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Report No.14/1980 - CARE OF THE AGED REPORT -

Summary of Main Points 

1. Primary aim is to enable old persons to live at home as long as possible,  

2. Provide 30 bed geriatric/assessment/rehabilitation unit at Mater Hospital. 

3. Provide 100 bed geriatric assessment/rehabilitation and long stay unit at 
Naas and in the meantime try to find extra long stay beds for Area B. 

4. Develop geriatric unit at St. Columcille's and immediately provide 25-30 bed 
assessment/rehabilitation unit there. 

5. Provide 30 bed assessment/rehabilitation unit at St. Michael's Hospital. 

6. Seek rehabilitation beds for Area C in voluntary hospitals. 

7. Provide full back-up staff to each consultant geriatrician. 

8. Increase Board's contribution towards maintenance costs in private nursing homes. 

9. Plan early provision 50 extended care beds at Blessington and 100 at St. Clare's 

10. Abandoned older hospitals would in general be unsuitable for conversion to care 
of the elderly. 

11. Special examination of nursing complements and recruitment process in relation 
to centres for care of the aged. 

12. Immediate introduction of geriatric training in nurse-training curriculum and 
introduction of post-graduate nurse training,, 

13. Nurse/patient ratio in extended care units for elderly should be 1/1.25 

14. Provide three 40 bed welfare homes per year over next five years. 

15. Form joint committee with each housing authority to work out a review respective 
contributions to meeting housing needs of the elderly. 

16. Special efforts to foster housing schemes for elderly by voluntary agencies. 

17. Improvement grants for houses to be increased and made more easily available for 
elderly. 

18. Increased funds for housing of elderly should be by way of special allocation and 
not at the expense of ordinary housing allocation,, 

19. Immediate provision of two "Day Hospitals" with adequate staff and transport service 

20. Proceed urgently with arrangements to encourage development of Day Centres & Clubs 
for the elderly throughout the Board's area, with adequate transport. 

21. Increase numbers of meals provided for elderly. 

22. Encourage development of home help service. 

23. Review arrangements for Old Age Pension Scheme to allow elderly people up to £50 
per week, so that they can make their own arrangements for home help. 

24. Appoint extra medical officers to each Community Care Team, provide extra public 
health nurses, social workers, physiotherapists and occupational therapists. 

25. Provide for boarding out of elderly persons with private families. 

26. Simplify free fuel scheme and increase value of voucher to £5 per week and 
maintain it at that level of value. 

27. Survey the conditions of the aged population to establish the full span of need; 
provide sufficient resources for the survey. 

28. An integrated system be set up, operating at national and local levels, to be 
responsible for all aspects of care of the aged; a special programme to be 
formed for the purpose within the Board's administrative system. 

29. Intensive campaign of public education by Health Education Board. 



Report No.14/1980 CARE OP THE AGED 

For the purpose of delivering care to old people, that is, those 

65 years of age and over, the Board's area is at present divided thus: 

Area A Area B Area C 

Dublin North City Dublin South West Dun Laoghaire, Wicklow 

and North County and Kildare and Dublin South East 

Demographic studies point to the definite expectation of a progressive 

increase in the number of people aged 65 years and over until the year 1990 

or thereabouts, after which there might be a period of decline in numbers 

before the increase would be resumed. The following distribution of the 

over 65 years age group over the three areas is derived from detailed break

down by wards and parishes, of data of the 1971 census of population, 

Correspondingly detailed data from the 1979 census will not be available 

until later this year. 

Area A Area B Area C Total 

1981 33232 28862 36314 98410 

1986 35559 30884 38857 1053OO 

1991 37924 32936 41440 112300 

The Board's area has a relatively high percentage of widowed old people 

(there are substantial variations within the Board's area). 

The Committee notes that the distribution of population as shown, 

particularly between Areas B and C, is tentative because, at the present stage 

of development, people tend to move towards the hospital of their own choice 

for service; it appears likely that Area B serves a higher proportion of the 

population than the figures here show. The matter which is essentially an 

administrative matter, is being further examined; any adjustment would not, 

of course affect the overall position in the Board's area. 

The main policy document relating to the matter in this country is the 

report of the Working Party on the Care of the Aged 1968. The guidelines set 

by it are still, in general, accepted subject to some revisions suggested by 

later experience here and elsewhere. The Board itself adopted, in 1973, 

comprehensive proposals for development of geriatric services in its area. 
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The task now is to review the position in order to hasten the setting up of 

as complete a range of services as possible for elderly people in the numbers 

that exist in our community, geared to the range of their foreseeable needs, 

adequate to serve existing numbers and adaptable to meet changes in need. The 

service would range from minor occasional support at home, through community 

services, welfare homes, general hospital treatment to long-stay accommodation 

for the very infirm and bedfast. An important aim of the scheme would be to 

ensure that elderly people admitted to a general hospital for ordinary care, 

should not have to be left there a day longer than their medical or surgical 

treatment required. 

Indeed,the Committee would at the outset wish to stress that the primary 

and over-riding aim of policy in regard to each old person should be to enable 

him to remain living at home, or near to his home, for as long as he wishes and 

is able to do so. In developing and supplying services to support the elderly 

(and it is rot possible to prescribe the mix of services that would be best for 

every place all the time) that object should be kept unwaveringly in view. 

Debate about shortcomings in institutional provision and the costs of making 

then good, tends to obscure it. 

The Committee sees service for old people as falling into two 

categories, (a) where the old person is moved from his ordinary living 

environment to receive service, (b) where be receives the service whilst 

remaining based in his home e.g., by visits by doctors, nurses etc. or 

attendance at day hospitals. The former are regarded as institutional type 

services, the latter as domiciliary - community services. 

The Committee accepts that the key to an efficient service for old 

people is the geriatric Assessment/Rehabilitation Unit. This has been 

defined for the Committee as "an area in a general hospital which can offer 

total investigative, consultative and therapeutic facilities for patients 

aged 65 years and over; the minimum recommended is a 25 bed unit which 

should be under the control of a consultant geriatrician." If it is not 

possible to maintain it as an integrated Unit, the rehabilitation element 

must be capable of being operated as part of the Assessment Unit and under 

the control of the same consultant geriatrician and his staff. 
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Whereas the 1968 report indicated that these units should be planned 

on the basis of 4.5 beds per 1,000 of the population over 65 years of age, 

of which 20% - 25% would be required for diagnosis assessment and intensive 

treatment and the remainder for rehabilitation, this Committee is advised by 

the consultant geriatricians that experience in this country indicates that 

provision should be on the basis 2.5 medical assessment beds and 3.0 

rehabilitation beds, making in all 5.5 beds per 1,000 of the population over 

65. The Committee recommends accordingly. 

On that basis, related to population data set out above, this Board's 

area would need beds as follows :-

Geriatric Assessment Beds 

Now 246 beds 

1986 263 beds 

1991 280 beds 

Rehabilitation Beds 

Now 295 beds 

1986 315 beds 

1991 336 beds 

These figures will probably be adjusted upwards somewhat when further data 

from the 1979 census is available. 

Geriatric Assessment/Rehabilitation beds (including 30 beds in the St. 

Mary's Hospital geriatric care complex which do not properly fall into the 

category and which are described as "admission beds") are distributed over 

Areas A,B and C as shown in Table I attached. 

The geriatric assessment/rehabilitation needs of each of the Areas A, 

B and C, according to the over 65 age group distribution now, in 1986 and in 

1991 are shown in Table II. 

From these it can be seen that there is at once an overall deficiency 

of 209 geriatric assessment/rehabilitation beds, even including as currently 

available the 30 "admission" beds in St. Mary's, on the assumption that they 

contribute to relief of present pressure for beds. 

The deficiency is least in Area A, where however the 30 "admission" 

beds render the picture more favourable than in fact it is and where, despite 

that, there is a clear need for immediate increase of 25 assessment beds. 

Area B is worse off, there being an immediate need for 12 assessment 

beds (on the assumption that none of the existing ones need to be replaced) 
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Area C is in immediate need of 63 assessment beds and 109 rehabilitation 

beds. 

The following is the range of possible provision of assessment/rehabilitation 

beds referred to in earlier reports. 

Area A Area B Area C 

Mater 30 beds Naas 30 beds St. Columcille's 30 beds 

Beaumont 30 beds Tallaght 30 beds St. Michael's 30 beds 

Development of a 30 bed unit at the planned Beaumont Hospital would merely 

represent the absorption of the existing 30 beds at St„ Laurance's Hospital, 

enumerated above. 

Provision of a 30 bed geriatric assessment/rehabilitation unit at the 

Mater Hospital would make good Area A's immediate deficiency in such beds and 

the committee recommends that this be put in hands at once and pursued without 

let up. 

The position in Area B is serious and calls for immediate provision of 

12 assessment and 50 rehabilitation beds. This indicates the pressing need 

to proceed with all possible speed with the Board's proposal for a 100 bed 

geriatric/assessment/rehabilitation and long-stay unit at Naas. In the mean

time, the Board should seek intensively within its present resources for means 

to provide some further outlet beds for the Area service. The Committee 

recommends that these matters be put in hand at once and pursued intensively., 

The position regarding development at Tallaght is as yet too 

undefined to be taken in account-

Area C at present s u f f e r s a shortage of 63 geriatric assessment beds 

and 109 rehabilitation beds. 

This indicates a very serious deficiency and an urgent need of 

drastic action. Development of a geriatric unit at S t . Columcille's must-

be accelerated and immediate steps taken to provide a 25 - 30 bed assessment/ 

rehabilitation unit there. Consideration of the 30 bed assessment/ 

rehabilitation unit at St. Michael's should now be brought forward and the 

project proceeded with at the earliest possible date. Pending development 

of proposals for provision of another 40 - 50 rehabilitation beds to serve 

the area, the Board and the Department should use their joint influence to 

secure provision of up to 40 beds within existing voluntary hospital resources. 
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The Committee brings to notice the fact that the Department of Health decides 

on the distribution of payment to voluntary hospitals for Health Act services* 

This should properly be a function of the Board (perhaps in consultation with 

the Department of Health) which would thus be enabled to have economic pressure 

brought to bear on voluntary hospitals to adapt the service they provide 

according to the full range of the community's needs including the specific 

needs of the aged. The Board could then from time to time divert funds from 

the strictly limited amount available, to hospitals willing to provide 

assessment/rehabilitation and long-stay places for the elderly. The Committee 

recommend that these matters be put in hands at once and pursued without let up, 

The institutional service-voluntary hospitals and Board hospitals should be 

brought to function as a unified system. In the current phase the general 

hospitals would carry a duty towards the non-general institutions, for example, 

skilled medical, para-medical and nursing support, by rotation if necessary, 

development of geriatric assessment in all general hospitals etc. The non-general 

hospitals would in turn, be enabled to contribute to pre-and post-acute and non-

acute accommodationo The mutual responsibilities of institutional and community 

arms of health service also need to be recognised and dovetailed, 

As the capital cost of providing a new bed will vary according to the 

location of the unit, it is not possible at this stage to estimate a uniform cost. 

At £20,000 per bed, the capital costs of providing 259 beds would be £5,180,000. 

It is evident that very substantial capital provision over a short period will 

be required which would rate priority position in the Board's overall capital 

programme. 

The Committee has already indicated that it accepts that the geriatric 

assessment/rehabilitation unit is the key to an efficient service for old 

people and the concept of the unit, of course, includes the staff. The 

Committee accepts that all old people should be assessed before admission to 

any form of institutional service and indeed whilst they are still in the 

community, at day hospitals etc. The Committee accepts that the consultant 

geriatrician would be considerably involved, both directly and through his 

staff, in all aspects of service for old people, as for example in consultation 

with Directors of Community Care in formulating policy and structures of 
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service, or as consultant to the general medical practitioner who would 

have clinical responsibility for domiciliary care of the individual old 

person. 

At present there are five consultant geriatricians in the Board's 

area two of whom are based at James Connolly Memorial Hospital/ St. 

Laurence 's /St. Mary's (Area A) two at St. James's Hospital (Area B) and one 

at St. Vincent's Hospital (Area C), with corresponding geriatric assessment/ 

rehabilitation units, four in all. It is estimated that ten consultant 

geriatricians would be needed when full facilities are available to meet the 

needs of the Board and, deployed, three in Area A, four Area B and three 

Area C. The Committee is strongly advised and accepts that each further 

consultant geriatrician appointment should be made only where an assessment/ 

rehabilitation exists for him or there is a realistic prospect of one 

becoming quickly available. 

Each consultant geriatrician having an assessment unit of 30 beds 

should have a back-up team as follows;-

A Senior Registrar or Registrar 
2 House Officers 
2 Physiotherapists ) on rotation 
2 Occupational Therapists ) through various 
2 Medical Social Workers ) departments of hospital 
1 (part-time) Speech Therapist 

24 Nursing and other staff 

Special attention should be paid to management and rotation of nursing 

staff. 

The rate at which such complements would be recruited would depend on 

the rate at which unit and other facilities, would be provided. A complete 

team as above, including consultant would cost at present pay rate (Feb.1980) 

£170,000 per annum. Annual non-pay running costs per assessment/rehabilitation 

unit would be about £ 85,000 per annum. 

Extended Care Hospital type beds 

This category of institutional care should be available for patients 

who may need continuous medical or nursing care but not at the level provided 

in the acute unit of general hospital, or who are bed-fast or incontinent or 

have only severely limited mobility. 

The 1968 Inter-departmental Committee recommended provision of such 
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extended care beds at approminately 15 beds per 1,000 of the population 

aged 65 years or over. 

Experience since 1968 here and in other similar communities indicates 

that up to 20 beds per 1,000 of the population would be needed. On that 

basis the needs of the Board's area now and for years 1986 and 1991, would 

be as follows, distributed over the three areas:-

On a general view of the present position, beds for this type of case 

are available as follows in institutions of the Board and in institutions 

run by religious and other charitable organisations and in private nursing 

homes:-
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Whilst these data superficially suggest that beds needed and beds 

available are in balance overall, the true position as known to people 

working in the field is otherwise. Much of the accommodation in the 

Board's own institutions is near the end of its useful life or is in use 

for purposes for which it is not quite fitted. In the case of Bru Chaoimhin, 

for example, the Committee noted that whilst the standard of care there was 

excellent, despite persistent staff shortage that was proving difficult to 

overcome, and the decor and amenities of a high standard, the institution 

is not suitable for extended care of the elderly, although it is being put 

to excellent use. The Committee noted also that with the normal process of 

aging, the nature of the need served there has been gradually changing from 

welfare to extended care and that that conversion would in the short term 

a f f e c t the estimate of new welfare beds needed elsewhere. 

The resources of institutions not owned by the Board are not devoted 

exclusively to service of those over 65 years of age nor is every case that 

is accommodated in these, necessarily in need of the kind of accommodation 

provided. Earlier in this report the Committee's view has been stated that 

all old people should be assessed for admission to any form of institutional 

s e r v i c e and it should be a feature of Board policy in regard to care of the 

aged to encourage the managers of every class of home to avail of the 

assessment service in the long term interests of each patient. 

The extent of our reliance on commercially operated private nursing 

homes is unsatisfactory particularly in respect of long-stay cases requiring 

nursing care. Also such homes probably do not constitute stable bed stock 

being liable to conversion to other purposes, many of them apply their own rules 

as to admissions and the distribution of places would not be satisfactory for 

family and friends to maintain contact with elderly patients. 

The Board's policy of contributing towards the cost of maintaining elderly 

patients in homes not under its own control was developed originally to meet 

the case of the patient who did not wish to accept a place in a Board home and 

who himself, or whose family, was willing to pay part of the cost in the extern 

home. The arrangement had the advantage of allowing choice to patients whilst 

at the same time reducing the pressure for places in the Board's own homes. 

The Committee considers that the Board should be in a position to allow 

to elderly patients needing extended care, a genuine choice between a place in 

a recognised and properly fitted out institution for their care and admission 
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to a private nursing home and that that should be taken into account in 

determining extended care places needed, 

The Committee also considers that the limitations on the amount the 

Board may contribute by way of subvention towards maintenance costs in 

private nursing homes is too low having regard to the rapid increase in 

maintenance charges and recommends that the Board be allowed to contribute 

up to £50 per week at present and that the amount of contribution be reviewed 

every six months in line with cost of living changes. 

Taking into account the need to replace places in St. Brigid's (90) 

Bru Chaoimhin (97) and Wicklow (25), to reduce reliance on private homes and 

to provide for increasing needs over the next 7 - 1 2 years the Committee 

estimate that up to 500 new places are needed immediately. 

Developments at Simpsons Hospital, Dundrum will yield 30 extra places 

very soon and further conversion at Vergemount a further 50 places. 

Appropriation (if medically agreed) of a unit at Cherry Orchard to long-stay 

accommodation for the elderly would give another 25 places. It is expected 

that 30 places will become available at Leopardstown very soon. 

The Board has proposals for a 70 bed unit at Naas largely to replace 

50 beds to be lost at St. Vincent's Hospital, Athy, but which would also 

achieve better distribution of places in Co. Kildare and a new unit at St. 

Columcille?s Hospital whose size will depend on the amount of ground available^ 
after the 200 place mental handicap unit is provided for. 

Progress on these would be dependant on capital monies being made available by 

the Department of Health. The Committee recommends that the projects be given 

a high priority amongst capital projects and the Department of Health pressed 

to authorise them to go ahead. 

The Committee also recommends that projects be developed and included in 

the list of capital developments for 50 extenuea care beds at Baltinglass and 

100 at St. Clare's. 

The projects at Naas, St., Columcille's, Baltinglass and St. Clare's 

should be scheduled for completion by a very early date not later than 1983. 

This would produce 190 beds net at a capital cost that may conservatively be 

estimated at £2,000,000. In addition Simpsons Hospital, Vergemount, Cherry 

Orchard and Leopardstown yield a further 134 beds, totalling 324 beds. 

Staffing costs would be approximately £3,500 per place and non-pay running 

costs £i,000 per annum. A substantial portion of both pay and non-pay costs would 
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be in replacement of expenditure on replaced units and current expenditure 

by way of payment to commercial nursing homes would also be offset. 

Other possibilities of acquiring beds for extended care should be 

pursued. The Committee would stress that certain of the older city hospitals 

would be unsuitable for conversion to extended care of the elderly and should 

not be accepted for the purpose should the question arise 

The Committee took note of the now persistent difficulty in recruiting 

nurses to work in the Board's extended care institutions. Various reasons 

are offered to explain it. The cause is probably a mixture of social, 

economic and work-related factors. The Committee recommends that a special 

examination of the matter be urgently begun, in consultation with the Department 

of Health and Bord Altranais if necessary, to review nursing staff complements 

and to ascertain what steps may be necessary to improve recruitment. The 

problem raises a grave threat to the development and even the maintenance of 

the Board's service to the elderly. The Committee stresses too that immediate 

steps can and should be taken to effect training in geriatric care as an essential 

part of the formation of every nurse. It is understood that this is now 

required under E.E.C. law and that Bord Altranais accordingly require it. The 

Committee consider that such training can contribute greatly to enhance the 

quality of service for old people. 

The Committee consider also that post-graduate training in geriatric 

nursing should be made available. 

The Committee is advised and accepts that the nursing/patient ratio 

in extended care units for the elderly should be on the basis 1/1.25. 

Employment on that scale would increase the pay costs of the Board operations,, 

Welfare Homes 

The 1968 Inter-departmental Committee recommended the establishment of 

welfare homes as substitutes for normal homes to enter for elderly people who, 

whether long-term or short-term, by reason of frailty, non-pcute terminal 

illness, convalescence, break-down in domestic arrangements or other such 

events, need accommodation with somewhat more support than could be got to them in 

their own homes. That Committee recommended provision of such places on the 

basis 20 per 1,000 of the population 65 years and over. On that basis, the 

needs of the Board's area now and in 1986 and 1991 would be:-
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Again, as in the case of the extended care accommodation, on a rather 

sweeping view of the matter, places are available as follows either under the 

Board's control or that of extern hospitals or religious/charitable bodies. 

Welfare Places 

Thus taking into account only the Board's own welfare places, the position would 

be at present: 
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Area A Area B Area C Overall 

524 short 300 short 646 short 1470 short 

Talcing into account the supposed availability for our purposes of places in 

extern institutions the position becomes:-

34 over 92 short 100 short 158 short 

There is also a large number of places (400 approx.) in privately run nursing 

homes, but as the Board has no say in regard to admission and the service 

given in many cases approximates to guest house accommodation it would not be 

appropriate to take account of them here. This is to some extent true also 

of some of the service given in religious and charitable homes-

Overall, and in respect of each of the Areas for care of old people 

the most strongly pressed submission to the Committee related to the pressing 

need for back-up places, and to demand for acute treatment and assessment that 

could not be net because of clogging of beds in hospitals due to relief beds 

not being available. The Committee is satisfied that a crisis of the utmost 

gravity could develop which requires urgent action to obviate. 

Taking into account the need to replace some of the Board's accommodation 

and the increasing needs over the next 7 - 1 2 years, provision should be made, 

as set out in the Community Care Programme proposals following* to build at 

least three 40 bed welfare homes per year over the next fire years at capital 

cost £400,000 each and annual running cost £80,000 per annum, 

The matter of making proposals for the psycho-geriatric patient load is 

in the hands of the Ad-hoc Committee on the Psychiatric Service. 

Sheltered Housing 

As already mentioned the task is to set up a system that will make 

available a range of supports for elderly people in the numbers that exist in 

our community, from minor or occasional support in their own homes, through 

day-care, general hospital treatment to extended care homes, as needed from 

time to time. The 1968 Inter-departmental Committee gave considerable attention 

to the housing of old people, an aspect of which is the idea of sheltered housing 

i.e. housing of each person or family unit in a separate and independent dwelling 

or flatlet, with some common facilities such as dining and recreation rooms, 

storage space and laundry facilities. That Committee saw such housing as 

particularly useful for elderly persons who need a little supervision and help 

and who may have some difficulties in ordinary dwellings. That Committee 

recommended that housing authorities should make provision for sheltered housing. 
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In fact, in the Dublin area the housing authorities have provided sheltered 

housing of the order 2,300 units, mainly under the supervision of wardens and 

they pursue a policy of making provision for special housing for elderly persons 

in all new housing development. This provision may simply amount to reserving 

space to meet a demand anticipated but not yet developed in a particular 

neighbourhood. Similar policies are pursued in Wicklow and Kildare. 

This Health Board Committee considered at length the matter of housing 

of -old people. It concluded that some variety in types of sheltered housing 

might be considered to cater for the range of need suitable for housing. 

The Committee identified the essential difference between accommodation in 

a welfare home and sheltered housing to be that the former would be a form of 

care given by the Board, with its concomitant responsibilities, whereas in the 

latter the resident retained full responsibility for himself. The Committee 

recommend that the mix of welfare and sheltered housing accommodation to be 

provided over the long term, be studied at once with the housing 

authorities, without prejudice to the early stages of the projected programme 

to build welfare hones, for which there is in all areas a pressing current 

need. To this end the Committee recommends that a joint committee should be 

set up with each housing authority to work out and keep under review the 

respective contributions to meeting the needs of the elderly. 

The Health Board Committee also considered housing schemes for the 

elderly provided by voluntary a g e n c i e s and it recommends that special efforts 

be made to f o s t e r further such development based on parishes or groups of 

parishes through voluntary local committees for care of the aged. Effective 

means of doing so should be developed, in co-opetation with existing agencies 

or new ones if necessnrv. The Directors of Community Care could probably 

have a useful role in this work. The Committee recommend also that there 

should be available a draft outline scheme (including particulars of 

financial assistance available by way of loans, grants and subsidies from 

public funds) to assist well disposed people to embark on such work, which 

should o f f e r an attractive way into voluntary caring for people of drive, 

acumen and expertise. This would be primarily a matter for the housing authori-

ties through the joint committer's mentioned above. 
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This Committee also considered availability of grants for improvement 

of houses occupied by elderly people and concluded that they were not 

sufficiently readily available nor sufficient in amount to be of great 

assistance. The Committee recognise that the application of such grants 

should be carefully monitored to avoid expenditure that serves purposes other 

than worthwhile enhancement of the life of the disabled person. This Committee 

recommends that disability by reason of age soley be recognised as a condition 

qualifying for improvement grant and secondly that grants be raised to a level 

up to 100% in appropriate cases that would fully meet the needs of approved 

cases. 

This Committee stresses that funds allocated to housing of the elderly, 

whether by way of loans, grants or subsidy, should come by way of special 

extra allocation and not at the expense of the ordinary allocation of money 

for housing. 

Day Hospitals 

The Committee is advised and accepts the Day Hospital has an important 

part to play in the assessment and in the post-acute care of the elderly and 

can help to mitigate, in the short term, the consequences of lack of outlet 

beds. There are at present two in operation in the Board's area, one in St. 

James's Hospital, the other more recently established in St. Mary's Hospital. 

The management of a Day Hospital accommodates itself to the particular 

needs of the area served, so that their operations may not be, in present 

circumstances, directly comparable. This Committee recommends the 

institution of two Day Hospitals as a matter of urgency one to serve the 

south-eastern and one the south western sectors of the Board's area. The 

capital cost of a D?y Hospital would be about £300 per square metre, if it 

had to be built, say about £100,000. Staffing would cost about £45,000 per 

annum and non-pay cost about £15,000 per annum, 

The Committee stresses that an efficient transport service would be 

indispensible to the operation of a Day Hospital. A voluntary service would 

be acceptable if entirely reliable but official s e r v i c e should always be 

available. The cost of offocial service would be about £l6,000 per annum. 
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Day Centres and Clubs for old people serve as further outlets to relieve 

pressure in the present scarcity of extended care and welfare places, 

particularly for men. The Committee was advised that Day Centres are 

generally more useful than Clubs and recommends that policy be directed to 

elevating Clubs to Day Centres. Transport would be a necessity to serve Day 

Centres as for Day Hospitals. The Committee recommends the proposals in 

regard to Day Centres and Clubs set out in the annexed Community Care report. 

Meals on Wheels 

The Committee noted and approved the proposals in this regard in the 

Community Care report following and recommends that the Board keep under 

review the need to assist with transport costs which many volunteers now 

find too costly. 

Home Helps 

The annexed Community Care report proposes yearly increasing expenditure 

on this service, signifying a step-by-step approach to projected coverage of 

1/40 on average of the elderly population. Home help support is selectively 

given, because it is part of a policy aimed at helping old people to live in 

the Community, who might otherwise have to be in an institution. 

The Committee is advised and recommends that the quality of service 

given when payment is made should be monitored. 

With regard to method of payment, the Committee is of opinion that an 

elderly person should himself be put in possession of funds to use as he 

chose, so that he could himself pay the home help organised by the Board or 

make other private arrangements. The Committee recommend that the Old Age 

Pension Scheme be re-examined with a view to the introduction of a realistic 

graduated supplementary payment to elderly people related to degree of need 

and disability. The upper limit of total payment might at present be of the 

order £50 per week. The Committee feels that imaginative and courageous action 

on this point now could dramatically tilt the balance of need away from institu

tional service/towards community service with probably immeasurable cost-benefit 

advantage. 
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Medical Staff 

The Committee stresses the necessity for regular meetings between the 

Consultant Geriatrician and the Directors of Community Care to review the 

needs and resources of the services for old people; the clinical responsibility 

for domiciliary care of individual patients would continue to be a matter for 

the General Practitioner, who could be advised by the Consultant. 

The Committee is advised that the medical staffing of the Community 

Care Teams so far consists only of medical officers engaged in Child Health 

Services, and that their work is in some degree in arrears. Hence the 

Committee supports the proposal in the Community Care report annexed that one 

additional medical officer be appointed for each Community Care area for the 

purposes set out. 

Public Health Nurses 

The Committee noted and endorsed the proposals in the Community Care 

report annexed for development of Public Health nursing service. 

Social Workers 

The Committee recommends that the work of social workers in the Community 

be co-ordinated under the Directors of Community Care and endorses the proposal 

in the annexed Community Care Report. 

Physiotherapists, Occupational Therapists and Speech Therapists 

The Committee recommends that these grades be given the benefit of the 

most favourable allowable conditions as to remuneration and status, e.g. a 

physiotherapist working alone in a hospital department should be allowed 

senior status. The Committee noted that community work by these grades 

would be based on Day Hospitals or Day Centres. The Committee recommends 

that ways and means be considered of increasing the supply of physiotherapists, 

occupational therapists and speech therapists to the health services, by, if 

necessary, opening up new or wider channels of training. The Committee 

endorsed the proposals under the heading in the Community Care report annexed., 

Boarding out of Elderly persons with private families 

The Committee endorsed the proposal under this heading in the attached 

Community Care report on the basis that careful and well monitored development 

would contribute to reducing demand for places. 
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Free Fuel Scheme 

The Committee noted that the danger of cold for old people is now more 

widely recognised than formerly and that there is general anxiety that no 

old person be short of adequate heating. The Committee recommends that 

procedure in regard to issue of fuel vouchers be kept as simple as possible 

and that elderly beneficiaries should be entitled to vouchers from whatever 

date they become entitled to claim them, regardless of when in the season 

they apply. The Committee also recommend that the value of the voucher be 

increased to £5 per week and maintained thereafter at that level of value* 

The following are some general aspects of the life of elderly people in our 

Community that the Committee would wish to comment upon. 

The full measure of the needs of the aged in the Community must be 

ascertained, recorded and kept under constant review. The Committee is 

advised that depth of need for help or support cannot be judged from demand 

alone and that real needs will be found to be greater than demand would 

indicate. It has been suggested to the Committee that there should be an in-

depth survey to ascertain and record in detail the full span of needs related 

to environment, disability. deprivation etc/ the survey could perhaps take the 
on scientifically drawn samples. 

form of carefully defined testsXThe Committee is aware that a good deal of 

information has been gathered via public health nurses records, social workers 

records and other means. The Committee recommends that a formally instituted 

survey be conducted along the lines suggested and that the necessary resources 

be provided to carry it out viz., researchers etc. 

The Committee has set out earlier in this report calculations of bed 

needs in different categories of accommodation. The arithmetic is unavoidably 

imprecise because of almost day-to-day variations in use, availability etc. It 

must be borne in mind that much existing accommodation is not ideally suited 

to its purposes, for example, three storey buildings at Bru Chaoimhin, 

obsolescent buildings at St. Brigid's, Crooksling etc. 

The Committee is conscious that there have been a number of studies of 

different aspects of the matter of old age and how the community should provide 

for it. The Committee s u s p e c t s that progress towards adequate provision is not 

as fast as the state of knowledge on the matter at any particular time shows to 

be desirable. The Committee recommends that agencies be picked out and given 

specific integrated responsibility for all aspects of care of the aged, both for 

review, research and education at national level and across the board service 

locally. It appears to the Committee that the scope of the work and the urgency 

of the needs, taking into account local censuses, capital development, liaison 
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with other agencies such as housing, would merit the formation of a special 

programme within the Health Board's administrative systems. 

Underlying all these service problems of coping with the pressing needs 

of old people, there are other questions that have to be studied and answered, 

Can the problems of age be satisfactorily dealt with without deep community 

commitment in which everybody would see it as his duty to help? Can the 

churches enlarge their efforts so as to inspire such commitment? Can the 

families be encouraged to cherish their old and not to seek prematurely to 

unload responsibility for their care on to public authority? Can each person 

be brought to an understanding of himself and his lifestyle in relation to 

his own old age? The Committee calls for an imaginative and on-going programme 

of public education, probably by the Health Education Bureau, to create helpful 

attitudes. 

The Committee recognises that the prevailing financial condition will 

make it particularly difficult to meet the urgent needs of the elderly, as 

outlined in this report. Nevertheless it calls upon the Board and the State 

to mount an energetic campaign to achieve substantial progress by an early 

date towards the objectives set out herein, to prevent suffering. The 

Committee calls also for recognition and acceptance that to do so will involve 

hard decisions that capital and revenue recources be diverted to this service 

from other areas. 

The Committee is well aware that there are other areas of pressing need 

such as the mental handicapped, the non-geriatric chronic sick9 impoverished 

and deprived children. In each of those areas the problem presenting is 

either not a big or not as irremediable as that associated with age. 

Simone do Beauvouir wrote in her book "Old Age" (page 87) -

"The practical solutions adopted by primitive peoples to deal with the 

problems s e t by their old people are very varied: the old are killed; 

they are left to die; they are given a bare minimum to support life: 

a decent end is provided for them; or they are revered and cherished. 

As we shall see, what are called civilised nations apply the same 

methods: killing alone is forbidden, unless it is disguised. 

We would wish, as a people, to escape indictment. 

1st April, 1980 RP NQ Lambo 

Programme Manager 













Report No. 14/1980: 

ADDENDUM TO THE CARE OF THE AGED REPORT 

The Committee has devoted considerable time to considering the matter. The 

study could go on indefinitely. The Committee is satisfied that the position regarding 

proper provision for old people in the Board's area is now at crisis stage. It now 

submits its report to the Board so that necessary action can be begun with least delay. 

The report is produced at a time of great financial stringency. The Committee 

feels that improved service for old people should be freed from the general limitation 

on development of services and funded speciallye 

It is evident that in regard to many of the recommendations some time must 

elapse before they could be put into effect. There are some, however, that should 

be tackled at once viz., providing extra assessment/rehabilitation beds, welfare homes, 

day hospitals and adequate transport facilities. 

The public must be made aware of the difficulties and sufferings that many old 

people have to endure. This is an urgent task for the Health Education Bureau. 

Means must then be provided to enable the public, especially our young people, to 

come forward, in parish, club, school or other units or individually, to join voluntarily 

in helping old people, at home or in institutions. Even with unlimited money, 

public authorities could not, without great help from the community at large, cope with 

the task. 

In the meantime the structures and strategies to cope totally with the crisis 

should be instituted. 

2nd April, 1980 
Cllr. Mrs. A. Glenn. 

Chairman of Committee. 



EASTERN HEALTH BOARD 

Report No. 40/1980 

Committee on the Care of the Aged 

The Committee met to consider the resolution adopted at the Special 

Meeting of the Board held on 1st May 1980 to consider Report No. 14/1980 viz. 

'That the report on the Care of the Aged be adopted and that the Care of 

the Aged Committee formulate the recommendations contained in their report 

into a priority ordered set of general proposals and a specific f i v e years 

development programme ordered for each of the three areas, Dublin North, 

Dublin South East and Dublin South West indicating the costings." 

The Committee resolved: 

'That this Committee recommends that Report No. 14/1980 be referred to 

the Minister for Health with request for early discussion on the 

programming and financing as a matter of urgency of a comprehensive scheme 

to care for the aged, with immediate action along the following lines." 

(a) Development, starting at once, of the proposals of the Community Care 

Programme for the care of the elderly as set out p ,p . 20 - 23 of Report 

No. 14/1980 which would include immediate provision of 120 purpose-

designed welfare places in appropriate sized units and, 

(b) establishment of geriatric/assessment units at St. Columcille's and Naas 

Hospitals. 

Alice Glenn 

2Qth June 1980 Committee Chairman 


