
Report of the Psychiatric Services
Review Committee (255 KB)

Item Type Report

Authors Eastern Health Board (EHB)

Rights Eastern Health Board

Download date 26/05/2023 17:53:29

Link to Item http://hdl.handle.net/10147/45664

Find this and similar works at - http://www.lenus.ie/hse

http://hdl.handle.net/10147/45664


REPORT OF THE PSYCHIATRIC SERVICES COMMITTEE 

DRAFT 

CONFIDENTIAL RESTRICTED CIRCULATION 

MAY 1982 



INDEX 

PART ONE : INTRODUCTION 

1. Demographic Context 

2. Environmental Context 

3. Political and Socio Economic Context 

4. Terms of Reference 

5. Review of Committee's Approach 

PART TWO : HEALTH BOARD POLICY FOR THE PSYCHIATRIC SERVICES 

6. Review of Policy 

7. Objectives and Philosophy of the Community Mental Health Service 

PART THREE : THE EASTERN HEALTH BOARD'S PSYCHIATRIC SERVICE 

8. The Current State of the Psychiatric Service 

9. The Alternative Modern Developments and Community Psychiatry 

10. Cost of the Alternative Approach 

11. Are these Facts Known to the Policy Makers ? 

PART FOUR : RESPONSIBILITY AND CAUSE * AN ANALYSIS 

12. A Two-Tier Health Service 

13. Historical Background 

14. Role of the Health Board and Department of Health 

15. Reflections of Policy and Financial Expenditure Patterns 

16. Administrative and Policy Making Structures in the Department of Health 

17. The Political Role 

18. Role of Health Board Administration 

19. Role of the Psychiatric Services Professional Staff 

PART FIVE : POLICY RECOMMENDATIONS 

20. Phases of Policy Formulation 

21. General policy recommendations 

(1) Reaffirm Board Policy 

(2) Administrative and Policy Making Structures : Department of Health 

(3) Legal Framework 

(4) Organisations affecting Board's Functions 

(5) The Board's Administrative Framework 



INDEX 

21. (6) Catchment Area Revision 

(7) Funding of the Psychiatric Service 

(8) Minimum Standards 

(9) Image of the Board 

(10) Voluntary Effort 

PART SIX : REQUIREMENTS FOR A MODERN COMMUNITY SERVICE 

22. Existing Facilities and Future Requirements 

23. Steps necessary to Develop a Modern Community-Based Service 

24. Redefinition of Role of Institution in Psychiatric Service 

25. Community Facilities Necessary to Reduce Admissions to Institutions 

26. Alternative Facilities for the Mentally Handicapped 

27. Alternative Facilities for the Elderly 

28 New Community Psychiatric Facilities to Support Institutions 

PART SEVEN : CATCHMENT AREA PSYCHIATRIC SERVICE 

29. The Community Psychiatric Centre Concept 

30. Location of Community Psychiatric Centres 

31. Location of Additional Community Psychiatric Centres 

32. REvision of Catchment Areas 

33. Development of the Remaining Community Facilities 

34. The Child Psychiatric Services 

35. Forensic Psychiatry. 

36. Alcohol Service 

37. Implementation and Funding of Plans. 

************************** 



REPORT OF THE PSYCHIATRIC SERVICES COMMITTEE 

PART ONE : INTRODUCTION 

1.0 DEMOGRAPHIC CONTEXT 

1.1 The Eastern Health Board is the largest of the eight Health Authorities 

in the country. Its functional area encompasses a major captial city 

with rapidly expanding suburbs spilling over into adjacent rural areas. 

With a catchment area of 1.25 million people it caters for one third of the 

national population. However, as the capital city, its services probably 

deal with a notional figure in excess of this. 

1.2 In addition the population of the Board's functional area has increased 

rapidly at the rate of a large country town of some ten thousand people 

annually for the past ten years. Therefore over the past decade, and 

without recognition in its funding, the Board has grown by the equivalent 

of a new Health Board area. With a large youthful population the magnitude 

of the projected increase facing the Board and services over the next 

twenty years will be equivalent to the acquisition of a major new city. 

2.0 ENVIRONMENTAL CONTEXT 

2.1 The physical environment in the Board's area is steadily deteriorating, both 

aesthetically and functionally. The neglect and decay of the inner city 

reflects a combination of poor planning, weak politics and the unchallenged 

dominance of narrow commencial interests. With no social policy to regulate 

the price of land, or for the availability of housing development money at 

reasonable cost and with singularly deficient planning criteria, the suburbs 

are typically impersonal, devoid of amenities and lacking in a sense of 

community. 

3.0 POLITICAL AND SOCIO ECONOMIC CONTEXT 

3.1 The prevailing political context since the inception of the Health Boards 

has been the growth of a dominant central government functioning through 

a restrictive and tightly controlling civil service administration in parallel 

with the progressive suppression of effective local government. Central 

Government is characterised by its disregard for long-term social and economic 
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planning. Its isolation from democratic local opinion and the manner in 

which, in response to public and private lobbying, it engages in the 

selective development of the economy and infrastructure in areas of short-

term political advantage. The inevitable result has been a gross misuse 

and waste of resource, both human and financial, with an inequitable social 

order ensuing. 

3.2 Consequently the economic and social policies of the last twenty years, and 

the environment shaped by them, are powerful contributory factors to a wide 

and growing range of social problems and disorder which have adversely 

affected society, provided a considerable case load for the psychiatric service 

and wasted a phenomenal amount of resources unnecessarily. These problems 

include poverty, unemployment, resource consuming and dependency fostering 

welfare, work absenteeism, school absenteeism and illiteracy, destructive 

and costly vandalism, crime, drug addiction and alcoholism. 

3.3 The extent of these problems has been magnified by the present energy based 

recession and severe economic contraction. The social problems, disorder 

and inequities inherent in our socio economic policies and style of Central 

Government up to now, along with the expected explosive rise in population 

have created a social time bomb which can only be defused by immediate 

effective, meaningful balanced and equitable socio economic planning conducted 

in partnership between Central Government and local government. Eternal 

suggestions that the recession may be about to bottom out do not detract from 

the urgency and compelling necessity to rethink our socio economic strategies 

if Irish society is to survive the disintegrating forces created in it by 

the policies and style of government for the last twenty years. 

3.4 It is in this overall context that, with a renewed sense of urgency and an 

increased sense of understanding as to why it has not been achieved before, 

it is now imperative to implement long outstanding plans for the development 

of a modern community based psychiatric service with which to replace an 

outdated and institutionally based service which was inadequate to meet even 

the needs of a decade ago. 

4.0 TERMS OF REFERENCE 

4.1 The Committee was originally established in October 1978 to examine the 

psychiatric service and to formulate policy proposals for the development 
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of a comprehensive community-based psychiatric service with which to 

replace outdated institutions. 

The Board adopted its report containing over one hundred general policy 

recommendations and recommendations for fifty capital projects priority 

ordered over a five year development programme. The report was presented 

to the Minister for Health in February 1979. The Minister accepted the 

report in principle but explained that all available capital resources for 

health were required for the general hospital development programme for the 

next few years. During this period he indicated he would implement as 

many proposals from the first year of the Committeefs programme as was 

feasible and requested that the Committee would undertake a further review 

of the proposed development programme in order to make recommendations to 

him for the development of a modern psychiatric service which was both 

comprehensive and more economical that the institutional service. 

Whilst this response represented a significant step in the right direction, 

without an accompanying commitment to the implementation of the Committee^ 

report, it nevertheless constituted a tactical side stepping of the problems 

of the psychiatric service. As such it confirmed yet again the low political 

priority afforded to psychiatry in contrast to other sectors of the health 

service and the minifest lack of interest in, or understanding of, the 

problems of psychiatry by the Department of Health. 

As the report of the Psychiatric Services Committee represented both a 

fresh synthesis and a restatement of views already proffered by the 

Health Board to the Department many times over the preceeding years, it 

seemed unlikely that any further review of it would produce a different 

response. It seemed necessary that an analysis should be first made of 

the reasons why the psychiatric service has been left in the conditions 

it has been in for decades along with an analysis of the reasons why Health 

Board policy for the psychiatric services has been repeatedly obstructed 

and blocked by the Department. Implicit in such an approach would be the 

necessity for a major educational exercise to be first undertaken to improve 

the understanding and receptivity of politicians and health department civil 

servants to the problems of the psychiatric service along with the preparation 

of an overall political strategy to secure such improvements in the event of 

continued obstruction and resistance. 
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5.0 

5.1 Given that the Board already has a stable policy for the development of 

the psychiatric services, in the light of the Committee's previous 

experience with the Department of Health it seems the most useful approach 

might be along the following lines; 

(1) restate policy and affirm or modify in light of present needs 

(2) examination of present state of psychiatric service 

(3) analysis of the reasons for present condition of psychiatric 

service and resistance to policy proposals for change 

(4) a statement of steps necessary to implement the Board's policy 

for a modern psychiatric service. 

5.2 With respect to the steps necessary to implement its policy for the provision 

of a modern psychiatric service the key factors are, firstly, a statement 

of the overall requirements for a connnunity based psychiatric service in 

each catchment area and, secondly, an analysis of the steps by which 

institutional service must be translated into the overall context of the 

new service. 

5.3 The steps necessary to achieve this are along the following lines; 

(1) what parts of the existing institutions are capable of functioning 

in the context of an overall community based psychiatric service 

and what steps are necessary to upgrade these sections of the 

existing institutions. 

(2) What additional community based facilities are necessary to shut 

down admissions to the remaining parts of these institutions in 

order to allow that section of the institution designated as a 

new catchment area facility to function properly as such. 

(3) What minimum works are necessary to be done to the remainder of the 

institution, for what duration and at what cost while these additional 

community based facilities are being provided. 

(4) What has the cost of our institutional service been and what is the 

projected cost of allowing the redundant sector of the institution 

to continue to function for an indeterminate period. 

(5) Over and above providing additional community based facilities to replace 

those sectors of the institutions designated as redundant, what 
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additional community based facilities are immediately necessary 

to make the concept of a comprehensive community based psychiatric 

service workable ? 

5.4. It would seem that action along these lines would form the necessary 

first phase of the modernisation programme along with recommendations 

on additional areas such as the child psychiatric service, the service: 

for alcoholism, forensic service together with recommendations on the 

administration and related aspects of the psychiatric service. The 

outstanding facilities to develop a comprehensive community mental health 

service would form phase two of the development programme. 

5.5 In this regard the work of the project team on St. Brendan's Hospital 

coming as a necessary step after the original report of the psychiatric 

services, will form an invaluable contribution. It is important to note 

however that when considering the report of the project team the Board 

took the wise long-term view that no amount of consideration of the problems 

of St. Brendan1s could of themselves solve the problems of St. Brendan's 

and that the only way to deal with the problems of institutions was to 

simultaneously determine the steps necessary (as outlined above) to 

provide a comprehensive community based psychiatric service. Otherwise 

expenditure on any institution is, as we have seen in the past, merely a 

temporary expedient. This approach by the Board illustrates also the 

Board's cynicism, justified in the light of past experience in dealing 

with the Department of Health, that the report would have provided a 

foundation for just such short-term expedience in dealing with the immediate 

problems of St. Brendan's and that there would be no further expenditure 

or interest by the Minister or his department in developing the necessary 

community-based psychiatric service facilities which alone are capable 

of untimately resolving the problems of institutions such as St. Brendan's. 

PART TWO : HEALTH BOARD POLICY FOR THE PSYCHIATRIC SERVICES 

6.0 REVIEW OF POLICY 

6.1 In 1966 the Board's predecessor, the Dublin Health Authority, adopted plans 

submitted by the Chief Psychiatrist to decentralise the psychiatric service 
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from its institutional base in a small number of large mental hospitals 

and to reorganise it in a number of catchment areas serving different 

sectors of the population. A five year development programme was 

adopted by the Health Board in 1972 to give effect to this policy but 

it was not implemented by the Department of Health. 

6.2 The psychiatric services were reviewed in 1977 by the Chief Psychiatrist 

and the Psychiatric Services Committee of the Board which again drew up 

a revised development plan to achieve a modern psychiatric service. 

6.3 The policy outlined in this report and adopted by the Board was that the 

Board should "develop a full range of facilities and services in each 

catchment area which, supported by certain central and specialised services, 

will (i) provide a comprehensive community-based psychiatric service, 

(ii) provide an acceptable minimum common standard of care and treatment 

facilities for all patients, and, as a consequence (iii) enable the 

traditional large mental hospital to be scaled down and phased out. 

6.4 Whilst this remains the policy of the Board, for reasons adverted to above 

and to be elaborated upon subsequently, the Health Board has never been 

allowed to implement it by the Department of Health. It is appropriate 

that this Committee should review that policy and affirm or modify it in 

the light of prevailing needs and circumstances. 

7.0 OBJECTIVES AND PHILOSOPHY OF A COMMUNITY MENTAL HEALTH SERVICE 

7.1 It is helpful to consider the conceptual model against which any examination 

and analysis of the problems of our existing service is made and upon which 

the planning of a better service is based. The ultimative objective being 

that is the development of an early intervention and prevention oriented 

community mental health service which can play its role in contributing, 

along with other disciplines, to the development of a healthier society. 

The objective is to achieve this on a two step basis. The first and the 

immediate and most important requirement is the development of a comprehensive 

community-based psychiatric service as the appropriate modern service with 

which to replace the traditional, outdated and inadequate institutional 

approach to psychiatric treatment. The achievement of this level of development 

is a necessary and basic platform from which to develop a full community 

mental health service. 

/... 



7.2 The institutional approach to psychiatric care and treatment has origins 

in the early nineteen century. Physically and functionally designed to 

serve the twin needs of protecting society from the patient and the patient 

from society, institutional care and treatment was most effective in dealing 

with a limited range of serious psychiatric illnesses and with the containment/ 

care of people suffering from chronic mental illness. By default the care 

of the elderly and the mentally handicapped became synonymous with the care 

of chronic mental illness. 

7.3 With increased understanding of the nature of mental illness and psychological 

functioning, with significant developments in psychiatric treatment and 

intervention, and with changes in the nature of society itself the role of 

the institutional approach has become limited. It is incapable, by itself, 

of meeting and dealing with the variety of problems thrown up by the stresses 

and strains of modern living and the limitations of institutional surroundings 

often create a negative and adverse therapeutic climate for endeavouring to 

deal with these conditions. 

7.4 A community mental health service functioning in association with such other 

other agencies as the Community Case Service and the Health Education Bureau 

can only effectively pursue its objectives at the level of education and 

prevention when it has a comprehensive community based psychiatric service 

as a basis and platform for its work 

PART THREE : THE. EASTERN HEALTH BOARD'S PSYCHIATRIC SERVICE 

8.0 CURRENT STATE OF THE PSYCHIATRIC SERVICE 

8.1 In reviewing the 1978 report and preparing the present report 

the Psychiatric Services Committee has carried out an extensive examination 

and review of the Board's existing psychiatric service. It has visited 

many institutions and solicited the observations of staff at all levels 

during these visits. 

8.2 Despite repeated plans over fifteen years to decentralise psychiatric care 

and treatment from the large mental hospitals to a community basis, the 

Committee finds that the Board's psychiatric service is still predominantly 

institutionally based. As can be seen from the appendices (to be tabled) 
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listing the facilities and workload of the entire psychiatric service 

most of the Board's patients are either inmates or treated in the Board's 

institutions. A large number of these are either elderly or mentally 

handicapped patients who are in mental hospitals because of the lack of 

an adequate geriatric and mental handicap service. The vast majority of 

the remainder are long-stay psychiatric patients of whom the majority 

again are there because of a lack of alternative community-based residential, 

treatment and rehabilitation facilities outside the mental hospital. 

8.3 The small number of institutions in which we house this large number of 

patients are either a legacy from a nineteen century colonial past or 

second hand fever hospitals from the days of tuberculosis which were build 

and designed for the specific purpose of isolating people with contagious 

infection away from each other. The combination of the grim forbidding 

surroundings of the traditional nineteen century mental hospital and 

redundant fever hospitals designed for a treatment concept (isolation) 

which is anathena to mental illness, imposes severe limitations on the ability 

of the Board's psychiatric service to deal with the range of problems presented 

by modern society in a humanitarian, clinically effective or economical manner. 

8.4 As a general statement the physical conditions of these institutions are 

grossly unsatisfactory. As can be seen from Appendix detailing the 

capital expenditure in the psychiatric service of the Eastern Health Board 

over the past ten years, despite the expenditure of millions in that 

period in an effort to maintain and upgrade these institutions at an 

acceptable level for the care and treatment of the patients, it has not been 

possible to prevent a continuing and accelerating deterioration in the 

physical condition of such antiquated buildings. Whilst pragmatism dictates 

that small sections of these institutions can be retained and upgraded as 

part of a community psychiatric service the extent and selection of such 

sections for retention must be approached with the utmost clinical and 

economic caution. This is particularly true in view of past experience 

of the poor return and not inconsiderable cost of upgrading such antiquated 

buildings. Even at their best such institutions are inherently unsuitable 

for conversion to meet the requirements of a modern psychiatric service, 

8.5 The continued existance into 1982 of such seriously deficient conditions 

inherited from, and perpetuated in the tradition of the Poor Law system 

is a social and political scandal. These conditions have a demoralising 

effect on the entire institution, especially on its in-patients many of 

/... 
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whom become chronically institutionalised despite the best endeavours of 

staff. The combinations of these conditions together with the inhibiting 

effect they exercise on patients and the frustrating knowledge that such 

patients can best be catered for in alternative community-based facilities, 

if they were available, has contributed to a widespread state of demoralisation 

and a growing anger amongst psychiatric service staff of all levels. Such 

staff have repeatedly expressed to the Committee their continuing dissatisfaction 

with the conditions in which they are expected to care for the mentally ill, 

the elderly and the mentally handicapped. 

8.6 There is now a serious lack of confidence amongst staff in the Health Board 

as a result of its failure to secure implementation of repeated plans for 

the development of a modern psychiatric service. Similarly there is a 

widespread mistrust and lack of confidence in the Department of Health who 

are seen by staff to have capitalised on their humanitarian goodwill by 

expecting them to continue coping with patients in seriously deficient, 

second-class poor law conditions whilst the bulk of the resources for the 

health service are used for the development of more prestigious and 

powerful sectors of the Health Service. 

9.0 THE ALTERNATIVE : MODERN DEVELOPMENTS AND COMMUNITY PSYCHIATRY 

9.1 One of the tragedies of a continued existance of a predominantly institutional 

psychiatric service in the Boardfs area is the fact that the concept of a 

community-based psychiatry service is no longer new or progressive in 

enlightened society. Developments in psychiatric treatment and technique 

over the past twenty-five years have transformed the outlook for the mentally 

ill and has resulted in a community-based approach to treatment becoming 

standard practice. International experience shows us that had such 

alternative community-based facilities been provided here in line with modern 

approaches to treatment, in the first instance the development of new long-

stay chronically ill cases would be greatly reduced and, secondly, the vast 

majority of these long-stay chronic patients already in mental hospitals 

could have been treated and rehabilitated outside the mental hospital. 

9.2 This has made institutionalisation and its deficient and damaging treatment 

approach into a redundant concept and a medico-legal hazard for the psychiatrist. 

Indeed an interpretation of a recent malpractice suit against a psychiatrist 

in America which is highly likely to be replicated in Irish courts, suggests 

that as community-based treatment is now the proper modern "norm" of treatment 

/... 
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any psychiatrist who continues to passively admit patients into 

institutional facilities where they cannot receive and cannot benefit 

from modern treatment approaches, and who does so without a written 

disclaimer and displacement of responsibility to the Health Board and 

Department of Health for the lack of modern community-based facilities, 

is "de facto" guilty of negligence and malpractice in the eyes of the 

court. Very considerable damages were awarded to a patient and his 

relatives in this particular case. 

9.3 Fundamental to a community-based approach to the development of the psychiatric 

service is a shift in the location, technique and objectives of treatment 

from an institutional to a community based setting. Inherent in this is a 

shift in the focus of treatment from the in-patient institutional bed which, 

as much as the nature of the patient's illness itself, determines the range 

of expensive house staff ratios, expensive physical treatments and dependency 

reinforcing attitudes. Inherent in the community based approach is the 

design of a range of facilities each appropriately determined as a graduated 

response to the nature and degree of the patient's problem after a full 

assessment and appraisal of his situation at out-patient level. The 

objective is to support and restore functioning as an integral member of 

the community, to minimise the duration of frequency of hospitalisation and 

to maximise the patient's capacity to resume normal functioning at the 

earliest possible period. 

9.4 Taking the concept of designing a range of treatment and intervention 

facilities around an appraisal of the patient's problem rather than around 

the focus of an in-patient institutional bed, in the modern alternative 

community based approach treatment services are organised around population 

sectors of approximately 100,000 people. Each such area is served by a 

multi- disciplinary psychiatric team operating from a comprehensive range 

of facilities in their area. This should start with the location of the 

administrative headquarter of each team in its community sector area rather 

than in its mental hospital, for the location of the administrative head

quarters of each team as much as any other factor will determine its 

therapeutic outlook. The other facilities in sequential and logical order 

include and range from out-patient/assessment/day hospital facilities 

together with a full range of residential and day care facilities such as 

hostels, group homes, sheltered workshops, rehabilitation services and, 

on the other hand, the appropriate level and range of in-patient units 

located also in the community sector area. 
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9.5 The reorganisation of treatment services on a community basis has 

considerable practical advantages over the traditional institutional 

approach. It enables earlier and more therapeutically effective 

assessment and therapeutic intervention in mental illness and related 

disorders, producing earlier and more effective rehabilitation and 

reintegration back into family, work and community life. The serious 

psychiatric disorders which traditionally required treatment in mental 

hospitals, can, as a result of modern developments, receive equivalent 

if not better clinical treatment in the socially enhanced setting of 

smaller community oriented units. In addition, as we have already seen, 

the stresses and strains of modern lift and the consequences of socio-economic 

policies generate a wide range of problems which present to the psychiatric 

service. These present in many guises as personal stress or family break

down manifesting in many indices of social pathology such as high rates of 

alcoholism, work absenteeism etc. In a culture and society in which the 

character traits of dependency and learned helplessness are prominent in 

the maintenance of illness and debility not only is the institutional 

approach to treatment limited but it reinforces such passive dependency at 

very considerable ultimate cost to society, to the exchequer and to 

industry generally. 

9.6 In contrast a comprehensive community-based psychiatric service offers a 

better prospect of addressing itself productively and effectively to a wide 

spectrum of individual and social pathology rooted both in the stresses of 

modern life and in such restrictive dynamics as learned helplessness and 

dependency. In an economic appraisal of its narrow clinical role it is not 

as costly because its treatment approach is more personally and psychologically 

oriented and less oriented to drugs and physical methods of treatment 

requiring beds and a high staffing ratio. It is also more productive 

economically and clinically because of the liberation through redeployment 

and retraining of a not inconsiderable number of the staff demanded by an 

institutionally based approach. 

9.7 In a wider role beyond the traditional institutional concepts of treatment, 

the community based approached to treatment can establish a context in which, 

collectively as a nation, we can relinquish these unsatisfactory and mal

adaptive post-colonial characteristics of learned helplessness and dependency 

by creating and providing a facilitating context in which more valuable, 

personally fulfilling and economically viable characteristics such as 

/... 
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personal autonomy, growth and responsibility for oneself can be 

developed. Finally the professional and academic challenge of 

developing effective rehabilitation and re-education programmes for 

the large group of long-stay psychiatric patients in our institutions 

can only be attempted with any hope of success in the context of an 

overall community based psychiatric service that has the necessary 

range of alternative facilities. Any efforts at rehabilitation in 

isolation are destined to fail. 

10.0 COST OF THE ALTERNATIVE APPROACH 

10.1 We can not afford to postpone the development of a community psychiatric 

service any longer. Ten years ago it would have cost this Board about 

one and a half to two million pounds to implement a comprehensive service. 

However that plan, like its predecessor and its successor, was either 

rejected or delayed to the point of demise in the administrative limbo 

of the Department of Health. In the meantime, as can be seen from Appendix 

showing capital expenditure in the Board?s area over the past ten years, 

little has been done other than to spend the cost of the alternative 

community service over and over again in unsuccessful efforts to maintain 

and upgrade antiquated institutions which continue to physically deteriorate 

at an eccelorating pace. Health Department policies, by default of their 

failure or refusal to develop an alternative service, represent a commitment 

to the continued waste of precious resources in expensive temporising wood 

institutions which continue to deteriorate, damaging people and demoralising 

staff in the process. 

10.2 Despite continually rising costs generally, the development of a modern 

community psychiatric service remains comparatively inexpensive in the 

context of present day health services. For example an investment of some 

thirty to thirty-five million (approx) today would provide such a service 

in the eastern region. This compares favourably in cost and benefit with 

an estimated projected expenditure of some one hundred and fifty million 

in this Health Board area for four new general hospitals and a third new 

medical school. In other words the cost of providing a total comprehensive 

psychiatric service for the entire Board area of one and a quarter million 

people, or one third of the national population, is the financial equivalent 

of just one of several new general hospitals being build in this area. 

/... 
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It is worth examining later in this report as to why the State can, 

without difficulty, find one hundred and fifty million of tax payers 

money to develop four new general hospitals and a third new medical 

school in this Health Board area to be run by the private sector of 

the health service outside and beyond the scope of the Health Board 

whilst at the same time repeatedly refusing to provide the financial 

equivalent of one of these facilities for a total psychiatric service 

for the Board's population to be run by the public sector under the 

Health Board. 

10.3 By contrast the cost of perpetuating the institutional approach to 

psychiatric and geriatric treatment is staggering when measured in both 

human and financial terms. At present day prices the cost of keeping 

a long-stay psychiatric patient in a mental hospital for his life is in 

excess of half a million pounds. With inflation that figure will be 

one million pounds within a few years. It has been stated that it takes 

the taxation from four workers in the private sector to provide one job 

in the public sector. On this basis it takes some eight workers to 

yield sufficient taxes to sustain an otherwise unproductive expenditure 

in a situation which is not justified on clinical or humanitarian terms. 

This gives an indication of the hidden costs of maintaining a nineteen 

century institutional approach to treatment. At the least modern 

community based service will make a major cut in such unproductive 

expenditure. If developed and used properly it can provide a context 

for earlier and more effective reintegration of people with psychiatric 

problems into work and community life with an improved level of personal 

functioning, commercial viability or, at the least, a considerably minimised 

cost to the exchequer. 

10.4 In fact a further detailed examination of the cost of running an 

institutional system at every level and contrasting this with the cost 

of running some of the facilities the Board already has which constitute 

components of a modern community-based psychiatric service shows conclusively 

that it is a more economical service (see Appendix ) indeed when one 

considers the extent and cost of institutionalisation in such areas as 

heat, power and light, provisions, furniture, maintenance etc., and 

contrast these with the projected costings of a community-based service, 

it will be evident that the costs of financing the development of an 

alternative community psychiatric service by borrowing and repaying the 

/... 
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capital and interest over a period of years can be met from the savings 

in these areas alone upon phasing out traditional mental hospitals. 

International experience of the cost of running a community service 

as opposed to an institutional one bears out these points. 

10.5 It has also been recognised internationally for many years that, in human 

terms alone, prolonged and unnecessary confinement in a mental hospital 

destroys the benefits of treatment for patients. Patients brought by 

the latest developments in psychiatric treatment to a certain level of 

rehabilitation must be transferred through a grataded range of alternative 

community based facilities if they are to continue their improvement and 

rehabilitation. If these facilities are not available and such patients 

are confined in existing mental hospitals without the benefit of such 

extended care and treatment, they deteriorate into a pathological condition 

of being "institutionalised" characterised by demoralisation, apathy and 

total dependency on the institution and its staff, this regressive condition 

destroys any sense of personal identity, self-confidence or self-respect. 

It produces and continually reinforces a sense of failure in the patient 

in whom it brings on feelings of rejection and alienation from both family 

and society. 

10.6 Paradoxically it is this very condition, which is produced, maintained and 

perpetuated by the current policies of the Department of Health on the 

psychiatric service, which provides justification in their minds that the 

right place for people with such a "hopeless" prognosis is indeed as an 

inmate of the nineteen century mental hospital. 

11.0 ARE THESE FACTS KNOWN TO THE POLICY MAKERS ? 

11.1 Statutorily policy making is vested with the Health Board. The fact is 

however that the decision making takes place in the Department of Health. 

The facts outlined above are indisputably known to the Department of Health. 

The reorganisation of the psychiatric service from an institutional to a 

community oriented base was first proposed by the Chief Psychiatrist fifteen 

years ago under the Dublin Health Authority. Repeated plans have been 

submitted to the Department of Health by the Eastern Health Board at five 

yearly intervals to achieve this and this current plan now being submitted 

is the fourth such plan. The Board has made consistent efforts at 

/... 
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Departmental and Ministerial level to get these plans implemented that 

has met with little success. The minimum range of facilities and services 

that have been provided by the Board have been achieved as much by the 

Board?s own ingenuity as by any help from the Department of Health. 

11.2 Given the clear knowledge that nineteen century institutions cannot provide 

for modern treatments, that prolonged stay in such institutions is damaging 

and comparatively inexpensive modern community based alternatives are 

available, one must ask why have repeated plans for the implementation of 

these modern facilities been ignored and delayed by the Department of Health ? 

Why do successive Ministers for Health and the senior officers of their 

department persist in a nineteen century policy of containment of the 

mentally ill in run-down antiquated institutions even though such policy, 

apart from being grossly uneconomical, clearly infringes on basic civil 

rights, offends human dignity and negates the very purpose of treatment 

for which these patients were first admitted ? 

PART FOUR : RESPONSIBILITY AND CAUSE - AN ANALYSIS 

12.0 A TWO-TIER HEALTH SERVICE 

12.1 When a seriously deficient psychiatric service which is known to be 

functionally outdated, therapeutically damaging and economically wasteful 

is allowed to continue in existance and actually forced to do so by the 

indifference and active resistance of the Department of Health to proposals 

for modernising it, it is plainly pointless to submit any further major 

reports on the development of the psychiatric services unless they contain 

an analysis of the reasons why this situation prevails. 

12.2 The genesis of the problem lies in the existance and perpetuation of a two-tiered 

health service in Ireland which provides different levels and types of health 

care for different socio-economic groups and social class structures in our 

society. The attitudes and values inherent in such a two-tiered approach to 

health care originate in our colonial history and represent a legacy of it 

which, as a society, we have chosen to operate unchanged in sixty years of 

national autonomy and independence. Worse still, the mutually exclusive 

attitudes and values underline such a fregmented and discriminatory approach 

to health care have became a structural part of our political system, of its 

policy making and administrative process, and of our educational, legal, health, 

welfare and general social system. 
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12.3 The upper tier is the "private sector" of the health care system and it 

equates broadly with the voluntary and the general hospital system which 

is largely under proprietary ownership. The historical origins of the 

"voluntary" tradition have disappeared over time with the massive imput 

of public funds as opposed to charitable donations underwriting the work 

of this sector. However the tradition of strong and independent autonomy 

survives reflected in the privately selected boards of government and in the 

commercially competent and efficient manner in which these bodies provide 

their service. This, the selected clientele that they serve and the 

availability of a public sector service to which chronic or difficult 

cases are transferred, makes this the active, prestigious and elitest 

sector of the health services. Assured of funds from a direct and 

favourable relationship with the Department of Health, this sector is self-

perpetuating and has preserved its independence and autonomy without open 

public accountability which has placed it beyond the control or scrutiny 

of a health board which remains statutorily responsible for its funds. 

12.4 Without game playing the important and effective contribution this sector 

makes to the health service it remains a serious and costly imbalance in 

our health service that it has grown to its present level of technical 

sophistication and financial cost but is operating independently in the 

absence of any co-ordinated overall planned development of a balanced 

health service. The operation of this sector of the health service 

independent of the public sector run by the health board together with the 

absence of an overall plan for a co-ordinated health service and the absence 

of any public representation or accountability on the governing authorities 

of such hospitals remains a major factor in producing a fragmented, imbalanced 

and uneconomical health service. 

12.5 The lower tier "public sector" of the health service run by the Health Board 

is the direct successor of the poor law system from the last century in its 

public image, administration, funding and in its clientele. It operates from 

its original poor law building stock which is difficult and costly to maintain. 

Its clientele largely number the lower socio-economic groups and the more 

vulnerable sectors of Irish society with protracted problems often transferred 

from the private sector. Amongst these the mentally ill, the mentally 

handicapped and the infirm elderly figure prominently. Seriously and 

chronically under-resourced the public sector of the health service is subject 

to cut-backs during recession and the minimal capital allocation afforded to 

/... 



- 17 -

* 

afforded to it during periods of growth is wasted in paying for the 

consequences of ceasing maintenance operations on its building stock 

during recession. The public sector health service is statutorily 

obligated to provide from increasingly inadequate resources what becomes 

a progressively more inadequate level of service for patients obligated 

to second-class citizenship in second-class poor law institutions. 

12.6 The most important contrast between the public and private sectors of 

the health service lies in the combination of assured funds and management 

autonomy on the one hand which makes the voluntary hospital sector effective 

and attractive. By contrast the public sector suffers from a low political 

priority, a perennial paucity of funding and an effective lack of management 

autonomy for its Board which is aggrevated by the severe restrictive controls 

imposed on it by the Department of Health. It may well be that the best 

way to rectify this uneconomical imbalance is that on the basis of an 

overall plan with co-ordination by the Health Board to representation on 

voluntary hospital boards, these boards should retain their autonomy but 

increase their range of responsibility for comprehensive services across a 

defined catchment area in co-ordination with the Health Board. Similarly 

the Health Board itself should be given effective and total autonomy and 

responsibility for the services it runs directly based on an adequate 

allocation set against an overall agreed policy plan for the development of 

the health services in its functional area which it would co-ordinate. 

13.0 HISTORICAL BACKGROUND 

(i) The nature of mental illness - the social stigma and societal acquiescence 

(ii) Colonial origins of the mental hospital and Poor Law System. 

13.1 In the Eastern Health Board today just as throughout Ireland, we are still 

living with redundant nineteen century concepts of mental illness. These 

originated in an era when little was known about the nature and treatment 

of mental illness which had always evoked fear and mystery since the Dark 

Ages. This led society to self protectively withdraw from it both 

individually and collectively. It inspired a colonial administration to 

erect huge prison-like institutions called mental hospitals in which to 

isolate and contain the problem away from society whilst providing custodial 

care for the patient. The social stigma of shame, guilt and fear has 

remained with us from these times. 

/ . . . 



- 18 -
* 

13.2 This social stigma is particularly strong in Ireland just as the numbers 

of people we have locked away in our Irish mental hospitals since those 

days is unduly high. The explanation of these facts lies in particular 

aspects of the Irish character and personality which have been moulded and 

fashioned as much by the reaction of people to several centuries of 

colonial domination as by an innate propensities of the Celtic gene. 

Oppression, poverty, dispossession and depopulation by death and emigration 

resulted in an understandable range of reactions such as an increasing 

tendency to escape into alcohol, a melancholy depression and a relative 

increase in the psychosis of isolation and withdrawal - i.e. schizophrenia. 

These, and such other reactions as learned helplessness and dependency were 

understandable in their day but are maladaptive in present times. 

13.3 As a consequence, throughout the 19th century, a colonial administration 

responded to the social pathology and problems it had itself created by 

erecting the greatest per capita number of mental hospitals anywhere in 

the world to deal with an artifically produced "high" rate of mental 

illness! The Poor Law system which it had introduced to deal with widespread 

poverty eventually fused and became synonymous with the administration and 

image of the mental hospital system dealing, as they both did, with related 

aspects of the same colonially induced social pathology in Ireland. 

13.4 With an image firmly embedded in such an historical context, the utilisation 

of the mental hospital system and its Poor Law image has connotations of 

poverty and personal failure for Irish people. This increases the desire 

to self protectively withdraw from any contact with it and in turn increases 

the social stigma which fosters a collective societal acquiescence at all 

levels. 

13.5 Thus there can be no doubt that society as a whole has acquiesced in the 

continuation of these Poor Law attitudes to the mentally ill. Understandably 

individual effort can do little to discharge what is now an overwhelming 

national social obligation to the mentally ill, the aged and the mentally 

handicapped. However an informed social conscience and level of awareness 

is very necessary to change the motivation of society. Only then can the 

barriers of ignorance, prejudice and fear which leave a glaring blind-spot 

in the Department of Health's policy and decision-making be removed at the 

behest of our elected representatives. 

/... 
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14.0 ROLE OF THE HEALTH BOARD AND THE DEPARTMENT OF HEALTH 

14.1 Although responsibility for the overall health service and for the total 

financial allocation rests statutorily with the Health Board the de facto 

reality is that the Board has very little effective role or control over 

policy or resources. Since it was established in 1970 the role of the 

Health Board has been progressively eroded and reduced to the level of an 

administrative agency passively executing policy under the direction of 

Health Department civil servants. That superimposing unnecessary and 

reduplicative tiers of administrative and planning bureaucracy through 

which they regulate the speed at which various projects are progressed 

towards approval or non-approval, the Civil Service and the Department of 

Health operate an inbuilt selection of projects. By attaining total control 

over the project selection mechanism and, therefore, over the allocation of 

resources the Civil Service and the Department of Health have effectively 

centralised and now virtually totally control policy making in accordance 

with their own preference and regardless of the views of the Health Board. 

14.2 This exercise is not conducted in any open, democratic or publicly accountable 

system. The Department have refused to provide information in response to 

questions from Health Board members which would identify with clarity what 

has been done with the allocation for the health services for the past ten 

years. On the financial information- available it is clear that this fuller 

examination of the Departments utilisation of the health services resources 

would show what the Department's policy was, if any, and who the beneficiaries 

of this policy were. They would also show in the case of the Eastern Health 

Board how little of the allocation for health services in this area has gone 

to the public sector health service and how much has gone to private sector 

health service. 

14.3 Because of the manner in which projects are selected for the development of 

the health services, and because the Department have not and, in isolation 

from the Health Board, could not have any overall policy for the balanced 

development of the health services, their system of selection of projects 

for implementation has not resulted in the development, co-ordination and 

delivery of an improved health service. Instead it has resulted in the 

widening of the gap between the previously existing two-tiered health service 

with an improvement of conditions in one and a worstening of conditions in 

the other. 

/ . . . 
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15.0 REFLECTIONS OF POLICY IN FINANCIAL EXPENDITURE PATTERNS 

15.1 An inbalanced distribution of resources reflecting selective development 

of the health services is evident in all of the expenditure figures for 

health since the Department assumed control of the health services through 

the Health Boards in succession to the Local Authorities. As can be seen 

from the graphs (Appendix ), the annual revenue expenditure in the 

private sector of the health service, mainly on the voluntary and general 

hospitals, add 146 million pounds has risen to 55% of the total health 

services budget for the Eastern Health Board area. This has left 131 

million or 45% of the budget for the entire rest of the health services, 

including the general medical service, community care, psychiatric service, 

the geriatric service and services for the mentally handicapped, including 

the small general hospital component under the Board's direct control. 

15.2 Analysis of the graphs of expenditure over the past ten years, when corrected 

for inflation, show that unfortunately, necessary and all as expenditure in 

general hospitals is, it is growing exponentially and is taking place at 

the expense of maintaining and perpetuating poor conditions in areas such 

as the psychiatric and geriatric services where a policy of institutional 

containment exists. 

15.3 Analysis of the graphs of expenditure also show the clear tendency for a 

poor law services such as the psychiatric and geriatric services to suffer 

cutbacks, both relative and absolute, during times of recession whilst the 

private sector of the health service with its management and financial 

autonomy, spends its way through a recession. As a consequence they 

actually save money by being able to maintain and upgrade their physical 

plant and equipment in contrast to the public sector which uses any resources 

coming to it during a period of economic ease to catch up on the consequences 

of neglected maintenance during times of recession. 

15.4 The gap between the two sectors of the health service and the inherent in 

the selective policies is even more starkly evident in the figures for 

capital allocation for new developments in the health service. Starting 

from roughly the same equal base ten years ago when the Department of Health 

took over control from the local health authorities, the capital expenditure 

for upgrading the voluntary and general hospitals sector throughout the 

country has risen exponentially as part of a deliberate policy to moderise 

/... 
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the general hospital sector of the health service. 

15.5 By contrast, in the last ten years approximately one million a year has 

been spent in an unsuccessful effort to maintain the existing inadequate 

institutional conditions in the psychiatric service allowing for inflation 

the real value of such a sum is progressively less effective. In the 

same period approximately one hundred million has been spent on developing 

the voluntary and general hospital sector. The ever widening gap between 

the poor law and other health services is clearly shown in the distribution 

of the 1980 capital allocation of twenty eight million. Approximately 

twelve million was spent on the general hospital sector throughout the 

country as against the same mere deflated one million on the psychiatric 

service. In the Eastern Health Board area in that year no capital 

allocation whatsoever was made for the first time in ten years other than 

an inadequate out of minor capital works for ongoing maintenance and upgrading 

of large institutions. As previously stated the Department are proving 

reluctant to release details of their utilization of the capital allocation 

in 1981 and the projected allocation in 1982. On the basis of past 

experience approximately 85% of this year's capital allocation of some 

fifty million pounds will be going into the development of new voluntary 

and general hospitals throughout the country and by contrast, little or 

nothing is going into the development of a modern psychiatric, geriatric 

and mentally handicapped service. 

15.6 The need for improved general hospital facilities is self-evident and is 

not disputed in itself. However, embarking on an ambitious programme 

of expenditure over the next five years on some twenty new general hospital 

projects and doing so at the expense of that sector of the health service 

which caters for vulnerable sectors of Irish society cannot, in the 

circumstances outlined above, be justified. If there is a refusal to provide 

the additional finance necessary or to exercise engenuity and establish 

alternative methods of funding the development of a modern psychiatric, 

geriatric and mental handicap service, it is inevitable that continued 

expenditure on general hospitals in those circumstances will be successfully 

challenged. In the eastern region four of these projects and a third 

new medical school will cost well in excess of one hundred and fifty million 

at today's prices when built over the next five years. It is only now 

being realised just how counter-productive it is to embark on such an 

imbalanced and selective development of the health services as it results 

in expensive and high technology general hospital beds growing increasingly 

/... 
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full of psychiatric problems and the elderly because no alternative facilities 

have been provided for them, thus denying admission, investigation and 

treatment facilities to people who need them acutely. 

16.0 ADMINISTRATIVE AND POLICY MAKING STRUCTURES IN THE DEPARTMENT OF HEALTH 

16.1 It is evident that the administrative structures within the Department of 

Health by which needs are identified and through which policy is formulated 

are seriously defective. Irrespective of the merits of the Devlin Report, 

these administrative structures do not reflect a process capable of identifying 

the needs of the weaker sectors of the community, such as the psychiatric, 

geriatric and mental handicap service, and translating them into legitimate 

and equitable policy proposals. The structures in the Department of Health 

do not even reflect the McKinsey type division of the Board into functional 

programmes. Thus, there is no high-ranking official at assistant secretary 

level with sole responsibility for the psychiatric, geriatric and mental 

handicap service. 

16.2 As a result imbalanced policies prevail which reflect either the individual 

interest of energetic senior officers or the end product of representation 

to ministers from individual sectors which are dealt with behind closed 

doors and never processed through any publicly accountable democratically 

elected policy making body. Despite the Department of Health's refusal to 

provide information requested from it which would enable a detailed analysis 

of the utilisation of capital resources in health over the past ten years 

to be made, it is clear from analysis of the patterns of expenditure that 

the development of the general hospital sector is a major policy commitment 

on the part of the Department. It is equally clear that the same energy 

and process which has gone into subserving the development of this policy 

has been put into an exercise of containment of the psychiatric service in 

outdated institutions. Whether this has been by default or by a definitive 

policy to leave these services underdeveloped, the outcome and consequences 

are the same. 

16.3 If the acquescence of society as a whole to the perpetuation of poor law 

attitudes to the mentally ill is understandable, such an attitude, by default 

or otherwise is less excuseable and less acceptable on the part of agents of 

society such as the Minister, his Health Department and civil servants who 

are in possession of full facts about the situation and who have both the 

power and responsibility to rectify it. 

/ . . . 



- 23 -

17.0 THE POLITICAL ROLE 

17.1 Responsibility for all of this ultimately rests with successive Ministers 

for Health. Whilst they can overrule their civil service advisors, 

successive ministers have found the evolved policies of their department's 

civil servants to be politicly attractive. The development of the 

voluntary and general hospital system with heavy financial support for the 

private sector has obvious political advantage and reward. It typifies 

the overall approach of Central Government referred to earlier of selective 

development of the economy and infrastructure in areas of short-term 

political advantage without regard to long-term implications or consequences 

and without regard to any overall social and economic plan. 

17.2 In contrast, as there were few votes to be obtained behind the walls of 

mental institutions whose patients lacked a political voice and constituted 

a disenfranchised forgettable minority who could be electorally ignored. 

For this reason and by virtue of the fact that the psychiatric service 

forms part of the public sector health service run by a local authority, 

the politicians ignored the needs of the mentally ill and effectively left 

them to be dealt with by the Civil Service with a "hidden" mandate to 

operate an inexpensive containment exercise which would not distract 

ministerial attention or resources. 

17.3 As a result the psychiatric and geriatric services have long been caught 

in a double bind situation. In times of economic prosperity they are 

under resourced because, being poor law services, they rate a low priority 

against the powerful influence and the political appeal of the private 

sector whilst, in times of recession the excuse is that there is no money 

available. 

17.4 The failure of our political and governmental structures to develop, at the 

political level, an identifiable and accountable mechanism and process for 

evolving a correct and balanced policy for the development of the health 

service has had the consequence of placing too much responsibility on the 

shoulders of a Civil Service whose primary function is administration of 

government policy, not formulation of it. As a result of the application 

of political responsibility considerable executive policy making decisions 

are taken by default of the Civil Service. 

/... 
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17.5 Besides controlling policy through control of the selection of projects 

and control of the speed with which resources are allocated in usurpation 

of the functions and obligation of both Local Government and Cabinet 

Government, the Department of Health has evolved an administrative system 

which immunises it at every level from effective criticism or change. 

A powerful example of this is its domination of the ostensibly independent 

Local Appointments Commission interview system on which the Department has 

one of the three Commissioners. Accordingly the Department hand picks 

departmental and other selected representatives for every interview board 

for top post in the public sector health service such as Senior Medical 

Specialists, Chief Executive Officers and Programme Managers of Health 

Boards. In the same manner that the product of a computer is determined 

by its programming, through its domination of the selection of members 

of an interview board and through its selection of members on the basis 

of their personality or philosophical compatability with the prevailing views 

of the Department of Health, the Department ensures that candidates for 

promotion in the public sector of the health service will at all times keep 

their criticisms of the health service and their demands from it to a 

muted level which is unlikely to offend potential future members of these 

L.A.C. interview boards drawn from both inside and outside the Department. 

18.0 ROLE OF HEALTH BOARD ADMINISTRATION 

18.1 It will be clear from the foregoing analysis of the reasons for the 

continued existence of an exceedingly deficient psychiatric service that 

although the Health Board was set up to formulate policy and develop and 

run the health services, the progressive centralisation of control over 

policy and resources in the hands of the Health Department Civil Service 

has led to a situation in which the Health Board, and particularly the 

democratically elected Board, constitutes a window dressing for democracy. 

The present of an elected Board is to give the illusion of democracy whilst 

whilst the reality is one of total control in the hands of the Department 

of Health. This enables them to control the health service centrally 

whilst having a local administrative conduit with an elected Board who can 

be blamed deficiencies of the service should it be politicly expedient to 

do so. 

18.2 Central to this method of control of the Health Board is the fact that 

although the Board*s staff are employees of the Board, particularly at 

senior level the Board does not appoint them and has little control over them. 
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They are selected by the Local Appointment Commission system mentioned 

and statutorily the Board's Chief Executive does not account to the Board 

for staffing matters as, under the Health Act, these are the reserved 

function for the Chief Executive. Accordingly the control of the Board 

over its own affairs is even further limited by subtle system in which 

in regard to matters which have a profound influence on policy, expenditure 

and provision of service, the Board's Senior Executive is more accountable 

to the Department of Health civil servants that he is to the Board itself. 

18.3 The style of Central Government earlier commented upon, its disinterest in 

the public sector of the health service, its tendency to operate to a tightly 

controlling Civil Service and its failure to relate on this account to the 

elected local representatives of a Health Board effectively establishes a 

situation in which policy and the conduct of Board affairs occurs as much 

and more between officers of the Department of Health and officers of the 

Board than through the medium of the democratically elected members. 

19.0 ROLE OF PSYCHIATRIC SERVICES PROFESSIONAL STAFF 

19.1 The doctors and nurses who run the psychiatric service operate within this 

overall civil service framework. That becoming officer employees in a 

hierarchical centralised administrative system rather than remaining as 

separate contractors of their services, they have abandoned their professional 

independence for a system for a system which is not conducive to speaking 

their minds on the obvious inadequacies which they can see within the system. 

19.2 Those who have spoken out in the past have failed to obtain improvements for 

their patients and on humanitarian grounds have felt compelled to continue 

treating them even though in inadequate institutionally based conditions. 

This has unfortunately reinforced the institutionalisation, frustration and 

demoralisation facing staff in the psychiatric service up to now. It seems 

clear however that today's professional staff are more confident and 

independent and are no longer prepared to tolerate bad conditions at the 

expense of their patients. 

19.3 This attitude on the part of staff coincides with the emergence of a legal 

situation referred to earlier in which it now seems inevitable that legal 

will be taken against the State and against psychiatrists over the bad 

conditions and damage experienced by patients in our institutions. 
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19.4 A leading American constitutional case which seems applicable in this 

country suggests that it is not acceptable to admit a patient for 

treatment or to deprive him of his liberty on the grounds that he or 

she needs treatment and then to fail to provide it because of the 

restrictions of the institutional setting. It has earlier been 

commented that psychiatrists are likely in increasing numbers to disclaim 

professional responsibility for the treatment of patients in such 

situations on anything other than humanitarian grounds and to displace 

the legal responsibility for the negative consequences institutional 

on to Health Boards and the Department of Health. Apart from the 

State's moral and social obligation to provide an adequate modern 

psychiatric service for these patients it seems clear that a compelling 

legal reason is also likely to emerge. 
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PART FIVE POLICY RECOMMENDATIONS 

20 .0 Basis of policy formulation 

20.1. The recommendations on policy for the psychiatric service are formulated 

under the headings of general and specific policy recommendations. The 

latter category includes recommendations on the psychiatric service 

generally (the catchment area services), central support and specialised 

services, community mental health service and prevention. 

20.2. In a properly structured administratively and clinically effective body 

headed by a sufficiently autonomous and well resourced governing board the 

formulation of policy would run through a logical sequence of activities in 

which existing service needs would be identified and quantified, the range 

of treatment services and facilities actually available and needing to be 

made available would be specified converted into recommendations, adopted as 

policy and'then implemented with a follow-up system of monitoring and 

evaluation for efficiency and efficacy. The Eastern Health Board has the 

apparatus and infrastructure by which to formulate and implement policy on 

these lines and was set-up indeed, to do so. However, an inherited legacy 

of Poor Law institutions and a secondary position in the health services 

generally ordained for it as much by civil service control as Government 

policy has left it without the autonomy or assurance of resources to function 

in what would clearly & ultimately be the most effective and efficient way. 

20.3. Without the administrative resources centrally or throughout its service by 

which to identify and quantify needs because of these deficiencies in its 

service the recommendations for policy set out in this report have to remain 

approximate and subject to review in the light of changing circumstances. They 

are based on a rough quantification of needs as judged by whatever statistics 

are available and a summation of what is needed in terms of additional 

facilities, above and beyond existing ones, by which to meet these needs. 

20.4. These recommendations are considerable in number and scope because of an 

accumulated state of deficiency in the service over many years which they are 

intended to correct. The overall object is to provide a balanced and 

holistically integrated service with minimum common acceptable standards 

designed for Irish needs accordings to standards and parameters which we must 

evolve for ourselves. They are formulated with a view to eliminating existing 

scandalous conditions and developing an administrative and clinical 
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infrastructure which is flexible enough to adapt to changing needs in 

an area of rapidly growing population. 

21 .0 General policy recommendations. 

21 .1.1 Reafirm Board policy. 

The committee recommend that the Board reafirm its existing policy to 

develop a full range of facilities and services in each catchment area which, 

supported by certain central and specialised services, will 

1) provide a comprehensive community based psychiatric service 

2) provide an acceptable minimum common level and range of treatment 
facilities to be specified by the Board throughout each area enabling 
professional staff to provide an acceptable minimum common standard 
of care for all patients, and as a consequence 

3) complete the devolution of treatment services from an institutional to a 
community basis, thereby allowing the traditional large mental hospital 
to be Phased out. 

21.1.2 The committee recommend that the Board formally advise the Minister for Health 

1) that the psychiatric service has been chronically under-resourced and 
neglected since the establishment of the Health Board in 1970 

2) that the present predominantly institutionally based service is 
inherently incapable of providing a modern psychiatric service capable 
of dealing with present day problems 

3) that the lack of alternative services which enforces the unnecessary 
retention or detention of patients in such institutions is damaging to 
their mental health 

4) that these facts and the appalling physical conditions of neglect and 
deterioration in the psychiatric service constitute a breach of 
fundamental civil rights for patients 

5) that the very existence of such a state of neglect in the psychiatric and 
geriatric services is irreconcilable with the moral values and social 
conscience of this country. 

JL 
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212 Administrative and policy making structures for the psychiatric 

service; Health Board and Department of Health. 

21 .2.1. The committee recommend that the Board advise the Minister that, on 

the evidence of the past ten years of it's interpretation by the 

Department of Health, the spirit of equal partnership between the 

Health Board and Central Government has not worked and is a failure. 

21.2.2. The committee recommend that the Board request the Minister to abandon 

the policy of institutional containment of the psychiatric and geriatric 

problem in I9th century institutions which are inherently unsuitable for 

providing a modern psychiatric service. 

21.2.3. The committee recommend that the Board request the Minister for Health and 

Government to adopt a policy for the development and vigourous implementation 

of an alternative comprehensive community based psychiatric and geriatric 

service which, in the best interests of a humanitarian and effective approach 

to patient care, we bring this country into line with modern practice. 

21.2.4. The committee request that the Board demand that greater autonomy for policy 

making and control over adequate levels of resources be returned to the Health 

Board and it's role in the policy-making process be upgraded to the status 

of equal partner. 

21.2.5. The committee recommend that the Board request the Minister to restructure 

the senior administrative and policy-making structures of the Department of 

Health to provide a balanced health service development policy. 

21.2.6. The committee recommend that the Board request the Minister to appoint an 

Assistant or Deputy Secretary to the Department of Health with responsibility 

for the psychiatric, geriatric and mental handicap services. 

21.2.7. The committee recommend that future secretaries of the Department of Health 

should be appointed by an interview process which will ensure that they have 

a balanced understanding of all areas of health policy. 

/... 
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a balanced understanding of all areas of health policy. 

/... 



30/... 

21.2.8. The committee recomment that the Department of Health issue a 

comprehensive annual report which will provide the following information; 

1) Detailed health service activity statistics, 

2) A detailed breakdown of the allocation of capital and revenue 
finances to all bodies 

3) Details of all applications for capital projects and grants, 
indicating whether accepted or rejected and what allocation was made. 

4) Details of all capital projects commencing and scheduled for commencement 
during the previous and forthcoming year, indicating the date on which 
the application was received, and the various stages of permission were 
granted. 

21.2.8. The committee recommend that the Minister eliminate the unnecessary duplication 

of administrative and planning work with considerable time delays and cost 

increases which ensues from the Department reduplicating much of the Health 

Board's administrative and planning process. This will increase local 

autonomy and efficiency. 

21.2.9. The committee recommend that in future deputations to meet with the Minister 

or senior officials, as the Department has a recording Secretary present but 

does not subsequently release agreed minutes, the Board should request the 

Chief Executive Officer to bring a shorthand secretary to all such meetings. 

This would enable the Board to benefit from being presented with an inaccurate 

account of the views of the Minister and senior officials for the Board's 

record and would greatly improve the confidence of Board members in the 

accountability of decision taking at senior levels in the Department of Health. 

21 .3. Legal framework. 

21.3.1. The committee recommend that the Board respond to the recent Mental Health Bill 

by submitting to the Minsiter a list of recommendations enclosed as Appendix 

21.3.2. The committee recommend that the Board draw the Minister's attention to the 

fact that the proposed Mental Health Bill which legislates for regulations 

governing the control of admission and detention of patients to psychiatric 

hospitals, adresses itself only to a small, if important, percentage of a 

psychiatric problem. 
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2f.3.3. The committee recommend that the Minister be requested to seek an 

amendment to the Health Act 1970 or the Constitution to provide a 

"right to treatment" charter specifying minimum levels of facilities 

for the treatment and care of the psychiatrically ill, mentally 

handicapped and infirm elderly. 

21.3.4. The the Board should implement its statutory right and obligation to 

lay down minimum standards of treatment facilities and services in its 

area, imposing on the Department of Health the legal onus for providing 

the necessary resources. 

21.3.5. The committee recommend that the Board should not defend any action taken 

against it for failure to provide minimum acceptable and necessary levels 

of treatment facilities until adequate resources are provided but, in view 

of the failure of the partnership between the Health Board and Central 

Government implicit in the 1970 Health Act, which failure is due to the 

central domination of this partnership by Health Department Civil Service, 

the Board should enter a plea of statutory imcompetence in its defence. 

21.4. Organisations affprting the Rnard's funrtinns. 

21.4.1. The committee recommend that the Board draw the Minister's attention to the 

fact that since its inception in the 1970 Health Act in succession to the 

Dublin Health Authority, there has been a progressive diminution and erosion 

in the role and efficacy of the Health Board by the process of centralisation 

of policy-making along with the simultaneous exclusion of the Board from 

participation in proceedings and organisations which directly effect, and 

consequently diminish the statutory functions of this Board. 

214.2. The committee recommend that the Board draw the Minister's attention to the 

fact that in the process the Minister and his Department have maintained and 

perpetuated the existence of a two tiered health service resulting in an 

imbalanced distribution of resources and an official acceptance and 

institutionalisation of two standards of attitudes and two standards of 

resource allocation, leading to two standards of care for different classes 

of citizens. 

/... 
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The committee recommend that the Board request the Minister to make 

the necessary regulations whereby the Board, as the premier Health 

Board in the country dealing with one third of the national population, 

can be enabled to directly nominate an adequate number of its 

representatives onto these bodies such as, the Boards of all Voluntary 

and general hospitals in its functional area, Comhairle na nOspideal, 

the Irish National Council for Alcoholism, the Medico-Social Research 

Board, The Board of the Health Education Bureau, the Economic and Social 

Research Council. 

214.4. The committee recommend that by such a democratic and administrative prudent 

approach, not only is the role of Local Government restored to the level at 

which it should function in an enlightened democracy, but considerable 

benefits will accrue to society through the development of an 

integrated, balanced and co-ordinated health service policy. 

214.5. The committee views with concern the lack of integration between under

graduate and post-graduate medical education and the realities of daily practice 

in different disciplines and services. To improve such integration, with 

ultimate benefit to the individual patient and the improved and more 

efficient functioning of the Health Service, the committee recommend that 

responsibility for medical and nursing and allied education at under-graduate 

level be transferred from the Department of Education. The committee recommend 

that an education section, with a transfer of the necessary resources from 

the Department of Education, be established in the Department of Health to 

facilitiate this integration between training and practice reality. It is 

recommended that the development and running of nledical schools, who should 

of course retain their university connection, be undertaken by this method 

from now on. 

215. The Board's administrative framework. 

215.1. In a Health Authority of the size and complexity of the Eastern Health Board 

it is good to undertake a periodic review of the organisation of our 

administrative infrastructure. Currently this is on the basis of functionally 

autonomous programmes such as special hosptial care, general hospital care 

and community care. The inability of the Board, through this organisation 

21 .4.3. 

/... 
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framework, to supply an adequate or effective service throughout its 

area is a reflection of the secondary position of the Board in the 

health services of this region and of the primacy of other health 

services funded and organised beyond the Boards control. 

21.5.2. The committee recommend that, unless the Minister and Department of Health 

can be persuaded to restore the primacy of the Board's role in planning, 

co-ordinating and developing a balanced and integrated health service 

throughout its region by restoring adequate representation for it on the 

Boards of Voluntary and general hospitals together with effective control 

of policy-making and funding over this part of its health service, the 

Board should review its position within such a health service and review 

the present functional divisions into separate programmes. 

V. 5.3. The committee recommend that if the Minister declines to improve the 

Board's role and responsibility in these areas, the Board should request 

that legal responsibility vested in it for the funding of the Voluntary 

and general hospitals should be statutorily removed from it and that the 

existence, organisation and development of two separate health services, 

with two separate budgets, one run by the Health Board and one run by the 

Department of Health, should be statutorily recognised. 

2*.5.4. On the presumption that the Minister will decline to improve the role of the 

Board in this way the committee recommend that the Board consider reorganising 

from the present division into functional services into a division of 

responsibility on area sectors. It is recommended that the Board considers 

reorganising its functional area services into four sectors or quadrants, 

Dublin North-East, Dublin North-West, Dublin South-East and Wicklow, 

Dublin South-West and Kildare. 

2/.5.5. The committee recommend that the administrative organisation of the total 

health services in each of these areas, including the psychiatric geriatric 

mental handicap community care and general hosptial care all be under one 

adminsitrative area team headed up by an area health services executive such 

as our existing Programme Managers but at the level of deputy Chief Executive 

Officers. Thus, four separate coherent and more evenly balanced revenue 

and captial allocation budgets could be submitted to the Health Board for 

funding by the Department. If responsibility for the Voluntary and general 

hospital service is not going to be returned to the Board as one of its three 

service divisions under our existing organisational division of responsibilities, 
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then this latter proposal suggests a method whereby the health 

services can be developed in an even and balanced manner throughout 

each geographical area in accordance with the needs of the community 

rather than, as at present, because one sector of the health service has 

an inbuilt primacy over another. 

2J.5.6. The committee recommend that the Clinical Director of each service submit 

an annual report to the Chief Psychiatrist indicating the work of the area 

team throughout the year and including the report on the progress, or 

lack of progress, which has been made in each Clinical Directors area in 

implementing the Board's policy as outlined in the accompanying Development 

Programme. 

lr.5.7. That the Chief Psychiatrist submit a comprehensive annual report on the 

psychiatric service indicating the work of the psychiatric service and the 

progress, or lack of progress which is being made throughout the psychiatric 

service in implementing the Boards policy of developing a comprehensive range 

of catchment area psychiatric facilities and services to provide an 

acceptable minimum common standard of care and treatment. 

If.5.8. The committee recommend that the Board review in what way its internal 

administrative ability and organisation can be improved in relation to its 

individual services such as the psychaitric service. It is recommended that 

the composition and representation on the management team be enlarged to 

integrate the work of the administrative wing and the professional service 

wing of the Board who provide the ultimate service to patients. It is 

considered that such representation will improve the sense of team-work and 

the understanding between professional and administrative services in the 

better interests of the patient. Accordingly the committee recommend that the 

professional head of the psychiatric service i.e. the Chief Psychiatrist or 

his nominated deputy be invited to attend the Management Team and that a 

similar arrangement be arrived at for community care and general hospital 

programmes. 
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21 .6.0 Catchment area revision. 

21.6.I. The committee recommend that with the growth in population which has 

occured since these were first established some ten years ago, the 

catchment areas should be revised so that the psychiatric service can 

be reorganised in such a manner that it relates more closely to 

population groupings in the first instance and, if possible in the 

course of this, the community care and psychiatric catchment area 

divisions should be realined. 

21.7.0 Funding of the psychiatric service. 

21.7.1 . A chronic inadequacy of resources has characterised the secondary Poor Law 

position of the Boards services since its inception. Adequacy of resource 

allocations can only follow the establishment of~a clearly visable 

publically identifiable and accountable policy-making framework for the 

development of a balanced health service. The committee has already made 

recommendations on how this ought to be achieved at Health Department and 

Health Board level. The committee recommend that the Minister be impressed 

with the necessity to restore autonomy and control to the Board over an 

effective and adequate level of resources as, not only does the Board get 

an inadequate level of resources at the moment but its lack of autonomy and 

control over its own affairs prevents it from the effective utilisation of 

these resources. 

21.7.2. The committee recommend that the Minister and Government be requested to 

review and take a fresh approach to the funding of such socially important 

and desirable public sector facilities as the psychiatric, geriatric, mental 

handicap and community care service so that these can be developed in the 

context of a balanced health service. 

21.7.3. The committee recommend that in view of the size and complexity of the Health 

Board the method of presentation of its budgetary requirements to the 

Department of Health be changed. It is recommended that a separate capital 

allocation and revenue budget estimate and priority list be prepared for each 

individual programme as long as the Board remains functionally divided into 

these service divisions. It is recommended that should the Board reorganise 

on the basis of four geographic sector areas or quadrants, that a total capital 

revenue budget be submitted for each area separately to the Board and in turn by 

the Board to the Department of Health. 
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21.7.4. The committee recommend that within each programme, such as the 

special hospital care programme, a separate budgetary allocation, both 

capital and revenue, be made for each of the area services, central 

support and specialised services as well as an estimate for the 

administrative and technical service requirements of each of these areas. 

The committee recommends that each of these areas and services should be 

provided with regular financial information feedback to enable them to 

monitor the expenditure of their own budget. 

21.7.5. The committee recommend that the Boa^d consider inviting a firm of 

Management Consultants to review aspects of its administration such as 

financial information and improved financial systems enabling the Board 

to have accurate financial information for the preparation of budgets and 

monitoring of expenditure. 

21.8.0 Minimum standards of facilities and care of patients. 

21.8.1 The committee recommend that the Board make a firm unambiguous and 

unequivocal commitment to getting the Minister and Department of Health to 

eliminate the second-class Poor Law attitude to the Boards services as 

exemplified by excessive central domination and control of the Boards 

activities together with inadequate resource allocation. 

34.8.2 The committee recommend that the Board make an unequivocal commitment to itself 

and its patients to refuse any longer to be treated as a second-class service 

for second-class citizens and that it act upon this commitment by immediately 

specifying a minumum level and standard of facilities for the care and 

treatment of patients in each area service thereby imposing upon the 

Department, in strict accordance with the legalistic interpretation of the 

Health Act 1970, the onus for funding the provision of these facilities. 

21.8.3 The convnittee recommend that the Board should be aware of the probability that 

by holding itself out as providing a certain level of service which it cannot 

provide and for which, nevertheless, it repeatedly admits patients, it is 

liable in breech of contract etc. The committee recommend the Board should not 

defend any action taken against it in such a case for failure to provide 

minimum acceptable and necessary levels of treatment facilities until adequate 

resources are provided but that it should instead identify the role of the 

Department of Health's interpretation of the Health Act 1970 as having 

emasculated it of the responsibility and it should enter a plea of statutory 

incompetence in its defence. 



21.9.0. Image of the Board and public relations. 

21.9.1 As a consequence of the secondary position which the Board and its 

services occupy due to their Poor Law inheritance and the existence of 

a two tiered health service, the public image of the Board and its 

various services is frequently poor which is totally at variance with 

the extent of the good work and practice carried on by the Board under 

the most demoralising and adverse circumstances. The practice of 

employing a public relations consultant in recent times in the 

psychiatric service has been of considerable benefit to the Board and 

the committee recommend that the services of a public relations 

consultant,be retained for the Board and its services at large in an 

on-going basis. 

21.I0.0 Voluntary effort. 

21.IO.I The committee note the increasing scope and role for voluntary effort and 

voluntary committees in helping the psychiatric service and its patients. 

The committee congratulate the Chief Psychiatrist and staff in St. Brendan's 

for establishing such committees to improve that hospital. 

21.10.2 The committee recommend the establishment of a register of voluntary agencies 

and smaller voluntary bodies in the Board's functional to see what function 

they are performing and in order to ensure, by reportage and representation 

on these bodies, better co-ordination and co-operation between them and the 

statutory agencies in improving the health services. 

21.I0.3 The committee note with pleasure the establishment of a Mental Health 

Association section for St. Brendan's Hospital and its related catchment 

area. The committee recommend that a local branch of the Mental Health 

Association be established in each catchment area sector to facilitate the 

development of an improved community psychiatric service for patients and 

that the Board should assist such a development at grant level. 
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PART SIX : REQUIREMENTS FOR A MODERN COMMUNITY BASED SERVICE 

22.0 COMMUNITY PSYCHIATRY ; EXISTING FACILITIES AND FUTURE REQUIREMENTS 

22.1 The Board!s existing psychiatric service is, as already mentioned, a 

predominantly institutionalised one. There are however a number of 

component facilities of a community based service in existence. These 

are listed in Appendix with a comment on their condition, whether 

they are purpose built or second-hand adapted facilities; and whether 

they are professionally satisfactory for the purpose for which they are 

meant to serve. It will be seen that they are not satisfactory and that 

they are not comprehensive enough in range or number to provide anything 

near an adequate basis for an effective community-based service. It is 

significant that the Poject Team notes that, apart from some of the agency 

services run on a private autonomous basis with Board funcing, there is no 

Board catchment area with an example of all of these community facilities 

but examples of all of them are to be found in a scattered manner throughout 

the Board. 

22.2 It has already been commented that most of these have been provided as much 

by the Boards engenuity as by any assistance from the Department. They 

do not in range or adequacy reach that critical level at which a community-

based service can take over from and enable the institutional service to 

functionally diminish. It is to be noted in this respect that many other 

Health Board areas which are smaller in number, more autonomous and independent 

of the Department of Health, and who possess a greater range of control over 

the total health service resources for their Health Board area have taken 

the kind of community psychiatric service plans drawn up by this Board ten 

and fifteen years ago and have gone ahead and implemented them. 

22.3 The projected requirements for a comprehensive community based psychiatric 

service have already been drawn up by the Psychiatric Services Committee 

in its first report presented to the Minister in 1978. These are attached 

as appendix and can now be reviewed in the light of the improved 

understanding of the Committee and at Board level of the requirement of the 

developing community based service. Many of the points made earlier about 

the treatment of the psychiatric service can be well understood when it is 

seen from an examination of Appendix just how little of the Board's 

recommendations have been implemented by the Department of Health in the 

preceeding five years. Without a radical change in attitude and funding 

it is predictable that the same fate will accrue to the Board's current 

/ • . . 
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deliberations in the psychiatric service unless a firm and determined 

stance is taken. 

23.0 STEPS NECESSARY TO DEVELOP A MODERN COMMUNITY BASED SERVICE 

23.1 Paragraphs 5.2 and 5.3 have already outlined the sequential series of 

steps necessary to provide an effective modern community based service 

which will firstly meet the needs of the community for modern psychiatric 

service and which will enable the institutions to be phased out in their 

present form. 

23.2 The first step is a statement of the overall requirements for a community-

based psychiatric service in each catchment area, i.e. the range of facilities 

necessary in each catchment area. This is discussed in greater detail in 

paragraph and is laid out in a priority ordered development programme 

in Appendix • Similtaneous to this the second step is to outline 

the sequence of action necessary to bring our existing institutional service 

to a termination and to translate it promptly and effectively into the 

overall context of a new and modern community based psychiatric service by 

identifying those small areas of our existing institutions which can be 

adapted to an effective community role, thus enabling the rest of the 

institutions to be phased out. 

24.0 REDEFINITION OF ROLE OF INSTITUTIONS IN PSYCHIATRIC SERVICE 

24.1 The first question to be posed is to define both parts of our existing 

institutions which are capable of adaptation to functioning as an effective 

part of the overall community based psychiatric service and to specify, 

with prostings, the steps which are necessary to upgrade those sections of 

these institutions. 

24.2 Based on the original report of the Psychiatric Services Committee to scale 

down these institutions and based upon the Chief Psychiatrist's recommendations 

that St. Brendan's could be redefined as a catchment area psychiatric unit 

with a reduction in its bed numbers to some three hundred, the Project Team 

for St. Brendan's have recommended that this be done and have helpfully 

pinpointed the reasons why it has not been achieved up to now. 

24.3 In summary of these recommendations the areas to be retained, the nature of 

the upgrading work and its cost are tabled on the next page : 
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AREA 

Units 3A & 3B 

Unit 10 
(Admission Unit) 

Unit 23/23A 

Disturbed patients 
unit 
(Active Treatment 

Unit) 

WORK REQUIRED 

minor upgrading 

Major upgrading 

upgrading to 
rehabilitation hostels 

minor upgrading 

COST 

(to be supplied) 

(to be supplied) 

approx £130,000 

(to be supplied) 

24.4 In the case of St. Brendan's these areas have been chosen because of their 

comparatively good condition and their functional capability of knitting into 

a small catchment area psychiatric unit which can service an adjacent area of 

the inner city, Cabra and Finglas, as part of the redesignation of catchment 

areas. It is worth noting that the Disturbed Unit is a specialist referral 

unit applying an intensive range of skills on multidisciplinary expertese 

to the treatment of particularly disturbed patients who cannot be dealt 

with in a catchment area service. It is necessary to stress that each 

catchment area must have facilities and capacity for dealing with the 

ordinary range of disturbed patients and that this is a clarification of 

policy from the time of the previous report in 1977 and 1978. 

24.5 Appendix shows details of the cost of this upgrading and also shows 

full details and costing of the additional basic services which are necessary 

to service the redefined St. Brendan's Hospital, e.g. heat, water, pipes, 

wiring, fire, telecommunications, power, catering, energy complex, etc. 

24.6 Having summarised the areas which, based on the Chief Psychiatrist's 

recommendations and technical advice, will form the new district psychiatric 

unit, it is useful to outline (see Appendix ) the full range of buildings 

on both the east and west side of St. Brendan's, their bed complement, their 

condition, their future disposal in the light of these plans and the costings 

involved. (This appendix will be supplied subsequently). 

24.7 A similar appendix is necessary detailing the numbers and categories of 

patients currently in St. Brendan's to make sense of the rationalisation 

proposals in the context of recommendations for the development of alternative 

community based facilities. The numbers and different types of patients 

are listed in Appendix . (to be supplied) 
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24.8 These recommendations relate to St. BrendanTs Hospital. It is desirable 

for the Committee to anticipate in some measure what the recommendations 

of the equivalent Project Team for St. ItaTs Hospital after consultation 

with the Chief Psychiatrist and the Clinical Director. It is desirable 

that the recommendations of the Project Team for St. Ita's and the 

Psychiatric Services Committee which is making recommendation on the overall 

development of the community psychiatric service should produce 

recommendations which are in harmony with overall policy. These recommendation 

will be available shortly. 

25.0 COMMUNITY FACILITIES NECESSARY TO REDUCE ADMISSIONS 

25.1 The previous report of the Psychiatric Services Committee and the detailed 

report of the Project Team for St. Brendan's are quite specific that an 

essential part of redifining institutions such as St. Brendan's as a new 

district unit is the simultaneous development of a comprehensive community 

based psychiatric service which will include development of separate 

facilities for the disturbed elderly and mentally handicapped who form 

over half the population. In other words to enable St. Brendan's to 

function as envisaged in the future it is necessary to provide alternative 

facilities for some five hundred and fifty elderly and mentally handicapped 

patients currently in St. Brendan's and such additional facilities as will 

be necessary to ensure that admissions to those parts of St. Brendans 

(and St. Ita's) which are not being retained can be stopped immediately. 

Otherwise the institutions will simply continue to flourish. 

26.0 ALTERNATIVE FACILITIES FOR THE MENTALLY HANDICAPPED 

26.1 There are approximately one hundred patients with mental handicap located 

in various areas throughout St. Brendan's. It has been suggested that 

these patients might be transferred to Units 1A,B,C for a limited period 

of between five to ten years. On reconsideration of this proposal it 

seems clear that the Board should adapt a firm and consistant attitude 

to closing down facilities which are not part of the area of St. Brendan's 

which it is intended to retain permanently. Past experience dictates that 

short-term solutions become permanent - see F the temporary buildings 

built in Portrane in 1900 for a few years. There is a strong probability 

that re-housing one hundred long-stay mental handicap patients in lABC will 

/... 
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become a semi-permanent solution which could lock up much of the future 

development of St. Brendan's for another twenty years. 

26.2 It is recommendated that the Board seek one hundred places for these long-

stay mental handicap in one of its own facilities or in a facility run by 

a religious or voluntary order. It is recommended that St. Patrick's 

Home might be upgraded and adapted to this cost with the provision of a 

small amount of extra accommodation if necessary. It is a Health Board 

facility run by a religious order and would involve little additional 

revenue initially. It could be staffed by the Board initially and is 

located in an area where it would not be difficult to have a factory or 

other facilities in easy reach of it for an industrial workshop etc. 

27.0 ALTERNATIVE COMMUNITY FACILITIES FOR THE ELDRELY 

27.1 The absence of a developed and comprehensive geriatric service has been a 

major handicap in the psychiatric service in that just under half the 

patients in St. Brendan's are essentially elderly people without any 

psychiatric disturbance. 

27.2 The Committee note the Chief Psychiatrist's proposals for the development 

of a range of specific units for the disturbed elderly which would be located 

within a comprehensive and integrated geriatric service and without 

form as much as half of the total geriatric assessment unit located in or near 

general hospitals. The Committee note that these proposals have been 

explained to and accepted by the Project Team on St. Brendan's and the 

Working Party on Geriatric Services who have incorporated them (Q.V.) in 

their proposals. 

27.3 The underlying basis is that it is the function of a comprehensive geriatric 

service with an integrated psychiatric dimension within it to deal with the 

function of disturbed behaviour as these disturbances are transcient. What 

has happened in St. Brendan's in the past is that the disturbances have 

cleared up but the patients have stayed on because of the lack of alternative 

facilities. It is envisaged that these facilities, whilst within the geriatric 

service, will be staffed by psychiatrists from the psychiatricly trained 

nursing staff. 

/... 
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27.4 To take account of the 450 such patients currently in St. Brendan's a 

number of these units will be needed as follows : 

(i) the Psychiatric Services Committee and the Project Team have already 

identified St. Laurence's Hospital, in the aftermath of the opening 

of the new Beaumount, as an area which could accommodate about 200 

such patients. It has been properly recommended that this should 

be subject to a detailed examination of the buildings for suitability 

and costive adaptation. This study should be done immediately with 

agreement of the Minister and St. Laurence's Hospital. Contingency 

plans should be made for the cost of dividing up alternative purpose 

built facilities should the survey find these buildings are not suitable. 

The Committee urges that such a survey should be comprehensive and 

superficial as was the case with the brief given to the Design Team 

which examined the condition of St. Brendan's in recent years. Only 

a comprehensive examination can reveal the real cost of hidden defects 

likely to appear after a number of years. 

(ii) On the assumption that it will be possible to locate some 200 such 

elderly people in St. Laurence's the Committee recommends a unit of 

approximately 50 beds for disturbed elderly on the model outlined 

above, staffed by the psychiatric service, and located close to the 

existing assessment unit in the Richmond Hospital. 

(iii) An additional fifty to sixty places are available to units in 

Blanchardstown Hospital which it is belived are empty. The Committee 

urges that this be promptly and rapidly explored as it would form the 

basis of an assessment/treatment unit for the disturbed elderly which 

it is, in any event, desirable to locate in or near most existing 

and developing general hospitals. It would very much be to the 

advantage of the overall Blanchardstown catchment area to develop such 

a unit which can service their disturbed elderly popultion in the 

future. 

(iv) The Committee recommend that the number of empty beds in Cherry 

Orchard be examined. It is believed that there are two units of 30 

beds lying empty which, if the Board modifies its policy on the use of 

Cherry Orchard, be utilised for some fifty to sixty non-ambulant feeble 

elderly patients currently in St. Brendan's. 

(v) This would leave a total of about appriximately 100 beds or two 50 bed 

units requiring to be built for elderly or disturbed elderly patients 

in St. Brendan's. The location of these could be in relation to 

existing geriatric units either in Vergemount or St. Mary's or 

Leopardstown with the location bearing in mind the overall need of the 

/... 
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adjacent general hospital catchment area for such facilities. 

27.5 The work indicated above should occur in the early first phase of the 

modernisation programme for the development of a modern community 

psychiatric service. It will of course relate to the geriatric service 

and will form a nucleus of a future geriatric service which requires to be 

developed. Further such units for the elderly and disturbed elderly in 

particular will be necessary in the second phase of the modernisation 

programme in areas of rising population. The Committee recomends that 

the cost of providing these Disturbed Units for the elderly should be 

ascertained and included in its report as it seems probable the cost of 

the units outlined above would be a much more economical approach that the 

several million pounds it would cost to retain those portions of St. Brendan1s 

27.6 It should be noted that this sort of approach is consonent with the revised 

brief given the Committee by the Minister to make recommendations for the 

development of a more economical service. If recommendations such as this 

are not adopted and implemented it would cost the Board and the State many 

millions more to run the psychiatric service with the same unresolved 

problems still on its hands waiting to be solved in the future. Such an 

overall approach will also be economical by taking up the slack in empty 

Health Board places thereby improving the Boardfs utilization rate of its 

in-patient places. 

27.7 By providing these units promptly the nucleus of a modern geriatric service 

will have been established and by relating them to both the psychiatric and 

geriatric service both the psychiatric service in areas such as St. Brendan's 

and St. Ita's, and the geriatric service generally and indeed expensive high 

technology beds in general hospitals will be enabled to work more effectively 

for the purpose for which they were originally designed. It should also be 

noted that by building these and providing these units immediately they will 

be serving a function of taking the most feeble and elderly patients from 

St. Brendan's which will solve a major problem for St. Brendan's in the 

exceedingly short period of time that it will take for new cases of disturbed 

elderly patients to arise from the community and to be dealt with in these 

units. 

/... 
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28.0 NEW COMMUNITY PSYCHIATRIC FACILITIES TO SUPPORT INSTITUTIONS 

28.1 Just as the redefinition of institutions such as St. Brendan1s and St. ItaTs 

as new community psychiatric units serving a discreed catchment area requires 

alternative facilities for the mentally handicapped and the elderly to enable 

it to work and to enable it to cease taking such admissions in the future, 

in like manner it is necessary to have an additional range of community-

based psychiatric facilities to shut down inappropriate admissions to the 

residual parts of St. Brendan's and St. Ita's which it is not intended to 

retain. 

28.2 These additional facilities are listed in the development programme for the 

community psychiatric service and mentioned in Appendix 

PART SEVEN ; CATCHMENT AREA PSYCHIATRIC SERVICE 

29.0 THE COMMUNITY PSYCHIATRIC CENTRE CONCEPT 

29.1 In paragraph 9.3 the fundamental concept underlying the development of the 

community based psychiatric service was defined as a shift in the focus of 

treatment from the end of the process which finds a patient in an 

institutional inpatient bed which determines the range and type of treatment, 

to designing the range of assessment, diagnostic, intervention and treatment 

facilities around the person who presents outside the mental hospital as an 

out-patient in the first instance. The objective is to shift the 

administrative, clinical and functional emphasis from the patient in"the .bed 

to the patient presenting with a complex problem which requires an appropriate 

and updated range of facilities to meet his clinical needs which have the 

aim of restoring his functioning as an integrated member of the community 

with the least amount of disruption possible. 

29.3 This range of functioning comprises an out-patient clinic function, an 

administrative and clinical headquarter function, a day centre function and 

the capacity for assessment beds where a person can be held overnight, such 

/ . . . 
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as happens in the Assessment Unit in St. Brendan's, while a full appraisal 

of his treatment and intervention requirements are made. Bringing a wide 

range of diagnostic, assessment, treatment and intervention expertise and 

facilities together under one roof out of the institution and into a 

community setting creats a context which orients the assessment and management 

of patients in a non-bed oriented way. It fosters the development of 

a psychological or psychotherapeutic approach to assessment and treatment 

in a setting of a multi-disciplinary team and minimises the risk, frequency, 

duration and consequent cost and hazzards of longer term inpatient treatment 

29.4 It is considered that, regardless of what this centre is named as, (e.g. 

Community Psychiatric Centre) it will become the key to developing and making 

a community based psychiatric service work effectively. As a consequence 

there should be an urgent emphasis in providing a sufficient number of these 

centres in the first phase of the modernisation programme. It is considered 

that they will also be economical in the effectiveness of utilization of 

staff in that the staff from the day centre can have a duty roster for the 

assessment unit. If these centres are developed it seems highly probable 

that the projected requirements for inpatient beds, particularly medium and 

long-stay beds, which has been made for the community psychiatric service 

can be reduced a little. 

30.0 LOCATION OF COMMUNITY PSYCHIATRIC CENTRES 

30.1 This is a highly innovative concept by the Boardfs psychiatric service which 

pragmatically and functionally combine in one setting a range of clinical 

functions already carried out ineffectively in disparate settings. Their 

integration in one setting should enhance their efficiency and usefullness 

of contribution.. Combining, as they do, a range of functions which it is 

already intended to introduce in different areas, including the Chief 

Psychiatrist's unit, and having regard to the innovative nature of the concept 

it seems appropriate that one of the first of these units should be located 

in the proposed new unit for the Chief Psychiatrist in Garden Hill which is 

Board policy and which has been accepted in principle by the Minister for 

Health. 

30.2 Locating one of the first of these units in this setting is a prudent exercise 

which, apart from meeting practical proposals already envisaged for this unit, 

allows it to be developed in a setting in which consciously and deliberately 

its development will be on an experimental basis with, as in the Assessment 

/..-
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Unit in St. Brendan's, a demonstration that it does work and can be made to 

work. It is therefore appropriate that the first of such units should be 

located as part of the Chief Psychiatrist's unit, alongside the other 

functions of the Chief Psychiatrist's unit. Besides its function to operate 

a community psychiatric centre, the Chief Psychiatrist's unit envisaged for 

Garden Hill will have a local treatment responsibility for a catchment area 

service to be defined in the surrounding area. As part of its function 

of innovating and developing treatment approaches which will make the shift 

from a wasteful institutionally based mental hospital service to a community 

psychiatric service an economical clinically effective programme the Chief 

Psychiatrist's unit will have a small number of in-patient beds for the 

treatment associated with such research and development. Relating to its 

service planning and development function which has underpinned the various 

reports of the Board right up to and including the Project Team, it will have 

a function in monitoring the development and operation of the service in an 

overall basis. Finally in relation to this and to the continued professional 

administration of the psychiatric service it will have an administrative 

headquarters for the Chief Psychiatrist and his staff and by virtue of the 

Chief Psychiatrist's incumbency of the Chair of Psychiatry it is also a 

Professorial Teaching Unit. 

31.0 LOCATION OF OTHER COMMUNITY PSYCHIATRIC CENTRES 

31.1 It is envisaged that the other psychiatric centres, with their range of 

facilities located in the one setting, should be located in a number of key 

catchment areas at a critical stage of development of their community 

psychiatric services. It is recommended that they should be located in 

the following areas 

(i) Dublin North-East Catchment area 

(ii) The proposed new catchment area in Coolock-Raheny (see later) 

(iii) Dublin North Central Catchment area 

(iv) Dublin South East 

31.2 The remaining catchment areas should develop such community psychiatric 

centres by expansion of their existing facilities during the second phase 

of the proposed modernisation programme. For example the existing proposed 

new unit in St. Brendan's effectively functions as one; the Finglas Day 

Centre is capable of extension in years to come into such a centre and 

Blanchardstown could develop one in the second phase after a new inpatient 

unit has been established in the first phase. 

/-. 
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31.3 The propsed location of these units in each of these catchment areas is 

indicated in detail later in a section dealing with the requirement of each 

catchment area for facilities to develop comprehensive community psychiatric 

service. 

32.0 REVISION OF CATCHMENT AREAS 

32.1 With the rapid growth in population, the adaptation of parts of our 

institutions to become an integral part of the community psychiatric service 

and with the necessity to develop a range of alternative community based 

facilities to underpin this adaptation and to make the concept of community 

psychiatry workable, it is desirable to revise some of the catchment areas. 

32.2 The proposals to make St. Brendan1s into a discreet catchment area of 

psychiatric service will involve it in providing an area service for the 

north inner city, and adjacent areas of Cabra and Finglas. The remainder 

of the Dublin North We>st catchment area which originally included parts of 

this in relationship to St. Brendan1s will now centre on Blanchardstown 

as a catchment area psychiatric service for that district. 

32.3 In the north east of the city in the Coolock-Raheny there seems to be 

an appropriate pocket of population between the St. Ita's catchment area 

to the north-east and the Dublin North Central catchment area to the south 

of it and to Beaumount Hospital to the west of it. It seems appropriate 

to create this into a new catchment area service with its own range of 

community based facilities relating to the psychiatric unit of the new 

Beaumount general hospital. 

32.4 St. Loman's in Dublin West is the Board!s largest and most cumbersome 

catchment area in population terms. The need to reduce this catchment area 

to a managable level can be met by firstly providing the residual support 

service required in Kildare Central, secondly creating Kildare North into 

its own catchment area. It can be further reduced by also separating off 

the Tallaght-Clondalkin area into another catchment area relating to 

community based facilities established there by the Board and to the new 

unit in Tallaght general hospital when it is built. Therefore this will 

be a progressive separation of Tallaght over a period. Finally at the 

city end of its catchment area it is proposed that a pocket of population in 

the Crumlin area should relate as a small catchment area to the adjacent 

Chief Psychiatrist's unit. 
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32.5 It is Board policy that psychiatric units of general hospitals should firstly 

service the psychiatric requirements of the general hospital but that, in 

order to develop an integrated service covering a range of treatment 

responsibilities and functions, such units should also service a small 

adjacent population area. On the south side therefore it is proposed that 

St. Vincent's Hospital should take the population area between St. Vincent's 

and Ringsend as a small local catchment area service. It seems that the 

Dublin south-east area might usefully take some of the Ballinteer end of 

Dundrum currently relating to the Cluain Mhuire Service but which has more 

functional access to Vergemount. Finally in Dublin North East in St. Ita's 

while there is not any need for a formal redefinition of the catchment area 

the future development of community based facilities should be such that 

the norther and southern end of the catchment area are fairly comprehensively 

covered at local level. 

33.0 DEVELOPMENT OF REMAINING COMMUNITY FACILITIES. 

33.1 The development programme drawn up by the Board is indicated at Appendix 

A review of the Projects actually implemented from that programme since it 

was put forward five years ago is also indicated. It shows how little 

has been done for the psychiatric service. 

33.2 A comprehensive review of the existing facilities available and, on the basis 

of the formula of requirements for each catchment area of 100,000 people 

worked out by the Psychiatric Services Committee in their previous report, 

a statement of the additional facilities needing to be required is being 

compiled as an appendix to this report. 

33.3 In summary consideration of these requirements which show that the following 

facilities are likely to figure prominently in the list of requirements for 

each catchment area : 

(i) Wicklow : requires a 20 bed unit promptly. Provision of a 

community psychiatric sector in the second phase with 

its inbuilt day hospital places. 

(ii) Dun Laoghaire/ This agency service run by St. John of Gods for the Board 

South East is virtually complete in its requirements. It requires 

an additional hostels. The area has recently acquired 

a new centre at York Road and it is desirable that this 

should function on the lines of a community psychiatric 

/... 
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Dun Laoghaire/ centre. This would be an example of the kinds of 

South East : tasks facing the Chief Psychiatristfs unit in 

utilising its community psychiatric centre experiences 

to apply to areas such as York Road 

require to have their plans for a headquarter, out

patient and day hosptial complex completed urgently. 

This effectively can also constitute a community 

psychiatric centre without much additional planning. 

It will, in addition, need some medium long-stay beds 

in phase two. 

This catchment area is run by St. Patrick1s Hospital, 

on an agency basis for the Board. As with the Cluain 

Mhuire Catchment area it has a wider range of facilities 

that most of the catchment area services run directly 

by the Board. In phase two of the modernisation 

programme it will require some hostel places and 

depending on how adequately its full range of community 

based facilities are then working will determine the 

number of medium to long-stay bed it requires. 

(v) St. Loman's Apart from reorganisation of its catchment area the 

main requirements here to reduce the stress on an over 

loaded in-patient unit is a community psychiatric centre 

in Ballyfermot in the first phase which will provide 

day hospital places and also a number of places in hostel 

/group homes and workshops/day centres. 

requires the provision of a community psychiatric centre 

with day hospitals and assessment places in the first 

phase together with some hostel places. This will 

determine the needs of the area for inpatient beds 

which it is envisaged will ultimately be provided in 

general hospital £n Tallaght as part of the catchment 

area service. It is imperative that liason is 

maintained on theseplans with the Board planning the 

Tallaght general hospital. 

(iii) Dublin South-

East 

(iv) Dublin South-

Central 

(vi) Tallaght 
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(vii) Blanchardstown 

(viii) St. Brendan's / 

North City 

(ix) Dublin North 

Central 

the newly designated catchment area in Blanchardstown 

requires the opening up of an acute inpatient unit 

in Blanchardstown of fifty beds in the first phase. 

Depending on the development and operation of this 

there will be a need in phase two for some hostel 

places and a community psychiatric centre. 

The modernisation of St. Brendan1s into a 300 bed 

catchment area unit is an integral part of the plan. 

In addition to the day hospital in Finglas which is 

already at an advanced stage of planning, should be 

accelorated. It is capable of extension during 

phase two into a community psychiatric centre. 

This is a prime area for the development of a 

community psychiatric cenre with its range of day 

hospital places and a small number of assessment beds, 

The possibility of extending St. Laurence's Road 

are, alternatively, buying St. John's, should be 

explored. The provision of such facility along with 

a number of hostel places will enable this catchment 

area to regulate the control of admissions from the 

catchment area and obtain an improved use of St. 

Vincent's Hospital in Fairview for backup facilities. 

It currently relates to general hospital beds in the 

Mater and the addition of the community psychiatric 

centre strengthens the role, co-ordination and 

integration of psychiatric facilities in this 

catchment area. 

(x) Coolock / The provision of a community psychiatric centre as a 

Raheny / Beaumount catchment area headquarters, day hospital and assessment 

unit in an area such a Woodville House in this proposed 

new catchment area as an immediate priority will 

effectively introduce a viable community based 

psychiatric service in this area. It is desirable 

that this should be implemented immediately by the 

Health Board with a Consultant Psychiatrist or 

Acting Clinical Director appointed so that a community 

service is operating in advance of the new unit 
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emerging at Beaumount. Otherwise, as with the 

availability of mental hospital beds only, the 

availability of psychiatric beds in a general hospital 

will orient the development of the psychiatric services 

in an entirely incorrect direction away from the 

community. The area will of course need a range of 

hostels and group homes and workshop places etc. in the 

second phase of the modernisation programme. 

(xi) Dublin 

North East 

The location of a community psychiatric centre on the 

Swords area in phase one is recommended. Along with 

this it is still recommended that an acute psychiatric 

unit should be built to enable the flow of patients 

into St. ItaTs to be reduced and to enable a community 

based psychiatric service to be developed. This will 

be a necessary and important step in avoiding further 

expensive upgrading and maintenance in St. ItaTs. 

It is also envisaged that this area should have a unit 

for the disturbed elderly located in it. 

34.0 CHILD PSYCHIATRIC SERVICE 

34.1 The immediate needs of the psychiatric service, in advance of the full 

appendix outlining its overall development needs, is that the child 

psychiatric unit planned for Cherry Orchard several years ago should go ahead 

without any further delay. It is recommended that once it has been agreed 

that it will be built, and once it is in the process of actually being built, 

the Board should buy or obtain a large house for the purpose of decanting 

the majority of the inpatients in the existing Children's Unit in St. Loman1s. 

This will enable the existing children's unit to be turned into a 4o place 

unit for disturbed and mentally handicapped adults under the auspices of the 

mental handicap service. 

35.0 FORENSIC PSYCHIATRIC SERVICE 

35.1 Whilst the failure of the Department to recognise the problems of the 

psychiatric service extend to all areas and is disappointing on all fronts 

it failed to recognise the Board's forensic service as a national agency and 

fund it accordingly, and its failure to implement any of the long standing 

/ . . . 
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units proposed in the Psychiatric Services Committee report in 1978 is 

particularly disappointing. 

35.2 The Committee reaffirmed its recommendations for the development of the 

forensic services outlined in the previous report. It is also recommended 

that the Psychiatric Services Committee convene specially to review the 

psychiatric problems and requirements of the forensic service both in 

Dundrum and across the prison population in the BoardTs area with a view 

to making recommendations on how people in detention • who suffer psychiatric 

problems can be provided with adequate and appropriate treatment and facilities 

It is recommended that the Psychiatric Services Committee, which is a 

committee of the Board, should also contain representatives of the departments 

of Health and Justice for the purpose of this particular exercise. 

36.0 ALCOHOL SERVICE 

36.1 Alcoholism on the. psychiatric sequelae and the successively high utilization 

of psychiatric services as a consequence of it is a distrubing and 

economically costly feature of the Board's psychiatric service. It is 

desirable that an alcohol treatment counselling service should be developed 

in the Board's area in conjunction with the psychiatric service. 

36.2 The Committee recommends that it should engage in a total review of the 

extent of the alcohol problem in the Board's area together with a review of 

existing services dealing with it in order to make comprehensive proposals 

for the development of a co-ordinated and integrated treatment counselling 

service for alcohol problems. 

36.3 In the meantime it is recommended that the Board give consideration to the 

development of an alcohol treatment and counselling centre based in each of 

the Board's quadrants with access to detoxification facilities in the 

psychiatric service. It might be modelled on the style of some existing 

facilities such as Stanhope St. and it is envisaged that it would, in the 

first instance, have its intake in each of the catchment area services. 

This co-ordination of services can be achieved by the location of a trained 

counsellor in each community psychiatric centre as part of the assessment 

exercise who will relate patients to these alcohol treatment and counselling 

centres. It is stressed however that these are preliminary recommendation 

and ought to be the subject of a comprehensive review of this specific 

problem by the Psychiatric Services Committee at an early date. 

/... 
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37.0 IMPLEMENTATION AND FUNDING OF PLANS 

37.1 In view of the extensive amount of development requiring to be undertaken 

to provide a modern psychiatric service and in view of the exceedingly 

slow rate at which projects have been sanctioned and cleared by the 

Department of Health it is clear that the Committee and the Board have 

to give consideration to some method of implementation which, on the 

assumption of assured funding, will give the Board direct autonomy and 

mandate to eliminate bureaucratic obstacles and develop this service 

immediately. 

In the section dealing with analysis of the reasons for the continued 

existance of a deficient psychiatric service, an examination of the 

inadequate funding arrangements was made. It is particularly clear that 

the psychiatric, geriatric and mental handicap services have an exceedingly 

low priority rating for the Department of Health and for politicians. 

It is equally clear that if the Department of Health do not wish to 

disturb their development programme for the modernisation of general 

hosptials and it is not suggested at this stage that they should, then 

either additional or alternative resources of funding will have to be 

found otherwise the entire spending programme of the Department of Health 

will have to be reviewed. 

Some suggestions on how the plan might be funded have already been made 

here in this report. It is intended however that a more detailed set 

of proposals on alternative funding arrangements will be tabled for the 

Committee at an early stage. 

37.2 

37.3 


