places. 

Day Attenders 

The Day Care Unit will provide day care for elderly people in the catchment area who are either living 
alone or with their families but who need supervision, stimulation or services which their families are 
unable to provide without undue strain. Those attending will be recommended for admission by the 
Community Care Team, the General Practitioner or the Geriatric Team and allocated a place in 
accordance with the admissions procedure of the Day Care Unit. 

Those suitable for day care are likely to be confused elderly, elderly persons suffering from loneliness 
or lack of stimulation, elderly persons whose care places a severe strain on their families and elderly 
persons in need of light nursing or other forms of care. 

A comprehensive range of services will be available in this care unit and will cater for a broad range of 
needs. Some patients may be in wheelchairs. Those attending this unit are likely to be in their 70's, 
although it is recognised that those 65 - 70 or even under 65 may also have to be accommodated. It is 
likely that transport will be provided by the community, by private means or on a voluntary basis. 
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Care Module 

- Each Care Module will provide living and sleeping accommodation for approximately 25 
residents from its catchment area. These Modules will normally be built in units of two, three 
or four. 

- Ancillary facilities for the care and nursing of residents will be provided. 

- The Unit will be under the supervision of a Registered General Nurse at all times. 

- The layout will encourage and facilitate social grouping and identity, in that the Module will be 
sub-divided into 3 residential "clusters" of 6 - 10 residents each. 

- Those residents who are dependent and confused will be grouped together and 
accommodated in a cluster adjacent to the Nurses Duty Station for "close observation". 

- Facilities for the bathing and treatment of residents and the sanitary and storage facilities for 
nursing care will be provided in a self-contained "clinical cluster" convenient to the residential 
clusters. 

- Residents requiring acute hospital care will be transferred to the appropriate acute hospitals. 

- Open visiting will be encouraged. 

Visiting Policy 

Every effort shall be made to enable residents in the Care Unit have a lifestyle consistant with natural 
living. Part of the rehabilitation process for elderly residents will be to create an atmosphere in the 
Unit as close as possible to that of a domestic home and it is imperative therefore that arrangements 
for visiting should be as flexible as possible to encourage the maintenance of frequent contact with 
relatives, neighbours and friends. 
Voluntary groups shall be encouraged to visit residents on a regular basis. Such visits will be of 
particular benefit to those residents who might not receive visitors as regularly as others. 
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DAY MODULE 

A comprehensive Day Care service will be provided at the Care Unit. This will be a high support Day 
Care Unit. Referrals to the Unit will originate from one of the following:- 

(i) Department of Geriatric Medicine 
(ii) General Practitioner (in association with P.H.N.) 
(iii) Community Care Team for the elderly 

The normal maximum which the Unit will be likely to cater for is twenty-five, which may include some 
of the residents. 

The following services will be provided on either a full-time or sessional basis:- 
 
(1) Dressings (6) Counselling 
(2) Bathing (7) Nutritional 
(3) Chiropody  Assessments/Advice 
(4) Psyiotherapy (8) A main meal 
(5) Occupational Therapy (9) Hairdressing 

The Unit will operate up to seven days per week if necessary. The Steering Group in conjunction with 
the groups providing care at community level will be involved in the assessment of this need. 

Medical, social and spritual consultation will be provided on a planned basis to suit the needs of the 
attenders and residents. 

Meals, snacks etc. will be provided in the Central Module. 

Social programmes will include the activites and facilities of the Central Module. 

A small facility will be provided for the washing and drying of attenders' clothes. 

Transport will not be provided to the Unit and voluntary community groups should be supported in 
order to enable them to supply this service. 

All patients referred to this service will be monitored continually to ensure suitability of 
patient/service, fulfilment of perceived need and the economic use of resources. 

This unit will have no direct medical management. This is essentially a nurse care unit. 
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CARE UNIT 

Site Selection 

Sites for Care Units should be based on the following aims and consideration. 

– The location of the unit will be such as to provide a 'substitute home' for old people who, due to 
medical and social problems are no longer capable of living in their 'own home'. 

– The normal perspectives and relationships of old people to their local community, local facilities 
and neighbours should be maintained as far as– possible after admission to avoid confusion and 
disorientation at what is often a traumatic time for them. 

– Good accessibility to the Unit by relatives and friends from both the local community and further 
afield (by private and public transport) to encourage visiting. 

– Prominent physical presence within the community to ensure that future residents are familiar with 
the Unit to help ease up-rooting and disorientation at time of admission. 

– Good vehicle access for private cars and taxis to facilitate transport of day–attenders. 

– Close relationship with existing or possible future Local Authority sheltered housing for the elderly 
to allow the provision of certain services from the unit, i . e .  catering, day care etc. 

– A location which allows views unto public or private spaces which have general movement and 
activity e . g .  street, park etc. to provide interest and stimulation. 

– The functions appearance and general character of the neighbouring built environment should be 
compatible with the proposed Unit to ensure that the completed Unit will harmonise within its 
environment as far as possible. 

– Ease of access for the necessary service vehicles to implement agreed policies on catering, refuse 
disposal, supply deliveries, transport of remains etc. 

– Technical suitability of the site in relationship to geotechnics, utility services, area etc. 
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To achieve the foregoing aims the following criteria should apply– 

– Location in distance from local community facilities e . g .  shops, pubs, churches, post 
office, bank etc. – 500 metres maximum. 

– Distance from 'old home' – 2 – 3  miles maximum. 

– Distance from public transport – 500 metres maximum. 

– Access for cars, taxis etc. (day attenders) – direct to main entrance. 

– Access for cars, taxis etc. (visitors and staff) – 100 metres. 

– Access for service vehicles, etc. – direct to service entrance. 

– Maximum gradient of footpaths connecting Unit with local facilities – 1:20. 
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OPERATIONAL POLICY 

Community Care Services have the advantage and the capacity to be in close continuing contact with 
the domicilary/family situation of the elderly. They can best identify and organise a response to 
primary health care requirements, social supports, welfare needs and housing problems of the elderly. 

it is generally accepted that assessment of daily living difficulties and general social assessment of 
the elderly is best achieved in the community. 

Co–ordination with voluntary organisations and the local Housing Authority is another important 
dimension. 

The development within each Community Care Area of a special group with interest in and 
responsibilities for the elderly at medical and other levels is an important priority detail. 

The operational policies drawn up for the community based units should be seen as part of the 
process of creating a special focus on the problems and service needs of the elderly in the 
community. This is the best means of developing the closest possible working relationship with the 
general hospital based services, the overall aim being that of providing an efficient total and unified 
service for the elderly. 

MANAGEMENT 
Each Unit will have a Steering/Admissions Committee. Membership of this Committee will be 
structured to reflect the best and most effective representation of both community and hospital needs. 
The local group will be:- 
- Nurse Manager 
- Area Medical Officer ) Community 
- Public Health Nurse (Liaison) ) ) Team for the 
- Social Worker ) Elderly 
- Administrator 
- Consultant Physician in Geriatric Medicine 
- General Practitioner – Medical Officer 
- Member of Area Psychiatric Team 

The above group will be responsible for the smooth operation of the Unit within the overall policy 
guidelines. 
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FUNCTIONS OF STEERING/ADMISSION COMMITTEES 
1. Agree admissions procedures compatible with Brief and Central Policy. 
2. Review all planned admissions. 
3. Review admissions and discharges and the need for alternative placement. 
4. In cases where difficulties arise, to agree on priorities of admission. 
5. Keep under general review the functioning of the Care Unit and its relationship with 

community and hospital services. 
The Admissions Committee should meet on a regular agreed basis but at least monthly, 
whether there are available beds or not. Each member must keep attuned to the others needs. 
Emphasis must also be placed on discharges, inter–unit transfers etc. 
The Director of Community Care and Consultant in Geriatric Medicine will have respective lists 
of priorities in relation to social – long stay beds. 
The taking of corporate decisions on planned admission will relieve the tremendous pressure 
placed on individuals regarding admissions to the Unit and will ensure cohesion and total 
decisions. 

TEAM 
Each Community Care Area will already have an established Group with special responsibility 
for the elderly consisting of:– 
(a) Area Medical Officer 
(b) Public Health Nurse (Liaison role) 

This Care Team should represent their principles on the local Steering/Admissions Group. 

HEAD OF UNIT 
A Registered General Nurse will be appointed as the person–in–charge of the Care Unit and 
will be responsible for the smooth day to day functioning of the Unit. 
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MEDICAL RESPONSIBILITY 

Overall medical responsibility for the unit will be assigned to a part-time Medical Officer who will be a 
local General Practitioner (G.P.) with a particular interest in the elderly. This G.P will either be a sole 
appointee or be one of a number of local G.P's with access to the unit, as circumstances dictate. The 
most important requirement will be that the G.P with overall responsibility should have a genuine 
interest in the services for the elderly to be provided at the unit and be prepared to give the necessary 
committment to same. 

Patients will, in all cases, be encouraged to have, their own G.P. continue caring for their medical 
needs throughout their stay in the Unit. A contract of care will be entered into by G.P.’s servicing the 
Unit. 

DRUGS/THERAPEUTIC POLICY 

A comprehensive drugs and therapeutic policy will be established and applied as a standard in all 
such Units. This policy will be drawn up at central management level and will determine the extent to 
which individual Units may deviate from this standard. 

STAFFING 

It has already been stated that the Head of Unit will be a Registered General Nurse. Care will be 
delivered on a Team Basis and each team will have an appropriate balance of nursing and care staff. 

Appropriate arrangements will be made for the provision of a catering service and cleaning service in 
the unit. 

Para medical services will be provided in the unit as required. Services in physiotherapy, 
Occupational Therapy, Speech Therapy, Chiropody, Nutritional assesment/advice, Social Work. These 
services may be provided on a sessional basis or as patient needs demand. 
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ADMISSIONS 

The community based unit will have four categories:– 
(i) Long-stay heavy dependent planned admissions 
(ii) Long-stay lighter dependent planned admissions 
(iii) Short-stay for: 

– planned respite and intermittent admissions 
– unplanned urgent or crisis admissions 

(iv) Day care 

Admissions to all four categories may come direct from the Community or from the General Hospital 
via the Geriatric Service. Some admissions may also come via the Psychogeriatric service. 

In the case of admissions to long stay care these should all have been assessed by the Physician in 
Geriatric Medicine. 

It will be essential to maintain turnover in the short-stay category and a capacity to respond to a non 
medical emergency admission request. It will be necessary and appropriate in some instances for 
admissions in the latter category to be placed in alternative accommodation. 

A standard assessment form will be developed for the admission of patients to the different 
components incorporating as appropriate, the General Hospital Assessment Report. 

Some admissions may come from those attending the Day Care Unit whose circumstances will be 
kept under review. It is likely that a number of such cases will have been referred previously from the 
General Hospital Geriatric Service. 

RESPITE CARE 

Respite Care which, will provide for holiday admissions and relief for family and community carers, 
will operate through this facility. Outlined in Table 1 is an indication of the manner in which this 
resource will be utilised. 
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The maximum duration of respite admission will be three weeks. Access to these beds will be by:– 

(a) Referral through the Department of Geriatric Medicine at the appropriate General Hospital. 
Patients unable for discharge after their agreed stay will be located elsewhere by the relevant 
Geriatrician. This re-location may be into his own long–stay beds. 

(b) Referral through the Community Care Teams with special responsibility for the Elderly. 

Before admission to respite care, all treatable medical conditions must be identified and appropriate 
action must be taken. 

Admissions must be planned in advance and must be related to the Admissions Committee by the 
relevant Department of Geriatric Medicine or Community Care Team as appropriate. 

Each patient being referred under Category 4 – respite admission – must be accompanied by a 
medical and social history which must be presented on or before admission to the facility. 

Note: Patients should not be admitted without this information. 

Medications should be supplied by the patient or family for the duration of their stay where possible. 

INTERMITTENT ADMISSIONS 
The Department of Geriatric Medicine will have access to these beds where patients may be admitted 
for 2/3 nights every 2/3 weeks on a highly planned and managed basis. This service must be managed 
in such a way that it gives maximum relief to the patient and his/her carers. The object is to support 
the patient on this basis and encourage their continuation in the community for as long as possible. 

This element of service will more than likely be the last support service prior to the patient's 
admission to long–term care. Regular re–assessment of need for such admissions is essential. 



TABLE 1 – AVAILABILITY OF SERVICES 

Heavy 
Dependent 
Long–Stay 

Medium 
Dependent 
Long–Stay 
and 
Social 

Intermittent Adm 
2/3 nights/2 wks 
for Managed Care 
Varying 
Dependancy 

Respite Care 
Holiday Admission 
Varying Dependancy 

Slow Stream 
Rehabilitation 

Day 
Care 

23 10 5 5 5 25 

Two beds may be reserved for emergency/discretionery use 

TABLE 2 – ACCESS/REFERRAL TO SERVICES 

 

Services to be Provided Access Via How Referred 

Long–stay Heavy Dependent Nurse Manager Dept. Geriatric Medicine 

Long–stay 
Medium Dependent 

Nurse Manager/ 
Admissions group 

Dept. Geriatric Medicine 
Community Team 

intermittent Admission 
(Floating Bed) Nurse Manager Dept. Geriatric Medicine 

Respite Admission Nurse Manager/ 
Admissions Group 

Dept. Geriatric Medicine 
Community Team 

Slow Stream 
Rehabilitation Nurse Manager Dept. Geriatric Medicine 

High Support Day Centre 
(Up to 7 days running) Nurse Manager 

GP; PHN; COMMUNITY TEAM: 
Dept Geriatric Medicine 
(through liaison nurse) 



 



PROPOSED SITES FOR CARE UNITS FOR THE ELDERLY 

Dalkey 
The Board are in the final stages of purchasing a site at Dalkey. This is adjacent to and will, of course, 
complement the housing scheme for the elderly at Kilbegnet Close. 

Griffith Barracks 
An offer for this site had been made to the Office of Public Works. 

St Patrick’s Home, Navan Road 
This site has been identified as a suitable location for a joint development between the Eastern Health 
Board and a religious order. 

Swords 
The need for the acquisition of a site in this area for such a development has been recognised but to 
date we have not been successful in identifying a site. 

S.B.M.10/88 



DIRECTORY OF SERVICES 

Included in this section is a listing of the hospital/care facilities provided in our Board’s operational 
area. Also included in this section is a brief note of admission procedures to these facilities. 

On the fourth page of this section will be found a brief outline of services provided throughout the 
Board’s area by other bodies on an agency basis which are either fully or partially funded by the 
Board. 

Details are also given of the home improvement scheme for the elderly operated by the Board 
throughout its functional area. 

S.B.M.10/88 



 
HEALTH BOARD 
HOSPITALS/HOMES 

ASSESSMENT/ 
REHAB. BEDS 

DAY 
ASSESSMENT
PLACES 

DAY 
PLACES 

EXTENDED 
CARE 
BEDS 

RESPITE 
INTERMITTENT 
BEDS 

WELFARE 
BEDS 

Ashgrove House – – – – – 39 

Baggot Street – – 25 35 15 – 
Baltinglass 12 – 17 48 5 26 

Bru Chaoimhin – – – 183 2 – 
Clarehaven – – – – – 39 
Clevis – – – – – 39 
Drogheda Memorial – – – 19 – – 

James Connolly M.H. 28 20 – 110 – – 

Orcnard – – – – – 40 
St. Bridget’s – – – 148 2 – 
St. Broc’s – – – – – 39 

St. Clare’s – – 25 83 2 – 
St. Colman’s 12  45 102 6 37 

St. Colmcille’s 30 Under 
Development 

– – – – 

St. Mary’s 55 25 – 187 12 16 

St. Vincent’s, Athy 16 – 25 254 8 7 

Vergemount – – – 74 2 – 

? 4 – 25 22 4 – 
OTHERS 

Beaumont 30 – – – – – 

  Funded by Eastern Health Board 

St. James’s 96 40 – 50 
58* 8 – 

Royal Hospital 30 22 – 194 -  

Leopardstown Park - - 16 110 – – 

St. Vincent’s 30 – – – – – 

* Slow-stream rehabilitation/Extended care 

S.B.M./10/88 



ADMISSIONS PROCEDURES 

Extended Care 

Admissions to extended care will be referred by the General Practitioner or from the General Hospital 
via the Department of Geriatric Medicine. These patients will all have been assessed by a Consultant 
Geriatrician and his team and prioritised for placement by them. 

Respite Care 

Admissions to respite care will be by referral from General Practitioners through the appropriate 
Department of Geriatric Medicine, or through the Community Care Teams. 

Intermittent Care 

Admissions to intermittent care will be through the Department of Geriatric Medicine following 
assessment forming part of a planned continuum of care. 

Day Assessment 

Arrangments for day assessments will be made by the family Practitioner with the appropriate 
Department of Geriatric Medicine. Appointments are normally available within one week but in urgent 
or crisis situations arrangements can be made within one or two days. 

Day Care 

Referrals for day care will emanate from the General Practitioner’s Community Care Team or from the 
Departments of Geriatric Medicine. 

Welfare 

Referral to this level of care will normally come from the family Practitioner. Persons will undergo a 
geriatric assessment and admission is by proposal to an Admissions Committee. 

S.B.M.10/88 



SERVICES BEING PROVIDED BY OTHER BODIES 

The following are the numbers of organisations and groups which provide services throughout our 
Board’s area on behalf of the Board on an agency basis or are being subvented by the Board:- 

- Day Centres/Clubs and other Services  154 
- Meals-on-Wheels 111 
- Home-Help Organisations 37 

Our Board also supports organisations providing hostel, residential accommodation and 
organisations providing services for the Homeless which would include the Elderly. Some Elderly are 
also assisted through the Supplementary Welfare Services towards accommodation costs. 

HOME IMPROVEMENT SCHEME FOR THE ELDERLY 

Eastern Health Board operates a Home Improvement Scheme for the Elderly throughout its 
operational area. The work is carried out by teams of trainees under the supervision of a foreman 
employed under an arrangement with F.A.S. (formerly AnCo). Trainees wages are paid by F.A.S. and 
approximately 75% of the cost of the foreman’s wages is also recouped. Outside contractors may be 
engaged on certain projects where roofing and electrical repairs and provision of water/sewerage 
facilities are required. The cost of materials for the Works is met out of the Board’s allocation. 

The Scheme is presently operating with 7 teams which are assigned as follows:– 

Areas Teams 

1 & 2 1 Foreman + 8 Trainees 
3 & 4 1 Foreman + 11 Trainees 

5 1 Foreman + 9 Trainees 
6 & 7 1 Foreman + 14 Trainees 

8 1 Foreman + 15 Trainees 
9 (Kildare) 1 Foreman + 7 Trainees 
10 (Wicklow) 1 Foreman + 10 Trainees 

S.B.M./10/88 



NURSING HOMES 

Nursing home facilities constitute an important adjunct to Services for the Elderly provided directly by 
the Eastern Health Board. 

In the private area, there exists between our Board and the nursing homes a mixed relationship of 
common and, at the same time, divergent interests. It has been our policy to aim to secure co–
operation through positive relationships. Towards this end a systematic review of each nursing home 
was carried out and an individual action plan was drawn up of what was necessary to meet the 
requirments of the 1985 Regulations, .The action plan, in each case included an agreed time scale. We 
are pleased to report that, for the most part, these action plans have been adhered to with some 
extensions of time scale being granted where necessary in individual cases. The majority of nursing 
homes have co-operated in a most reasonable and satisfactory manner with this Board in the 
performance of its statutory responsibilities. 

Bi–monthly meetings are held between Officers of this Board and nursing home representatives. We 
have found these meetings to be a valuable forum for the exchange of views and information and 
much has been gained by way of understanding difficult situations which occasionally arise. 

The Health Board has offered a training facility to the nursing homes and regular seminars are 
conducted as part of an ongoing education programme. A very detailed and comprehensive training 
package has been proposed with the Nursing Homes Association but to date it has not been 
implemented. 

This Board has also a very valuable relationship with nursing homes run by religious, voluntary and 
charitable organisations. Many of these nursing homes cater for the more under-privileged members 
of our community who would not, in the normal course, be able to afford the facilities of a private 
nursing home and whose condition does not demand admission to the Board's extended care units. It 
is our hope to foster this relationship in the times ahead. 

This Board must fully recognise the need for co–operation in this area since without access to 
nursing home beds a sufficient level of service could not be provided from within our own resources. 

The Minister has recently announced that new legislation will be introduced in 1988 to replace the 
Health (Homes for Incapacitated Persons) Act 1964. He has stated that this legislation will provide for 
the registration and licensing of nursing homes. This is, indeed, a welcome development both from 
the point of view of the Health Board and the nursing homes. 
It has been considered necessary and desirable to establish a special relationship with a number of 
selected nursing homes. These are strategically placed to support the local care team in areas where 
our own respite/extended care facilities are not available. 



ANALYSIS OF BED DAYS AND COSTS – SMALL HOMES AND RELEGIOUS AND VOLUNTARY HOMES – 1/7/87 – 30/06/88 

Community 
Care Areas 

No. of Pvt 
Nursing 
Homes 

Vol/Charitable 
Relegious 
Homes 

Total No. 
of Beds 

Bed Days Funded 
By E.H.B 

Cost of 
Bed Days 

     £ 

1 24 4 760 84,387 468,000 

2 6 12 577 79,446 280,669 

3 8 1 137 36,606 197,090 

4 3 1 168 15,855 50,944 

5 7 1 221 35,719 160,430 

6 2 – 36 8,280 45,344 

7 8 4 558 49,042 258,263 

8 4 1 292 37,865 128,851 

9 7 – 177 25,897 152,947 

10 27 – 608 124,293 696,699 

TOTAL 96  24  3,534  497,390   2,447,237 

S.B.M./10/88 
 



 

 



NUTRITIONAL ADVISORY SERVICE FOR THE ELDERLY 

As part of an evaluation of services available which was undertaken in late 1986 the need for a 
Dietitian/Nutritional Advisor for the elderly was identified as one of high priority. 

On investigation it was found that not only did the Eastern Health Board not have a Nutritional Advisor 
there was no–one in the country specialising in this area. With this need having been identified as 
being of high priority it was decided to suppress a post and appoint a suitable person to set up a 
Nutritional Advisory Service for the Elderly, for the elderly under our own care and also for those 
living in the community. A Nutritional Advisor was subsequently appointed on a temporary basis to 
work with the Co–ordinator of Services for the Elderly. 

Initially it was agreed that the work would concentrate on the two main areas of hospitals and 
community on a separate basis with a gradual merging of the service. This merging has now been 
achieved some 18 months later with very satisfying results. 
The main thrust of the Nutritional Advisor’s work is in the area of education. This is not, of course, to 
the exclusion of individual problems arising at hospital or community level which are dealt with on a 
consult basis. 

The education programmes undertaken to date have involved lectures on nutritional needs of the 
elderly and a practical approach on how to meet these needs. To date lectures have been given to 
many different groups including: 

– Staff in Eastern Health Board Hospitals/Homes for the elderly 
(Nursing, catering and domestic staff) 

– Public Health Nurse Groups at community care level 
– Home–Help Organisers 
– Meals–On–Wheels Organisers 
– Student Nurses on succumbent to the Eastern Health Board 
– Groups of elderly people 
– Day Centre Organisers 
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A typical programme for catering staff would be based on six/eight lectures each on a specific topic 
which lasts for about twenty minutes. Such lectures are informal and have prompted very good 
discussion. 

One day seminars have been organised for all those working with the elderly in the Eastern Health 
Board both community and hospital based. 

An information leaflet has been produced with a supporting poster giving general dietary information 
for the elderly. A copy of these items are attached. 

A Nutritional Education Pack has been developed for use by persons other than a Dietitian. This pack 
is aimed at carers and those working with the elderly in the community. The pack consists of ten 
slides with accompanying brief which brings the speaker through the slides in a logical fashion. 

A booklet is currently under preparation which will give general information on diet. This booklet will 
also provide advice and assistance on menu planning and will contain information on therapeutic 
dietary needs. This forty page booklet is aimed at nursing homes but will also be of benefit to carer 
groups and, indeed, family carers. 

Our Nutritional Advisor, Ruth Ennis, will be giving a brief presentation to the General Hospital Care 
Programme Committee on Thursday, 20th October, 1988 at Cherry Orchard Hospital. 

S.B.M.10/88 



 



PILOT PROJECT 
CO-ORDINATION OF SERVICES FOR THE ELDERLY 

AT LOCAL LEVEL 

A Steering Group has been established in connection with a Pilot Project on the co-ordination of 
service provision for the Elderly at local community level. 
The reasons for the establishement of the project are two-fold: 
(1) The needs of elderly persons rarely fall into water-tight compartments to be met by one 

service or one agency only. Elderly people who need care require an integrated range of 
services from the provision of acute hospital care and continuing nursing care to those 
who require specialist medical or nursing attention. 

(2) Limited resources are likely to be best used where there is a joint approach resulting in 
appropriate collaboration and co-ordination of services and the consequent elimination of 
duplication and overlap in service provision. 

The project will consist of the establishment of mechanisms which will bring together the various 
service providing agencies, both voluntary and statutory, in the designated area. 
Community Care, by definition, implies that the people being cared for continue to live at home or 
in a surrogate ‘Home’. Care in the community is, therefore, founded on informal care, whether that 
be the care provided by families, by friends and neighbours or by members of voluntary 
organisations. These sectors must necessarily be included in any mechanism designed to 
improve the co-ordination of services for the Elderly. 
The area chosen for the pilot project is that of Dun Laoghaire Borough. The Borough is ideal for 
such a project since the area is co-terminus with Health Board’s Community Care Area 1 for all 
intents and purposes. In addition to this there is a very high concentration of elderly people living 
within the Borough. 
The Steering Group for this project represents the statutory, voluntary and commercial sectors. 
The group of 7 consists of :- 

(1) Housing Officer 
(2) Director of Community Care 
(3) Consultant Geriatrician 
(4) Superintendent Public Health Nurse 
(5) Representative of St. Vincent de Paul 
(6) Representative of Private Nursing Homes 
(7) Co-Ordinator of Services for the Elderly (Chairman) 
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The needs of the Elderly can best be met by a co-ordinated primary health care approach, involving 
family, family doctor, community care team, hospital service, social services and voluntary services in 
providing a continuum of care at community level. 

Focus of Project: 
The main focus of the project will be on planning in relation to the provision of services for the Elderly 
in the designated area. The project will seek to:- 
(1) Assess the special accommodation and welfare needs of the aged in the area having regard to 

local, social and demographic factors; 
(2) Propose programmes of action to statutory authorities for meeting these needs; 
(3) Make recommendations to statutory authorities on their priorities which should be adopted; 
(4) Co-ordinate the implementation of agreed programmes and regularly evaluate the 

effectiveness, efficiency and degree of satisfaction with the accommodation and supportive 
services for the aged provided by statutory authorities and by voluntary agencies; 

(5) Maintain contact with regional, national and international developments in providing for the 
special needs of the aged and, in particular, identify 'good practices' in other areas that might 
be followed; 

(6) Provide a mechanism for the integration of services for elderly persons provided by the 
voluntary sector and the private sector. 

The overall aim of the co-ordination project is to improve the quality of care for elderly persons in the 
designated area. The underlying assumption in the project is that the structures for inter-agency 
collaboration which are being established (initially the steering committee and the local area 
committees) will contribute to bringing about changes which will result in an improvement in the 
delivery of care services for elderly persons. ('Improvement' here may be taken to cover both the 
quantitive and qualitive aspects of a particular service. The term will obviously need to be refined in 
the context of objectives/targets for particular services). 
Care services, in this context, are taken to refer to all services and support systems which are likely to 
have a bearing on the quality of life of elderly persons in the area. Such services can be listed, as 
follows: 
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HOUSING : Ordinary; special old person's 
dwellings; sheltered housing, 
repair and adaptation schemes; 
voluntary housing schemes. 

HOSPITAL SERVICES : Welfare; nursing; 
private/voluntary/statutory. 

GENERAL PRACTITIONER SERVICES :  

DOMICILIARY SUPPORT SERVICES : Public health nurses; home 
helps, meals on wheels, 
emergency contact schemes; 
telephones. 

OTHER SUPPORT SERVICES : Chiropody; 
physiotherapy/occupational 
therapy; dental; aural: 
ophthalmic. 

INFORMAL CARE NETWORKS : Family; other relatives; 
neighbours. 

SUPPORT GROUPS : Carers support group; clubs. 

DAY CENTRES : Meals, laundry, nursing bathing, 
other services. 

SOCIAL CONTACT SCHEMES : Visiting, outings; help around 
the house. 

ACCESS TO SERVICES : Transport; mobile services. 
SELF – HELP : Active retirement; education. 

It was necessary for the project to identify at the outset 

(i) the services in which improvements are to be sought; 

(ii) the precise nature and extent of such improvements – 
setting targets; 

(iii) the mechanisms by which the desired improvements are to 
be brought about. (Who?, where?, what?, when?, how?,) – 
interventions. 

The overall context for achieving the improvement in services is the structured collaboration between 
(a) the health authority and the local authority, (b) the statutory sector and the voluntary sector, and 
(c) the various programmes of the health authority which have been set in train by the establishment 
of the co-ordination project. 
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The Steering committee will, therefore, play a key role in drawing up a programme of action in respect 
of selected services where improvements are to be sought over a three-year period. Such a 
programme should have as its key element a plan for systematic collaboration between the partners in 
the project in the pursuit of agreed objectives in respect of the services selected. 
While the overall aim of the project is to improve the quality off care for elderly persons in the area, an 
important subsidiary aim is therefore, to develop mechanisms for inter-agency collaboration which 
contribute to such improvements. 
In selecting services and targets for the project it was important to bear three considerations in mind: 
(i) What is realistically possible, given the various constraints in operation which are outside the 

control of the project? e.g. resources, government policy. | 
(ii) What are the areas/services in which the project is likely to be able to most effectively 

intervene? 
(iii) What are the areas/services in which the dynamic quality of inter-agency collaboration is likely 

to be most effective? 

The first task of the project, following the establishment of the local area committees, was to assess 
the special accommodation, health and welfare needs of the aged in the area. This was done by 
drawing on: 
(i) existing records (e.g. public health nurses register, housing list); 
(ii) information from personnel working on the ground -voluntary and statutory; 
(iii) survey of existing needs to be carried out by project evaluator. 

Tangible results to date from this project include:- 
– Alarm system for the Elderly at Kilbegnet Close 
– Directory of Services for the Elderly in the Borough 
– Design and distribution of emergency information sheet for the elderly living alone and at risk 

S.B.M./10/88 



PSYCHOGERIATRIC CARE 

The term “psychogeriatric” means different things to different people, carries a number of 
disagreeable connotations, and certainly embraces a number of quite separate categories of elderly 
patient. 
Elderly persons are at risk from a number of physical and mental illnesses and accurate diagnosis of 
an elderly person's problem is often complicated because of multiple pathology. Many of these 
disabilities tend to be of a chronic nature. In considering the psychiatric care of the elderly mentally 
infirm, it is important to avoid the fallacy that all disturbed elderly persons suffer from dementia. The 
majority of elderly persons with problems of mental infirmity suffer from functional psychiatric 
disorders such as depression, paranoid states and neuroses. In many cases these illnesses are linked 
to physical and social difficulties. Much mental disability in the elderly can be successfully treated. 
For example, depression is very prevalent among elderly persons but it frequently presents in a 
masked way and is often mistakenly regarded as dementia. 
In addition to physical and mental problems elderly persons tend to suffer from social handicaps. 
Many live alone and are seldom visited by relatives or friends. The needs of elderly mentally infirm 
persons cannot be catered for adequately by the psychiatric service in isolation. The psychiatric 
service has a role to play but in association with other health and social services. In particular, there 
should be effective liaison between the psychiatric service and the geriatric and community services. 
While the problem of the psychogeriatric patient has been acknowledged both in psychiatry and in 
geriatrics, the patient has tended to fall between two disciplines resulting in lack of properly 
organised service to cater for his/her needs. 

Where a psychogeriatric patient is being cared for by his or her family, it is important to ensure that 
the family does not become overburdened. It is essential that professional help should be readily 
available to families in the event of a crisis occuring and that support to families on a regular basis 
should also be provided. In addition to encouragement and psychological support, the family should 
be given periods of relief from the physical task of caring. 

The main component requirements of a psychogeriatric service are:– 

– A unit in a General Hospital which is linked with both the Geriatric and Psychiatric 
Departments and staffed by nurses trained in both general and psychiatric nursing. Such units 
should be short stay for assessment, treatment and rehabilitation. 

– Long stay beds under the direct control of the Consultant for the more severely behaviourly 
disturbed patients. 
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− Access to long stay beds in the Geriatric Service for appropriate referrals. 

− Access to facilities for intermittent care admissions and for holiday/respite care. 

− Access to Day Hospitals/Day Care Units. 

This service is seen as a backup to a comprehensive range of community services for the 
elderly in the community and as a support to families and carers of elderly people requiring 
this degree of care. 

Psychogeriatric facilities have recently come on stream in Vergemount Hospital, Clonskeagh, 
when 64 beds came into use. These units in Clonskeagh are purpose built with the needs of 
the psychogeriatric patient in mind.  Similar units are ' planned for Dun Laoghaire and 
Ballymun on the grounds of St. Clare's Home in the near future.  Psychogeriatric facilities are 
also in place in James Connolly Memorial Hospital and in each of the psychiatric hospitals in 
the Board's operational area. 

The Department of Health have recently agreed the appointment of 3 new Consultants with 
special responsibility for the psychiatry of old age who will provide a community orientated -
psychiatric service to the enlarging elderly population of Board's area. 

The incorporated diagram outlines the manner in which this service will operate. 

S.B.M.10/88 



SHELTERED HOUSING 

Sheltered housing units can be defined as: 
− 'housing which has been purpose built or converted exclusively for the elderly and which 

consists of grouped independent accommodation linked to a resident warden by an alarm 
system.' 

An essential part of the continuum of care which is being stressed throughout this report is the 
element of sheltered housing.  There reaches a stage when elderly persons are no longer able to 
remain in their own homes for one reason or another.  These reasons may be associated with 
economic conditions or with the person's ability to cope alone.  In this area sheltered housing can 
fulfil a vital role. 

Where it is not feasible to maintain elderly persons in their own house or in ordinary Local Authority 
Housing, sheltered housing should be considered as the first choice.  Health Board participation in 
these schemes is a vital element and is essential to ensure the continuing independence of the 
residents. There should be a close liaison in the planning of such schemes between Local Authorities, 
our Board, and voluntary housing associations where appropriate.  Our Board for its part, provides 
appropriate domicilary visitations for the elderly residents and, where appropriate, associated Day 
Care Centres.  This co-operation between Local Authority and Health Board can be seen best by the 
integrated facility provided at Beaufort in Dun Laoghaire, wherein Dun Laoghaire Borough 
Corporation built a sheltered housing scheme and the Health Board participated in the scheme by 
building a comprehensive Day Care facility.  This facility also provides a central dining area for 
residents. 

A significant amount of sheltered housing has been developed by Dublin Corporation.  There is also a 
scheme in existence, in Dun Laoghaire, where elderly residents are encouraged to exchange their 
Local Authority house for a more appropriate or purpose built unit. 

A new scheme of financial assistance for voluntary groups providing housing for disadvantaged 
groups was introduced in 1984.  Under this scheme, Housing Authorities may give grants to meet 80% 
of the cost of an eligible project subject to a maximum of £20,000 per unit of accommodation.  In this 
context eligible persons would include elderly persons eligible for Local Authority Housing or 
institutional care at public expense.  A very good example of this type of 
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voluntary scheme is the St Vincent de Paul scheme in Sandymount and the voluntary housing scheme 
in Rathdrum.  At this time the community team in Kildare are planning a similiar scheme for Athy. 

There is a major role to be fulfiled here in the area of voluntary housing.  Despite the growth in this 
sector, it contributes less than in many other countries with public housing programmes.  There are at 
present 103 voluntary groups approved by the Department of the Environment throughout as eligible 
for grants from Local Authorities to provide rented accommodation for groups in need including the 
elderly and disabled. 

Further still along the line of sheltered housing for the elderly one will find such developments which 
include communal facilities and services such as meals service with the possibility of activities room, 
library, hairdressing salon and laundry being provided.  As a reflection of increasing frailty of a 
proportion of residents some such developments have nursing and sick bay facilities included in their 
schemes. A prime example of this type of development is Brabazcua Trust in Sandymount. 

S.B.M.10.88 



 
EASTERN HEALTH BOARD – EIS PROJECT PHASE 1 

1986 CENSUS − PROFILE OF POPULATION AGED OVER 65 

AREA: DUBLIN CITY & COUNTY 
SUMMARY TABLE 

TOTAL POPULATION = 1021449 
TOTAL PERSONS OVER 65 = 91,219 
PERCENTAGE OF POPULATION OVER 65 = 8.9% 
NUMBER OVER 65 LIVING ALONE = 21,209 
PERCENTAGE OVER 65 LIVING ALONE = 23.3 % 
NUMBER OF LONE COUPLES OVER 65 = 10,421 

AGE GROUP BY MARITAL STATUS 

AGEGROUP 65−69 70−74 75−79 80−84 OVER 85 TOTAL 

MALES −       
SINGLE 1870 1423 917 438 227 4875 
MARRIED 9495 6838 3757 1531 471 22092 
SEPARATED 189 113 71 19 7 399 
WIDOWED 1488 1684 1535 1129 683 6519 

TOTAL 13042 10058 6280 3117 1388 33885 

FEMALES −       
SINGLE 3973 3632 3009 1936 1295 13845 
MARRIED 7693 4778 2142 763 191 15567 
SEPARATED 289 222 90 28 12 641 
WIDOWED 6030 6907 6414 4745 3185 27281 

TOTAL 17985 15539 11655 7472 4683 57334 

MALE & FEMALE 31027 25597 17935 10589 6071 91219 

NUMBER OF PEOPLE LIVING ALONE 

AGEGROUP 65−69 70−74 OVER 75 TOTAL   

MALES 1481 1430 1858 4769   
FEMALES 4337 4791 7312 16440   

TOTAL 5818 6221 9170 21209   

NUMBER OF PRIVATE HOUSEHOLDS HEADED BY PERSON AGED OVER 65 

 MALE HEAD  FEMALE HEAD  

SINGLE 2513  6924  
MARRIED 20287  806  
SEPARATED 299  468  
WIDOWED 4730  18977  

TOTAL 27829  27175  

FOR FURTHER ANALYSES OF 1986 CENSUS DATA CONTACT: 
Z JOHNSON, COMPUTER DEPT, EASTERN HEALTH BOARD, TEL (01)537951 



[CENSUS] EHB12.SAS 
EASTERN HEALTH BOARD − EIS PROJECT PHASE 2 

1986 CENSUS − PROFILE OF POPULATION AGED OVER 65 

COMMUNITY CARE AREA 1 
SUMMARY TABLE 

TOTAL POPULATION = 123,089 
TOTAL PERSONS OVER 65 = 12,249 
PERCENTAGE OF POPULATION OVER 65 = 10.8% 
NUMBER OVER 65 LIVING ALONE = 2,933 
PERCENTAGE OVER 65 LIVING ALONE = 22.1 % 
NUMBER OF LONE COUPLES OVER 65 = 1,642 

AGE GROUP BY MARITAL STATUS 

AGEGROUP 65−69 70−74 75−79 80−84 OVER 85 TOTAL 

MALES −       
SINGLE 182 152 97 42 30 503 
MARRIED 1406 1041 609 263 88 3407 
SEPARATED 30 20 11 3 2 66 
WIDOWED 144 199 215 163 100 821 

TOTAL 1762 1412 932 471 220 4797 

FEMALES −       
SINGLE 565 544 441 296 174 2020 
MARRIED 1195 741 345 131 35 2447 
SEPARATED 44 36 19 8 3 110 
WIDOWED 777 957 951 688 502 3875 

TOTAL 2581 2278 1756 1123 714 8452 

MALE & FEMALE 4343 3690 2688 1594 934 13249 

NUMBER OF PEOPLE LIVING ALONE 

AGEGROUP 65−69 70−74 OVER 75 TOTAL   

MALES 148 163 242 553   
FEMALES 573 720 1087 2380   

TOTAL 721 883 1329 2933   

NUMBER OF PRIVATE HOUSEHOLDS HEADED BY PERSON AGED OVER 65 

 MALE HEAD  FEMALE HEAD  

SINGLE 261  967  
MARRIED 3144  105  
SEPARATED 50  78  
WIDOWED 571  2610  

TOTAL 4026  3760  

FOR FURTHER ANALYSES OF 1986 CENSUS DATA CONTACT: 
Z JOHNSON, COMPUTER DEPT, EASTERN HEALTH BOARD, TEL (01)537951 



[CENSUS] EHB12.SAS 
EASTERN HEALTH BOARD – EIS PROJECT PHASE 2 1 
1986 CENSUS − PROFILE OF POPULATION AGED OVER 65 

COMMUNITY CARE AREA 3 
SUMMARY TABLE 

TOTAL POPULATION = 75,837 
TOTAL PERSONS OVER 65 = 8,686 
PERCENTAGE OF POPULATION OVER 65 = 11.5 % 
NUMBER OVER 65 LIVING ALONE = 2,027 
PERCENTAGE OVER 65 LIVING ALONE = 23.3 % 
NUMBER OF LONE COUPLES OVER 65 = 1,001 

AGE GROUP BY MARITAL STATUS 

AGEGROUP 65−69 70−74 75−79 80−84 OVER 85 TOTAL 

MALES −       
SINGLE 180 150 108 49 27 514 
MARRIED 856 630 349 141 43 2019 
SEPARATED 15 6 2 3 1 27 
WIDOWED 158 168 141 110 67 644 

TOTAL 1209 954 600 303 138 3204 

FEMALES −       
SINGLE 380 411 302 165 132 1390 
MARRIED 722 443 199 80 20 1464 
SEPARATED 34 19 6 4 1 64 
WIDOWED 569 657 583 479 276 2564 

TOTAL 1705 1530 1090 728 429 5482 

MALE & FEMALE 2914 2484 1690 1031 567 8686 

NUMBER OF PEOPLE LIVING ALONE 

AGEGROUP 65−69 70−74 OVER 75 TOTAL   

MALES 152 141 179 472   
FEMALES 422 493 640 1555   

TOTAL 574 634 819 2027   

NUMBER OF PRIVATE HOUSEHOLDS HEADED BY PERSON AGED OVER 65 

 MALE HEAD  FEMALE HEAD  

SINGLE 238  698  
MARRIED 1827  78  
SEPARATED 18  43  
WIDOWED 455  1775  

TOTAL 2538  2594  

FOR FURTHER ANALYSES OF 1986 CENSUS DATA CONTACT: 
Z JOHNSON, COMPUTER DEPT, EASTERN HEALTH BOARD, TEL (01)537951 



[CENSUS] EHB12.SAS 
EASTERN HEALTH BOARD − EIS PROJECT PHASE 2 

1986 CENSUS − PROFILE OF POPULATION AGED OVER 65 

COMMUNITY CARE AREA 4 
SUMMARY TABLE 

TOTAL POPULATION = 148,781 
TOTAL PERSONS OVER 65 = 9,908 
PERCENTAGE OF POPULATION OVER 65 = 6.7 % 
NUMBER OVER 65 LIVING ALONE = 2,051 
PERCENTAGE OVER 65 LIVING ALONE = 20.7 % 
NUMBER OF LONE COUPLES OVER 65 = 1,199 

AGE GROUP BY MARITAL STATUS 

AGEGROUP 65−69 70−74 75−79 80−84 OVER 85 TOTAL 

MALES −       
SINGLE 142 96 70 26 10 344 
MARRIED 1134 843 474 183 41 2675 
SEPARATED 10 8 4 3 0 25 
WIDOWED 175 221 208 133 63 800 

TOTAL 1461 1168 756 345 114 3844 

FEMALES −       
SINGLE 268 193 164 88 59 772 
MARRIED 952 602 285 91 21 1951 
SEPARATED 25 27 8 2 3 65 
WIDOWED 769 872 807 538 290 3276 

TOTAL 2014 1694 1264 719 373 6064 

MALE & FEMALE 3475 2862 2020 1064 487 9908 

NUMBER OF PEOPLE LIVING ALONE 

AGEGROUP 65−69 70−74 OVER 75 TOTAL   

MALES 132 133 201 466   
FEMALES 446 483 656 1585   

TOTAL 578 616 857 2051   

NUMBER OF PRIVATE HOUSEHOLDS HEADED BY PERSON AGED OVER 65 

 MALE HEAD  FEMALE HEAD  

SINGLE 174  372  
MARRIED 2523  107  
SEPARATED 20  44  
WIDOWED 634  2396  

TOTAL 4026  2919  

FOR FURTHER ANALYSES OF 1986 CENSUS DATA CONTACT: 
Z JOHNSON, COMPUTER DEPT, EASTERN HEALTH BOARD, TEL (01)537951 



[CENSUS] EHB12.SAS 

EASTERN HEALTH BOARD – EIS PROJECT PHASE 2 1 
1986 CENSUS − PROFILE OF POPULATION AGED OVER 65 

COMMUNITY CARE AREA 5 
SUMMARY TABLE 

TOTAL POPULATION = 148,781 
TOTAL PERSONS OVER 65 = 6,520 
PERCENTAGE OF POPULATION OVER 65 = 6.3 % 
NUMBER OVER 65 LIVING ALONE = 1,288 
PERCENTAGE OVER 65 LIVING ALONE = 19.8 % 
NUMBER OF LONE COUPLES OVER 65 = 636 

AGE GROUP BY MARITAL STATUS 

AGEGROUP 65−69 70−74 75−79 80−84 OVER 85 TOTAL 

MALES −       
SINGLE 112 92 56 22 10 292 
MARRIED 802 520 241 92 22 1577 
SEPARATED 11 12 5 1 0 29 
WIDOWED 165 146 101 86 50 548 

TOTAL 1090 770 403 201 82 2546 

FEMALES −       
SINGLE 211 163 154 107 80 715 
MARRIED 602 345 131 33 12 1123 
SEPARATED 23 6 7 2 0 38 
WIDOWED 559 546 437 328 228 2098 

TOTAL 1395 1060 729 470 320 3974 

MALE & FEMALE 2485 1830 1132 671 402 6520 

NUMBER OF PEOPLE LIVING ALONE 

AGEGROUP 65−69 70−74 OVER 75 TOTAL   

MALES 117 108 113 338   
FEMALES 310 279 361 950   

TOTAL 427 387 474 1288   

NUMBER OF PRIVATE HOUSEHOLDS HEADED BY PERSON AGED OVER 65 

 MALE HEAD  FEMALE HEAD  

SINGLE 154  297  
MARRIED 1556  48  
SEPARATED 25  31  
WIDOWED 391  1357  

TOTAL 2126  1733  

FOR FURTHER ANALYSES OF 1986 CENSUS DATA CONTACT: 
Z JOHNSON, COMPUTER DEPT, EASTERN HEALTH BOARD, TEL (01)537951 



[CENSUS] EHB12.SAS 
EASTERN HEALTH BOARD − EIS PROJECT PHASE 2 

1986 CENSUS − PROFILE OF POPULATION AGED OVER 65 

COMMUNITY CARE AREA 6 
SUMMARY TABLE 

TOTAL POPULATION = 136,128 
TOTAL PERSONS OVER 65 = 11,852 
PERCENTAGE OF POPULATION OVER 65 = 8.7 % 
NUMBER OVER 65 LIVING ALONE = 2,584 
PERCENTAGE OVER 65 LIVING ALONE = 21.8 % 
NUMBER OF LONE COUPLES OVER 65 = 1,259 

AGE GROUP BY MARITAL STATUS 

AGEGROUP 65−69 70−74 75−79 80−84 OVER 85 TOTAL 

MALES −       
SINGLE 258 176 104 63 29 630 
MARRIED 1232 906 466 162 58 2824 
SEPARATED 29 13 8 2 0 52 
WIDOWED 204 235 205 146 81 871 

TOTAL 1723 1330 783 373 168 4377 

FEMALES −       
SINGLE 576 481 386 288 166 1897 
MARRIED 1027 633 255 84 22 2021 
SEPARATED 34 23 10 1 0 68 
WIDOWED 810 854 842 564 419 3489 

TOTAL 2447 1991 1493 937 607 7475 

MALE & FEMALE 4170 3321 2276 1310 775 11852 

NUMBER OF PEOPLE LIVING ALONE 

AGEGROUP 65−69 70−74 OVER 75 TOTAL   

MALES 195 173 243 611   
FEMALES 553 540 880 1973   

TOTAL 748 713 1123 2584   

NUMBER OF PRIVATE HOUSEHOLDS HEADED BY PERSON AGED OVER 65 

 MALE HEAD  FEMALE HEAD  

SINGLE 323  885  
MARRIED 2582  110  
SEPARATED 41  51  
WIDOWED 636  2406  

TOTAL 3582  3452  

FOR FURTHER ANALYSES OF 1986 CENSUS DATA CONTACT: 
Z JOHNSON, COMPUTER DEPT, EASTERN HEALTH BOARD, TEL (01)537951 



[CENSUS] EHB12.SAS 
EASTERN HEALTH BOARD − EIS PROJECT PHASE 2 

1986 CENSUS − PROFILE OF POPULATION AGED OVER 65 

COMMUNITY CARE AREA 7 
SUMMARY TABLE 

TOTAL POPULATION = 121,230 
TOTAL PERSONS OVER 65 = 15,258 
PERCENTAGE OF POPULATION OVER 65 = 12.6 % 
NUMBER OVER 65 LIVING ALONE = 3,815 
PERCENTAGE OVER 65 LIVING ALONE = 25.0 % 
NUMBER OF LONE COUPLES OVER 65 = 1,826 

AGE GROUP BY MARITAL STATUS 

AGEGROUP 65−69 70−74 75−79 80−84 OVER 85 TOTAL 

MALES −       
SINGLE 364 262 173 77 41 917 
MARRIED 1415 1083 643 257 88 3486 
SEPARATED 31 20 12 1 1 65 
WIDOWED 269 273 247 169 110 1068 

TOTAL 2079 1638 1075 504 240 5536 

FEMALES −       
SINGLE 773 701 562 358 257 2651 
MARRIED 1191 771 364 140 38 2504 
SEPARATED 53 32 12 1 0 98 
WIDOWED 951 1115 1022 821 560 4469 

TOTAL 2968 2619 1960 1320 855 9722 

MALE & FEMALE 5047 4257 3035 1824 1095 15258 

NUMBER OF PEOPLE LIVING ALONE 

AGEGROUP 65−69 70−74 OVER 75 TOTAL   

MALES 285 269 334 888   
FEMALES 775 831 1321 2927   

TOTAL 1060 1100 1655 3815   

NUMBER OF PRIVATE HOUSEHOLDS HEADED BY PERSON AGED OVER 65 

 MALE HEAD  FEMALE HEAD  

SINGLE 511  1374  
MARRIED 3198  129  
SEPARATED 49  69  
WIDOWED 809  3329  

TOTAL 4567  4901  

FOR FURTHER ANALYSES OF 1986 CENSUS DATA CONTACT: 
Z JOHNSON, COMPUTER DEPT, EASTERN HEALTH BOARD, TEL (01)537951 



[CENSUS] EHB12.SAS 
EASTERN HEALTH BOARD − EIS PROJECT PHASE 2 

1986 CENSUS − PROFILE OF POPULATION AGED OVER 65 

COMMUNITY CARE AREA 8 
SUMMARY TABLE 

TOTAL POPULATION = 187,806 
TOTAL PERSONS OVER 65 = 9,787 
PERCENTAGE OF POPULATION OVER 65 = 5.2 % 
NUMBER OVER 65 LIVING ALONE = 1,970 
PERCENTAGE OVER 65 LIVING ALONE = 20.1 % 
NUMBER OF LONE COUPLES OVER 65 = 1,099 

AGE GROUP BY MARITAL STATUS 

AGEGROUP 65−69 70−74 75−79 80−84 OVER 85 TOTAL 

MALES −       
SINGLE 221 158 112 50 21 562 
MARRIED 1309 808 389 165 49 2720 
SEPARATED 18 12 8 1 1 40 
WIDOWED 170 191 176 117 78 732 

TOTAL 1718 1169 685 333 149 4054 

FEMALES −       
SINGLE 311 273 225 125 89 1023 
MARRIED 952 490 237 77 16 1772 
SEPARATED 31 30 5 1 2 69 
WIDOWED 671 769 695 450 284 2869 

TOTAL 1965 1562 1162 653 391 5733 

MALE & FEMALE 3683 2731 1847 986 540 9787 

NUMBER OF PEOPLE LIVING ALONE 

AGEGROUP 65−69 70−74 OVER 75 TOTAL   

MALES 157 154 187 498   
FEMALES 393 422 657 1472   

TOTAL 550 576 844 1970   

NUMBER OF PRIVATE HOUSEHOLDS HEADED BY PERSON AGED OVER 65 

 MALE HEAD  FEMALE HEAD  

SINGLE 254  470  
MARRIED 2560  77  
SEPARATED 31  47  
WIDOWED 515  1855  

TOTAL 3360  2449  

FOR FURTHER ANALYSES OF 1986 CENSUS DATA CONTACT: 
Z JOHNSON, COMPUTER DEPT, EASTERN HEALTH BOARD, TEL (01)537951 



[CENSUS] EHB12.SAS 
EASTERN HEALTH BOARD − EIS PROJECT PHASE 2 

1986 CENSUS − PROFILE OF POPULATION AGED OVER 65 

COMMUNITY CARE AREA 9 
SUMMARY TABLE 

TOTAL POPULATION = 116,247 
TOTAL PERSONS OVER 65 = 8,085 
PERCENTAGE OF POPULATION OVER 65 = 7.0 % 
NUMBER OVER 65 LIVING ALONE = 1,565 
PERCENTAGE OVER 65 LIVING ALONE = 19.4 % 
NUMBER OF LONE COUPLES OVER 65 = 833 

AGE GROUP BY MARITAL STATUS 

AGEGROUP 65−69 70−74 75−79 80−84 OVER 85 TOTAL 

MALES −       
SINGLE 313 213 127 76 26 755 
MARRIED 943 649 384 154 52 2182 
SEPARATED 20 5 8 1 1 35 
WIDOWED 170 171 163 107 73 684 

TOTAL 1446 1038 682 338 152 3656 

FEMALES −       
SINGLE 231 220 147 101 68 767 
MARRIED 666 373 198 60 17 1314 
SEPARATED 16 4 3 6 1 30 
WIDOWED 587 635 543 332 221 2318 

TOTAL 1500 1232 891 499 307 4429 

MALE & FEMALE 2946 2270 1573 837 459 8085 

NUMBER OF PEOPLE LIVING ALONE 

AGEGROUP 65−69 70−74 OVER 75 TOTAL   

MALES 188 144 198 530   
FEMALES 323 311 401 1035   

TOTAL 511 455 599 1565   

NUMBER OF PRIVATE HOUSEHOLDS HEADED BY PERSON AGED OVER 65 

 MALE HEAD  FEMALE HEAD  

SINGLE 426  314  
MARRIED 2029  59  
SEPARATED 22  24  
WIDOWED 470  1506  

TOTAL 2947  1903  

FOR FURTHER ANALYSES OF 1986 CENSUS DATA CONTACT: 
Z JOHNSON, COMPUTER DEPT, EASTERN HEALTH BOARD, TEL (01)537951 


