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FOREWORD 

In 1968 the Dublin Health Authority approached the voluntary organisations providing 
services for the mentally handicapped in the Dublin area and suggested that some means 
of co-ordinating the efforts of those organisations and of the Authority should be found. 
As a result, a Mental Handicap Committee comprising the medical directors of the 
voluntary organisations and the Authori ty 's staff was formed. This committee has been a 
forum for the exchange of ideas and has led to a more harmonious arrangement in the 
planning of services. 

The Committee continued to meet after the Eastern Health Board assumed responsibility 
for the health services of Dublin, Kildare and Wicklow in 1 9 7 1 . A report produced by it in 
April 1 9 7 0 has served as a guideline for the Board to the present. 

In Apri l , 1980 the Department of Health produced a Report of a Working-Party on 
Services for the Mentally Handicapped. The Working Party's objective was to estimate 
the number of places needed in residential centres for the mentally handicapped. 

It seemed an appropriate time for the Committee to examine the present state of the 
services in the Board's area and to make proposals for a comprehensive service based in 
the community. The Committee was also asked to estimate the number of persons who 
were considered to be in inappropriate settings and to suggest means of overcoming the 
problem, and also to estimate the numbers requiring services up to 1 9 9 1 . 

The attached report outlines the Committee's findings and recommendations on these 
matters. 

T Keyes 

Programme Manager 
Special Hospital Care Programme 
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MENTAL HANDICAP COMMITTEE 

* Mr J Clarke, Planning & Evaluation Officer (Chairman) 
1 James's Street, Dublin 8 

1. Dr J Cooney, Medical Director, St Vincent's Centre, Navan Road 

2. Mr J Doyle, General Administrator, Emmet House 

3. Mr T Keyes, Programme Manager, Special Hospital Care, 
St Brendan's Hospital 

4. Mr F J McCullough, General Administrator, St Brendan's Hospital 

5. Dr V Molony, Director of Mental Handicap, Ballyboden 

6. Dr M Mulcahy, Medical Director, Stewart 's Hospital, Palmerstown 

7. Dr John P A Ryan, Medical Director, Cluain Mhuire Family Centre, 
Newtownpark Avenue, Blackrock 

8. Dr B Stokes, Medical Director, St Michael's House, Goatstown 

9. Mr Liam A Sweeney, Senior Executive Officer, 
Mental Handicap Service, Ballyboden 

* Mr J Clarke died October 1981 

Former members of the committee, who contributed greatly to the 
formulation of ideas and general policy were: 

Mr J J Nolan, 79 Blackheath Park, Clontarf 

Mr F Elliott, 30 Baymount Park, Dublin 3 



JOHN CLARKE 

An Appreciation 

The chairman of our Committee, John Clarke, died after a short 

illness on 22 October 1981. 

His death is a great personal loss to each of us and to the mentally 
handicapped for whom he worked so tirelessly, not only in our 
committee but in many other ways. 

The production of this report is due in no small measure to his 
efforts. Through his tact and understanding he helped us to clarify 
our thoughts and. to harmonise our differing viewpoints into a 
consensus. He was working on the final draft when illness overtook 
him. It was typical of him that he even insisted on bringing his papers 
into hospital to put the final touches to the report. 

May he rest in peace 





(iv) 

M A I N R E C O M M E N D A T I O N S 

1. Underlying all our recommendations is the conviction that the Board's policy 
should be to maintain mentally handicapped persons in the community as long 
as possible, and that the services should be developed wi th this objective in 
mind. 

2. Services in the community 

We consider that a wide range of services to help the mentally handicapped 
and support their relatives should be developed in the community. Services 
discussed are (a) community education programmes(21.2), (b) index of the 
mentally handicapped(7.1) (c) genetic counsell ingd 8.0) (d) counselling for 
the new-born(11.0) (e) baby-sitting (19.0) (f) pre-school, school-going and 
adolescent services (10.2) (g) adult cared (10.2) (h) adult foster ingd 5.0) 
(i) cr isis day c e n t r e s d (16 .0 ) (j) h o s t e l s d (14 .0 ) (k) recreat ion and 
sports(20.0) 

3. Residential places 

(a) There is a need for an additional 858 residential places for the mentally 
handicapped now, and a further 787 places will be required by 1991 making 
1,645 in all. Planning to meet these needs should commence now (9.8). 

(b) A minimum of ten beds should be provided in the larger psychiatric 
hospitals for the treatment of mental illness in the mentally handicapped(4.1). 

(c) A minimum of ten neuro-psychiatric beds should be provided in each 
general hospital for the treatment of patients wi th physical i l lnessd 7.2). 
(d) Special units should be established for the care of the 1 00-1 50 disturbed 
mentally handicapped patients in the Board's area(5.1) 

4. Mentally handicapped persons in psychiatric hospitals 

(a) In future a mentally handicapped person should not be admitted to a 
psychiatric hospital unless in need of psychiatric treatment(3.1) 

(b) The services for mentally handicapped persons at present in psychiatric 
hospitals should be developed on lines similar to well-run mental handicap 
centres(3.2) 

5. Catchment area services 

A comprehensive range of services should be developed within each 
catchment area to meet the needs of persons in the area. Responsibility for the 
different areas should be agreed by the organisations delivering services(8.0). 

6. Research 

(a) An Institute of Mental Handicap with responsibility for the organisation of 
research should be established and funded from public resources (22.1). 

(b) The NAMHI and all organisations concerned, should be encouraged to 
sponsor research into mental handicap(22.2). 
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1.0 HOW THE SERVICES DEVELOPED 

1.1 Mental handicap is sometimes wrongly confused wi th mental illness. Mental 
illness can strike anyone at any age; it usually responds to treatment and can 
often be cured. Mental handicap, on the other hand, is usually determined 
before or during birth or in the early weeks of life and affects a person's ability 
to learn or reason. It cannot be 'cured' in the sense that an illness can. 
Nevertheless, the development of mentally handicapped people can often be 
improved by education, training and social care. Without such help they may 
remain unnecessarily restricted. The 1 965 Report of the Commission of Inquiry 
on Mental Handicap uses the term mentally handicapped to describe 'those 
who, by reason of arrested or incomplete development of mind, have a marked 
lack of intelligence and, either temporarily or permanently, inadequate 
adaptation to their environment.' Mentally handicapped persons are classified 
under four degrees of handicap, namely, mild, moderate, severe and profound. 
These are measured by reference to the intelligence quotient and adaptive 
behaviour. The lower the intelligence quotient the more severe the handicap. 

1.2 Up to the 1 920s mentally handicapped patients - if they were ever considered 
to be such - were put into mental hospitals or county homes, and given care 
and sustenance and little else. At the turn of the century, Stewart 's Hospital 
was the only institution catering specially for the mentally handicapped. 

1.3 Around the middle of the 1 920s religious orders and voluntary organisations 
opened homes and schools for the mentally handicapped. In what is now the 
Eastern Health Board area, services were provided by the Daughters of Charity, 
the Order of St John of God and the Sisters of Jesus and Mary. 

1.4 The end of the Second World War brought improvements in social conditions 
and the awakening of the public conscience to the needs of the mentally 
handicapped. With the success of various schemes there came a realisation 
that their potential was far greater than previously thought. This in turn 
brought about a greatly increased interest in the mentally handicapped. In 
1 956 the Association of Parents and Friends of the Mentally Handicapped was 
founded in Dublin. The objective of this organisation, today known as St 
Michael's House, was to concentrate on the day care of the mentally 
handicapped in Dublin City and County. Very recently St Michael's House has 
commenced providing residential services on a limited scale. In County Kildare 
KARE is providing a wide range of services. Services in Wicklow are provided 
by County Wicklow Association for the Mentally Handicapped and Sunbeam 
House. 

1.5 Successive governments fulfilled the obligation to provide services for the 
mentally handicapped by giving financial support to these organisations. Up to 
recent times provision of services for the mentally handicapped by health 
boards and their predecessors has been relatively small by comparison. 



1.6 For a number of reasons voluntary bodies are not able to meet the demand for 

additional places, and the Department of Health and the Health Board are 
becoming increasingly involved in the building and staffing of new units. 

1.7 Some of these are at an advanced planning stage, and building operations have 
commenced on two projects. The setting up of a separate administration within 
the Eastern Health Board and the appointment of a Director of Mental Handicap 
has greatly facilitated the planning and development of services for the 
mentally handicapped. The need to rationalise the services already available, to 
identify needs and to plan future services within the framework of a declared 
overall policy is essential. 

2.0 SERVICES AVAILABLE 

2.1 Early in 1 980 a survey of the services available to the mentally handicapped in 
the Beard's area was made. This has been revised and further information 
added so that comparison can be made with the findings of the Working Party 
on Services for the Mentally Handicapped. Table 1(a) shows the services 
provided to each of the four degrees of handicap. The services for mildly 
handicapped are shown but this report is chiefly concerned wi th the provision 
of services for the other three categories. A summary of the numbers in these 
categories is shown in Table Kb) . The full breakdown of Table 1 is given in 
Appendix A(i-iv) 

2.2 The assessment of the mentally handicapped is in accordance wi th the policy 

approved by the Department of Health. Each of the major organisations has its 

own team, comprising a psychiatrist, a psychologist and a social worker to 

whom a mentally handicapped person may be presented for an in-depth 

assessment. 

2.3 There are also approximately 4 , 0 0 0 children who are mildly mentally 
handicapped attending special schools and special classes attached to national 
schools within the Eastern Health Board area. It is estimated that 2 0 - 3 0 % of 
these will seek some type of service during their lives. 



TABLE 1(a) 
Number of mentally handicapped receiving services at 1 October 1980 
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TABLE Kb) 
Number of moderate, severe and profound mentally handicapped persons 

receiving services at 1 October 1 9 8 0 

TYPE OF SERVICE 

Hostels/Group Homes 

Day Care 

Special Schools 

Workshops 

Training Centres 

NUMBER 

1,955 

80 

640 

604 

356 

117 

3,752 

3.0 MENTALLY HANDICAPPED PERSONS IN 
PSYCHIATRIC HOSPITALS A N D OTHER 

INAPPROPRIATE CENTRES 

3.1 The Report of a Working Party on the services for the Mentally Handicapped 
(described hereafter as the Working Party Report) discussed the problem of 
mentally handicapped persons in unsuitable accommodation such as 
psychiatric hospitals. It stated that the policy of the Department of Health not 
to admit any more mentally handicapped persons into psychiatric hospitals 
should result in a continuous reduction in the number of mentally handicapped 
persons in those hospitals. We fully support this policy and consider that only 
mentally handicapped persons who are suffering from mental illness should be 
admitted to psychiatric hospitals in future. 

TABLE 2(a) 
Number of mentally handicapped in psychiatric hospitals 

excluding St Ita's Hospital 

HOSPITAL 

St. Brendan's 

St. Loman's 

Newcastle 

Mild 

11 

7 

18 

ADULTS 

Degree of Handicap 

Moderate 

120 

12 

132 

Severe 

... 

... 

Profound 

... 

... 

Total 

120 

11 

19 

150 

TABLE 2(b) 
Number of mentally handicapped in inappropriate settings 

other than psychiatric hospitals 

CHILDREN ADULTS 

Degree of Handicap 
Mild 

8 

Moderate 

4 

Severe 

22 

Profound 

... 

Total 

34 

Mild 

226 

Moderate 

37 

Severe 

5 

Profound 

1 

Total 

269 

TOTAL | 

303 
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3.2 Because of the large number involved, the process of reducing the mentally 
handicapped population of psychiatric hospitals will inevitably take a long t ime. 
Nor would it be feasible to transfer those at present in psychiatric hospitals to 
other more appropriate accommodation. Therefore, we recommend that 
services in psychiatric hospitals should be organised along lines similar to those 
in a general hospital wi th separate surgical, medical, paediatric, etc. 
departments. In the psychiatric hospital there should be separate units for 
acute psychiatric patients, long-term psychiatric patients, psychiatric/geriatric 
patients and mentally handicapped patients. A mentally handicapped person 
should reside in the mental handicap unit and under no circumstances be 
admitted to the long-term psychiatric unit. 

3.3 Such an organisation for mentally handicapped residents has been established 
in St Ita's Hospital. To provide a comprehensive mental handicap service, 
separate from the psychiatric service, for these persons, the Director of Men.tal 
Handicap arranged that some of the buildings be appropriated as a mental 
handicap unit and operated independently of the hospital. A range of services, 
comparable wi th those obtainable elsewhere, is being developed. Indeed, 
considerable progress has already been made. Sixty per cent of all mentally 
handicapped patients are now receiving therapy through a wide variety of 
programmes. 

3.4 Pending the phasing out of mental handicap accommodation in psychiatric 
hospitals, general and supervisory care (see 11.3)should be organised in 
residential hostel type accommodation. A training hostel should be provided, 
possibly in the hospital grounds. In addition long-stay hostels should be 
provided in the community. As the services developed, mentally handicapped 
persons in hospital could progress to living in the community. On the other 
hand those in the community requiring care could be quickly returned to the 
hospital. 

3.5 A day service independent of the psychiatric hospital should be provided for 
mentally handicapped persons. This service should include all the facilities of a 
good mental handicap service plus a day hospital to cope wi th illnesses or 
disturbances which may occur when the handicapped are at work. Ideally it 
shouid be sited some distance from the psychiatric hospital, from which the 
mentally handicapped person would travel each day. 

3.6 The day service for the hospital patients should also take in mentally 
handicapped persons from the local community. The possibility of an extended 
day service operating for about twelve hours per day for seven days per week 
should be examined. However, the attractiveness of such an idea might be 
outweighed by the many difficulties which it poses, and these would have to be 
resolved before serious consideration could be given to any proposals of this 
nature. The concept of an extended day service is worthy of further 
investigation. The initiation of a pilot service might help to highlight the 
difficulties which would arise. 

3.7 Table 7.6 of the Working Party Report gives percentages of moderately, 
severely and profoundly mentally handicapped persons in psychiatric hospitals 
and other accommodation who could be maintained in the community. By 
applying these percentages the following figures emerge of persons in 
inappropriate residential settings who might be capable of being maintained in 
the community. 



TABLE 2(c) 

Persons in residence who could be maintained in the community 

Number in residence 
Number suitable for community 
Percentage suitable for community 

Psychiatric 
Hospitals 

132 
30 
22.6 

Other 
Accommodation 

69 
23 
33.6 

3.8 Chapter 5 of the Working Party Report deals wi th the criteria for matching the 
mentally handicapped population to appropriate settings. While the report cites 
the degree of handicap as the main determinant in deciding between residential 
and community settings, a practical examination of the concepts has revealed 
difficulties which are not always apparent: 

(i) It is often not possible to get those already in residential care to return 
to the community. In practical terms, the placing in the community of 
persons who have spent years in institutions does not work. 

(ii) Provision of suitable accommodation in a community setting may be as 
expensive as the provision of full residential care. 

(iii) Hostels and group homes have to be kept to a limited size lest they 
become unnmanageable and the standard of care deteriorate. 

(iv) Recruitment of suitable personnel such as house-mothers to run 
hostels and homes is usually difficult. 

3.9 It is generally accepted that the most suitable persons for a community based 
service are those who have never gone into residential care. 

3 .10 It should be emphasised that until recent times most of the work for the 
mentally handicapped was carried out in residential centres. A high standard 
prevailed and this has been one of the heartening features of the work for the 
mentally handicapped in this country. 

3.1 1 Recently, however, more emphasis is being placed on the level of community 
care for the mentally handicapped. Ideally, this emphasis on care in the 
community will lead to the implementation of the concept of comprehensive 
care where the mentally handicapped and their families can have the best of 
both community and residential facilities. The aim must always be to ensure 
the highest quality of comprehensive care in whatever manner this is provided 
in keeping wi th the traditions mentioned earlier. 

3.1 2 The desirability of keeping the mentally handicapped at home for as long as is 
possible has a wide acceptance, but now it is generally thought that most 
persons in the profound range would not be kept at home after ten years of age. 
Similarly, many persons in the severe range might be admitted to residential 
care at around 1 5 years of age, and most of the moderately handicapped 
around the 30 year age mark. 



4 .0 M E N T A L ILLNESS IN THE MENTALLY H A N D I C A P P E D 

7. 

4.1 It should be the function of the psychiatric hospital to treat mental illness in the 
mentally handicapped. It is suggested that the larger psychiatric hospital 
should have a minimum number of beds - perhaps ten - available specially for 
the treatment of acute psychiatric illness in the mentally handicapped. Mentally 
handicapped persons who are psychiatrically ill should be admitted in the usual 
way and when their psychiatric illness is relieved, discharged. The provision of 
the crisis day centres (see par. 1 6.0) would facilitate their discharge. Under no 
circumstances should persons admitted for the treatment of acute psychiatric 
illness be automatically transferred to long-stay sections of psychiatric 
hospitals. Their names, however, should be entered in the total care section of 
the central wait ing list (par. 14.0) 

4 .2 The mental handicap service should provide a consulting service to the 
psychiatric hospital in the treatment of acute psychiatric illness in the mentally 
handicapped. The treatment, however, would remain the responsibility of the 
psychiatric hospital. This concept is in line wi th the recommended procedure 
outlined by the committee of the mental handicap section of the Royal College 
of Psychiatrists. 

5.0 DISTURBED MENTALLY HANDICAPPED 

5.1 In dealing wi th overall needs provision should be made for 1 00 - 1 50 mentally 
handicapped in the Board's area who are seriously disturbed. The destructive 
effect of disturbed mentally handicapped can be out of all proportion to the 
numbers. Modern thinking stresses the need for the provision of special units 
to deal wi th these cases. It is generally agreed that these units should cater for 
only a small number of disturbed, and that there should be a high staff/patient 
ratio. These units should be of two types: 

1. Short-term units attached to existing services catering for persons who 
can be treated and returned to their centre or home. 

2. Long-term units catering for the chronically disturbed and attached to 
psychiatric hospitals or mental handicap centres wi th appropriate 
facilities. 

6.0 COUNTING THE HANDICAPPED 

6.1 In estimating the number of mentally handicapped in the community and the 
appropriate services required, we have relied on the criteria enunciated in the 
Working Party Report. While we relied heavily on the findings of the Working 
Party we considered that some of the conclusions therein were highly 
speculative and subject to revision in the light of further research. Indeed, as 
will appear later, the number of residential places for moderately handicapped, 
calculated in accordance with the Working Party's criteria, is an underestimate. 

6.2 The 1979 Census of Population, published in 1980 , gives a figure of 
1 ,163,721 persons for the Eastern Health Board area. Applying the factors 
given in Table 4.2 of the Working Party Report we estimate the number of 
mentally handicapped in this population as: 

moderate 2 ,305 
severe 1,583 
profound 663 

Total 4 ,551 

The computation of these figures is shown in Appendix C. 



8. 

6.3 Chapter 5 of the Working Party Report discusses the criteria for matching the 

mentally handicapped population to appropriate settings. Table 5.1 sets out 
the percentages of persons in each category likely to need residential care. 
Applying these percentages, the estimated residential places required are: 

moderate 2 ,305 x 4 0 % = 922 
severe 1,583 x 7 0 % = 1,108 
profound 6 6 3 x 9 5 % = 6 3 0 

2 ,660 

By deduction the fol lowing numbers could probably remain in the community: 

moderate 1,383 

severe 4 7 5 
profound 33 

1,891 

6.4 On the basis of a projected population of 1 ,485,784 in 1 991 and applying the 
factors discussed above, we estimate that the number of mentally handicapped 
in the Eastern Health Board area in 1991 will be: 

moderate 2 ,945 
severe 2 ,025 
profound 847 

5,817 

The details for each community care area are shown in Appendix D. 

6.5 Places for these numbers will be required as fol lows: 

Degree of 
Handicap 

moderate 
severe 
profound 

Number of 
Handicapped 

2,945 40% 
2,025 70% 

897 95% 

Residential 
Places 

1,178 
1,487 

805 

Community 
Places 

1,767 
538 
42 

5,817 3,470 2,347 

6.6 It is generally accepted that all severely and profoundly handicapped adults will 
require residential care. However, these percentages have been arrived at on 
the presumption that the younger severely and profoundly handicapped will be 
maintained at home up to about 1 5 years of age. 

6.7 Accepting that the majority of the mildly handicapped adults will survive in 
open employment, the size of the problem assumes more manageable 
proportions. Nevertheless, the mildly handicapped adults in the community 
present major problems for the general hospital services, the psychiatric 
services and the employment workforce. 
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7.0 C O M M U N I T Y CARE AREAS 

7.1 A close liaison is developing between the ten community care areas of the 
Board and the services for mentally handicapped provided by voluntary bodies 
and the Board itself. One of the essential needs of the service is a Mental 
Handicap Index System. This is being introduced in association wi th the 
Medico-Social Research Board by the directors of mental handicap. The 
process of collecting data for this task has been greatly facilitated by public 
health nurses in the community care areas. It is imperative that this close 
working arrangement continues, so that the efforts of each side are integrated 
for the benefit of the mentally handicapped in the community. 

7.2 Another development has been the initiation of a course on counselling of 
parents of mentally handicapped children. Nurses from each community care 
area and other health boards attend a full year course which consists of 
monthly day releases and three one-week block sessions. This course is 
discussed later in this report. It is expected that there will be greater 
involvement in day services for the mentally handicapped by community care 
personnel as this liaison develops. 

7.3 A breakdown of the figures for mentally handicapped in each community care 
area, based on the 1979 Census and the factors in Table 4.2 of the Working 
Party Report is shown in Table 3. 

TABLE 3 

Es t imated number of menta l ly hand icapped persons, (moderate, severe, profound) 

in each c o m m u n i t y care area 1 9 7 9 

Community 
Care 
Area 

1 
2 
3 
4 
5 
6 
7 
8 
9 

10 

Population 
Census 
1979 

(000s) 

119 
115 

93 
130 

87 
129 
139 
171 

97 
84 

1,164 

Total 
3.91 

465 
450 
364 
508 
340 
504 
544 
669 
379 
328 

4,551 

Moderate 
1.98 

236 
228 
184 
257 
172 
256 
275 
339 
192 
166 

2,305 

Severe 
1.36 

162 
156 
126 
177 
118 
175 
190 
233 
132 
114 

1,583 

Profound 
0.57 

67 
66 
54 
74 
50 
73 
79 
97 
55 

48 

663 
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8.0 C A T C H M E N T AREAS 

8.1 There is general agreement between the voluntary organisations and the Health 
Board that an organisation undertaking to provide a service should endeavour 
to arrange the provision of a complete range of services for the particular area 
assigned to it. While this is the ideal, the reality of the situation is very different. 
Services of the four main voluntary organisations have, up to recent times, 
developed independently throughout Dublin city and county. 

8.2 Due to the rather haphazard way the services developed it is not possible to 
have closely defined catchment areas. At present all that can be hoped for is 
that a broad level of agreement is reached between the organisations so that 
scarce financial resources are employed to the best advantage. 

8.3 Mental handicap services in Kildare and Wicklow have developed somewhat 
differently. They are evolving at a steady pace wi th the active co-operation of a 
number of voluntary organisations. 

9.0 MEASURING THE GAP 

9.1 As indicated in paragraph 6.2 a total of 2 ,660 places for moderately, severely 
and profoundly handicapped in residential care are required. This is offset by a 
figure of 2,1 56 places actually provided. Table 4 gives a more detailed picture 
of the position. 



TABLE 4 

Number of mentality handicapped receiving services compared to places r 
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9.2 The Working Party Report makes the point that the total number of places 
required in residential centres is approximately equal to the number of mentally 
handicapped persons in institutions. As explained in the Report, this bold 
statistical statement that the required number of places in residential centres is 
equalled by the number of places available needs some elaboration. The 
problem is masked by three complicating factors: 

(a) a number of the institutional places now occupied by mentally 
handicapped persons are unsuitable for the care of the mentally 
handicapped; 

(b) there are mentally handicapped persons in residential care who could 
be catered for in the community 

(c) there are mentally handicapped persons in the community who need 
residential care. 

The Eastern Health Board is faced wi th the further complication that a number 
of mentally handicapped persons from other health board areas occupy places 
in centres in its area. 

9.3 Of the mentally handicapped persons in unsuitable accommodation a number 
of the mildly handicapped could be considered as being appropriately placed. 
Persons wi th moderate, severe or profound mental handicap should be 
accommodated elsewhere. The Working Party Report estimates that 61.1 % of 
the moderately handicapped, 2 5 % of the severely handicapped and 3 .6% of 
profoundly handicapped persons in residential centres could live in the 
communi ty.* Applying these percentages to the 4 5 3 mentally handicapped 
persons in unsuitable accommodation in the Board's area, 234 might be left as 
they are, 131 placed in the community, and 88 placed in appropriate 
accommodation. (See Tables 5(a) and (b)) 

* Services for the Mentally Handicapped - Report of a Working Party (Prl 8489) Stationery 
Office, Dublin. Page 25 - Table 7.5 
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TABLE 5(a) 

Recommended disposition of persons in inappropriate setting 
other than psychiatric hospitals 

Degree 
of 

handicap 

Mild 

Moderate 

Severe 

TOTAL 

Recommenc 

Mild 

Moderate 

Severe 

Profound 

TOTAL 

COMBINED TOTALS 

Number in 
inappropriate 

setting 

234 

41 

27 

1 

303 

Requiring placement 
in community 

Percentage 

... 

61.1% 

25% 

3.6% 

Number 

... 

25 

7 

.... 

32 

TABLE 5(b) 
led disposition 

18 

132 

Nil 

Nil 

150 

453 

Requiring 
place in 

appropriate 
setting 

... 

16 

20 

1 

37 

Number 
allowed to 

remain 

234 

... 

... 

... 

234 

of persons in psychiatric hospitals 

100% 

61.1% 

18 

81 

99 

131 

... 

51 

51 

88 

... 

... 

... 

234 

9.4 There are 1,955 persons of moderate, severe and profound mental handicap in 
residential centres in the Board's area. Applying the percentages suggested by 
the Working Party, 805 might be placed in the community, i.e.: 

moderately handicapped 591 ( 6 1 . 1 % of 967) 
severely handicapped 208 ( 2 5 % of 832) 
profoundly handicapped 6 (3 .6% of 156) 

805 

9.5 The Working Party Report estimates* that 41 % of moderately handicapped, 
6 3 . 3 % of severely handicapped and 9 5 . 9 % of profoundly handicapped 
persons living in the community would need residential care at some period in 
their lives. Of the 1,797 persons receiving services in the community, 847 are 
in need of residential care. 

* Services for the Mentally Handicapped - Report of a Working Party (Prl 8489) Stationery Office, 
Dublin. Page 2 7 - Table 7.8 
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TABLE 6 

Est imated number of menta l ly hand icapped persons receiv ing services 

in the c o m m u n i t y in need of res ident ia l care 

DEGREE OF 
HANDICAP 

Moderate 

Severe 

Profound 

NUMBER IN 
THE COMMUNITY 

1,332 

442 

23 

1,797 

PERCENTAGE 
NEEDING 

RESIDENTIAL 
CARE 

41.0 

63.3 

95.9 

NUMBER IN 
NEED OF 

RESIDENTIAL 
CARE 

546 

279 

22 

847 

9.6 There is an unspecified number of mentally handicapped persons from other 
health board areas receiving residential care in the Eastern Health Board area. 
While it is not proposed to return these people to their own areas, it is expected 
that the development of services in other health board areas will result in a 
reduction in new admissions from outside to residential centres in the Eastern 
Health Board area. The number of persons from other areas in residential care 
should be ascertained for consideration in the future planning of the Eastern 
Health Board services. 

9.7 The analyses in the preceding paragraphs have been summarised in Table 7. It 
wil l be seen that there is an immediate need for 367 additional places for 
severely handicapped and 491 additional places for profoundly handicapped. 
The statistical indication is that there is a slight over-provision of places for the 
moderately handicapped. This, however, as we suggest in 6.1 may be the fault 
of the statistical base used. 

TABLE 7 

Add i t i ona l res ident ia l p laces requi red fo r modera te ly , 

severely and p ro found ly hand icapped persons 

Shortfall (Table 4) 

ADD persons in psychiatric hospitals who 
require residential care 

| (Table 5 (a)) 

ADD persons in other inappropriate 
institutions who require 
residential care 
(Table 5 (b)) 

ADD persons receiving services in the 
community who need residential care 
(Table 6) 

LESS persons receiving residential care who 
could live in the community 
(Par. 9.4) 

Places needed 

MODERATE 

(-45) 

16 

51 

546 

568 

591 

(-23) 

SEVERE 

276 

20 

279 

575 

208 

367 

PROFOUND 

474 

1 

22 

497 

6 

491 
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9.8 The numbers estimated to require residential places in 1991 which we 
indicated in paragraph 6.5 exceed the present estimated numbers as fol lows: 

moderate 256 
severe 379 
profound 175 

Total 8 1 0 

The total additional residential places required by 1991 is therefore: 

Places required per Table 7 

Additional for 1991 

Moderate 

-23 

256 

Severe 

367 

379 

Profound 

491 

175 

233 746 666 

In summary, 8 5 8 places (367 severe, 491 profound) are required immediately 
and by 1 9 9 1 , 1,645 (233 moderate, 746 severe and 666 profound). 

10.0 PLANNING THE SERVICES 

10.1 The population of each community care area of the Eastern Health Board is 
somewhere in the region of 1 2 0 , 0 0 0 , which is an appropriate size for which to 
plan services for the mentally handicapped. 

10.2 The fol lowing are the constituents of a comprehensive service which we 
consider should be planned for each area. 

Care in the Community 

(a) Counselling 

(b) Pre-school day facilities 

(i) Pre-school groups. If possible use should be made of pre-school 

facilities for children of normal intelligence. 

(ii) Special care units for the moderately, severely and profoundly 
handicapped. Placement should be at the earliest age appropriate to the 
child and should build up over the years. These units should provide 
some places for mildly handicapped children prior to their going to 
special schools. The presence of a pre-school child in a special care unit 
is beneficial for all groups, making for activity and liveliness in the unit. 

(c) Facilities for school-going children 

(i) special classes in national schools 
(ii) special schools for mildly handicapped 
(iii) special schools for moderately handicapped 

(iv) special care units for severely and profoundly handicapped 
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(d) Facilities for adolescents 

(i) Second level education for mildly handicapped, which could be 
provided by the National Rehabilitation Board, ANCO or special training 
centres. Mildly handicapped children who leave school before the age 
of 1 4 could be helped by the provision of special classes in secondary 
or vocational schools. 

(ii) Special training centres which moderately handicapped adolescents 
could attend for two years. 

(iii) Special Care activation centres for the severely and profoundly 

handicapped. 

(e) Facilities for adults 

(i) Open employment for the mildly handicapped. 

(ii) Sheltered workshops or sheltered employment for the moderately 

handicapped. 

(iii) Special act ivat ion centres for the severely and profoundly 

handicapped. 

Residential Care 
As a matter or priority, residential care should be made available for those who 
are most in need. An effort should be made to retain the profoundly 
handicapped at home by providing day services for them until they are 
approximately 1 0 years of age. The severely handicapped should be retained at 
home, if possible, until they are 15 years of age, and the moderately 
handicapped until their parents are unable to look after them. By this time most 
moderately handicapped should be approximately 30 years of age. 

10.3 Residential care of the handicapped may be considered under the fol lowing four 
headings: 

(i) To tal Care (ii) General Care 
(iii) Supervisory Care (iv) Intensive Care 

(i) Total Care 
Total care is required for the low severe and profoundly mentally 
handicapped. This category of patient usually has an added handicap 
such as disturbed behaviour or diff iculty wi th mobility, and requires a 
high input of caring and a lesser input of training. 

(ii) General Care 
General care is mainly for those handicapped who are in the high severe 
or low moderate range. These, wi th training, could look after their basic 
needs, but would need supervision to ensure that proper standards of 
nutrition and hygiene were maintained. Caring and training staff are 
necessary, the major input of caring coming from nursing personnel. 

(iii) Supervisory Care 
Supervisory care is required for high moderates and low mildly 
handicapped who could survive in hostel-type of accommodation. A 
low caring input and a high input from training staff is indicated. 
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(iv) Intensive Care 
In an acute physical or mental crisis a mentally handicapped person 
might require intensive care. A person receiving such care would 
require continuous monitoring, calling for a major nursing input over a 
short period of t ime. Normally those receiving intensive care would 
pass quickly to total care and perhaps progress to general or 
supervisory care. 

10.4 The types of residential care and the staffing needed which have been briefly 
outlined above, will be examined in more detail in the fol lowing sections. 

10.5 Table 8 shows the units already under construction or at various stages of 
planning. A total of 569 additional residential places will be available to the 
Board within the next 4 /5 years. This will fall short of our present need by 3 0 0 . 
If we are to meet our requirements in 1 9 9 1 , planning for a further 800 should 
be undertaken. In short, we should be planning now for 1,100 residential 
places in addition to those at present in progress. Furthermore, a scheme of 
hostels and sheltered living should be initiated to enable mentally handicapped 
persons requiring housing to settle in the community. 

TABLE 8 

Services under cons t ruc t i on or at p lann ing stage 

TYPE OF SERVICE 

Residential 

Hostels 

Junior Day Care 

Adult Day Care 

Workshops 

LOCATION 

Peamount Hospital 
St. Michael's House, Ballymun 
Cheeverstown 

EHB Ballyboden 
Loughlinstown 

KARE KildareTown 

Stewart's Hospital 
Cheeverstown 
Loughlinstown 

St. Michael's House, Belcamp 
Cheeverstown 
Loughlinstown 

Sunbeam House 
Cheeverstown 
Loughlinstown 

NO. OF 
PLACES 

20 
139 
130 

70 
210 

22 

20 
64 
60 

70 
90 
60 

60 
60 
60 

TOTAL 

569 

22 

144 

220 

180 

1,135 
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1 1.0 COUNSELLING SERVICES FOR PARENTS 
OF NEWLY-BORN MENTALLY H A N D I C A P P E D CHILDREN 

11.1 Parents of newly-born mentally handicapped children are beset wi th many 
anxieties and worries. 'What did we do wrong?' What do we do 
now? ' 'What does the future hold?' are questions the professional worker 
hears only too often. To train workers to answer such questions, allay fears 
and in general counsel parents, the Eastern Health Board set up a course in 
January, 1 9 8 0 . 

1 1.2 The counselling training course was made available to each community care 
area, two workers from each area being trained. The nurses working in the 
area, who in addition to their general training had experience in obstetrics and 
public health, were considered the most appropriate persons to be trained. It 
was considered desirable that a nurse should have at least three years 
experience in the community before undertaking the course. The course is 
open to the staff of all health boards. 

1 1.3 The course runs over twelve months. It commences wi th a week-long session, 
fol lowed by day-a-month sessions for three months, then a second week-long 
session, further day-a-month sessions for another three months, a third week-
long session and so on until the twelve-month cycle is completed. In line wi th 
the modern approach to mental handicap the course uses the expertise of 
social workers, speech therapists, occupational therapists, obstetricians, 
genetic counsellors, developmental paediatricians and qualified counsellors. 

12.0 W A I T I N G LISTS 

12.1 In November 1977 , wi th the agreement of the voluntary organisations, a 
composite wait ing list was drawn up, combining the wait ing lists of the Health 
Board and each voluntary body. This produced a figure of about 4 0 0 persons 
who had applied for and were considered in need of residential 
accommodation. Of these 4 0 0 persons eighty were found to be causing severe 
problems to their parents and relatives and were in immediate need of 
residential care. 

12.2 Two surveys of specific areas recently made by the Medico-Social Research 
Board have made it clear that the number of 4 0 0 on the waiting list is a 
considerable understatement. From the information now available and the 
trends disclosed in these surveys, it is clear that the number of new places 
needed is probably about 1,000 i.e. 7 0 0 for the moderately and mildly 
handicapped and 3 0 0 for the severely and profoundly handicapped. 

1 2.3 To assist the planning for total care, general care and supervisory care beds for 

these numbers, three separate wait ing lists were set up, viz 

(i) a total care list 
(ii) a general care list 
(iii) a supervisory care list 

The majority of those on the total care list would require the full range of 
facilities in a residential centre. Those on the general list could be placed in a 
residential centre or in a high dependancy community home. Those on the 
supervisory care list - who would be the largest number - could be tended in 
hostels or community homes. Children in general and orthopaedic hospitals 
who should be placed in residential centres should be included in the total care 
list. 
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1 3 0 RESIDENTIAL CARE 

1 3.1 The present populations of all residential centres should be examined in order 
to determine the numbers of total care, general care and supervisory care beds 
in each institution. We recommend that supervisory care beds in residential 
centres be phased out and, in accordance wi th existing policy, sufficient 
hostels be established to cater for all persons needing supervisory care. When 
the numbers of each category of bed in each residential centre is known, 
patients can be admitted according to the types of bed available. This should 
help to eliminate the practice of admitting persons not on the waiting list to 
residential care. 

13.2 It must be borne in mind that some voluntary organisations in the Eastern 

Health Board area are national bodies, and the residential centres run by them 

contain many beds occupied by patients from outside the Board's area. This 

situation is likely to remain for many years to come. 

1 3.3 It is hoped that the classification of beds in residential centres and the transfer 
of person receiving supervisory care to hostels wil l alleviate the problem of 
providing emergency beds. An increase in staff will be required if beds formerly 
used by patients receiving supervisory care are put to the use of those needing 
total or general care. It must be kept in mind that it is important to maintain 
standard staff/patient ratios for total , general and supervisory care within each 
institution. 

1 4 0 H O S T E L S / C O M M U N I T Y H O M E S 

14.1 There are established hostels in many centres. It is the aim that the hostels 
would become part of a widely based system which would help to keep a large 
number of the mentally handicapped in the community. 

14.2 If, as we suggest in (9.4), 805 persons at present in residential centres were 
returned to the communi ty , the problem of providing alternative 
accommodation would arise. It is likely that most of these persons would not 
have families to whom they could return, and hostels or other forms of 
sheltered accommodation would have to be provided. When it is realised that 
each community care area could be called upon to provide 1 2 houses, it wil l be 
seen that the problem is by no means a simple one. 

14.3 The setting up of hostels sometimes causes concern to the residents of a 
particular community. This can be a very difficult problem to solve, and calls for 
the exercise of tact and the realisation that the objectors are not usually cold 
inhumane persons. We feel that local residents would be more sympathetic to 
the placement of handicapped persons who were personally known to them. 
For that reason we consider that hostels should be established on a parish 
basis. We suggest that two semi-detached houses in each parish be procured 
for use as hostels. 

14.4 As this is an entirely new concept it would be advisable to consider a pilot 
scheme in one parish. 

14.5 The community home could also cater for mentally handicapped persons 
whose families could no longer care for them at home. It could provide holiday 
relief for families and help out where parents found it difficult to take an 
evening off. Parents wishing to go out for a night could bring their children to 
the centre and for a small cost have them minded until their return. In rural 
parishes those attending workshops and schools could live in the home during 
the week, going to their own homes at weekends. An efficient means of 
transport to and from the school would be needed. 
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14.6 Each community home should be supervised by an appropriately trained 
person. To ensure this, an adequate training programme for supervisors should 
be organised. Supervisors should try to encourage as many local groups and 
individuals as possible to participate in helping the residents. 

1 5.0 ADULT FOSTERING 

15.1 A new dimension to community based services for the mentally handicapped is 
adult fostering. Given the proper back-up services and sufficient finance, some 
moderately handicapped persons could be accommodated wi th relatives after 
the death of parents. The cost of providing such a service, covering food, 
additional heating, and supervisory caring, would be considerably more than 
the Disabled Persons' Maintenance Allowance at present paid to mentally 
handicapped persons living in the community. In the long run, however, adult 
fostering should be more beneficial to the mentally handicapped and certainly 
cheaper than accommodation in hostels or group homes. We recommend that a 
scheme of adult fostering be introduced on a pilot basis. 

1 6.0 CRISIS DAY CENTRES 

16.1 Residential places cannot be provided immediately for all those who need 
them. Even if it were agreed now to make maximum provision, it would be 
some years before centres were built and equipped for occupation. The short-
term solution appears to be the provision of a greater number of day places. We 
recommend, therefore, that crisis day centres, to run parallel wi th parish 
hostels, be set up. 

16.2 Crisis day centres should be open all day. They could cater for disturbed 
mentally handicapped persons living at home, mentally handicapped persons 
coming to live in the Board's area who are awaiting residential accommodation, 
and mentally handicapped persons in psychiatric hospitals. They could also 
cater for persons who function normally most of the time but occasionally have 
behaviour problems. 

1 6.3 There should be a minimum of four centres, two north of the Liffey, two south 
and possibly a f i f th in Kildare. 

16.4 Crisis day centres should function in close association with the psychiatric 

services, their main purpose being to give maximum help to parents who are 
most in need and to do so immediately. They should prove useful to parents 
wishing to keep their child at home, but needing a flexible facility to call on, if 
necessary. To gain full advantage from such a unit it is essential that adequate 
staffing and efficient transport facilities are provided. 

1 6.5 We recommend that one unit be set up at first on a pilot basis. 

1 7 0 GENERAL HOSPITALS 

17.1 General hospital beds are needed for 

(i) treatment of acute illness in the mentally handicapped 

(ii) neurological investigation of difficult mentally handicapped patients 
(iii) provision of dental care, and 

(iv) monitoring of epilepsy in the mentally handicapped. 

Unfortunately the admission of mentally handicapped persons can sometimes 

cause disruption to a general hosptial's routine and be upsetting to other 

patients in the ward. The mentally handicapped patient may be disturbed by 

the sudden change and require special 24-hour nursing cover. Nevertheless, 

the problem must be tackled. 
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17.2 To facilitate the admission of mentally handicapped persons to general 
hospitals, we recommend that a minimum of ten neuro-psychiatric beds be 
provided in all regional and general hospitals, the units to be staffed by general-
trained and mental handicap trained nurses. We would urge that this 
recommendation be taken into account in the planning of the new general 
hospitals which is at present being done. In the meantime, each organisation 
providing services for the mentally handicapped should look for this facility in 
the hospital nearest to it. 

1 8.0 GENETIC COUNSELLING 

18.1 Because of the importance of hereditary factors in mental handicap, efforts 

should be made to expand the present genetic counselling service. Each 
maternity hospital should have such a service, complemented by a Family 
Planning Advice Service. 

1 8.2 Guidelines should be sought from the Genetic Counselling Service on the most 
appropriate type of cases for referral. These would be circulated to all the 
relevant health agencies. 

19.0 BABY-SITTING FACILITIES 

19.1 In general, parents of young children have difficulty in finding suitable baby
sitters, but the problem is compounded where there is a mentally handicapped 
child in the family. The parents of the mentally handicapped have so many 
adjustments to make that if they fail to lead a normal social life the difficulties 
wi th the handicapped child may produce a major crisis. Consequently, the 
provision of baby-sitters wi th experience in mental handicap in each 
community area would be of enormous help. The service could be used not 
only by families but also by single parents. 

19.2 The organisation of the service and the recruitment of staff should be the 
responsibility of the area mental handicap service. Baby-sitting may be needed 
right up to the time the mentally handicapped person is admitted to residential care. 
It is important, therefore, that baby-sitters receive some training and appreciation 
of the needs of the handicapped. We recommend that they be given an 
introductory but broad-based course, before being employed. 

19.3 The cost of this service would be met in the usual way that parents meet the cost of 
baby-sitting for their other children. Where extreme financial difficulties arise the 
Health Board should assist. 

20 .0 RECREATION 

20.1 Up to recently the major effort in the mental handicap services has been 
concentrated on education and occupation. However, like the population in 
general, the mentally handicapped have now increased leisure t ime. A lot of 
thought has been given to the planning of their recreational facilities and 
national and international organisations have been set up for this purpose. 

20 .2 The mentally handicapped are encouraged to take part in events such as the 
Special Olympics, the National Indoor Games and representative events at 
lower levels as well as drama presentations. Both individual and team events 
are catered for. 

20 .3 Other passive and active pursuits are encouraged, and groups are organised for 
such pastimes as camping, travelling abroad, attendance at sports events, 
swimming and many other activities suitable to the needs of the mentally 
handicapped. 
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20 .4 A number of associations are active in the promotion of leisure-time activities 
for the mentally handicapped. One such group is the A.R.C.H. Organisation 
incorporating a number of clubs in Ballyfermot, Dundrum, Tallaght and 
Blackrock. Specialist advice is usually available from the major mental handicap 
services in the area. 

21 .0 C O M M U N I T Y EDUCATION P R O G R A M M E S 

21.1 The knowledge of the general community about mental handicap is still very 
sketchy. Efforts should be made to remedy this situation. 

21 .2 Community education programmes are of crucial importance if we are to 
change peoples attitudes to mental handicap and develop a better 
understanding of the needs and problems of the mentally handicapped. We 
recommend that the Health Education Bureau, using the expertise of specialists 
in mental handicap and in co-operation wi th the community care teams and 
local voluntary organisations, should prepare appropriate educational 
programmes. 

22 .0 RESEARCH 

22.1 While services in Ireland are excellent, limited research has been done to date, 
and that has been funded mainly from private sources. There is a need for the 
provision of research funds from public resources, through a national statutory 
body such as an Institute of Mental Handicap which would have responsibility 
for certain aspects of mental handicap on the lines recommended in the Report 
of the Commission of Inquiry on Mental Handicap. 

22 .2 The National Association for Mental Handicap has a large, though by no means 
exclusive, role to play in research and all organisations concerned with mental 
handicap should be encouraged to do some research work. 

22 .3 There are two main areas of research: 

(i) scientific research of causations of mental handicap 

(ii) evaluation of programmes 

Professionals attached to the multi-disciplinary teams should be encouraged to 
do some research in both areas. 

22 .4 In keeping wi th developments in other countries departments of psychiatry in 
the universities should be encouraged to set up chairs in mental handicap. This 
development would enhance the prestige of mental handicap studies and 
research. 

23 .0 A U T I S M 

23.1 The services for autistic patients in late adolescence require special 
consideration. The persons, who in childhood and early adolescence were 
cared for in special units, and still require residential services, present a major 
problem if the only accommodation available to them is an inappropriate child 
or adult centre. 



23. 

23.2 We have reservations about retaining these patients in a special group in a total 
care unit. We feel they should be accommodated in units related to the mental 
handicap services, wi th hostel places available for those who could use them. 
The staff in these units would need maximum support, and should interchange 
wi th others working in different aspects of the mental handicap services. 

23 .3 A group of autistic children are now approaching school-leaving age, and 
serious thought must be given to their future placement. The provision of 
places attached to a centre for the severely mentally handicapped, preferably in 
a rural setting is urgent. The autistic child who cannot fully participate in the 
primary education programme and leaves before its completion will require the 
same attention, as will the child of 1 6 years who does not readily f it into the 
existing training programme. 

24 .0 MULTIPLE H A N D I C A P 

24.1 The deaf/blind mentally handicapped require special consideration. These will 
need long-term residential care and a special ten-bed unit should be set up in an 
existing residential facility or be incorporated into a new residential centre. 
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Appendix A(1) 

Number of mentally handicapped persons 
receiving residential services 
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Appendix A(2) 

Number of mentally handicapped persons in hostels/group homes 

* Figures included in Adult Day Care Facilities 
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Appendix A(3) 

Number of mentally handicapped persons 
attending day care centres 
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Appendix A(4) 
Number of mentally handicapped persons attending special schools 

NB - There are also approximately 4,000 children who are mildly mentally handicapped attending 
special schools and special classes attached to national schools within the EHB area. 
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Appendix A(5) 

Number of mentally handicapped persons 
attending workshops and training centres 

* Figures included in Adult Day Facilities. 
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Appendix B 

Mentally handicapped persons in 
inappropriate settings other than psychiatric hospitals 
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Appendix C 

Estimated numbers of mentally handicapped in the moderate, 
severe and profound range in the Eastern Health Board area 

* Services for the Mentally Handicapped: Report of a Working Party (PRL 8489) f 

Stationery Office, Dublin - P. 13, Table 4.2 

t Ditto. -P. 11 Table5.1 
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Appendix D 

Estimated number of mentally handicapped persons 
in each community care area in 1991 




