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LONG-TERM INSTITUTTONAL CARE 
-THE MEDICAL ASPECTS 

- a discussion document 

Section I - Introduction 

1.1 In pursuance of its statutory function to (i) regulate the 
number and type of appointments of consultant medical staff in 
hospitals providing services under the Health Acts, and (ii) advise 
the Minister or any body established under this Act, on matters 
relating to the organisation and operation of hospital services, the 
Comhairle decided, in July. 1981, t o  establish a sub-committee 
under Section 41 (7) of the Health Act, 1970 wi th the following 
terms of reference:- 

"to make recommendations to the Comhairle on the medical 
staffing arrangements appropriate for patients who require 
long-term care in an institutional setting". 

The terms of reference encompassed four main categories of 
patients:- 

i 
(i) geriatric 
(ii) long-term psychiatric 
(iii) psychogeriatric 
(iv) young chronic sick 

A t  the outset, i t  is necessary t o  draw particular attention t o  the 
terms of reference of the sub-committee which were specifically 
confined t o  medical staffing arrangements appropriate t o  patients 
in long-term institutional care. This document, which is based on 
the work o f  the sub-committee, is not  intended to constitute an 
over-all review of policy relating to the organisation and operation 
of long-term services for the patient categories mentioned above. 
Other bodies such as the Department of Health, health boards, 
statutory agencies and voluntary organisations are intimately 
involved and concerned wi th the broader policy aspects o f  the 
services for the aged, the mentally ill and the young chronic sick. 
However, the Comhairle has, on occasions throughout this 
document, felt i t  necessary to comment on broader issues which, 
strictly speaking, do not come within its terms of reference but 



which impinge upon the question of medical staffing 
arrangements. The drafting of the document has also been 
influenced by the audience to whom it is primarily directed. 
While its contents may be of interest t o  the general public, the 
document is particularly intended for organisations, groups and 
individuals who are already involved in the administration and/or 
delivery of services and who possess background knowledge and 
experience of the services under discussion. The descriptive 
aspects of the document have, therefore, been kept t o  a 
minimum, the major concentration being devoted towards 
recommendations for future medical staffing needs and 
arrangements. 

1.2 Six members of the Comhairle were appointed t o  serve 
on  the sub-committee which was set up during the third term of 
office of the Comhairle. This number was increased to seven by 
the incoming fourth Comhairle in mid-1982, resulting from 
changes in the membership of the Comhairle itself. In addition, 
the Comhairle invited, wi th the approval of the Minister for 
Health, the following persons to participate in the work of the 
sub-committee:- 

Dr. C. Hyland, Geriatric Physician, Cork Regional Hospital 
Miss M. Foxe, Matron, Royal Hospital, Donnybrook 
Dr. W. J. McGarry, Medical Officer. St. Patrick's Hospital. 
Carrick-on-Shannon, 

1.3 In pursuance of its task, the sub-committee visited the 
geriatric assessment unit in Cork Regional Hospital and the / 
associated rehabilitation and day hospital at St. Finbarr's . 
Hospital. Cork. The sub-committee also visited the District 
Hospital, Thurles and the County Home, Thurles. Discussions 
wi th health board officials and consultants involved took place in 
both places. In addition, some members of the sub-committee 
made an informal visit t o  the psychogeriatric services in  South 
Belfast provided by the Eastern Health and Social Services Board. 
Discussions were also held w i th  the lrish Society o f  Physicians in 
Geriatric Medicine and wi th a sub-committee set up by the 
Eastern Health Board to examine services for the elderly mentally 
infirm in its area. Finally, a meeting took place wi th  
representatives of the lrish Division of the Royal College of 
Psychiatrists, who subsequently made a writ ten submission to 
the Comhairle. 

1.4 In addition to the visits and discussions mentioned 
above, the sub-committee studied a wide variety of available 
medical literature relating to the organisation and development of 



geriatric, psychogeriatric and psychiatric services in other 
countries. This literature is listed in Appendix A t o  this document. 

1.5 The Comhairle wishes t o  record its appreciation t o  the 
many people who participated in the discussions wi th  the sub- 
committee. Their contribution of information and advice greatly 
assisted the sub-committee in i ts task. 

I n  particular, the gratitude of the Comhairle is due t o  the three 
non-Comhairle participants (mentioned in paragraph 1.2) and to 
those members of the third Comhairle who rendered invaluable 
assistance in their capacity as members of the sub-committee. In 
acknowledging their contribution, the Comhairle wishes to stress 
that the views and recommendations contained in this document. 
while based on the work of the sub-committee, are those 
formulated by the Comhairle itself and do not necessarily 
represent the opinion of the individuals named or of any member 
of a ~ r e v i o u s  Comhairle. 



Section 2 - Geriatric Services - 
Medical Staffing Arrangements 

(a) General Background. 
2.1 In 1975 ,  the Comhairle adopted the following policy in 

relation to consultant appointments in the field of geriatric 
medicine.- 

'7;) Title: 
The most appropriate title for consultant posts in this 
category is "geriatric physician " 

l i i) Definition of Responsibility: 
Elderly patients suffering from acute ailments, should 
continue to be the responsibility of surgeons or physicians 
into whose units they are admitted. There should be no 
question of all elderly patients being transferred to the 
care of the geriatric physician. Accepting this situation, 
the role of the geriatric physician, who would deal 
exclusively with geriatric patients, on a wholetime basis, 
would be: 

(a) to accept total responsibility for assessment and 
rehabilitation beds provided for the elderly and for 
the associated out-patient clinics; / 

(6) to give consultant advice to hidher colleagues and 
those responsible for the planning of health and 
welfare services: 

Ic) to act in an advisory and consultant capacity and 
with overall general responsibility for patients in 
long-stay units in hislher area. The geriatric 
physician should not have day-to-day responsibility 
for patients in long-stay units. 

(iii) Assessment and Rehabilitation Units: 
The Comhairle accepted the recommendations in the 
FitzGerald Report and in the Report on the Care of the 
Aged, that geriatric assessment and rehabilitation units 
should be located only in the major general hospital 
where the full range of facilities needed for the 
investigation and treatment of elderly people is available. 
Al l  appointments of geriatric physician should be based in 
these major general hospitals". 



2.2 At  the time the foregoing policy was adopted, there were 
only five geriatric physicians in practice in the state as a whole. 
The number of consultants in geriatric medicine increased to ten, 
as at 1st May, 1983. A further five consultant posts have been 
created but  these have not been filled due to either recruitment 
difficulties or lack of funding or a combination of both. Many of 
the recruitment difficulties have arisen from the inadequate 
structuring of particular posts, either in the provision of too few 
geriatric assessment beds at the general hospital concerned or 
too great a responsibility in the day-to-day management of long- 
term patients. The structuring of c o n s ~ ~ l t a n t  posts and the role of 
the yeriatric physician - a matter to which the Comhairle has 
devoted considerable time - are dealt wi th later on in this report. 
Geriatric services at consultant level are currently available in 
only four health board areas - the Eastern Health Board, the 
Southern Health Board, the Western Health Board and the North- 
Western Health Board. 

2.3 Outside of the limited manpower at consultant level, 
referred to at paragraph 2.2, which is based at general hospitals. 
other services and facilities for geriatric patients are provided in 
the followig types of institutions - 

.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  geriatric hospitals 7,798 beds 
welfare homes . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  1,452 beds 
voluntary and private hospitals/nursing homes.  3,412 beds 

. . . . . . . . . . . . . . . . . . . . . .  other private nursing homes 2,576 beds 

A n  over-all statistical analysis (1  982)  of long-stay geriatric units , 
prepared by the Department of Health is set out at Appendix B. A 
detailed list, by health board area, of these institutions and 
statistics relating t o  their activities is contained at Appendix C to 
this document. 

2.4 While some geriatric hospitals (formerly county homes) 
have been modernised and improved in recent years, i n  general, 
they have not increased the level of medical care to any 
significant extent, most of them being staffed by a permanent 
part-time medical officer who is also engaged in general practice 
locally. There has, however, been an appreciable increase in 
nursing and paramedical input t o  many of these institutions. 

Essentially, they emerged from the poor law unions of the past 
but  their role has altered from caring for the destitute to the 
provision of long-stay accommodation for the elderly w i th  a 
growing level of dependency amongst the in-patients. District 
hospitals complement the geriatric hospitals i f  needed and the 



difference between the district hospital and the geriatric hospital 
essentially is that the geriatric hospital caters specifically for the 
elderly while the district hospital, although catering for geriatrics, 
also has a capacity for acute medical activity at general 
practitioner level In fact many, though not  all, district hospitals 
have gradually ceased to function in  the acute field and have 
become more and more involved in the long-term care of the 
aged. Because the nature of the services available in these 
institutions has changed, their role, as well as the role of the 
doctors involved in such hospitals, needs to be re-defined in  the 
context of the geriatric services as a whole. 

2.5 The aim in regard to welfare homes is to cater for the 
social rather than the medical and nursing needs of the elderly 
who, for a variety of reasons, can no longer continue to live in 
their own homes. 

2.6 The voluntary and private hospitals/homes constitute an 
integral part of the geriatric services but, in general, these 
institutions tend to function on the periphery of the geriatric 
services organised by the health boards and in this regard leave a 
lot to be desired. 

2.7 An over-riding impression relating to all of these 
institutions and services is that over the years a considerable 
change of role and function has gradually been taking place. 
Much of the deliberations of the Comhairle were concentrated on 
how best to re-deploy and re-organise this considerable 
institutional resource. The importance of this matter is captured 
by Dr. P. Belton in a recent article on "Long-Term Care for the : 
Dependant Elderly" (I.M.J. - Vol. 16 No. 1 )  which summarises 
the situation in this country as follows: 

"ln Ireland, in 1975, 3.6% o f  those aged over 65 years of 
age were in long-term care (long-stay geriatric institutions, 
district hospitals, welfare homes, voluntary a n d  private 
homes for the elderly). I t  has been estimated that a further 
1.5% of our over 65's are in psychiatric hospitals. This figure 
o f  approximately 5% of our over 65's in long-term 
institutional care is similar to other western countries. 
Around f 100 million wi l l  be spent on  long-term institutional 
care for the elderly in 1982, roughly 9 %  o f  the total health 
expenditure", 

(b) - Proposals for Future Development. 
2.8 This document considers medical staffing arrangements 

for geriatric patients in i ts widest context embracing general 



hospital services, long-stay care and community care services. 
The proper care of the elderly demands a multidisciplinary and 
highly co-ordinated approach spanning a wide spectrum of 
services incorporating many different but  complementary skills 
and expertise at the medical, nursing, paramedical, social and 
administrative levels. In order to achieve maximum effectiveness 
for the dependant elderly and maximum efficiency in  the 
deployment of expensive and often scarce resources, the efforts 
of a number of different agencies - state, semi-state, private and 
voluntary - must be co-ordinated t o  a high degree in the 
implernentation of a common policy. I t  must be stressed that 
responsibility for the care of the elderly cannot rest on any one 
service or indeed specialty, but  must be shared, appropriate to 
the patient's needs at any given time, by all services including the 
acute hospital services, the long-stay institutional services, the 
psychiatric services and the community care services particularly 
the general practitioners. A key role in the provision of care for 
the elderly will be that of the community physicians particularly in 
the development and co-ordination of services at community 
level and in co-operation wi th  the geriatric physician and others 
involved in the development of the totality of services. Failure on 
the part of one service to recognise and discharge its 
responsibility to the elderly results in an undue burden being 
borne by the other services and leads t o  inefficiency and a 
reduction in the quality of the care provided for patients. I t  is clear 
to the Comhairle that the services for the elderly, as at present, 
leave much to be desired both from the viewpoint of the 
adequacy of the services provided relative t o  patient needs and ; 
the degree of co-ordination which can be seen in the planning, 
organisation and delivery of those services. There is also a 
considerable degree of urgency required in tackling these 
problems. The article referred to in paragraph 2.7 states:+ 

"In Ireland. the over 655 are increasing a t  the rate of about 
4,000 per year. While the percentage o f  people over 65 
dropped from 1 1 .1  % to 10.7% o f  the total population from 
1971 to 1979, this is  part ly due t o  less emigration in the 
younger age groups. Even if the Irish population growth 
drops to zero, the growth in the number o f  elderly is  likely to 
continue wel l  into the next century, perhaps stabilising at 
around 16% o f  the population. Generally, the largest 
percentage increase is expected in the over 75 year olds, the 
group which makes greatest demands on health resources. 
I t  was estimatedin the U.K. in 1978 that the average cost of 
care and  treatment o f  a person aged over 75 to be seven 
times that o f  a person o f  working age. While this paper is  



concerned wi th long-term care, i t  is  worth not ing that in 
Ireland the over 65's take up 34% of acute general hospital 
b e d  days a n d  account for a higher percentage o f  general 
practit ioner consultations. In one recent U.S. stody, 44% of 
adrnissions to coronary and  intensive care were for patients 
over 65 years o f  age. This trend wi l lmake i t  difficult to avoid 
put t ing more money into the health service over the next 
generation if standards are not  to fall". 

2.9 Geriatric assessment is the key to successf~~ l  medical 
management of the aged. The Colnhairle considers i t  desirable t o  
define what is meant by this term. Geriatric assessment involves 
identification of the totality of need in the elderly w i th  a view to 
such needs being met wherc possible, by opt imum utilization of 
existing services. I t  is essential to assess for the degree of disease 
and disability; to determine the prognosis and probable degree of 
functional recovery; and to consider the social background and its 
relationship t o  the patient's future. The aim behind the 
assessment process is to identify and meet the service needs 
which wil l  enable the elderly patient, if possible, t o  continue to 
live at home at an optimum level of health and independence. I f  
continuing to live at home is not possible, the assessment will 
identify the most appropriate environment (including sheltered 
housing) for the patient relative t o  hislher state of health and 
functional ability. Geriatric assessment should always be 
undertaken by a medical practitioner. I t  is important that 
significant physical dependency in the elderly be approached as 
including a medical problem at least in the first instance because 
a medical decision is required t o  separate the clinical and social 
elements contributing to dependence. I t  must be stressed that 
organic illness may masquerade under the guise of social 
problems and skilled clinical assessment is required to identify 
the various components wi th a view to their correction. This is 
not  to suggest that services (including social services e.g. meals 
on wheels) should not be provided for an elderly person until such 
t ime as that person is medically assessed. Geriatric assessment is 
different in some respects from general medical assessment in 
that i t  is usually sought in the first instance only after a significant 
degree of dependency, which may be totally reversible, has 
occurred. I t  may be undertaken by a medical practitioner wi th 
varying facilities at his disposal; at one extreme by the family 
doctor at home and at the other, by a geriatric physician wi th 
access to the usual range of facilities appropriate t o  a general 
hospital including in-depth clinical investigation, treatment and 
rehabilitation. I t  should be noted that the assessment facilities 
required by a geriatric physician are no different than those 



required by any general physician in an acute l~ospi la l .  As wi th 
other patients, the initial - less intensive ~ - -  assessment by the 
family doctor may be all that is required or it may be that, for a 
variety of reasons, consultant referral is necessary as well  as 
some form of domiciliary or institotional sllpport for the duration 
of the assessment and thereafter. Situations d o  arise frequently 
where some form of institutional care is required from the outset 
- in the past where this has occurred, in the absence of adequate 
assessment, it has resulted in long-term passive care within the 
first institution to which the patient has been referred and 
admitted. Proper geriatric assessment wil l  enhance tlhe best 
interests of the patient and contribute significantly t o  optimum 
utilization of existing services. Where services are inadequate, the 
benefits of assessment wil l  be deficient and this deficiency wil l  be 
reflected in every aspect of health care. 

2.10 In the future, the services for geriatric patients must be 
planned and organised on a much rnore comprehensive basis. 
The role of the consultant geriatric physician extends beyond the 
general hospital and encompasses ari involvement in the policies. 
in the standards and in the evaluation of services in long-stay 
institutions and the community services: and also close working 
wi th  staffs i n  these services. The geriatric physician should be 
primarily based in the general hospital where l ie wi l l  function as a 
consultant in his own  right alongside his consultant colleagues in 
other disciplines. In addition, the consultant geriatric physician 
should be a main instigator in regard t o  the development of the 
overall services for geriatric patients within the particular 
catchment area of the general hospital in which helshe is based. 
This is not t o  imply that helshe should be the director of or be 
responsible for the provision of all services for the elderly in 
hisiher area. Until such time as the consultant manpower i n  
geriatric medicine is increased in the State as a whole, many 
geriatric physicians may have t o  extend their latter role beyond 
their immediate hospital catchment, perhaps to the total 
administrative area of a health board. 

(c) The Role o f  the  Geriatr ic Physician in t h e  General 
Hospital.  

2.1 1 I t  must be stressed that all clinical consultants wil l  have 
a role in the delivery of acute care to the elderly. In 1980. 
according to statistics supplied by the Medico-Social Research 
Board. 23% of all admissions to general hospitals comprised 
persons over 65 years of age. There is a view that a geriatric 
patient could be defined by age alone i.e. over 65 years of age. In 
the opinion of the Comhairle, while a geriatric patient will 



ordinarily be over 65 years of age, nevertheless, the fact is that 
age alone does not  reflect the true position as the patient wi l l  be 
referred to either a geriatric physician or another consultant 
depending on diagnosis, including degree of dependence. Some 
features which distinguish the role of the geriatric physician from 
that of his consultant colleagues in other clinical areas who deal 
w i th  a high preponderence of elderly patients are:- 

there is more selection by general practitioners at the point 
of referral for patients wi th the multiplicity of clinical 
problems associated with old age: 

unlike other clinical areas where the diagnostic process 
tends to be intensive for a single system-related condition, 
the diagnostic's assessment process in the geriatric unit  
continues throughout the patient's stay and overlaps wi th  
treatment: 

again, unlike most other clinical areas, patients subsequently 
move from areas of high intensity management t o  other 
parts of the geriatric departmentkervice e.g. rehabilitation. 
day hospitals, etc.; 

the geriatric unit functions as part of a comprehensive 
service having many tasks and facilities which are in 
evidence to a greater degree than in other clinical units such 
as domiciliary consultation, day hospital treatment, 
rehabilitation, relief admission, continuing care of long-term 
illness and care of the dying. 

Clearly a degree of overlap wil l  arise as between the role of the 
geriatric physician and that of his other clinical colleagues. 
However, the geriatric physician should function in close 
association wi th his colleagues in  the other specialties and the 
Comhairle wishes to emphasise their complementary roles in this 
context. 

2.12 The Comhairle policy of 1975, as set out  in paragraph 
2.1, envisaged a wide range of responsibilities on  the part o f  the 
geriatric physician, including responsibility for assessment and 
rehabilitation, advising consultant colleagues and those 
responsible for the planning of health and welfare services and 
acting in an advisory and consultant capacity w i th  the overall 
general responsibility for geriatric patients in long-stay units i n  his 
particular area. The view has been put  forward that much has 
changed since the issuing of this particular Comhairle policy. I t  
was argued that the geriatric physician now has a ltey role in the 
acute care of geriatric patients in the general hospital and that the 
terms "acute" and "assessment" should be seen as one. I t  was 



pointed out that since most assessment of geriatric patients was 
now done at out-patient level, the beds designated as 
assessment were, in practice, used more for acute care purposes. 

2.13 As already indicated at par. 2.1 1, while a geriatric 
patient will ordinarily be over 6 5  years of age, age alone is an 
insufficient definition. In order to clarify the role of the geriatric 
physician within the general hospital, the Comhairle, considers it 
necessary to describe the patient category which would come 
within the ambit of the geriatric physician. In preparing this 
description, the Comhairle has been influenced by a document 
prepared hy the British Geriatric Society entitled "Some 
Questions and Answers about Geriatric Medicine" which 
identifies the characteristics of patients properly occupying acute 
geriatric beds which, in general, distinguishes them from elderly 
patients in other beds. The clinical picture is usually influenced by 
many or all of the following factors:- 

( a )  medical problems are usually multiple: 
( b )  physiological ageing is a complicating factor: 
(c) residual disabilities are common; 
(4 social and environmental factors are usually relevant: 
(e )  patients have serious emotional and psychological 

problems in relation to their role and status in the future: 
( f )  falling, incontinence and confusion are common 

presenting features. 

The overall effect of these factors is that inability t o  cope and 
severe disability tend to mask the clinical signs and symptoms. 
Therefore, diagnosis must be comprehensive and must include all 
of these factors. 

(d) AcuteIAssessment Beds and  Populat ion Catchment  
2.14 During the course of i ts deliberations, the Comhairle 

considered bed planning ratios proposed by  the Irish Society of 
Physicians in Geriatric Medicine (I.S.P.G.M.) and those in use by 
the Department of Health. The Department o f  Health planning 
ratio for assessment beds, i f  taken as a separate component from 
the general medicine ratio, is 0.1 t o  0.1 5 beds per 1.000 
population. The proposals of the Society o f  Geriatric Physicians 
recommend a ratio of 0.275 beds per 1 ,000 population. 
However, this figure includes provision for some rehabilitation 
beds which would be incorporated in the general hospital. I f  the 
combined planning ratios for assessment and rehabilitation are 
compared, the Department's figure is 0.5 as against 0 .605 
proposed by the I.S.P.G.M. Clearly the main difference is the 
location of rehabilitation beds. Questions of rehabilitation are 



dealt with in later paragraphs of this document. I t  is understood 
that the Department of Health is reviewing the bed planning 
ratios in the light of the proposals submitted by the I.S.P.G.M. 
The Comhairle is of the view that it would be inappropriate for it 
t o  comment on the detail of these ratios, other than t o  advocate 
the provision of an adequate number of beds t o  enable a geriatric 
physician t o  function in the general hospital. 

2.15 Another aspect to be considered is the minimum 
population catchment necessary t o  justify the appointment of a 
wholetime geriatric physician. Related t o  this is the concept of 
the creation, based at the smaller general hospitals, of posts of 
general physician with a part-time special interest in geriatrics. 
This concept has been discussed wi th  the I.S.P.G.M. The Society 
has indicated that it is firmly opposed t o  the creation of such 
posts. In the past, the Comhairle has received proposals from 
hospital authorities seeking the creation of such posts mainly in 
the context of creating second posts of physician in the smaller 
general hospitals. The Comhairle rejected such proposals on the 
grounds that appointees would be likely to concentrate on  the 
genera l '  medicine component t o  the detriment of the 
development of geriatric services, particularly outside of the 
general hospital environment. In the Comhairle's view, this 
argument is still valid. The Comhairle recommends that the 
minimum viable population catchment for the appointment of a 
geriatric physician should be 80,000. Where a hospital does not 
have a viable population catchment of the scale of 80,000. then it 
should derive its consultant geriatric services from the I 
appropriate regional unit based in a larger hospital serving a 
wider catchment population. Based on the above population 
norm for a viable geriatric unit, only about half of the 23 
peripheral general hospitals (outside the main urban centres of 
Dublin. Cork and Galway) would be able t o  justify the provision of 
such units though the number of units might be increased, in 
appropriate instances, by the establishment of a single geriatric 
unit t o  serve the combined population catchments of t w o  such 
hospitals. 

(el Rehabilitation 
2.16 The role of the geriatric physician in relation to 

rehabilitation could be defined essentially as the restoration of 
patients t o  function at the level of their optimum capability. 
Following assessment and the establishment of primary 
management, most elderly patients wi l l  require rehabilitation to 
enable them to achieve optimal physical and mental function. The 
geriatric physician is the expert in the physical rehabilitation of 



the elderly and it must be acknowledged that this type of 
rehabilitation is distinct from other types of rehabilitation in that i t  
commences in the general hospital and extends to the 
community environment by use of the day hospital. There wi l l  be 
t w o  areas of rehabilitation - that raking place within the 
acute/assessment unit and that taking place within the 
rehabilitation/day hospital environment. The geriatric patient in 
the acute element of care wil l  have full access to the 
rehabilitation facilities i n  the general hospital and the 
rehabilitation unit wi l  be for the rnore protracted cases under the 
care of the geriatric physician and in close association wi th  the 
community care services. 

2.17 I t  is essential that special geriatric rehabilitation 
facilities should be available to all geriatric physicians. In most 
instances the geriatric rehabilitation unit wi l l  be located on a 
different site from the general hospital and in such cases the 
acute/assessment unit wi l l  require to have access t o  basic 
rehabilitation facilities and staff (shared wi th other departments 
within the general hospital) particularly for those patients whose 
medical needs preclude their transfer to a different location. 
Where a rehabilitation unit is on a different site, there is a danger 
that staff may feel themselves divorced from their general 
hospital colleagues. In order t o  obviate this, the closest possible 
contact should exist involving the rotation of junior medical, 
nursing and supporting staff between the t w o  locations. The 
geriatric rehabilitation unit should have the same access to other 
consultant services as if it were situated wi th in the general / 
hospital including regular visits by appropriate consultants to 
advise on particular patients. 

If) Assessment Outside the General Hospital 
2.18 In the ideal situation, there should be screening and 

assessment (see definition at paragraph 2.9) of patients in all 
institutions catering for the elderly - general hospitals, district 
hospitals, geriatric hospitals and psychiatric hospitals. I t  should 
be the responsibility of the geriatric physician t o  draw up criteria 
for a uniform system of assessment to be applied under his 
overall guidance. The circumstances of geriatric patients fluctuate 
from time t o  time and, therefore, they require regular assessment 
w i th  a view, i f  necessary, to their transfer to more appropriate 
surroundings. 

2.19 The view was put  forward that all geriatric patients 
should be assessed by a geriatric physician w h o  would then 
decide on the most suitable treatment and location for each 



patient. In response, it was argued that it was not  possible or 
necessary that all geriatric patients be seen by the geriatric 
physician. It was pointed out  that there were many general 
practitioners and medical officers wi th an interest in this area 
who could assess patients adequately in their o w n  community 
environment. It is the opinion of the Comhairle that an overall 
assessment policy should be developed in each area and carried 
out  under the guidance of the geriatric physician. Wi th  reference 
to the need for assessment of patients whose problems appeared 
to be social rather than medical, the Comhairle, as already 
indicated in paragraph 2.9, is firmly of the view that, since 
medical problems frequently masquerade as social problems - 
particularly those related to inability to cope - assessment should 
always be undertaken or supervised by a medically qualified 
person. 

2.20 The Comhairle has considered how best to achieve an 
on-going assessment process which would cover all types of 
institutions. A t  present the assessment of geriatric patients is not  
standardised. The geriatric physician based in the general hospital 
undertakes the assessment of patients who are referred t o  the 
general hospital unit. Helshe is also available to offer assessment 
or advice to other institutions in the outlying areas of his 
particular region. However, the geriatric physician tends not  to 
have rights of access t o  any of the other institutions (e.g. district 
hospitals, geriatric hospitals or welfare homes) and without this it 
is difficult for hirnjher t o  develop a co-ordinated service. The 
geriatric physician should draw up the criteria for an assessment 
programme and secure its implementation through the local ' 
general practitioners and medical officers o f  geriatric hospitals. 
Assessment and screening of geriatric patients should involve all 
relevant services which deliver geriatric care including the 
community services. 

2.21. I t  is recommended that, ideally, an over-all system of 
assessment should apply of which the geriatric physician would 
be the co-ordinator. The geriatric physician should co-ordinate 
the overall services including the admissions policy t o  apply to 
each institution. Each area should have a designated number of 
beds and units and all patients should be screened and assessed 
at the central assessment unit or at local level before or on 
admission or as soon as possible thereafter. Each patient 
admitted should be continually assessed and placed in the most 
appropriate environment for care and/or treatment. The method 
of assessment should be organised so as t o  provide for and define 
the role of all professions involved in the delivery of geriatric care. 



(g )The  Advisory and Supervisory Role of t h e  Geriatr ic 
Physician. 

2.22 In addition to the geriatric physician's role in relation to 
the care of the acute elderly patient including assessment and 
rehabilitation, he/she should have a responsibility of advising the 
relevant health board on the organisation and development of the 
total geriatric services in its administrative area or the catchment 
area assigned to him/her and he/she should also have overall 
supervisory involvement in relation t o  tlhe implementation of the 
policies for geriatric services adopted by the health board. The 
geriatric physician wil l  not only be personally responsible for the 
delivery of services in hidher own  unit in the general hospital, but  
must also carry responsibility to ensure the initial assessment and 
continuing review of patients in the geriatric services of the area 
outside hidher hospital. This wil l  involve closer liaison wi th the 
staffs working in these services including directors of community 
care, general practitioners, medical officers of geriatric hospitals, 
public health nurses, paramedical staff, social worlters etc. I t  wi l l  
equally involve working wi th voluntary agencies, housing 
authorities and others involved in the welfare of the aged. It wi l l  
be essential to set up local structures and arrangements to enable 
this close degree of collaboration to be achieved. These 
structures will support and facilitate the geriatric physician in 
carrying out hidher duties; they must not be seen to supplant or 
subtract from hidher responsibilities. 

2.23 I t  is of importance that the geriatric physician should 
have open communication wi th the general practitioners and 
medical officers in hidher area. Communications between the 
hospital based consultants and general practitioners have not  
always been satisfactory heretofore and i f  the geriatric services 
are t o  improve, such communications wil l  require t ime and effort 
on the part of the geriatric physician in particular. 

2.24 I t  will be evident from the foregoing that the Comhairle 
attaches the utmost importance t o  the development of the 
geriatric services in a comprehensive manner and in order to 
achieve this the geriatric physician must play a major role in 
achieving maximum effectiveness from the professional team and 
voluntary agencies involved in the delivery of a multiplicity of 
services of various types t o  those elderly in need of support and 
assistance. In order to ensure that the geriatric physician has 
sufficient time to devote to his/her planning and co-ordination 
function, it is essential that his/her direct responsibility for 
individual patients and services should be mainly confined t o  
those in the acute/assessrnent unit at the general hospital and its 



associated rehabilitation facilities. Wi th  regard to long-term heris, 
it is felt that only a limited number of patients in such beds shoold 
be under hislher direct clinical responsibility - liis/her main role in 
relation to long-term care being in overall co-ordination, planning 
and developmerlt. 

(h) The Concept o f  the  Commun i t y  Hospital.  
2.25 In considering the medical staffing arrangements for 

geriatric patients in long-term institutional care, the Camhairle 
examined the role of the district hospital, the geriatric hospital 
and the welfare home. As already mentioned, Inany district 
hospitals predominantly provide long-term care for the elderly but 
there are some which also provide maternity services, acute 
medical care and terminal care. The type of patient being catered 
for in many of these institutions has altered over the years and it 
is now important to define how best their medical needs can be 
met. Sqme of the more acute district hospitals have, as medical 
officers retired, altered their medical staffing arrangements w i th  a 
greater involvement by local general practitioners. 

2.26 Essentially, the geriatric hospitals (formerly county 
homes) of today are now functioning almost excli~sively in the 
field of geriatric care. Some of these institutions are very large (up 
to 400 beds) and, of necessity, they cater for a wide catchment 
outside of their immediate vicinity. Thus, many patients w h o  are 
accommodated in geriatric hospitals are removed from their own  
local community; inherent difficulties arise in  maintaining regular 
contact with family, relatives and friends, and continuing 
involvement in their care by the family doctor is impracticable 
The Comhairle is strongly of the view that the concept of the 
large geriatric institution is inappropriate t o  the needs of the 
elderly (apart from patients who come from the immediate 
vicinity of the institution) and such institutions should, as soon 
as is possible, be replaced by smaller-scale long-term 
accommodation related t o  the local community in which they are 
located. I t  would appear that, nowadays, there is little difference 
between the district hospital and the geriatric hospital except in 
relation to those district hospitals which are providing acute 
medical and/or maternity services. I t  is unlikely that the type of 
patient catered for in the geriatric hospitals wil l  alter in the f u t ~ ~ r e  
except that the patients wil l  tend to be older and more dependent 
and it is, therefore, important that the role of these institutions be 
defined in the context of the geriatric services as a whole. 





2.30 The development of community hospitals would require 
an increase in facilities, particularly basic x-ray facilities, arid 
other para-medical facilities would also be required wi th overall 
emphasis on rehabilitation. The amount of medical time provided 
would also need to be increased and nursing care would have to 
be rationalised to meet the needs of the day. This type of 
development would lend itself to more active units and usage of 
beds. This concept has already developed in some areas and has 
been very effective mainly due t o  the enthusiasm of the various 
disciplines involved. The admission and discharge rates have 
increased significantly accompanied by a reduction in the number 
of beds - a major factor in this has been the use of rehabilitation 
and day hospital facilities. As services and facilities are developed 
within the community hospital, a proper balance between long- 
term and short-stay patients shodd be achieved. In this context. 
it must be stressed that the presence of adequate rehabilitation 
facilities is of the utmost importance - with such facilities, early 
admission can be equated wi th early discharge. In their absence, 
long-term institutional care results. Once back in the community, 
by providing the necessary back-up services, i t  is possible to help 
patients remain there and achieve their optimum capacity. 

2.31 At  present, generally speaking, there is in many long- 
term institutions a considerable lack of appropriate in-service 
staff training related to the problems of the geriatric patient. The 
challenge is now there t o  review the role of institutions and the 
staffing necessary to cater for the medical and social needs of the 
elderly. There is a need t o  re-assess and up-grade existing 
services. The day hospital concept will be a major factor in 
providing the necessary services but i t  is vital that all personnel. 
medical and other, should be enthusiastic about this concept i f  
changes are to be brought about. 

2.32 In large urban situations, the same basic principle 
should apply. The geriatric patient should be kept as close as 
possible t o  the home environment and in this context, clearly 
defined catchment areas should be drawn up. I t  is vital t o  get 
away from the concept of the old, large institutions. The focal 
point in the city situation should be the general hospital, wi th a 
catchment of the scale of 250,000 population in which the 
consultant staffed geriatric unit wi l l  be located. The totality o f  the 
service should be organised within this catchment area and. 
ideally, long-stay units should be small and more numerous and 
associated closely wi th the community care catchments. In this 
context, the role of the general practitioner is very important. I f  
every cornmuriity care catchment area had a long-stay unit then 



every general practitioner could follow his patient into the unit as 
necessary. I t  is essential to have a uniform and comprehensively 
integrated system and private nursing and other S L I C ~  institutions 
must be part of this structure. In Dublin there are a number of 
large units (formerly tuberculosis/infectious disease units) 
devoted to the long-term care of the elderly. Clearly, the existence 
and need for these units will remain for some time to come and in 
the interim their integration into the totality of services for the 
elderly, under the direction of the geriatric physician in 
association wi th  the assessment unit at the appropriate genoral 
hospitals, sho i~ ld  be progressed. In time, these units should be 
dismantled as more locally-based developments emerge, as 
outlined above. 

(i) The Role of t he  General Practi t ioner in the Commun i t y  
Hospital.  

2.33 As referred to in previous paragraphs, the Comhairle 
recommends that certain district hospitals and geriatric hospitals 
should be re-designated and entitled "community hospitals". The 
challenge for the future lies in providing proper medical 
assessment and care for geriatric patients within the community 
hospital. I t  is important to ensure that all such hospitals provide a 
uniform level of service and that existing significant variations in 
service be eliminated. In this context, general practitioners must 
be encouraged to participate more fully in the provision of 
geriatric services. In a limited number of district hospitals, the 
local general practitioners do play an active role, through general 
practitioner access schemes, i n  caring for their acute medical 
cases. However, very few general practitioners tend t o  be 
involved in the care of the elderly in an institutional context. 

2.34 \Nith regard to the medical staffing arrangements for 
the proposed community hospital, the present position is that 
most district hospitals and geriatric hospitals are staffed by  a 
permanent part-time medical officer who is also involved in 
general practice in the locality. There are some good examples to 
be seen of very progressive changes, in relation to the care of the 
elderly in some geriatric hospitals, which have occurred under 
the existing system of a permanent part-time medical officer. In a 
few district hospitals - mainly those orientated towards acute 
medicine rather than geriatric medicine - general practitioner 
access schemes have emerged in the recent past. Under these 
schemes, administrative charge is undertaken on a rotational 
basis amongst the participating doctors. For as long as the larger 
geriatric hospitals continue t o  exist, the large size of the 
catchment area served makes i t  impractical to operate an access 



scheme which would include all general practitioners. However, 
the Comhairle has strongly advocated the replacement of large 
geriatric hospitals by smaller locally-based community hospitals 
(see earlier paragraph 2.26). The Comhairle is of the view that 
community hospitals should, from the outset, be staffed at 
medical level on the basis of general practitioner access schemes 
under which administrative charge would be on a rotational basis 
amongst the participating general practitioners. There must be 
closer co-operation wi th the community care programme t o  avoid 
duplication and to co-ordinate an orderly system of continuing 
care. To achieve this, regular "case conferences" involving both 
hospital and community care representatives should be 
organised. 

2.35 To date, involvement by general practitioners in 
hospital-based geriatric services has not received sufficient 
encouragement and the Comhairle believes that, i f  they are so 
encouraged, a dynamic service could be provided through the 
proposed community hospitals. A n  important factor in this 
development would be the provision of adequate training for the 
general. practitioners generally. I t  is understood that the 
programmes for general practice training presently incorporate a 
six month module in general medicine wi th  the opportunity to 
undertake three months in geriatrics incorporated into some of 
them. The Comhairle feels that i t  would be helpful if three months 
in geriatric medicine were mandatory for all trainees in general 
practice. Much wil l  have t o  be done t o  encourage general 
practitioner involvepent as the improvement of the care of the 
elderly depends very much on the general practitioner taking a 
keen interest in the service as a whole, including long-term 
patients. I f  general practitioners are trained in geriatric medicine 
at an early stage of their careers, the Comhairle believes that they 
wil l  be more likely to retain an interest in the long term. 



Section 3 - Psychiatric Services - 
Medical Staffing Arrangements for 
Patients in Long-Term Institutional Care. 

3.1 I n  considering this aspect of long-term institutional care, 
it is appropriate to reflect on the development of psychiatric 
services in the recent past. The last twenty years have seen a 
radical reorientation of treatment services from remote mental 
illness institutions t o  community-based programmes. Under the 
heading of community psychiatry there has been maximum 
development of out-patient services as near as possible t o  
people's homes wi th minimum use of hospitalisation. There is an 
awareness that mental illness does not  exist in isolation but  has 
important family significance both in  its aetiology and treatment. 
Social and environmental stress in general is seen as relevant in 
the development and perpetuation of psychiatric disorder. 
Possibilities for the prevention of mental illness necessarily 
require community action. An adequate community psychiatric 
programme also provides for supports for a certain proportion of 
major psychiatric disorder which results in residual disability. In 
this way, various support structures are required in the 
community such as day hospitals, day centres, sheltered 
workshops, hostels, supported bed sites, et cetera. 

3.2 This re-orientation of psychiatric services away from 
reliance on traditional mental hospital care has already resulted in 
a marked decline in numbers of patients i n  mental hospitals. 
Between 1958  and 1981 the numbers o f  patients in lrish mental 
hospitals fell from 2 1,000 to 13,984. This decline has continued 
since 1981. Despite this, the number of patients in lrish mental 
hospitals continues t o  be proportionately higher than in any other 
country. In many mental hospitals overcrowding still exists and 
appropriate treatment programmes for long-stay patients are 
poorly developed. The implementation of an effective 
community-based service has been much slower than 
anticipated. Many factors were involved in this not least the 
difficulty in providing alternative residential accommodation in 
the community. The overenthusiastic discharge of chronic 
patients into the community wi thout  adequate provision for 
alternative supports or ongoing care has resulted in a good deal 
of criticism of new approaches in community care. This is well  



summed up in Great Britain in "Better Services for the Mentally 
Ill" ( 1  975):- "Those who work in the Health a n d  Social Services 
have to recognise that families a n d  relatives, a n d  indeed the 
public at large, cannot b e  expected to tolerate under the name o f  
community care the discharge o f  chronic patients without 
adequate arrangements being made for their after care and  who 
perhaps spend their days wandering the streets or become an 
unbearable burden on the lives o f  their relatives, etc.': I n  some 
areas, however, where commitment to community care is 
enthusiastic, it has been proved possible to provide the range of 
community support structures that are needed and progress in 
this direction has been substantial. , 

3.3 There is general agreement on the following principles in 
the planning of effective psychiatric services: 

( 1  ) SECTOR RESPONSIBILITY 
This involves the psychiatric team being responsible for a 
specific geographical area in the implementation of a total 
psychiatric service. 

(2) COMPREHENSIVENESS 
The services available within each catchment area should 
provide for the treatment of all those w h o  require i t  and for 
all types of psychiatric disability. 

(3)  INTEGRATION 
The various units of the service within each catchment area 
should be sufficiently related that patients can be easily 
placed in the abpropriate treatment facility. In addition, the 
various staff should be well aware of all the treatment 
facilities available so that appropriate decisions can be 
taken wi th regard t o  their optimum usage, et cetera. 

A t  the present time, the application of the sector responsibility 
concept can be seen in the establishment of psychiatric 
catchment areas throughout the country. However, these 
catchments have, of necessity, been influenced by the size and 
location of the large mental hospitals. Due t o  the undue 
concentration of long-term institutional facilities in the large 
hospitals, it has not  been possible t o  implement the principle of 
comprehensiveness. This is an interim situation and, as the trend 
accelerates towards community care (including the provision of 
better and more integrated facilities at community level) and as 
the large hospitals are replaced by  smaller long-term institutional 
facilities at local level, i t  wi l l  be possible to re-organise the 
psychiatric services, on the above principles, but  wi th a wholly 
community-based orientation, which should be the ultimate goal. 
However, it must be stressed that the application of the above 



principles assumes a level of uniformity of services and facilities 
between catchment areas in different parts of the country. Until 
such t ime as uniformity is achieved, it is necessary that 
adherence to the sector concept should not  be too rigid. The 
sector approach in the delivery of care emphasises the 
fundamental importance of not separating acute and chronic 
psychiatric care. I t  is not  always recognised that the majority of 
psychiatric problems are relapsing in nature and this includes 
even those w h o  are attending purely for out-patient care. The 
separation of acute and chronic services has led, in the past, to a 
two-tier standard of care wi th the chronically ill being assigned to 
chronic wards in mental hospitals instead of day-hospitals and 
day-centres and t o  a treatment supervision that largely involved 
non-consultant staff. Therapeutic potential for many of these 
chronically disabled individuals has been underemphasised. 

3.4 In all mental hospitals, wi th few exceptions, long-stay 
patients still form, by far, the majority of those receiving care. In 
contra-distinction wi th other services, the generally accepted 
classification of long-stay is continuous residence of one year or 
more in a mental hospital. The numbers of long-stay patients vary 
considerably from area t o  area, being lowest in the East of Ireland 
and highest in the West, wi th a range of between 300 and 600 
per 100,000 of the population. 

3.5 In recent years it has become increasingly relevant to 
divide the long stay population of mental hospitals into two  
categories - the "Old Ldng-Stay" and the "New Long-Stay:- 

(a )  The "Old ~ o n ~ k t a y "  refers to patients who became 
chronic in mental hospitals before the availability of 
recent more effective treatments and the evolution o f  an 
adequate community care programme. Some of these 
patients have been in hospital for many years. 

(b)  The "New Long-Stay" are a much smaller group who 
became long-stay in recent years despite the availability 
of a broad range of treatment programmes and 
community supports. They can broadly be divided into 
three clinical groups i.e. those suffering from 
schizophrenia; manicdepressive states; and irreversible 
organic psychosis. The majority of the "New Long-Stay" 
patients are in  the schizophrenic and manicdepressive 
groups. All patients in the "New Long-Stay" category 
require on-going drug treatment and a high level of 
nursing care under the supervision of a consultant 
psychiatrist. 



3.6 The "Old Long-Stay'' population comprises a composite 
range of clinical problems, ranging from chronic psychiatric 
illness through problems related to ageing, t o  mental handicap 
and a group of individuals w h o  could he best defined as in need of 
general support and welfare. The potential for rehabilitation of 
Inany of these "Old Long-Stay" patients is underestimated. 
Specific rehabilitation programmes under the heading of 
rehabilitation psychiatry have in recent years resulted in 
successful rehabilitation of a considerable proportion of these 
patients and their transfer to supported residential care in  the 
community. 

3.7 The "New Long-Stay" population in general are quite 
severely handicapped in the psychiatric sense and require 
ongoing in-patient care. The accumulation of these "New Long- 
Stay" patients is of crucial importance in the estimation of the 
number of psychiatric beds required in the future. Recent 
experience both in Ireland and Great Britain suggests a 
requirement o f  6 0  beds per 100,000 of the popdat ion for "New 
Long-Stay". I n  this way, when the "Old Long-Stay" have been 
discharged to community supports or family care or through 
death, the chronic in-patient beds required wil l  be as low as 6 0  
per 100,000 of the general population, assuming the 
development of community care services capable of supporting 
more patients within the community on a long-term basis. This 
process is already quite far advanced in some hospitals, whereas 
in others it has been slower. The process wil l  be an evolving one 
and wi l l  probably take spme fifteen more years to complete. 

3.8 A n  approach fo  the consultant staffing of psychiatric 
services must be based on the general principles of delivery of 
care described above, that is sector responsibility, 
comprehensiveness and integration. The problem of the long-stay 
hospitalised psychiatric patient is a rapidly declining one and 
organisationally, for the reasons described above, is best not 
regarded as a separate entity requiring consultants whose 
exclusive responsibility i t  is to provide for their care. The role of 
the consultant psychiatrist should embrace acute, long-stay 
hospitals and community-based services. 

3.9 The Comhairle has reviewed the medical staffing 
arrangements for long-term psychiatric patients in the overall 
context of psychiatric services, both hospital and community 
based. I n  this context, the Comhairle's publication - "Psychiatric 
Services at Cons~~ l tan t  Level - a discussion document" (1 9781 is 
relevant. That publication put  forward a consultant/population 



guideline of one consultant in ge~neral psycliiati-y ,per 
25,000---30,000 population. In the op i~ i ion  of tlie Cornliairle, this 
guideline lras been effective and is sufficient for tl ie vreserit to 
ensure the involvement of the consultant ps\icliiatrist i l l  the total 
services within each defined catclimerrt area. Howevcr, i t  may 
need to be rev ie \~ed  at a future stage iri tile light of the 
developments described in precetiing paragraphs, 

3.10 The role o f  t l ie cunsultaiit psychiatrist :;Iio~ilil ernbrace 
acute, lorig-stay and community-baser se:viccs. I t  must be 
emphasised that the acute  nit -- which, as an integral part of the 
current planning policy, will be located i r i  tlie general hospital - 
must be f ~ i l y  integrated into the total psychiatric snl-vice irr the 
catchment area in which it is located. The carclrment area 
concept is fundamental to the clnlivery o f  good psycliiatric 
services since all persons suffering fron, serious mental illness 
require continuity of care on a long-term basis which can only be 
made available within the local community and cannot be 
maintained satisfactorily if delivered at a considerable distance 
from where they live. Consequently, the functioning of an acute 
unit in a general hospital which is not f d l y  integrated into the 
local psychiatric service cannot be effective. 

3.11 Similarly, the large mental hospital serving a wide 
geographic area for long-stay institutional care is also 
unsatisfactory. The Comhairle consultantJpop~~lation ratio which 
has held up well when applied to local psychiatric catchment 
areas, does not cater for ghe staffing of large mental institutions 
such as St. Brendan's Hospital, Dublin, because of their size and 
nature nor for staffing of acute psychiatric units in general 
hospitals which accept referrals from outside the local catchment 
area. However, as the catchment area concept and community- 
based service becomes more firmly established, the problems 
confronted in these large institutions and in the nowintegrated 
acute units will decline. 

3.12 With regard to long-term psychiatric patients in mental 
hospitals, the Comhairle considers that the staffing resources a t  
medical and nursing level exist already to deal wi th the problem 
but  these resources are not being properly utilised at present. I t  is 
vital that existing professional staff be re-trained and serj~ices 
developed, particularly rehabilitation facilities, in many of the 
existing large institutions. I t  is fundamental, in the opinion of tl ie 
Comhairle, that staff interest must be sustained and skills 
enhanced through in-service training which should be applicable 
to the day-to-day care of patients. I f  such developments take 



place there wil l  be radical changes within the mental hospitals, 
but  it is equally important that many of the existing consultant 
psychiatrists should alter their role and concentrate on 
community-based services to a greater degree. 

3.13 The "Old Long-Stay" patients wil l  require a greater 
involvement by the consultant psychiatrist in order to initiate 
effective programmes of rehabilitiation. As already indicated, 
there is little doubt that many of the "Old Long-Stay'' patients, 
through active rehabilitation programmes, could function outside 
of the psychiatric hospital, provided the community support 
services are made available and are adequate. The consultant 
psychiatrist must play the key role in this area. The increased 
interest in rehabilitation shown by the Royal College of 
Psychiatrists and An Bord Altranais, as reflected in the structuring 
of training programmes, must be welcomed. 

3.14 In its 1978 publication "Psychiatric Services at 
Consultant Level - a discussion document", the Comhairle. 
having set out the arguments for and against, expressed an 
opinion in favour of the creation of a non-consultant medical 
grade to undertake responsibility for long-term patients in mental 
hospitals, This matter has now been reviewed in the light of the 
latest developments in psychiatry. As already indicated at 
paragraph 2.3, the number of patients in long-term institutional 
care has declined significantly and is projected to decline further 
in the future. The Comhairle now believes that the creation of 
such a grade in the mem'tal hospital would not contribute to the 
implementation of rehabilitation programmes for "Old Long- 
Stay" patients - on the contrary, i t  may tend to halt the desirable 
trend towards reducing the number of long-term patients in 
hospital and would not  contribute to the development of 
community-based psychiatric services. 

3.15 The role of the general practitioner in relation to 
psychiatric services has been considered. The Comhairle is of the 
view that, as the psychiatric services become more community 
based, the general practitioner wil l  have an increasingly 
important role to play. In fact, if the number of patients, who 
require long-term care in an institutional setting, is to be kept to a 
minimum in the future, this strategy wil l  only succeed if general 
practitioners assume a greater involvement in psychiatric illness 
than they have traditionally displayed. However, there is now 
evidence of a greater interest by general practitioners in mental 
illness and this should be strongly encouraged. The role of the 
general practitioner is orientated towards the care of patients 



outside of the hospital, particularly in relation t o  acute patients 
undergoing treatment at out-patient level and community level. 
As services are developed on a catchment area basis, each 
consultant psychiatrist should become better acquainted wi th  the 
general practitioners in his/her area. If proper consultation 
develops, then, in time, the general practitioner wil l  develop 
greater expertise which might, ultimately, lead to a greater liaison 
between him/her and the hospital. Such liaison wi l l  be essential 
in maintaining the relationship between the general practitioner 
and the family concerned during periods of hospitalisation. 
However, in relation t o  the care of the "New Long-Stay" these 
patients, though fewer in number, wi l l  be more profoundly 
disturbed than the "Old Long-Stay" patients and the type of 
hospital care required wil l  be in the nature of clinical 
management and containment necessitating the regular presence 
of the consultant and a greater proportion of h idher time. I t  is not 
envisaged that the general practitioner wil l  have a significant role 
in relation to care of the "New Long-Stay" patients. 

3.16 In some of the large urban-based mental hospitals, 
particularly St. Brendan's Hospital in Dublin, there is a problem, 
of an interim nature, related t o  a concentration of "Old Long- 
Stay" psychiatric patients. The patient population at these 
centres is clearly on the decline. A t  present each consultant 
associated wi th  the various teams based at St. Brendan's 
Hospital has a responsibility for a designated number of chronic 
beds. Some t ime ago the Comhairle approved a post of 
Consultant Psychiatrist, initially based in the admissions unit at 
the hospital, but  also attached t o  a specific catchment team to 
which the appointee wil l  ultimately revert. This appointment has 
had a major influence in  the halving of the number of admissions 
to St. Brendan's Hospital in a matter of t w o  years or so. However, 
it must be stressed that this was an appropriate solution t o  the 
special problems which manifested themselves at St. Brendan's 
Hospital arising from its role as the long-stay unit serving a 
number of catchment areas; the number o f  patients (some of no 
fixed abode) presenting at the hospital; the need t o  curtail 
admissions t o  long-stay wards and the need for some sort of 
crisis intervention facility in the Dublin area. This type of 
appointment would not be necessary or desirable in other types 
of hospitals. Also there has been a proposal for the creation of a 
post of consultant psychiatrist in rehabilitation at St. Brendan's 
Hospital. The Comhairle is opposed to this concept which 
envisaged that the appointee wil l  function wholetime wi th the 
chronic hospitalised patient thus excluding other consultants 
from this area. In addition, wi th the decline in patient population 





Section 4 - Services for 
Psychogeriatric Patients 

4.1 Essentially patients in this category suffer psychiatric 
problems in old age, the core of whom could be said to be 
suffering from "dementia". Up  t o  fairly recent times, the problem 
of dementia in the elderly has not  been receiving the type of 
attention it deserves partly due t o  the lack o f  an organised service 
at consultant level. This situation has arisen because neither the 
consultant psychiatrists nor the geriatric physicians have seen 
responsibility for the development of services for the 
psychogeriatric patient as a particular function of theirs. The 
psychiatrists take the view that while such patients might  be 
demented, they are not  suffering from mental illness, whereas the 
geriatric physicians point t o  the fact that such patients are not 
physically incapacitated. While the problem of the psychogeriatric 
patient has been acknowledged both in  psychiatry and in 
geriatrics, the patient has tended to fall between t w o  disciplines 
resulting in lack of a properly organised service t o  cater for hislher 
needs. The situation is not  peculiar to this country and the field of 
psychogeriatrics has been very much a subject of debate in other 
countries particularly the United Kingdom. To the extent that an 
organised service has developed at all, it has tended to come as a 
result of pioneering efforts py individual consultants who have 
been motivated to take a special interest in the elderly and to 
develop expertise on a personal basis. 

4.2 A W.H.O. (Regional Office for Europe) document entitled 
'Organisation of Comprehensive Community Based Mental 
Health Services for the Elderly wi th Mental Disabilities" by  Dr. 
Colin Godber (August, 1983) gives an assessment of the problem 
in a European context. Mental impairment in the elderly can be 
divided into (a) functional illness which is reversible and 
amenable t o  treatment and (b)  dementia which is irreversible. 
Under the heading of "functional illness' the above document 
states that "although epidemiologists in this f ield have tended to 
focus mainly on dementia, the consensus of community services 
has been that between one-fifth a n d  one-quarter of the over 65 
p o ~ u l a t i o n  suffers from identifiable psychiatry disability': The 
document goes on t o  quote studies which "demonstrate the 
tendency for the symptoms o f  functional illness in olderpeople to 
b e  regarded as part  o f  the ageing process or as understandable 



reactions to  increasing social and physical restriction and thus to  
be seen as irremediable". The author indicates that a significant 
amount of what presents as neurosis in old age "constitutes 
depressive illness of some severity which wi l l  respond welt to a 
predominantly medical model of treatment". He cites his own 
experience in Southampton where the setting up of specialist 
psychiatric services for the elderly resulted in "an immediate rise 
in all types o f  referral but also a sustained increase i n  rhe 
proportion wi th depressive illness which now constitutes at least 
half of the new cases': The author concludes his assessment of 
the problem of functional illness w i th  the statement - ' A l l  of 
these findings suggest that there is a much grearer scope and 
need for psychiatric treatment and preventive work w i th  the 
elderly than convention suggests': A local survey carried out by 
Walsh (I.M.A. Journal - February. 1980) of a random sample of 
105 elderly persons in a north Dublin city parish tended t o  reflect 
a similar situation here. He found that 2 5  had mental impairment 
17 severe), yet only 3 of the total were known t o  their family 
doctors as having this condition. 

4.3 The following definition of dementia is extracted from a 
report entitled "Organic Mental Impairment in the Elderly" by the 
Committee on Geriatrics of the Royal College of Physicians of 
London (July, 1981 1 

"Dementia is the global impairment of higher cprtical 
function, including memory, the capacity to solbe the 
problems of day to day living, the performance of l ia rned 
perceptuomotor skill, the correct use of social skills and 
control of emotional reactions, in the absence o f  gross 
clouding of consciousness. The condition is often irreversible 
and progressive': 

By and large, these patients are in the community, they are 
elderly people, a minority of w h o m  present special problems in 
that they may wander, may be incontinent and may have a 
disturbed sleep pattern. Figures from the United Kingdom 
indicate that senile dementia afflicts 5%-10% of the over 65's 
and 20% of the over 80's which points t o  a growing problem of 
considerable magnitude. There is little or no information available 
as t o  the incidence of dementia amongst the elderly in this 
country but it is likely t o  be on at least the same scale as in the 
United Kingdom. W e  do know, however, that in 1980, there were 
27.098 admissions to  mental hospitals in Ireland of whom 4,520 
(1 6.7%) were 65 years of age or over. 



4.4 The W.H.O. document, quoted in paragraph 4.2 states in 
relation t o  dementia, that 'projections of the likely prevalence 
over the next 20 years must  take account o f  the age specific rates 
and  the differential growth in the elderly population. In the 
northern European countries from which most  o f  the prevalence 
studies have come, the expansion is  almost entirely among the 
over 75's and  50 -100  per  cent increases are predicted for the 
over 85's". In 1979, Ireland's population of over 65's stood at 
361,400 (1  0.7%) and is expected t o  rise t o  386,000 ( 10.4%) in 
1 9 8 6  and 396,000 (10.4%) in 1991  (NESC Report No. 
6311982). Although the proportion of persons aged 6 5  years and 
over in the population wil l  decline, their total number wil l  increase 
at an unprecedented rate, particularly in the higher age group. 

4.5 In 1972, a publication from the D.H.S.S. in Britain. 
distinguished three groups of elderly patients w i th  mental 
disorders as follows: 

(1)  Patients who had entered mental hospitals before modern 
methods of treatment were available and w h o  have 
grown old in them. 

(2) Elderly patients wi th functional mental illness, 

(3)  Elderly patients wi th dementia. This group was further 
sub-divided:- 
(a) the mild t o  moderate demented, who were not 

suffering from significant physical illneiss or 
disability; 

(b) dementias wi th behavioural problems w h o  were not 
suffering from either physical disability or illness; 

(c) those wi th dementias, whether mi ld or severe, w h o  
suffered from concomitant significant physical illness 
or disability. 

A n  examination of the facts and figures relating t o  the problem 
of mental impairment in the elderly points t o  a growing problem 
of considerable dimensions and stresses the urgency of 
establishing a well-organised psychiatric service for the elderly of 
this country. A rational team approach, including all categories of 
professionals within the service, is required and this team should 
be led by a consultant psychiatrist w i th  a special interest in the 
care of the elderly whose training and experience should embrace 
both dementia and functional illness in the elderly. The emphasis 
of such services ought to be orientated towards the community 
base and i f  institutional care is required, then careful 
consideration must be given t o  the type o f  institution required. 



4.6 During the course of the Comhairle's study on  the 
psychogeriatric services, a document was published which largely 
resolved the dilemma of responsibility for the development of 
services at consultant level described in paragraph 4.1. In August, 
1983, the Joint Committee on Higher Psychiatric Training 
published the "J.C.H.P.T. Handbook" which sets out i ts revised 
training requirements covering all aspects of psychiatric training. 
Hitherto, psychogeriatrics had not been formally recognised as a 
specialty by the Joint Committee. The J.C.H.P.T. Handbook 
recognised psychogeriatrics as a sub-specialty of general 
psychiatry and makes the following statement:- 

"323 The Psychiatry of OldAge. 
Training needs could be divided into: first, those 
psychiatrists preparing for full-time or to take a special 
interest in psychogeriatrics; and second, those of general 
psychiatrists. Psychiatrists training for full-time work or for a 
special interest post in psychogeriatrics should normally 
have a year to eighteen months training in psychogeriatrics 
during the higher training period, whether or not they have 
received a training in psychogeriatrics before passing the 
Membership examination. Ideally, training in 
psychogeriatrics should be the main part of the trainee's 
work during placement. Some schemes may find it  easier to 
provide part-time experience over a longer period. 

General psychiatrists require training in psychogeriatrics 
at some time in their training. If it has not been obtained 
before passing the Membership, i t  should be provided during 
higher training. I f  it has been obtained before passing the 
Membership, i t  is not essential to repeat i t  during higher 
training. However, trainees in general psychiatry who have 
obtained psychogeriatric experience before the Membership 
and wish to obtain further experience during higher training 
should be enabled to do so". 

The recognition recently accorded to psychogeriatrics by the 
Joint Committee is an important development which clears the 
way for the creation of consultant posts for trained personnel 
who wil l  carry responsibility for the organisation and provision of 
a specialised psychiatric service for the elderly. However, it must 
be stressed that recognition of psychogeriatrics as a sub-specialty 
does not, in itself, immediately produce persons wi th  the requisite 
training capable of discharging the responsibility of developing a 
properly organised psychogeriatric service. Some t ime must be 
allowed t o  enable training programmes to be organised and for 
trainees t o  emerge successfully from such training programmes. 
It is of crucial importance that only fully trained individuals, as 



defined by the Joint Committee, should be appointed t o  
consultant posts in psychogeriatrics. 

4.7 I t  is appropriate at this point to stress that 
psychogeriatrics is a sub-specialty of general psychiatry and not  a 
separate branch of psychiatry such as child psychiatry, forensic 
psychiatry, etc. This has important implications for the 
organisation of a psychogeriatric service at consultant level and 
its relationship wi th the general psychiatric services. The category 
of patients appropriate t o  the consultant psychiatrist w i th  a 
special interest in the elderly, wherever appointed, includes those 
suffering from the more difficult problems of dementia w h o  will, 
t o  a large extent, be exclusive to him/her and also those over 65's 
w i th  functional illness which category he/she wil l  share wi th 
general psychiatrists. I t  would be entirely inappropriate and 
impractical t o  regard all "disturbed" patients over 6 5  years of age 
as the responsibility of the psychogeriatric services. I t  is essential, 
therefore, that the consultant wi th a special interest in the care of 
the elderly should be an integral part of the general psychiatric 
team, headed by a Clinical Director or Chief Psychiatrist, serving 
the local catchment area in which he/she is based. Whether the 
individual wi l l  have a wholetime or part-time commitment t o  the 
care of the elderly wil l  largely depend on the needs of the area to 
be served - in general, a wholetime commitment wil l  probably be 
appropriate in relation to an urban population. In either case, 
hefshe should function in close liaison wi th  h idher  colleagues in 
general psychiatry and also wi th  the geriatric physicians serving 
the same area. In this respect, the fol lowing quotation f rom I'The 
Rising Tide - Developing Services for Mental Illness in Old Age" 
published by  the N.H.S. Health Advisory Service (November. 
1982) is of particular relevance. 

"1  10. The widespread appointment of full time consultant 
psychogeriatricians is not favoured, partly because there 
are not yet sufficient suitable candidates and partly for 
concern that the psychiatry of old age may thereby become 
split from general psychiatry to the disadvantage of both". 

The successful development of the psychogeriatric service will 
depend, t o  a large extent, on the psychogeriatrician's ability to 
evoke the fullest co-operation from consultant colleagues, and 
also on their willingness t o  reciprocate. The personal qualities 
necessary t o  achieve this close liaison should be an essential 
element i n  the selection of individuals for appointment. 
particularly in the initial stages of the development of 
psychogeriatric services - of equal importance to the possession 
of the required professional qualifications and experience. 



4.8 A psychogeriatric service has been established in South 
Belfast, the operation of which is described in an article at 
Appendix D. Some members of the Comhairle sub-committee 
visited Belfast and were impressed by the local service which has 
been developed there. While the Belfast service provides an 
example of a well organised service for psychogeriatric patients. 
the particular format which has emerged there has been 
influenced by local personalities and local circumstances. The 
Comhairle, therefore, has reservations in putt ing i t  forward as a 
model which would suit circumstances here. 

4.9 The Comhairle is of the view that the emphasis i n  the 
initiation of a psychogeriatric service should be on  the 
appointment of a limited number of properly trained consultants 
in selected locations whose task it wi l l  be t o  organise a 
psychogeriatric service, the features of which wi l l  depend on  the 
local facilities which can be provided and the liaison which can be 
established with the existing local psychiatric and geriatric 
services. There are, however, some general considerations which 
should b e  stressed at this stage. Psychogeriatric patients are 
occasionally too disruptive for admission t o  general hospital 
wards or too disturbed to remain in the community and there is 
the minority who will be admitted directly t o  the psychiatric 
hospital. I t  is vital that the initial decision relating to each patient 
is correct as the tendency is that patients remain in the 
environment where they are originally admitted. In view o f  this. 
the development of separate psychogeriatric assessment facilities 
at general hospitals in close collaboration wi th the acute 
psychiatric and geriatric assessment units of those hospitals is 
advocated by the Comhairle. I t  is envisaged that, initially, a 
patient should be assessed on a domiciliary or out-patient basis 
but  i f  necessary depending on the nature and acuteness of the 
problem(s), he/she may be admitted for assessment t o  the 
general hospital in order t o  formulate an early diagnosis. Once 
diagnosed, the patient would then be referred to the appropriate 
treatment centre. The patient would then be referred for on-going 
care, either institutional or community based. Inherent in all of 
this would be the development of a good rehabilitation 
programme. In the main these patients ought t o  remain in  the 
community through the use of adequate community-based 
services including day care facilities. From the general 
practitioner's point of view, the ideal situation would be i f  a 
consultant in psychogeriatric medicine was on  call t o  the general 
practitioner, then most situations could be coped wi th  in the 
community. Such arrangements can be seen t o  operate 



successfully in the Belfast situation where domiciliary 
consultation is an important feature. 

4.10 Because psychogeriatrics is an emerging sub-specialty 
which, to a large extent, is underdeveloped in this and other 
countries, no clear guidelines have yet emerged as to the number 
of consultant posts which might be required for a given 
population. However, there is clearly an urgent need to initiate a 
properly organised service headed by trained consultants. The 
Comhairle considers that the most prudent strategy in this regard 
would be the creation of a limited number of posts of consultant 
psychiatrist wi th a special interest in the care of the elderly in 
carefully selected locations t o  be introduced in close 
collaboration wi th established geriatric and psychiatric services. 
These initial appointments would be the forerunners of further 
appointments in psychogeriatrics - both wholetime and part- 
t ime - but the nature and extent o f  the further development of 
the services from the viewpoint of manpower, facilities and 
organisational structures, should be based on the knowledge and 
experience which will stem from the initial appointments 
themselves. Even after the service has properly evolved it is 
visualised that there will continue t o  be a mixture of general 
psychiatrists and psychogeriatricians dealing wi th psychogeriatric 
patients. 

4.1 1 The Comhairle sub-committee discussed the question 
of the initiation of a psychogeriatric service wi th a sub-committee 
o f  the Eastern Health Board which is examining the need for 
specialist services for the rnentally ill and mentally infirm in the 
Health Board's area. I t  emerged from the discussion that both 
sub-committees were proceeding more or less on the same lines 
and no significant divergence of views was identified. In the 
Eastern Health Board area, perhaps t o  a greater extent than in 
other parts of the country, there are a significant number of 
patients who entered hospitals for the mentally ill before modern 
methods of treatment were available and have grown old in them 
after many years there. There was agreement between the t w o  
groups that this category of patient should not  become a major 
responsibility of the new psychogeriatric services t o  be developed 
but  rather that the emphasis should be on  providing a new 
service which wil l  ensure that the numbers in this patient 
category wil l  diminish in the future. The t w o  groups were also in 
agreement on the need to initiate a psychogeriatric service as 
quickly as possible based on such facilities and resources as can 
be made available. The necessity for the service t o  be located in a 
specific catchment area wi th  a separate psychogeriatric 



assessment unit, i f  possible, on a general hospital campus where 
well  established general psychiatric and geriatric services already 
exist, was also agreed by the t w o  groups. Interim guidelines on 
the facilities required both for functional illness in the elderly and 
dementia were published by the Royal College of Psychiatrists in 
i ts Bulletin of June 198  1. 

4.12 The Comhairle recommends that, in order to initiate a 
specialist service for the elderly wi th mental impairment in this 
country, three posts of Consultant Psychiatrist w i th  a special 
interest i n  the care of the elderly should be created - t w o  in 
Dublin and one in Cork. The Dublin appointments should be 
based at James Connolly Memorial Hospital in north Dublin and 
St. James's Hospital in south Dublin. In Cork, the appointment 
should be based at the Cork Regional Hospital. These three 
locations are recommended because they best meet the 
requirements described in the preceding paragraph, particularly in 
that they already have established psychiatric and geriatric 
services. The appointees should be part o f  the general psychiatric 
team serving the psychiatric population catchment area 
associated wi th the hospitals named. They should have a 
wholetime commitment t o  the care of the elderly. I t  is 
recommended that they should in addition t o  the usual 
qualifications for a psychiatrist, be required t o  have a minimum of 
12 months' experience in psychogeriatrics as envisaged in  the 
J.C.H.P.T. Handbook (see paragraph 4.6). I n  the event of 
recruitment difficulties being experienced, consideration might be 
given to the making of appointments subject t o  the appoivtee 
being obliged t o  acquire the necessary experience before taking 
up duty. The Comhairle requests that the three hospital 
authorities concerned and the Department of Health should 
consider the creation of these appointments in the near future, 
even if the facilities which can be provided immediately might be 
less than those deemed desirable. I t  is important that a 
psychogeriatric service be initiated and this should be done 
provided the basic facilities are such that an appointee could 
function reasonably effectively given the co-operation of all 
concerned. 

4.13 The foregoing recommendation represents nothing 
more than a beginning towards the development of a properly 
organised specialist service for the elderly wi th mental 
impairment. The problem is urgent and growing and a start must 
be made somewhere. I t  is crucially important that a limited 
number of trained consultants should be appointed quickly so 
that knowledge and experience can be gained and form the basis 







to be dealt wi th in the chronic sick category: (i) those w i th  a high 
level of dependency and a short life expectancy and (ii) those wi th  
a longer life expectancy. I t  was noted that the type of patient 
admitted to the Royal Hospital. Donnybrook (which is exceptional 
in that it has no special association wi th  a particular general 
hospital), had a longer life expectancy than those admitted t o  the 
Cork Unit. 

5.3 The Comhairle, in view of the paucity of information 
concerning the young chronic sick has come to the conclusion 
that there is little point in it endeavouring to formulate proposals 
at this stage for the care of such persons, until the report of the 
Departmental review group is complete and available. However, 
i t  would appear from the information currently available that the 
overall number of physically disabled is small and that the 
emphasis in formulating recommendations to cater for their 
needs should be on  services which are community based wi th  
proper support facilities. Separate residential facilities should be 
provided within each health board area for those in the young 
chronic sick category who cannot be maintained in the 
community. Overall, a considerable medical input would be 
required which would be of low intensity. 

5.4 In the recently published Green Paper on Services for 
Disabled People - "Towards a Full Life"- the Minister for Health 
indicates (paragraphs 9.37 and 9.38) that he is satisfied that 
there is an urgent need for additional residential facilities for a 
relatively small number of physically disabled people i n  all healtq 
board areas and that it is his intention t o  make specific provision, 
in the health capital programme for developments in this area' 
over the next few years. Health boards wi l l  be asked to assess the 
level of need and t o  draw up a five-year development programme 
t o  provide ( a )  residential accommodation and (b) t o  meet the 
community care services and facilities needed to enable as many 
as possible t o  remain in the community. The Comhairle welcomes 
the attention which is now being given t o  the physically disabled 
and the commitment to providing for their needs contained in  the 
Green Paper. 
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APPENDIX B 

Long-Stay Geriatric Units 1982 

Source: Statistics on Long-Stay Geriatric Patier , 1982 - Department of Health 

Category 
of Unit 

Bed/ 
Patients 

Health 
Board 

Geriatric 
Hospitals1 

Homes 
,- 

Health 
Board 

Welfare 
, Homes 

........... Number of Beds 7,798 1,452 
Number of Patients 

... Resident on 31/12/'82 7.253 1,398 
Percentage of Beds 

... Occupied on 31/12/'82 93.0% 96.3% 

Voluntary 
Approved 

Private 
Hospitaid 
Nursing 
Homes 

3.413 

3.101 

90.9% 

Other 
Private 
Nursing 
Homes Total 

Table BIZ) MedicellSocial Status of Patients resident in Long-Stay Geriatric 
Unitson 31/12/1982 

Category 
of Unit 

alien1 
tatus 

...................... Social 
Acute Illness .............. 

Other ....................... 
Not Stated ................. 

.......... Total - Per Cent 

Health 
Board 

Geriatric 
iospitalsl 
Homes 
- 

% 
1 9 5  
3.3 

60.1 
5.1 
3.5 
5.8 
2 .4  
0.3 

100-0 
7.253 

Health 
Board 
Welfare 
-lames 
- 

% 
62 9 
- 

18.1 
0 - 8  
1.9 
9.4 
6.7 
0.1 

99.9 
1,398 

goluntary 
4pproved 
Nursing 
Homes 
- 

% 
17-7 
4 - 3  

38.4 
3.9 
0 .9  
3 - 8  

13-7 
17.2 
99.9 

3,101 

Other 
Private 
Uursing 
Homes Total 1 



Categorl 
of Unit 

..................... Male.. 
Female .................... 
~ o t  Stated.. .............. 
~ ~ t a l  - Per Cent . . . . . . . . .  

-Number ......... 

Health 
80ard Heaith Voluntary 

Gwi; 1 BO; 
Hospitals/ Welfare Nursing 

tiomes Homes Homes 

43.5 41 3 2 6 5  
56.5 58-7 7 3 5  
- - - 

100.0 100.0 100-0 
7,253 1.398 3.101 

Other 
Private 
Nursing 
Homes 

25.3 
74.7 

100-0 
2.482 

I I i 

~ ~ b l ~  ~ ( 4 )  Distribution of Patients in Long-Stay Geriatric Units On 31/12/82 

Geriatric 
~ospitaisi  

Hames 

40.64 year6 ................ 
65-74 years 24-4 
75 pa rs  and over 64-9 
NO[ Stated 
T ~ ~ ~ I ~  - per cant 100-0 

7.253 

Heaith 
Board 

Welfare 
Homes - 

% 
0.1 
8.3 

26.4 
65.2 - 

100-0 
1,398 

% m 
community 47.2 52.1 63.1 ................. 
.t,="te ~ ~ s p i t a i  ............. 36.2 17.4 30.2 
~ang-Stay Hospital/Home 8.5 27.1 3.7 
other 3.2 3.4 0 9  ........................ 
Not Stated 5.0 - 2.2 .................. 
Total- Percent ........... 100.1 100.1 100.l 

-Number 6,988 443 4,418 



APPENDIX B-continued 

Table B(61 Destination of Dischargesfram Long-Stay Geriatric Un i ts  in  1982 

Category 
of Unit 

Jestination 
,n Discharge 

Community.. . . . . . . . . . . . .  
Acute Hospital . . . .  
Long-Stay HospitaIlHam 
Death ..................... 
Other.. .................... 
Not Stated . . . . . . . . . . . . . .  
Total -Per Cent . . . . . . . . .  

-Number .......... 

Health 
Board 

Geriatric 
Hosp~tals/ 

Homes 

% 
36-4  
10-3 
7 3 

44 5 
1 -3  
0 -1  

99.9 
6.998 

Health 
Board 

Uelfare 
Homes 
- 

% 
1 7 8  
18 .2  
35.3 
2 6 1  

1.8 
0 7  

9 9 9  
433 

Ioluntary 
4ppraved 
Nursing 
Homes 

Other 
>rivate 
Jursing 
iomes 
-- 

% 
41 4 

5 8  
5.3 

46.7 
0.7 
- 

99-9 
1.408 

Total 
- 

% 
4 3 1  

8 0  
7 - 5  

39-1 
1 9  
0 4  

1 0 0 0  
13,029 

Table B(71 Length o f  Stay of Patients Discharged f rom Long-Stay GeriattiO 
Units in 1982 

Geriatric 
Hospitals1 

)f Stay Homes 

Less than 6 months ....... 56-6 
6 months t o  1 year ........ 13-0 
1 year t o  2 years ........... 10-0  
2 years to 4 years ......... 8 . 2  
4 years t o  6 years ......... 5 -0  
6 yearsto 10 years ........ 3-5 
More than 10 years ....... 2.3 
Not stated .................. 1.4 

........... Total - Per Cent 100-0 
-Number ............ 6.998 

i ea l t h  
Board 
Velfare 
iomes 

4oluntary 
lpproved 
Nursing 
Homes 

Other 
Private 
dursing 



APPENDIX C 
Long-Stay Geriatric Units 1982 

EASTERN HEALTH BOARD 

Source: Planning Unit Department of Health 

Statistlcr 

ategory 

lealth Board 
lospitalsIHomes 

............. Clonskeagh 
St. Clare's .............. 
St. Brigid's .............. 
Bru Chaaimhln ......... 

............... Rathdrum 
St. Mary's .............. 
TOTAL .................. 

lsal th Board 
Valfare Homes 

....... Ashgrove House 
Clarehaven ............. 
St. Brac's Clonskeagh 
The Orchard ............ 
TOTAL .................. 

'olunury Approved 
'rivate H o a p i p l d  
lomes 
James Connolly 

Memorial ............ 
St. James's ............. 

......... Royal Hospital 
Our Lady's Hospice.. 

....... Ardeeshal Lodge 
......... Ardeevin Bray 

Arras Bray ............. 
Atlanta House Bray . .  

............. Beaumont 
Rathgar ................ 
Calysfort ............... 
Castleclare Greystone 
Clonalon House Bray. 
Danore Bray ........... 
Fairfield ................ 

....... Fitzwilliam Bray 
Gascaigne ............. 
Allen House Bray ... . .  

Number of 
Beds 
on 

11/121198 

72 
98 

183 
230 
154 
168 
905 

40  
39 
3 9  
40  

158 

7 0  
419 
229 
223 
NIA 

19 
20 

NIA 
78 
16 
35 
42 

NIA 
NIA 
2 0  

NIA 
27 

NIA 

Number of 
Patients 

on 
1/12/1982 

67 
92 

183 
158 
155 
164 
819 

35 
37 
3 4  
4 0  

146 

70 
351 
229 
150 
NIA 

19 
18 

NIA 
78 
13 
33 
3 5  

NIA 
NIA 
2 0  

NIA 
18 

N/A 

Number of 
idmissions 

during 
1982 

28 
33 
23 
96 

196 
87 

463 

9 
12 
8 
3 

32 

2 0  
892 
229 
972 
NIA 

5 
6 

NIA 
36 
13 
18 
20 

NIA 
NIA 

10 
N/A 

17 
NIA 

\lumber 
Iischarg 

during 
1982 
- 

51 
976 
NIA 

6 
6 

NIA 
34 
2 0  
4 1 
27 

NIA 
NIA 

10  
NIA 

9 
NIA 



APPEN DlX C-conrinued 

Long-Stay Geriatric Units 1982 

EASTERN HEALTH BOARD-continued 

ategory 
31/12/1982 

......... 3len Hazel Bray 
j l e n  Hilton Bray ......... 

............... Slen Bervie 
Hazel Hall C law  ......... 
inniskeen Greystones ... 

. . . .  Kylernore House Bray 
Lisnabin Bray ............ 
Lourdesville Kildare . . . .  
Oak House ............... 
Oaklands Bray 
Our Lady's Manor 

Dalkey ................. 
St . Joseph's Kilcroney . .  

................. Saily Park 
............. Saoirse Bray 

Shrewsbury House . 
........... Drumcondra 

Simpsons Hospital . 
Dundrum .............. 

Tara Bray .................. 
.......... Tivoli Ounlaoire 

TOTAL .................... 

Ither Private Homes 
............... Abbey Vale 

Ampleforth ............... 
................... Ashford 

Brighton .................. 
.... Charleville Blackrock 

Cherryville Clondalkin ... 
Clino Skerries ............ 
Conrad Dublin 7 . . . . . . . . .  
De Montfort .............. 
Fairways .................. 
Glenindare ................ 
Grove ..................... 
Harvev .................... 
Hazeldean ................ 
Holy Family .............. 

............ Jewish Home 

- 
18 
25 
22 
2 0  
10 
25  
16 
3 1 
55 
15 

182 
3 4  
29 
12 

33 

46 
36 

NIA 
1.807 

7 
14  

NIA 
9 

13 
NIA 
33 
18 

NIA 
8 

25 
25 
14 
8 

116 
43 

dumber of 
Patients 

on 
111211982 

18 
2 5 
21 
20 

6 
24 
14 
31 
54 
14  

179 
3 4  
26  
10  

33 

3 8  
3 4  

NIA 
1. 619 

5 
11 

NIA 
9 

12 
NIA 
33 
16 

NIA 
8 

2 5 
24  
10  
8 

116 
4 1 

Number of 
\dmissions 

during 
1982 

5 
8 
2 

55 
. 

12 
4 

25 
35 

5 

134 
34 
26 

5 

11 

8 
4 

NIA 
2.61 1 

5 
3 

NIA 
9 
9 

NIA 
250 

17 
NlA 

3 
15 
58 
29 

8 
16 

1 

lumber of 
lischarges 
during 
1982 

15 
NIA 

3 
15 
54 
20 

5 
16 

1 
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Long-Stay Geriatric Units 1982 

EASTERN HEALTH BOARD-continued 

:ategory 
lame 31/12/1982 

Lansdowne ............... 
.................. La Verna 

Linden ..................... 
Martin Ville ............... 
Mary Field . . . . . . . . . . . . . . . .  

.................. Malyville 
................. Molyneux 

Mountglandore .......... 
......... Nazareth House 

Norwood ................. 
Old Men's Home . . . .  

................. Padre Pio 
.......... Queen of Peace 

............. Sacred Heart 
St . Anthony's ............. 
St . John's ................. 

.. . . . . . . . . . . . .  . St Joseph's 
St . Mary's ....... I ........ 
St . Monica's ............... 
St . Nessan's ............... 
St . Patrick's .............. 
St . Teresa's ............... 

............. San Michelle 
San Remo ................ 

............ Strand House 
................ Springfield 

Swanbrook ... . . . . . . . . . . . .  
The Haven ................ 
Tully Allen 
Westfield ................. 
Winchmore ............... 

............... York House 
TOTAL Other Homes . . .  

37 
11 
14 

NIA 
NIA 
50 
30 

NIA 
116 

16 
24 
10 
55 

207 
20  
39 
94 
30 

120 
NIA 
115 
22 
10 
17 
18 
18 
16 

NIA 
NlA 
27 
28 

NIA 
1.477 

4. 347 
TOTAL Eastern Health 

Board ............ 

Number of 
Patients 

on 
111211982 

35 
11 
14 

NIA 
NIA 
50 
29 

NIA 
116 

16 
18 
10 
55 

204 
20  
38 
94 
26 

120 
NIA 
109 
22 

8 
15 
18 
18 
16 

NIA 
NIA 
25 
23 

NIA 
1. 428 

4.012 

Number of 
Admissions 

during 
1982 

5 
4 
3 

NIA 
NIA 

15 
2 

NIA 
34 

2 
2 
. 

3 
38 

4 
5 

14 
1 

13 
NIA 

18 
6 
2 
4 
4 

22 
3 

NIA 
NIA 

4 
23 

NIA 
677 

3.783 

Number of 
lischarges 

during 
1982 
-. 

N/A 
15 

1 
NIA 
32 

1 
3 

11 
3 

13 
NIA 
3 1 

15 
2 

NIA 
NIA 
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Long-Stay Geriatric Units 1982 

MIDLAND HEALTH BOARD 

:ategory an 
lame 31/12/1982 

lealth Board 
lospitals/Homss 
St. Brigid's Panlaoise ... 
St. Vincent's 

Mountmellick ......... 
Long-Stay Unit 

Tullamore .............. 
St. Mav 's  Mullingar .... 
St. Joseph's Longford ... 
TOTAL .................... 

lealth Board 
Yelfare Homes 
Athlone ................... 
Offalia House Edenderry 
Ely House Birr ............ 
Riada Home Tullamore . 
TOTAL ........ .i.. ........ 

roluntery and 
rppmved Private 
IospitalsIHomes 
Castlecore Longford. .... 
Our Lady's 

Edgeworthstown ..... 
Our Lady of Consolation 
St. Carniilus' Killucan ... 
St. Gerard's Lonaford ... I " 
Stella Maris Athlone .... 
TOTAL .................... 

Ither Private Homes 
Cornamaddy Athlone ... 
Rosetta Panlaoise ....... 
Upton House Clara 
TOTAL Midland 

Health Board .... 

Number of 
Patients 

on 
11/12/1982 

Number of 
4dmissians 

during 
1982 

Number of 
Discharges 

during 
1982 



APPENDIX C-conrinued 

Long-Stay Geriatric Units 1982 

MID-WESTERN HEALTH BOARD 

Statistics 

ntegory 

ealth Board 
ospitalrlHomes 

...... jt. Joseph's Ends 
3. Camillus' Limerick .. 
St. lta's 

Newcastle West ..... 
.... ksumption Thurles 

.......... Edenvale Ennis 
rOTAL ................... 

d t h  Board 
lsltare Homes 
Regina House Kiirush .. 
Newcastle West ........ 
St. Conlan's Nenagh ... 
Dean Maxwell Roscrea 
rOTAL ................... 

oluntaw and 
pprova;l Private ' 
ospitaldHomea : 
4rdeen ................... 

....... 4shlawn Nenagh 
Belrnont Castleconnell 
Canigoran House 

.............. Co. Clare 
Corbally House 

Limerick .............. 
Glebe House Fedarnore 
Mount Carmel Roscrea 
St. Anthony 

Pallasgreen.. ......... 
St. John of God 

Cahercalla ............ 
........ St. Paul Limerick 

...... St. Teresa.Thurles 
Sancta Maria Cratloe . .  
Stella Maris 

Lisdoonvarna ......... 
.... Tall Trees Askeaton 

................... TOTAL 

lumber of 
Beds 
on 

1/12/1982 

gumber of 
Patients 

on 
1/12/1982 

$umber of 
.dmissions 

during 
1982 

Number of 
Discharges 

during 
1982 
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Long-Stay Geriatric Units 1982 

MID-WESTERN HEALTH BOARD-continued 

TOTAL Mid-Western 

NiA 

123 

N/A 
123 

1.838 
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Long-Stay Geriatric Units 1982 

NORTH EASTERN HEALTH BOARD 

Statistic5 

ategory 

lealth Board 
IospitalslHomes 
St. Joseph's Trim ...... 
St. Mary's Castlebiane 
St. Pheiim's Cavan .... 
St. Mary's Dragheda .. 
St. Joseoh's Ardee .... 
St. 0liver Plunkett's 

Dundalk. ............. 
Hilltop Dundalk ........ 
Meath Co. Infirmary ... 
TOTAL .................. 

Velfare Homes 
Ariel House. Roaskey . 
John Sullivan House. 

Cavan ................ 
Boyne View HousM 

Dragheda ............. 
TOTAL .................. 

'oluntaly 
nd Private 
IospitalsIHomes 
Ashcraft ................ 
Creevalea 
St. Ursula's 

Gomanston.. ....... 
Sacred Heart Clones . .  
St. Joseph's Ballybay . 
St. Joseph's Virginia . . 
Windwoad Lodge 

Dundalk .............. 
Augustin Nursing H o r  

Ratoath .............. 
.................. TOTAL 

TOTAL Nonh Eastern 
Health Board.. 

Number of 
Beds 
on 

1/12/1982 

Number of 
Patients 

on 
1/12/1982 

Uumber of 
rdmissions 

during 
1982 

Uumber of 
)ischarges 

during 
1982 
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Long-Stay Geriatric Units 1982 

NORTH WESTERN HEALTH BOARD 

Statistic! 

:ategory 

lealth Board 
lospitalslHomes 
St. Joseph's Stranorla 
St. Patrick's Carrick- 

on-Shannon ......... 
St. John's Sligo ........ 

.................. TOTAL 

lealth Board 
Velfare Homes 
Rock Home 

Ballyshannon ....... 
Community Unit 

Falcarragh ........... 
Arus Breffni 

Manorhamilton ..... 
Home for Aged Mo dl 
Community Unit r. 

Ramelton . . . .  :.. . 
.................. TOTAL 

'oluntaw and 
@proved Private 
IospitaldHomes 
Garden Hill Sligo ...... 
Nazareth House Fahan 
Nazareth Home Sligo . 

.................. TOTAL 

lther Private 
lospitalslHornes 
t. John of God 

Baliymote ..... 
Mother Lurana ~ ~ 

Rossinver ............ 
TOTAL .................. 
TOTAL North Western 

Health Board .. 

Number of 
Beds 
on 

i l / l 2 / 1  982 

Number of 
Patients 

on 
11/12/1982 

208 

116 
356 
680 

35 

35 

40  
40 

38 
188 

16 
47 

135 
198 

28 

11 
39 

1,105 

-- 

Number of 
idmissions 

during 
1982 

Number of 
3ischarges 

during 
1982 
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Long-Stay Geriatric Units 1982 

SOU 

1881th Board 
lospitals/Homes 
Sacred Heart Catlow ... 
St. John's Enniscorthy . 
St. Patrick's Waterford 
St. Patrick's Cashel.. ... 
St. Patrick's 

Assessment Unit .... 
St. Columba's 

Thomastown . . . . . . . . . 
St. Joseph's Dungarvan 
Brownswood 

Enniscorthy . . . . . . . . . . . 
TOTAL . . . . . . . . . . . . . . . . . . . 

ealth Board 
lelfare Homes 
Bethany House Carlow 
Dunabbey House, 

Dungarvan . . . .. . .. . .. 
Ciuain Arain Tipperary i 
rOTAL . . . . . . . . . . . . . . . . . . . 

oluntary and 
pproved Private 
ospitsls/Homes 

.ottage Hospital Clonmr 
)r. Cuddigan 

Enniscorthy . .. . . . . . . . 
Martin Portlaw. .. . .. . . . 
Melview House, 

Clonmel . . . . . . . . . . . . . . 
Parkton Enniscorthy.. . 
Rosario Ferrybank . . .. . 
St. Anthony's Lattin . . . 
St. Anne's Clonmel .. . . 
St. John of God Ely .. . . ,  
St. John of God 

Maypark .. .. . .. . .. . . . , 
St. Joseph'sTipperary 
St. Philomena's 

Tipperary . . . . . . . . . . . . . 
St. Teresa's Cashel ..... 
Woodlands Dundrum . . 
TOTAL . . . . . . . . . . . . . . . . . . . 

i EASTERN HEALTH OARD 

Number of 
Beds 
on 

31/12/1981 
--- 

101 
208 
138 
210 

21 

200 
138 

92 
1.108 

38 

40 
40 
118 

21 

20 
18 

30 
18 
27 
21 
24 
53 

58 
24 

16 
1 1  
20 
361 

-- 

Number oi 
Patients 

on 
~11121198 

Number of 
4dmissions 

during 
1982 

Number of 
Discharges 

during 
1982 
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Long-Stay Geriatric Units 1982 

SOUTH EASTERN HEALTH BOARD-continued 

\ statistics I Nwn:;rof 

>ther Private 

Matthew Shea 

Ormonde House 

42 
Walshe Home 

Waterford NIA 

Number of 
Patients 

on 
111121198~ 
-- 

36 
39 
37 

NIA 

10 

16 
42 

NIA 
180 

1.697 

Number of 
4dmissiona 

during 
1982 

8 
16 
5 

NIA 

- 

9 
12 

NlA 
49 

2,069 

Number of 
Discharges 

during 
1982 



\ Statistics 

iealth Board 
iospitalslHomes 

..... St. Finbarr's. Cork 
Mount Camel. 

Clonakiltv.. . . . . . . . . . .  
Our Lady of Lourdes, 
Midleton ................ 
St. Colurnbanus, 

Killarney ............. 
Edenburn. Tralee ...... 
St. Joseph'$, Listowel. 

.................. TOTAL 

4ealth Board 
Netfare Homes 
Yaughal ................. 
Midleton .... . . . . . . . . . . . .  

................. Fermoy. 
St. Jasephs Killorglin . 

.................. TOTAL 

foluntary and 
Lpproved Private 
IospitalsIHornes 
Farima Convent Tralee 
Kennedy Listawel ...... 
St. Martin Eversleigh 

Cork ................... 
Shanakiel Cork .......... 

................... TOTAL 

APPENDIX C-continued 

Long-Stay Geriatric Units 1982 

SOUTHERN HEALTH BOARD 

Number of 
Beds 

on 
11/12/1982 

152 

2 50 

79 

254 
60 
24 
819 

40 
40 
40 
32 
152 

48 
27 

58 
40 
173 

Number of 
Patients 

on 
31/12/1982 

149 

234 

77 

238 
60 
24 
782 

33 
37 
38 
32 
140 

48 
27 

58 
29 
162 

Number of 
Adm~ssians 

during 
1982 

97 

471 

79 

1 1  1 
15 
6 

779 

15 
12 
13 
2 
42 

13 
N/A 

N/A 
20 
33 

Number a 
Discharge: 

during 
1982 
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SOUTHERN HEALTH BOARD -continued 

ategory 
31/12/1982 am. \ I  

I 
nher Private 
lospitals/Homss 
ChesswoodTralee ....... 19 

............ Cabh General 42 
OerryrnoreTralee ........ 12 
East Ferry House Cobh . NIA 
Nazareth House Mallow 144 
Rockville Cork ............ 4 
Sacred Heart Glandore . 11 

........ St. Joseph's Cork 58 
. . .  St. Joseph's Killorglin 32 

...... St. Joseph's Traiee 12 
........... St. Luke's Cork NIA 
.......... St. Mary's Cork 136 
.......... St. Patrick Cork 9 0  

..... Upton House Upton 28  
West Kerry Home for 

Aged Dingle ........... 
Valentia Village 

/ l9 

.............. Hospitals : NIA 
TOTAL .................... 607 
TOTAL Southern 

.... Health Board 1.751 

Number of 
Patients 

on 
111 211 982 

17 
4 1 
12 

NIA 
140 

3 
11 
58 
32 
12 

N!A 
136 
8 3  
28  

19 

N/A 
592 

1.676 

Uumber of 
\dmissions 

during 
1982 

19 
107 

12 
NlA 

12 
3 
4 

56 
2 

12 
NIA 
21 

233 
54 

6 

N!A 
54 1 

1.395 

Number r 
Discharge 

during 
1982 

-- 

14 
102 

12 
N/A 
24 

3 
4 

52 
2 

12 
N!A 

2 
201 

26 

6 

NIA 
460 

1,302 
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WESTERN HEALTH BOARD 

Statistics 

ategory 
lame 

lealth Board 
loapitals1Homes 
St. Brendan's Loughrea 
Sacred Heart Castlebar 
Sacred Heart 

Roscommon ......... 
Merlin Park Galway .... 
Swinfotd ................. 
TOTAL ................... 

lealth Board 
Yelfan Homes 
Plunkett Home Boyls .. 
St. Anne's Clifden ...... 
St. Francis Galway ..... 
Arus MuireTuam ....... 
McBride Home 

Westport ............. 
D'Altan Home 

Claremarris ........... 
Arus Deirbhle Belmullel 
Arus MacDara Carraroe 
Arus Mathar Pol 

Castlerea ............. 
........... St. Augustine 

TOTAL ................... 

'oluntary and 
~pproved Private 
lospitalslHomes 
Castlemagarrett 

Claremorris ........... 
Fearna Castlerea ....... 
Grove Tuam ............. 
Home for the Aoed ~ ~ ~~ 0~~ 

Loughglynn ........... 
Rushmore Salthill ...... 
Sacred Heart Spiddal .. 
Santa Maria Ballina .... 

................... TOTAL 

tmber of 
Beds 
on 

1211 982 

Number of 
Patients 

on  
3111 211 982 

297 
282 

235 
120 
49 

983 

62 
4 1 
40  
22 

39 

40  
39 
40  

37 
40  

400 

60 
14 

NIA 

23 
17 
24  
26 

164 

Number of 
4dmissions 

during 
1982 

Number of 
lischarges 

during 
1982 

14 
6 

NIA 

NIA 
13 
7 

47 
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WESTERN HEALTH BOARD-continued 

\ t t i t i  1 Nur:;;of 

Ither Private 
lospitals1Homes 
Caiseaigeal Castlegar ...  12 
Creagh House 

Ballinasloe.. ........... 16 
Roncalli Tuam .... . . . . . . . .  NIA 
Rosewood Craughwell.. N/A 
St. Columba Kilcolgan . . N/A 

. . . . . .  St. Teresa's Salthill 1 0  
Villa Maria Dei Mar 

Baina NlA 
... . . . . . . . . . . . . . . . . .  TOTAL 38 

TOTAL Western 
. . . .  Health Board 1,713 

Number of 
Patients 

on 
3111 211 982 

12 

7 
N/A 
NIA 
N/A 

9 

NIA 
28 

1.575 

Number of 
Admissions 

during 
1982 

31 

7 
N/A 
N/A 
N/A 

11 

NlA 
49 

1.612 

Number of 
Discharges 

during 
1982 



APPENDIX D 

"PSYCHIATRY AND THE ELDERLY PATIENT" 

By Dr. J. N. Scott, M.R.C.Psych. 
Consultant Psychiatrist. Belfast City Hospital 

Lecturer in the Psychiatry of Old Age, Queens University 

(Article published in the Irish Medical Times Vol. 17 No. 34) 

The term "psychogeriatric" means different things to different people, 
carries a number of disagreeable connotations, and certainly embraces 
a number of quite separate categories of elderly patient. Any 
"Psychogeriatric Service" worthy of the name will have its Functional- 
Illness component, and its Dementia-Service component. 

By functional illness is meant the ordinary mental illnesses which can 
occur in any age group, and in fact these disorders in elderly people 
present few unique difficulties. They are usually as treatable in elderly 
folk as they are in younger, and elderly people suffering from them can 
mostly be quite adequately managed within the general psychiatry 
service, and normally present no major demands on it. 

I t  is of course the group with Senile Dementia (that mysterious 
process of primary brain-cell degeneration which afflicts 5-10% of the 
over 65's, and 20% of the over 80's) which present the big problem. In 
fact, as a recent rePoit (Ref. 1 )  has put it: "The management of elderly 
patients with dementia currently forms the biggest single problem in 
the field of the Health & Social Services and the one which poses the 
greatest threat to the effective working of those services. Failure to 
tackle the problem will have the most serious repercussions for the 
geriatric services, the acute hospital sector and the community services. 
The magnitude of the problem is such that it can only be dealt with 
effectively by the development of a comprehensive and community- 
orientated psychiatry service for elderly patients. This would require the 
provision of additional resources as well as changes in the method of 
operation of the existing resources". 

Merely the latest in a string of similar documents from a wide range 
of authoritative bodies (Refs. 2, 3, 4) over the past few years, i t  like its 
predecessors both spells out the stark realities facing health-care 
planners in the next few decades and also, more encouragingly. 
identifies the type of service organisation which seems capable of 
managing the problem. I t  is worth stressing this latter point. There can 
be few subjects over which lies such a gloomy air of therapeutic 
nihilism. 



APPEN D l X  D-continued 

RATIONAL MANNER 
I believe this t o  be largely unwarranted, providing that the initial 
organisation is established in  a rational manner: given the basic 
resources required: given good wi l l  and collaboration between the 
many health care professionals involved, both inside and outside of 
hospital: and also given the willingness of psychiatrists to tackle the 
problem positively. The following paragraphs briefly indicate how such 
a service presently operates in South Belfast, based at Windsor House 
which is the Department of Psychiatry of the Belfast City Hospital and 
also the clinical unit of the Queen's University Department of Mental 
Health. 

1. Responsibility: Issues of Responsibility and descriptions of the 
various psychogeriatric categories are well-defined in the 1972  
D.H.S.S. document [Ref. 2). (Extract attached). 

2. A Consensus Approach: The psychogeriatric service concept 
reflected here is, although new t o  Ireland, one which has been well- 
tested and has been endorsed by the wide range of authoritative bodies 
already cited. The emphasis is thus on an uncontroversial, mainstream. 
consensus model. 

3. Catchment Area Constraints: It happens that the functional- 
illness component of our service has no Catchment-Area constraints. 
The critical issue is the likelihood of the need for a long-stay hospital 
bed. Because this possibility inevitably looms as an eventual option in  
the management of many (though not all) demented patients, i t  is 
usually best not t o  become involved at all w i th  any demented patient 
outside of a chosen geographical area, in  case hopes are unwittingly 
raised which cannot be l@er fulfilled. 

On the other hand, only very occasionally does any elderly patient 
wi th  a functional disorder fail so completely t o  recover that they need a 
long-stay functional-illness bed. Care of these patients, young or old. 
has always been taken over by colleagues in a nearby mental hospital 
since of course the Windsor Unit has never had long-stay functional 
beds. 

The chosen catchment area for demented patients is South Belfast 
District, whose percentage (1 8.6%) of over 65's is by far the highest of 
any health-care district in  Northern Ireland. The over 6 5  population is 
13.850 (1981 census). It is possible for any general psychiatrist t o  
similarily decide on a suitable catchment area depending on the time he 
wishes to devote t o  this work and/or on the number of long-stay 
dementia beds he has available, using the suggested norms (Ref. 3) of 
2,000 over 65's per session: 3 long-stay dementia beds per 1.000 over 
65's. 

4. Assessment: Emphasis is placed on thorough Assessment, 
medical, psychiatric and social, of each patient's precise needs at the 
t ime seen (and not t o  their projected needs at some future time). The 
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attitude is occasionally met with that "most psychogeriatric patients do 
not f i t  into neat categories". Often such an attitude represents a nalve 
espousal of concepts of "labelling theory", even by clinicians who 
would rightly stress the positive aspects of correct "labelling" as used 
most advantageously in their everyday medical diagnostic practice. 

I t  is my impression that the great majority of psychogeriatric patients 
can in fact be placed in one of the categories outlined, and beyond that 
given one or more of the diagnostic categories of ICDI9, to the great 
advantage of the individual patient. I t  may be the case of course that 
"most psychogeriatric patients" are in fact not properly assessed. 

Possibly relevant assessment skills for elderly patients are not fully 
developed by psychiatrists in training. The same might apply to 
physicians who have not had training in geriatric medicine. 

5. A Continuum of Care: The completeness of the assessment 
procedure, and the care wi th  which the catchment area was chosen. 
has enabled the Windsor Service to facilitate the placement of each 
patient seen t o  the level of care (ranging from various home support 
services, through appropriate residential care and long-stay dementia- 
ward admission for the minority who really require it eventually) which 
they and their caring relatives need, with the minimum of delay and the 
maximal emphasis on clear and open communication, efficient resource 
usage and built-in flexibility. 

6. Collaboration: This makes the continuum of care a reality. Great 
emphasis is placed on collaboration and communication with all other 
involved health care professionals, voluntary agencies and relatives. In 
particular close liaison is maintained wi th  the nearby Geriatric Medical 
Unit of the Belfast City Hos$tal. 

Since the cause of most cases of acute confusional state in the 
elderly is "organic until proved otherwise", it is only after the resolution 
of such a state that i t  is possible to realistically assess the cognitive and 
behavioural status of the elderly patient concerned. Probably we  in the 
North are particularly fortunate in having an already well-established 
Geriatric Medical Service, and a University Department of Geriatric 
Medicine with an active undergraduate and postgraduate teaching 
programme. Also the structure of our "Health and Social Services" 
carries an enormous potential for useful collaboration - if only the 
personalities involved can cope with each other1 

PROPERLY ORGANISED 
7 .  Collaboration is perhaps most rewardingly demonstrated by the 

operational policy of the local 30-bedded EM1 (Elderly Mentally Infirm) 
Home from where nearly all the long-stay wards' new admissions 
come. In a properly organised continuum service, one rarely needs to 
look elsewhere for those most in need of a dementia-service bed. 
Turnover in the EM1 Home has averaged around one patient per month. 
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8. The dementia-service Long-Stay ward is in the local mental 
hospital. These beds were kindly donated by many Consultant 
colleagues there, who have given the service their support and 
encouragement. This ward is designated, chiefly for the purposes of 
nurse staffing deployment, as "psychogeriatric". 

Even a brief survey of the other psychogeriatric wards in the mental 
hospital wil l  show that they contain representative patients from all of 
the categories distinguished in the 1972 D.H.S.S. document cited (Ref. 
2) .  This mixing has come about because of variation in  individual 
Consultants' policies regarding both admission and also the function 
they believe a psychogeriatric unit should serve, as well as transfer 
decisions made from time to t ime due t o  changes in patients' nursing 
needs. 

Our own long-stay ward on the other hand is explicitly used for the 
admission of those demented patients cared for by the Windsor Service 
land thus by definition originally resident in South Belfast District) who 
have become too deteriorated to be adequately managed elsewhere. 
Such severely impaired demented patients have a significantly reduced 
life expectancy. 

9. A Short-Term Relief Unit has recently been opened in the mental 
hospital, whose entire catchment-area i t  serves. Although therefore not 
strictly a South Belfast facility, i t  provides a valuable service for many of 
our patients living in  the community. 

10. Day Hospital: Facilities for dementia-service day care being 
virtually unknown in Northern Ireland, a dementia-service Day Hospital 
is presently being constructed within Windsor House itself. 

11. Research: The potkntial of this model of service for clinical 
Research projects is already being realised and hopefully can continue 
to be tapped in  the future. 

I hope the above review conveys something of the kind of 
psychogeriatric service we  are aiming t o  provide. Probably this problem 
is not truly a soluble one: certainly the disorders encountered are often 
not curable. But the same can be said of a great many other diseases 
susceptible to health-care intervention. 

Certainly psychiatrists are (or should be) more skilled and 
experienced than most at adopting a robust and pragmatic attitude 
towards the management of clinical problems that many would have 
regarded as overwhelming and even unapproachable. Given that this is 
so. I see no reason why attitudes of gloomy therapeutic nihilism should 
prevail w i th  regard to any component of the psychogeriatric problem. 

Z/. N. Scott, MRCP, MRCPsych, Consultant Psychiatrist, Belfast City 
Hospital, Lecturer in the Psychiatry of OldAge, Queens University. 
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