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1. INTRODUCTION 

1.1 BACKGROUND 

The demographic profile of the population in our Board's area is changing with 
increasing numbers of people living into old age. Whilst most people will have 
an active and healthy old age, there are a sizeable minority of old persons who are 
likely to require support and care, as they grow older. Research indicates that 
many older persons are in need of some care and some in need of significant 
levels of care up to and including residential care. 

Current service provision is underpinned by the findings, recommendations and 
policies established by the reports: - 

> 'The Years Ahead - 1988 
9 Shaping a Healthier Future - Department of Health (1 994) 
2 10 Year Action Plan For Services For Older Persons - Eastern Health 

Board (1989) 
> Quality and Fairness; health system for you - Health Strategy 

Department of Health (2001) 
P Report of the Working Group on the Short and Medium Term Service 

Needs of Older Persons and Young Chronic Disabled (Collaborative 
Working Group Report) - NAHB 2001 

9 The Psychiatric Services - Planning For the Future (1 984) 
> Acute Hospital Bed Capacity - A National Review (2002) 

From the late sixties there has been a marked increase in the level of affluence in 
the country as a whole. This however, has been accompanied by significant 
social change such as the decline in the pattern of extended families and the 
decrease in the incidence of volunteerism and relative carers. This change has 
increased the number of older persons presenting for services, changed the mix 
and type of client; has raised expectations on quality of service; and has led to a 
move away from volunteer/relative carer provision of service to health service 
provision. 

In the years following the publication ofPlanning for the Future the inappropriate 
placement of geriatric patients and patients with dementia, in psychiatric hospitals 
in our Board's area has discontinued. One of the recommendations of that report 
was that a comprehensive integrated geriatric service was required to cater for 
the needs of the elderly, including older people who have developed psychiatric 
disorders or dementia with behuvioural or psychological problems for the first 
time over the age of 65 years. 



.. . 

1.2 DEMOGRAPHICS 

The demographic profile of the population of the Northern Area Health Board 
indicates an ageing population which, when matched with significant areas of 
social deprivation, demonstrates the need for increased and enhanced services 
across the continuum of care. 

The 1996 census of population indicated that there were 43616 people aged 65 
and over in the Northern Area Health Board area - 9.58% of the population. - of 
these 16,700 were aged 75. 

All the relevant and reliable census predictions indicate that both of these 
population cohorts will significantly increase in the coming years up to and until 
2006 with the population over 65 growing by 13% and the population aged 75 and 
over, growing by 8%. 

The upcoming census (2002) will be critical in informing planning and service 
I developments for older people. 

1.3 COMMUNITY SERVICES INFRASTRUCTURE 

The I 0  year Action Plan and the Collaborative Working Group Report identified 
that older persons wished to continue living andor be cared for at home and 
current information indicates that the majority of older persons continue to reside 
at home with the support of friends, family, neighbours, the voluntary sector and 
community service, where required. 

These reports also indicated that there were significant service gaps across the 
continuum of care and that there was a particular need to increase services in 
areas such as public health nursing, professionals allied to medicine, low support 
day care and other community supports. 

There was also a clear indication that our Board needed to develop services seven 
days a week and to explore high support services, as epitomised by the Home 
First Project, and the supply of tailored home care packages. Other areas 
highlighted for development included the supply of respite services in the home 
setting. 



2.1 STRATEGIC FOCUS 

Our Board works in partnership with the voluntary providers, statutory agencies 
and service users, so as to provide and develop effective and sustainable services. 

The following principles underpin our Board's approach to service delivery: 

P To maintain older persons in dignity and independence at home in accordance 
with their wishes as expressed in various studies. 

P To restore to independence at home those older persons who become ill or 
dependent. 

T9 encourage and support the care of older persons in their own community 
by, family, neighbours, and voluntary bodies in every way possible. 

P To promote healthy ageing with the assistance of voluntary bodies involved 
with older persons. 

P To ensure that the Health and social gain needs of the population are met 
while ensuring that the customer and patients are provided with a seamless 
service achieved through co-ordination of resources and structures. 

P The provision of equitable access to services for older persons. 

P The continuous assessment and evaluation of service delivery. 

2.2 OUR BOARD'S MISSION FOR OLDER PERSONS 

Our Board's Service for Older Persons promotes the enhancement of the health 
and social status of older persons in our Board's area, in partnership with other 
statutory and voluntary organisations, through the provision of a range of support 
services at community level to allow older persons remain in their homes for as 
long as is practical with dignity, independence and a good quality of life. The 
transfer of an older person from hisher home to inpatient care should only be 
considered when the older person has been medically assessed as in need of such 
care and when all other care options to support and facilitate the older person to 
continue living at home have been exhausted. 

The service aims to provide appropriate care in an appropriate setting, with timely 
and adequate access to the full range of services for older persons who present 
with needs throughout our area. 



As with all other care groups the launch of the new Health Strategy - Quality and 
Fairness - A Health System for you - in November, was of major significance to the 
development of services for older persons. It is our Board's policy to continue to 
develop our services to reflect the ethos and principals underpinning the Strategy in 2002 
and the years ahead. 

The aging of Ireland is central to the Strategy, which sets out to create supports, systems 
and structures to enable older persons to remain healthy, contributoty and autonomous 
throughout their later years. 

/ 
Recent widening of Medic91 Card eligibility, further improved by the Strategy, will make 
a profound positive contribution to the health issues affecting older persons, as will the 
planned changes in Primary Care, which will bring care closer to home and streamline 
the multiplicity of supports older persons can require. The Strategy plans the recruitment 
of a multi-disciplinary range of staff to support the development of primary care services 
of particular relevance to older persons, including domiciliary care, day and respite 
services. 

The new Health Strategy set out the following actions for older persons. 

> A co-ordinated action plan to meet the needs of aging and older people will be 
developed by the Department of Health and Children in conjunction with the 
Department of the Environment and Local Government; Social, Community 
and Family Affairs; and Public Enterprise. 

> Community groups will be funded to facilitate volunteers in providing support 
services such as shopping, visiting and transport for older persons. 

Health boards will continue to take the lead role in implementing the Health 
Promotion Strategy for Older People, Adding years to life and life to years 
(1998). 

An action plan for dementia, based on the recommendations of the National 
Council for Ageing and Older People, will be implemented. 

In addition, the following specifics are planned within the Strategy on a national basis 
and are applicable to the Northern Area Health Board on the basis of the percentage of 
the population aged 65 years and over in the area. 

> Putting in place programmes to support informal caregivers through the 
development of networks, provision of basic training and greater availability of short- 
term respite care. 



Putting in place programmes to foster voluntarism and community responsiveness 
to local needs. 

3 Extension of the remit of the social services inspectorate to include residential 
care for older people - and development of national standards for such care. 

3 Examination of the concept of the introduction of a home subvention scheme. 

In terms of immediate service enhancement, the Strategy indicates the need to put in 
place on a national basis the following actions, which also apply to our Board on a pro 
rata basis: 

3 7,000 additional day centre places. 

P Increased funding for aids and appliances in people's homes. 

P 1,370 additional assessment and rehabilitation beds. 

3 Appointment of additional geriatricians to aid planned development of acute 
geriatric medical services. 

P 600 additional day places covering specialist areas such as falls, osteoporosis 
treatment, fracture prevention, Parkinson's disease, stroke prevention, heart 
failure and continence promotion clinics. 

P 800 extended care/community nursing unit places per annum over the next seven 
years, including provision for persons with dementia. 

3 Improved staffing in extended care units. 



4. FUTURE OPERATING ENVIRONMENT 

The main features of the operating environment to be taken into account for the future 
development of services for the elderly includes the following: - 

Significant population growth and particularly rapid growth of the elderly in 
the population as a whole. 

Continuing rapid economic growth with rising income levels and full 
employment. 

Continuing social change with the ongoing change from traditional values. 

Predictable areas of high deprivation. 

Multiplicity of ne,eds of those presenting for and requiring services. 

A desirable increase in advocacy exerting pressure for improved quality and 
range of service. 

Decrease in the incidence of volunteerism and relative carers. 

Improved interest by and rapport of the elderly population with the service 
leading to their accessing services as a right. 

Ongoing pressure for accountability and value for money. 

Difficulties in attracting and retaining staff. 



5 .  SERVICE PROVISION 

Services for older persons incorporate: - 
P assessment services, community (day hospital - including mobile day 

hospital) and inpatient assessment; 

z a wide range of community based services (which includes General 
Practitioners and their support services) 

P services provided by the voluntary sector 

P residential services, convalescent, respite and extended care 

i. contractual arrangements with the private sector (nursing home), respite, 
convalescent extended care and subvented accommodation. 

As recommended in the 10 Year Action Plan our Board reco&mises and is committed to 
the concept of pro;iding integrated care packages for older persons in our area. A care 
group structure has focused individual disciplines to the delivery of services towards an 
integrated model. Central to this is the role of the General Practitioners and heads of 
disciplines in the community who work closely with the Manager of Services for Older 
Persons, the Consultant Physician in Medicine for the Elderly, and the Consultant 
Psychiatrist in the Psychiatry of Old Age, and the management of acute hospitals, to 
provide the most appropriate care in the most appropriate setting for older persons. 

5.1 COMMUNITY SERVICES 

5.1.1 GENERAL PRACTITIONERS SERVICES 

There are one hundred and eighty seven General Practitioners, a significant 
number of whom have the support of Practice Nurses and other staff, in the 
Northern Area Health Board, providing a range of medical services to eligible 
persons in the community. General Practitioners are key players in the provision 
of front line services for older people. It should also be emphasised that the 
General Practitioner together with the Public Health Nurse act as g&ekeepers to 
the service and tend to be the first professionals who review older persons when 
ill and their decisions are vital in deciding on the care path an older person is 
placed on and what services should be accessed. Both the Years Ahead and the 
Health Strategy advocate that the GP takes a holistic approach to the care of 
patients - including older persons - taking full account of the psychological, 
social and environmental factors, which influence the patient's health status. 

As stated in The Years Ahead- A Policy for the Elderly "a comprehensive nursing 
service is as vital to caring for older people at home as a good medical service". 



Our Board employs a total of 162 Public Health Nurses and RGN's in the three 
Community Care Areas with each area managed by a Director of Public Health 
Nurse. The average time spent by a PHN on care of the sick and dependant at 
home comprises approximately 44% of the average working day (Burke 1986), 
whilst the commitment of the RGN is almost full time. A significant commitment 
of the Community Psychiatric Nurse's time would also be allocated to elderly 
services in supporting those with an overriding psychiatric condition. 
Notwithstanding the increasing number of patients requiring nursing care, the 
complexity of the care required has also increased. It is the responsibility of each 
PHN to prioritise her work by assessing the needs of patients in her care. 
Professionals allied to medicine, psychology, social work, occupational therapy, 
physiotherapy, speech and language therapy, provide services to older persons as 
appropriate and are deployed in the community and residential services. 

5.1.2 COMMUNITY WARD TEAMS 

Community Ward Tedms were established in each Community Care Area to 
provide outreach care services for older people in their own homes. At present 
our Board has three Community Ward Teams in each Community Care Areas. 
The service facilitates the earlier discharge of patients from acute hospital service 
and obviates the need for referral of patients by general practitioners to acute 
general hospitals in certain circumstances. The multi- disciplinary team consists 
of: 

9 Team Leader 1 Senior Public Health Nurse 

* Registered General Nurses 

* Physiotherapist 

9 Occupational Therapist 

Home Care Attendants 

Currently, all Teams are experiencing some staffing shortfalls; priority staff is 
seconded from the broader staff complement within the Areas. 

No. Of Admissions in 2001 - 342 

5.1.3 DAY CENTRES 

Our Board funds a number of day centres, set out hereunder, which pnwide a 
range of social and other services for the elderly. 

Area 
Area 6 
Area 7 

2000 
11 
20 

2001 
11 
20 



5.1.4 HOME HELPS 

Day Care Places 
In the Community 
(Social) in the Community 

Home Help is a support service to enable elderly and incapacitated persons to be 
maintained in their own homes and is in the main provided by the voluntary 
sector. Details of budget and staffing (mainly part-time) for this service are as 
follows: 

Total Attendances 
44,295 

189,497 

2000 I 2001 
€0005 1 Nos. €0005 1 Nos. 

I 
Area 6 
Area 7 

P Total No. ofpersons assisted in 2001: 42,624 
P Additional Hours home help contracted 2001: 28,000 

I I I I 

Area 8 I - 1472 I 450 I 3174 463 

The increase in pay to staff in the Home Help service was a very welcome 
development and brought the pay of Home Helps up to comparable pay levels 
with care workers. This has had the benefit of attracting home helps into the 
service and will facilitate the broadening of the range and level of service to be 
provided by the Home Help. 

667 
1523 

Totals I 3662 1213 

5.1.5 MEALS ON WHEELS ACTIVITY 

Meals are supplied to older people in their own home who are unable to provide 
for themselves. The objective of this service is to maintain older pople at home 
for as long as possible. 

Employed 
266 
497 

9268 1230 

1650 
4444 

Area 6 
Area 7 
Area 8 
Totals 

Employed 
266 
50 1 

Budget 2000 
€ 0 0 0 ~  
99 

255 
86 

440 

Budget 2001 
€ 0 0 0 ~  

121 
317 
114 
552 

% Increase 

22 
24 
33 
25 



The average number of meals provided to older persons within each of our 
Communiq Care Areas is as follows: 

5.1.6 MOBILE DAY HOSPITAL 

CURRENTACTIWTY OUT TURN 

The mobile day hospital brings the benefits of a day hospital to the elderly in 
areas distant from a general hospital and is staffed by a multidisciplinary team. 
The mobile day hospital visits centres in Swords and Balbriggan and liases 
closely with the local G.Ij.'s and Public Health Nurses. 

Area 6 
Area 7 
Area 8 
TOTAL 

Total ~ d .  Of Attendances in 2001 - 1097 

5.1.7 INFLUENZA VACCINE CAMPAIGN 

Average Number of Meals each Month 

A comprehensive influenza vaccine campaign was undertaken in 2001 and key 
stakeholders were advised i.e. 

G.P.'s with respect to older persons and carers 

P Private Nursing Homes 

Hospitals/Homes for Older Persons 

P Acute Hospital (Older Persons) 

Psychiatric Hospitals 

P Services for persons with special needsidisability and their carers 

9 Frontline staff dealing with above services 

2000 
9,658 

16,65 1 
10,382 
36,691 

There were 54,262 vaccines issued to General Practitioners in the Northern Area 
Health Board. This represents a very high uptake relative to the population 65+ 
in our Boards area. 

2001 
9,758 

24,160 
8,519 

42,437 

5.1.8 ADAPTATION OF HOUSING 

Eastern Community Works Ltd. carries out adaptation to houses of older persons 
living alone with funding provided by the Department of the Environment and 
Local Government. This involves minor essential home repairs and adaptations, 
and contributes to the overall strategic objective of enabling older persons to 
remain at home in comfort for as long as possible. 



ACTIVITY OUT-TURN FOR NORTHERN AREA HEALTH BOARD 

5.1.9 COMMUNITY DEVELOPMENTS INCLUDING VOLUNTARY 
HOUSING 

No. of applications 2001 
No. of projects completed in 2001 
No. of projects on hand at 

Considerable progress is being made in discussions with the local authorities and 
voluntary housing associations. These discussions are centring around proposals 
for innovative sheltered housing developments which will bridge the gap between 
conventionallsheltered housing units and residential care. The residents of these 
facilities wil) require significant input from health professionals; this is somewhat 
similar to sqrvices provided to older persons in conventional housing. Senior 
management from our Board and Fingal County Council are involved in ongoing 
discussions from a planning perspective. Discussions on the needs for the elderly 

- 

population - sheltered housing, site for day centres and community units for the 
elderly are an integral part of the overall agenda. We will be in a position to 
bring a report to our Board for consideration in the immediate future on the 
outcome of these discussions and the options for our Board. 

5.2 SPECIALIST GERIATRIC SERVICES 

Area 6 
210 

83 
193 

The development of specialist Geriatric Departments in general hospitals has been 
one of the most significant advances in the care of older persons in recent 
decades. 

Departments of Medicine for the Elderly are located at the three acute hospitals in 
our Board's area. There are four Consultant Physicians in Medicine for the 
Elderly who hold joint appointments with our Board and the various voluntary 
hospitals. 

Area 7 
187 
87 

239 

The service is provided by a Consultant led multidisciplinary team who have 
access to the full range of diagnostic facilitig in the acute hospital. Access to this 
service is by way of GP referral. These units ensure the prompt and appropriate 
admission of older persons to hospital, and their appropriate planned discharge 

Area 8 
119 
59 

143 



5.3 PSYCHIATRY OF OLD AGE 

The service is based on domiciliary assessment and community support and is 
provided by a Consultant led multidisciplinary team for Areas 6 and 7. The 
service is supported by day hospitals, James Comolly Memorial Hospital, and 
Eccles St. and by 6 assessment beds in St. Vincent's Hospital, Fairview, and 
specialist placement facilities - Unit 3, J.C.M.; Verville and Bloomfield. There 
are also beds allocated to the psychiatry of old age in our Board's community 
units. 

ACTIVITY LE VELS 

J.C.M. I 40 

I 

Bloomfield 25 I 15 
Sean Chara I i 10 1 
Community Unit 
Cuan Ros 
Community Unit 
Lusk Community 
Unit 

DAY HOSPITALS 

Total Referrals to Service 2001 - - 697 
New Referrals - - 417 
Re-referrals - - 280 
New referrals to Community Mental Health Nurses = 219 
Re-referrals - - 120 

* These beds will be phased in during 2002. 

10 

10 * 

Street 

This service is now being extended to Area 8 with the appointment of a second 
Consultant and team - the Consultant took up duty in March 2002. 

1 

J.C.M. 
Eccles 

I 

Initially the team will utilize specific core areas in St. Ita's Hospital for 
assessment and special support. A purpose built Rehab. Unit is planned for 
Beaumont Hospital, which includes a dedicated day hospital for older persons and 
psychiatry of old age. In the medium term the team will develop day hospital 
services in identified locations pending the development of above unit. 

No. of Referrals 

49 
75 

No. of Places 

12 per day 
12 per day 

No. of Attendances 
2001 
1014 
682 



This new service will be enhanced by developing close working relationships 
between the Consultant Psychiatrists, Consultant Psychiatrist in the Psychiatry of 
Old Age and Consultant Physicians in Medicine for the Eldaly in the area. This 
will be enabled by the implementation of an agreed action plan which will put 
older persons at the centre of the care package and ensure that the older person is 
cared for in the facility most suitable to hisher care needs. 

5.4 ADULT MENTAL HEALTH SERVlCES 

Older persons who have had a mental illness for some time (prior to reaching the 
age of 65)  continue to be seen within the generic adult mental health service. 
These older persons - graduates - who have a mental illness also require 
services which provide for their needs in a way which takes account of the 
particular life stage they have reached. Some of their needs may be more 
physical than mental as the person gets older and when residential care is required 
this is provided mainly in nursing homes and our Board's elderly units. A small 
number of patients, because of their psychiatric needs, are accommodated in our 
Board's psychiatric hospitals. In the overall development plan for the campus of 
St. Brendan's and St. Ita's provision is being made for frail mentally ill patients as 
well as patients with physical care needs. There are upwards of 180 elderly beds 
in St. Ita's which are being re-engineered at present to accommodate the 
psychiatry of old age and extended care for the elderly generally in North Dublin. 
There are also approximately 40 beds for older persons in St. Vincent's Hospital, 
Fairview. The management of St. Vincent's Hospital is in the process of drawing 
up a development plan for the Hospital at present - this plan will take cognisance 
of the needs of the elderly in the area as far as practicable. 

5.5 NON ACUTE RESIDENTIAL SERVICES 

Our Board provides a broad menu of residential care services as a step-down from 
acute care and as a stepupisupport to the community services: 

P AssessmenVRehabilitation Services 

> RespiteIIntermittent Care 

> Welfare Services 

> Convalescent Care 

Extended Care Beds 

These services are provided in our Board's institutions and in private nursing 
homes - details are set out overleaf: 



Extended Care 
Resp~teilntermrttent Welfare Convalescent 

AssessiRehab Care 
Beds 

Care 

St. Mary's 52 52 

Cuan Ross * 
St. Clare's I -  I 
Sean Chara Y 
St. Monica's 

Beaumont 
Hospital 

I I 

Lusk Community - 
Unit I - 

Subventions 

TOTALS 1 150 1 150 

5.5.1 NON ACUTE BED MANAGEMENT 

It is recognised that there is an identified need for additional non-acute residential 
services for older persons in the Board's area as indicated in successive reports. 

16 



Our Board is concerned that the maximum use is made of the existing finite 
resource to the benefit of older persons. To this end a working group comprising 
of senior management, Consultant Physicians in Medicine for the Elderly and 
Consultant Psychiatrist of Old Age, have met and agreed on the equitable 
distribution of this resource across our Board's area, as part of this development, 
and involves the alignment of beds to the catchment areahospital in line with 
morbidity. 

We are currently pursuing the setting up of a database to ensure effective 
management of the bed portfolio overall and in so doing we will consult with our 
main nursing home proprietors. We will also be pursuing an additional agenda of 
becoming more involved in a partnership arrangement with nursing home 
proprietors who are interested in such a development. We will be keeping the 
Board advised on progress on those discussions. 

5.5.2 INSPECTORATE OF NURSING HOMES 

Under the Registration of Nursing Homes our Board is required to register 
nursing homes; the Inspectorate consists of an Area Medical Officer and Public 
Health Nurse. Our Board is in the process of further developing the various 
inspectorate services, including nursing home inspections, to include other 
professional inputs - fire safety, health and safety, pharmacy, infection control, 
dietetics, etc.. This will also involve the appointment of a Director of Services 
who will be responsible for drawing up an annual programme of inspections, c o  
ordination of the various teams, publishing an annual report, etc.. 

CURRENT NURSING HOMES STATISTICS 3 1/12/01 

I Nursing Homes Registered in NAHB 25 I 



6. SERVICE DEVELOPMENTS FOR 2001 

The following outlines some of the priority developments achieved during 2001 to 
meet our Board's objectives: 

6.1.1 During 2001 there were 208 additional long-stay residential places sourced for 
respitelconvalescent care, rehabilitation and extended care through the following 
range of initiatives: 

P Private nursing home places were sourced to facilitate the transfer of patients 
from St. Mary's Hospital which in turn allowed for the freeing up of the 
rehabilitation bed resource at St. Mary's Hospital. 30 BEDS 

> Additional extended care contract beds were sourced to allow patients in the 
acute hospitals who had completed the acute phase of care transfer to more 
appropriate levels of care. 83 BEDS 

P The temporarily closed bids at St. Mary's Hospital, Sean Chara Community 
Unit, St. Clare's Home and Cuan Ros Community Unit came back on stream 
during 2001. 85 BEDS 

P The 50 bed community unit at Lusk accepted its first patients in December 
2001 with the initial opening of 10 BEDS. 

6.1.2 NURSING HOME SUBVENTIONS 

The base rate for a total of 583 individuals in receipt of Nursing Home 
Subvention was increased by 25% from 114101. 

6.1.3 INCREASED STAFF RATIOS AT ST. MONICA'S HOME 

Discussions with St. Monica's Home identified a need to examine the staffing 
ratios in the home in the light of the increased nursing need of the residents in the 
home and the need for additional paramedical support. It was also agreed to 
provide two respite beds at the home and to introduce a pension scheme to secure 
the tenure of the existing staff and help with the recruitment and retention of staff. 
Eight additional staff came on stream in 2001 and the skill mix was amended to 
reflect the care needs of the residents. 

6.1.4 LUSK COMMUNITY UNIT 

Lusk Community Unit which provides 50 residential short and long stay places 
admitted its first patients on 17/12/01 and will continue to accept patients on a 
phased basis into early 2002 until the Unit is fully commissioned. The Unit 
which will address the identified need for a range of residential places for older 



persons in North county Dublin, will as the Unit develops cater for respite, 
convalescent and long stay patients including residents who suffer from dementia. 
The associated day centre will come on stream in 2002. 

6.1.5 PSYCHIATRY OF OLD AGE 

Funding for a dedicated Psychiatry of Old Age Service was provided in the 2001 
budget. Protocols for service provision were agreed during the year, as was bed 
alignment in St. Ita's Hospital; the recruitment of the Consultant took place 
concurrently. The Consultant is scheduled to take up duty in March 2002. 

6.1.6 HOME FIRST 

The cornerstone of our Board's efforts in this regard in 2001 was the piloting of 
the unique Home First Project at Beaumont Hospital which was a joint hospital 
/Community Care Area 8 development which allowed 30 patients return home 
from Beaumont Hdspital with individual care packages. This development was 
taken on board as ail alternative to residential care. 

6.1.7 HOME SUPPORT 

Our Board also piloted a Home Support Programme in Areas 7 and 8 with tailored 
packages of care to allow the older person remain at home in line with assessed 
needs. This was organised in conjunction with private care providers. Overall 
42 patients were accommodated in this programme - discharge from hospital and 
direct referral from community. 

6.1.8 NORTH lNNER CITY PARTNERSHIP 

The North Inner City Partnership has had a specific focus on the elderly. This 
has led to the appointment of two nurses, a social worker and an occupational 
therapist to work as a link between the GPs, community services and the geriatric 
services in the Mater Hospital in the provision of a seamless service; to be 
regarded as extending the day hospital to the community. 

G.P. Purtnerships (Generul) 
From the earlier days of the Northern Area Health Board there has been ongoing 
consultation with the GPs with the view to their amalgamation into partnerships. 
Three partnerships are now established - North Inner City; North City; North 
County, and consultations are currently in hand with the GPs in Dublin West. 
The role that the partnerships can play in the further development of services for 
the elderly is best illustrated by the wide range of services now in place in the 
North Inner City as shown in Appendix I. 



6.1.9 RESPITEiDAY CARE FACILITY, BALDOYLE 

The commissioning of the seven-bed respite facility and day centre at Baldoyle 
will take place in April 2002. The planning of this facility was enabled by a 
partnership between our Board and Respond Voluntary Housing Association. In 
addition to the above services there are 42 purpose built sheltered housing units 
on the campus directly managed by Respond. The respite and day facility, which 
was directly funded by our Board, will cater for seven inpatients and up to twenty 
day places. The respitelday care service will compliment similar services at the 
Lusk Community Unit and will relate as far as possible to the local community. 

6.1.10 COMMUNITY SUPPORT SERVICES 

P Meals - On - Wheels There was an increase of £1 .OO per meal on wheel paid 
from 11910 1. 

> 2 new Day Centres at Clareville Court Sheltered Housing Complex and in 
Finglas West were opened with a total of 55 places. These centres are the 
result of joint partnerships between our Board and Dublin Corporationlkey 
voluntary organizations. 

F Funding was also allocated to St. Gabriel's Day Centre, Raheny, and the Day 
Care Services at Skerries for the provision of 21 additional total places. 

F Additional revenue allocations were made available to Santa Maria Day 
Centre, Cahra West and the Lourdes Day Centre to fund the core services 
provided at these centres. 

6.1.1 1 SUPPORT TO CARERS: 

P Our Board entered into a partnership arrangement with the Carers 
Association of Ireland and in 200 1 a new resource centre for carers opened in 
Blanchardstown. 

P Increased funding was also made available to Cross Care Carers 
Association to increase the range of inputs and participants in the carers 
programme and assisted in the production of a newsletter for clients. 

P Planning for the introduction of a pilot outreach community social worker 
service was ongoing in 2001 and the two new posts were targeted to come on 
stream early in 2002. They will play a significant role in providing advice and 
counselling services to older persons and their families. 

P Our Board entered into partnership and allocated funding to the following 
organizations for the provision of a range of projects for older persons: 

Killester Social Services Centre for Older Persons 
Northside Counselling Service 
Ballymun Action Group 
Age Action Ireland 



The provision of these services is seen as critical in assisting and maintaining 
older residents at home with appropriate community support. 

These developments were prioritised as the short term objectives of the 
Collaborative Report on the Elderly which was adopted by our Board in July 
2001. As funds were not provided by the Authority for: 

k The purchase of a facility in the area for adaptation as a unit for older 
persons; 

k The employment of three Medical Officers to manage banks of contract 
beds in private nursing homes; 

k The employment of two Discharge Planning Ceordinators for Older 
Persons at the Mater and Beaumont Hospitals; 

progress could not be made in these areas. 

6.1.12 DEVELOPMENTS AT ST. MARY'S HOSPITAL 

Access to St. Mq's.Hospita1 has always been an issue of concern for relatives, 
visitors and staff alike. To overcome this difficulty, funding was provided in 
2000 to purchase a minibus to facilitate access. The minibus services the main 
Park gates at selected points towards the inner city at designated times for both 
visitors and staff. The service has been very much welcomed by staff, patients 
and their families. 

6.1.13 THE NATIONAL HELP LINE FOR OLDER PERSONS 

The National Help line for Older Persons, which has its origins in Summerhill Co. 
Meath, provides a phone in help line for older people. The help line, which is 
manned by trained older persons, provides a counselling and listening service 
throughout the country for the cost of a local phone call. In 2001 the NAHB 
funded the establishment of a new service in Finglas based in the West Finglas 
Day Care Centre. This service which is the first development of its kind in the 
Eastern Region has been welcomed by all and it is accepted that it is of significant 
benefit to those people who are alone, fearful or in need of advice. 

6.1.14 COLLABORATION WITH ACUTE GENERAL HOSPITALS 

Since the establishment of our Board, formal liaison arrangements have been 
established with the management of the Mater and Beaumont Hospitals in relation 
to services for the elderly. This collaboration involved in the main the local area 
management including the Mangers for Older Persons for our Board. We have 
further developed this collaboration with the Mater Hospital - my senior 
management and I meet with the Mater Hospital Executive Committee. This 
engagement has been very satisfactory for both parties - I am now putting in 
place a similar arrangement with Beaumont Hospital and will engage likewise 
with the Hospital Executive of James Connolly Memorial Hospital. 



6.2 STRATEGIC CAMPUS DEVELOPMENTS 

6.2.1 ST. MARY'S HOSPITAL CAMPUS 

A Working Group was appointed during 2001 to examine the role St. Mary's 
Hospital Phoenix Park could play in the delivery of quality residential services for 
older persons in the new millennium. 
The group has finished its deliberations and are expected to furnish their report in 
May 2002. 

6.2.2 ST. BRENDAN'S HOSPITAL CAMPUS 

The Northern Area Health Board, in association with the Department of an 
Taoiseach and the Department Qf Education and Science developed a strategic 
plan for the site of St. Brendan's Hospital. This plan, which includes proposals 
across care groups has major potential benefits for the development of services for 
the elderly in our Boards area. The final report is now with the Department of an 
Taoiseach. 

6.2.3 ST. ITA'S HOSPITAL CAMPUS 

As part of the de-institutionalisation process our Board also commenced and 
outline plan for the strategic development of the St. Ita's Hospital Campus to 
support the move of acute services to Beaumont Hospital. This outline plan 
includes a number of proposals for the development of services for the elderly, 
and will be progressed further in 2002. 

6.2.4 ST. JOSEPH'S HOSPITAL, RAHENY 

As already advised, we are in the process of developing a strategy plan for the St. 
Joseph's Hospital campus. This plan will include a process for a range of 
services for the elderly including residential care. 



7. FUTURE SERVICE REQUIREMENTS 

-- 

7.1 PROPOSED REVENUE SERVICE DEVELOPMENTS 2002 

The following are proposed service developments for 2002, which have to be 
prioritised in the context of the impending allocation of revenue monies for older 
person services from the Authority. 

I I € I Current ( 
000 Status 

- ~ u l l  year costs of service development initiated in 2001 - 2,652 Funding 
as per year 2001 provider plan. earmarked 
Expansion of Home First Project at Beaumont HospitaV -- Funding 
Community Care Area 8 and incorporation of assistive earmarked 
technology concept, 
Phased developmeqt of rehabilitation care needs at St. 600 Discussions 
Mary's Hospital, Phoenix Park. ongoing 
Development of Home Care Project at the Mater Hospital 450 Funding 

- 
and Community Care Area 7. earmarked 
Development of Home Care Project at James Connolly 450 Funding 
Memorial Hospital and Community Care Area 8. earmarked 
Expansion of Community Social Workers Service for -- Funding 

older persons to Community Care Areas 7 & 8. earmarked 
Creation of Health Promotion Program for older persons -- Funding 
by the recruitment of a dedicated post will include for the earmarked 
development of the Health Promoting Hospital network 
for older persons. 
Development of Respite at Home for dementia in liaison 200 No funding 

- 
with voluntary agencies. available 
Development of weekendhit of nursing service to give 254 No funding 
7-day week service to older persons. available 
Development of a pilot stroke register in community care 20 Funding 
area 6, which will enhance the rehab stroke development earmarked 
proposed at St. Mary's Hospital. 
Provision of 5 WTE post of dietician to compliment the 20 Funding 
half time post at Lusk centre, bringing the dietic staff for earmarked 
older persons to 3 WTE and one for each community care 
area. 
Pilot Home Respite Care Service for general medical 190 No funding 
clients in selected community care areas. available 
Increased the rate of each meal on wheel toel  .65 each 260 Funding 
from 1/4/02. earmarked 



Centre, and St. Gabrielles. I I 
- Pilot Home sittingbefriending service in community 29 1 No funding - - 
care area 6 in association with key yoluntary agencies I I available 
T n T A l  1 6,388 1 

No funding 
available 
Funding 
earmarked 
Under 
discussion 

Under 
discussion 
No funding 
available 
Funding 
earmarked 

Increase the range and numbers of Home Helps to 
compliment the out of hours, weekend cover proposed. 
- Increase the range and availability of aids and 
appliances. 
Implementation of a coordinated computerised bed 
management system in the Northern Area Health Board 
to maximise the use of the non-acute residential beds. 
Development of concept of care plannerstkey workers at 
community care level to manage individual caseloads. 
Develop increased range of services with Carers 
Association 
Expansion of day services Sybil1 Hill, Raheny, 
BallyboughBrendan Behan Community Centre, An 
SioliMacro in North Inner City, West Finglas Day Care 

Other developments under discussion include: 
Phased development of acutelstroke services at James Connolly Memorial; 
Joint Health Board initiative with key voluntary agency to promote a 
positive view of aging. 

165 

232 

100 

300 

64 

402 

CAPITAL PLAN 2002 - 2008 

7.2.1 FUTURE CAPITAL REQUIREMENTS 

To cater for the ongoing needs in our Boards area, a capital plan for the further 
development of services for older persons was submitted to the Eastern Regional 
Health Authority as part of our submission under the National Developments Plan 
and in line with actions recommended in the former Eastern Health Boards 10 
Year Action Plan. These developments can be actioned as capital funding is 
secured. 

SUMMARY OF CAPITAL REQUIREMENTS 

Residential Units 
Day Care Units 
Campus Developments 
Total Cost 

Total Cost 
e 000s 

Type of Development No. 

12 
11 
5 

I 

61,700 
6,930 

25,500 
94,130 



A detailed breakdown of potential capital developments with possible 
alternative funding mechanisms is set out below: 

Alternative 
Funding Source 

Community Unit for 
Elderly, Fairview 
Community Unit for 
Elderly, St. Ita's Hospital 
Psychiatry nf A W  

Total 
Budgeted 

Units 

i 

No. of 
Beds 

50 

50 

50 

j 

- Second Unit 
St. Brendan's Hospital 
x 2 Units 

7 

costs €000 '~  
5000 

5000 

5000 

I 

Community Unit for 
Elderly, Raheny 

3 

PublicPrivate 
Partnership 
Part-funded from 
sale of lands 
Part-funded from 

100 

Community Unit for 
Elderly, Balbriggan 

9 

10 

50 

Community Unit for 
Elderly, Blanchardstown 

11 

I 1,700 

50 

Community Unit for 
Elderly, Hartstown 

Community Unit for 
Elderly, Dmmcondra 

I 

Proceeds from 
sale of lands in 
St. Brendan's 

5000 

50 

Community Unit for 
Elderly, North Inner City 

1 Agencies 

Hospital 
PublicIPrivate 
Partnership with 
Voluntary 

5000 

50 

50 

I Totals 1 607 1 61,700 

Agencies 
PublicIPrivate 
Partnership with 
Voluntary 

5000 

50 

Agencies 
PublicIPrivate 
Partnership with 
Voluntary 

5000 

5000 

Agencies 
Public/Private 
Partnership with 
Voluntary 
Agencies 
PublicIPrivate 
Partnership with 
Voluntary 

5000 
Agencies 
PublicPrivate 
Partnership with 
Voluntary 



7.2.2 DAY CARE 

( Area 8 
Totals I 6930 

7.2.3 CAMPUS DEVELOPMENTS & REFURBISHMENTS 

In addition to the above, our Board is working in partnership with Beaumont 
Hospital and the Orthopaedic Hospital, Clontarf in the context of developing 
rehabilitation services. Subject to the availability of capital funding 64 
rehabilitation beds will be located in Clontarf and 30 rehabilitation beds on the 
campus of Beaumont Hospital. 

500 
1000 

20,000 
1,000 
3,000 

25,500 

Kitchen Refurbishment 
General Refurbishment 
Developments 
Rehabilitation Units - Stroke 
Refurbishment 
Totals 

St. Ita's Hospital 
St. Mary's Hospital 
St. Mary's Hospital 
St. Mary's Hospital 
Verville Retreat 



8.1 STAFF RECRUITMENT & RETENTION 

One significant challenge which requires to be confronted is the continued 
difficulty in recruiting professional staff to optimise our Board's community 
response to the needs of the elderly. It is vital that every effort continues in 2002 
to recruit and fill vacancies in the community in order to provide a progressive 
service to older persons. 

One of the key challenges facing our Board is the employment of staff to fill 
vacancies among professi/onal grades at community level. This issue has been 
addressed in the non acute residential facilities with successive overseas nurse 
recruitment drives but this recruitment drive needs to be redoubled to fill the 
vacancies at community level. Equally important is the actioning of a manpower 
planning policy, which will ensure that adequate staff are trained and educated 
and available at key times to staff the developing services for older persons. The 
Bacon Report, commissioned by the Department of Health and Children and 
published in July 2001, deals fully with the current and future supply and demund 
of therapy grades. This is a very significant report in the context of manpower 
planning, increase in higher training places, and provision of resources overall. 

It is apparent from many reports that in addition to increasing community care 
services there continues to be a need to advance our capital development 
programme. This brings its own challenge as this will require considerable 
additional staff across all disciplines. In this regard it will be itnportant to 
examine innovative ways of staffing these units in partnership with the voluntary 
sector and also examine the skill mix of staff to ensure that there is not an over 
reliance on scarce professional staff particularly nursing staff. The issues of 
retention of staff is another factor that requires to be addressed and this is 
particularly important in the older residential care settings, such as St. Mary's 
Hospital, St. Clare's Home, Ashgrove and Clarehaven Welfare Homes. A 
continued programme of adaptation and quality improvements to bring these units 
up to an agreed standard is required which will in turn result in a higher level of 
staff retention. 



8.2 FUTURE SERVICE MIX 

It is accepted that in a free market and with the obvious demand for residential 
care places that the number and quality of private homes will continue to develop. 
However our Board should not become over dependent on private homes and this 
presents a clear challenge to continue to develop health board community type 
units for older persons either in partnership with the voluntary sector including 
voluntary housing agencies or by direct build in the traditional manner. This is 
required in order to ensure that the most heavily dependent older persons who 
may have multiple care needs of a physical and psychiatric nature can have that 
care met in appropriate care settings. 

M. WINDLE 
CHIEF EXECUTIVE 

2znd April, 2002 



APPENDIX I 

NORTHERN AREA HEALTH BOARD 

North Inner City of Dublin Partnership 
in 

Primary Care 

Summaw of Developments 

The Partnership was established to proactively develop primary 
Care Services for the North Inner City of Dublin Community in 
conjunction with the Hospitals so that the provision of and access 
to a wide range of services are enhanced. Through proactive 
initiatives it is envisaged that an integrated approach to service 
delivery will be fostered to enable the local population to receive 
quality health care services in the most appropriate setting. 

Initiatives Undertaken 

Two Partnership Team Nurses, a Partnership Team Leader 
Social Worker, a Partnership Senior Occupational Therapist 
and a Senior Speech and Language Therapist are being 
appointed to work with the Hospital, General Practitioners and 
Community Care Staff to provide services to the older patients 
of the General Practitioners in the Partnership 



A courier service for the delivery of Medical Laboratory 
Specimens has been established for the General Practitioners in 
the Partnership. This has resulted in returning test results and 
discharge summaries more speedily. This service meets the new 
European Standards on the Transport of Medical Specimens( 
EN 829) 

A Courier Service is also in place to deliver post between the 
Muter Hospital and General Practitioners 

A Courier Service for the delively of Cervical Smears to the 
Rotunda Hospital has also been established 

1 

A Direct Access Physiotherapy Service has been set up 

A Directory of Services and Staff in the North Inner City Area 
has been compiled 

Newsletters have been circulated to General Practitioners and 
Staffabout ongoing developments in the Partnership 

Changes have been made to the format of the Discharge 
Summaly 

A Consultant has been appointed as the Consultant Liaison for 
General Practitioner issues 

Up- to- date waiting times lists are circulated on a regular basis 
to General Practitioners and staff in Community Care 



Ways of addressing the problem of DNAs has been discussed. 
For example a poster has been devised to heighten the public's 
awareness of the importance of cancelling appointments 

Changes have been made to the format of the Lab Forms to 
speed up referral 

A new system has been put in place regarding urgent referrals 
to Public Health Nurses 

Ward Clerks are informing General Practitioners of the death 
of a patient 

1 

Work has been ongoing to encourage computerisation of 
- 

General Practitioners' Practices 

A post for a Senior Psychologist to provide a Direct Access 
Psychology Sewice for the General Practitioners in the North 
Inner City Partnership has been agreed 

Options regarding Shared Care Community models for 
anticoagulation management are being considered 

The development of a Diabetic Shared Care Service is also 
being explored 


