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DEVELOPMENT OF COMMUNITY MENTAL HEALTH SERVICES 

PLANNED EVOLUTION 

INTRODUCTION 

The repor t now presented should be read in conjunction with my report 

of June 1972 to which frequent reference is made. Essent ia l ly , the 

present report is a commentary on the developments which have been 

taking place in recent yea r s and a review of what remains to be done to 

develop a fully comprehensive community mental health se rv ice . 

I have sub-tit led this repor t "Planned Evolution", since the genesis of 

community mental health se rv ices has been on a flexible b a s i s , towards 

which many people have made active contributions, with the overal l 

objective of replacing the traditional mental hospital system with a 

comprehensive range of al ternative faci l i t ies , including hospital beds 

for acute , medium and long-stay pat ients , in each catchment a rea . 

This is what is meant in this repor t by the te rm "Community Mental 

Health Serv ices" . 

The his tor ical background to these developments is well summarised in 

the following note, which 1 quote from "The St. Loman's Case Register 

1971 - 1975", a repor t by Shane Butler , M.Soc .Sc . , and Dermot Walsh, 

M . B . , F . R . C . P s y c h . , M. F. C M . , D. P. M. , which was presented this 

year to the Medico-Social Research Board: 

"In the late nineteen-fifties the local authority psychiatr ic 

se rv ice in Dublin was being conducted by the Grangegorman 

Mental Hospital Board in the same fashion it had been for the 
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preceding sixty y e a r s . The essence of the serv ice was that 

it was centra l ised, institutional-based and medically under

staffed. Its base was a large mental hospital known as 

Grangegorman, which could t race its origins back to the 

first decade of the nineteenth century. The hospital bes t r ides 

Rathdown Road and on the right hand side the large administrat ive 

block, possibly by the archi tect , Francis Johnston, is adorned 

by a four-faced, garlanded clock atop which si ts a finial with a 

surmounting pennant. The pennant bears the date of 1812. 

In its ea r l i e r days this , the oldest par t of the present hospital , 

had associat ions with what was formerly the North Dublin Union 

and at one time also served as a prison. It is on record that 

Daniel O'Connell was imprisoned here on head of one of his 

proscr ibed monster meet ings. However, it is reasonable to 

a ssume that the Liberator was victualled far be t ter than some 

of his successo r s in this building. By the eighteen-nineties 

the p r e s s u r e for places in the Grangegorman Mental Hospital 

had become intolerable as it catered for the city of Dublin and 

the adjacent boroughs, the county of Dublin, the county of Wicklow 

and the county of Louth. It was therefore decided to build an 

ancil lary hospital to cope with the overflow, and in 1896 a new 

auxiliary hospital was established at Por t r ane . The combined 

hospi ta ls , accommodating almost 4,000 patients , continued 

their monastic s lumber for sixty more y e a r s , unruffled by two 

world wars and by constitutional upheavals occur r ing in the 

country itself. The only development of note in this period was 

the establishment of a new mental hospital in Ardee in the 

nineteen-thir t ies to se rve the county of Louth and remove the 

inflow of patients from that county to the Dublin hospitals . 

Throughout the period public health adminis t ra tors had been 

more concerned with the ravages that tuberculosis was causing 

than with the unhappiness and disability generated by mental 

i l lness . As pa r t of a p rogramme designated to e radica te , or 
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at least diminish, the ravages of tuberculosis , a l a rge - sca le 

national sanitorium building scheme was embarked upon in the 

period following the second world war. By the time all of the 

projected sani tor ia had been built, deaths from tuberculosis had 

begun to wane and the incidence of the disease to decline. In 

consequence, some of the newly provided tuberculosis beds were 

never occupied. 

Among the new sanitoria opened and shortly afterwards closed 

was that of St. Loman's Hospital, Ballyowen. St. Loman's was 

opened in 1955 in a quiet rura l location along the south bank of 

the River Liffey, some eight miles west of the city. 

At this t ime a decision was made which, at the t ime, could not 

have been seen as momentous as it was to become. It was a 

decision that s truck at the concept of the central ised mental 

hospital and that ultimately was to ensure its fall. This decision 

was the t ransfer of St. Loman's Hospital to the mental health 

s e rv i ce s . 

ST. LOMAN'S HOSPITAL AND SECTOR PSYCHIATRY 

In February 1961 St. Loman's was opened as a psychiatr ic 

hospital under the medical superintendency of the late Dr. Vincent 

Crotty. At first it was used as an auxiliary hospital to 

St. Brendan ' s , after the fashion of St. I t a ' s . In October 1962 

Doctors Ivor Browne and Dermot Walsh joined the specialist 

psychiatr ic staff of St. Loman 's . On 13 December 1964, Dr. 

Vincent Crotty died and he was succeeded by Dr. Ivor Browne as 

superintendent of the hospital . In 1965 Dr. Walsh was awarded 

a WHO Fellowship in Psychiatr ic Epidemiology and spent some 

time studying developments in this field in the Scandinavian 

countr ies . At the same t ime , and during further associations 

as a consultant with the European Office of the World Health 
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Organisation, Dr. Walsh became familiar with developments 

in the delivery of psychiatr ic care in Pa r i s and Geneva. 

Par t icular ly impressed with the "psychiatr ie de sec teur" as he 

had seen it operating under Lebovici in the thirteenth arondissement 

in Pa r i s (Paumelle and Lebovici 1970) and by de Ajaiuagerra in 

the city and canton of Geneva, he , together with Dr. Browne, 

formulated a plan for the future development of local authority 

psychiatr ic se rv ices in Dublin. (Browne and Walsh, 1966). 

Essent ia l ly , the plan was concerned with the decentral isat ion 

of psychiatr ic se rv ices for the a rea , the d ismemberment of the 

la rge central hospital , St. Brendan ' s , the setting up of a number 

of separa te community based psychiatr ic t e ams , each serving a 

sec tor of the a rea involved, the establishment of mult i -

disciplinary principles of t reatment by recrui t ing psychiatr ic 

social worke r s , psychologists and other disciplines to make this 

possible on a community level , and the integration of the Mental 

Health teams with local community health and social s e rv i ce s . 

In 1966, Dr. Ivor Browne was appointed Chief Psychia t r i s t to the 

Dublin Health Authority, as it had then become, with charge of 

all the local authority psychiatr ic se rv ices for the a rea . He left 

St. Loman's to take up office in St. Brendan's and Dr. Dermot 

Walsh succeeded him in a temporary capacity, as superintendent 

of St. Loman ' s . Immediately, steps were undertaken to 

implement the Browne and Walsh plan. 

The f irst of these was the nomination of St. Loman's as a 

sec tor s e rv i ce , community-based and serving a defined 

population of the surrounding city and county of approximately 

150,000. Fur ther developments in the implementation of the 

plan, such as the setting up of other sec to r se rv ices throughout 

the city and the counties of Dublin and Wicklow were undertaken 

until the whole a rea had been divided into a number of area 

se rv ices on the sec tor community-based model . " 
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The following a re the main points in this report : 

PRIMARY, SECONDARY & TERTIARY MENTAL HEALTH SERVICES 

The need to develop fully in each catchment a r e a , Secondary and Ter t i a ry 

Mental Health Services as the base from which effective Pr imary 

Preventive Services can be created. The creation of P r imary Preventive 

Services i s , unquestionably, the major task to which we must address 

ourselves over the next five y e a r s , and cannot be achieved unless 

Secondary and Ter t ia ry Services a re adequately developed. 

CATCHMENT AREAS 

The present constitution of the catchment a reas and their psychiatr ic 

teams should be reviewed in the light of population changes and other 

developments. 

OUT-PATIENT CLINICS 

The pract ice of dispensing psychotropic drugs to out-patients at clinics 

should be discontinued. 

CENTRAL SUPPORT SERVICES 

For the t ime being, certain support se rv ices to the catchment areas 

should be central ised at St. Brendan's until these are run down or 

re- located e lsewhere . 

FORENSIC SERVICE 

The existing old accommodation at Dundrum for patients should be 

gradually replaced, commencing with a unit of 30 beds which should be 

planned and built simultaneously with the unit of 30 beds for young 

disturbed persons for which plans a r e already in preparat ion. A new 

viii 



Occupational Therapy Unit is needed urgently. 

RESEARCH AND DEVELOPMENT 

In the diversified and de-centra l ised community mental health serv ices 

being developed, it is of vital importance to establish a central complex 

to monitor ca re s y s t e m s , including new methods of t reatment and health 

ca re del ivery, to undertake r e s e a r c h , and to develop on-going programmes 

of education and training for all categories of psychiatr ic staff. 

The importance of education and training in relation to the development 

of P r i m a r y Preventive Services and the improvement of general 

s tandards of ca re cannot be over-emphas ised . 

PSYCHIATRIC SERVICES FOR CHILDREN AND ADOLESCENTS 

While psychiatr ic se rv ices for children have grown considerably, there 

is an urgent need to relocate the child and pre-adolescent units now 

situated at St. Loman ' s , and to provide two further residential units 

for emotionally disturbed children. Child Psychiatr ic Centres a re 

needed in the Crumlin and Tallaght a r e a s . Treatment Centres for 

adolescents a r e an urgent requirement . 

P r i m a r y Preventive Services for children and adolescents need to 

be developed. The important contribution which the Child Psychiat r ic 

Service can make to P r i m a r y Prevention is high-lighted in the 

Appendix dealing with psychiatr ic se rv ices for children and a further 

Appendix on psychiatr ic se rv ices for adolescents . 

The grea tes t need for development lies in the area of adolescence, 

which has been largely neglected up to now. 
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ALCOHOLISM SERVICE 

The increasing prevalence of alcoholism calls for an immediate 

strengthening of the team dealing with this problem. In addition, 

the extent of this problem should be carefully assessed and new 

approaches to its management undertaken. 

PSYCHOLOGY SERVICES 

This important se rv ice should be expanded and, to achieve this , 

pr ior i ty should be given to the introduction of a comprehensive post

graduate training programme for clinical psychologists . 

PSYCHIATRIC SOCIAL WORKERS 

The present s t ruc ture of social work se rv ices is unsatisfactory and 

should be reviewed. 

The accompanying graph shows trends in the expenditure of the Eas tern 

Health Board on mental health and other serv ices in recent y e a r s . 

IVOR BROWNE 
CHIEF PSYCHIATRIST 

xi 

NOVEMBER 1977. 



EASTERN HEALTH BOARD 

DEVELOPMENT OF COMMUNITY MENTAL HEALTH SERVICES 

PLANNED EVOLUTION 

REPORT OF CHIEF PSYCHIATRIST 

Shortly after I took up office as Chief Psychia t r i s t in 1966, I submitted 

a repor t to the Dublin Health Authority on the development of mental 

health se rv ices in the Dublin a r e a . In that repor t , which was adopted 

by the Authority as its basic policy, it was recommended that the a r ea 

then being served by the traditional l a rge public mental hospitals should 

be split up into a number of catchment a r e a s , each of which would have 

a comprehensive range of facilities forming an integrated whole, with 

continuity of t rea tment , whether in hospital or in the community, being 

provided by the psychiatr ic team serving the par t icu lar a r ea . It was 

intended that these community-based serv ices would be developed as an 

al ternat ive to the traditional la rge mental hospital . 

The plan for the re-organisa t ion of the se rv ices on these lines could 

hardly be said to be revolutionary, as it was already generally accepted 

at that t ime that the la rge mental hospitals which we had inherited from 

the las t century could not provide an environment for the effective 

prac t ice of modern psychiatr ic ca re . The traditional mental hospital 

had been established with the twofold aim of protecting society by 

providing custodial ca re behind locked doors and high wal ls , and protecting 

the patient by giving him securi ty and shel ter within the asylum. These 

institutions had been established in a society which lacked the benefits 

of modern medicine and the social welfare and securi ty se rv ices which 
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have evolved in relatively recent times. 

In the first years of this planned movement to community care our efforts 

were, of necessity, largely concentrated on building up teams of Psychiatrists, 

Psychologists, Psychiatric Social Workers, Community Nurses and other 

support staff to enable each district to form, as far as possible, a self-

contained unit with a comprehensive range of services. 

The division into catchment areas was facilitated by the co-operation of 

St. Pa t r icks Hospital and St. John of God Hospital, Stillorgan, which agreed 

to provide comprehensive services in two of the areas. It was helped also 

by St. Vincent's Hospital, Fairview, agreeing to make beds available for 

patients from the surrounding area. 

In general, the services were being developed in a flexible manner which 

tended to adjust to changing needs. In June 1972, the Eastern Health 

Board considered and adopted a report which reviewed progress up to that 

time and outlined, in the light of experience already gained, a five-year 

programme for further development of community mental health services. 

While the creation of integrated, self-contained services - including 

in-patient facilities - within each area remained the overall objective, it 

was accepted that the programme then adopted should serve as a broad 

framework giving scope for flexible development to meet different 

circumstances and new or changing trends in psychiatric care. 

The June 1972 programme concentrated on immediate needs to further the 

creation of community services and, while adverting to the need for the 

development of primary prevention, was less specific about this aspect of 

the services, or about the need for the provision of certain special 

services, such as intermediate security units for disturbed patients. 

While that report also made reference to the importance of training, the 

programme which it outlined did not give sufficient priority to this 
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subject , on which the successful implementation of the entire plan and, 

ult imately, the quality of patient ca re a re largely dependent. These 

subjects a re discussed in la ter sections of this Report . 

In refer r ing to the need for the development of p r imary prevention, I am 

adopting an accepted concept which has been traditionally applied in the 

field of public health, where the inter-connecting levels of health ca re 

a r e classified to include all aspects of prevention, t reatment and rehabilit

ation under the headings - P r i m a r y , Secondary and Ter t i a ry . Applying 

these t e rms to the field of mental health, the three levels of ca re may be 

defined as follows: 

1. PRIMARY MENTAL HEALTH CARE - PREVENTIVE SERVICES 

Any activity which brings about a reduction in the incidence of a 

d i so rde r , that i s , an attempt to prevent the appearance of new 

cases . 

Therefore , any effort which is directed towards the formative 

stages of i l lness , towards the c r i ses or situations which may 

lead to the development of an i l lness , constitutes p r imary 

prevention. For example, the proper management of acute 

grief may prevent the development of long- term chronic 

anxiety or depress ion or psychosomatic d i sorder . 

2. SECONDARY MENTAL HEALTH CARE - TREATMENT SERVICES 

Anything which reduces the prevalences of a d i so rde r , that i s , 

the number of actual cases which exist . Secondary prevention, 

therefore , re fers to acute active t reatment of i l lness and to 

the cure and, ideally, elimination of any cases of d i so rders which 

have already become established. Hence, the aim is by active 

t rea tment to r e s to r e the person to health as quickly as poss ible . 
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IN-PATIENT CENSUS; ST. BRENDAN'S AND ST. ITA'S HOSPITALS. I960 to 1976 

NUMBER OF PATIENTS IN ST. ITA'S HOSPITAL 

NUMBER OF PATIENTS IN ST. BRENDAN'S HOSPITAL 

NUMBER OF PATIENTS 
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3. TERTIARY MENTAL HEALTH CARE - REHABILITATION 

AND LONG-TERM SERVICES 

This means prevention of further disability and damage 

due to an i l lness where it has not been possible to effect a 

complete cu re . It r e fe rs therefore to all rehabili tative 

m e a s u r e s , re-education, the prevention of institutionalisation, 

and so on. 

This will involve helping all those suffering from chronic 

i l lness , ger ia t r ic problems, mental handicap, e tc . to live 

as independently as possible . 

With regard to the development of P r i m a r y Prevention - which may be 

defined briefly as the taking of the necessa ry s teps , where these a r e 

known, to ensure that i l lness does not occur - it must be real ised that 

this cannot take place unless all the necessa ry components of Secondary 

and Ter t i a ry community serv ices a re a l ready in existence and functioning 

effectively. Essential ly, the Secondary and Ter t ia ry Services a r e 

provided by the a rea psychiatr ic team and its comprehensive range of 

facil i t ies, which must f i rs t be fully developed as the platform from which 

the P r i m a r y Service is provided. In this context, Secondary Mental 

Health ca re is concerned with the ear ly diagnosis and t rea tment of 

i l lness , while Ter t iary Mental Health Care is concerned with the 

reduction of disabili ty due to established i l lness . 

The 1972 p rog ramme has been the subject of c r i t i c i sm, but much of this 

a r i s e s from a failure to understand that many of the apparent defects of 

the p rogramme a re due to the fact that economic conditions have not only 

impeded p rog re s s over the las t few y e a r s , but have also generated 

increas ing demands on the se rv ices already in exis tence. The 

difficulties so created have been compounded in no small way by the 

increas ing needs of a rapidly growing population. It is c lear that these 

demands must be satisfied rapidly by a major expansion of community-

based se rv ices and facil i t ies. The undesirable and, one would hope, 
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unacceptable alternative is to build new large mental hospitals - a 

project comparable in size with that being undertaken in the field of 

general hospitals - combined with the upgrading of the old mental 

hospitals which,a generation ago, were serving a population half that of 

today. 

There has been some cr i t ic i sm also of the relat ive rigidity of the 

catchment a rea policy and a suggestion that there should be a grea ter 

degree of personal choice on the pa r t of pat ients . I shall re turn to this 

subject la ter when dealing with the question of catchment a r e a s generally. 

At this point in the review of the development p rogramme, it is des i rable 

to res ta te the various interlocking components needed to provide a 

comprehensive community-based service as an al ternative to the 

traditional large mental hospital. To provide fully functioning Secondary 

Mental Health Services , with long-term supportive Ter t iary Services , 

the following components a re needed in each a rea : 

SECONDARY MENTAL HEALTH SERVICES 

1. Acute beds for sho r t - t e rm t reatment . 

2. Day hospital providing active t rea tment p rog rammes for the 

acutely i l l . 

3. Access to beds in a psychiatr ic unit in a general hospital where 

patients requir ing special investigation could be re fe r red . 

This will be facilitated by an exchange of Consultant staff between 

the general hospital and the t eams of the related catchment a r e a s . 

These special units would, ideally, function on a regional bas i s . 

4. A small number of beds to provide a c r i s i s intervention service , 

these to be, where feasible, provided jointly with acute beds . 

5. Access to a number of beds in a special unit for disturbed 

elderly pat ients , generally classified as Psychoger ia t r ic . 

6. One or more Child Psychiat r ic Cent res . 
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EASTERN HEALTH BOARD: PSYCHIATRIC SERVICE 

ALTERNATIVE RESIDENTIAL PLACES MADE AVAILABLE OUTSIDE ST. BRENDAN'S AND 

ST. ITA'S HOSPITALS: 1960 to 1976. 

NUMBER OF PLACES 
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TERTIARY MENTAL HEALTH SERVICES 

7. Sub-acute beds for medium to long-stay t rea tment . 

8. Day ca re facility and workshop catering for chronically 

dependent patients needing long-term c a r e . 

9. Group homes and hostels for chronic patients who a re 

capable of living in sheltered conditions in the community. 

These facilities will need the support of cer ta in centra l se rv ices for 

special categories of patients which, of their nature , could not be 

re-duplicated in each of the catchment a r e a s . The special c lasses of 

patients concerned comprise the severely disturbed, the homeless and 

vagrant, alcoholics, and, for the time being, the existing chronic 

population needing total c a r e . In my repor t of 4th April 1977, which was 

submitted to and adopted by the Board under Report No. 10/1977, it was 

envisaged that, until al ternative facilities a re provided, St. Brendan's 

should play the par t of providing these special support or second-line 

se rv ices to the catchment a rea t eams , and that portions of the existing 

buildings should be upgraded selectively for this purpose. 

Despite the frustrat ions and disappointments of the last few years , it 

would be wrong to undervalue the rea l p rogres s which has been made 

over the past decade in establishing the a r ea psychiatr ic teams and in 

setting up a complex of acute t rea tment units, day cen t res , workshops, 

group homes and hostels . 

The success of the rehabilitation and training p rogramme and i ts 

associated group homes and hostels is par t icular ly encouraging - see 

Appendices VI and VII. Much of what has been achieved in developing 

these and some Secondary Mental Health Care facilities has been done 

by improvisation, for example, by using former staff res idences , as 

they became vacant, as hostels and group homes, by renting or leasing 

large old houses from Dublin Corporation and County Council, by the 

- 9 -



ST. BRENDAN'S HOSPITAL: BREAKDOWN OF PATIENT POPULATION. 1970 to 1976 

PSYCHIATRIC PATIENTS 

GERIATRIC AND MENTALLY HANDICAPPED PATIENTS 
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use of old schools and halls as day cen t re s , and the use of available 

beds in centres such as Vergemount. The possibility of yet further - and 

often, undesirable - improvisation on these lines is extremely l imited. 

Some of the a r rangements for the use of old schools, e tc . as day cent res 

a re reasonably sa t i s fac tory on a shor t - t e rm bas i s , in order to s ta r t 

se rv ices which it would otherwise have taken years to introduce. 

However, it must be recognised that, in the long t e rm, provision should 

be made for their replacement , where necessary , by purpose-buil t units 

which, of course , will also be needed in those a r e a s where it has not 

been possible to acquire even temporary accommodation for day cen t res . 

Since the 1972 Report , in various studies of the available data, a fairly 

consistent pat tern of usage of in-patient, day c a r e , workshop, group 

home and hostel facilities has emerged. From this , it is c lear that, with 

some variat ions to meet the special needs of par t icular a r e a s , for 

Secondary and Ter t ia ry Services , the average catchment a rea , with a 

population of about 100, 000, will requi re 50/70 shor t - s tay beds, backed 

by 30-50 medium to long-stay beds, in addition to about 50 places in 

group homes and hoste ls . These facilities will need the support of 

day ca re cen t res for a minimum of approximately 30-50 acutely ill 

patients and 50 chronically dependent pat ients . 

With regard to beds for medium to long-stay t reatment and for those 

requir ing total c a r e , there is at present a relat ively small proportion 

of the total psychiatr ic population of St. Brendan's who a r e likely to 

need a high level of residential ca re for prolonged and, in some ca se s , 

indefinite per iods . Many of the present long-stay patients would come 

within the definition of those whose need for prolonged or indefinite ca re 

is the resu l t of past , and less advanced, pa t terns of t rea tment . As 

indicated ea r l i e r , it is envisaged that St. Brendan 's will continue to 

function for some t ime as the main centre providing ca re for this 

established chronic population. 
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ST. ITA`S HOSPITAL: BREAKDOWN OF PATIENT POPULATION. 1970 to 1976 

PSYCHIATRIC PATIENTS 

GERIATRIC AND MENTALLY HANDICAPPED PATIENTS. 

NUMBER OF PATIENTS 
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It i s , however, clear that, despite advances in treatment and the 

provision of alternative residential facilities in the form of group homes 

and long-stay hostels, there will be a newly-arising group of medium to 

long-stay patients who will need 24-hour medical and nursing supervision 

in hospital. In a number of catchment areas the needs of this new 

population can be met from the existing pool of hospital beds when these 

have been supplemented, where necessary, by new facilities for acute 

treatment, and by varying degrees of day care and sheltered residential 

environments to be provided in the community. 

One example of this is the St. Loman's area, where already there are 

serious problems resulting from the emergence over recent years of a 

new medium to long-stay population. The proposed increase in the 

number of acute beds, coupled with the separation of the Kildare North 

and Tallaght areas and the provision of expanded hostel and day care 

facilities, will release a sufficient number of beds to meet the total 

needs of the revised St. Loman's area for in-patient care. 

Again, the construction of a new acute unit of 15 beds at Newcastle 

Hospital will contribute much to the relief of a similar problem in 

County Wicklow. Developments in some other catchment areas will 

enable those areas to cater for new medium and long-stay patients by 

releasing established psychiatric hospital beds, as for example, in 

Dublin North Central, where the number of beds at St. Vincent's 

Hospital, Fairview, at the disposal of the area team will be increased 

for this purpose. 

In certain areas, however, where there is not at present a sufficient 

existing pool of psychiatric beds, it will be necessary to provide for 

this newly-arising group of patients either by the re-deployment of 

other hospital units which may become available, or by the provision 

of additional beds. 
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TABLE 1 

ADDITIONAL HOSPITAL 

AREA 

Wicklow 

Dun Laoire & 
S .E . Dublin 
County 

Dublin S .E. 

Dublin S.C. 

Dublin W. 

Kildare N. 

Kildare 
Central 

Tallaght 

Dublin N. W. 

Dublin N. C. 

Dublin N . E . 

LOCATION 

Newcastle 

Cluain Mhuire 

Vergemount 

St. Loman's 

Naas 

Naas 

Garden Hill 
(Temporarily) 

Tallaght 
(long-term) 

J . C M . Hospital 

-

_ 

BEDS NEEDED 

SECONDARY 
PREVENTION 

Acute Beds 

15 

50 

20 

-

60-70 

25 

25 

20 

50 

-

_ 

TERTIARY 
PREVENTION 

Medium/long-stay 
beds 

-

-

30-50 

-

-

25 

25 

30 

50 

-

_ 

Dublin W. 

Dublin S. C, 

GENERAL HOSPITAL UNIT 

St. J a m e s ' s Hospital 
Hospital 50 

Dublin N. C, 
Dublin N.E, 

Beaumont 50 

Tallaght 
Kildare 

Newlands 50 
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It is most desirable that, as the community psychiatric services 

develop, hospital care for newly-presenting medium to long-stay patients 

should be provided by each of the area teams. As this happens, the beds 

being used in St. Brendan's for the 'old' long-stay patients will gradually 

decline in numbers over the years. 

I have listed in Table 1, opposite, the estimated additional hospital beds 

required to bring this element of the Secondary and Tertiary Services up 

to the minimum level to meet present known needs. 

HOSTEL AND DAY CARE 

The facilities needed for hostel and day care, again, divide into 

Secondary and Tertiary with, in some instances, the Secondary facilities 

supplying an element of Primary Prevention, e. g. hostel places being 

used for the management of acute crisis situations occurring in the 

community. Already, a number of these facilities have been established 

in different areas, but more are required to provide the full range of 

services in each catchment area. As mentioned earlier, some of the 

facilities now in use are of a stop-gap nature and were set up in order 

to meet the immediate needs of a developing community programme which 

could not await the provision of custom-built accommodation. The 

present needs of each catchment area are summarised in Table II, overleaf. 

PRIMARY PREVENTION 

The needs of the individual catchment areas have already been described 

under the headings of Secondary and Tertiary Services. Attention has 

already been drawn to the fact that the development of Primary Prevention 

is dependent on the prior effective existence of Secondary and Tertiary 

Services in the community. While the need for Primary Prevention was 

adverted to in the 1972 Report, specific needs, in terms of personnel and 

other resources, were not set out. In the meantime, certain elements 

of Primary Prevention have been supplied by the area psychiatric teams. 
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TABLE II 

ADDITIONAL PLACES NEEDED 

SECONDARY 
SERVICES 

TERTIARY 
SERVICES 

Day Hospital Hostel 
Day C a r e / Hostel 
Workshop Group Home 
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Wickiow 

Dun Laoi re & 
S .E . Co. Dublin 

Dublin S .E . 

Dublin S. 

Dublin W. 

Kildare North 

Kildare Central 

Tallaght 

Dublin N. W. 

Dublin N. C. 

Dublin N . E . 

-

50 

30 

30 

30 

30-50 

40 

50 

10 

10 

20 

-

-

-

10 

20 

20 

-

10 

20 

50 

" 

50 

-

50 

50 

50 

30-50 

-

50 

50 

30 

30 

30 

30 

20 

25 

25 

30 

30 

30 

50 



Clear ly , if rea l i s t ic P r imary Prevention programmes a r e to be introduced 

at this stage in the development of the Secondary and Ter t ia ry Se rv ices , 

additional resources and personnel will have to be made available. 

At this point, it is desirable to elaborate somewhat on my ea r l i e r brief 

definition of P r i m a r y Prevention. 

P r imary Prevention refers to the use of a number of specific 

. intervention s t ra tegies to help reduce the incidence of il lness in potentially 

vulnerable populations. This concept of p r imary prevention, long accepted 

and successfully applied in the field of Public Health, has done much to 

achieve the above objective, and it would be reasonable to hope that an 

attempt at the p r imary prevention of psychiatr ic i l lness could have a 

measu re of succes s . V. 

While aetiological r e sea rch in psychiatry is far from conclusive, and 

while we a re awaiting further developments in this field, it would appear 

that much could be achieved by exploiting our present less than perfect 

knowledge of the factors influencing the incidence of mental d i so rde r s . 

Current ly , r e sources ordinari ly available for health care a r e mainly 

utilised in the provision of mental hospital in-patient facilities for the 

t rea tment of mental i l lness , while l i t t le is being done to establ ish 

community-based serv ices for the preservat ion and enhancement of 

mental health. It is felt that much last ing benefit could be obtained if 

additional resources could be made available for an organised p rogramme 

of p r i m a r y prevention aimed at -

a) reducing the exposure of individuals to those 

c i rcumstances and conditions which a r e likely 

to place their mental health at r i sk , 

b) helping to attenuate the deleterious effects of 

social and environmental conditions which may 

increase vulnerability to mental i l lness , and 

- 17 -





c) helping a t - r i sk individuals to develop adaptive 

ra ther than mal-adaptive or pathological 

l i fe-s tyles . 

Up to the presen t , much has been achieved in t e rms of providing a 

hospital-based in-patient and out-patient management and rehabilitation 

se rv i ce , for each of the catchment a reas under the Eas tern Health Board. 

What is now proposed, is to supplement the existing serv ice with a 

community-based preventive se rv ice . With this end in view, it is felt 

that existing catchment areas should be sub-divided into Mental Health 

Dis t r ic ts which would correspond with existing and more recognisable 

communit ies , e .g . Artane, Ballymun and Clontarf, and that the 

responsibility for implementing programmes of p r imary prevention be 

assigned to a team in each of the Mental Health Dis t r ic ts (see Diagram). 

The work of this and other special ist a reas calls for the introduction of 

Mental Health Therap i s t s , who could be drawn, initially, from our 

existing Psychiat r ic Nurses . 

In my Reports of 1 April 1975 and 27 June 1975, regarding the establish

ment of a Professor ia l Unit at Garden Hill, I emphasised the need for a 

p rogramme of re - t ra in ing and re-education of nursing and other 

personnel , such as the Attendant staff of the Central Mental Hospital, 

whose ro le , tradit ionally, concentrated mainly on the t reatment of illness 

in a mental hospital , and the ca r e of patients in a dependent situation. 

This was in relation to the need for such personnel to acquire new 

psychotherapeutic skills in fostering personali ty change and growth, 

modification of behaviour and the acquisition of social skil ls in those 

seeking help. The purpose of this training would be to enable them to 

perform a more flexible and therapeutic role in p r imary prevention, 

health education and other mental health work in the community, in 

liaison with other p r imary professionals . 
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The programme of training and education proposed for the Professor ia l 

Unit at Garden Hill will be developed, in collaboration with the Forensic 

and other special is t c en t r e s , to provide a special is t course in this new 

type of basic psychiatr ic work, leading to the creation of Mental Health 

Therap is t s . 

The need for new special is t training in psychiatr ic therapy, in addition 

to the established discipl ines, has been evident for some time and is the 

subject of active consideration in other European countr ies . In fact, a 

new discipline has already been developed in Holland where Psychiat r ic 

Therapis ts and Psycho-Therapis ts work in community mental health 

p r o g r a m m e s , in close association with Psych ia t r i s t s , Psychia t r ic Nurses , 

Psychologis ts , Psychiatr ic Social Worke r s , Occupational Therapis ts and 

o the r s . 

In o rde r that this and other p rogrammes of training can be undertaken 

rea l i s t ica l ly , it is essential that an adequate budget be provided by the 

Board. The question of financing training p rogrammes is dealt with in a 

l a te r section of this repor t . 

While the hospital-based team which serv ices any given a rea will be 

available to provide any of the back-up se rv ices necessa ry , it is 

envisaged that the team of Mental Health Therapis t s in each Mental 

Health Distr ict will work, with support from the area psychiatr ic team, 

through community organisat ions , local Mental Health Associations and 

self-help groups , to -

a) set up community education p rogrammes ; 

b) identify a t - r i sk individuals and groups; 

c) l ia i se and consult with p r imary ca re professionals 

and other intra and extra-famil ia l c a r e -agen t s , so 

as to support them and help them to deal more 

effectively with their commitments , and 
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d) facilitate an early dialogue between those who 

need to be helped and those who can help. 

(See Table III overleaf) 

The above s t r a t eg ies , if applied effectively, could divert many potentially 

vulnerable individuals from the road to il lness and hospitalisation, 

through a pathway of training and education, to take an independent and 

active par t in managing their own l i fe-s tyles . 

CATCHMENT AREAS 

Having dealt with the needs of the a reas in te rms of P r i m a r y , Secondary 

and Ter t i a ry Serv ices , it seems opportune at this point to consider the 

general question of the constitution of the catchment a r e a s . The 

population of the Dublin a r e a s , in par t i cu la r , has been increasing steadily 

since the original and, admittedly, somewhat a rb i t ra ry boundary lines 

were drawn. The ra te of growth in population has been much grea te r in 

some areas than in o the rs , a s , for example, in the St. Loman's area 

where the population had so far out-stripped the resources of the area 

psychiatr ic se rv ice that it has already been recognised that the North 

Kildare and Tallaght a reas should be detached and constituted as new and 

separa te units. A s imi la r situation has developed in the Dublin N. W. 

area where the population is now approaching 200,000. 

With regard to the central and most populous area of Kildare , in the 1972 

Report it was envisaged that it would, eventually, be served from a 

comprehensive t reatment centre to be developed at Naas, leaving only 

the southern par t of the county to continue to be served by St. Dympna?s, 

Carlow. For this reason, the needs of this area are included in 

Tables I and II. 

When the catchment a reas were constituted originally, the intention was 

to have a reasonable distribution into units comprising 100,000 to 
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120,000 population, each relating to an established hospital facility and 

served by a standard psychiatric team. The point will soon a r r ive 

where it will be necessary to consider either increasing the manpower of 

the basic teams in those areas where the population growth has been 

greates t o r , al ternatively, to re -draw existing boundary lines so as to 

c rea te entirely new units , each of which would need its own clinical team. 

Any exerc ise in the re-drawing of boundaries will take account of the 

desirabil i ty of having the catchment a r e a s , as far as possible , coterminous 

with the Community Care d i s t r i c t s . 

In the case of Dublin N. W. , this question requires urgent consideration, 

par t icular ly in relation to the future role envisaged for St. Brendan ' s , 

which up to now has been the headquarters of the area team as well as 

serving as the psychiatr ic hospital for the a rea . With the projected 

development of a psychiatric in-patient unit at the James Connolly 

Memorial Hospital, Blanchardstown, a day- t reatment centre at Finglas, 

and the temporary concentration of central support services at St. Brendan 's , 

the opportunity a r i ses of sub-dividing the N.W. a rea . This can be 

achieved by setting up a se rv ice at St. Brendan's for the inner North 

Central City, which would form a new catchment area with its own team. 

which will also assume responsibili ty for the central support s e rv i ces . 

The composition of the team needed for this purpose is described in a 

l a te r section of this report dealing with Central Support Serv ices . 

The in-patient needs of the area would be met by the continuing active 

use of the modern buildings on the St. Brendan's s i t e , where about 150 

beds a r e available. This is in line with the arrangements envisaged in 

my June 1972 Report (page 22). 

Other a reas will requi re to be reviewed on s imi la r lines at an early date, 

notably Dun Lao i r e /S . E. County Dublin, and Dublin South, where it may 

be necessary to set up a new dis t r ic t in Dundrum/Ball inteer to ease the 

p r e s s u r e on the two neighbouring area se rv i ces . Finally, it is possible 

to see the eventual need for the formation of a new dis t r ic t in North 

Dublin from the present Dublin N. C. and Dublin N. E. a r e a s , possibly 
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centred on the psychiatr ic unit at the new Beaumont Hospital. 

Apart from the question of establishing new dis t r ic ts or increasing the 

basic personnel of the present area t eams , some of the existing teams 

a r e , for one reason and another, working below strength. These will 

need to be brought up to their full complement. 

With regard to the question of the relative inflexibility of the catchment 

a reas and the desirabil i ty of a degree of personal choice on the pa r t of 

pat ients , it should be understood that the original purpose of the 

catchment a reas was to re la te the Psychiatr ic Service to the community 

as a whole and, as far as poss ible , to ensure continuity of care and 

responsibili ty between the community and the psychiatr ic team. While 

the psychiatr ic team has p r imary responsibili ty for the mental health 

se rv ices in its a r e a , there ha s , in fact, been a degree of flexibility in 

specific cases where an individual patient had an established relationship 

with a par t i cu la r clinician, or required some special therapy not available 

generally. Unfortunately, over the y e a r s , there has been a natural 

tendency to apply boundary lines more and more rigidly. It is recognised 

that this has given r i se to inconvenience and even hardship in individual 

c a s e s , and has been a source of considerable frustrat ion to general 

prac t i t ioners dealing with, l i te ra l ly , borderl ine ca se s . 

It is proposed that this problem should be studied by the area Clinical 

D i r ec to r s , in consultation with the Directors of Community Care , with 

a view to finding a more flexible approach which will take account of 

the special c i rcumstances of individual cases and other factors involved. 

It s eems reasonable to assume that the vast majori ty will wish to avail 

of their own dis t r ic t s e rv i ce , which is easily access ib le to them. 

Available data suggests that a s imi la r pat tern obtains broadly in the 

case of the la rge general hospi ta ls , although they do not operate on a 

catchment a rea bas i s . 
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OUT-PATIENT CLINICS - SUPPLY OF DRUGS 

The relationship which has existed in this country on a large scale 

between family doctors and psychiatr is ts has for long been giving 

r i s e to ser ious concern. There has been a general tendency for 

pat ients , once referred for psychiatr ic t reatment , to remain 

indefinitely in contact with the psychiatr ic service as out-pat ients , 

with the resul t that the general pract i t ioner frequently has no idea 

of what medication his patients a re taking. Similar ly , he may not 

have any knowledge of the patient 's p rogress and, because of th is , 

finds himself at a ser ious disadvantage in dealing with the family 

as a whole. 

These difficulties may be attributed largely to the widespread 

prac t ice of dispensing psychiatr ic drugs at out-patient c l inics , 

which has the effect of continuing a direct relationship with the 

psychiatr is t when the patient is no longer in need of direct special ist 

therapy, such as individual or group psychotherapy, and should be 

re fer red back to his family doctor. This pract ice has the further 

undesirable effect of placing the psychiatr is t in a position where, 

because of an ever - increas ing routine case- load, he is unable to 

function as a true special is t , using his skills as an aide to the 

family doctor. 

It is most desirable that this situation be ended at the ear l ies t 

possible moment, par t icular ly since the machinery is there under 

the choice-of-doctor scheme enabling this to be done. This will 

requi re an amendment of the provisions of the Health Act, 1970, 

to place psychiatr ic out-patient clinics on the same footing as other 

specialist clinics in regard to the administrat ion of drugs . 
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CENTRAL SUPPORT SERVICES AT ST. BRENDAN'S 

In l ist ing the facilities needed in each catchment a rea for Secondary and 

Ter t i a ry Prevention, I mentioned that, for the time being, we would need 

at St. Brendan's cer tain central support services which, of their na ture , 

could not at present be re-duplicated in each a rea . I made reference to my 

repor t of April 4, 1977, which was submitted to and adopted by the Board 

under Report No. 10/1977. In that repor t , it was envisaged that these 

s e r v i c e s , each under the direction of a specific Consultant Psychia t r i s t , 

should deal with special categories of patients on the following bas is : 

1. SPECIAL FACILITIES FOR HOMELESS AND VAGRANT PERSONS 
WHO ARE MENTALLY ILL 

To provide a serv ice within St. Brendan's to deal with this category 

of patient, in association with the development of appropriate 

support se rv ices for this group in the Community Care P rog ramme . 

Unit 23A may be adapted for this purpose. 

2. SEVERELY DISTURBED PATIENTS 

To provide a self-contained se r ies of graded units for all disturbed 

patients who requi re securi ty . These units will be provided by 

adapting the present units O, P, Q, R and the Operant Unit. 

This should be replaced, as soon as poss ib le , by a special 

in termediate secur i ty unit for 60-80 pat ients , preferably in the 

grounds of the Central Mental Hospital. 

3. BACK-UP ADMISSION FACILITY FOR MEDIUM-STAY PATIENTS 
WHO CANNOT APPROPRIATELY BE ACCOMMODATED IN 
CATCHMENT AREA ACUTE ADMISSION UNITS 

The new Units 3A and 3B, will be reorganised and upgraded as regards 

staff to s e rve this purpose. 
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4. MENTAL HANDICAP 

Establish Mental Handicap units in Unit 24 (located near the 

Broadstone) to accommodate all the pr imar i ly mentally handicapped 

pat ients , approximately 60 in number, st i l l remaining in 

St. Brendan 's . 

5. GERIATRIC SERVICE 

To proceed with the development of two ger ia t r ic admission units 

for males and females respect ively, using all of the accommodation 

in the Lower House as a medium and long-stay back-up. This will 

allow all elderly patients seeking admission to St. Brendan's to be 

admitted directly to the East side of the road. 

6. REHABILITATION OF LONG-STAY PATIENTS 

To develop further the existing programme of acquisition of 

hostels and work centres for dealing with this category of patient, 

and to provide separa te accommodation in the hospital for the ca re 

of the residue of these patients who cannot be discharged and 

rehabili tated. 

The staffing of these central support se rv ices and the proposed 

new North Central City catchment a rea will involve the creation 

of a new post of Clinical Director (who will act as Medical 

Superintendent of the west side of St. Brendan 's ) , and three new 

posts of Consultant Psychiatr is t . They will need a supporting 

team of junior medical staff, psychologists , social worke r s , 

nurses and o the r s . 

The ger ia t r ic and mental handicap serv ices at St. Brendan's 

will be the subject of a separa te repor t . To staff the ger ia t r ic 

section it will be necessary to c rea te a new post of Psychiatr ic 

Geriatr ic ian, at Clinical Director level , and a number of 

permanent posts of Medical Officer to replace certain posts of 
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Regis t ra r or Psychiatr is t now filled on a temporary but long-term 

basis in the Lower House. It is recommended that the proposed 

new posts of Medical Officer be filled by the permanent appointment 

of those officers who have given long-term temporary service in 

that section of St. Brendan 's . The ger ia t r ic section will need also 

the se rv ices of one or more Medical Regis t ra r s on a rotating bas i s . 

The reconstruct ion works and other re-organisat ion needed to 

implement the central serv ices at St. Brendan's a r e outlined in 

Appendix IV to this report . 

OTHER CENTRAL SUPPORT SERVICES 

Apart from those central se rv ices which will be provided for some time 

at St. Brendan ' s , the catchment a reas will require the support of other 

special is t s e r v i c e s , e .g . forensic , child, adolescent, r e s e a r c h , 

alcoholism, etc . Proposals for the development of those serv ices a re 

described in the following sect ions. 

FORENSIC SERVICE 

The Forens ic Psychia t r ic Service has as its main element the Central 

Mental Hospital, Dundrum, which se rves as a national centre for persons 

who, while in custody, have been certified to be ' insane ' in any one of 

the following c i rcumstances -

a) while on remand or awaiting tr ial ; 

b) while undergoing sentence either in a local or 

convict pr ison or in St. Pa t r ick ' s Institution; 

c) while awaiting the pleasure of the Government, 

having been found ' insane ' by a jury on ar ra ignment , 

o r 

d) while awaiting the p leasure of the Government, 

having been found 'guilty but insane' by a jury. 
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It also se rves as a national centre for patients t ransferred there from 

dis t r ic t mental hospi tals , under section 207 of the Mental Treatment 

Act , 1945. Under that section a patient detained in a dis t r ic t mental 

hospital may be charged with an indictable offence before a Distr ic t 

Jus t ice sitting in that hospital. If, on the basis of the evidence given, 

the Jus t ice is of the opinion that there is prima facie evidence that the 

person committed the offence and would, if placed on t r ia l , be unfit to 

plead, the Just ice may by order certify that the person is suitable for 

t ransfer to the Central Mental Hospital. 

The patient is examined by the Inspector of Mental Hospitals who repor ts 

to the Minis ter for Health. After consideration of the repor t of the 

Inspector , the Minister may, it he so thinks fit, by o rde r , direct the 

t ransfer of the patient to the Central Mental Hospital. He may also 

o rde r that the patient be returned to the d is t r ic t mental hospital. 

Without going into the detailed procedures for the discharge of custody 

patients in. the categories (a) to (d) listed above, it is des i rable to 

record again that the Board has no control whatever over the admission 

and discharge of pat ients . It has long been hoped that new legislation 

would be introduced to give effect to the recommendations regarding 

custody patients made in the 1966 Report of the Commission of Inquiry 

on Mental I l lness . 

On a number of occasions I have drawn the attention of the Board and 

the Government Departments concerned to the urgent need for change 

in the present unwieldy procedures for the admission and discharge of 

pat ients , and to the need for g rea te r flexibility in the t ransfer of 

patients between Dundrum and other institutions of the psychiatr ic 

s e rv ice . It is vital that these ma t t e r s be dealt with in the near future. 

In recent yea r s the serv ice has developed significantly and provides 

active consultation to the Courts and pr isons through its community 
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headquar ters at Usher ' s Island,, while there is an active p rogramme 

for adolescents manifesting problems of drug abuse and other disturbances 

of an ant i-social nature . The, se rv ice also has active links with the 

catchment a rea se rv ices . 

The Minister for Health has already approved the provision of two new 

units at Dundrum, one of 30 beds for young disturbed persons and a 

further unit of 30 beds to replace an equal number of beds in the existing 

institution. The planning of the unit for disturbed young persons is already 

in t ra in . It is recommended that the Minister should be asked to agree 

to allow the planning of the second unit to be undertaken now, so that, in 

the in teres ts of secur i ty , among other pract ica l r ea sons , the construction 

of the two units may proceed simultaneously. When these a re completed, 

the present temporary drug abuse unit can be closed, and this se rv ice 

t rans fe r red to the new unit for young p e r s o n s / 

The population of the Central Mental .Hospital has fallen to just 100 

pat ients . When the two new units already re fe r red to a re completed, the 

next s tage in the development of a high-grade national forensic psychiatr ic 

complex can be undertaken. 

At that point, it is est imated that there will be about 50 long-stay 

patients accommodated in the old building, which is antiquated and 

unsuitable. It is proposed that the central block should be retained for 

adminis t ra t ive purposes , and that the two hospital wings be demolished 

and replaced by new accommodation for 50-60 pat ients . 

As a support ive custodial s e rv i ce , a unit should be provided within the 

pr ison sys tem for highly disturbed persons who constitute a ser ious 

secur i ty r i sk and a re unsuitable for t rea tment in the Dundrum hospital 

set t ing. 

Apart from the new residential accommodation proposed, there is an 

urgent need for a new Occupational Therapy Unit, on the lines proposed 
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a few years ago, for the Dundrum complex. This unit has already 

been agreed to and, indeed, had gone to tender, but was abandoned 

because of the economic situation at the t ime. 

If the Central Mental Hospital is to be developed into a f i r s t -c lass 

forensic psychiatric cent re , there remains the al l- important question 

of staffing. It will be recalled that when the administration of the hospital 

was t ransferred to the Eastern Health Board, it was intended to employ 

a cadre of Psychiatr ic Nurses whose number would gradually increase 

over the y e a r s , with a gradual phasing out of the traditional staffing by 

Attendants. For various reasons it was not found possible to implement 

this scheme. The Attendant staff have always given the most devoted 

and caring serv ice to the patients and have readily availed of additional 

training, organised by the present Director , to further improve their 

ski l l s . While the general level of therapeutic ca re is of a good standard, 

it is c lear that the work requires a high level of special is t skill and 

understanding which is outside the normal training and experience even 

of the Psychiatr ic Nurse. 

This ent i re question has been under long and careful consideration, and 

it is the view of the Clinical Director and his colleagues, with which I 

fully concur, that the needs of the service could best be met by the 

development of special training p rogrammes on the lines described for 

Mental Health Therapis ts in the section dealing with P r imary Prevention. 

A Report from the Director of Forensic Psychiatry is submitted in 

Appendix II. 

RESEARCH AND DEVELOPMENT 

In section 2 of the June 1972 Report , various aspects of a programme of 

r e sea rch were dealt with at some length (Pages 24 to 31). In line with 

developments in other a reas of the se rv ice , the proposals put forward at 

that time have, by and l a rge , been real ised. 
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Major projects undertaken by the Research Department, under the 

direction of Dr. John Cullen, Clinical Director of Research , in the 

intervening period included -

a) the study of the in-patient population of St. Brendan's 

submitted to the Board in June 1976; 

b) a study, in collaboration with the U. C D . Departments 

of Psychiatry and Business Studies, of the context for 

decision-making in the Dublin mental health de l ivery 

sys tem, funded by the Medico-Social Research Board, to 

which body a Report was presented this year; 

c) the development of an in-patient Case Regis ter for a 

pilot a r e a , the f irst Report on which, covering the 

period 1971 to 1975, was presented to the Medico-

Social Research Board this year . This repor t has been 

published under the title "Findings from the St. Loman's 

Case Regis te r" (Butler, S. and Walsh, D. 1976). This 

study provides a grea t deal of hi therto unavailable 

information concerning the working of the psychiatr ic 

s e rv ice . 

The operation of the Research Department has been linked into the 

Garden Hill complex at Mount Brown, which includes the Professor ia l 

Unit, Department of Psychia t ry , U. C D . ; the Health Care and 

Psychosomatic Unit operated by the I r i sh Foundation for Human Develop

ment , and the adjoining Psycho-Endocrine Unit. It is proposed that 

this complex, working direct ly to me as Chief Psychia t r i s t and in 

collaboration with the Direc tor of Resea rch , should provide the base 

for the establishment of a Research and Development Unit. 

Most Western countries have provision for r e sea rch and development 

in the a rea of health ca re del ivery. It is fairly generally accepted that 

a widening gap between community demands for health ca re and the 

r e sou rces available to satisfy those expectations will p resen t a ser ious 
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problem for a long time to come. There i s , therefore, a great need 

for the development of new and more effective systems of using professional 

staffs and exper t i se , for re - s t ruc tu r ing the delivery systems for health 

c a r e , and for the monitoring of both the efficiency and the efficacy of 

existing se rv i ces . 

With this in view, I propose that the work of the Research and Development 

Unit should concentrate on the following four a reas -

1) the epidemiology of mental i l lness; 

2) monitoring of mental health care delivery sys tems 

for efficiency and efficacy; 

3) the development of and r e sea rch into new t reatments 

and health ca re delivery methods; 

4) education and training. 

Proposed developments under these four headings a r e summar ised in 

the following paragraphs and will be the subject of detailed proposals 

in due course . 

1. EPIDEMIOLOGY 

The data base in the epidemiology of mental i l lness available from 

the case r eg i s t e r re fe r red to above (Report of Butler and Walsh, 1976) 

will need to be expanded and increasing use made of the insights provided 

by this information in the future planning of health c a r e . This type of 

work, of its na ture , generates new thinking about how preventive 

m e a s u r e s might be taken. 

2. MONITORING OF MENTAL HEALTH CARE SYSTEMS 

There is an urgent need to develop monitoring sys tems for all 

clinical facilities in the Board 's mental health p rog ramme. This is 

necessary in o rde r to enable accura te comparisons to be made in t e rms 

of patient improvement in differing situations such as the hospital , 
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acute ca re uni ts , hos te ls , day centres and so on. Information is 

needed about trends in demands for s e rv i ce s , about how and why 

par t icu la r facilities a re being used. Efficiency studies should be 

undertaken in t e rms of outcome, duration of stay or t reatment and its 

relat ionship to diagnosis , severi ty of i l lness , type of t reatment and 

other factors . 

3. THE RESEARCH AND DEVELOPMENT OF NEW TREATMENTS 

AND HEALTH CARE DELIVERY SYSTEMS 

The functions of the ent i re range of facilities through which patients 

move and of each of the helping professionals who contribute to the 

p rog re s s of the patients towards health, will need to be clearly 

delineated and their actual achievements monitored as par t of the 

p rog ramme in this a rea . This p rogramme will also involve the develop

ment and testing of new methods of t reatment and new types of unit, and 

the further development and application of existing methods. 

To enable these new methods of t rea tment , including physical and drug 

t r ea tment , to be developed and applied, it will be necessary to make 

avai lable , as par t of the Research and Development Unit, a smal l 

in-patient facility where these operations can be carefully a s ses sed . 

E a r l i e r r epor t s on the establishment of the Professor ia l Unit and Mental 

Health Centre at Garden Hill, which were adopted by the Board in 

July 1975, included a recommendation that the unit should include some 

beds for this purpose. A unit of 20 beds for Garden Hill has been 

included in the new facilities l isted in Table 1. 

The resu l t s of studies conducted by the Research and Development Unit 

and the information collected will, of cour se , be at the disposal of all 

the psychia t r ic t eams . 

The recent repor t of the World Health Organisation, "Psychosocial 

Fac to r s in Health", adopted as a bas is for a WHO Action P r o g r a m m e , has 

been adopted by the 29th World Health Assembly. This ra i ses many 



points of concern which a r e related to the aims of the units in process 

of development at Garden Hill. 

4. EDUCATION AND TRAINING 

In my reports on the establishment of the Mental Health Centre and 

Professor ia l Unit at Garden Hill, reference was made to the function 

of the unit in providing training p rogrammes for medical , nursing and 

para-medica l staff, so as to improve levels of efficiency throughout the 

mental health se rv ice . My report of 27 June 1975, contained the 

following comments on this subject -

"If nurses and other staff whose training and work until now has been 

mainly concentrated on the t reatment of il lness in a mental hospital , on 

the supervision of wards and beds , and the care of in-patients in a 

dependent si tuation, a r e to be moved into a more flexible and therapeutic 

role in the community, then a major p rogramme of re - t ra in ing and 

re-educat ion will have to be undertaken by the Health Board. Looking at 

this question from a more positive viewpoint, our present position is 

that almost all active therapy is being ca r r ied out by Psychiat r is ts who 

numerically form a tiny proportion of the professional manpower available 

to us . 

"Other discipl ines , and this is par t icular ly true of nurses who form the 

la rge majority of our working personnel , a r e stil l functioning, in the 

main, in a supportive or caring r o l e . . This constitutes an enormous 

limitation on the therapeutic potential of our psychiatr ic service as a 

whole. If we actively educate nurses and other personnel , as these 

become available from the mental hospi ta ls , and turn them into true 

therap is t s , rehabilitation workers and health educators , the potential is 

there to develop a considerable number of skilled therapists who can be 

actively involved in prevention and mental health work in the community. 

It is envisaged that the mental health centre at Garden Hill will play a 

significant pa r t and, to some extent, take a leading role (although all of 

our community psychiatr ic facil i t ies, day cen t r e s , etc. will also have 
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to be involved) in this major programme of re-education of our 

psychiatr ic staff". 

I have said at the beginning of this repor t , that the successful 

implementation of the entire plan for our mental health services is 

largely dependent on this question of training. The type of training 

envisaged here would embrace a range of multi-disciplinary s emina r s , 

c o u r s e s , workshops and other experiences which would be made 

available at post-graduate level to the various professional and other 

disciplines involved in the se rv ices . 

It should be understood that, while each of the professional disciplines 

concerned has its own specific form of post-graduate training leading to 

recognition and certification as an accredited member of the profession, 

what is proposed here is a broadly based training programme which 

could be offered in common to all the professionals concerned, as an 

extension of their own established post-graduate training. 

The importance of this subject could hardly be over-emphasised , when 

one considers the magnitude of current expenditure on health serv ices in 

the Board 's functional a r ea , for a population of about 1,000,000. As I 

understand it , in the present year estimated gross expenditure from 

public funds on health services in the Eastern area will be of the o rder 

of £100m. , of which £53. 5m. will be spent on services provided 

directly by the Board, £13. 5m. of this being allocated to mental health 

se rv ices . 

Whether these resources a re spent in a positive way to foster the growth 

of responsibil i ty, participation and independence or , al ternatively, to 

increase dependency and de-motivation, depends largely on whether our 

mental health personnel see themselves as assuming responsibility for 

the problems with which they a re presented , or as professionals who apply 

their knowledge and expert ise to help others to become more 
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independent and responsible. 

I have referred ea r l i e r to the need for an adequate annual budget to 

enable real is t ic p rogrammes of training to be undertaken. An annual 

allocation of at leas t £100,000 is needed for this purpose. This would 

include provision for expenditure on attendances at conferences and the 

secondment of key personnel to centres abroad to keep abreas t of 

advances in mental health. 

In relation to the benefits to be gained in t e rms of increased efficiency 

in the utilisation of manpower, and the corresponding improvements to 

be anticipated in the efficacy of our se rv ices to the public, it can be 

said that the Board cannot afford not to spend money on developments in 

this field. Returns may be expected far in excess of the modest 

expenditure proposed. 

To set this important mat te r in its true perspect ive , the budget proposed 

represen t s one-tenth of 1% of the total Eas tern Health Board budget for 

this year and less than 1% of its budget for mental health se rv ices . 

CHILD PSYCHIATRIC SERVICES 

In the June 1972 Report the following basic organisation was proposed 

for the Child Psychia t r ic Services -

1. One or more Child Psychiatr ic Centres in each 

catchment area operating on a five-day week bas i s . 

These would form the front line Child Psychiatr ic 

Service linking with the adult se rv ices in each a rea . 

2. Intensive investigation and diagnostic facilities in 

Paediatr ic or General hospitals . A small number 

of beds would be sufficient to se rve a group of 

a rea s e rv i ce s . 
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3. Residential facilities for acutely disturbed children. 

The establishment of three residential units of 20 

beds each was recommended. 

4. A small highly secure unit for children who might 

constitute a risk to society. 

5. Existing facilities for children suffering from autism 

and other conditions requiring long-term care. 

The Board has already set up a Committee to examine and report on 

Child Psychiatric Services. The report of the Committee will be 

available in the very near future. Pending consideration of the 

recommendations of the Committee, it is desirable at this point to 

high-light some of the most urgent needs of the service. 

I have referred already to the urgent need for extra acute beds for adults 

at St. Loman's Hospital. This need can best be met by converting 

certain existing accommodation, including the present Child and Pre-

Adolescent Units, which should be replaced by a new and purpose-built 

complex on another site. It has long been recognised that units in an 

adult psychiatric hospital are essentially an inappropriate setting for a 

treatment centre for children. 

The first of the three residential units for acutely disturbed children 

will be established at Warrenstown House, where reconstruction is now 

at an advanced stage. No time should be lost in providing two similar 

units, one in North East Dublin and one in South Dublin. 

While most of the objectives of the 1972 Report have been realised, 

there is still need for a Child Psychiatric Centre in the Crumlin area, 

preferably at Our Lady's Hospital for Sick Children. This should be 

similar to the centre already built at St. James's Hospital and should 

function on the same basis. A Child Centre will also be needed for the 

growing Tallaght area, the team operating from it to serve Kildare also. 
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A further Centre is needed in the North East Dublin catchment a rea . 

A special repor t by the Director of Child Psychiatry on the development 

of Child Psychiatr ic Services is submitted in Appendix I. 

ADOLESCENT SERVICES 

In my Report of June 1972, it was envisaged that each catchment a rea , 

should have comprehensive mental health se rv ices for adul ts , adolescents 

and children. While much p rogres s has been made in the se rv ice for 

adults and children, the special needs of adolescents have been largely 

neglected. Having regard to the vast s ize of the present adolescent 

population in the Dublin a r e a , and the even g rea te r proportions it will 

reach in the next few y e a r s , as our child population - the most rapidly 

growing in Europe - reaches adolescence, it is imperative that we develop 

special se rv ices to ca ter for their needs. The nature of the problems 

present ing from this population a r e described in a repor t in Appendix VIII 

by Dr. T. Brennan, Consultant Psychia t r i s t , Cluain Mhuire Family Centre. 

It will be seen from that repor t that it is anticipated that most of the 

problems of adolescents can be dealt with in the community. These 

problems tend to take the form of adjustment reactions and involve not 

only the adolescent but his family as well, and a r e generally in the area 

of P r i m a r y Prevention. It is est imated that only 10% of adolescent 

patients will have varying.degrees of psychotic d i so rde r , while a further 

10% would be suffering from neurotic d i s o r d e r s , so that the need for 

resident ial se rv ices will be relatively l imited. 

What is essent ia l is that, in each of the a reas with the la rges t adolescent 

populations, a Consultant Psychia t r i s t makes this work his p r imary 

responsibi l i ty. Where poss ib le , this Consultant would be drawn either 

from the Child or Adult Psychia t r ic teams; however, in most of the 
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bigger catchment a reas it will be n e c e s s a r y to c rea te new posts of 

Consultant specifically to work with adolescents , Each of these 

Consultants will need the support of a team, probably comprising a 

Psychologist , a Psychiat r ic Social Worker , or other personnel who show 

a special in teres t in this work. 

A major par t of the work with adolescents will be carr ied out by the 

Mental Health Therapis ts and others in the Mental Health Dis t r i c t s , 

r e fe r red to ea r l i e r in this repor t , as par t of the p rogramme of P r i m a r y 

Prevention. A main task of the personnel assigned specifically to work 

with adolescents would be in training o thers involved in various aspects 

of this key a rea of P r imary Prevention. 

I have already re fer red to the relatively limited need for residential 

se rv ices for adolescents . It is considered that this could bes t be met by 

the provision of four smal l units of 10 to 20 beds each, with day 

facilities attached, on the lines described in the repor t of the Director of 

Child Psychiatry in Appendix I. I fully support Dr. McCarthy's 

recommendation that one such unit be provided at St. J a m e s ' s Hospital, 

and tentatively suggest that three further units be provided - one at 

Cluain Mhuire, one at the new Beaumont Hospital and one at a suitable 

location in the Dublin N. W. a r ea . 

ALCOHOLISM SERVICE 

The se rv ice for alcoholism, based at the St, Dympna's Centre , has 

continued developing over the past five yea r s to a point where the centre 

is now one of the major facilities of its kind in the country. Approximately 

800 patients a r e seen each yea r , involving about 11,000 at tendances, while 

an average of 400 a r e treated annually on an in-patient b a s i s , with a 

hospital stay generally ranging from six weeks to three months. 

In addition to those t reated at the St. Dympna's cen t re , a very l a rge 

number of patients a r e dealt with by the catchment a r ea t eams . 
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The demands on the serv ice have grown to such an extent that it is 

now necessary to ca r ry out an accurate assessment of the clearly vast 

proport ions of the problem of alcoholism, and the most effective method 

of coping with it. This would be one of the most urgent a reas of 

investigation for the proposed Research and Development Unit. 

It is already c lear that the St. Dympna's centre should be staffed 

separa te ly from the catchment a rea team from which the serv ice 

developed. In o r d e r to do th is , and to provide extra help in coping with 

the enormous case- load being dealt with, it will be necessary to create 

immediately -

a) one post of Senior Psychia t r i s t and one of Reg i s t ra r 

to r e s t o r e to its full s t rength the catchment a rea 

team from which the existing medical posts at 

St. Dympna's have been borrowed, the a rea team 

having been depleted correspondingly; 

b) a second, new, post of Senior Psych ia t r i s t , and a 

second post of Reg i s t r a r . 

There is a further immediate need for two new posts of Social Worker 

specifically for this Service . 

A further and m o r e detailed repor t will be submitted l a te r which will deal 

with some of the ma t t e r s which must be looked at in any as sessmen t of 

the needs of this s e r v i c e , e . g . the use of detoxification beds in one or 

more general hospi ta ls , the making of special provisions for the 

recidivis t chronic alcoholic who is unable to co-opera te in the normal 

t rea tment p r o g r a m m e s , the set t ing up of a team of counsel lors in 

alcoholism to develop self-help p r o g r a m m e s , the use of hos te l s , l iaison 

with other se rv ices and voluntary agencies , etc. 
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PSYCHOLOGY SERVICES 

This special serv ice is dealt with in a report from the Director of 

Psychology, which is included as Appendix III. I endorse his recommend

ations for the development of this important branch of the Psychiatr ic 

Service . I regard the expansion of this se rv ice over the next five yea r s 

as a cr i t ical element in the development of a comprehensive mental 

health se rv ice with an emphasis on prevention. 

PSYCHIATRIC SOCIAL WORKERS 

Reference has been made to Psychiatr ic Social Workers in various 

sections of this Report . They are an indispensible pa r t of the psychiatr ic 

team, and, while the revised s t ruc ture of social work s e rv i ce s , bringing 

all social workers into one group, under Community Ca re , appears to be 

theoretically sound and has some real m e r i t , in prac t ice it has not worked 

to the advantage of the psychiatr ic s e r v i c e s , which have tended to rank 

low in pr ior i ty . 

What is strongly recommended now is that, while the overal l s t ruc ture 

might remain as it i s , within that s t ruc tu re there should be a degree of 

sub-special isa t ion. One of these special isat ions should be in Psychiat r ic 

Social Work which should come directly under the Clinical Director of the 

team concerned. The Psychiatr ic Social Workers should be recrui ted 

direct ly to the mental health s e rv i ce , which should have its own distinct 

c a r e e r s t ruc tu re and should not be staffed in competition with other 

branches of social work. 

ST. ITA'S HOSPITAL 

A supplementary repor t on special aspects of St. I ta 's Hospital is 

submitted in Appendix V. With regard to the ge r i a t r i c s e rv i ce , it is 

envisaged that the Clinical Director of ger ia t r i c se rv ices proposed for 

St. Brendan 's will act also as consultant ger ia t r ic ian to St. ItaTs. 

Ivor Browne 
NOVEMBER 1977 CHIEF PSYCHIATRIST 
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APPENDIX I 

PROPOSALS FOR DEVELOPMENT OF CHILD 

PSYCHIATRIC SERVICES 

The work of the Child Psychiatr ic Service can be logically considered 

under the headings - P r i m a r y , Secondary and Ter t i a ry Care . 

Paradoxica l ly , but understandably, the serv ice was initiated some 

fifteen years ago in response to a need for Ter t i a ry Care of chronically 

psychotic children. A few yea r s l a te r the Secondary dimension of ca re 

was developed, i . e . returning to normality children who were present ing 

t reatable psychological i l lnesses . There is sti l l a great deal to be done 

in this la t ter field of Secondary Care , but it a lso forms the ideal 

launching pad and back-up supervisory agency for the P r i m a r y Care wing 

which should now be developed. I would like to make it c l ea r , however, 

that I would not consider it advisable to se t up a separa te P r i m a r y Care 

branch within the Child Psychiatr ic Service . What I would recommend 

would be a decision to direct a g rea t e r proportion of the time and energy 

of Child Psychia t r ic personnel into P r imary Care act ivi t ies . I firmly 

believe that ongoing involvement in t reatment of sick children and their 

families is essential for bringing out the best in the P r i m a r y Care expert . 

I would now like to comment on these three a r e a s , taking them in o rde r of 

their his tor ical sequential development -

TERTIARY CARE 

It has always been recognised that a ward in an adult psychiatr ic hospital, 

i . e . St. Loman ' s , was a stopgap and essential ly an inappropriate setting 

for a t reatment centre for children. Plans a re being pursued to relocate 
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the Autism Unit which is at present in St. Loman 's . This will be 

welcomed by all concerned, whether they be paren t s , n u r s e s , t eachers , 

doc tors , and will give us much grea ter opportunity for improvement in 

our training programmes with these young patients. I consider that our 

very worthwhile collaboration with the Autistic Society should continue. 

Our training Workshops, training Hostel, new Special Workshop in 

Milltown, all profit from the joint interest of this voluntary society and 

the Board. 

SECONDARY CARE 

a) Day Treatment 

Our day t reatment clinics a re essentially well s t ructured e tc . 

Their only rea l difficulty is lack of personnel . If the numbers 

of sanctioned posts for psychologists could be filled it would make 

the functioning of the clinics much more efficient. Also, we really 

do need, not only a Receptionist , but also a Clerk/Typis t in each 

cl inic. 

In my view the numbers of medical personnel a r e adequate, but for 

t rea tment purposes the great need is Psychiatr ic Social Workers . 

Fo r worthwhile therapeutic activity we need three extra Psychiat r ic 

Social Workers in each of our three c l in ics . Thei r p re sence would 

greatly facilitate the development of the P r i m a r y Care activity to 

be descr ibed hereunder . Indeed, it is difficult to speak separa te ly 

of these two act ivi t ies . Already much supervision of school 

counsel lors (there a r e 350 of these in the Dublin schools) is done in 

the c l in ics , and staff counselling of ca re workers in special schools 

is linked with individual t reatment of specific children in these 

schools . So he re we see the P r i m a r y and Secondary Care being 

interwoven in both the clinic centre and the special school set t ing. 
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b) Residential Treatment 

i) Our first residential t reatment cen t re , Warrens town 

House, near Blanchardstown, should be functioning by 

March of 1978. Staff has already been sanctioned for this 

project . 

ii) Adolescent Treatment Centre 

I think I should attempt to clarify the definition of 

adolescence before commenting on the needs in this 

a r ea . 

"Adolescence is a time of development commencing with the 

onset of puberty (commonly around age 12 years) to a t ime 

when an adult 's outlook on life and an acceptance of the 

obligations of adulthood has been arr ived at (commonly 

around age 20)". 

It is well accepted by the layman that the behaviour, i n t e re s t s , 

ac t iv i t ies , and mental preoccupations of children will vary at 

different t imes in their teens. The preoccupations of a 13-year 

old would normally be quite markedly different to those of an 

18-year old. It would therefore be naive to speak of 

"Adolescence" as one simple and single style of behaviour. 

It would also be naive to extend this further and suggest that, 

e. g. an "Adolescent Treatment Unit" should be for the total 

age spectrum of adolescence, i . e . 12 to 20. Quite c lear ly , 

a totally different type of facility, with different act ivi t ies , 

s tyles of operation would be required for the younger adolescent, 

s t i l l at school, than would be required for the older adolescent 

who might, indeed, be working. 

In t e rms of the types of behaviour and interes ts which a r e peculiar 

to Adolescents of various ages , this t ime of development breaks 

down into three fairly distinct groupings. They a re roughly 
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12 to 15, 15 to 17 to 20. 

Psychia t r i s ts trained in adult psychiatry, but having an 

in teres t in adolescents , tend to become mainly involved 

with the older of these three s tages . Child Psychia t r i s t s 

have always worked with the ea r l i e r s tages of adolescence 

and with paren ts . 

It is for this reason that I point out the great need for an 

Adolescent Unit which would be run by the Child Psychia t r ic 

se rv ice and which would cope with the ea r l i e r two stages of 

adolescence. I append recommendations for both physical 

and staff needs of this unit. I would recommend that it be 

sited in the new St. J a m e s ' s Hospital complex and that it 

have, as par t of its act ivi t ies , an out-patient adolescent 

cent re . We find, in our community based cl inics , that our 

disturbed adolescent patients refuse to go to the adult clinics 

for fear of being branded "nuts" , and do not like coming to 

the child clinics ei ther . Nor do they l ike , in fact, being seen 

locally going to a psychiatr ic se rv ice at al l . Adolescence is 

a t ime of great privacy and there is a value to having any 

special out-patient facility for it in a central location away 

from thei r own neighbourhoods. I emphasise that these 

would be sick adolescents . One would, of cour se , normally 

pre fe r any sor t of group activity with young people to take 

place in the local community. This is a special c i rcumstance . 

PRIMARY CARE 

Because of our intensive and continuous probing into the determinants 

of behaviour (an understanding of which is always involved in the 

t rea tment of any par t icu la r family constellation) we feel compelled to 

contribute in the a rea of prevention or P r i m a r y Care a l so . 
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I do not, however, consider that a massive increase in Consultant 

Child Psych ia t r i s t s is the best way of becoming involved in P r imary 

Care . Rather , the answer l i e s , partially in a g rea te r awareness in 

the value of the Psychiatr ic Social Worker , part ial ly in the development 

of other agencies (e. g. special remedial schools) to whom cer ta in 

children would be bet ter r e fe r red , and part ly to the counselling of 

personnel who a r e in the referr ing institutions or disciplines. Here 

I would r e i t e ra t e the point, however, that the basic clinic team, with 

the Child Psychia t r i s ts and Psychological Serv ices , provides a very 

essent ial base for the P. S. W. if the activities of this said Social 

Worker a r e going to be of value. 

We a r e already involved in providing many P r imary Care s e r v i c e s , 

but this should be intensified. 

The so r t s of activities in which we a r e or should be involved a r e as 

follows -

a) counselling of teachers in ordinary schools; 

b) consultation with representa t ives of community 

associat ions who a r e embarking on projects which 

facilitate the development of community supports 

for families; 

c) se rv ices to Cour ts , i . e . a s sessmen t and 

recommendations to Jus t ices and Welfare Officers; 

d) counselling of staff in Special Schools, hostels and 

other institutions involved with children; 

e) involvement in semina r s and training schemes for 

Welfare Officers, Public Health Nur ses , Remedial 

T e a c h e r s , e t c . ; 

f) provision of consultations to groups of school 

counsel lors; 
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g) teaching of medical student and post -graduate 

doctors in psychiatry; 

h) consultation in paediatr ic hospitals; 

i) involvement in the work of adoption societ ies; 

j) consultation to Community Social Workers . 

The whole concept of "getting at" people who a r e m o r e intimately 

involved on a continuous basis with children is one which we would 

like to pursue . For example, we would like very much to have access 

to the t ra inee p r imary school teachers so that they could have some 

understanding of "unusual children" in their c l a s s r o o m s . We would 

like to enable these teachers to talk real is t ical ly with parents of 

5 and 6 yea r olds . Many marvel lous opportunities a r e missed because 

of the uncertainty of junior school teachers in talking with pa ren t s . 

RESEARCH 

Ideally we would like to involve ourselves in r e s e a r c h in the P r i m a r y 

Care a r ea . If monies for pa r t - t ime personnel could be made avai lable, 

there a r e many ideas in the a rea of prevention which we would like to 

t ry out. The resul t s of these r e sea rches could influence great ly the 

application of our r e sources in future y e a r s . An example of the so r t 

of project we would have in mind, most of which indeed involves the 

very ear ly beginning of a family, would be as follows -

"We would like to randomly select 500 young women who are 

pregnant for the first time, and have a number of individual 

discussions with both husband and wife together regarding their 

ideas on child rearing (as distinct from 'begetting'), what are 

their hopes, how would they intend realising them, what sort 

of relationship do they hope to develop themselves through 

early marriage, etc. We in Child Psychiatry feel that their first 

pregnancy is one of the most critical stages in the life of any 

family *\ 
- 48 -



Apathy, despai r , anaemia, depress ion, etc. have not as yet hit such 

famil ies , and in teres t and emotional enthusiasm a r e at a maximum. 

It would be very valuable to talk with 250 such families, have a control 

group of another 250 and a s se s s the situation five yea r s l a t e r . If it 

became c lear that we had indeed had a significant effect on the subsequent 

family pat tern , then we would have achieved a major contribution, and 

the way would be open for a major re- think on the application of our 

r e sou rces in preventive social psychiatry. 

PAUL MCCARTHY 
NOVEMBER 1977 Director of Child Psychiat ry 

- 49 -



APPENDIX II 

FORENSIC PSYCHIATRIC SERVICE 

1. EXISTING LEGISLATION 

As has so often been emphasised, the existing legislation is vastly 

outdated with reference to modern t reatment approaches to disturbed 

offenders. The Henchy Committee is in the final s tages of a proposed 

draft for a new Criminal Just ice Bill dealing with mental i l lness , 

The anticipated effect of such legislation is that there will be g rea te r 

ease of admission to and from the Central Mental Hospital. 

Our experience in endeavouring to provide adequate a f t e r -ca re has 

been hampered by two factors -

a) insufficient social workers ; 

b) a lack of budget to cover the expenses of providing 

twenty-six county cover. 

The Royal College of Psychia t r i s t s Accreditation Committee suggested 

very strongly that the Forens ic Psychiat r ic Service would requi re a 

special ised group of about five Psychiat r ic Social Workers . At present 

we have one Social Worker . Our experience in endeavouring to link 

up with the local psychiatr ic se rv ices throughout the country has been 

hampered by considerable res i s tance on the pa r t of the local se rv ices 

with regard to accepting r e f e r r a l s . The res i s tance is probably 

understandable in that many such re fe r ra l s requ i re a close knowledge 

and understanding of the disturbed offender. The l i t e ra tu re on violence 

has emphasised consistently a need for continuity of c a r e . I bel ieve, 

therefore , that we should plan for more involvement in the Ter t i a ry 

level of c a r e throughout the twenty-six counties. In addition, we will 

need to pay par t icu la r attention to the final proposed draft of the 
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aforementioned Bill p r ior to submission. 

2. HOSTEL CARE 

The Forensic Service has difficulty in obtaining hostel placement 

for a number of its patients. If we a re to maintain our proposed 

commitment to Ter t i a ry Care it would appear to be des i rable that a 

special hostel be provided for forensic cases up to a total of about 

ten. Mention has been made of the possibility of activating the unit at 

the r e a r of Usher ' s Island for this purpose. 

3. EASTERN HEALTH BOARD AS EMPLOYER 

We have occasionally had success in secur ing employment for our 

patients by public bodies such as the Dublin Corporation and C.I . E. 

It is a source of regular embar ra s smen t that we a r e not able to reply 

to accusations by such bodies that our own Health Board is not sett ing 

a very good example with regard to the employment of such pat ients . 

4. FUTURE INSTITUTIONAL NEEDS 

With the anticipated establishment of two thirty-bed new uni ts , 

there will probably be a residual number of forty patients in the Central 

Mental Hospital. Most of these will probably be unsuitable for t ransfer 

to d is t r ic t psychia t r ic hospitals and it would appear that provision 

should be made for the ca re of these patients ei ther in a further new 

unit at the Cent ra l Mental Hospital or in some al ternat ive unit, to be 

designated e lsewhere . 

LIAM DALY 
NOVEMBER 1977 Director of Forens ic Psychiat ry 
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APPENDIX 111 

DEVELOPMENT OF CLINICAL PSYCHOLOGY SERVICES 

INTRODUCTION 

The development of the Special Hospital P r o g r a m m e ' s Department of 

Psychology originated in 1969 when the Eas tern Health Board 's 

p r edeces so r , the Dublin Health Authority, put forward proposals to 

the Department of Health. The acceptance of these proposals resulted 

in the establishment of a Department of Psychology within the psychiatr ic 

s e r v i c e s , staffed by a Direc tor , three Senior Clinical Psychologis ts , 

six Clinical Psychologists and four Tra inee Clinical Psychologists . 

In the ensuing y e a r s the demand for Clinical Psychologists ' se rv ices 

has grown at a very substantial ra te and has resulted in the establishment 

of a further four posts of the grade of Clinical Psychologist and two at 

the grade of Tra inee Clinical Psychologist. Thus , the cur ren t whole-time 

establ ishment of the Department consists of one Direc tor , three Senior 

Clinical Psychologis ts , ten Clinical Psychologists . (See F igure 1) 

In fact, it has never proved possible to fill all of these posts although 

recently there has been substantial improvement in this regard . The 

reasons for these recrui tment difficulties a r e -

a) the lack of an appropriate pos t -graduate training 

p rog ramme in Clinical Psychology, and 

b) the relat ively poor sa la ry s t ruc tu res which have 

been sanctioned by the Department of Health 

and which made unattractive a c a r e e r in 
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Clinical Psychology in the public sec tor . 

In 1974, a Labour Court Award res tored a degree of competitiveness 

to Health Board salary sca les . Never theless , this is a ma t t e r which 

will have to be kept under careful review if a s imi la r situation is not 

to a r i s e again in the future. Plans for the introduction of an appropriate 

post -graduate training programme based in this Department have been 

under development for some y e a r s , and it now seems c lea r that such 

a p rogramme will commence by the end of the cur ren t year . However, 

the initial output of trained personnel from such a p rogramme is likely 

to be l e ss than that required to meet the demands of the se rv ice and it 

s eems c lear that the shortage of trained personnel will pe r s i s t for some 

y e a r s to come. 

Broadly, the contribution of clinical psychology to the psychiat r ic 

se rv ices could be categorized under the following headings -

1. P r i m a r y Prevention 

a) Community educational act ivi t ies . 

b) Consulting with voluntary community agencies . 

c) Early counselling intervention with individual 
c l ients . 

2. Secondary Prevention 

a) Assessment and diagnosis . 

b) The psychological therapies . 

c) Counselling with clients or re la t ives . 

3 . Te r t i a ry Prevention 

a) Assessment and diagnosis. 

b) Advising on ward management p rocedures . 

c) Contributing to the design and implementation 
of the rehabilitation p rog ramme . 
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4. Research and Planning 

a) Clinical Research. 

b) Administrative research. 

c) Programme evaluation. 

5. Teaching and Training 

a) Training of Clinical Psychologists. 

b) Contributing to the training of other 
professions - e.g. under-graduate and 
post-graduate medical training, nursing 
training, occupational therapy training. 

In his report, Professor Browne proposes the setting-up of a Research 

and Development Unit to co-ordinate and support research activities 

within the Board. This is a proposal which will be warmly welcomed by 

the Department of Psychology. However, in view of the importance of 

research to the work of Clinical Psychologists, I feel that it is worth 

making some comments on the kind of relationship which we would like 

to see developing between the new Unit and ourselves. Under the 

heading of Research and Planning, a distinction is made between adminis

trative research and clinical research. The former is concerned with 

providing answers to questions relating to the effectiveness of services 

and the need for them and should be of major assistance to management 

in its decision-making process. Clinical research, however, usually 

has its roots in the individual experience of a particular clinician or 

clinicians and is usually orientated towards improving the understanding 

of some set of clinical phenomena. It is in relation to clinical research 

that we would look to the proposed Research and Development Unit for 

the provision of supportive research facilities (including both financial 

and administrative support). However, we would expect that this 

support would not be provided in such a way that it stifled initiative and 

curiosity in the individual clinician which is the essential starting point 

for so much research of this type. It is important, therefore, that in 

regard to this type of research, the Unit should see itself as having a 

supportive rather than a controlling role. 
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STAFFING LEVELS 

Details of the present staffing s t ruc ture and organisation a re set out 

in figures 1 and 2. An examination of figure 1, indicates the degree to 

which it has been possible to fill the number of posts actually establ ished. 

In the repor t of the Chief Psychia t r i s t to the Board in 1972, it was 

suggested that the ideal psychological level for each of the psychiatr ic 

teams would consist of one Senior Clinical Psychologist , one or two 

Clinical Psychologists and one or two Trainee Clinical Psychologists . 

This model is considered to remain generally appropriate for most of 

the psychia t r ic t eams . However, there a r e obviously par t icu lar instances 

where it requi res modification. 

In 1975, discussions were held with each of the Clinical Directors of 

Psychia t ry regarding the level of se rv ice which they were current ly 

receiving and the level which they envisage would be required in the 

period up to 1980. These discussions were , of cou r se , followed 

immediately by the "economic recess ion" and, in those c i r cums tances , 

it was not possible to contemplate staff expansion. However, the resul ts 

of these discussions indicated a good deal of variation regarding expected 

levels of demands between the various t eams . In the main , these 

variat ions can be understood in t e r m s of differences in demands being 

made on the teams themselves and in their response to these demands. 

Since 1975, the position has been kept under review and it s eems c lear 

that while there obviously have been detail changes , never the less , the 

general requi rements remain much as they were then. Clear ly, 

there fore , the response of this Department should be one of providing 

additional psychological se rv ices where there is a demand for them. 

In pa r t i cu la r , we should respond to those demands which provide an 

opportunity for the enlargement and expansion of the contribution of 

clinical psychologists . The location and number of the additional staff 

required to meet projected needs is set out in figure 3. 
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In drawing up these proposals for increases in staffing leve ls , it has 

not been possible to refer to any appropriate international s tandards in 

regard to the number of clinical psychologists per population unit. 

In Bri tain, both Graham White (Bulletin of the Bri t ish Psychological 

Society for 1967) and Hall (Bulletin of the Brit ish Psychological Society, 

1970) es t imate requirements at one qualified clinical psychologist per 

60,000 of the population. If these figures a r e co r rec t , then the present 

established strength of this Department should be appropriate for the 

needs of the total population catered for by the Board. However, it is 

very c lear that this is not the case and that the present demand for 

se rv ices would requi re a staff increase of up to 100% (assuming no 

further growth in demand) were it to be adequately met . In pa r t , this is 

due to the ever-expanding range of the Clinical Psychologist 's potential 

contribution to the Mental Health Services and, in pa r t , to the fact that 

in this country psychological se rv ices provided outside the Mental Health 

s t ruc tu res a r e relatively poorly developed. 

Figure 3 sets out the details of the projected levels of staffing which will 

be required. Briefly, these proposals will mean the establishment of a 

further six Senior Clinical Psychologist pos t s , a further nine to seventeen 

Clinical Psychologist posts and up to nine further Tra inee Clinical 

Psychologis t pos ts . 

In addition, the proposals envisage the creation of a new grade of 

Principal Psychologis t /Assis tant Director and it is est imated that two 

posts at this new grade will be required. The need for this new grade 

a r i s e s from the expansion of existing staffing levels for each of the 

psychiat r ic t e ams , and will have a positive effect by way of strengthening 

the s t ruc tu re of the Department. 
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TRAINING OF CLINICAL PSYCHOLOGISTS 

The position with regard to the supply of suitably trained and qualified 

Clinical Psychologists has been unsatisfactory for many yea r s now. 

Over the past three y e a r s , attempts have been made to enlist the 

co-operation of one or more of the universi t ies in providing an appropriate 

post-graduate p rogramme of clinical training. In the event, it has not 

proved possible as yet to introduce a joint p rog ramme leading to the award 

of an Ir ish university qualification. However, Trini ty College Dublin has 

agreed to a s s i s t us in implementing a p rog ramme of training orientated 

towards the Bri t ish Psychological Society`s Diploma in Clinical Psychology. 

This p rog ramme will be commencing in the current academic y e a r and we 

expect that in due course it will make a substantial contribution towards 

meeting our needs for suitably trained and qualified staff. 

HEADQUARTERS ACCOMMODATION 

The Depar tment ' s headquar ters is located in St. Brendan 's Hospital in the 

Laboratory building. Recently, more space became available to us in 

this building and our physical accommodation needs in the shor t /medium 

te rm future can be met adequately he re . However, the long- te rm 

position is l e s s c lea r and this ma t t e r will have to be reviewed again in 

due course . 

LINKS WITH NEW OR DEVELOPING SERVICES 

The relat ionship between this Department and the Department of Psychiat ry , 

U. C. D. , extends back over some yea r s and it has been one from which we 

have benefitted considerably. Recently, the Department of Psychia t ry , 

U. C D . , and the Psychosomatic Unit of the I r i sh Foundation for Human 

Development have, with the aid of a grant from the Board, acquired new 

equipment in technology in the sphe res of computing and psychophysiology. 

Access to these labora tory facili t ies has been of considerable benefit to 

us and we plan to expand this re la t ionship. 
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We also plan to develop jointly with the Psychosomatic Unit, a behaviour 

therapy unit which will uti l ise some of the existing equipment in the 

Psychosomatic Unit and provide an important facility within our training 

p rog ramme . 

In recent y e a r s , as par t of our efforts to lay g rea te r emphasis on p r imary 

prevention, we have investigated the possibili ty of placing a Clinical 

Psychologist in a General Pract i t ioner Group. A number of staff have 

developed experimental links with par t i cu la r General Prac t i t ioner Groups. 

S imi lar developments a r e also under way in one or two a r e a s in Bri tain 

as pa r t of an increasing emphasis on community s e r v i c e s . On the bas is of 

our experiences to da te , we feel that it is worth developing further a 

p rog ramme of this type on a pilot project b a s i s , subject to operational 

evaluation. 

BRIAN GLANVILLE 
NOVEMBER 1977. Director of Psychology. 
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Fig. 1. 

Present Service Levels to Area Psychiatr ic Teams 

(as on 1 September 1977) 

and Distribution of Established Posts by Teams 

Service Team 

Dublin N. Co, 

Posts Established 

None 

Levels of Staffing Provided 

(1/9/77) 

None 

Dublin N. East 

Dublin N. West 

Dublin West Co. & 

N. Co. Kildare 

Dublin S. Eas t 

Co. Wicklow 

Forens ic Service 

Child Psychiatry 

Mental Handicap 

i 

1 Clin. 

1 Clin 

1 Clin. 

1 Clin. 

1 Clin. 

1 Clin. 

4 Clin. 

1 Clin. 

Psy. 

Psy. 

Psy. 

Psy. 

Psy. 

Psy. 

Psy. 

Psy. 

| t ime Sen. Clin. Psy. 

1 Clin. Psy. 

1 Clin. P s y . 

1 Clin. Psy. 

1 Clin. Psy. 

1 Clin. Psy. 

i t ime Clin. Psy. 

\ t ime Clin. Psy. 

| t ime.Sen. Clin. Psy. 

2 Clin. Psy. 

1 Clin. Psy. 

8 Tra inee Posts of which 

2 a r e current ly filled. 
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Fig. 3 
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1 Trainee Clin. Psy. 

1 Sen. Clin. Psy. 
1 Clin. Psy. 

1 Sen. Clin. Psy. 
3 Clin. Psy. 
1 Trainee Clin. Psy. 
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2-4 Clin. Psy. 
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APPENDIX IV 

ST. BRENDAN'S HOSPITAL 

1. The following reconstruct ion works in St. Brendan's have now 

commenced or will have commenced before the end of the p r e se t 

y e a r : 

a) Male Geriatr ic Ward, Lower House, - work in p r o g r e s s , 

completion expected in January 1978. 

b) When this accommodation is ready Unit 5, which is 

essential ly sub-s tandard accommodation, will be vacated 

by t ransfer of patients and staff to the male Geriatr ic Ward. 

The reconstructed unit will give us 14 extra male beds , 

as well as accommodating the patient population of 

Unit 5. 

b) WARDS O, P, Q, R. 

The whole of this building (formerly known as "No. 22") 

is being reconstructed so as to provide al ternative 

accommodation for disturbed patients who occupy Wards 

No. 2 and 8 (male) and No. 7 (female). Wards 2 and 8, 

when vacated, cannot be brought up to an acceptable 

s tandard without major s t ruc tura l work, and will be 

unsuitable for use as accommodation for pat ients . 

The net effect of this re -organisa t ion in t e rms of beds 

is that we will have a total of 99 p l aces , as against the 

existing number of 133 p l ace s , leaving 30 male plus 4 female 

places to be found elsewhere . In addition, al ternat ive 
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places will have to be found for the 89 patients now 

occupying No. 22. 

c) WARD 23A (FEMALE) 

Alternative accommodation to be found for 30 female 

patients to enable this building to be converted for use 

as special accommodation for patients of no fixed abode. 

d) UNITS L, M, N. (FEMALE) 

Alternative accommodation to be found for 60 female 

patients to enable this building to be converted for use 

as special accommodation for adult male and female 

mental handicap pat ients . These three wards accommodate 

40 patients on each of three floors and in o rder to enable 

a reconstruct ion of this building to proceed we mus t find 

al ternat ive accommodation for at leas t half of the patient 

population. 

2. So that s t ruc tu ra l work now in p rog re s s in No. 22 may proceed, 

places will have to be found for 116 pat ients , and so that work may 

commence in No. 23A and in L, M, and N, al ternat ive accommodation 

has to be found for a further 90 pat ients . 

3. The following table se t s out my es t imate of the patient movement 

needed so that essent ia l reconstruct ion work now in p rog re s s or 

about to commence may proceed without undue h indrance . 
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Close Unit 5 and transfer 
Male Geriatric Unit 

Close 2, 8, 7. 

Clear 22 for reconstruction 

Clear 23A for reconstruction 

Clear L. M. N. for reconstruction 

Kilrock, Howth 

Ard na Greine,- Hostel 

Hostels to be acquired 

St. Vincent's, Fairview 

Number of 
alternative 
places projected 

Male Female 

14 

8 

4 

10 

14 

50 

8 

8 

40 

-

56 

Number of 
places to be 
closed 

Male Female 

30 

56 

-

4 

33 

30 

60 

86 127 

This leaves 36 male and 71 female patients for whom alternative 

accommodation has to be found. 

4. I have set out above an overall estimate of patient movement 

over a period from November 1977 to March/April 1978. The 

transfer of patients will, of course, take place, not in large numbers 

but in comparatively small instalments, (utilising where necessary 

beds in other health board hospitals) as and when they are available, 

whilst at the same time making maximum possible use of existing 

accommodation in St. Brendan's. 
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5. WARDS 2, 4, 5, 7, 8. 

This group of wards is in a single building, mainly of three 

s torey construction, which in addition to the wards also accommodate 

adminis t ra t ive nurs ing, and medical records offices, nursing school , 

assembly hal l , a hospital shop, and one residential flat occupied by a 

m e m b e r of the medical staff. 

In the context of establishing in No. 22, in modernised accommodation, 

a sepa ra te centre for t reatment of disturbed pat ients , and the 

establ ishment in the Lower House of separa te facilities for ger ia t r ic 

pa t ien ts , we must now consider what should be the future use of this 

building. Having regard to its age and its unsatisfactory archi tec tura l 

fea tures , I cannot see how any separa te portion of it can be reconstructed 

for use as patient accommodation of an acceptable level . 

Looking at this building as a whole, I must recommend that when Wards 

2 , 8 , 5 and 7 have been vacated we do not use them again as patient 

accommodation, until the whole building has been cleared and the 

question of its further use , which will involve complete renovation, is 

brought under review. 

MENTAL HANDICAP PATIENTS 

In St. Brendan 's there a r e over 100 adult mental handicap patients 

accommodated mainly in long-stay psychia t r ic wards who would most 

appropria te ly be placed in special mental handicap uni ts , e i ther in 

St. I ta ' s or in new accommodation on the south s ide . 

It will be some yea r s before such new accommodation is available. 

The re a r e a l ready over 500 mental handicap patients in St. I t a ' s , 

which is a g r ea t e r number than should be accommodated in any one 

institution. I feel that, although it has been the Board ' s policy that all 

mental handicap patients should be t r ans fe r red to St. I ta 's or other 

spec ia l mental handicap accommodation, every effort should be made 
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not to allow the number of mental handicap patients to go above its 

present level . 

Therefore , it is recommended that as a temporary measure the building 

formerly known as No. 24 be reconstructed for use as special mental 

handicap accommodation, and that when this reconstruct ion has been 

completed the places made available will be filled from the existing 

mental handicap patients in St. Brendan ' s , with perhaps some permanent 

t rans fe rs of mental handicap patients between St. I ta 's and St. Brendan 's . 

This project alone involves the temporary c learance of 60 patients for 

at leas t eighteen months in o rde r to enable the reconstruct ion of the 

building to proceed; and, there being no available ward space in 

St. Brendan ' s , - even by tolerating temporary overcrowding - the 

only possible a r rangement which can be made is to t ransfer e lsewhere 

a sufficient number of patients to enable this work to go ahead. 

DISTRIBUTION OF PATIENTS 

With regard to the general question of distribution of patients as 

between St. Brendan 's and St. I ta 's Hospitals , the figures given below 

show that , whilst overal l numbers of in-patients in both institutions had 

been falling steadily from 1965 to 1973, in St. Brendan 's no further 

significant reduction in numbers has occur red since 1974. 

In St. I t a ' s , however, numbers have continued to fall. 

The following table shows the number of in-patients in St. Brendan's 

and St. I ta 's Hospitals at 31 December of each year from 1965 to 

1976: 
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St. Brendan's St. Ita's 

31/12/1965 

31/12/1966 

31/12/1967 

31/12/1968 

31/12/1969 

31/12/1970 

31/12/1971 

31/12/1972 

31/12/1873 

31/12/1974 

31/12/1975 

31/12/1976 

1628 

1364 

1377 

1310 

1219 

1223 

1209 

1230 

1172 

1097 

1090 

1117 

1646 

1594 

1566 

1517 

1506 

1460 

1415 

1358 

1283 

1230 

1197 

1174 

The number of "direct" admissions (i .e. excluding re-admissions 

off pass, re-certifications, and transfers from other Board 

institutions) for St. Brendan's and St. Ita's for each of the past 

three years is given hereunder: 

St. Brendan's St. Ita's 

Year ended 31/12/'74 2822 433 

" " 3l /12/ '75 3030 469 

" " 31/12/'76 2844 522 

In the broad classifications of patients as psychiatric, geriatric 

and mental handicap, the distribution of patients as between 

St. Brendan's and St. Ita's is as follows: 
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Psychiatr ic 

Acute Long-Stay Geriatr ic Mental Handicap 

St. Brendan fs 200 430 380 100 

St. I ta ' s 35 325 330 500 

The needs of its catchment a rea in t e r m s of in-patient beds will not, in 

the foreseeable future, requi re that any further acute facilities be made 

available at St. I t a ' s . 

In o r d e r , therefore , to take full advantage of the reconstruct ion and 

development works which have taken place in St. Ita fs over the past 

few y e a r s the Board must not permi t the number of beds in use there to 

fall significantly below 1,100 in the next few y e a r s . 

Per iodic r e - a s s e s s m e n t is needed of bed util isation in St. Ita`s in 

re la t ion not only to its catchment a rea function, but in i ts ro le as one 

of the main long-stay institutions in the control of the Board, and it may 

well be that in the next few yea r s numbers in St. I ta 's may fall to well 

under 1,100. 

IVOR BROWNE 
NOVEMBER 1977 Chief Psychia t r i s t 
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APPENDIX V 

ST. ITA'S HOSPITAL, PORTRANE 

St. I ta 's Hospital provides three distinct s e rv i ce s : 

1. Psychiatr ic Hospital serving the catchment a rea of 

North County Dublin and Dublin City, Postal Distr ict 

5 (estimated population 170,000). 

2. Headquarters of E. H. B. Mental Handicap Service . 

3. Long- term accommodation for 1,150 patients as follows: 

Adults Geriatr ic Children 

Mental Handicap: 401 39 52 

Psychia t r ic : 394 278 

ACUTE PSYCHIATRY 

The catchment a rea is served by six weekly and one monthly 

outpatient clinics held at Community Health Centres and, in addition, 

a number of out-patients a r e seen at the Admission Unit in the 

hospital . In only two of the health centres could facilities be 

descr ibed as adequate. 
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F i r s t attendance for yea r ending 31 December 1976 - 256 

Total attendances for year ending 31 December 1976 - 6,904 

The admission Unit, St. Ita* s provides acute in-patient t reatment 

facil i t ies, 

Total admissions for year ending 31 December 1976 - 582 

The main block of the building provides back-up facil i t ies. 

The catchment a rea divides naturally and from the point of view of 

t ranspor t into two dist inct sections -

A. The city, centered on Raheny 

B. The North County, centered on Swords. 

In nei ther a rea have appropr ia te community facilities been developed 

although negotiations a r e underway for the opening of a day-hospital 

in Raheny in the near future (30 places approx . ) . 

To provide for the t rea tment needs of the a r e a , the following facilities 

a r e required: 

Secondary Prevention Te r t i a ry Prevention 

Day Hospital Hostel Day Care/Workshop Group Home 

Raheny 20/30 10 30 20 

Swords 20 10 30 30 

Total 50 20 60 50 
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The lack of an effective link-up with a general hospital is a serious 

deficiency in the hospital service. This point was stressed by the 

Royal College of Psychiatrists assessors in the course of their visit. 

The location of the proposed new hospital at Beaumont would provide 

such a link and would serve the total catchment areas. It would seem 

most desirable that the plans for Beaumont should include provision of 

facilities for such a link-up. 

MENTAL HANDICAP SERVICE 

The Mental Handicap service at the hospital, as part of the Eastern Health 

Board Mental Handicap Service, is a subject of a separate report and 

does not come within the scope of this submission except in so far as it 

affects the future of the hospital itself. 

LONG-STAY HOSPITAL POPULATION 

On reviewing the hospital population it is evident that the hospital has 

served a number of distinct functions requiring different facilities and 

programmes of treatment. Within the present structures it has not been 

possible to provide for these although some progress has been made. 

To provide an appropriate system of care and treatment for each 

different category of patient and to provide a better system of 

communications, with opportunities for staff to specialise in the treatment 

of different categories, a plan for the division of the hospital into 

distinct functional areas was submitted to all members of staff and has 

been discussed at specially arranged meetings. It has now been accepted 

in principle by the majority of staff and submitted to the Programme 

Manager with a view to seeking its implementation over a period of 

years . 
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In keeping with this plan a provisional outline of future use of hospital 

accommodation has been drawn up. It is intended to ca r ry out a phased 

upgrading of the main block and hospital in general to provide distinct 

t reatment a r e a s . 

At present the long-stay population is accommodated in 8 Male and 15 

Female wards in addition to the Children's Unit. Of these , six (Temporary 

Buildings) have been condemned and a r e a ser ious fire hazard. The 

remaining wards are relatively overcrowded. The total population of the 

hospital has been dropping. Given the ages of patients it can be expected 

to fall in spite of the apparent change in this pattern in the past yea r . 

With the opening of the 72 Bed Unit for the disturbed mentally handicapped, 

it is intended to close down the worst of these buildings by redistr ibuting 

patients in the main block. The fall in patient numbers and the provision 

of 'normal ised ' accommodation in vacated houses on the es ta te , should 

make it possible to close the remaining Temporary Buildings over the 

next four to five y e a r s . Of the remaining 28 wards , three (Children's 

Unit, Ward 8 Male and 10 Female) will come within the scope of the 

Mental Handicap repor t . 

It is intended that the present Female Chronic wing (six wards) be used 

to provide back-up facilities for the psychiatr ic se rv ice . Upgrading of 

the wing will be completed in March 1978. 

The Male Chronic wing (six wards) will provide for long-stay mentally 

handicapped. It is hoped that upgrading will commence next year , 

It is intended as soon as the upgrading of the Male Chronic wing is 

completed that the initial changes take place and that other patients will 

be accommodated in the remaining wards . As the population drops it 

will be necessary to provide the following facilities in o rder to provide 

an adequate se rv ice . 
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Infirmary Ward (30 beds - 15 Male + 15 Female) will provide for 

long-stay psychiatr ic pat ients , ger ia t r ic pat ients , the mentally 

handicapped and the hostel residents requiring increased ca re because 

of sho r t - t e rm acute i l lness or convalescing after operat ions. Such a 

ward should be integrated. It is intended to include with this facility a 

Casualty Department with appropriate facilities to deal with minor 

casualt ies to pat ients . 

A ward for multiple-handicapped patients (15 Male + Female) - s emi -

integrated - who a r e blocking beds in the Board area and for whom no 

provision is at present available. 

Psychiatr ic unit for mod / sev . mentally handicapped (20 places - 10 Male + 

10 Female) suffering from concurrent psychiatr ic i l lness . It is 

inappropriate that this type of patient be treated in the ordinary acute 

psychiatr ic facility. 

Two wards will be necessary for the semi-ambulant ger ia t r ic mentally 

handicapped - total 60 beds . 

With the decline in the hospital population and extra places becoming 

available, consideration should be given to extending the psychiatr ic 

catchment a rea of St. I t a f s , to ensure full continuing utilisation of its 

facil i t ies. Such an al terat ion of the catchment a r e a , with suitable 

adjustments in neighbouring a r e a s , would reduce p r e s s u r e for acute beds 

and back-up facilities in the Board a r e a , and would be in keeping with the 

vital concept of each a rea team providing a total comprehensive se rv ice . 

There a r e two other options - (i) utilisation of the places to provide for 

long te rm accommodation for other a r ea s ; this would in effect undo all 

the work that has been achieved in improving the image of St. I t a ' s , and 

the mora le of the staff, and would be unacceptable; (ii) Extension of the 

catchment a rea for the psychogeriatr ic se rv ice ; this would be contrary 
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to the idea of each area team providing for the needs of its own 

population, and would further aggravate the existing problems in 

providing for the needs of this age-group. 

GERIATRIC SERVICE 

Experience at St. Ita`s Hospital would indicate the need to provide, 

within the hospital s e rv ice , an active programme of Geriatr ic Assessment 

and care if the problems of low staff mora le , recrui tment of staff, and 

adequate facilities for patient ca re is to be avoided. 

At present 277 patients a r e over 65 yea r s and a further 126 a r e over 

60 y e a r s . The past two years have shown an appreciable increase in the 

number of admissions in the ger ia t r ic age group. The increase can be 

directly attributed to - (i) elderly relatives moving into the catchment 

area; (ii) the location of a la rge ger ia t r ic home at Sybil Hill; 

(iii) the difficulty in arranging ger ia t r ic placement outside the psychiatr ic 

s e rv i ces . This trend can be expected to continue. 

Physical i l lness in the elderly frequently presents with psychiatr ic 

symptoms. A number of recent admissions have been found to be 

suffering from il lnesses which a re pr imar i ly physical and which 

necessitated immediate t ransfer to general hospital . Apart from the 

inherent danger in receiving such patients where facilities to investigate 

and t rea t their condition do not exist , one frequently finds that general 

hospitals will not accept the t ransfer without special nurses being 

assigned and/or a guarantee that they will be accepted back on their 

discharge. 

To offset th is , and to ensure that such patients receive appropriate ca re 

and t rea tment , it is intended to se t aside a number of wards for care of 

ger ia t r i cs to which such patients would be admitted under the care of a 

Geriatr ic ian, a member of the staff. 
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The relationship of this ger ia t r ic section to the psychiatr ic section 

of the hospital would be s imi la r to that which obtains in regard to the 

Mental Handicap se rv i ce , and the psychiatric team would provide a 

consultative se rv ice . 

MEDICAL STAFFING 

To staff the ger ia t r ic and mental handicap sections it will be necessary 

to provide six permanent Medical Officer pos t s , three of these could be 

filled by staff at present occupying Regis t ra r posts in lieu of four 

Psychia t r i s t s posts which have not been filled. 

-. 

NURSING STAFFING 

It is vital to patient ca re that nursing staff and therapists in each a rea 

be adequately provided with suitably trained staff. 

In genera l , the staff at St. Ita 's a r e strongly in favour of each area team 

being responsible to provide for all the needs of its catchment population. 

With few exceptions, where special p rogrammes have been centred on 

St. Brendan ' s , St. Ita`s has derived little or no benefit. 

M.N. McGUINNESS 
NOVEMBER 1977. Clinical Director . 
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APPENDIX VI 

REHABILITATION AND TRAINING PROGRAMME 

GROUP HOMES AND HOSTELS 

The rehabilitation of the psychiatric patient may be described as his 

re- integrat ion into the community even with some handicap. 

The shift of emphasis away from hospital custodial ca re to community 

ca r e has focussed attention on the facilities actually available in the 

community to rehabili tate and accommodate former patients. In Ireland, 

the steady growth of community based psychiatric serv ices has been 

reflected in the continued decline in the number of psychiatr ic patients in 

the la rge mental hospitals . 

Over the past 15 y e a r s , the patient population in most psychiatr ic 

hospitals in Ireland has decreased considerably. In St. Brendan's 

Hospital, for instance, today's figures compared with those of 1960 show 

a reduction of about 40%. These changes a r e essential ly due to three 

fac tors , namely -

1) effective and widespread use of new chemo-
therapeutic agents; 

2) community therapeutic orientation; 

3) a s t rong drive towards ea r l i e r rehabilitation 
in and outside hospitals . 

Today, psychiat r is ts and psychiatr ic nurses agree that there is a 

considerable number of patients in psychiatr ic hospitals who could be 

discharged if they had alternative suitable accommodation provided. 
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Most patients who leave hospital return home immediately. There are 

those, however, for whom discharge from a psychiatric hospital 

presents certain difficulties such as -

1) single people who are admitted, from accommodation 

which will not be available when they are discharged. 

2) people who, before admission, were used to a shifting 

life of lodging houses, need a chance to live in a more 

stable and secure environment if they are to maintain 

recovery; 

3) people who before admission had residential work, 

and because of age or illness are no longer able to 

cope with their jobs; 

4) people who need the companionship which comes from 

sharing a home with others. 

What is required is sheltered accommodation rather than in-patient 

hospital care. An approach which has been tried with some success by 

the Eastern Health Board is the provision of hostels and group homes, 

for patients in circumstances such as those described. At present the 

Board has approximately 20 houses, some are run as hostels and others 

as group homes. The total number accommodated is approximately 

230 former psychiatric patients. 

The group homes have been shown to be suitable for people who can 

manage more independently, but who, perhaps, because their own family 

ties have been lost, need the mutual support of living together in small 

compatible groups. These homes are a relatively economical and 

straightforward form of accommodation and represent a valuable form 

of help. 
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Ordinary houses a r e suitable for group homes and their success depends 

on the selection of a compatible group of people. A hostel is sometimes 

called a halfway house and defined as a residential facility, in operation 

seven days a week, with supervision and providing a room, board and 

ass is tance in the activities of daily living. They can function as follows • 

1) they can bridge a gap between the hospital and the 

community, thereby enabling many patients to 

graduate from a hospital to live in the community; 

2) they can be a base from which persons can attend 

training cen t res , sheltered industrial workshops, 

day centres and ordinary work; 

3) they can se rve as tr ial centres for patients whose 

relat ives a re unable to help or unwilling to accept 

them; 

4) they can se rve as centres for patients where there 

is doubt as to whether they will be able to cope with 

life in the community; 

5) they can ass is t those who do not need the full 

resources of the mental hospital , but a r e permanently 

unable to lead an independent life in the community. 

R . J . WHITTY 
NOVEMBER 1977. Consultant Psychiatr is t . 
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APPENDIX VII 

REHABILITATION SERVICES AT HANBURY LANE 

In 1970, a factory was acquired on a rental basis in Hanbury Lane which 

was outside the hospital. When the factory commenced working in 

June 1970, the original intake of patients was sixteen and they were under 

the ca re of one male and two female nu r ses . The factory was managed by 

a factory manager . 

The unit s tar ted working on chair assembly and packaging, and also 

manufactured hospital equipment, work which had previously been done at 

St. Brendan 's . The printing section of the industrial therapy department 

was moved from St. Brendan's Hospital to Hanbury Lane and this now 

ca te rs for the major par t of the printing required by the Eas tern Health 

Board. 

The range of activities in Hanbury Lane factory has expanded to such a 

degree that there a r e now between 50 and 75 patients employed at such 

diverse tasks as the assembly of bicycle f r ames , packaging of sponges, 

plast ic bags , sewing, assembly of lamp-shade f rames , printing and the 

assembly of under -shee ts . The work is graded so that as a patient 

improves , he or she can be moved to work of g rea te r complexity, thus 

improving his sk i l l s , initiative and concentration, which resul ts in the 

patients being able to earn more money. They a re paid on ability and 

production up to a maximum of five pounds per week plus travelling 

expenses. While working at this factory they a r e entitled to retain any 

social welfare benefits they receive . In addition, they receive a midday 

meal . 

The method of r e fe r ra l of patients to the factory is by way of an 

assessment or placement meeting which is held weekly at St. Brendan's 

Hospital. This is attended by members of the Placement Committee from 

- 7 9 -



the National Rehabilitation Board and some of the training managers of 

the Rehabilitation Institute. Any patient referred by any doctor of the 

Eastern Health Board will be seen and reviewed and in the majority of 

cases an initial training period of two to four weeks is considered 

advisable in the home hospital in an effort to a s se s s their t ime-keeping, 

concentration and work ability. 

In addition, a Psychiatr ic Team meeting is held weekly at the factory 

when the patient 's p rogress is reviewed. Should it be necessary for a 

patient to have further training, he can be t ransfer red to training centres 

provided by other institutions such as the Rehabilitation Institute. 

A total of 500 patients had been refer red to Hanbury Lane factory by 

January 1977, and the progress made by the patients was reviewed in 

June of this year . 

The 500 patients refer red to the factory at Hanbury Lane have been 

divided into four categor ies . There were 346 males and 154 females , 

240 of the male r e fe r ra l s were Schizophrenics and 96 of the females 

came into this category. Depressive il lness was the next highest 

category with 47 males and 20 females followed by personali ty d isorder 

with 16 males and 16 females. The remaining 43 males and 22 females 

suffered from either epilepsy, alcoholism, or were mentally handicapped. 

The average age of patients on re fe r ra l to Hanbury Lane was thir ty-five. 

The depress ive group were of a slightly older age group than the o the r s . 

The average length of time these patients had been in hospital before 

being re fe r red to Hanbury Lane varied from 1. 6 y e a r s in personali ty 

d isorders to 7.2 yea r s in the schizophrenic group. 

The resu l t s of the 500 re fe r ra l s have been divided into diagnostic 

categories and then subdivided into those who were working successfully 
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outside the factory, those sti l l working in the factory at Hanbury Lane, 

those who failed, and a fourth group which could not be included in any of 

the three previous categor ies . This group includes such people as those 

who were at home but attending for occupational therapy, were in further 

training, or were physically i l l . 

The grea tes t number of patients came under the diagnosis of schizophrenia, 

a total of 336 or 67% of all patients re fe r red . This is to be expected, as 

these patients occupy the la rges t number of long-stay beds in our mental 

hospi ta ls . The success ra te for the male schizophrenics is approximately 

20% and almost 50% failed to be rehabil i tated. The success ra te for the 

female schizophrenic is somewhat higher - 35% - although one must take 

into consideration that the total number re fer red was smal l . The overal l 

figure of 40% unsuccessful r e fe r ra l s amongst the schizophrenics is high 

in comparison with the number of successes - 19%. 

The schizophrenic patient is the most difficult to rehabil i tate in the whole 

field of r e fe r ra l s because of the ser ious residual personali ty impairment 

which usually follows this i l lness . This presents ser ious problems when 

it comes to rehabilitation in a work situation. One must also r emember 

that such r e fe r r a l s have been institutionalised to what at one t ime would 

have been regarded as a hopeless degree. To break this chain of i l lness 

and its chronicity, which the old sys tems imposed and nurtured in the 

patient, is a worthwhile and laudable exe rc i se . 

The depress ive group of patients did ra ther be t ter with a 35% success 

ra te against 37% unsuccessful r e f e r r a l s . 

The c r i t e r i a used to indicate success was for the patient to be in open 

employment, maintaining himself independently without the aid of Health 

Board agencies or facil i t ies. Of the 500 r e f e r r a l s , 115 have met this 

c r i t e r i a in that they a r e in open employment and a r e self-supporting. 

It, therefore , can be said that 23% of all r e fe r ra l s to Hanbury Lane have 

- 81 -



been rehabilitated successfully. This compares favourably with s imi l a r 

rehabilitation organisations in Europe. 

One must admit that the number of patients who were unsuccessful at 

Hanbury Lane is high in comparison with the number who succeeded -

never the less , to have even re t r ieved one human being from the 

institutional scrapheap makes the effort rewarding and to have given 

back to so many the God-given right to work, is cause for, at l eas t , 

cautious opt imism. 

T. LYNCH 
Clinical Director 

NOVEMBER 1977. P ro fessor of Psychia t ry , R. C.S.I , 
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APPENDIX VIII 

PSYCHIATRIC SERVICES FOR ADOLESCENTS 

DEFINITION 

Adolescence l i teral ly means the process of 'growing up ' . It embodies 

a s e r i e s of interdependent developmental tasks of a psychological, 

biological and sociological nature. These adolescent developments usually 

occur during the second decade of life following the childhood developments 

of the first decade. 

Adolescence, for pract ical purposes , can be divided into a number of 

phases , e .g . p re -adolescence , early adolescence, mid and late 

adolescence. The only s t r ic t ly age-rela ted event of adolescence is 

puberty, which is the point in time at which the reproductive organs 

become fully functionally active. Pubescence, therefore , refers to the 

biological changes occurr ing before and, for some t ime, after that event -

mainly s ta ture growth and sexual maturat ion. Adolescence is a develop

mental phenomenom unique to man where , biological developments apar t , 

it mainly se rves as a protracted psychosocial learning period, where 

childhood dependency is gradually shed in a s e r i e s of steps which 

ultimately lead to adult maturi ty and personal autonomy. 

This process is normally paralleled by developments within the youngster ' s 

family of origin which, in turn, demands cer ta in adaptations on the par t 

of pa ren t s , guardians or significant adults. Understanding adolescents 

involves an understanding of families and their growth p roces se s . 

'P roblem adolescents ' a r e usually essentially the result of breakdown or 

difficulties in this dyadic p rocess . Adolescent Psychiatry i s , therefore, 

very much family psychiatry at its point of grea tes t change. It requires 
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professional skills and know-how which a re frequently qualitatively 

different from those relevant to adults or younger children. Above a l l , 

it requires a degree of p r imary interest or commitment from professional 

staff, which is not ordinari ly available in services devised for different 

purposes and designed to meet other obligations. 

TARGET POPULATION 

Approximately 40% of the total population is under the age of 20, with 

the adolescent age group constituting roughly half that figure, i . e . one-

fifth of the population. When taken in conjunction with parents and 

guardians , we a re talking, therefore, about potential services to 

three-fifths of our population. Accurate morbidity figures a re difficult 

to come by, but recent epidemiological surveys have supported the 

commonly held belief that a relatively high prevalence of psychiatr ic 

d i so rder exists in teenagers . Graham and Rutter (1973) found in 

adolescents aged 14 to 15 y e a r s , in the Isle of Wight, that psychiatr ic 

d isorders sufficient to warrant psychiatr ic attention amounted to 21%. 

This incidence contrasted with the degree of disability present in 10 to 

11 year o lds , which amounted to 6 .8%. Lesl ie (1974) found in a sample 

of youngsters aged 13 - 14 y e a r s , in an industrial town, a psychiatr ic 

d i so rder ra te of 20.8% for boys and 13.6% for g i r l s . In the National 

Survey of Health and Development (Douglas et al 1968) a degree of 

maladjustment among 1 3 - 1 5 year o lds , equal in sever i ty to those 

children attending child guidance cl inics , was found to be present in a 

high percentage of youngsters . 17. 6% were deemed maladjusted and 

8.1% very maladjusted. 

Studies in the United States and continental Europe have a lso , general ly, 

shown that the incidence of emotional disturbance in adolescents is high 

and frequently g rea te r than in other age groups. Fur ther r e sea rch work 

has also suggested that ser ious emotional problems ar is ing in adolescence 

do not remi t spontaneously or disappear with t ime, although they may 

- 84 -



mutate into some more recognisable adult form, unless therapeutically 

intercepted on the way. 

The concept of 'adolescent turmoil ' as a blanket description for emotional 

difficulties during this period of development is no longer a viable 

proposition. Psych ia t r i c morbidity in adolescents is in famil ies , 

specifically parents and is also related to such factors as alcoholism 

and mar i ta l breakdown. As adult psychiatr ic morbidity in this country is 

on a par with, or maybe grea te r than, some of our neighbours and even if 

the s ta t is t ics for formal mari tal breakdown a re l e s s , there is every 

reason to believe that our adolescent population has a comparable disorder 

ra te to other developed countr ies , part icular ly in urban a r e a s . The 

absence of pre-exis t ing services for this age group also makes it difficult 

to assemble meaningful s t a t i s t i c s , except in selected a r e a s . It is highly 

probable that a lot of emotionally determined disabilities in this age 

group, par t icular ly of 'acting-out ' na ture , a r e currently buried or a r e 

otherwise masquerading in figures relating to delinquency, school 

failure, t ruancy, etc. 

EXISTING AND PROPOSED SERVICES 

With the exception of the Dublin South East region, psychiatr ic services 

a r e made available for adolescents through various combinations of 

existing adult and chi ldren 's facil i t ies. The overall resul t has been a 

patchy ad hoc approach to problem adolescents . The hiatus which exists 

at p resen t , par t icular ly for the mid and late adolescent youngster , is 

precisely the area of grea tes t need. Financial and man-power difficulties 

apar t , the main reason for this underlap in se rv ices is probably the fact 

of regarding adolescent services as ei ther an extension of se rv ice for 

children or some form of appendage of existing adult s e rv i ces . 

Whilst this philosophy p e r s i s t s , the all-round level of serv ice will continue 

to remain poor. There will be episodic efforts to shore up the situation 

as p r e s s u r e s of various kinds a r i s e , e .g . 'Task Force ' repor t , 'Henchy' 

r epor t , etc. However, the real psychiatr ic service needs of adolescents , 

- 8 5 -



as indeed any other group, should not be subordinated to shor t - t e rm 

social expediency, however well intentioned. With our limited number of 

trained personnel available, it would not make any sense for each 

catchment area to pursue a totally independent course of action in respect 

of these s e r v i c e s , or no action an al l , for want of impetus or adequate 

r e sou rces . 

There is a need in most a reas for what might be termed general serv ices 

for adolescents , such as the Dublin South East a rea has provided already, 

and also for specific serv ices or a therapeutic p rogramme which any one 

area on its own could not be expected to produce. Each catchment a rea 

has a need for O. P. D. type services- which it might meet largely from 

its own r e s o u r c e s , while at the same t ime drawing on the availability of 

more specialised and probably residential se rv ices which should be shared 

by a number of a r e a s . The relevance of this can be seen by examining 

the kind of cases coming forward for t reatment within an existing service 

at present . 

The diagnostic breakdown of cases in the Dublin South East region at 

present shows that approximately 10% of r e fe r ra l s a r e present ing with 

psychotic d i s o r d e r s , invariably schizophrenia. Another 10% constitutes 

a mixture of ser ious neurotic p rob lems , plus specific syndromes such as 

anorexia nervosa. The remaining 80% will involve varying degrees of 

personali ty immaturi ty which a r e variously classified under the term 

'situational d is turbance ' , or various types of 'personali ty d i so rde r ' . 

In all these c a s e s , be they psychotic or o therwise , the family invariably 

needs some form of guidance or help and, indeed, in many cases may well 

form the main focus for action. 

A psychotic youngster will usually be a mid to late adolescent and will 

frequently requi re hospitalisation of a short term nature for some six to 

eight weeks. There a re some seve re psycho-neurotics who will require 

residential faci l i t ies , as will many anorexia nervosa syndromes. The 

main bulk of r e f e r r a l s , however, obviously do not fall into these 
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categories and compr ise , in age t e r m s , a group of youngsters between 

the ages of 11 - 19, and who present most frequently with difficulties 

a r i s ing at school level and, to a l e s s e r extent, home and general 

environment. Most of these people can be helped without recourse to 

residential facil i t ies, but a specific group cannot, usually due to home 

c i rcumstances ' and personality factors . They generally require long 

ra ther than short term residential help, so that it becomes possible to 

define quite clearly two groups for whom out-patient management is not 

sufficient and who have different needs in t e rms of in-patient t reatment 

requirements . 

We, therefore , have to think in t e rms of out-patient management for the 

bulk of all r e f e r r a l s , with special psychiatr ic programmes of a 

residential nature for two sub-groupings. These three a reas compr ise , 

principally, forms of Secondary Care . This merely reflects the under

developed nature of the se rv ices . However, inter al ia, a good deal of 

what might be classed as P r i m a r y Care work occurs at the same time 

through consultation work, etc. However, the effectiveness of P r i m a r y 

type interventions is not unrelated to our credibili ty, with respect to our 

capacity to provide a full range of Secondary Care . At present there a r e 

glaring gaps in the availability of comprehensive Secondary Care services 

in the g rea te r Dublin a r ea , against a background of increasing and 

legit imate expectations from the community at la rge and, indeed, 

psychiatr ic colleagues as well. 

PRIORITIES IN THE PROVISION OF ADEQUATE SECONDARY CARE 

This falls into two a r e a s , i . e . residential and non-residential . Non

residential serv ices will have to be cultivated and encouraged as close 

to a community basis as is possible and, ideally, as a development within 

existing catchment area s e rv i ce s , such as has happened in the Dublin 

South East a rea . Such a serv ice requi res the involvement of a psychiatr is t , 

social worker and psychologist acting as a team, having a p r imary interest 
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in adolescent c a r e . They would not supersede any existing s e rv i ce s , 

specifically, children se rv i ces , but would augment what was already 

available to the mutual benefit of all concerned. 

The net resul t would be a comprehensive, essentially family-orientated 

se rv ice , capable of responding to individual needs also. 

In population conurbations of 200,000 or m o r e , a specific adolescent 

orientated psychiatr ic team is going to be necessary , in addition to any 

existing se rv ices . Taking the g rea te r Dublin area into account, this 

means somewhere between four and five teams whose p r imary purpose 

would be to develop serv ices for this age group. It should be quite 

feasible for adjoining catchment a reas to share these kind of s e r v i c e s , 

part icular ly if the existing boundaries begin to be less rigidly applied 

and take into account the geographic and demographic real i t ies which 

exist . The prec i se nature of these local serv ices would be largely 

dependent on local c ircumstances but would follow out-patient clinic 

pr inciples . Other out-patient facilities such as walk-in clinics and day 

centres a r e not an immediate pr ior i ty and will not be discussed h e r e . 

There a r e two groups for whom residential ca re provision would have to 

be made - the short to medium-stay psychotic cum severe psycho

neurotic group and, secondly, the long term personality maturational 

problem group. Both these groupings a re probably best dealt with 

through separa te residential p rog rammes . Residential p rogrammes for 

ei ther group may be provided by (a) an integrated adult/adolescent 

location with separa te peer programme; (b) separate units in close 

proximity to some existing s e rv i ce s , and (c) remote units operating 

totally independently of any existing se rv ice . 

Approach (b) utilising a separa te unit concept, is probably the most 

flexible for both par t icular groupings. While one unit for both groupings 

is therapeutically very difficult to manage, it is possible to have some 

degree of overlap function, depending on local conditions and pr io r i t i es . 
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There is a demonstrable need for residential services for both ihese 

groups in the Dublin a r e a , north and south of the Liffey, with some degree 

of accessibil i ty in mind. 

The ideal unit s ize is probably somewhere in the region of 15-20 beds . 

The short to medium stay residential service would need facilities for 

intensive psychiatr ic nursing c a r e . The longer t e rm residential 

facil i t ies, dealing mainly with personali ty p roblems , will require a high 

degree of mult i-discipl inary skills and psychological know-how. These 

requirements a re in fact minimum requi rements , upon which urgent 

action is needed. 

It would make considerable sense to locate such developments in association 

with some existing service for adolescent psychiatry which has already 

developed and where a pool of available know-how already exis ts . 

Experience in other countries has quite clearly shown that the best 

psychiatr ic serv ices for adolescents exist , ei ther out-patient or 

in-patient, where such developments have been allowed to occur with some 

degree of autonomy and, specifically, professionally independent of 

existing adult or chi ldren 's s e rv i ces . 

SUMMARY OF RECOMMENDATIONS IN RESPECT OF ADOLESCENT 

PSYCHIATRY SERVICE DEVELOPMENT 

1. There is an urgent need for some centra l , co-ordinated planning 

in respect of specific psychiatr ic services for young people 

between the ages of 11 and 19 yea r s who a r e no longer children, except 

in a generic sense , and whose emotional development has gone awry for 

reasons which predominantly have to do with their families or origin and 

the significant adults in their life. 
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2. 'Problem adolescents ' a r e more than likely going to turn out to be 

problem adults and parents unless adequate help is available from 

outside of the family but specifically directed towards it , where feasible. 

3. Pre-ex is t ing adult and children 's serv ices have never managed to 

bridge this service-gap In any country. They a r e not designed to 

do so. Additional services must therefore be developed, not just to 

plug the holes in the present sys tem but, r a the r , to meet a real 

community health need which has been overlooked to date. 

4. At some stage the possibility will have to be considered of 

appointing a professionally qualified and suitably trained person 

of senior status for the purpose of implementing, co-ordinating and 

ultimately supervising such serv ice development. This has already 

formed the basis for development in various hospital and community 

based psychiatr ic and health ca re programmes in the las t decade, and 

the absence of such professional guidance is a major factor in the 

rudimentary nature of adolescent psychiatr ic se rv ices in this country at 

p resen t . 

5. The basis for delivery of psychiatr ic ca re to the adolescent 

population in need should be a professional team consisting of a 

suitably trained psychia t r is t , social worker and psychologist. 

6. Based on the repor t of the Association for the Psychiatr ic Study of 

Adolescents in Bri tain, there is probably a need for four such teams 

in the g rea te r Dublin, plus environs, a rea . 

7. Such teams should, as far as is possible , be in close connection 

with existing community adult and child psychiatr ic se rv ices and 

should be located with an eye to accessibil i ty ra ther than catchment area 

boundaries. 
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8. In addition to general or out-patient type psychiatric services 

to adolescents, there is an urgent need for adequate residential 

facilities for two distinct sub-groups; one requiring short to medium 

care and, possibly, intensive nursing, and the other group requiring 

longer term residential care of a multi-disciplinary nature. 

9. Residential care for both groups can be provided in conjunction 

with - (a) existing services and sharing facilities; (b) by 

developing separate units close by existing services, or (c) remotely 

located. The second option is by far the most practical. Programmes 

north and south of the Liffey for both of these groups need to be 

developed as a matter or urgency. Provision of such residential 

programmes would be best expedited by building on existing services 

already geared to the needs of adolescents and their families. 

Apart from their immediate service needs, such residential facilities 

will also serve a most important function as a training ground for 

professional personnel who want to work with adolescents and who 

at present have no opportunity for training. 

10. Establishment of suitable academic posts, with teaching and 

research responsibilities relating to normal and disturbed 

adolescents, is an essential precurser of any serious attempt at 

instituting preventative measures, measuring the effectiveness of 

existing programmes and generally communicating information and 

know-how as it becomes professionally available. This is also vital 

for encouraging worthwhile research which is virtually non-existent 

at present. 
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11. Finally, in respect of residential se rv ices or other s e rv i ce s , 

either planned or envisaged, which a re not specifically par t of 

the health se rv ice , it is felt that a useful contribution could be made 

by suitably trained health serv ice personnel , in an area where a lot 

of mutual professional interest over laps . This is not happening at 

present and will have to be m o r e vigorously pursued at administrat ive 

level if ser ious planning mistakes a re not to be made. This principle 

also applies to community homes and hostels which, although not 

directly under the responsibility of the special hospital ca re 

p rog ramme , a re nevertheless in need of substantial guidance at t imes , 

par t icular ly as the demands placed upon them a r e frequently outside 

their professional competence to deal with. 

T .G. BRENNAN 
Consultant Psychiat r is t 
Cluain Mhuire Family Centre 

NOVEMBER 1977. Adolescent Service. 
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APPENDIX IX 

LIST OF SERVICES 

In-patient Services 

St. Brendan's Hospital 

St. I ta 's Hospital 

St. Loman's Hospital 

Newcastle Hospital 

Vergemount 

Child Psychiatr ic Facil i t ies 

St. Loman's Hospital, Palmerstown 

Ballyowen Meadows 

Castleknock Child & Family Centre , Castleknock Road 

Child & Family Centre , Ballyfermot Road 

Day Centre , St. J a m e s ' s Hospital, 1 J a m e s ' s Street 

Phoenix Park School, Dublin 7. 
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PSYCHIATRIC OUT-PATIENT CLINICS 

AT HEALTH CENTRES AT HEALTH CENTRES OTHERS 

Arklow 

Aughrim 

Balbriggan 

Ballyfermot 

Ballymun 

Baltinglass 

Bless ington 

Botanic Avenue 

Bray 

Carbury 

Carnew 

Cashel Road 

Celbridge 

Clondalkin 

Coolock 

Curlew Road 

Dun Laoire 

Finglas 

Kilbarrack 

Kil lester Avenue 

Marino 

North Strand 

Old County Road 

Rush 

Swords 

Tinahely 

Vernon Avenue 

Wicklow. 

St. Brendan's Hospital 

St. John 's House 

30 Mountpleasant Sq. 

James Connolly 
Memorial Hospital 

Newcastle Hospital 

Usher ' s Island. 

DAY CENTRES 

St. Agnes Par i sh Hall, Crumlin Village 

Danes wood, Ballymun Rd. Dublin 11. 

30 and 31 Mountpleasant Square. 

229 North Circular Road. 

St. Dympna's Training Centre. 

St. John's House, Seafield Road, 
Dublin 3. 

Usher ' s Island, Dublin 8. 

An L a r , Dargle Road, Bray. 

Hanbury Lane, Thomas Street . 

DAY CENTRES 

Tolco Ltd. Finglas. 

Dalkey Family Centre , Castle Street . 

St. Dympna's Alcoholic Unit, 
North Circular Road. 

St. Brendan's Hospital, Rathdown Road. 

St. Loman's Hospital, Palmerstown. 

St. I ta 's Hospital, Por t rane . 

Newcastle Hospital, Greys tones. 

HOSTELS AND GROUP HOMES HOSTELS AND GROUP HOMES 

Adelphi House, 153 North Circular Rd. 2/4 Grange Park Grove, Raheny. 

197c North Circular Road 5 Ballymun Road 

217 " " " St. Mary 's F l a t s , St. Mary 's Hospital 

226 " " " Coolemine, Clonsilla 

228 " " " 730 South Circular Road 

230 " " " Mountpleasant House, MountpleasantSq, 

Killinarden House, St. Loman's Hosp. The Bungalow, St. Loman's Hospital 

Curam, Ennisker ry , Co. Wicklow Newcastle, Co. Wicklow. 
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Services provided by other Agencies 

In-patient Services 

St. John of God Hospital, Sti l lorgan, Co. Dublin 

St. Pa t r i ck ' s Hospital, J a m e s ' s S t ree t , Dublin 8. 

Hospital 6, J a m e s ' s S t ree t , Dublin 8. 

St. Vincent 's Hospital, Fai rview, Dublin 3. 

Child Psychia t r ic Faci l i t ies 

St. John of God, Orwell Road, Rathgar 

Mater Child Guidance Clinic, 7 Towers , Ballymun 

Mater Hospital , Eccles S t ree t , Dublin 7. 

Day Centres 

Burton Hall, St i l lorgan, Co. Dublin 

St. Pa t r i ck ' s Hospital Day Cent re , J a m e s ' s S t ree t . 

Cluain Mhuire , Newtownpark Avenue, Blackrock. 
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