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DEVELOPMENT OF 

MENTAL HEALTH 

SERVICES 

EASTERN HEALTH BOARD. JUNE, 1972 



REPORT OF PROGRAMME MANAGER, SPECIAL HOSPITAL CARE 

DEVELOPMENT OF MENTAL HEALTH SERVICES (SECTION 1) 

INTRODUCTION In the last few years the mental health services 

have been evolving in the general direction outlined in this 

report, as the result of the efforts, work and ideas of 

many people - nurses, psychologists, social workers, 

research personnel, psychiatrists, administrators. The 

services have developed not in accordance with any rigid 

policy, but in a flexible manner which has tended to 

adjust to the changing needs of different situations. 

It is desirable that this adaptable approach 

should continue. Although one of the purposes of this 

report is to review, in the light of experience, the 

direction the service should now takej it should be 

emphasised that the plan now put forward is a broad 

framework which gives scope for flexible development 

to meet new or further changing trends in psychiatric 

care. 

While the overall objectives remain the same, -

and indeed much progress has been made towards achieving 

those objectives - there is a need now to re-set our sights 

upon certain areas, such as child, adolescent and forensic 

services, which have remained relatively undeveloped, and 

to adopt a more concentrated approach to other problems, 

such as the re-training of the present large long-stay 

population of our mental hospitals. 

SUMMARY The following are the main points in this 

report :-

1 AREAS Dublin City and County are divided into 

seven distinct catchment areas. Kildare (excluding 

the North West) and Wicklow also form catchment areas, 

making a total of nine separate area services. 
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TEAMS Each catchment area has its own psychiatric 

team and facilities at varying stages of development. 

NEEDS Each area should have a range of services 

available for all age groups, and for both acute and 

chronic patients, to include :-

a) Community mental health service in support of 

primary health care system, i.e. General 

Practitioners, Public Health Nurses, etc., 

consultation and advisory service to voluntary 

agencies, teachers, police, etc.; mental health 

education. 

b) Emergency service including short-stay hospital 

admission and treatment. 

c) Comprehensive treatment service - out-patient 

clinics, day/evening treatment centres, five-day 

child psychiatric centres, full-time care in 

hostels. 

d) General hospital and Paediatric beds, but not 

necessarily within the area. 

e) Long-stay hostels, group homes, day centres and 

community workshops including provision for 

existing long-stay patients in our mental 

hospi tals. 

SPECIAL The area services require the support of more 

SERVICES centralised special services, e.g. forensic, drug abuse, 

autistic children, units for seriously disturbed or 

dangerous children, rehabilitation, research. 

PHASE OUT As far as possible, the large mental hospitals 

LARGE should be phased out as the area and supportive psychiatric 

MENTAL services are developed. 

HOSPITAL 
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6 STEPS This will depend on :-

NECESSARY 

a) The implementation of an active programme of 

training long-stay patients to live, on 

discharge, in sheltered environments in the 

community, under the supervision of'the area 

services. 

b) The provision of long-stay hostels and group 

homes, in each area, at a steady rate over 

the next five years. 

c) The development of parallel services for the 

elderly, including those now in our mental 

hospitals, and the mentally handicapped (to 

be the subject of separate reports). 

7 CAPITAL The estimated capital cost of providing the 

COST full range of facilities to implement this programme is 

£1,250,000. It should be possible to make the necessary 

funds available. 

8 CAPITAL If current proposals for the erection of three new 

SAVING area in-patient units are deferred, it may be possible, as 

ON as result of the re-direction of our services, to abandon 

EARLIER that scheme, with a consequent capital saving of about 

PROPOSALS £1,000,000. 

9 ALTERNATIVE a) Retain and incur substantial capital expenditure 

on up-grading old buildings unsuited to present 

day needs. 

b) Keep on meeting the ever-increasing cost of 

running these obsolete institutions, 

and 

c) simultaneously allocate additional money to 

develop comprehensive community psychiatric services 
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This report is a composite of the ideas of all 

of those groups involved in the service. The basic plans 

are set out in reports of :-

a) The Joint Consultative Group of Clinical 

Directors and others, dated March 1971. 

b) Research Programmes (Section 2 of this report) 

c) Forensic Services (Section 3 of this report) 

d) Child Psychiatric Service 

The opening paragraphs of a report submitted 

to the Dublin Health Authority in September 1967 on the 

development of mental health services read as follows :-

"In Dublin, as elsewhere in this country, the 

emphasis in the past was on the treatment of patients 

in hospital, while community services remained relatively 

undeveloped. In our hospitals, this emphasis on 

hospitalisation resulted in serious overcrowding of 

buildings which are, in the main, antiquated with 

inadequate utility services, resulting, in time, in 

therapeutic inactivity, a low state of moraje, and an 

atmosphere not generally conducive to recovery. These 

conditions hampered the recruitment and training of 

psychiatric staff, and, over the years, gave rise to a 

poor public image of our psychiatric services in Dublin. 

The task of re-organisation which had to be 

undertaken was, in the first place, to develop psychiatric 

services centred on the community and related to the 

population of the areas served. It was necessary to make 

a fundamental break with the concept of the hospital, with 

its allocation of doctors and nurses rigidly related to the 
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number of beds. This involved the division of Dublin 

city and county into catchment areas and a complete 

co-ordination of the hospital facilities with the 

community and domiciliary services, so that they should 

form an integrated whole, with continuity of treatment, 

whether in hospital or in the community, provided by the 

psychiatric team serving the particular area." 

OVERALL These have continued to be the aims of the policy 

OBJECTIVES which has been followed in the past five years. The 

overall aim was to break up the then existing mental hospital 

complex, with its excessive concentration of patients in 

large institutions, and to create in its place integrated, 

self-contained services, including in-patient facilities 

within each area. 

The division of the city and county into seven 

areas was achieved with the co-operation of the two 

existing developed private services, i.e. St Patrick's 

Hospital and St John of God Hospital, Stillorgan, which, 

having traditionally functioned outside of the local 

authority system, agreed to provide comprehensive services 

in two of the catchment areas. St Vincent's Hospital, 

Fairview, also agreed to make a number of beds available 

for patients from the surrounding catchment area. 

It is hardly necessary to describe in detail 

the different stages in the development of this programme 

to date. Briefly, the position at present is that there 

are seven separate self-contained area services, at various 

stages of development, in the Dublin area. In addition, 

County Wicklow forms a separate catchment area served from 

Newcastle Psychiatric Hospital. The service for County 

Kildare, with the exception of the north-west of the county, 

continues to be provided as heretofore from St Dympna's 

Hospital, Carlow. The north-west is being served from 

St Loman's Hospital, Ballyowen, as part of the St Loman4s 

catchment area. Gradually, the central and most populous 

area of the county will be served from a comprehensive 

AREA 

SERVICES 



POPULATION FIGURES FOR 

REGISTRAR OR DISPENSARY 

OF DUBLIN 

WICKLOW 

KILDARE 

TOWNS POPULATION 

NAAS 1,529 

BRAY 12,699 

DROICHEAD NUA 1,183 

GREYSTONES 2,808 

MONASTERAVIN 1,403 

KILDARE 2,731 

ATHY 4,069 

WICKLOW 3,340 

ARKLOW 6,083 

TOWN POPULATION FIGURES ARE 

INCLUDED IN REGISTRAR OR 

DISPENSARY DISTRICTS TOTALS 

ON MAP 

D I A G R A M 1 
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treatment centre to be developed at Naas, leaving only 

the south-east part of the county to continue to be 

served by St Dympna's, Carlow. At present, this makes 

a total of nine separate district services. (Diagrams 1 and 2). 

The ultimate objective is that each district shall, 

as far as possible, form a self-contained administrative 

unit with its own team providing a comprehensive mental 

health service, for adults, adolescents and children, both 

acute and chronic, the entire forming a supporting service 

to a primary health care system, which, it is hoped, will 

be the main development under the Board's community care 

programme. 

In recent years, the trend in other countries 

has been away from the selective unit in either a general 

or mental hospital, dealing only with the acute and 

clinically more interesting patients, and passing on the 

chronic and "less desirable" patient to a separate chronic 

service in the mental hospital proper. 

In place of this system, the tendency is to work 

from a larger comprehensive unit (say 100 beds) attached 

to a general hospital, dealing with all psychiatric problems 

arising within a catchment area. 

The principle of a comprehensive service for 

a catchment area, with continuity of responsibility, is 

fundamental both to this approach and to the lines on 

which our services have been developing in recent years. 

However, the natural evolution of our services has been 

towards the development of a team working together within 

a catchment area, in a number of separate but linked 

facilities which, added together, will provide a 

comprehensive service for both acute and chronic patients. 

This allows a more flexible and personal approach to be 

made to the individual patient and his problem. 
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CHILD Before going on, it is desirable to refer to the 

PSYCHIATRIC Child Psychiatric Service, which has remained relatively 

SERVICE undeveloped. What is essentially required in each area 

is a group with special skills in child therapy, 

functioning as part of the area psychiatric team. In 

establishing these groups, the aim would be to avail of 

those child psychiatric services which already exist, 

by linking them to the adult area services so as to 

provide, as far as possible, a comprehensive and integrated 

family service for each area. 

There is an urgent need for child psychiatric 

services, embracing clinics, in-patient units, special 

schools and other facilities to deal with problems presenting 

from a population of 309,000 children under ]k years of 

age in the Board's functional area. 

CHILD The basic organisation of the child service 

FACILITIES proposed is on the following lines :-

REQUIRED 

1 One or more Child Psychiatric Centre in each 

catchment area operating on a five-day week basis. 

(Diagram 3)• These would form the front line 

Child Psychiatric Service linking with the 

adult services in each area. 

2 Intensive investigation and diagnostic facilities 

in Paediatric or General hospitals. A small 

number of beds would be sufficient to serve a 

group of area services. 

3 Residential facilities for acutely disturbed 

children. The establishment of three residential 

units of 20 beds each is recommended. 

k A small, highly secure unit may be needed for 

children who might constitute a risk to society. 

5 Existing facilities for autistic children and other 

long-term conditions. 
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EFFECTIVE The concept underlying this plan is to 

USE OF utilise highly trained personnel - Child Psychiatrists, 

CHILD Psychologists, Psychiatric Social Workers - as effectively 

PERSONNEL and economically as possible, so that in the front line 

Child Psychiatric Centre in areas with large child 

populations they would be enabled to make effective use 

of supporting para-medical staff, community agencies and 

voluntary workers. (Diagram 3)* This approach is essential 

in view of the high cost of skilled personnel, not to 

mention the difficulty of recruiting people with adequate 

training and experience. 

AUTISTIC It has already been agreed in principle to provide 

CHILDREN a hostel for some of the older autistic children who are 

& LONG-TERM now in the Children's Unit at St Loman's Hospital. 

CARE This report does not contain any recommendation for the 

further expansion of the existing facilities for autistic 

children, as the services for these children are 

reasonably well developed. Indeed, in the past, this 

dimension of child psychiatry was given undue prominence, 

to the virtual exclusion of other and more urgent child 

psychiatric problems. 

The capital cost of providing the full range 

of child facilities should not exceed £250,000 over the 

next five years. 

ACTIVE It was proposed in the 1966 plan adopted by the 

TREATMENT former Dublin Health Authority that each district should 

UNITS - have 50 - 100 active treatment beds for in-patients, 

1966 backed up by hostels and other community facilities. In 

ESTIMATED one district, served by St Patrick's Hospital, a unit of 

NEEDS 50 beds was converted and made available at St James's 

Hospital. On this basis it was proposed by the Dublin 

Health Authority and agreed by the Department of Health 

that three entirely new units of 50 beds and upwards 

would be built to serve three of the districts. It 

was proposed that these units should be built at 

St Vincent's Hospital, Fairview, St Vincent's Hospital, 

Elm Park, and St John of God Hospital, StiMorgan. 
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The Minister for Health generously agreed to make a 

grant of 50% of the cost of these units available 

from the Hospitals Trust Fund. 

CHANGE OF The area services have, under their Clinical 

EMPHASIS Directors, been developing on lines which have tended 

to shift the main emphasis from in-patient treatment 

in such special units, to treatment and care in a 

range of community facilities such as day treatment 

centres, workshops and hostels. In these settings, 

therapeutic programmes are being implemented not only 

for chronic, institutionalised patients, but also for 

patients at an acute phase of illness which would, in 

the past, have required in-patient care. 

REVIEW OF It is clear from the direction in which the 

NEEDS area services have been naturally evolving over the last 

few years, that our original estimate of the new 

in-patient facilities required should be reviewed. 

Arrangements have been made, therefore, to avail of beds 

in St Vincent's, Fairview, and St John of God Hospital, 

Stillorgan, as an alternative to proceeding at this 

stage with a building programme. The indications 

are that these arrangements, when fully developed, should 

be adequate for the needs of the areas in question. It 

is now possible, therefore, to defer, and perhaps ultimately to 

abandon, this building programme, with a consequent capital 

saving of up to £1,000,000 after allowing for certain 

works of alteration and adaptation which will have to be 

carried out in the hospitals at Fairview and Stillorgan 

to make further beds available for patients from those 

areas. 

DEFECTS OF A typical feature of the old-style mental 

TRADITIONAL hospital service was that problems often had reached 

SYSTEM an advanced stage before the Psychiatrist was asked 

to intervene. Often ten or fifteen years had elapsed 

between the genesis of the problem and its eventual 

presentment for treatment, at a stage when little could 

be done other than long-term hospitalisation and, 
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frequently, permanent institutionalisation. With better 

understanding of the nature of psychiatric problems and 

an increasing general awareness of, and a demand for help, 

both by the general public and by primary health care 

workers such as General Practitioners and Public Health 

Nurses, we find that, to-day, these problems are coming 

to light at a much earlier stage. 

NEW In addition, a whole range of new forms of 

APPROACHES therapeutic intervention has been developing around the 

world, many of which do not require treatment to be on 

an in-patient basis ; indeed, they are much more effective 

in a community setting where the living problem is actually 

taking place. 

CHANGING At this point, it would be well to look at some 

PATTERN of the problems which are being thrown up now, which the 

OF MENTAL traditional mental hospital setting is increasingly unfitted 

ILLNESS to deal with. 

First, there are acute disturbances which give 

rise to a crisis within a family, marital conflict 

situations, acute grief problems, attempted suicides, acute 

intoxication with drugs or alcohol, psychotic reactions and 

post-operative confusional states occurring in medical 

and surgical wards of hospitals, gynaecological problems 

and psychiatric problems associated with ageing. A 

psychiatric unit in a general hospital is the key facility 

for intervention here and may prevent the progression of 

such patients on to chronic invalidism or fixed neurotic 

states and, often, long-term institutionalisation. 

In addition to these more acute presentations, 

there are the chronic neurotic states such as the chronic 

phobias (e.g. the housebound housewife, or school phobia), 

the personality disorder, the sexual deviant, etc. 

In general, these require a period of active treatment -

family, individual or group psychotherapy, with or without 

the aid of drug therapy, which will basically take place 

on a day care or out-patient basis. 
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Another typical group is made up of the products 

of sick, dependent families, school drop-outs, schizophrenics 

those with organic psychoses, and others who, for one 

reason or another, are failing or have failed to learn to 

socialise or deal with ordinary life. These will need 

drug therapy, behavioural methods of treatment and long-term 

rehabilitation and training for living. 

The psychiatric service is increasingly being 

called on to deal with a rash of adolescent problems -

delinquency, social deviancy, drug abuse, abuse of alcohol -

which need special programmes, which are only partly 

psychiatric, linked to legal and educational agencies. 

PRESENT Apart from dealing with all these current problems, 

LONG-STAY it must be remembered that we also have the big back-log 

POPULATION of patients inherited from the past. Programmes for 

helping these, too, must be developed and ways found to 

restore as many as possible to a state of at least partial 

independence in the community. 

In the face of all these problems the area 

services have been evolving an increasing range of 

therapeutic facilities. The entire range of facilities 

is not yet represented in each area, and the degree of 

development varies from one area to another. In the last 

five years basically what has been achieved is the 

establishment of the area services, but it is only in the 

last year or so that most of these services have developed 

sufficiently to have a visibly independent existence from 

the parent mental hospitals. 

COMPLEMENTARY While our efforts to reduce the population of the 

GERIATRIC large mental hospitals in Dublin have been relatively 

AND MENTAL successful, progress has been hampered by the fact that the 

HANDICAP psychiatric service has been attempting to deal also with 

SERVICES what is essentially a geriatric problem. Now that a 

programme is being drawn up for parallel geriatric services, 

(including provision for the care of the old now in our 

mental hospitals) for early submission to the Board, and 

PROGRESS 

TO DATE 
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with the implementation of a special programme for adult 

mental handicap, the way will be clear within the next 

five years for the full development of the area services 

and the final phasing out of the large mental hospitals. 

PHASING It should be clearly understood that this phasing 

OUT OF out does not simply mean that the long-stay psychiatric 

LARGE patient will be turned out on the road or thrust back on 

MENTAL his own family. On the contrary, a full range of 

HOSPITALS alternative facilities must be created to deal not only 

with the new problems arising, but also to provide a 

setting of partial independence for as many as possible 

of the present chronic population. 

When the programme is fully implemented, there 

will be upwards of 1,000 short-stay and active treatment 

psychiatric beds available in the Board's functional area. 

In addition, when the long-term supportive service has 

been built up, there will be about 50 places in group 

homes and long-stay hostels in each of the nine catchment 

areas, looked after by the area psychiatric team. This will 

represent 1.5 beds or places per 1,000 of the population, 

which, by modern standards, is no mean provision for our 

needs. 

It must be emphasised, therefore, that what is 

proposed in this programme, is not just the elimination of 

the mental hospital as we have known it, but rather its 

replacement by a comprehensive range of facilities, largely 

based in the community, which will provide a more humane, 

therapeutic and realistic environment for the care and 

treatment of patients who, up to now, having been 

rejected by society, were forced to seek asylum in large, 

sub-standard, antiquated and de-humanising institutions. 

To describe these institutions as de-humanising is in 

no way a reflection on the dedicated staff who have been 

forced to work for so many years under virtually impossible 

conditions. 
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REDUCTION It is important to realise that the size and 

IN MENTAL character of the mental hospital population in the 

HOSPITAL Dublin area has changed radically in recent years. 

POPULATION In most countries in the Western world the population 

SINCE of mental hospitals has been falling since the years 

1965 195^ to 1956. In Ireland, generally, this trend 

has also been in evidence but did not begin until about 

three years later, 

If we take, for example, the year 1957, 

the population of St Brendan's and St ita's was 3,750. 

By 1965 this had only fallen to 3,500. The present 

in-patient population of these two institutions is 

2,700, a reduction of 28%. (Diagram k) 

NATURE OF These overall figures/do not reveal the true 

REDUCTION nature of the reduction which has taken place. The 

mental hospital population is made up of three main 

groups, i.e. the mentally ill, the adult mentally 

handicapped and geriatric patients. 

Since 1965 t n e geriatric population has 

remained the same and the adult mentally handicapped 

population has actually increased. It can be seen, 

therefore, that the reduction has taken place exclusively 

in the psychiatric population and represents a fall of 

the order of 50% in their numbers. (Diagram 5)« 

PRESENT 

MENTAL 

HOSPITAL 

POPULATION 

As a result of this change, the present 

population of St Brendan's and St Ita's is made up as 

fo11ows :-

Psychiatric 

Mental Handicap 

Geriatric 

1,350 

650 

700 

Total : 2,700 

The combined mental handicap and geriatric numbers now 

make up 50% of the population of the two hospitals. 

This leaves 1,350 psychiatric patients of whom about 

1,000 are long-stay. 





SERVICES In effect, the job facing us in the mental health services 

NEEDED is to bring as many as possible of the long-stay patients to a state 

of partial independence where they can look after themselves, preferably 

in the community, with a minimum of supervision. 

In order to achieve this, and to deal with the more acutely 

ill patient, the following basic range of services is needed in each 

area. (Diagrams 6 and 7)» 

PRIMARY 1 

PREVENTION 

(The taking 

of the 

necessary 

steps, where 

these are 

known, to 

ensure 

i1lness 

does not 

occur) 

COMMUNITY MENTAL HEALTH SERVICE 

Support service to primary health care workers such as General 

Practitioners, the child health services, Public Health nurses, 

mental health consultation and advisory service to voluntary 

agencies, clergy, marriage counsellors, teachers, juvenile 

liaison and probation officers, so as to enable them to intervene 

effectively at an early stage in the solution of problems in 

living before they develop into psychiatric disorders. 

This also includes the education of the public on mental health. 

This does not mean increasing the public's understanding and 

awareness of psychiatric disorders as such, which unfortunately 

is the form mental health education often takes. What is needed 

is a programme of education directed towards a better appreciation 

of the basic conditions necessary for healthy human life, i.e. 

a better understanding of the functions of the family - of child 

development, adolescence, marriage, the ageing process and 

retirement. It would also involve helping people to understand 

how to handle problems of living and to learn, for example, how 

to cope with ordinary anxiety and depression as part of everyday 

living. This work of education would be carried out in close 

co-operation with the National and local Mental Health Associations 

EMERGENCY SERVICE SECONDARY 2 

PREVENTION 

(The early 

diagnosi s 

and 

treatment 

of illness) 3 COMPREHENSIVE TREATMENT SERVICE 

Domiciliary visiting, diagnostic assessment, emergency management 

and short-stay admission and treatment in active psychiatric 

units or units in general hospitals. 

Ranging from out-patient to full-time care. To provide this 

range of services the following facilities for all age groups wi1 

be required, either in one centre, for instance in a general 

hospital, or at different locations within each area. 
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Out-patient clinics 

Day 
) hospital 

Evening 

Hostel 

Child Psychiatric Centre 

Some preliminary data on some of the hostels 

and day hospitals already in existence is presented 

in Appendix A. (Page 38). 

PSYCHIATRIC SERVICE IN GENERAL HOSPITAL 

Including in-patient unit, consultation service to 

other wards, psychiatric service to general hospita 

out-patients and casualty department - small 

intensive investigation children's unit. 

TERTIARY 

PREVENTION 

(The reduction 

of disab?1ity 

due to 

established 

i1lness) 

LONG TERM SUPPORTIVE SERVICE 

These facilities will largely comprise the 

alternatives to institutionalisation, including 

provision for those long-stay patients now in our 

institutions who have been rehabilitated to a 

point where it will be possible for them to 

live in the community with varying degrees of support. 

Special provision may have to be made for the 

chronically disturbed, the organically brain-damaged, 

pre-senile dementia and patients with similar 

conditions. The picture in regard to these 

patients is not clear at present and it will not 

be clear for some time how many truly fit into 

these categories. For the next few years these 

patients will continue to be cared for in the existing 

disturbed units of the mental hospitals. 

AREA The nine districts into which the area has been 

PSYCHIATRIC divided range in population from about 60,000 in County 

TEAMS Wicklow, to over 200,000 in the largest district in Dublin 
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The basic psychiatric team for the larger 

areas would comprise the following ; but this is a guide 

only and will vary to suit the needs of individual areas 

and the changing patterns of psychiatric practice :-

1 Clinical Director 

3 Consultant Psychiatrists 

Psychiatrists and Trainee Psychiatrists 

General Practitioner sessions 

2 Psychiatric Social Workers 

2 Occupational Therapists 

1 Senior Clinical Psychologist 

1 Clinical Psychologist 

1 Trainee Clinical Psychologist 

1 Chief Nursing Officer 

2 Deputy Chief Nursing Officers 

Nurses 

Administration (Diagram 8) 

The basic unit of Child Psychiatric personnel would 

be as follows, but more than one unit may be required for a 

mental health district, depending on the child population :-

1 Consultant Child Psychiatrist 

1 Senior Registrar/Psychiatrist 

1 Psychologist 

1 Psychiatric Social Worker 

1 Speech Therapist 

1 Nurse 

1 Medical Secretary 

SPECIAL In addition to the area services, special 

SERVICES supportive services will be required, on a more centralised 

basis, in the following fields :-

1 Services for seriously disturbed children 

2 Research (Section 2 of this report) 

3 Forensic and high security residential centres (Section 3 

of this report) 

k Service for vagrants and homeless alcoholics (Section k 

of this report) 



DRUG ABUSERS AND RELATED PROBLEMS 

j REFERRAL AND TREATMENT SYSTEM (DETAIL) 
l a — — — — — — iiiwiiiii • • • • iiiiiiwtmnMMiinr)wwiiiiiiBinift»mBl!aai! 

JERVIS STREET HOSPITAL 

1 Out-patient 

2 Information 

Screening 
Treatment 
Referral 

Drugs 
Poisons, etc 

3 De-oxification & Limited 
acute medical Avai labi l i ty 
management 

k Urine testing f a c i l i t i e s 

FORENSIC PSYCHIATRY 

1 In Patient 

2 Intermediate 

3 Consultation 

L — — i i • • i 

,. n ,,j|MJUJJT1T'—- •—'" • •'—"• M i l — H I M — | 

SERVICE E.H.B. 

Closed Drug Unit , Dundrum 

Day Centre, Usher's Quay 

AREA PSYCHIATRIC 

1 

2 

3 

k 

Out-patient 

In-patient 

Intermediate 

i 
SERVICES E.H»B. 

Screening 
Treatment 
Referral 

Immediate management 
Further management 
Referral 

Day Hospital Care 

Community Services 

i ' ' • • • • • m i l in—•••— i a — — — • • — w m m 

COURTS AND PRISONS, ETC 

1 Probation Service 

2 Medical Services 

D I A G R A M - 9 

REFERRAL AND TREATMENT SYSTEM (OUTLINE) 
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5 Services for the abuse of drugs and alcohol. 

6 Rehabilitation and training. 

As an example of how the special services will relate to 

the area services, see Diagram 9 relating to drug abuse. 

As rehabilitation and training will be of great 

importance in the years to come, and as its terms of 

reference extend outside the field of mental health, involving 

education and labour and community care programmes generally, 

it is proposed to set up a working party to study the 

development of this service. 

EDUCATION Over the last five years, with the appointment 

AND of a Professor of Psychiatry in each of the three Dublin 

TRAINING medical schools, a sound basis has been laid down for both 

undergraduate and post-graduate medical training in psychiatry 

within a unified programme. (Diagram 10). 

Considerable progress has been made also with 

the recruitment and training of Psychiatric Social Workers. 

While a beginning has* been made in a training programme for 

Clinical Psychologists, progress has been hampered by the 

failure, so far, to fill the key post of Director of Psychology. 

It is hoped that this will be put right as early as possible. 

Separate reports will be submitted in due course on the 

organisation of social work and psychological services. 

There have been problems also in the recruitment 

of an adequate numberof Occupational Therapists, even 

though there has been a training programme in Ireland for 

this discipline for a number of years. 

It is clear, however, that our major efforts in 

the next five years must be concentrated on the development 

of training in psychiatric nursing both at trainee and 

post-graduate levels. This will complement the administrative 

organisation of our nursing services on an area basis under 

Chief Nursing Officers. To achieve this, it will be necessary 

to appoint an officer who, as Group Tutor, will have the task 

of planning and implementing intensive programmes of 

training throughout the service. 
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LONG-TERM With regard to the long-term supportive services, 

SUPPORTIVE the degrees of support needed would range from long-stay 

SERVICES hostels, where a patient might live in a group of 20 with 

some supervision, to group homes where small groups of 7 

to 10 people would live in an ordinary house looking after 

themselves, with supervision only by visiting nurses. These 

patients during the day would normally attend a Day Centre 

or Community Workshop. Some might actually achieve part or 

whole-time outside simple employment, while others could be 

employed as supervisors in domestic posts in the group 

homes or hostels. 

The number of long-stay hostels and group homes 

to be established will, ultimately, depend on the success of the 

programme, and will be subject to annual review. It is estimated 

that if the programme is completely successful, four or five 

hostels-group homes will be needed in each catchment area. 

It is likely in the case of our existing chronic 

population that many will require sheltered situations of 

this kind for the remainder of their lives. 

LONG-STAY It is not envisaged that hostels or group homes 

HOSTELS will have to be provided for all of the 1,000 present chronic 

& GROUP population. As a high number of them are already in the 

HOMES 50 - 60 years age group, their numbers will naturally tend to 

dwindle with the passage of time. Of those who remain, it 

should be possible to re-settle many of them in lodgings, 

while others, after a period of residence in a hostel or 

group home, would have improved sufficiently in their 

behaviour to be able to return to live with their own 

families or, if necessary, move on to the sheltered 

environment of one of the existing convalescent or nursing 

homes. 

PROGRAMME : 

TRAINING 

FOR 

INDEPENDENCE 

The first step in the implementation of this 

programme is the sectoring off of the chronic sections of 

St Brendan's and St Ita's, which would then cease to be 

run by the area psychiatric teams, leaving only the acute 

and disturbed sections for admission and treatment as a 

back-up to the expanding community facilities of the area 

services. 
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This will be a temporary arrangement only, in 

order to concentrate on this programme of training. It 

should be clearly understood that once a patient leaves 

hospital to take up residence in a hostel or elsewhere, 

his psychiatric supervision, in so far as this is required, 

will be provided by the area psychiatric team. 

A small active team of Psychiatrists, Psychologists 

and Nurses drawn from our existing personnel will be specially 

selected to operate a programme specifically designed to equip 

patients with skills required to enable them to live under 

sheltered conditions in the community. This will involve 

the creation of a hostel-type environment in the chronic 

wards, which will be supervised by small teams of visiting 

nurses. 

It will also involve the formal discharge of 

psychiatric patients, whose status will then become that of 

welfare patients such as those in any one of the Board's 

welfare homes. This re-organisation will release a 

considerable number of nurses for assignment to the growing 

community services or other areas where they are urgently 

needed. 

To coincide with the completion of this active 

course of rehabilitation by the first group of 50 - 100 

patients, suitable hostels and group homes will need to be 

provided in the financial year 1972/73. If this is successful, 

it should be followed by a steady flow of accommodation for 

100 - 150 patients in each of the following four years. 

EXISTING The extent to which the services and facilities 

SERVICES have been developed, so far, in each catchment area will be 

AND seen from Diagram 11, which gives an indication also of measures 

FACILITIES which are being taken currently, and in certain cases, 

proposals for their further development. 

GAPS IN In addition to the long-term supportive services 

AREA which must be developed in order to phase out the institutions, 

SERVICES it will be seen also that a number of the facilities required 

for full implementation of the active treatment programme, 

such as short-stay beds, hostels, day hospitals, have still 

to be provided in some catchment areas. Each catchment area 
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will require 30 - 50 places in active hostels and, so far, 

this level has been reached only in the Dublin South East 

area. 

When we look at community mental health and 

primary prevention, we see that it is in this really 

important dimension that our services are most deficient. 

One of the reasons for this is that the basic primary health 

care system,, to which mental health care should be linked 

as c supportive service, it itself relatively undeveloped. 

IMBALANCE Indeed, this very feature serve$ to illustrate 

IN HEALTH the degree of imbalance in our health services as a whole. 

SERVICES Almost all of our efforts and investment have been hospital-

centred and directed towards the curative treatment of 

sickness, rather than towards achieving a better level of 

health and well-being in our people. 

As I have already said in this report, it is 

hoped that the development of a primary health care 

system will be the main development in the Board's community 

care programme. 

MERGER OF It is my confident belief that if the programme 

COMMUNITY now being put forward is adopted by the Board and is 

CARE S pursued energetically over the next five years, most of the 

AREA activities of the area psychiatric services (as distinct 

PSYCHIATRIC from the special services referred to earlier) will merge 

SERVICES into and become part of a comprehensive community care 

programme which would be administered as an entity in each 

health district. On the other hand, it should be stressed 

that certain important but less extensive functions of the 

mental health service are becoming more specialised and 

technological and will become identified more closely with 

other medical specialities and will, therefore, fit more 

naturally into the general hospital system. 

CAPITAL 

COST OF 

FACILITIES 

RECOMMENDED 

As already stated, it is estimated that the 

cost of providing children's facilities should not exceed 

£250,000 over the next five years. The estimated cost of 

providing comprehensive active treatment facilities in each 

area is £450,000. In addition, a capital expenditure of about 



21 

£500,000 would be needed to provide long-stay hostels 

and group homes. 

The estimated total capital expenditure involved 

in providing the full range of new facilities required for 

the implementation of this programme is, therefore, 

£1,250,000 at current costs. 

SAVING ON it was mentioned earlier in this report that if 

EARLIER we do not proceed with a building programme for an in-patient 

PROGRAMME unit of 50 - 100 beds in each of three of our catchment areas, 

there would be a capital saving of £1,000,000. 

RE-ALLOCATION I recommend that the capital expenditure which was 

agreed to for these units be applied instead to the provision 

of the flexible range of facilities described in this 

report. This would mean that, with an additional expenditure 

6f £250,000, a comprehensive range of facilities could be 

set up which would provide the framework for a reasonable 

community mental health service by modern European standards. 

ANTICIPATED Assuming the usual State grant of 50% of the capital 

SOURCES OF cost of providing new facilities for the mental health services, 

CAPITAL the Board's share of the capital expenditure on this 

programme would be in the region of £625,000. As the 

Minister for Health has already agreed to meet half the cost 

of the three in-patient units previously proposed , which 

may not be now required, it seems a reasonable assumption 

that these funds could be made available for the 

implementation of this revised programme. 

The Board is already due to receive some £250,000 

proceeds from the sale of lands at St Ita's Hospital to the 

Dublin County Council. I recommend that these funds be 

applied towards the implementation of the plan outlined 

in this report. 

As the plan is implemented over the next five 

years, the older buildings on the west side of St Brendan's 

will be evacuated gradually and could be demolished. 
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The only buildings which would be retained on this site 

would be the three modern buildings, where about 150 beds 

would remain in active use, as well as the present 

Assessment Unit, which could be used as a Community Centre. 

The abandonment of the older buildings on the 

western side of St Brendan's will gradually release about 

40 acres (Diagram 12) which, if the Board so desires, could 

be disposed of and the proceeds applied towards the 

implementation of this programme. 

DECISION The condition of much of these older buildings 

ON OLDER is such that an early decision must be made about their 

BUILDINGS future. If it is decided to retain them^major 

expenditure must be incurred on their renovation and 

improvement. The cost of doing this could well exceed 

the capital investment required to implement the plan 

now recommended, and, at best, would only result in the 

perpetuation of an institutional service which, apart 

from being far too costly to run, is unlikely to be 

acceptable to present-day society. 

CURRENT 

MENTAL 

HOSPITAL 

COSTS 

The point to be emphasised is that the cost of 

maintaining patients in our large psychiatric institutions 

is increasing every year. This is due mainly to the high 

cost of nursing and other personnel, who are not employed 

to the best advantage since, in the institutional setting, 

a high proportion of them must be deployed simply to give a 

24-hour cover. 

EFFECT OF Essentially, the plan for phasing out the large 

PHASING psychiatric institutions will result in the long-stay 

OUT patient being maintained in a community setting where he 

will learn to look after himself with minimal, mainly 

visiting supervision. The effect of this will be to 

release nurses and others to work in the developing 

community psychiatric services. 

ALTERNATIVE The alternative is to continue to maintain our 

existing large psychiatric institutions and at the same 
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time allocate further resources for the development of 

the expanding community services, which, it is clear, 

will be demanded by society from now on. It is doubtful 

if our country can afford such a costly method of approach 

to the problem of mental illness. 

While on the subject of costs, I feel f should 

refer to what appears to be a widespread misconception that, 

in recent years, the Dublin psychiatric service has been 

devouring an undue proportion of our resources. The fact 

is, however, that the rate of increase in expenditure on this 

service has been considerably less than in the case of the 

Board's other main services. Perhaps this misconception 

has arisen because a considerable range of new community 

psychiatric services has been developed. (Diagram 13) • 

RELEASE OF If the Board decides to adopt this programme, 

REVENUE one of its effects will be to release revenue, which would 

FOR otherwise be required for expansion of community psychiatric 

OTHER services, to be allocated instead to the geriatric and 

PURPOSES community care programmes which constitute a more important 

priority in the development of our services. 

MENTAL In this report I have concentrated on the development 

HANDICAP of the mental health services to the exclusion of services 

S for the mentally handicapped and the elderly, which will 

GERIATRICS be the subject of a separate programme to be submitted 

at a later date. 

Ivor Browne 
Programme Manager, Special Hospital Care 

June, 1972 
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DEVELOPMENT OF MENTAL HEALTH SERVICES (SECTION 2) 

RESEARCH 

DIRECTOR OF RESEARCH : DR JOHN CULLEN 

REPORT AND FUTURE PLANS 

INTRODUCTION A draft plan for research was prepared prior 

to my trip to the United States in 1968, and since then 

the various areas proposed for study at that time have 

been developing the necessary resources in terms of 

facilities, equipment and personnel. 

This has been a difficult area to build up 

because it has involved a co-operative effort not only 

between the Eastern Health Board and the Department of 

Health, but also with University College, Dublin. To 

make this co-operation possible I have assigned the 

overall direction of the researches of the Department of 

Psychiatry, University College, Dublin, as well as those 

of the Board, to Dr John Cullen who is responsible for 

their planning and development. The situation should 

not be seen as one in which the Board or the University 

are in competition. The arrangements which have been 

arrived at between the two bodies have produced great 

benefits to each in turn. For the Board, it has ensured 

that it has available to it expert facilities for the 

investigation and treatment of patients and the training 

of staff which would not normally be available in a 

health service without a University affiliation. For 

the University, it has provided a resource for research 

with access to clinical problems in a comprehensive service 

sett i ng. 

The first unit to be developed is the Behaviour 

Research Laboratory at St Brendan's Hospital in premises 

leased by the Board to the University. It has been 

equipped by the University, with apparatus for the study 

of human behaviour and learning in conjunction with the 

measurement of psychophysiological responses* This 

enables us to undertake research into stress and its 

effects in man and also to develop accurate objective 

HUMAN 

BEHAVIOUR 

RESEARCH 

LABORATORY 
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measures of the effects of psychiatric drugs and other 

substances with psychological effects, for example, hormones 

whether occurring naturally or given therapeutically. 

A number of studies have been carried out here or are at 

present in progress. Some of these involve patients 

under study in the Psycho-Endocrine Unit and some have 

been with normal volunteers. The test procedures and 

equipment have been extensively used in the investigation 

of a large number of the Board's psychiatric patients. 

A further development,now nearing completion, 

will provide for the design of a method and equipment to 

measure the sensit'vity of patients to stress on a routine 

basis. This will be researched as to its applications 

in pre-symptomatic diagnosis in general practice. 

In 1969 the endocrine research facilities 

which had been partially developed at Our Lady of 

Lourdes Hospital, Drogheda, where we were making use 

of them for some of the Board's patients during 1968, were 

transferred to the laboratory at St Brendan's Hospital. 

In 1970 after negotiations involving the Board, the 

University and the Department of Health, an agreement 

was drawn up between the University and The Biological 

and Medical Research Institute of Basle, Switzerland, 

which provided funds from Messrs Hoffman La-Roche to 

set up a Psycho-Endocrine Research Unit within the 

University Department on a site leased to University 

College, Dublin, by the Board. This has involved 

capital provision from Basle, of the order of £250,000, 

and carries an annual budget in the region of £100,000. 

Between thirty and forty staff are employed, ranging 

from medical consultants and senior biochemists through 

nursing, technical and administrative personnel. The 

unit has carried out a number of researches in the hormone 

field and is comprehensively equipped to carry out a 

range of tests which are not currently available together 

in any other single facility in Ireland or Britain. 

Indeed, there are only a few centres in the world which 

can offer such a comprehensive testing service. These 

facilities have been made available for the treatment and 

investigation of a large number of patients, who have 

come not only from the Board's psychiatric services but 
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from other services of the Board as well as other Health 

Board areas and from voluntary hospitals. Out-patient 

clinics are provided and recently a consultancy service 

to the Board's Forensic Service at Dundrum has been 

initiated. In the near future a similar consultancy 

service for St Mary's Hospital will be provided and 

some hostel beds at St Mary's wi11 be jointly serviced 

for special cases by the staffs of St Mary's and of the 

Psycho-Endocrine Unit. 

It will be apparent that highly complex 

equipment is required for these services and researches. 

On a day-to-day basis servicing and maintenance of the 

equipment at St Brendan's Hospital is in the hands cf 

a highly competent electronics technician employed by 

the Department of Psychiatry, of the University. 

BIO-MEDICAL Advances in technology and the need to maintain 

ENGINEERING development of instrumentation have led to the 

RESEARCH establishment of a Bio-Medical Engineering Research Unit 

UNIT jointly with the Department of Engineering in University 

College, Dublin. Since September 1971 three graduate 

engineers are carrying out research, for higher degrees, 

involving the development of equipment for our laboratories 

These workers are under the joint supervision of Dr Noel 

Murphy of the Department of Engineering and of Dr John 

Cullen. One of their projects has led to designing a small 

computer which will enable our tests to be carried out much 

more quickly and economically on a larger number of 

patients. This equipment is at present out for tender 

to manufacturers. It will carry the potential for direct 

linkage with the large computer at Be 1 field which has 

already been used extensively by us for data processing 

in our studies. Other equipment for electrical 

measurement of blood chemistry continuously In the 

circulation and a minature device for measuring changes ;^ 

in heart rate are being developed. 

VALUE OF When all of the facilities described above are 

FACILITIES brought together in the investigation of patients they 

provide a unique opportunity to study the effects of 
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THE COST OF THE PSYCHIATRIC CASE REGISTER FOR THE EASTERN 

HEALTH BOARD AREA 

It is envisaged that the development of the case register 

to cover the total Eastern Health Board area should be a phased development 

reaching completion by March 1975. The following are the four suggestions 

of development with their costings year by year. The costing is, of course, 

cumulative, 
, the previous 

PHASE 1 

that is to say each successive phase incorporates 
phase. 

At March 1972 (already operational) 

Population 250,000 -

(Two Areas) 

5 Interviewers 

1 Acting Supervisor 

Stationery 

Accommodation 

Computer Time 

• 

300,000 

£oThousands 

5.00 

woo 
.60 

Nil 

1.25 

7.85 

PHASE 2 

the costing of 

March 1973 

Additional Population 
Total Population 450, 

(Two Areas) 

Brought Forward 

6 Interviewers 

Stationery 

Supervisor (Extra) 

Accommodation 

Computer Time 

+ Si:% contingency includ 

200,000 
000 - 500,000 

^Thousands 

7.85 

6.00 

.50 

1.00 

Nil 

.65 

16.00 I 

ing inflation 

PHASE 3 

March 197^ 

Additional Population 250,000 
Total Population 700,000- 750,000 

(Two Areas) 

Brought Forward 

6 Interviewers 

Stationery 

Computer Time 

+ 5i% contingency including inflation 

£.Thousands 

16 

6 

23 

.00 

.00 

.50 

.65 

.15 

PHASE 

March 1975 

Additional Population 
Total Population 950,000 

(Two Areas) 

Brought Forward 

6 Interviewers 

Stationery 

Computer Time 

Assistant Supervisor 

- 1 

£ 

250,000 
,000,000 

JThousan_ds_ 

23.15 

6o00 

.50 

.65 

1.00 

31.30 

+ 5i% contingency including inflation 
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stress in producing both psychological breakdown and a 

wide variety of physical conditions and to design 

treatments best fitted to alleviate them. The location 

of these within the Board's area has provided a whole 

new dimension of potential benefit for many patients. 

EPIDEMIOLOGICAL However, our interest must extend beyond the 

STUDIES individual case to the community. This requires 

AND DATA epidemiological studies of mental and stress diseases 

GATHERING to find out how, where, when and how often they occur 

in the population and to attempt to discern why they 

arise. This will provide the kinds of data we need 

for efficient and rational planning of services and 

better care delivery. A number of projects have been 

developed. A case-register of all mental health 

clinical contacts in an area of Dublin City with a 

population of 250,000 - 300,000 people has been set up. 

This data is stored in a coded fully confidential form 

on the Board's computer at St James's" Hospital. This 

contains clinical and social data which can be retrieved 

to provide a basic history for an accredited clinician 

and also data for research and planning. It Is now 

operational This is essential .for programme budgeting 

and should gradually be extended to cover the whole of 

the Board's functional area. For costing and 

implementation see Diagram ]i+t 

NATIONAL The national mental health statistics for 

MENTAL psychiatric in-patients are now being processed on the 

HEALTH Eoard's computer. This work is being undertaken for 

STATISTICS the Medico-Social Research Board who have taken over 

responsibility for them from the Department of Health. 

GERIATRIC A geriatric case register and a mental 

AND MENTAL handicap register are in the process of being set up. 

HANDICAP We are also collaborating with the Department of Health, 

CASE which is the national sponsor of World Health Organisation 

REGISTERS activities, in a number of studies for the World Health 

Organisation. To date these include a study of the use 

of psychiatric out-patients services and of provisions for 
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psychogeriatric cases. These studies help us in the 

design of our own data collecting procedures and 

provide for their comparability with those in use in 

other countries. 

PSYCHIATRIC A study of the organisation, planning and 

SERVICES efficiency of psychiatric care delivery has been set up 

STUDY with funds provided by the Medico-Social Research Board 

under the direction of Dr John Cullen. This is a joint 

study by the Departments of Psychiatry and Business 

Administration of University College, Dublin. 

Mr Bernard Moran of the latter Department is their 

Principal Investigator. In 1371/72 the first of the 

three years research budgeted for, a study of the way 

in which central administration relates to the clinical 

work of patterns of activity and role of clinical 

personnel were carried out,together with a number of 

individual studies in the service area, for example, 

of the role of the General Practitioner in mental health 

services and a study of the incidence of maladjustment in 

school children in an urban housing estate^with a view 

to predicting future service needs. It is hoped that 

this overall research project will provide information 

for the better planning of services and methods for the 

collection of the most useful data for this. The 

study has for present purposes confined its investigations 

to the North East Dublin city area service, which is under 

the direction of Dr B McCaffrey. This area was chosen 

as having a typical range of the problems involved in the 

change from a hospital-based service to a community based one. 

BEHAVIOUR Since 1968 an important series of studies, in 

MODIFICATION methods for the modification of the behaviour patterns 

STUDY of chronic patients showing a pattern of re-admissions,has been 

conducted by Dr J Fernandez with great energy and 

dedication. The work has been partially financed by grants 

from the Medical Research Council. 

Special units at St Brendan's Hospital, Mount 

Pleasant Square and the Central Mental Hospital have been 

used in the research. Staff training was intensive 
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and the nursing personnel were under the control of 

Mr P Hanly. The methods used involved the rewarding 

of desirable, socially constructive or self-caring 

behaviours with negotiable tokens with which a variety 

of luxuries and comforts could be bought. Of thirty-nine 

patients who have been admitted to the programme,thirty-one 

are now out of hospital and seven are in hospital. 

One patient died during the study period. Of those 

out of hospital, twenty are in open employment, two are 

in sheltered employment, and of the remaining nine, 

three are unemployed and six refused to co-operate in 
e 

follow-up of their cases. 

This approach to rehabilitation offers great 

potential,especially for chronic cases. The work will 

now be developed on a much more extensive scale in the 

service area. 

COMMUNITY Finally, a community group has been set up to 

DEVELOPMENT look at the social forces which generate psychological stress 

STUDIES and to devise appropriate action at community level* This 

is a multi-disciplinary group which includes architects, 

an urban planner, an economist, an anthropologist and 

several other disciplines together with psychiatrists and 

psychologists. It has undertaken a number of studies 

which will, as they develop, provide a good deal of 

valuable information on the ways in which breakdown 

under social stress could be avoided. It can 

therefore be seen to have relevance to the Community Care 

Programmes as well as to the Special Hospital Care 

Programmes. The programme of community studies is being 

directed by myself and Dr John Cullen. 

ORGANISATION 

OF THE 

RESEARCH 

PROGRAMME 

The overall responsibility for the direction, 

co-ordination and development of all these researches 

is assigned to Dr John Cullen. Epidemiological studies 

are directed Dr Dermot Walsh who is employed jointly 

by the Board and the Medico Social Research Board. 

Mr Ingo Fischer is responsible for the Behaviour and 

Psychophysiological Studies Unit and he is employed 

by the Department of Psychiatry, University College, 

Dublin, from its research earnings. The Psycho-Endocrine 
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Unit is under the direction of Dr Austin Darragh who is 

employed by the Department of Psychiatry, University 

College, Dublin, out of its research earnings. 

FUTURE 1 It is proposed in the near future to re-locate 

PLANS the Behaviour Pxesearch Unit on the St James's 

campus adjacent to the Psycho-Endocrine Unit 

on a site which has been allocated to the 

Department of Psychiatry by the Board. This 

will make for a better service to patients as 

well as closer research collaboration. Plans 

for collaboration with the World Health Organisation 

in a study of stress factors in community health 

are being prepared. 

2 Accommodation for Dr Walsh's epidemiological 

studies and the community studies will also be 

provided in this location. Participation of 

the College of General Practitioners in the 

work will be provided for. 

3 The recognition of the service laboratory role 

of the Psycho-Endocrine Centre will be sought 

from the Board in the interests of economy and 

rational provision for a costly resource for 

which duplication of funding would be unwarranted. 

k The location of a computer terminal for the 

University College, Dublin, computer at Belfield 

at the above location. This is not in conflict 

with the need for the Board's computer services. 

The U.C.D. computer will be concerned mainly with 

research data and real-time systems for the equipment 

5 To co-ordinate the data collecting of the Board 

and to provide a consultancy service in this field. 

6 To develop an up-to-date E.E.G. department for the 

Board's services which will provide both for 

diagnosis and research as all modern departments 

of this kind must do. Plans for this are well 

advanced and will be submitted in the near future. 
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The amount of research now going on in areas 

which will have early applicability to the Board's 

services requires further staffing. Initially these 

wi11 be :-

1 Senior Psychiatrist 

2 Registrars 

2 Research Psychologists 

1 Sociologist 

CLINICAL Pending the appointment of a Director of 

PSYCHOLOGY Clinical Psychology by the Local Appointments Commission, 

responsibility for the administration and development of 

this service has been assigned to Dr John Cullen. Nothing 

like an adequate service has yet been achieved,mainly 

because of the extreme shortage of experienced fully 

trained clinical psychologists. However,a start has 

been made and a number of trainee psychologists, temporary 

psychologists and a temporary Senior Psychologist have 

been employed. A training programme has been in operation 

for these staffs. This has required the rotation of 

those in training around the different facilities and 

areas of the service. Rotation of this kind, though 

necessary, is always irksome for those rotated and for 

their colleagues in the service areas and we very much 

regret this. It is hoped that this training period 

will be completed as quickly as possible so that permanent 

appointments can be made and the loyalties of fixed 

assignments can be built up. The early appointment 

of a Director of this service is essential. The 

training and supervision of the existing staff has only 

been made possible through the seconding for weekly 

sessions of Mr Fischer to the Board from the Department 

of Psychiatry. 

IMMEDIATE 

NEEDS 
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DEVELOPMENT OF MENTAL HEALTH SERVICES (SECTION 3) 

FORENSIC PSYCHIATRY SERVICE 

DIRECTOR : DR L B DALY 

INSTITUTIONAL 

FACILITIES 

CENTRAL Approximately 130 patients are hospitalised here. 

MENTAL The design of the buildings impedes the development of 

HOSPITAL, modern psychiatric programmes and it is recommended that 

DUNDRUM the existing structure be replaced. There are 

approximately 75 long-stay patients and they should be 

accommodated in the existing building until the new 

facilities are made available. A total of 125 ~ 150 beds 

will probably be needed to cater for the different classes 

of patient described below. Meanwhile the existing orders 

of priority are as follows :-

Firstly, a closed unit for the drug abusers who 

require institutional treatment following acute 

hospitalisation. The acute hospitalisation will be provided 

in a unit to be established in a general hospital, possibly 

Jervis Street Hospital. This will be a national service 

and 25 beds should be made available. 

Secondly, a unit for adolescent offenders 

whose behaviour is so disruptive, due to mental illness, 

that they cannot be contained in other institutions. 

It is anticipated that there will be a close 

administrative relationship between services included 

in these two priorities. The first 50 beds to be 

provided should, therefore, deal with these two priorities. 

The orientation of this first unit will be educational 

and ancillarv buildings will be required to provide a 

vocational workshop or general educational/experience for 

patients. 

The third priority is a consultant neurological 

service for the Central Mental Hospital. Approximately 
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one quarter of the male patients and two-thirds of 

the female patients are either retarded, brain-damaged 

or are suffering from some form of epilepsy. 

It is recommended that the second unit 

accommodate both short-term and long-stay patients in 

this category and that maximum diagnostic facilities 

be made available. Access to an Electroencephalography 

Department will be essential but radiological facilities 

may be provided elsewhere. It is anticipated that 

with the growing interest in Psychosurgical techniques 

a number of patients will be selected for such treatment. 

A third unit will be needed to cater for 25 

adults on remand for assessment. This unit might also 

include accommodation for up to 25 seriously disturbed 

children who cannot be cared for in open hospitals. 

Much thought is being given to the design 

of these new structures and it may be necessary to vary 

the numbers quoted. Nevertheless, the design of the 

existing institution must be considered at best depressing 

and at worst anti-therapeutic. 

Many of the services provided in the existing 

building might continue there, such as administration and 

catering. It is also anticipated that there will be 

significant changes in legislation which will facilitate 

admission and discharge. It would not be in keeping 

with psychiatric thinking if the Central Mental Hospital 

as it now exists were allowed to remain in administrative, 

professional and therapeutic isolation. 

This facility contains the administrative 

headquarters of the Forensic Psychiatry Service as well as 

a day hospital for adolescents most of whom are drug abusers. 

There is dn administrative link with the behavioural 

modification oriented unit at Mount Pleasant. This link 

could be made more realistic by the utilisation of the 

Mount Pleasant centre as a night shelter support for the 

day programme in Usher's Island. 
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Assessment services are also provided in 

Usher's Island for the Department of Justice. It is 

anticipated that these will vastly increase and that 

therefore the full use of office space should be made on 

the third floor for the additional personnel required. 

COMMUNITY 1 COURTS 

SERVICES 

Assessment services are provided at present to 

the Court on behalf of adults and adolescents 

awaiting trial or sentence. 

2 CORRECTIONAL FACILITIES 

Two consultant psychiatrists will provide sessional 

services in the near future to correctional 

facilities in the Eastern Region. In other 

areas of the country such services will be 

provided by local psychiatrists. The Forensic 

Service, however, should be available to provide 

diagnostic services to the entire country for 

cases which are considered to merit specialised 

attention. 

3 PROBATION AND PAROLE SERVICES 

A close informal working relationship exists 

with Welfare Officers working for the Department 

of Justice. It is anticipated that there 

will be a continuing development of this 

relationship and that, particularly with regard 

to after-care, a situation involving mutual 

dependence will develop whereby patients will 

be the recipients of both psychiatric and social 

services. 

k DIAGNOSTIC SERVICES 

It will be necessary to provide some institutional 

services in order to assess more accurately 

individuals who would otherwise be the recipients of 

community services. 
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EDUCATION Medical students, psychiatric social workers, 

AND welfare officers and psychiatric nurses are among those 

RESEARCH who at present obtain some training in the Central Mental 

Hospital. It is anticipated that, should some of the 

medical staff be appointed to teaching positions, a more 

fertile background will be prepared for the promotion 

of research and education in the Forensic Service. 

NEUROLOGY A hitherto neglected speciality in the Forensic 

realm will be developed as a service of the organisation. 

There is an increasing interest in the benefits of 

Psychosurgery and a number of patients might be selected 

for such operative procedures and appropriate management. 

PHARMACOLOGY Pharmacology offers much in the area of research 

and management pertaining to violent patients. Suitable 

laboratory services must be provided for this purpose. 

PSYCHO-ENDOCRINE These are at present under way in consultation 

STUDIES with the Psycho-Endocrine Centre of the U.C.D. Department 

of Psychiatry. There are many possibilities for 

behavioural control if endocrinology is utilised as a 

therapeutic modality as well as research device. 



DIAGRAM 15 
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DEVELOPMENT OF MENTAL HEALTH SERVICES (SECTION k) 

SHORT-TERM TREATMENT PROGRAMME FOR VAGRANTS AND HOMELESS ALCOHOLICS 

A short-term treatment programme for the management of the 

seriously out of control drinking patient, many of whom are homeless 

men, should be set up in Dublin. This programme should consist of two 

complementary units under the supervision of the same psychiatrist. 

THE FIRST An "overnight stay only" service of six beds in 

UNIT close physical association with the Casualty Department of 

Dr Steeven's Hospital or with St James's Hospital, and 

concerned with physical management. This unit would be for 

the emergency management of unconsciousness, head injuries, 

fractures, questionable overdoses, etc., in alcoholic 

patients. The morning after admission those patients 

Interested in or appropriate for longer term treatment 

would be referred either to the second unit or to their 

catchment area treatment centre, this decision to be made 

by the service psychiatrist. 

THE A twelve bed service for the short-term 

SECOND psychiatric treatment of the alcoholic patient, 

UNIT administered on the 'Therapeutic Revolving Door1 

principle and independent of the existing psychiatric 

services or of geographical area. This principle of 

treatment is based on a fixed 10 day in-patient stay, 

The unit should be capable of being made physically 

secure, i.e. locked, and should preferably be situated 

in St James's Hospital ; but alternatively could be 

on the North Circular Road or in Palmerstown. 

St James's Hospital would be a more practical venue as 

facilities for food and laundry are available there. 

Discharge from both the above units would be 

closely involved with hostels and the voluntary services 

for the accommodation of persons of no fixed abode, and 

the psychiatrist running the programme should be available 

to these organisations as a consultant and co-ordinator. 

He should -have follow up treatment programmes in the hostels. 
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The above plan would relieve the existing psychiatric 

and casualty departments of a group of difficult patients 

whom many -doctors find unsatisfactory to treat. 

STAFF 1 Psychiatrist at the level of Ath or 5th year trainee 

Half the time of a Casualty Officer 

1 Social V/orker 

Quarter time of a 2nd or 3rd year Psychiatric Trainee 

Half the time of a Casualty Nurse (General trained) 

1 Staff Sister 

1 Male Psychiatric Nurse 

2 Night Nurses 

A Male Attendants or sober alcoholics 

2 Domestics 
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HOSTELS AND DAY HOSPITALS 

MOUNTPLEASANT DAY HOSPITAL 

From the date of opening in October 1969 to December 1971 

a total of 111 patients attended. Of these ^1 were male and 70 female. 

Patients referred from out-patient departments of 

psychiatric units numbered 69. Psychiatric in-patient units at St Brendan's 

or Vergemount referred 32 patients and 10 were referred from general 

hospital out-patient and in-patient units. 

The Day Hospital therefore fulfils a dual function ; for 

many of those referred from out-patient departments it can be seen as 

an alternative to in-patient care, and for those referred from in-patient 

care it can be seen as a necessary stepping stone to independent living 

in the community. 

From among the patients referred to the Day Hospital :-

kl returned to former employment ; 

1** went to new occupations ; 

8 were referred to rehabilitation training centres ; 

5 were referred to the Operant Therapy Unit ; 

10 dropped out and in spite of follow-up and invitation to return 

as day-patients failed to do so ; 

6 are unemployed. 

MOUNTPLEASANT HOSTEL 

The following are particulars of the residents in the 

Hostel from April 1968 to October 1971 :-

Moved to flats k$ 

Returned home k3 

Returned to hospital 53 

Deceased 1 

Resident October 1971 J[9 

165 

Admission from Eastern Health 

Board hospitals 117 

From other hospitals 19 

From, home 29 

I 165 
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ST GABRIEL'S DAY CENTRE, CLONTARF 

From the period July 1970 to April 1972 a total of 200 

patients attended. Of these 86 were male and 11*t female. 155 patients 

were discharged and 17 re-attended. 

From among the patients referred to the Centre :-

35 returned to work ; 

5 were referred to rehabilitation training centres ; 

7 were referred to the Operant Therapy Unit ; 

8 were referred to the C.R.C. ; 

k were referred to Usher's Island Day Centre ; 

13 were referred back as unsuitable ; 

83 returned home or to previous jobs ; 

k5 are still attending ; 

The ages of patients who attended were as follows : 

Under 20 

20 - 30 

30 - hS 

1»5 - 60 

Over 60 

36 

56 

57 

32 

19 

The length of time patients attended :-

Under 1 month 

1 - 2 months 

2 - k " 

k - 6 " 

6 - 8 " 

8 months - 1 year 

Over 1 year 

20 
72 

25 
16 

3 
6 

13 

155 
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ST GABRIEL'S, Cont'd 

Patients referred by General Practitioners 13 

Out-patient departments 152 

Probation officers 3 

C. R. C. k 

Communi ty nurses 6 

Public health nurses 2 

St Patrick's Hospital h 

Social workers 5 

Local community 3 

St James's, Endocrine Centre 5 

Self referred 3 

i . . • • ' • • ' 

ST MARY'S HOSTEL 

St Mary's Hostel opened on March 1, 1$65. There 

is accommodation for 16 people and the total number admitted up to 

the end of April 1972 was 208 of which 57 were re-admissions. 

CRUMLIN DAY CENTRE 

This Centre opened on June 25, 1969. There are places 

for 3^ patients and the average daily attendance is 29. A total of 

85 patients attended up to the end of April 1972. 


