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DEVELOPMENT OF GERIATRIC SERVICES. 

SUMMARY OF PRINCIPAL RECOMMENDATIONS IN THIS REPORT 

1. Development of Community Geriatric Services (including 

the provision of local Welfare Homes) by the Community 

Care Department in co-operation with e.g. the Department 

of Social Welfare, housing authorities and voluntary 

organisations. (paragraph 4.). 

2. Development of a comprehensive Assessment and Acute 

Hospital service aimed at treating, rehabilitating and 

returning elderly patients to an independent home life as 

quickly as possible (paragraphs 2 and 5). 

3« Co-operation with voluntary hospitals and homes, particularly 

in the matter of -

(a) provision of Acute Units and other geriatric facilities 

(paragraphs 2, 5,and 8) ; 

(b) appointment of 4 additional Geriatricians and support 

staff (paragraph 3) and 

(c) co-ordination of community and hospital geriatric 

services (paragraph 2. 11.). 

4. A comprehensive survey and assessment of all long-stay 

patients with a view to making arrangements appropriate to 

the needs of each paragraphs 1. 6 and 1. 8). 

5. Phasing out the uae of certain premises over a period of 

10 years or less (paragraphs 1. 7. and 4. 13). 
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6. Determination of an estimate of bed requirements over the 

next 10 years (paragraphs 6 and 7) 

7. Allocation of specified roles, by agreement, to certain 

hospitals and homes (paragraph 8.) 

8. Acceptance of programme of Capital Works to be undertaken 

by Board or negotiated with voluntary hospitals and homes 

(paragraph 9). 

9. Development of programmes for education and training of 

medical and other staffs (at under-graduate and post-

qualification levelsj in the care and treatment of geriatric 

patients, (paragraph 3. 3.). 

10• Development of programmes of investigation and research. 

(paragraph 1. 10.). 
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DEVELOPMENT OF GERIATRIC SERVICES 

1. INTRODUCTION 

1. 1. Members of the Board will already be aware of the 

growing problem of providing health end welfare services to 

meet the needs of the aged. They will have seen for 

themselves, as members of Visiting Committees, the difficulties 

that arise in catering for the number of elderly persons who 

have lost their independence in the community and have been 

admitted to health authority and other hospitals and homes, 

there to be maintained,at a high cost, perhaps for a number 

of years. 

1. 2. The growing problem can be attributed to a number of 

factors such as :-

(a) Our general attitude to the aged ; each person has 

his integrity and self-respect which enables him to 

lead his own life and look after himself without being 

a burden to others However we tend to forget that 

this applies to the elderly amongst us just as much 

as to any other age segments of the population. Very 

often society proceeds to deprive them of their integrity 

and self-respect by failing to help them maintain their 

independence* By allowing this self-maintaining 

equilibrium to be upset we force them to become 

progressively more dependent on their relations and 

eventually, in many cases, on the hospital 
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or other institution. 

(b) The ever increasing number of people reaching a higher age ; 

In the area now administered by the Eastern Health Board the 

population aged 65 years and over in 1961 was less than 72,000. 

It now exceeds 83,000 and by the year 1986 there is likely to be 

a further increase to over 100,000 according to figures produced 

by the Central statistics Office and recorded on the following page. 

Other features of present population trends are :-

(i) the growing number of persons aged 85 years and over 

(4,270 in the area in 1966 as compared with 2,352 in 

1951) ; 

(ii) the high proportion of females reaching advanced age ; 

In 1966 there were 47,341 females aged 65 years and over 

in the area as compared with 30,439 males. 

(iii) the high proportion of single and widowed elderly persons ; 

Of the total of 77,780 aged 65 years and over in the area 

in 1966, 47,623 were single or widowed, 

A breakdown of the 1971 Census figures is not yet available. 

(c) The fact that as the standard of living of the community rises the 

older generation tends to be isolated and left behind in the race 

for economic and social advancement ; While it is understandable 

that those in the "Earning Age Group" will be concerned with 

improving their own lot and their own and their children's prospects, 

it is reasonable to expect that the> should devote a fair proportion 

of their increased income and leisure time to the care and well-being 

of those who are no longer able to provide for themselves. Unfortunately 

this is not happening. The concept of family and of family loyalties 

and responsibilities now embraces two generations only. An increasing 

number of people tend to cut themselves off from their elderly 

relations and assume that the state or someone else will provide for them. 
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Population Statistic: 

(Taken from 1966 and 1971 Census Returns) 

POPULATION AGED 65 YEARS AND OVER 

(Based on data and projections from Central Statistics Office) 

i 

Year 1951 1961 1971 1976 1981 1986 1991 

S t a t e T o t a l s 316,400 
. 

315,063 327,100 338,600 350,900 354.4oo 351,500 

Eas t e rn Heal th 

51,556 

5,452 

6,195 

59,925 
5,283 

6,172 

70,700 

5,800 

6,500 

77,000 

6,400 

6,800 

83,200 

6,900 

7,200 

87,900 

7,300 

7,2+00 

92,300 

7,700 

7,500 

Board Area 

Dublin C i ty 
and County 
( i n c . Dun 
Laoghaire) 

K i lda re County 

Wicklow County 

51,556 

5,452 

6,195 

59,925 
5,283 

6,172 

70,700 

5,800 

6,500 

77,000 

6,400 

6,800 

83,200 

6,900 

7,200 

87,900 

7,300 

7,2+00 

92,300 

7,700 

7,500 

Totals-E.H.B. 
Area 63,203 71, 380 83,000 90,200 97,300 102,600 107,500 

T o t a l P o p u l a t i o n Pop . aged 65 yrs 
and over - 1966 

1966 1971 

V a r i a t i o n 
1966 t o 1971 

Pop . aged 65 yrs 
and over - 1966 

1966 1971 
Number P e r c e n t a g e 

V a r i a t i o n 
Number Pe rcen t age 

of T o t a l 

S t a t e T o t a l s 2 ,884. ,002 2 , 9 7 1 , 2 3 0 +8 7 , 228 + 3 . 0 323,007 11 .2 

E a s t e r n H e a l t h 
Board Area 

Dub l in C i t y 567 ,802 566,031 - 1,768 - 0 . 3 4 9 , l 8 3 8 . 7 

D u b l i n County 1 7 5 . 4 3 4 \ 230 ,518 
i 
+55,084. +31.4 10 ,650 6 . 1 

Dun L a o g h a i r e 5 1 , 8 1 1 52 ,990 
1 
+ 1,179 + 2 . 3 6 ,035 1 1 . 6 

T o t a l D u b l i n 795,0147 8 4 9 , 5 4 2 

_ 

+54 .495 + 6 . 9 6 5 , 8 6 8 
8.3 

K i l d a r e County 

Wicklow County 

66,404. 

6 0 , 4 2 8 

71 ,522 

66 ,270 

+ 5 . 1 1 8 

+ 5 , 8 4 2 

+ 7 . 7 

+ 9 . 7 5.555 
6,357 

8.4 

1 0 . 5 

T o t a l s - E . H . B . 
Area 9 2 1 , 8 7 9 987,334 + 6 5 , 4 5 5 

_ _ _ _ _ 

+ 7 . 1 77 ,780 8.4 
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On the other hand we find some families endeavouring to 

care for their aged relations at home in very difficult circumstances. 

Their task could be made easier by improvements in community support 

services especially home nursing, social work, home help and income 

maintenance. 

(d) Our society is based on a system which itself creates problems for 

the aged. Many people when they reach retirement age, after an 

active and purposeful life are dismissed abruptly from the group 

of which they were a part and are virtually banished to an existence 

of boredom and uselessness. Very few firms make any effort to 

prepare their employees for retirement or show any active interest in 

their welfare after they have left. 

(e) In our concern to house young married couples and families our society 

tends to ignore the existence of the older generation as part of the 

family group and the desirability of including for their needs in 

planning the living unit for the family as a whole. 

Very often we find an elderly mother or father left behind and 

endeavouring to fend for themselves in substandard accommodation in 

the old family home while all the children have moved out to new distant 

housing estates. 

Wnile this is so it must be said that the local Housing Authorities 

have shown considerable initiative in providing a number of houses, 

flats and chalets for old people despite pressure to devote scarce 

resources to other urgent needs. However, much more needs to be 

done in this respect particularly in the area of sheltered housing, 

adaptation and reconstruction of existing accommodation and the 

provision of extra rooms. Local Housing Authorities should intensify 

the promotion of such schemes, publicising the fact that grants are 

available and encouraging and assisting voluntary organisations and 

business firms to co-operate in this work. 
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(f) In the development of health and welfare services for the 

elderly in the past the tendency has been to meet growing 

needs by increasing in-patient facilities and providing more 

beds. The economic impact of such a policy may not have been 

so great in 1961 when it cost health authorities £7.35 per 

week to maintain a patient in a Voluntary Teaching Hospital. 

It now costs the Board £43.75 per week.. The average weekly 

cost of keeping a resident in the largest home run by the 

Board rose from £3 to approximately £11 over the same period. 

The all-in cost of maintaining a patient in a teaching hospital 

now exceeds £100 per week, 

l. 3. In this report it is intended to outline the problem as it 

exists and is seen to be growing and, in particular, to suggest a policy 

for the development of specialist and hospital geriatric services over 

the next 10 years. 

1. 4. Insofar as the problem has its origins in the community one 

must look to the community itself to develop, with appropriate 

assistance, the facilities and services necessary for a long-term 

solution. This will be primarily a matter for the Community Care 

Programme through the various medical and welfare services and in 

co-operation with agencies such as the Department of Social Welfare, 

various housing authorities and the many religious and lay voluntary 

organisations already doing such splendid work in this field. 

1. 5. Despite the increasing demand for intern accommodation for 

the elderly it is estimated that no more than about 5% of persons 

aged 65 years and over are maintained in long-stay hospitals or homes 

at any time. This underlines the fact that, even in existing 

circumstances, the day-to-day medical needs of 95% of our aged 

population must be met in their own homes by General Practitioners, 

Public Health Nurses and other para-medical agencies. 
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1. 6.. In considering the matter in the context of Hospital 

Services the following problems emerge :-

(a) The number of elderly patients already in General Hospitals 

who might be, with appropriate assessment and 

rehabilitation, transferred to more suitable and less 

expensive accommodation or indeed, with appropriate 

support, discharged home to a happier and fuller life 

in the community ; 

(b) The many elderly patients who, for one reason or another, 

are now maintained in Psychiatric Hospitals although 

not, strictly speaking, psychiatric patients and 

certainly not in need of the .type of care and treatment 

for which such hospitals are intended ; 

(C) Those residents of long-stay Homes and Hospitals who 

could, with appropriate support, return to their own 

homes or to sheltered housing ; 

(d) The increasing number of residents of our Welfare Homes 

who are becoming bedfast and in need of care and 

facilities which those homes were never intended to 

provide. 

(e) The finding of accommodation in hospitals or homes 

for the numbers of elderly persons seeking admission, 

In all such cases our aim should be to identify these 

who need acute treatment, to provide that treatment and to restore 

the patient to the community or to accomodation most 

appropriate to his needs and wishes with the least delay possible. 

1. 7. It is acknowledged that some of the premises now being 

used by the Health Board as long-stay hospital and welfare 
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accommodation for the aged are not at all suitable by modern 

standards. The following can be listed in this category :-

1. St. Brigid's Home, Crooksling. 175 beds 

2. Hospital 3, St. James's Hospital. 270 

3. Lower House, St. Brendan's Hospital. 260 

4. Bru Chaoimhin, Cork Street. 160 

5. welfare Chalets, St. Mary's Hospital. 168 

6. Geriatric Department, St. Ita's Hospital. 330 

Total 1,363 

In view of the age and type of construction of 

most of those buildings and since they were never designed to 

cater for large numbers of frail and infirm old people the 

question of adequate safety precautions is of the utmost 

importance. 

1. 8. To allay fears that may arise, lest it be thought 

that our aim is to discharge all old people from the hospitals 

or homes in which they have lived, perhaps for many years, we 

hasten to add that there are some who would not benefit from 

such a change now. The aim should be to fully assess the needs 

of each case and, on the basis of this assessment, to determine 

what should be done. A comprehensive survey and assessment of 

all long-staycases should be undertaken by the Geriatric Service. 

1. 9. It will be seen that if any degree of success is to be 

achieved in keeping old people healthy and out of hospital and in 
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returning to their homes those already maintained in 

institutions, any changes in hospital services designed to 

bring this about must be matched by developments in community 

health, welfare and housing services. While it will be our 

aim to co-operate fully in the development of community 

facilities we are, in this report concerned primarily with 

outlining the steps we regard as necessary for the setting up 

of satisfactory specialist and hospital geriatric facilities. 

1. 10. Detailed investigation and research will be required 

to establish more precisely the problems to be tackled 

in the development of community and hospital geriatric 

services. This should be undertaken as soon as possible. 

1. 11. Much has been achieved over recent years in the 

development of services for the aged in various Health Board 

and Voluntary hospitals and homes. Thanks to the pioneering 

efforts of the medical and other staffs involved we already 

have the foundation on which to build a comprehensive service. 

The devoted and dedicated work of all engaged in this area has 

been a revelation and inspiration to those of us who only 

recently visited many of the hospitals and homes for the first 

time. A particular tribute is due to those who, despite 

great inconvenience have co-operated in an effort to make more 

suitable arrangements for elderly patients previously maintained 

in psychiatric hospitals. 
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2. GERIATRIC SERVICE - PURP0SE AND AIMS 

2. 1. Geriatric Medicine can be defined as that branch of medicine dealing 

with the preventive, clinical, social and remedial aspects of 

illness in the elderly 

2. 2. Although many people enjoy good health up to an advanced age, it 

is obvious that in general as we become older, we become mentally 

and phycially more vulnerable. Illnessess, injuries and stresses 

which c an be taken in our stride at an earlier age tend to give 

rise to complications which, if not recognised and catered for 

at an early stage may themselves become chronic or fatal disabilities. 

For this reason the practice of general medicine as applied to 

younger age groups is inadequate to meet the needs of the elderly. 

2. 3. While there is no generally accepted age from which a person 

regarded as "elderly" or "aged" in this report we use the terms 

as referring to those aged 65 years and over. Many people retire 

at this age and their pattern of life suddenly changes. It is 

the age taken for statistical purposes by the Inter- Departmental 

Committee on the Care of the Aged. 

2.4. In the past the type of care provided for the aged in hospitals 

was mainly either :-

(a) emergency or acute treatment for a particular illness 

or injury or 

(b) custodial care in long-stay wards or hospitals* 
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On completion of the course of medical treatment or the 

surgical procedure indicated by the immediate sympthoms presented 

on admission the patient was, if possible, discharged home or, in 

many cases, transferred to long-stay custodial care, usually in a 

local health authority hospital or home, Apart from the inability 

or unwillingness of some families to continue to care for an aging 

relative the inadequacy of community social or health services 

contributed to this situation, 

2. 5. It is at times of acute illness that the integrity or 

self-maintaining equilibrium of the person is characteristically 

disturbed and as this equilibrium may have been in a precarious 

state of balance for some years prior to the acute episode or admission 

to hospital the old person is unable to re-establish his independence. 

During the crucial few weeks following acute illness or operation 

he may be allowed to slip irrevocably into a de-compensated or 

chronic state. 

2. 6. Another factor often contributes to this subsidence into 

chronicity. Because the person is old those looking after his 

treatment often take a conservative line and avoid the active or 

heroic procedures which would be undertaken^ without hesitation, 

in a younger person, saying Mah he`s too old, it`s not worth 

operating. Yet this old person may have 20 or more years expectancy 

of life. 

2. 7. More of our resources should be devoted to improving community 

services (e.g. Nursing, Social Work, Home Helps and Income Maintenance.). 

This would help to deduce the number of admissions to long-term care 
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and enable more old people to be maintained longer in comfort 

and independence in their own homes. 

2. 8. Our general hospital facilities should not be dissipated 

on providing expensive custodial care for patients admitted as a 

last resort mainly because their relations are no longer able 

or willing to care for them* 

2. 9. Hospital services should be organised so that they 

will be able to respond without delay to requests for treatment 

for elderly persons, assess their needs, provide effectively 

whatever discrete treatment is necessary and co-operate in 

organising a comprehensive rehabilitation programme aimed at 

returning each patient to an independent home life as quickly 

as possible. By responding promptly to bona-fide requests for 

admission and treatment we prevent tension from building up 

in a family and obviate resistence to an early return home 

when treatment is completed. 

2. 10. Success in developing a satisfactory system of medical 

treatment for the elderly can be achieved only with the full 

co-operation of the voluntary hospitals. Discussions have 

already started with some of the major hospitals concerned with 

a view to their playing an appropriate role as suggested in later 

paragraphs dealing with hospital services. 

2. 11. A combined community and hospital geriatric service 

should be developed aimed at enabling elderly people to continue to 

live in health, independence and contentment in their own homes for as 



Centre Acute Geriatric Unit in a General 
Hospital under the control of a 
Geriatrician. 

Inner Circle Back-up f a c i l i t i e s ( in General or 
other Hospitals) 

Outer Circle Community Services provided by 
Health hoard, Dept. of Social Welfare, 
Housing Authorities and Voluntary 
Organisations. 
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long as possible. This will necessitate the development and 

coordination of a wide range of facilities so as to ensure that 

when the need for medical or social support arises it will be 

readily available. The diagram on the opposite page shows the 

various elements which must combine to provide a comprehensive 

geriatric service including hospital and community services and 

involving the Health Board, Government Departments, Local 

Authorities and Voluntary agencies. The extent to which any one 

of those elements fails to play its part will cause a corresponding 

strain on the ability of some or all of the others to function 

properly and may impede the development of the service as a whole. 

3. 1. If worthwhile development of our geriatric services is 

to be achieved it is essential that we have a sufficient number 

of Geriatricians - Physicians trained and experienced in Geriatrics -

each with the function of coordinating the services for geriatric 

and psycho-geriatric patients provided by the Health Board and 

by other agencies in the area to which he is assigned. 

3. 2. The Geriatrician would accept clinical responsibility 

for geriatric patients in designated hospitals, day hospitals, 

clinics and homes and would ensure that a satisfactory standard 

of medical and nursing care was maintained. He would provide a 

consultant service for patients in other institutions or in their 

own homes and would determine priorities for admission where 

necessary and arrange that patients were assigned to the type 

of accomodation most appropriate to their needs. He would 
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advise and co-operate in the organisation, development and 

provision of community services for the aged and would ensure that 

the geriatric service made the most efficient use of the community 

facilities available by establishing and maintaining close liason 

with those who operate them. 

3. 3. The education of medical, nursing and paramedical personnel 

in geriatric medicine would constitute an important part of his 

duties* Consequently he should be encouraged to acquire an 

academic teaching post and the Board should consult with the 

Universities and other bodies concerned with a view to developing 

the necessary arrangements and facilities. 

3. 4. The Geriatrician could be employed direct by the Board 

or, as already agreed in the case of James Connolly Memorial 

Hospital, by another hospital authority with an arrangement for 

joint participation in the hospital and community geriatric 

service* 

3. 5. There is no generally accepted level of medical staffing 

for a comprehensive geriatric service. Indeed this would 

obviously vary depending on factors such as population structure 

and the other facilities and services available in the community-

However experience in Britain indicates that an appropriate level 

would be 1 Geriatrician together with supporting staff for each 

100,000 of the total population. For the Board's area this would 

represent a total of at least 9 Geriatricians. 

3. 6. In the Board`s area there are already 3 full-time 
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Geriatricians employed, one based in St James's Hospital, 

and two employed by the James Connolly Memorial Hospital Board 

in association with Jervis Street, St. Laurence's, the Mater and 

St. Mary's Hospitals. For the purpose of developing services as 

outlined later in this report it is proposed, at this stage, to seek 

the cooperation of the hospital authorities concerned with a 

view to the creation of four new posts as follows :-

(a) One additional post at St. James's Hospital ; 

(b) Two posts for the service to be based in St* Vincent's 

Hospital ; 

(c) One additional post to augment the service provided by the 

two Geriatricians employed by James Connolly Memorial Hospital, 

3. 7. These additional Geriatricians would combine with the 

existing staff to develop and provide a service based on Acute 

Units in various hospitals and in other back-up hospital and 

welfare accommodation* Each would be identified with a sector 

of the Board's area, including Kildare & Wicklow - the boundaries 

to be determined in consultation with the Community Care Programme 

with a view to the organisation of a comprehensive geriatric 

service for each section. 

5. 8. The Geriatrician would have working with him a team of 

people trained and skilled in caring for the aged. Apart from 

assisting medical staff this would include nurses and aides, 

physiotherapists, occupational therapists, speech therapists, 

chiropodists and social workers. In the absence of a full complement 

of Geriatricians the Board could avail of the services of other 

Medical Officers who might be assigned responsibility for the 

management and treatment of patients in certain long-stay 
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4. COMMUNITY SERVICESS 

4. 1. Since it has its origins in the community one must look 

first in that direction for any long-term solution to the geriatric 

problem. Each community should be encouraged and helped to care 

for its older citizens at home. The elderly should be allowed and 

indeed encouraged to play an active and useful part in the life 

of the family, the community and society in general. 

4. 2. The aim of the Board in this area, acting through its 

Community Care Programme, should be to develop its field medical 

and welfare services and to co-operate with other agencies such as 

the Department of Social Welfare, various housing authorities and 

the many religious and lay voluntary organisations already engaged 

in this work. The principal Community services involved are :• 

General Practioner 

Nursing 

Psychiatric Treatment and 

Counselling 

Domiciliary Specialist 

Advice 

Ophthalmic Services 

Dental Services 

E.N.T. Services 

Physiotherapy 

Occupational Therapy 

Chiropody 

Medicines and Appliances 

Hearing Aids 

Accident Prevention Aids 

Income Maintenance 

Home Helps 

Fuel 

Laundry 

Meals 

Diet Education 

Day Centres 

Clubs 

Personal advise and services 

Boarding Out, Hostels and 

Lodgings 

Housing (Ordinary and 

Sheltared) 

Community welfare Homes 

Kesearch 

Public Education 
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4. 3. The collection and updating of data on elderly persons 

at risk in the community should be developed. This would assist 

the Community Care staff in ensuring that the necessary medical 

and welfare care and support is made available without delay to any 

old person whose physical or mental condition or social circumstances 

are likely to lead to a loss of independence in the community. 

4. 4. Close working relationships should be established between 

the Geriatricians, the Community Care staff and District 

Psychiatric Teams with a view to ensuring :-

(a) a quick response to all requests for hospital treatment when 

this is needed or the provision of domiciliary support or 

Welfare Home accommodation where appropriate ; 

(b) co-operation in the discharge of patients after treatment 

and the provision of continuing domiciliary care when this 

is indicated* 

(c) the development of services aimed at the preservation and 

restoration of health and independence and the prevention of 

accidents. 

The importance of the role of the General Practioner and 

District Nursing and Welfare Service in the care of the aged is 

seen from the fact already referred to that the medical needs of 

up to 95% of all elderly persons must be met in their own homes, 

4. 5. In recent years much has been done by the Health board and 

its predecessors to improve and develop various community services 

even in anticipation of specific statutory authority. 
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However it will be acknowledged that if any degree of success 

is to be achieved in providing an effective and economic hospital 

system for persons of all ages, including the elderly, any 

reorganisation of the geriatric hospital services must be 

accompanied by further extensive developments in community 

health, welfare and housing programmes. 

4. 6. The Health Board should not have to accept responsibility 

for housing healthy people. This is properly a function of 

local housing authorities and the Board`s aim should be to 

gain the co-operation of those authorities in the building of 

sufficient and suitable housing accommodation for the elderly. 

4. 7. I recommend that the Board undertakes a programme 

aimed at providing, in each community area, sufficient welfare 

home places for elderly persons requiring such care. 

Localities to be given priority attention should be selected 

having regard to present and projected local population age 

structures as well as existing and potential community facilities. 

4. 8. The recruitment of staff for those homes locally should 

not present any great difficulty. In addition it is likely 

that help would be forthcoming from the community on a part-time 

or voluntary basis. There is available, I believe, a great 

pool of untapped voluntary endeavour, particularly in the new 

suburban areas. I would hope that a request to each community 
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to be responsible for their own elderly, including helping to 

care for those in a local welfare home, would meet with a 

ready response. 

4. 9. These new Community Welfare Homes or any additional 

accommodation provided by voluntary agencies with grants from 

the Health Board should be used initially, as far as possible,  

for persona to be transferred from existing accommodation 

scheduled for phasing out. This would be arranged having regard 

to the needs and wishes of the individuals concerned* Through 

time each home would cater increasingly for residents of 

the surrounding area. 

4. 10. Applications for admission to a Community Welfare Home 

would be dealt with by the staff of the Community Care Service 

in consultation with the Geriatrician where necessary. 

Day-to-day medical cover for residents could be provided through 

an arrangement with one or more local General Fractionary - the 

Geriatrician to act as Consultant for individual cases where 

requested and advise generally on the standard of care to 

be maintained. 

4. 11. Although the provision and maintenance of Community 

Welfare Homes is a matter for the Community Care Programme 

they are included for in the schedule of proposed Capital 

Works later in this report in order to arrive at a total 

figure for the projects recommended. 
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4. 12. A ten year programme to provide the equivalent of 

three 40 - Bed Welfare Homes each year in the Dublin 

area would facilitate the phasing out of; the older 

hospitals and homes already referred to in paragraph 1. 7. 

While we would like to see all this accommodation replaced 

without delay it is necessary to take into account the 

limited financial resources likely to be available for this 

purpose in the coding years. Regard must be had to the 

pressing necessity to devote extra funds to the 

development of other community geriatric services fend to 

the provision of Acute Geriatric Unite dealt with later 

in this report. Because of this a time schedule of 

10 years is suggested. Should it be decided to 

accelerate this rate of replacement, more funds will be 

required or other arrangements will have to be made* 

4. 13. Plans are being prepared for the erection by the 

Board of two 40 bed Welfare Homes in Dublin during the 

coming year (one at Glasnevin and one at Clonskeagh). 

In addition the Board has approved of grants towards 

the cost of the provision of extra Welfare beds by 

Religious Orders (see schedule on page 39). In the 

event of any religious or lay voluntary organisation 

submitting acceptable proposals for the building of 
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further welfare accommodation for the Aged, it is proposed 

that the Board should also assist financially but with a 

corresponding abatement of our own building programme. 

4. 14. In Wicklow one 40 bed Welfare Home is a present being 

built in Bray. One further similar Home in Co, Wicklow 

and one in Co. Kildare should meet the needs of those counties. 
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5. HOSPITAL SERVICES FOR THE ELDERLY 

5. 1. Since taking up duty as Programme Manager I have become 

increasingly aware of the wonderful work being done by health 

board staff and by various voluntary and religious organisations 

in providing care and treatment for the elderly sick in homes 

and hospitals throughout the area. 

5. 2. It had been accepted in the past that this type of 

care. together with improved welfare home, housing and 

community health and welfare services would be sufficient to 

cater for the needs of the aged. 

5. 3. While I appreciate more than ever the value of this work 

it has been borne in on me that much of its effectiveness is 

lost because of the present inadequacy of arrangements for assessing 

and treating those elderly people who, through illness, have lost 

or are in danger of losing their independence in the community. 

5. 4. Because of the physical, mental and social considerations 

involved, the needs of the elderly sick call for a special and 

distinctive approach which is not necessary in the case of the 

younger patient. To meet these requirements it is necessary 

to develop an appropriate assessment and treatment service 

designed not only to diagnose and treat the immediate medical or 

surgical problems involved, but also to have regard to the patient's 

functional levels, his reactions to illness ana its impact on 

his home and social environments. 
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5. 5. The general medical or surgical wards of a hospital 

cannot be expected to provide this kind of treatment where, over 

a relatively long period, a variety of skills and facilities 

will have to be co-ordinated and geared to tackle and solve 

the secondary problems likely to develop in the case of many old 

people admitted to hospital. Indeed, as emphasised already,the 

admission itself, or more particularly a protracted stay in 

hospital, may deprive an elderly patient of the incentive to 

return home or to face up to the problem`s of everyday living. 

5. 6. Clearly the needs of the elderly sick can best be 

investigated and determined in acute geriatric units in general 

hospitals under the care of a Geriatrician with special 

knowledge of disease and disability in older people, and with 

resources available to him to promote personal and social 

independence after illness in old age. 

5. 7. Such an acute unit would be in a position to avail of 

all the treatment facilities of the general hospital and would 

be staffed and organised to provide exclusively for the 

intensive care of the old, leaving the general wards to 

concentrate on the treatment of specific medical and surgical 

conditions in all age groups. 

5. 8. This approach was advocated by the Consultative Council 

on the General Hospital Services. The Fitzgerald Report, having 

referred to the urgent need to make special provision for 

hospital beds for old people pointed out that the full range of 

hospital facilities is necessary in the investigation and 
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treatment of elderly patients. The Report recommended that 

Geriatric assessment units should be included in all regional 

and general hospitals and should be staffed and administered by 

physicians of consultant status who would be trained in geriatric. 

5. 3. Such arrangements would not in any way interfere with the 

opeeration} of the other departments of the hospital or the 

established proeedure for the admission to those departments of 

elderly patients requiring acute treatment. On the contrary, the 

function of the A»-nte Geriatric Doit would be to facili tate other 

departments bv accepting either by direct admission or by internal 

transfer. elderly patients whose illness may be complicated by 

multiple disorder, physical disability or a social problem likely 

to lead to a loss of independence in the community. In such cases 

the Geriatrician would have the trained staff and the faci l i t ies 

to actively and systematically provide a concentrated programme 

of treatment and rehabilitation designed to return the patient 

to active l i f e in the community with the least possible delay. 

This would help to contain the growing demand for long-stay 

hospital said welfare home accommodation. 

5. 10. By promoting and maintaining a regime of intensive care 

and treatment for the elderly the Geriatrician and his Unit could 

help to solve the major difficulty now facing many of our 

voluntary hospitals - the blocking of beds by elderly patients 

no longer deriving benefit from the hospital's general medical 

services, and yet not f i t for discharge home. I am convinced 

that a much more efficient use of accommodation could be achieved 

in those hospitals by assigning even a small number of beds for 

use as an Acute Geriatric Unit. 
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5.11. It Would be the responsibility of the Geriatrician to 

ensure that the beds in the Acute Geriatric Unit were kept in 

active use and, in co-operation with his medical and surgical 

colleagues, to see that no elderly patient was kept in hospital 

for longer than was absolutely necessary. 

5. 12. On the north side of Dublin assessment facilities are 

already provided in St. Mary's Hospital, Phoenix Park and in 

James Connolly Memorial Hospital Blanchardstown. The latter 

hospital has recently joined with Jervis St., St. Laurence's and 

the Mater Hospitals in creating two posts of Geriatrician with a 

view to developing a comprehensive service for the northern part 

of the area in co-operation with St. Mary's Hospital. On the 

south side the only Acute Geriatric Unit under the control of a 

Geriatrician is that in St. James's Hospital. It is proposed 

to request the Board of St. James's to develop their service as a 

base for the south-west sector of the Board's area. 

5. 13. We have been examining the possibility of having Acute 

Geriatric Units in other large General Hospitals throughout the 

board's area including some of the Voluntary Hospitals and our 

suggestions in this regard are detailed in the schedules on 

following pages. 

5. 14. While the process of rehabilitation should commence as 

soon as possible after the patient is admitted to an acute unit, 

some cases will require a relatively long period of treatment and 

rehabilitation before discharge home is possible. The maximum 
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period of treatment in an acute unit would not normally 

exceed six weeks. 

5. 15. To meet the needs of patients requiring prolonged 

active medical treatment and rehabilitation, back-up 

accommodation should be provided. Some general hospitals 

may be able to do this in a separate department within the 

hospital and this should be the aim, wherever possible. 

However it will also be necessary to use certain other 

hospitals and homes to fill this role. The assistance of 

religious and other voluntary bodies in providing this extra 

accommodation in private hospitals and nursing homes should 

be sought. 

5. 16. Pending the provision of sufficient local welfare 

homes and the development of other community services it 

will be necessary to use, to the best advantage, any places 

available in a existing hospitals or homes where this type of 

care can be economically provided so as to ensure that the 

costly resources, of the acute hospitals are used to deal 

Only with those patients of all ages requiring intensive 

treatment for a discrete medical or surgical illness. 

5. 17. No patient should be admitted to long-stay hospital 

accommodation unless this is indicated following investigation 

and treatment, where necessary, in an acute geriatric unit. 
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5. 18. The general hospitals should provide for acute 

terminal cases in their geriatric units or general wards. 

Such patients would require heavy nursing facilities. 

However their number should not be large and 

the length of sfoy in moat cases should be relatively 

short. 

5. 19. Special arrangements are necessary for psycho-

geriatric patients whose disturbed condition would interfere 

with the care of other elderly patients in general wards or 

in welfare homes. Such patients could best be treated in 

separate wards of geriatric or psychiatric units within a 

general hospital. The Geriatrician and Psychiatrist could 

co-operate in their treatment, Host disturbed elderly 

patients with appropriate treatment and sedation could 

be discharged to a general ward after a few days. 

5. 20. It is accepted that the medical needs of many 

elderly patients which would otherwise necessitate admission 

to hospital can be satisfactorily met in a Day Hospital 

working in association with an Acute Geriatric Unit in a 

General Hospital. Lost of the investigations and treatments 

ordinarily provided in a 24-hour ward can be carried out 

in a Day Hospital with an obvious saving in costs. Of 

more importance is the avoidance of distress and worry, 

normally caused to an elderly person by admission as an 

in-patient and the prevention of loss of independence often 

resulting from a stay in hospital. 
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There is already one Day Hospital established 

in the Board's area - that in St. James's which can cater 

for up to 50 patients a day. 

It is proposed that we should plan fox 3 further similar 

hospitals in Dublin as outlined later in paragraph 8. 

5. 21. Out Patient Clinics, designed and organised to 

cater for the special needs of the elderly, should be provided 

in co-operation with the Community Care Service. In 

addition to clinics associated with Acute Units this would 

include sessions at Health Centres as well as a domiciliary 

consultant service, where indicated in special cases. 

5. 22. A number of beds should be reserved in our 

hospital and welfare accommodation for persons requiring 

occasional short periods of care and treatment such as that 

provided in the "Six weeks,in, Six weeks out" scheme in 

St. Mary's Hospital. Apart from its function in restoring 

the performance level of the patient this facility also 

provides much needed relief for families or neighbours caring 

for frail or infirm elderly persons over a long period at 

home. 



GERIATRIC SERVICE 

j Element Objective Minimum standard of provision recommended 

Acute Treatment including 

To assess the medical needs of elderly 
patients and to provide for their short-
term treatment and rehabilitation. 

4.5 beds per 1,000 aged as recommended by 
the Inter-Departmental Committee on the 
Care of the Aged. 

(a) Assessment and Intensive treatment in 
Geriatric Unit in a General Hospital, 

(b) Rehabilitation & Intermediate Treatment 
in a General or other Hospital, 

To assess the medical needs of elderly 
patients and to provide for their short-
term treatment and rehabilitation. 

4.5 beds per 1,000 aged as recommended by 
the Inter-Departmental Committee on the 
Care of the Aged. 

Long-stay Hospital Treatment 

To provide for infirm elderly patients 
requiring terminal or, where appropriate 
continuous long-term medical and nursing 
care. 

15.0 beds per 1,000 aged as recommended 
by the Inter-Departmental Committee on 
the Care of the Aged. 

(in a General or other Hospital) To provide for infirm elderly patients 
requiring terminal or, where appropriate 
continuous long-term medical and nursing 
care. 

15.0 beds per 1,000 aged as recommended 
by the Inter-Departmental Committee on 
the Care of the Aged. 

Psycho-Geriatric Treatment 

(in separate Unit in a General or other 
Hospital). 

To provide suitable separate accommodation 
for disturbed elderly patients. 

2.5 beds per 1,000 aged Acute/Long-Stay 
(suggested minimum provision on 
experimental basis). 

Pay Hospital Treatment 

(in association with Acute Geriatric Unit) To provide assessment and treatment for 
elderly patients on a day basis thus 
obviating, where possible, admission to 
hospital. 

3 places per 1,000 aged (suggested 
minimum provision on experimental basis). 

1 Out-Patient Clinics 

(In association with Acute Geriatric Unit) To provide Out-Patient services designed 
to meet the special needs of elderly patients 

To be provided in association with each 
Acute Geriatric Unit. 

Welfare Care 

in Community Welfare Homes 
To provide for frail and infirm elderly 
persons who do not require continuous 
medical and nursing care. 

30 places per 1,000 aged (based on 

Scottish proposals) 

Total provision recommended per 1,000 aged population 52 beds (22 In-patient and 30 Welfare + 3 Day Hospital places 
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6. ACCOMODATION - STANDARS OF PROVISION 

6» 1. The Report of the Inter-Departmental Committee on 

the Care of the Aged states (paragraph 7. 20) :-

rtThere is no absolute standard as to the number 

beds required for the care of the elderly. 

The ratio of beds to population will vary from 

place to placet as it will be affected by factors 

such as the proportion of elderly people in the 

population, the financial resources of the elder] 

the extent to which services (including housing) 

developed in the community, the extent to which 

services in institutions are geared to reliability 

patients and to restore them to the community and 

the extent to which women go out to work and are 

thus not available for the care of elderly relati 

In addition, the number of beds in different type 

of hospitals and homes will be inter-dependent 

to a considerable extent and the number of beds 

required specifically for the elderly will be 

affected by the provisions made for the mentally 

and the mentally handicapped and for psycho-geria 

patients." 

Pending more research to determine the exact number 

and type of beds which should be provided for the aged the 

Committee suggested ratios which could be used as a guide 

subject to amendment when more knowledge is obtained. 

6. 2. In the schedule on the opposite page we have accep 

the ratios recommended by the Committee in relation to bed 

for general Acute and Long-stay Hospital treatment. 

6. 5. The Committee does not suggest ratios for Psycho-
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Geriatric and Day Hospital accommodation. The standard 

we recommend for those elements are regarded as a reasonable 

minimum on an experimental basis. 

6. 4. For welfare Care the Committee recommended a total 

of 20 beds per 1,000 aged but acknowledged that the actual 

number required would depend on a number of factors such as 

the provision ade for special housing and the level of 

community services generally. Our experience in the area 

of the eastern Health Board indicates that a much higher 

ratio would oe required to meet bona-fide applications for 

accommodation - more likely something similar to that 

recommended for Scotland in a Report of the Committee 

of the Royal College of Physicians of Edinburgh (2.5 per 

lf000 total population). We have based our suggestions for 

Welfare Bed numbers on a similar ratio, equating it to 30 

per lt000 aged in the community here.. 

6. 5. It can be argued that the Scottish ratio is not 

valid in our circumstances since less than 9% of the 

population of Dublin is aged 65 and over as against 

something in excess of l0% in Scotland (similar to our own 

national percentage). However the number of elegible 

persons now accommodated in long-stay hospitals and welfare 
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homes here and the con t inu ing r e q u e s t s for admission suppor ts 

the suggested r a t i o of 30 per 1,000 as a back-up to the number of 

long-s tay h o s p i t a l beds recommended. 

7 . A C C O M M O D A T I O N R E Q U I R E M E N T S 

7. 1. In surveys c a r r i e d out over the pas t year in the Board 's 

h o s p i t a l s and homes in Dublin c a t e r i n g for the e lde r ly i t was found 

t h a t out of a t o t a l of approx. 2.470 r e s i d e n t s aged 65 yea r s and 

over -

135 were regarded as medically f i t for d i scharge home, 

in most cases sub jec t to the provis ion of community 

suppor ts such as she l t e r ed housing, home nurs ing and 

some help ; 

335 were undergoing a c t i v e medical t reatment but were 

expected to be f i t for d ischarge within 6 months ; 

670 were c l a s s i f i e d as r e q u i r i n g Welfare Home Care 

i n d e f i n i t e l y and 

1,060 were c l a s s i f i e d as r e q u i r i n g h o s p i t a l care i n d e f i n i t e l y . 

This ind ica ted a basic need for about 2,000 Long-stay and 

Welfare beds to c a t e r for those already in the Board`s own h o s p i t a l s 

and homes in Dublin. To t h i s must be added the long-stay p a t i e n t s 

i n v o l u n t a r y h o s p i t a l s and the r e s i d e n t s of voluntary homes. I t i s 

ne t p o s s i b l e to a r r i v e at any firm f igure for th i s but i t is es t imated 

t ha t a fu r ther 2,000 are involved. A survey of e l de r l y p a t i e n t s 

in the 6 Voluntary Hosp i ta l s co -ope ra t ing in the Acc iden t Ambulance 

S e r v i c e some time ago would suggest that there is a to t a l of about 

500 long-stay aged in v o l u t a r y general hospi tal . In add i t ion i t is 

es t imated tha t the t o t a l e f f e c t i v e con t r i bu t i on by Voluntary Homes 

to the Dublin g e r i a t r i c s e rv i ce is approximately 1,500 beds (500 

Long-stay and 1,000 Welfare). 



GERIATRIC SERVICES ACCOMMODATIONS REQUIREMENTS - EASTERN HEATLH BOARD AREA 
Calculations based on opulation estimates and projestions 
for Census years 1971,1976 and1981 
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Thus the present overall effective long-stay and welfare 

provision for Dublin is estimated at approx. 4,000. In 

Kildare and Wicklow the corresponding fugures are estimated 

at 310 and 230 respectively. This must be kept in mind in 

planning our requirements, at least in the short-term. 

7. 2. The minimum numbers indicated as required in the 

schedule opposite and reflected in later paragraphs can be 

varied from time to time in light of experience, particularly 

the effect of -

(a) efforts to return to the community some of those now 

accommodated in long-stay wards and welfare units 

(b) developments in acute and rehabilitation hospital 

facilities and in community services aimed at maintaining 

the aged at home. 
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8. ROLE SUGGESTED FOR VARIOUS HQSPITALS.. 
AND HOMES 

8. 1. On the basis of accommodation requirements estimated as 

set out in paragraphs 6 and 7 we have considered how our needs 

might best be met, bearing in mind, in particular :-

(a) the importance of establishing Acute Geriatric Units in 

major general hospitals (together with a limited number of 

associated Day Hospitals on an experimental basis) ; 

(b) the consequent need to secure the co-operation of a 

number of voluntary hospitals : 

(c) the need to provide long-stay and welfare accommodation as 

back-up support for those Acute units as well as separate 

facilities for Psycho-Geriatric patients : 

(d) the fact that much of our existing long-stay and welfare 

accommodation is unsuitable and must be replaced and 

{e) the desirability of providing welfare accommodation in 

small community homes in the future. 

8. 2. In the schedules on the following pages we set out how 

various hospitals and homes might contribute to a comprehensive 

service for the area, the role each might play and the major 

changes involved for existing establishments concerned, Dublin, 

Kildare and Wicklow are dealt with on separate schedules. The 

total number of beds/places proposed for each element can be 

compared with the estimated requirements based on present 

population figures and projections for 1976 and 1981 which are 

also shown, 



GERIATRIC SjfltVICaS 
CITY AHD 
COUNTY 





GERIATRIC SERVICES MAJOR CHANGES SUGGESTS!) IN ROLE 
Dublin City and County OF VARIOUS HOSPITALS AND HOMES 

Hosp i t a l or Home Aged Pop. 
1972 Survey 

Proposed 
G e r i a t r i c 

Hosp i t a l or Home Aged Pop. 
1972 Survey 

Beds Day 
P laces 

S t . James`s 700 300 50 Hosp i ta l 3 (270 beds) to close. New bed Psycho-geriatric 
Unit to be provided. Accommodation also to be provided for other 
G r e r i a t r i c f a c i l i t i e s . ( 7 5 A c u t e : 2 0 0 L o n g - S t a y a n d 5 0 D a y H o s p ) 

S t . V incen t ' s 75 100 50 Accommodation to be provided for 50 Acute and 50 Long-Stay Beds 
as well as 50 Day Hospital places 

S t . C o l u m c i l l e ` s 75 30 - Ex i s t i ng accommoda t ion t o be des igned fo r 30 non -acu t e 
G e r i a t r i c cases . 

Clonskeagh -. 25 - P a r t of e x i s t i n g accommodat ion to be conver ted to provide for 
25 long s tay Geriatr ic patients 

S t . Mary's 395 290 - Welfare c h a l e t s to be demolished (168 beds) , Hospi ta l to provide  
for 90 Acute and 200 Long Stay Geriatric patients. 

James Connolly Memorial 180 150 50 Day Hosp i t a l (50 places) to be provided as well as accommodation 
fo r 150 beds fo r Geriatric patients. (55 Acute: 70 Long-Stay 
and 25 Psycho-Geriatric) 

M a t e r 100 25 - Acute Unit (25 beds) to be provided in existing hosp. pending 
replacement by new Nth. reg. Hospital 

Richmond 50 30 Acute Unit (30 beds) to be provided in Unit made available in 
St. Brendan's pending erection of new Nth. Reg. Hospital 

Proposed N t h . C i t y Regional - 130 50 G e r i a t r i c f a c i l i t i t i e s t o b e i n c o r p o r a t e d i n n e w h o s p . ( 5 5 A c u t e : 
50 Long Stay: 25 Psycho-Geriatric Day Hospital) 



S t . Brendan`s 

375 

145 Lower House (260) to be phased out . However it w i l l be necessary 
to r e t a i n 50 l ong - s t ay Ger. beds here (+ 25 Acute Psycho-Ger. in 
Unit 10) pending e r e c t i o n of new Nt. Ci ty Keg. Bosp. , Seventy 
long- s t ay Psycho-Ger i a t r i c beds to be r e t a i n e d in Unit 10, 

S t . I t a ' s 330 - -
To be phased out as a G e r i a t r i c f a c i l i t y . 

St. Loman`s . 
20 20 

- Part of e x i s t i n g accomodat ion to be used as sepa ra t e Psycho- 
G e r i a t r i c Uni t . 

Bru Chaoimhin 
160 - -

To be phased o u t . 

S t . Br ig id`s 175 - - To be phased c u t . 

St. Clare 
70 100 - Prov i s i on of l i f t w i l l enable the Home to be used to f u l l e s t 

e x t e n t (lOO Welfare beds) 

; Coombe Unit 25 40 - To o p e r a t e as a Commununity Welfare Home in a s s o c i a t i o n with Club. ; 

Additional 
Voluntary Beds 

1 

- 150 
-

Arrangements to be made with e.g. Linden or o the r Homes fo r 
m a i n t a i n a n c e of 150 R e h a b i l i t a t i o n and Long-s tay Ger. c a s e s . 

Additional 
Voluntary Beds 

1 

50 

-
Arrangements to be made with St. John of God Order for the 
p rov i s ion of a 50 bed Psycho-Ger i a t r i c Unit in e x i s t i n g 
premises ( e . g . S t i l l o r g a n o r K i l e r o n e y ) . 

Additional 
Voluntary Beds 

1 

50 

-
Arrangements to be made with St. John of God Order for the 
p rov i s ion of a 50 bed Psycho-Ger i a t r i c Unit in e x i s t i n g 
premises ( e . g . S t i l l o r g a n o r K i l e r o n e y ) . 

Additional 
Voluntary Beds 

1 

100 

-

Grants approved fo r a d d i t i o n a l Welfare beds (approx 100) to be 
provided by : -

L i t t l e S i s t e r s o f Poor , Raheny, 
I r i s h S i s t e r s of C h a r i t y , Donnybrook, 
S t , John Home of Res t , Merrion Road, 
M a r y f i e l d , Chapel izod. 

Genera l hosp i t a l s In a d d i t i o n to developing s e p t a t e G e r i a t r i c Se rv ices the Hospi ta 
r o u t i n e d i s c r e t e t rea tment fo r e l d e r l y p a t i e n t s i n t h e i r gene ra l wards. 
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GERIATRIC SERVICES COUNTY 
KILDARE 

Role suggested fo r va r ious 
Hosp i ta l s and Homes 

Note. 

County hospital Naas 

New Acute Unit (30 beds) and Day. Hosp, (20 p laces ) to be b u i l t . 

In a d d i t i o n to developing a Grerietric Serv ice the County Hosp i t a l would cont inue 
to p rov ide r o u t i n e t rea tment for e l de r l y p a t i e n t s in the gene ra l wards. 

St. Vincent`s Athy. 

Of the 310 beds there at present 10 are for Maternity cases and 34 are in 
accommodation scheduled for demolition. 

Proposed Welfare. Home (40 beds) 

Premises to be acquired or built in North of County. 
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GERIATRIC SERVICE COUNTY 

WICKLOW 

Role suggested for various 

Hospitals and Homes 

Note 
St. Columcille's Hospital. 

D i s t r i c t Hosp . Wicklow. 

D i s t r i c t Hosp. B a l t i n g l a s s . 

S t . Coleman's , Rathdrum 

Voluntary ..Welfare Homes. 

St. John of God Order. 

General medical and surgical treatment to be provided for 
Wicklow patients in St. Columcille's as heretofore. 

Of the 30 beds there, 15 to be designated as acute geriatric 
and the remaining 15 to be available for general use. 

Additional accommodation (30 beds) to be built. Of the 
proposed total of 74 beds, 10 to continue in use for 
Maternity cases, 50 to be designated as Geriatric (15 Acute, 
25 Long Stay and 10 Welfare) and 14 to oe available for 
general use. 

Old premises to be demolished. New Unit (86 beds) being 
built. St. Kevin's Unit to be renovated with a total of 
74 beds. 

Approx. 12 such homes ranging in size from 6 to 40 beds 
accommodate an estimated total of 160 persons. Many are 
from outside County-Wicklow and a number should be provided 
for in suitable housing in the community. Estimated net 
contribution to Geriatric Service is 50 beds (10 Long Stay 
Hosp. and 40 Welfare). 

Provision of 20 Psycho-Geriatric beds in e.g. Stillorgen or 
Kileroney to be negotiated with Order of St, John of God (in 
addition to the 50 required there for Dublin patients). 
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8. 33 It is not proposed, at this stage, that each 

hospital or existing welfare home should be assigned a 

separate catchment area for geriatric services. They should 

combine and co-operate in groups oriented to the acute units 

and serving, in particular, the community area with which the 

Geriatrician in charge is identified (see paragraph 3. 7.). 

SUGGESTED GROUPINGS 

(a) Northern Sector 

St. Mary`s, James Connolly Memorial, Mater, Richmond, 

St. Brendan`s, St* Loman`s, St. Clarets and, for the 

time being, St. Ita`s together with participating 

voluntary homes. 

As indicated, some of those facilities would be eventually 

replaced by a new North Dublin Regional Hospital• 

St. James`s Hospital and (pending their being phased out) 

St. Brigid`s and Bru Chaoimbin together with participating 

voluntary homes and services in County Kildare. 

(c) .South East Sector 
St. Vincent`s, St. Columcille`s, Clonskeagh, Coombe Unit, 

participating voluntary homes and services in County 

Wicklow 
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Our proposals fall short of the overall estimate of needs 

but are reasonably close in respect of the more important elements. 

In any event, the estimated needs and the individual proposals 

can be revised from time to time in light of developments 

and experience gained, 

The development of the Acute and Day Hospital facilities 

should result in a much more efficient use of hospital beds now 

devoted to the long term care of the aged in general hospitals 

and,in association with developments in the community service, 

a reduction in the number of persons seeking admission to long-stay 

end welfare accommodation, 

As already mentioned in paragraph 7. 1. the total number 

of long-stay hospital and welfare beds estimated to be contributing 

8. 4. The number of beds/places proposed for each element 

of service in the forgoing schedules may be summarised as 

follows and considered in the context of a ten year plan by 

reference to the 1981 estimated requirements listed in the 

final column hereunder :-

Estimated 
1981 

Elements Dublin Kildare Wicklow Total Needs 

Acute Hosp. 375 25 30 430 435 

Long-stay Hosp. 1,225 95 105 1,425 1,460 

Psycho-Geriatric 

Acute 75 5 5 85 80 

Long-stay 140 16 15 171 170 

Day Hosp. 200 20 - 220 290 

Welfare 2,400 195 220 2,815 2,915 

TOTALS : 4,415 356 375 5,146 5,350 
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effectively to the geriatric service in our area now is about 

4,500 (4,000 in Dublin ; 310 in Kildare ; 230 in Wicklow ; ) . 
« 

The total number of beds proposed for these categories as a 

target over the next ten years is 4,545 (l,460 + 170 + 2,915). 

Thus no great overall increase of such accommodation is proposed 

despite the anticipated increase of 14,000 in aged population 

between the years 1971 and 1981. 

8. 7. In short, the main developments envisaged with regard 

to the provision of additional hospital and welfare home 

facilities over the next 10 years may be listed as follows :-

(a) Acute Geriatric Units (including assessment facilities) in 

St. Vincent's, The Mater, The Richmond, in e.g. Linden 

and in Naas, Wicklow and Baltinglass in addition to those 

already in St. James's, St. Mary's and James Connolly 

Memorial Hospitals ; 

(b) Long-stay hospital accommodation in St. Vincent`s, St. 

Columcille's, Clonskeagh, James Connolly Memorial and 

later in a new North City Regional Hospital. 

(c) Psycho-Geriatric Units in St. James's, James Connolly 

Memorial, St. Brendan`s, St. Loman's and St.* John of God 

Hospitals, Stillorgan and Kilcroney ; 

(d) Day Hospitals in St. Vincent's, James Connolly Memorial(and 

eventually in the new North City Regional Hospital) in 

addition to that in St. James's Hospital ; 

(e) Phasing Out of use of 1,363 beds in unsuitable accommodation 

(paragraph 1. 7.) in the older large hospitals and homes ; 

(f) Provision of approx. 120 new Welfare beds each year in 

community Welfare Homes throughout the area or through the 
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agency of voluntary organisations with the help of grants. 

(g) Arrangements with private Nursing Home3. Convalescent 

Homes and other such establishments for the maintenance 

of geriatric patients. 

8. 8. Although it is envisaged that the suggested complement of 

geriatric beds in most of the hospitals concerned could be provided 

in existing premises without undue difficulty,it is clear that 

problems might arise in some of the hospitals. While we would 

hope thiat these difficulties could be overcome we have 

provisionally included for the building of new accommodation 

in such cases in the schedule of Capital works in the following 

paragraph. 
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9. CAPITAL AND OTHER COSTS INVOLVED  

9. 1. In the foregoing paragraphs of this report I have 

endeavoured to outline the major problems to be tackled 

in providing a satisfactory geriatric service and have 

suggested,in particular,what might be done in the area 

of hospital and welfare heme development. 

9. 2. The estimated capital cost of the various projects, 

particularly new welfare homes and additional facilities in 

voluntary hospitals, amounts to a formidable total. For 

this reason and having regard to the considerations set out 

in para. 4. 12. a ten year programme is suggested. 

9. 3. The implications of such a programme for capital 

budgeting over the next 10 years may be seen from the 

schedule on the following pages. The figures shown are 

estimates of gross costs and are intended to give an overall 

picture of what is involved. 

They do not take into account :-

(a) any income which might be expected from the disposal of 

at least some of the premises scheduled for phasing out 

and eventual closure (e.g. St. Brigid's and Bru Chaoimhin) ; 

vb) where the funds will come from. In some of the projects 

(e.g. extension to existing Board's premises and building 

of new Welfare Homes) substantial grants should be 
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forthcoming from central funds. It is reasonable to 

expect that any capital building projects in voluntary 

hospitals would also rank for the usual grants from 

that source. 

(c) all the costs of maintaining and improving existing 

hospitals and homes that may arise during the period. 

(Major works now being carried out or planned are 

included}• In this connection it must be borne in 

mind that we will have to maintain reasonable standards of 

comfort and safety in the homes and departments scheduled 

for closure until they are actually vacated. 

9. 4. The time scheduled is, of course,subject to sufficient 

funds being made available each year to meet the cost of the 

proposed works. Should it be decided to accelerate the programme 

more funds would be required at an earlier stage. Similarly 

any shortfall in funds must result in deferment of some of the 

projects. 

9. 5. Further detailed examination will be required, in light of 

decisions in principle on the recommendations now made and outcome 

of negotiations with the voluntary hospitals and homes concerned, to 

determine the revenue budget and staffing implications of the various 

proposals. 



AREA FACILITY 
1973/74 1974/75 

£ 

1975/76 

£ 

1976/77 

£ 

1977/78 

£ 

!5 Years 
1978/79 tc 

!1982/83 
£ 

TOTALS 

£ 

DUBLIN CITY & COUNTY S t . J ames Hosp i t a l 
New Psycho-Ger ia t r i c Unit (25 Beds) 
to be b u i l t 

100,000 100,000 DUBLIN CITY & COUNTY 

St. V i n c e n t ' s Hosp i t a l 

50 Acute Beds 

50 Day Hosp i t a l P l a c e s 

50 Long-stay beds 

200,000 

100,000 

200,000 

200,000 

100,000 

200,000 

DUBLIN CITY & COUNTY 

James Connolly Memorial Hospital 
Uni t s (2) to be converted (70Acute 

Beds) 
New Day Hosp i t a l (50 P l a c e s ) 

30,000 
100,000 

30,000 
100,000 

DUBLIN CITY & COUNTY 

Proposed North Ci ty Hosp i t a l 
Regional Hosp i t a l to i nc lude 
accommodation fo r 160 Geriatr ics 
p a t i e n t s ( i n c l . 50 p l ace Day Hosp.) 

620,000 620,000 

DUBLIN CITY & COUNTY 

Clonskeagh Hosp i t a l 
Conversion of e x i s t i n g u n i t f o r use 
as accommodation for 25 l o n g - s t a y 
G e r i a t r i c p a t i e n t s 

10,000 10,000 

DUBLIN CITY & COUNTY 

Coombe Unit 
Conversion of e x i s t i n g accommodation 

for 15 e x t r a Welfare beds 20,000 20,000 

DUBLIN CITY & COUNTY 

To ta l s c / f 40,000 320,000 100,000 100,000 820,000 l , 380 ,000 

http://Cooia.be
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GWRIATRIC SERVICE CAPITAL WORKS 
Estimated cos t of Major Projec t s  
proposed for period from 1973/74 to 
1932/83 (Based on 1973 Costs) 

1974/75 1975/ 
AREA FACILITY 

1973/74 

£ 

1974/75 

£ 

t 

1975/76 

£ 

1976/77 

£ 

1977/78 

£ 

5 Years 
1978/79 td 
1982/63 

£ 

TOTALS 

£ 

DUBLIN CITY & COUNTY 

Total b/f 40,000 320,000 100,000 100,000 mm S20,000 1,360,000 

DUBLIN CITY & COUNTY Bru Chaoimbin 
I n s t a l l a t i o n o f l i f t e t c , 
( w i l l increase number of usable 
beds by 30) 

20,000 20,000 
DUBLIN CITY & COUNTY 

St . Br ig id ` s 
Maintenance projects i n c l . Gable 
Repairs, Sewage System 
improvements e t c . 

20,000 20,000 

DUBLIN CITY & COUNTY 

St . Clare`s 
I n s t a l l a t i o n o f l i f t e t c . 
(Enabling use of 10 extra beds) 

10,000 10,0C0 

I 

DUBLIN CITY & COUNTY 

Proposed 40 Bed Welfare Homes 
At S t . C lare ' s , Glasnevin 
At Clonskeagh 

100,000 
100,000 

100,000 
100,000 

DUBLIN CITY & COUNTY 

Community welfare Homes 
3 per year from 1974/75 300,000 300,000 300,000 300,000 1,500,000 2,700,000 

DUBLIN CITY & COUNTY 

Total c / f 290,000 620,000 400,000 400,000 300,000 2,320,000 4,330,000 



AREA FACILITY 
1973/74 

£ 

1974/75 

£ 

1975/76 

£ 

1976/77 

£ 

1977/78 

£ 

5 Years 
1978/79 to 
1982/83 

£ 

TOTAL 

£ 

DUBLIN CITY & COUNTY 

Tota l s b / f 290,000 620,000 

i 

400,000 400,000 300,coo 2,320,000 4,330,000 

DUBLIN CITY & COUNTY 

Proposed Grants to Voluntary 
Organisation for additional accommodation 

DUBLIN CITY & COUNTY 

Home for Aged 
Little Sisters of the Poor, Raheny 
(50 beds being made a v a i l a b l e ) 

21,000 21,000 21,500 63,500 

DUBLIN CITY & COUNTY 

Home for Aged 
I r i s h S i s t e r s of Charity Donnybrook 
( 4 0 b e d Unit to be b u i l t ) 

50,000 50,000 

DUBLIN CITY & COUNTY 

S t . John Home of Rest , Merrion Road 
(19 a d d i t i o n a l beds to be provided) 

8,000 8,000 

DUBLIN CITY & COUNTY 

M a r y f i e l d . Cbapelizod. 
(29 beds to be made a v a i l a b l e ) 36,000 36,000 

DUBLIN CITY & COUNTY 

Order of S t . John of God 
Contingency prov is ion re c o s t of 
extending e x i s t i n g premises a t e . g . 
S t i l l o r g a n o r K i l c roney to 
accommodate 70 Psycho-Ger ia t r i c 
p a t i e n t s (50 Dub l in & 20 Wicklow) 

50.000 50,000 100,000 

DUBLIN CITY & COUNTY 

TOTALS : Dublin City & County c / f 405,000 691,000 471,500 400,000 300,coo 2,320,000 4,587,5C0 



GERIATRIC SERYICE 

AREA FACILITY 1973/74 

£ 

1974/75 

£ 

1975/76 

£ 

1976/77 

£ 

1977/78 

£ 

5 Years 
1978/79 to 
1982/83 

TOTAL 

£ 

KILDARE COUNTY 

Dublin t o t a l s b / f 405,000 691,000 .471.500 400,000 200,000 2,320,000 4,587,500 

KILDARE COUNTY 
County Hosp i t a l . Naas 
New 30 bed Acute Unit to be b u i l t . 
Day H o s p i t a l , (20 Bed) to be b u i l t . 

S t . Vincent`s Athy. 
New s t a f f accommodation. 
Demolition and r e c o n s t r u c t i o n p r o j e c t s . 

New Welfare, Home 
40 bed Unit to be provided 
in Worth Ki lda re 

100,000 

120,000 
40,000 

150,000 

100,000 

120,000 
40,000 

250,000 

100,000 

WICKLOW COUNTY 
District Hospital, Baltinglass 
New 30 Bed Unit 
S t . Coleman's . Rathdrum 
New 86 -Bed Unit being b u i l t 
S t . Kev in ' s to be renovated. 

New Welfare Home, Bray 
40 bed Unit being b u i l t . 

New Welfare Home, Arklow 
40 bed Unit to" be b u i l t 

90,000 

300, 000 

100,000 

100,000 

100,000 

90,000 

400,000 

100,000 

100,000 

WICKLOW COUNTY 

TOTALS : 995,000 1,201,000 571,500 400,000 300,000 2,320,000 5,787,500 


