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CHAPTER 2 

PLACES OF RESIDENCE FOR THE MENTALLY HANDICAPPED 

2.1 The terminology which is currently in use in describing settings for the 
mentally handicapped, can be confusing. The terms hostel, group home, 
community home, residence,,instltutlon tend to be used rather loosely and 
frequently interchanged. This is probably because some of these settings for the 
mentally handicapped are still evolving and the concepts which the terms 
represent are not yet firmly established. For our purposes it is necessary that we 
should be quite clear on the different types of setting which we describe and we 
must therefore defme the terms which we use. 

2.2 The principal distinction which we make is between living in the 
community and living in a residential centre for the mentally handicapped. Each 
of these settings has its own sub-divisions and variations. We have identified and 
defied the following: 

Residential centres for the mentally handicapped: 
-Major residence with a full range of facilities and services. 
-Smaller residences more appropriate to a local community. 

Community setting: 
-Living at home with parents, relatives or friends. 
-Living in lodgings with or without supervision. 
-Living in a hostel and availing of day services, going to school or to work 

in the same way as a person living at home or in lodgings. 
Some comments on each of these settings may help to clarify our understanding 
of them. 

Major residential centre 
2.3 The major residence for the mentally handicapped caters in particular for 

the more disturbed and severely handicapped. It has a full range of aU the physical 
amenities and specialist services required. It would normally relate to a 
population wider than the local community. The number of such residences is 
necessarily small and, for this reason, they are regional or national in character. 

Smaller residential centre 
2.4 The small residence may be more appropriate to a specific con~munity. 

While it may have a more restricted range of services and actlvlhes, it IS 
essentially the same in character as the major residence in that the residents may 
sleep, dine, attend work, receive education and avail of recreational facilities on 
the same campus. 

2.5 We feel that, in time, the distinction between the major residences and 
their smaller counterparts will come more clearly into focus but for purposes of 
estimating the number of places required, we did not feel it necessary to highlight 
this distinction. 

2.6 A recent development has been the provision of a group of small 
residences on the same site as. and in close association with. the maior services 
and facilities for the mentally handicapped. Such a developmknt has iaken place 
at HoUvhill in Cork. While it clearlv has manv attractive features and advantanes 
over tge more traditional resideniial centres, for our purposes of estimahg 
numbers of places required this concept is essentially the same as the residential 
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centre. We do not think that it would be helpful at this stage to attempt to make a 
clear-cut distinction between this development and the traditional centre. Only 
experience can tell what potential there is for the former concept and what effect 
such a development may have on the traditional centres. For this reason. we 
support projects, such as the Hollyhill development, where the idea can be 
thoroughly tried out and its effects assessed. 

Living at home 
2.7 The retention of persons in their home environment is, of course, the ideal 

in so far as it can be done without undue stress on parents and other relatives. 
There is much that can be, and is being, done to encourage and support this ideal. 
Cash aloiuances, day services and community facilities in their broadest sense are 
important sources of support. The main constraints are firstly the needs of many 
handicapped persons for services and facilities which, in our opinion, can be made 
available only in residential centres and secondly the ability of parents and other 
family members to cope with the special problems presented by a handicapped 
person. The community services are discussed in greater detail in Chapter 10. 

Lodgings 
2.8 A substitute for living at home. We feel that a more enlightened and more 

tolerant public attitude to the place of the handicapped in society gives scope for 
increasing the number of places available in lodgings. 

Hostels 
2.9 We define a hostel for the mentally handicapped as a house located in a 

residential area and in which a small number-say six to eight--of mentally 
handicapped persons live. The purpose of the hostel is essentially domestic. Its 
residents sleep, eat and pursue their various forms of relaxation and recreation 
there. It does not provide any special services or facilities. Speaking generally, the 
residents of the hostel would be mildly or moderately handicapped, mobile and 
without other serious handicavvinp, conditions. Thev miaht have sheltered or oven 
employment or a~tend a tmin&g n'gntre or avail of &he;day services. They would 
use the recreational and other communitv facilities available to the other residents 
of the area. The building need not be purpose-built. 

2.10 Such a residence might be located in a residential part of a city or large 
town but it could also be appropriately located in a provincial town or rural area. 
It is not necessary that it b e h  close proximity to the major institution. In fact, we 
feel that its geographical location in relation to the major institution may be 
irrelevant, provided that there is regular and easy contact with the major services 
for the mentally handicapped so that these can be availed of as the need arises. 

2.11 A further important requirement is a ready acceptance of the hostel by 
the Local community so that the residents can freely avail of the local services and 
facilities such as shopping, religious, and recreational and that support from the 
local community e.g. transport, is freely available. 

2.12 The hostel concept is still at an early stage of evolution and its final 
shape has yet to emerge - its acceptance by the community, the categories of 
handicapped persons most suited t o  it, the degree of supervision and support 
required, the extent to which it should be l iked  with day services for the 
handicapped. We feel confident, however, that in this concept there lies a large 
part of the answer to the considerable social problems which arise in the 
integration of handicapped persons into normal community living, problems 



which tend to become particularly severe as these persons get older and lose the 
support of parents and close relatives. The estimates which we produce at a later 
stage of this report of the number of handicapped persons who should be capable 
of being retained in the community are strongly influenced by our expectations of 
the potential of the hostel concept. These estimates include places in hostels and 
we feel that the number of places which could reasonably be planned for in the 
community would be much smaller were it not for the expected contribution of the 
hostels. 

2.13 The correct number of places to be provided in hostels is, we feet, an 
important question and one which will soon require to be tackled. It is, howeyer, 
premature to attempt this until more experience has been gained in the operatlon 
of the hostels. 

2.14 We strongly recommend that, at this stage, health boards should survey 
  he scope in their areas for establishing hostels, both in terms of the need for them 
and the prospects of setting them up. in Chapter 11 we suggest guidelines to assist 
health boards and others in planning the establishment of hostels. 



CHAPTER 3 

CATEGORISING THE HANDICAPPED 

3.1 Ow principal objective was to make estimates of the numbers of mentally 
handicapped persons for whom continuing care in residential centres would be 
necessary and the numbers who could be maintained in the community. There are 
clearly certain categories of the handicapped who, without question, need 
residential care. Equally, there are categories who should be capable of leading a 
satisfactory life in the community. In between, there are very many persons who 
might appropriately be placed in either a community or a residential setting and 
whose proper location depends on factors such as the extent of the community 
services available, the response of the community to the needs of the handicapped, 
and the home situation of the handicapped person. 

3.2 The factors which cart have a bearing on the most appropriate setting are 
many and varied. Having considered all of these factors, we identified three as 
having major influence on this question and for which some identifiable measures 
are available. These are: 

(a) Degree of mental handicap. 

(b) Age. 
(c) Presence and severity of additional handicaps. 

Degree of mental handicap 
3.3 The classification of mental handicap which we used is that contained in 

the 9th Revision of the World Health Organisation's International Classification 
of Diseases. It divides the mental handicap population into four levels, mild, 
moderate, severe and profound. It differs from the tripartite classification (mild, 
moderate and severe) which bas been in use in this country up to now and which 
was recommended by the Commission of Inquiry on Mental Handicap. The new 
classification allows the more profoundly handicapped persons to be identified 
separately. 

3.4 It is recommended by WHO that the assessment of intellectual level 
should be based on whatever information is available, including clinical evidence, 
adaptive behaviour and psychometric findings. It should be emphasised that the 
score yielded by an intelligence test is only one of the measures to be used in 
deciding if a person is mentally handicapped or in placing him within one of the 
categories of mental handicap. In fact, the current recommendation of the 
American Association on Mental Deficiency specifies that mental retardation is 
present only if a person is deficient in both measured intelligence and adaptive 
behaviour. Unfortunately, available measures of adaptive behaviow are still not 
satisfactory; however, this limitation does not render adaptive behaviour any less 
important. 

3.5 Intelligence tests usually have a mean of 100 and a standard deviation of 
15. Mental handicap is assumed to begin with an intellectual level w+ich is two 
standard deviations below the mean. The four grades of mental hmdicap 
identifed in the I.C.D. and their associated IQ ranges are: 

Mid: 2.0 to 3.3 standard deviations below the mean of 100, that is 
IQ range 50 to 70. 



Moderate: 

Severe: 

Profound: 

Aee 

3.3 to 4.3 standard deviations below the mean, that is IQ 
range 35 to 49. 

4.3 to 5.3 standard deviations below the mean, that is IQ 
range 20 to 34. 

More than 5.3 standard deviations below the mean, that is IQ 
below 20. 

" 
3.6 Age is clearly one of the principal factors which have a hearing on the 

services required. Having considered the matter at some length, the age groupings 
which we chose as being the most relevant to this purpose are: 

k 4  years This is the period during which the existence of the handicap 
first comes to notice and its severity is identified. In the case 
of mild handicap however the initial identificat~on may take 
place at a later stage. 

5-14 years 

15-19 years 

20-29 years 

30-54 years 

55 years 
and over 

This age span covers the period during which education, 
training and other services relevant to childhood development 
are required. 

This is the period of adolescence. Schooling is still required 
while vocational and occupational training are relevant to the 
older members of the group. 

A continuation of training is required for some; for others 
employment, either sheltered or open, is possible; while, for 
many, occupational training offers the best form of 
occppation. 

This age span represents the plateau of settled adulthood. 
For those who are capable of working the entry into 
employment is at its maximum. The ties with parents have 
largely been broken off, leaving the handicapped persons 
almost totally dependent on outside sources for whatever 
care and support they need. 

At this age the mentally handicapped person may have the 
dual requirement of geriatric services and services specific to 
his handicap. Abiity to remain in the community becomes 
exceptional, except in the case of mildly handicapped 
persons. 

Additional handicaps 
3.7 The additional handicaps which are important in the context of providing 

residential sewices for the mentally handicapped are, impairment of sight, 
impairment of hearing, behaviour difficulties, incontinence, non-ambulance, 
convulsions and inability to feed, wash, dress, etc. These handicaps may be 
present in individuals in varying combiiations. Also, the severity of these 
additional handicaps can vary. Speech defect is rarely a determining factor for 
residential placement of the mentally handicapped. 



3.8 The following is the full list of categories which we provided for: 
1. No additional handicap or speech defect only. 
2. Impairment of sight only. 
3. Impairment of hearing only. 
4. Combination of sight and hearing defects. 
5. Behaviour diffculty only. 
6. Incontinence, non-ambulance, convulsions, needs assistance to feed, 

wash, dress, (without other defects). 
7. Combination of sight defect with 5 andlor 6. 
8. Combination of hearing defect with 5 and/or 6. 
9. Combination of sight and hearing defects with 5 and/or 6. 

10. Combination of 5 and 6. 
Each category, other than category 1, was further sub-divided to indicate whether 
the handicap was severe or partial. 

3.9 In so far as additional handicaps are concerned therefore, any individual 
could be put into any one of 19 different groups. For purposes of presentation in 
the Appendix where detailed tables are given, the additional handicaps relating to 
sensory defects (2,3 and 4 in the above list) were grouped together. Similarly 7, 8 
and 9 were grouped together. 



CHAPTER 4 

COUNTING THE HANDICAPPED 

Moderate, severe and profound 
4.1 Our source of information concerning the numbers of persons who are 

moderately, severely or profoundly handicapped is the Census of the Mentally 
Handicapped which was carried out in 1974, by the Medicio-Social Research 
Board under the direction of Dr. Michael Mulcahy. This census included all 
mentally handicapped persons being maintained in institutions, together with 
those, other than the mild, living in the community. In effect, therefore, the census 
included all mentally handicapped persons in the moderate, severe and profound 
categories who were over 4 years of age. For children in the 0-4 year age group 
estimates can he made based on the number counted in the older age groups. 

4.2 This census collected information on the 3 sets of factors described in 
Chapter 3 - degree of mental handicap, age and additional handicaps. It is 
therefore possible to take the number of persons in each of the 3 handicap 
categories - moderate, severe and profound - separately and sub-divided them 
according to age group and additional handicaps. The relevant numbers are given 
in detail in Tables Al ,  A2 and A3 in Appendix A. 

Accuracy of the census 
4.3 The Census returns were made by nurses, public health nurses for the 

community and staff nurses for persons in residential centres. The nurses were 
given detailed and standard instructions for the completion of the census form. In 
the absence of psychological assessment the degree of mental handicap category 
was estimated. This was done by public health doctors in the case of persons 
living in the community and by doctors attached to residential centres for those in , care. Interest in the census was generally high and the available evidence suggests 
that the numbers returned reflect fairly accurately the true situation and form the 

' best available basis for planning. The age group 10-14 is usually selected for 
comparative purposes as practically all cases of moderate, severe and profound 
mental handicap are ascertained by that age. The census finding was 5.14 per 
1,000 total population for that age group. While this figure is higher than the rate 
of 4.16 which has been reported for Northern Ireland (2) it may be compared with 
the prevalence rate of 5.67 reported for Holland (3) and 5.4 per 1,000 for Salford 
(4) in England. 

Table 4.1 shows the comparative rates for the 10-14 and the 15-19 age groups. 
(The prevalence rates given in this report differ slightly from those given in the 
Census of the Mentally Handicapped ~ublication. This is because rates ~ublished 
In the census rcport uyere hased o n  th; general population census of 1971, uhile 
tlie rates glvcn here arc bawd on the ettimated populnt~on ofrhe State ior 1974). 

TABLE 4.1 

Prevalenoe of moderale, severe and profound mental handicap per 1,000 population aged 10-14 and 
15-19 years 

Republic Northern 
Age of Ireland Ireland Holland Sarord Brisrol ( 5 )  

(1974) (1975) (1974) (1974) (1972) 
ppppp 

10 14 5.14 4.16 5.67 5.4 3 47 

1 5 - 1 9 1  4." 4 8  I 5.01 Not 5.55 
Available 



Graph 1. Age specifk prevalence rates for three degree of mental handicap 
categories and for all categories combined, 1974 

~ a y :  V o d e n t e . s e v e r e  and 

-.-..-......- 
Profound combinad 
K o d s i s t s ,  ~ o r l r c t a d  

.fff.**l~.*** noderate ,  as counted 
i n  the census 

- - - 4 -  Ssve7e 
4 . 5  ............. Proround 

Age Group 

Nore: The corrected graph for the moderately mentally handicapped (-- -) has been used in the 
combined graph (-). 



Findings from the census 
4.4 The main findings from the census are given in Graph I which depicts the 

age specific prevelance rates of mental handicap for each degree of handicap 
category and for all categories combined. 

4.5 A feature of this maoh is the variable nature of the curves. ~articularlv at 
the younger ages. One have expected, a ~ i o r i ,  that the high& rate would 
have been in the 5-9 vear age group w~ th  success~vely decreasing rates in the older 
age groups. That thick not-thdcasc may be due to c~rcumstancds prevailing at the 
time of birth of the different cohorts. For example, heavy emigration in the 1950s 
with relatively more non-handicapped persons tending to emigrate could affect the 
relative number of handicapped persons remaining. The decrease in infant 
mortality may also be an explanatory variable. 

4.6 A second feature which is not so readily explained is the "bulge" in the 
25-44 year age group in the graph for the moderately handicapped. A detailed 
follow-up study was carried out in the Midland Health Board area to examine the 
reasons for this. 

4.7 The results from the study indicate that the adult moderately handicapped 
population may have been overcounted by as much as 11%. This overcount is 
ascribed to the relative lack of assessment and of treatment facilities in this 
country before 1950 resulting in a number of mildly handicapped adults 
functioning at a moderate level. This correction has been applied to the national 
figure and this is shown in the graph. 

Mildly handicapped 
l 4 . 8  There are numerous problems associated with counting mildly 
handicapped persons, not the least of which is determining a working definition of 
mild mental handicap. Mild mental handicap with borderline mental handicap, 
merges into the normal population in such a way that it is difficult to separate 
them The Commission of Inquiry on Mental Handicap (6) recognised this 
problem and noted that "at the higher levels less reliance should he placed on the 
IQ as a guide to a person's ability to attain social competence". Nevertheless we 
thought it worthwhile to examine the problem of how the relevant numbers might 
be estimated. The Census of the Mentally Handicapped Persons (1) used the 
WHO classification of mild mental handicao in so far as mild mental handicao 
can be measured by 1Q rating, and particulars of such persons in institutional care 
had been collected in the Census. This left the difficult orohlcm of estimatine, the - 
numbers living in the community. 

4.9 Having considered the matter at some length, we came to the conclusion 
that yome form of community survey was required in order to get an estimate of 
the numbers involved. Consideration of practical difficulties of attempting to 
identifv mildlv handicamed Dersons amone the adult oonulation led us to 
conclide that 'any surve): 'shoufd concentrate on the child pbpilation. Any figures 
obtained in relation to children might then he extraoolated to the adult oo~ulation. 
Having regard to the resources a tour  disposal, wd decided to limit o&s~lves to a 

,feasibilitv studv. An area would be selected and, through whatever sources were 
available, the number of mildly handicapped children <hose home residence was 
within that area would he counted. These numbers would be related to the total 
chid population of the area to give age specific rates of mild mental handicap. 



4.10 The experience gained in this study might then be used in designing a 
more representative study, involving a number of different areas, to give an 
acceptable estimate of the prevalence of mild handicap. 

4.11 Kilkenny city was chosen as an area suitable for the feasibility study 
because the area itself is geographically well defined and compact and contains a 
large enough population (over 12,000 persons at the time of the 1971 Census of 
Population) to allow meaningful rates to be calculated, and because educational 
services for the mentally handicapped are well developed in the area. 

4.12 The population of mildly handicapped children included in the survey 
came from three sources and these are listed in paragraphs 4.1 3, 4.14 and 4.15. 

4.13 Children attending special schools within the area. There are two special 
schools in Kilkenny city: Mother of Fair Love School for mildly mentally 
handicapped children and St. Patrick's School for moderately handicapped 
children. Particulars of age, sex, IQ rating, degree of physical or emotional 
problems and home addresses were obtained from the Principals of these schools. 
Information was collected on a total of twenty-nine pupils. When account was 
taken of pupils living outside the Kilkenny city catchment area, pupils outside the 
age group 6-10 years and pupils outside the IQ range 50-70, this number reduced 
to nine. 

4.14 Children attending national schools within the area. The Principals of 
the 12 national schools in the area were asked to supply details on children 
attending their schools, who in the opinion of the Principal concerned, might be 
mildly mentally handicapped. They returned details on a total of twenty-four 
children. Eleven of these children were ruled out of the survey because they were 
eit er livmg outside Kilkenny city or because they were outside the age group 6- 
1 $ years. " This left thirteen children: Some of these children were previously 
assessed while others needed to be assessed. The Director of Community Care for 
the area arranged for this latter group to be assessed. The results of the 
assessment to date are: three children assessed with an IQ in the range 50-70, 4 
children assessed with an IQ rating outside this range. 6 children were not 
assessed. The information collected for each pupil was age, sex, whether seen by a 
psychologist, number of years which child is behind his peers in reading and 
number, school attendance of child, presence and extent of physical and 
emotional problems. 

4.15 Children from the area in residential centres outside Kilkenny. All 
residential centres including special schools, paediatric hospitals and units, mental 
handicap centres and kchools for the emotionally disturbed were circulated as to 
whether they had any children from the Kilkenny area in residence. Any child 
discovered in this way, if not already assessed, would need to be assessed, before 
inclusion in the final figures. We received information on ten children all of whom 
were either older than ten years or else had addresses outside the catchment area 
of the survey. 

4.16 While there was no limit on the age of the children to be included in the 
survey, in the subsequent analysis of the data only children aged 6 to 10 years 
were included. Children in this age group should be old enough for the mental 
handicap to be evident and all of them should be attending school. The survey 
identified 12 children in this age group, with a further six awaiting assessment. 
The percentage then of children aged 6-10 years in the survey area, who were 



mildly mentally handicapped (as measured by IQ in the 50-70 range) will lie 
somewhere between 0.8% and 1.2%. While the Kilkenny study was intended as a 
feasibility study and while the prevalence of mild mental handicap in Kilkenny 
might not be typical of the rest of the country, we thought it helpful, nevertheless, 
to use, for the time being, the Kilkenny findings as being very tentative figures and 
to extrapolate to the entire population of children. See, however, paragraphs 4.19 
and 12.2. 

4.17 In extrapolating to the adult population we assumed, that prevalence 
would decrease with increasing age as many of the mildly hand~capped who,are 
close to the upper boundary can be expected, as a result of schoolmg and tramlng, 
to merge functionally with the population at large. 

4.18 Our examination of this question suggests, therefore, that the 
prevalence of mild mental handicap is about 1.0% of the child population up to 14 
years of age with declining percentages in the older age groups. 

4.19 We adhered rigidly to the IQ defmition of mild mental handicap i.e. IQ 
range 50-70. This gave a low prevalence (it is commonly accepted that the rate 
lies between 1% and IS%), hut when account is taken of persons outside of this 
IQ range who are functioning at the level of mild mental handicap the rate could 
be higher. 

Summary 
4.20 Table 4.2 is a summary table showing age specific prevalence rates by 

de ree of handicap. The rates for the mildly handicapped category are derived 
fr ! m the study conducted in Kilkenny. Figures for the remaining categories are 
based on the census of mentally handicapped persons except for the under 5 age 
group. Rates for this age group are estimated. 

TABLE 4.2 

Number of mentally handicapped persons, excluding mildly handicapped adults aged 20 years and 
upwards, per I,WO population by age group and degree of mental handicap, 1974 

0-4 

5-14 

15~19 

20-29 

30-54 

55 and over 

All ages 

-- 

Mild 

Degree of Menral Hondicap 

Severe Profound 



4.21 When these prevalence rates are applied to,the estimated population of 
the State the following picture emerges. 

TABLE 4.3 

Estimated number of mentally handicapped persons, excluding mildly handicapped adult agcd 20 
years and upwards, in the Stale, by four degree of handicap categories and sin age group, 1977 

Age Group 

0-4 

5- I4 

15-19 

20-29 

30~54 

55 and over < 

AU ages 

Mild Modemre 

1.5 90 

3,030 

- 1,480 

- 
13.180 6,340 

-- 
Severe 
- 

640 

1,220 

470 

860 

860 

310 

4,360 

4.22 Estimates of mildly handicapped adults (aged 20 years and upwards) 
have not been included in Tables 4.2 and 4.3 as the majority of these people will 
not require services specific to their mental handicap. 
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CHAPTER 5 

CRITERIA FOR MATCHING MENTAL HANDICAP POPULATION TO 
APPROPRIATE SETTINGS 

5.1 In Chapter 3 it was shown how the mental handicap population might be 
divided into a number of sub-groups, each sub-group consisting of persons with a 
particular combination of factors which have a bearing on the setting best suited 
to their needs. The next stage is to consider the needs of each of these sub-groups 
in turn and, in the light of these needs, decide whether persons in that category 
could suitably be catered for in the community or whether their needs can be 
adequately satisfied only in residential care. 

5.2 This stage involved considerable detailed examination of the composition 
and needs of each of the sub-groups. It soon became clear that some of these 
groups are not sufficiently homogeneous and in many instances, in decrding 
whether a group was more appropriate to community or to residential care, it was 
necessary to split the group, allocating a proportion of it to community care and 
the balance to residential care. 

5.3 In the case of the moderately, severely and profoundly handicapped, a 
careful analysis of residential needs of the sub-groups of each category was 
undertaken. The results of this examination are given in detail in Tables B1 to B3 
of Appendix B. We spent a considerable amount of time on this task and, in view 
of the importance of the division being made, we feel it necessary to record the 
main reasoning behind it. The general guidelines which we adopted are given in 
the following paragraphs. 

5.4 The degree of mental handicap is the main determinant in deciding 
betyeen residential or community setting. For the profoundly, and to an extent 
the severely, handicapped the mental handicap becomes the dominant handicap 
over-ruling other handicaps. Thus the proportion assigned to residential care 
increases in general with increasing degree of mental handicap. 

5.5 The residential component generally increases with age. 

5.6 Additional handicaps present in a severe form were weighted more 
towards residential care than additional handicaps which were partial. 

5.7 Persons with multiple handicaps are more likely to need residential care 
than persons with single handicaps. 

5.8 It was felt that the provision of hostels and the strengthening of day 
services would in the future help overcome the social problems which now make it 
difficult to maintain many persons in the community. 

5.9 Speech defect is commonly associated with mental handicap and did not 
influence the choice of setting. 

5.10 Handicapped persons aged over 55 years may be regarded as presenting 
geriatric problems in addition to the problems arising from their handicap. 

5.1 1 In addition to the general guidelines, there were some points related 
specifically to each of the three categories. These are listed in the following 
paragraphs. 



Moderately handieapped 
5.12 (See Table B1 in Appendix B) This table sets out for each sub-category 

of the moderately handicapped the percentage of persons in that category who, we 
feel, can be expected to need residential accommodation. The following additional 
comments are relevant to this table. 

5.13 All moderately mentally handicapped persons with no addrtional 
handicap or with a speech defect only were regarded as being suitable for 11ving In 
the community. 

5.14 Special education is available to all moderately handicapped children 
and some need to attend residential schools to obtain it. 

5.15 Of the sensory handicaps, blindness (severe sight defect) is weighted 
slightly more in favour of residential care than deafness (severe hearing defect). 
Most of the children with a severe sensory defect will attend special residential 
schools with facilities to cater for the specific sensory defect. 

5.16 Presence of behaviour dii~culty is a major factor in determining,where a 
person should be placed and we felt that it merited a high residential we~ghting. 

Severely handieapped 
5.17 (See Table 8 2  in Appendix B) This table sets out for each sub-category 

of the severely handicapped the percentage of persons in that category who, we 
feel, can be expected to need residential accommodation. The following comments 
are relevant to this table. 

5.18 There are a number of mentally handicapped children with measured IQ 
of less than 35 who have been assessed as being capable of benefiting from 
attendance at schools for the moderately mentally handicapped. 

5.19 As hostel accommodation will not in general be suitable for very 
dependent severely handicapped adults community setting is largely narrowed 
down io persons living at home. Allowance had to be made for the presence of 
social and economic conditions which could exlst in a household and which would 
make it impossible to keep a handicapped person. On the other hand, it is to be 
expected that smaller family sizes plus cash allowances will influence parents to 
keep handicapped persons at home. Both of these factor3 were taken into account. 

5.20 The proportion of the 15-19 year age group assigned to residential care 
is markedly higher than the proportion for the 5-14 year age group. This is 
because many of the severely handicapped children will not enter resident~al care 
until they are 8 or 9 years of age. 

Profoundly handleapped 
5.21 (See Table B3 in Appendix B) This table sets out for each sub-category 

of the profoundly handicapped the percentage of persons in that category who, we 
feel, can be expected to need residential accommodation. The following comments 
are relevant to this table. 

5.22 The mental handicap is certainly the dominant handicap here and there 
is little difference between the proportions assigned to the various additional 
handicaps except where behaviour difficulty is involved. 

5.23 In the thirty years and over age group, practically all persons have been 
counted as requiring residential accommodation. It is quite possible that certain 
profoundly handicapped persons of thls age will live at home but, for planning 
purposes, it seems preferable to regard practically all as bemg in need of 
residential care. 



Mildly handicapped 
5.24 In the case of the mildly handicapped, we had to bear in mind that our 

primary objective was to distinguish between those who can continue to live in the 
community and those who need to be placed in a residential centre for the 
mentally handicapped. We think it reasonable that the great majority of the mildly 
handicapped should fall into the former category. We are aware that many mildly 
handicapped persons are now in residential care and that the ideal of returning 
them to the community would be difficult to achieve in practice. We feel, however, 
that this is a worthwhile planning objective and that the development of hostels 
and other community support services, together with a greater public awareness 
and acceptance of handicapped persons living in our midst, will help to make this 
objective achievable. 

5.25 We accepted that there are some mildly handicapped persons with 
severe physical or sensory handicaps, such as deafness or blindness, who may 
need residential care but we feel that this provision is best made in institutions for 
these additional handicaps. 

5.26 There is a special problem in relation to mildly handicapped children 
who are emotionally disturbed. Many of these need residential care but are not 
readily accepted in schools for the emotionally disturbed. The provision which will 
need to be made for these children needs special examination. 

Summary 
5.27 Table 5.1 summarises the fmdings of Tables BI, B2 and B3 in Appendix 

B and shows in an abbreviated form the results of our deliberations on the 
matching of the mental handicap population to appropriate residential settings. 

TABLE 5.1 

Percentage of each degree of handicap category and age group in need of residential care 

Age Group 

5-14 

15-19 

2 0 ~ 2 9  

30-54 

55 and over 

Total 

Moderate Severe Profound 

Explanatory note: Forty per cent of moderately handicapped children in the 5 to 14 year age group 
are in need of residential care. 
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Age Group 

55 
nd over 

All ages 
from 5 
years 

upwords 
- 

1.15 
0.77 
1.91 

0.37 
0.92 
1.29 

0.02 
0.52 
0.53 

1.54 
2.20 
3.74 



handicap population at that time. There may have been some subsequent changes 
in the factors which gave rise to those rates but we do not think that these changes 
would alter the rates in any major way. Table 6.2 is derived from the application 
of the 1974 prevalence rates to the 1977 population and gives for 1977 an 
estimate of the number of handicapped persons who need to be in residential care 
and the number who could be maintained in the community if the criteria which 
we have adopted were to apply. 

TABLE 6.2 

Estimated number of places required for moderately, severely and profoundly mentally handicapped 
persons, 1977 

Me,rrol Ifandleap Category 
andAge 

Moderate 
Children aged 5-14 years 

Persons aged 15 years and over 

Severe 
Children aged 5 ~ 1 4  years 

Persons aged 15 years and over 

Profiund 
Children aged 5 ~ 1 4  years 

Persons aged 15 years and over 

All Categories (MSP) 
Children aged 5 ~ 1 4  years 

Persons aged 15 years and over 

Total 

Residential 
Centre Community Total 

6.4 Table 6.2 shows that severely handicapped adults, with 2,140 places 
needed, are the largest single group in need of residential care. Conversely, 
moderately handicapped adults, 2,320 persons, are the largest group who are 
capable of living in the community. We may also deduce that for every residential 
place required for a moderately handicapped person 1.49 places must be provided 
in the communitv. Similarlv. each residential olace orovided for a severelv 
handicapped implies <he need to place 0.4l'~ersotk (severely handicapped) 
in the communitv. The ratio for the orofoundlv handicaoaed is I residential dace 
to 0.04 persons in the community. @or the 3handicap'iategories combined, the 
average is 1 residential place to 0.70 persons being placed in the community. 

Number of places needed for children in the 0-4 age group 
6.5 The census carried out in 1974 showed that there were approximately 130 

mentally handicapped children aged under 5 years in residential accommodation. 
The majority of these children (55%) were in paediatric hospitals, a sizeable 
proportion (35%) were in mental handicap centres and the remainder were located 
in various other centres including units in general hospitals and psychiatric 
hospitals. 



6.6 In general, we believe that mentally handicapped children should be kept 
at home for as long as possible. We must, however, recognise that there will be 
cases as for example where the child has been abandoned or the parents are 
otherwise unable to cope, where it will be in the best interests of both the child and 
the family to place the child in a special residential nursery. A provision of about 
100 places should be adequate to cater for the needs of this age group. 

Number of places needed for mildly mentally handicapped persons 
6.7 As outlined in Chapter 5, we do not envisage making special residential 

provision in general for mildly mentally handicapped persons. The majority of 
them, and especially those without complicating handicaps should we feel, with 
the development of hostels and community support services, be capable of leading 
a satisfactory life in the community. For those mildly handicapped children who 
have additional handicaps, the additional handicap will in many cases be the 
dominant handicap and we would expect some of these children to avail of 
services specific to that handicap, for example schools for the blind, deaf and 
emotionallv disturbed. We must admit, however, that there is a problem in 
relation to~emotionally disturbed children who are in need,of residential care as 
manv of the schools for the emotionally disturbed are unw~lling to accept mildly 
menially handicapped children 

6.8 There is also a need for some secure provision, possibly of the order of 20 
places, for mildly mentally handicapped children and adolescents who manifest 
anti-social bebaviour to a marked degree. At the present time there is not 
adequate provision for this group. 



CHAPTER 7 

MEASURING THE GAP 

7.1 Given that there is a total requirement of 6,330 places in residential 
centres for moderately, severely, and profoundly mentally handicapped persons 
aged from 5 years upwards (see Table 6.2), the next question which arises 1s how, 
many places are now available to meet this need and how does the number of 
places required compare with the number available. The figures relevant to thls 
comparison are given in Table 7.1. 

TABLE 7.1 

Number of residential places required for moderalely, severely and profoundly mentally 
handicapped persons compared with number available by age group, 1977 

Selling 

I .  Residential 
Centres for 
the Mentally 
Handicapped 

2. Other 
lntitutions 

4. Community 

5. Total 
Community at 
Institutional 

Note: Day 
1,080 of the 

Children aged 
5-14 years 

lumber q 
places 

required 

Persons w e d  15 A I1 persons aged 5 
years and over years and upw'nrds 

lumber ql 
places 

required 

services are provided for 1,480 of the 1.770 children 
2,570 adults living in the community. 

living in the community and for 

7.2 The method of arriving at the number of places required has been 
described in Chapter 6. The number of places available in 1977 have been derived 
from a number of sources. Returns are made annually to the Department of 
Health in respect of all mentally handicapped persons in special residential 
centres, and this figure was used in row 1. 

7.3 The census conducted in 1974 was used to categorise these people by age 
and degree of handicap categories. Row 2 consists mainly of persons in 
psychiatric hospitals. Row 3 is the Summation of rows 1 and 2 and gives the total 



number of mentally handicapped persons, exduding mildly handicapped in 
residential care together with an estimate of the number who need residential care. 
Row 5 gives an estimate of the total population of mentally handicapped persons 
in the State in 1977. It has been calculated by applying the age-specific prevalence 
rates as given in Table 6.1 to the population of the State for 1977. The number of 
persons living in the community (Row 4) is the residual when the total number in 
residential care (Rows 1 and 2) is subtracted from the total number of mentally 
handicapped persons in the State (Row 5). 

7.4 The figures in Table 7.1, particularly those in Row 3, indicate that the 
total number of places required in residential centres, 6,330, is approximately 
equal to the number of mentally handicapped persons in institutions. Further, it 
would appear that the division of these places between children and adults is 
roughly in the required proportions. In other words, the evidence is that the 
required number of places in residential centres is equalled by the number of 
places available. This statistical statement needs some elaboration, however, 
because it encompasses 3 complicating factors: 

(a) A number of the institutional places now occupied by mentally 
handicapped persons are unsuitable for the care of the mentally 
handicapped. 

(b) There are mentally handicapped persons in residential care who could be 
catered for in the community. 

(c) There are mentally handicapped persons in the community who need 
residential care. 

These 3 factors are examined in .the following paragraphs. 

7.5 It should be noted that there is a slight difference in the figures presented 
in Table 7.1 and the figures given in remaining tables of this chapter, Tables 7.2 to 
7.9. This is partly due to the different time periods to which they relate--Table 7.1 
relates to 1977 while Tables 7.2 to 7.9 relate to 1974. The discrepancy is also 
partly due to a correction (as described in Chapter 4) which has been made to the 
figures in Table 7.1 in relation to the number of moderately handicapped persons. 
The overcount of about 400 adults, has been subtracted in the compilation of 
Table 7.1 so as to avoid over-estimate of the number of places required but, as it 
was not possible to categorise these 400 adults by such factors as presence and 
severity of additional handicaps, type of residential accommodation or health 
board area of resiflence, the correction was not made to Tables 7.2 to 7.9. The 
effect of this is to slightly i d a t e  the total numbers of handicapped persons in 
Tables 7.2 to 7.9 but the misplacement percentages should not be affected. 

Mentally handicapped persons in unsuitable accommodation 
7.6 Nearly half, or  4896, of all mentally handicapped persons (moderate, 

severe and profound aged 5 years and upwards) who were in residential care in 
1974 were in centres which did not cater exclusively for the mentally 
handicapped. A small proportion of these persons may have been properly placed, 
e.g. some may have been in need of psychiatric treatment but the majority of them 
were not. Table 7.2 shows bow the mentally handicapped were distributed among 
the different institutions. 



TABLE 1.2 

Distribution of moderately, severely and profoundly mentally handicapped persons aged over five 
by institution, 1974 

Imlilulior~ Number in Pereenlage 
Residence 

Special Residential Centres 

Psychiatric Hospitals 

Geriatric Hospitals 

Paediatrie Hospitals 

Residential Homes 

Special Hospitals 

Homes for Young Offenders 

Units in General Hospitals 

Total 6,160 100.00 
-- 

7.7 The policy of the Department of Health is not to admit any more 
mentally handicapped persons into psychiatric hospitals and this policy should 
result in a continuous reduction in the number of mentally handicapped persons in 
psychiatric hospitals. I t  is inevitable that this reduction will be accompanied by 
increasing pressure for alternative residential places to replace those being lost. 
The question arises of the time scale involved. It is not possible to measure this 
with accuracy as statistics on the age of death of the mentally handical?ped are 
not available in this country. Nevertheless we can get some appreciation of the 
time involved by looking at the age distribution. 

TABLE 7.3 

Percentage distribution by age and by category of institutions, of moderately, severely and 
profoundly mentally handicapped persons, 1974 

I I I I 
Special 

Age Croup Residential Psychialric 
Hospitals Accommodation 

30-54 46.2 35.1 28.4 
55 and over 22.3 30.2 11.7 

Total 

Number 3,393 2,134 633 6,160 
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7.8 From this table it is clear that the population of mentally handicapped 
uersons in usvchiatric hosuitals is older on average than that in snecial residential 
centres.   he ihird category "other accommodati&" includes both paediatric and 
geriatric hospitals and the age distribution is skewed accordingly. 

7.9 One approach which was open to us to measure how the numbers of 
mentally handicapped persons in psychiatric hospitals would decrease over time 
was to apply the mortality experience of the population of the State to them. This 
approach has certain flaws. The main flaw is that it assumes that moderately, 
severely and profoundly handicapped persons in psychiatric hospitals will have 
the same life expectancy as normal people. This may or may not be the case. On 
the one hand it can be argued that many mentally handicapped persons have in 
association with their mental handicap a higher than normal presence of physical 
defects and ailments which would tend to cut short their life span. On the other 
band, the mentally handicapped persons in institutions are living in a closed 
environment free from many of the pressures of life and the environmental 
hazards which affect the lives of the population at large. They are also under 
constant nursing care. These factors should tend to increase their life expectancy. 
On the whole, however, it is generally accepted that at the present time they have 
a higher mortality than normal people. The figures in Table 7.4 are probably 
maximum. 

TABLE 7.4 

Estimated number of moderately, severely and profoundly mentally handicapped persons In 
psychialric hospitals 1974, 1979, 1984, 1989, 1994 

5-49 1,520 

50 and over 614 

Total 2,134 

7.10 The table was compiled by applying survivorship factors to the number 
of mentally handicapped persons (moderate, severe and profound aged 5 years 
and over) resident in psychiatric hospitals in 1974. The calculation was done for 
each five year age group and the survivorship factors were taken from Irish Life 
Tables, 1970-72. For reasons mentioned above the number of survivors at future 
dates (e.g. 1,660 persons in 1994) is likely to be over-estimated. 

7.1 1 The table suggests however that it will take a considerable length of time 
for the number of rpidents to reduce appreciably. For the twenty years up to 
1994 the number sHould reduce by about 22% (at least). 

Mentally handicapped persons in residential care who could be catered for in the 
community 

7.12 We applied the criteria of need as developed in Chapter 5 to the 6,160 
persons who were in residential accommodation in 1974 and found that 2,227 of 
them, or 36.2%, could, according to the criteria, be suitably maintained in the 



community. We further analysed these 2,227 persons to see how they varied with 
(i) the degree of mental handicap, (ii) age, and (iii) their present location. The 
results of this analysis are shown in Table 7.5 and Table 7.6. 

TABLE 7.5 

Persons in residence who could be mainlained in tht community analysed by age and degree of 
mental handicap, 1974 

Moderale 

Number in residence 

Number suitable 
for community 

Percentage suitable 
for community 

Severe 

Number in residence 

Number suitable 
for community 

Percentage suitable 
for community 

Profound 

Number in residence 

Number suitable 
for community 

Percentage suitable 
for community 

All Categories (MSP) 

Number in residence 

Number suitable 
for community 

Percentage suitable 
for community 

55 artd 
over 

mdi 
hen 

Explanatory note: Of the 574 moderately mentally hi 
years in residential care, 408 of t 
community setting. 
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TABLE 1.6 

Persons in residence who could be mainlained in the community analysed by present location, 1974 

Special 
Residential Psychiatric Other 

Centres Hospitals Accommodation Total 

Number in residence 1 3,393 1 2,134 1 633 1 6,160 
Numbci suitable 
for community 1 1,531 1 483 1 213 1 2,227 
Percentage suitable 
for community 1 45.1 1 22.6 1 33.6 1 36.2 

7.13 For each of the three variables examined a consistent pattern emerged. 
In the case of the degree of mental handicap it was found that the level of 
misplacement increased as the degree changed from profound to moderate. For 
instance over 60% of the moderately handicapped were misplaced and only 3% of 
the profoundly handicapped. (The term "misplaced" is used in a loose sense here 
to identify those persons who, according to the criteria, could be more suitably 
placed in a setting (community or residential) different from the one in which they 
are now.) 

7.14 As regards age, the misplacement is highest in the youngest age group 
(over 50%) and decreases through the age groups to about 20% for the 55 years 
and over group. It will be seen however that the 30-54 year age group breaks the 
consistency of this decline. 

7.15 We found that the misplacement was more heavily concentrated in 
special residential centres. We further analysed the "misplaced" persons in these 
centres and the picture which emerged can be seen in Table 7.7. i 

TABLE 7.7 

Persans i. svecial rzsidential centres who arc capable of being maintained in the community, 1974 

Moderate 
Age Group + 

Number 

5-14 381 
15-19 212 

20-29 195 

30-54 205 

55 and over 

Total 1,011 

- 

Per- 
cent 
- 
75.0 
74.4 

11.7 

69.3 

62.1 
72.7 
- 

- 

Number - 
320 
54 

88 

26 

1 
489 
- 

Per- 
cent - 
59.4 
24.4 

22.9 

12.9 

5.0 
35.8 

Profound Total (MSP) 

Per- 
cent 

7.16 The figures in the percentage columns represent for each age group and 
degree of handicap category the percentage of those in special residential centres 
who are capable of living in the community provided that community services are 
adequately developed. For example, 75% of moderately handicapped children 
aged 5-14 years in special residential centres are in this category. 
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7.17 The misplacement is most acute for the moderately handicapped and 
within this category in the younger age groups., Presumably many of these 
children are in residence for the purpose of recewing special education. This, 
however, does not explain the high misplacement percentages in the adolescent 
and older age groups. 

Mentally handicapped persons living in the community who need residential eare 
7.18 We applied the criteria of residential need to the mental handicap 

population who were in the community in 1974 (4,586 in number) and found 
roughly 50% or 2,307 persons to be in need of residential care. We next examined 
the question of whether these people were concentrated into particular degree of 
mental handicap categories, age groups or health board areas. Table 7.8 and 
Table 7.9 show the results of this examination. 

TABLE 7.8 

Persons in the community who need residential care analyred by age and degree of men1 

Mental Handicap 
Calegory 

Modernre 

Number in the community 

Number in need of 
residential care 

Percentage in need of 
residential care 
Severe 

Number in the community 

Number in need of 
residential care 

Percentage i n  need of 
residential care 

Profound 

Number in the community 

Number in need of 
restdential care 

Percentage in need of 
residential care 

A 11 Categories (MSP) 

Number in the community 
Number in need of 
residential care 

Percentage in need of 
residential care 

i5 and 
over 

andicap, - 



TABLE 7.9 

Persons in the communily who need residential care analysed by age and health board area of 
residence, 1974 

Henilh Board 
Area of 
Residence 

Eastern 

Midland 

Mid-Western 

North-Eastern 

North-Western 

Soutb-Eastern 

Southern 

Western 

Total 

Number 
in rhe 

communily 

-- 
Number in 

need of 
raidenrial i Percenroge in need 

care of residertrial core 

5-14 
years 

- 

S years 
nd over 

- 
501 

222. 

362 

290 

223 

394 

448 

500 

2,940 - 

5-14 
years 

- 
I ii ages 
from 5 
pwards 

- 
53.5 

54.6 

46.6 

52.5 

59.0 

40.0 

52.8 

47.3 

50.3 

I 
ns with 7.19 Whiie overall about half (50%) of aU mentally handicapped persol 

IQ less than 50 and aged 5 years and upwards in the community are in need of 
residential care, the percentage rises to 96% in the case of profoundly 
handicapped persons. Summarising from Tables 7.8 and 7.9, we may say the 
following about mentally handicapped persons in the community who are in need 
of residential care. 

7.20 Numerically, there are more moderately handicapped persons in need of 
residential care hut the percentage misplacement is greater among the severely 
and profoundly handicapped. 

7.21 Age is not a discriminating factor as, with the exception of the over 55 
age group, nearly the same percentage is misplaced at each age group. 

7.22 The percentage of persons in the community who are misplaced does not 
vary markedly with health board area of residence. It ranges from 4096 misplaced 
in the South Eastern Health Board area to 59% in the North Western region. 

Summary 
7.23 The analysis undertaken in this chapter indicates that we now inherit a 

situation in which there is major misplacement of mentally handicapped persons. 
It appears that there are more than 2.000 handica~oed Dersons now livinn in the 
community who are in need of the cake and attenti'dn which can best be p;ovided 
In a full residential setting. On the other side of this coin, there is a similar number 



of handicapped persons in residential centres who should be capable of being 
maintained in the community if the community services were adequately 
developed. 

7.24 The extent of this misplacement makes it imperative that the criteria on 
which our conclusions are based should be critically examined. These criteria are 
described in Chapter 5 and detailed in Tables B1, B2 and B3 of Appendix B. They 
are based on the assumption that community services, and particularly hostels, 
will be developed to the extent required. 

7.25 We know that these criteria are not sacrosanct and that other people 
may legitimately feel that they should be adjusted in one way or another. We are 
satisfied that, bounded by the limits of our present knowledge, the selection of 
criteria which are above criticism is not possible. We have given much thought to 
the development of the criteria in Chapter 5 and they represent the best outcome 
of our combined efforts at this time. We will welcome any changes in these criteria 
arising from a better insight into the needs of handicapped persons or from 
developments in the services available. We are confident, however, that the picture 
which emerges is a reasonably accurate reflection of the true position. 



CHAPTER 8 

BRIDGING THE GAP 

8.1 In attempting to measure the gap between the amount of residential 
accommodation needed for mentally handicapped persons and what is now 
available, we have identified a situation in which there are conflicting requirements 
through misplacement of many of these persons. The major components of this 
misplacement are: 

(a) Some 2,000 persons now in residential care who would be suitable for 
retention in the community, given that the necessary community 
services, including hostels, were available. 

(b) A similar number of persons living in the community who need 
residential care. 

(c) Some 2,500 mentally handicapped persons are in psychiatric and 
geriatric institutions, places which are unsuitable for the care of the 
mentally handicapped. 

8.2 Our criteria for dividine the mentallv handicauued between those who are 
suitable for continued living in ;he communiiy and tho& who need residential care 
did not take account of chanees which minht occur in the needs 01' persons \rho 
hwe  s p n t  somc tlme in inst~ti&ons. The &ria are appropriate lor persons living 
in the communitv, in heloinr to decide whether [hey should contmue to live there 
or whether they need rdsi&ntia~ care. For already in residential care, 
however, this dependency factor must be taken into account and t h ~ s  may over- 
ride an apparent ability to cope with the requirements of semi-dependent Iivlng. 

8.3 There is also the fact that, for many of these persons, the link with family 
and friends has been broken and would be extremely difficult to re-establish., 

8.4 For these reasons we would not reasonably expect any large-scale' 
movement of persons now in institutions back to the community. The position yill 
remain that there will be a sizeable number of persons living in the community 
who require residential care, and for whom no residential places are avadable. 
While there is an unanswerable case for some extra places to help meet this need, 
we feel that the provision of such places needs to be treated with caution. The 
oroblem of carine for the needs of the mentallv handicau~ed should be 
ipproachcd on a Guch broader front than simply through the prbvision of extra 
residential olases. Other asrxcts of the oroblem may iustify a higher pnorlty than . - 
the building of special residences. 

- 

8.5 We set out in paragraphs 8.6 to 8.11 the main components of our 
recommended approach to a solution of the overall problem. 

8.6 Develop community services. In this context, community services include 
the provision of hostels and the development of day services. In Chapter 11 we 
give some guidelines to assist in planning the establishment of hostels. In Chapter 
10 we describe in some detail the various services which we feel should be 
available for mentally handicapped persons living in the community. We feel that 
the development of community services merits a very high priority. 

8.7 Assess persons now in residential rare with a view to returning some of 
them to the community. With a further development of community services, the 



prospects for returning some persons to the community should improve. We 
recommend that persons now in residential care should be assessed with a,view to 
returning some to the community. The more success that is achieved in doing thls, 
the more places that will become available for persons in greater need of 
residential care. 

8.8 (.'onfirm rhe policy ufdisconrinuing rhe long-term udmission of m m m l l ~ .  
hrrndicupped persons ro psychiorric hospirals and improve rhe facilirirs for those 
remaining. Psychiatric hospitals are not suited for the long-term care of mcntally 
handicapped persons but for reasons mentioned above il is probable that many of 
the mentjllv handicanned at oresent in these hosnitals will remain there untll they 
die. For thk reason we feel &at the atmosphereAof the special residential centres 
for the mentally handicapped should be simulated as closely as possible in the 
psychiatric hospital. This involves segregating the mentally handicapped from the 
mentally ill, providing specially trained staff to care for them, e.g. mental handicap 
nurses and, to a lesser extent because of reducing numbers, providing tralning and 
education for younger persons. 

8.9 h'e~~iew the selecrion procedure for admission ro residenrial cenrresjor rhe 
menrallv hundica~~ed .  We a ~ ~ r e c i a t e  that anv attemnt to imorovc the selection 
procedire raises yery d i f icd i  problems.  adou us pre&ures emerge, all of  them 
with some merit and making it difficult to assess relative needs. The genume need 
of the more severely handkapped for residential care may be in Gposition to 
another need, that of having tolerable working and living conditions in the 
residential centres. We attach considerable im~ortance. however. to havine a eood 
selection procedure and we consider that a review of the existi& systems s t h d  
be &yen high priority. The concept of local admission committees which would 
inchde thcrxpertise t o  make the ;ight selections, together with representatives of 
the residential centres who would havc sufficient authoritv to imnlemcnt these 
selections, seems to us to be the most promising approache to thishquestion. We 1 
visualise such a committee having representatives from the voluntary I 
organisations, the health boards and the educational authorities. The key 
members should be persons managing the residential services, the directors of 
communitv care. the director of mental handicao for the area. and a 
represent&ve from the Department of Education. ~he'committee should operate 
at two levels. The first is the technical level at which assessment is arranged and 
carried out and the most appropriate services are identified. The second is the 
  la cement level at which, based on the technical assessment and with due regard 
io the allocation of limited places according to relative need, arrangementcare 
made to provide individuals with the services most appropriate to their needs. 
While it should be possible for a single committee to operate at both of these 
levels, the personnel mainly concerned at the first level would be professional and 
technical staff. Persons who would be mainly involved at the second level are 
those with sufficient authority to implement any decisions in the provision of 
services. 

8.10 Provide a greaterflexibiliy in the movement of mentally handicapped 
persons between the direrent services and develop crisis-intervention facilities. 
One of the essential requirements of a good community-based service is that the 
professional and technical facilities should be available when the need arises. 
There is a much better chance of maintaining a handicapped person in his home if 
his parents or relations can be assured that, if the need arises, adequate support 
will be forthcoming. Short-term spells of residential care to meet special needs 
related either to the handicapped person or to his family help to give this 





CHAPTER 9 

CHANGES IN THE PREVALENCE OF MENTAL HANDICAP 

Introduetion 
9.1 It is inevitable that some changes will occur in the incidence and 

prevalence of mental handicap and, even though it is almost impossible to be 
precise about the extent of these changes, it is necessary to try to anticipate both 
their direction and their size. What makes this task particularly difficult is that 
opposing forces will operate, some, such as increased life expectancy, tending to 
increase the prevalence of mental handicap, others, such as a reduction in 
maternal age, tending to reduce it. 

Causes of mental handieap 
9.2 In order to anticipate what changes may occur in the incidence and 

prevalence of mental handicap, it is necessary to gain some understanding of the 
causes of handicap and the likelihood of what may he achieved or what may 
occur in diminishing or increasing their impact. In considering this problem, it is 
helpful to divide mental handicap into two very broad categories, namely socio- 
genetic and pathological. The concept of a socio-genetic group arises from 
regarding intelligence as being distributed in the total population in accordance 
with the rules of the Normal or Gaussian Distribution. These rules specify that the 
great majority of the members of the population cluster around the average with 
diminishing numbers approaching, on the one hand, the higher intelligence levels 
and on the other hand, the levels of lower intelligence, the two extremes roughly 
balancing each other. This distribution of intelligence follows the same pattern as 
the distribution of physical attributes, such as height. Characteristically, the 
expected numbers at both ends taper off rapidly. 

9.3 The majority of those with lower levels of intelligence (e.g. with measured , levels of intelligence which are more than two standard deviations below the 
mean) would come within the mildly handicapped category. I 

9.4 This occurrence of mental handicap is part of a natural phenomenon. It is 
not measured in absolute terms, but is rather an assesssment of a person's level of 
intelligence relative to the majority. Much can be done to train and educate such 
persons to enable them to reach their full potential in society, but there is little 
immediate hope of affecting its incidence. Reference to the height analogy helps to 
explain this: even if there is a general increase in height in a population there will 
remain those who are relatively small and those who are relatively big, unless 
there is complete uniformity of height. It is also a fact that many children have 
their intellectual functioning depressed to the level of mild mental handicap by 
impoverished socio-economic circumstances. The prevention of such handicap is 
a complex issue and beyond the scope of this report. 

9.5 Overlying this socio-genetic concept of mental handicap is the 
pathological. This helps to explain the difference between observed and expected 
numbers of the more seriously handicapped when the problem is viewed as socio- 
genetic. It accounts for most of the moderately, severely and profoundly 
handicapped. The pathology causing the handicap may he due to environment or 
to heredity. In either event, a number of specific causes have been identified. If the 
disease or pathological condition causing the handicap were not present, the 
individual concerned would, in all probability, be of average intelligence. 

9.6 For our purposes, which is in the area of identifying causes and 
speculating on what can be done to avoid the worst results of these causes, the 



main scope lies with the pathological concept. In effect, this means concentrating 
largely on the moderately, severely and profoundly handicapped. Some mild 
mental handicap also has a pathological origin and equally merits preventive 
measures. 

9.7 We have examined the available literature on this question and we have 
chosen as a guideline the results of a detailed study (7) which was carried out in a 
northern, mainly rural, county in Sweden. This study identified and measured with 
considerable precision the factors which caused handicap (IQ less than 50) in that 
area among the children born between 1959 and 1970 and alive at the age of one 
year. Diagram 9.1 is based on the results of that study. 

DIAGRAM 9.1 

Percentage distribution of mentally handicapped children according to aetiology of mental handicap 

Mental Handicap (Moderate, Severe and Profound) 100% 

Early Post 
Neo- Peri- Psy- 

Antenatal 68% Natal Natal chotic Unknown 
8% 1% 1% 22% 

Genetic 
52% 

- - 

Down's 
Syndrome 

33% 

Other 
Genebc 

E in diagram 

Acquired 
8% 

Unknown I; 
above are not to scale. 

9.8 There are 4 lines in this diagram with a set of bars on each line. The bar 
on the first line represents the total population of the moderate, severe and 
profound mentally handicapped, that is those with IQ less than 50. 

9.9 The second line represents a break-down of the total population on the 
first line into 5 divisions, each division representing a grouping of causes of mental 
handicap. The 5 groups of causes are: 

(a) Antenatal, accounting for 68% of all causes. 
(b) Early neo-natal, representing 8% of the total. These are causes which 

arise during birth or in the first 7 days afler birth. In the Swedish study 
most of the cases in this group had asphyxia and/or intracerebral 
haemorrhage as the main cause of their mental handicap. A reduction in 
this group of causes is associated with improvements in obstetric and 
neo-natal services. 



(c) Post-perinatal, representing 1.2% of the total. This group includes all 
causes which arise after the child is 7 days old. Although it is numerically 
small, it offers good prospects of prevention, for example, by the 
prevention of meningitis and encephalitis, by the prevention of accidental 
and non-accidental injury, by the prevention of lead poisoning and by the 
prevention of infantile hypernatremia. 

(d) Psychotic. This group includes autistic children. It represents 1.2% of the 
total in the Swedish study. 

(e) Unknown. The number remaining in this category is quite large, 
representing 22% of the total. 

9.10 The third line represents a sub-division of the antenatal group of causes. 
Genetic causes form the majority (76%) of the antenatal group. Acqu~red causes 
include antenatal infections, radiation and foetal deprivation of supply. They 
represent 12% of the antenatal group. The remaining 12% of this group are made 
up of obviously antenatal but otherwise unknown causes. 

9.1 1 The fourth line is a further sub-division of the genetic group of causes 
into those which are due to Down's Syndrome and those which are due to other 
genetic disorders. The development of genetic counselling services wlth the 
support of specialised medical genetics offers hope that a worthwhile, reduct~on 
can be achieved in the incidence of mental handicap of genetic origln. 

9.12 Probably the most striking feature of the Swedish study is the major 
contribution of Down's Syndrome as a cause of mental handicap. I t  emerges as 
the greatest single cause of mental handicap, accounting for one-third of all cases 
in this study. This finding confirms the results obtained by research workers 
elsewhere and it has also been established from the census of 1974 that Down's 
Syndrome is a major cause of mental handicap (moderate, severe and profound) 
in Ireland. I 

1 
9.13 It is generally accepted that the incidence of Down's Syndrome is 

associated with late maternal age at childbirth. Recent advances in the study of 
Down's Syndrome of the ordinary trisomic type using new banding techniques 
have led to the identification of cases due to paternal factors. Tentative figures 
suggest that 20% of trisomic Down's Syndrome may be of paternal origin. 
Research is continuing in this area but it is unlikely that the findings will show a 
diminution in the importance of maternal age in causation. 

9.14 The Swedish study confirmed the Sink between Down's Syndrome and 
maternal age by showing that for the period 1963 to 1966 the incidence of 
Down's Syndrome fell to one-thud what it had been in 1959-1962, this decrease 
being correlated with the simultaneous reduction of the mean maternal age at 
childbirth. 

9. 15 It cannot be assumed that the results of this studv would translate neath 
ino the Irish situation. I t  does, however, give reasnnable.grounds for concluding 
that it is within our competence 10 make a substantial reduction in the incidence of 
the more serious categories of mental handicap. The proportion of births to 
mothers aged 35 years and over was 17.4% in Ireland in 1974 as compared with 
8% in Sweden in the period 1567 to 1970. The Irish figure had been 20.1% in 
197 1 and 30.5% in 196 1. A further reduction in the Irish figure should result in a 
major cut-back in Down's Syndrome with a reduction in the incidence of mental 
handicap (moderate, severe and profound) which, judging from the Swedish 
experience, could be of the order of 20%. 



9.16 There are some recent findings which suggest that there may be an 
increasing incidence of Down's Syndrome in babies born to younger mothers. 
Whether this finding is due to better ascertainment or to some as  yet unidentified 
pathogen is not yet clear. Either way it does not invalidate the continuing 
importance of later maternal age as the main associated causative factor. 

9.17 A reduction in the number of persons being born with or acquiring 
mental handicap, will not, necessarily, lead to a corresponding reduction in the 
number of mentally handicapped persons in the community. This follows from the 
increasing life expectancy of the mentally handicapped. In the Swedish study, it 
was calculated that the mortality rate for mentally handicapped children aged 1 to 
16 years was 11.8% compared with 0.9% for the general population of the same 
age group in Sweden. Mortalitv of the mentallv handicanned in Ireland has not - .  
bien measured but it can reasonably be assumid that it ismuch higher than that 
of the general population. There is much greater scope for reducina mortalitv 
amongthe handiiapped than in the gener&populatio~ and it must 6e expecteh 
that, with the development of services and a higher level of care for the 
handicapped this gap will be narrowed. The effect of increasing life expectancy 
will be felt particularly among adults as more handicapped children survive into 
full adulthood and many of them live the normal life span. 

9.18 The present state of our knowledge does not permit of precise 
calculation being made of the effects on prevalence of mental handicap of these 
varying forces. Table 9.1 lists the main factors discussed above which may affect 
the future prevalence of mental handicap and indicates very broadly what these 
effects may be. The overall result is a reasonable expectation of a considerable 
decrease in the number of mentally handicapped children, accompanied by an 
increase, which will continue for some years, in the number of mentally 
handicapped adults. 

1 
TABLE 9.1 

List of factors which influence the incidence or prevalence of mental handicap and their effects 

Factors 

Reducing factors 
1. Reduction in number of births. 

2. Younger maternal age. 

3. improvement in obstetric and neo-natal 
services. 

4. Development of genetic counselling 
scrwces. 

Increasing factors 
5. An increase in life expectancy. 

6. Increase in the number of births. 

A proportionate reduction in the number of han- 
dicapped children being born. The present high 
birth rate in Ireland, compared with other 
Western countries suggests that a decrease in the 
number of births may be expected. 

A two-thirds reduction in Dawn's Syndrome 
representing a 20% decrease in the incidence of 
handicap in the moderate, severe and profound 
categories. 

A small reduction in the incidence of moderate, 
severe and profound mental handicap. 

A significant reduction (say 5%) in the incidence 
of moderate, severe and profound handicap. 

An increase in the number of adult mentally han- 
dicapped at all ages. 

A proportionate increase in the number of han- 
dicapped children being born. Low probability. 
See I above. 



9.19 It is important to appreciate that the expected decrease in the incidence 
of mental handicap will not happen spontaneously. It requires an appreciation by 
the community at large of some of the major causes of mental handicap and what 
needs to be done to avoid them. In particular, it requires a deliberate and 
sustained effort by the authorities concerned to implement or encourage policies 
which will ensure a considerable lowering of the incidence of mental handicap. 
The policies which we see as being particularly important are: 

(a) A lowering of age at childbirth among older mothers. 

(b) A high standard of obstetric and neo-natal services throughout the 
country. 

(c) A readily available service in genetic counselling and specialised medical 
genetics. 

(d) A continuing review of immunisation procedures against viral 
conditions known to cause mental handicap. 

Measuring the change 
9.20 The factors wich have been identified in the preceding paragraphs as 

affecting the incidence of mental handicap make it postble to speculate on,a  
possible change in the numbers of handicapped persons tn dtfferent age groups in 
a few years time. The outcome of ths speculation is shown in Table 9.2. 

TABLE 9.2 

Prevalence rates for moderately, severely and profoundly mentally handicapped persons 1974 
and 1986 by sir age groups 

I .  Prevalence rates per 1,000 cor- 
responding population, 1974. 

Possible changes between 
1974and1986 

2. Younger maternal age. 

3. Improvement in obstetric and 
neo-natal care. 

4. Genetic counselling. 

5. Increasing life expectancy. 

6. Prevalence rates 1986. 

Nole: The 1974 prevalence rates, 
of mentally handicapped F 
estimate. 

1 the exception of the 0-4 year group, ; 
ons in Ireland. The rate for the 0-4 

30-54 - 
3.30 

+ 10% 

3.63 - 
based o 
ar age 

ie census 
up i s  an 

9.21 This table gives in Row 1 the age specific prevalence rates for 
moderately, severely and profoundly handicapped persons as estimated in 1974. 
Rows 2, 3,4, and 5 show the percentage changes on these rates that might be 
expected over the period up to 1986 while row 6 gives the resulting prevalence 
rates at the end of the period. 



9.22 Row 2 measures the possible effect on incidence rates from reducing 
maternal age. We know that in Sweden this was accompanied by a 30% reduction 
and for Ireland by 1986 we associate with it a 15% reduction in the prevalence 
rate of the 0-4 year age group and a 5% reduction in the prevalence rate of the 5- 
14 year age group. Row 3 deals with improvements in obstetric and neo-natal 
care which we feel should reduce slightly the incidence. Genetic counselling as 
indicated in Table 9.1 may have the potential to reduce the rate by about 5%. The 
assumptions for increasing life expectancy of the handicapped are somewhat 
arbitrary but are based on the best information now available. The factors 
mentioned in rows 2 to 5 may he inter-related and we have made an allowance for 
this in calculating row 6. 

9.23 We applied the rates in this table to the projected population of the State 
for 1986. If the assumptions which were made in Rows 2 to 5 hold true then we 
would expect the following numbers of moderately, severely and profoundly 
mentally handicapped persons. 

1976 1986 - 
Children (0-14 years) 5,040 4,800 
Adults (15 years and over) 7,310 9,000 

Total 12,350 13,800 

Applying the total population of the State in this manner automatically allows for 
expected changes in the number of births. The 1986 projected population which is 
based on an assumption of a decrease in fertility since 1976 nevertheless has 
roughly the same number of births as for 1976. 

9.24 While the estimated number of mentally handicapped persons should 
not he taken as an exact figure it gives us some indication of future needs. The ; 
major finding of this exercise is that there should be fewer mentally handicapped , 
children and a considerable increase in the adult numbers, particularly at the older 
ages. 

Further areas of study 

9.25 Our study of the factors which affect the prevalence of mental handicap 
has highlighted for us a number of areas where our information is inadequate. We 
consider chat some further studv and research in these areas will rewav the effort 
expended by helping to layw a more firm foundation of knbdedge and 
understandine of the ~roblem of mental handicap. We recommend that 
consideratiorishould now be given to undertaking a reskarch project which would 
seek to identifv the incidence and the various causes of mental handicap in Ireland 
and to measire the contribution of each cause. We are conscious; in putting 
forward this recommendaton, that this would not be an easy undertaking. It 
would require a high level of expertise and a considerable amount of time and 
effort. However, it is only when we measure with some precision the features of 
the problem that are pecdiar to Ireland and to the Ir i~h~po~ulat ion,  that we can 
reap the full benefits of the research that is being carried out in other countries. 

9.26 Consideration should also be given at this stage to carrying out a census 
of the mildlv handicapwed livine in the communitv. The feasibilitv studv which we 
carried out-iu K i i e n i i  shows Low this might be-done. We feel ihat s ich a study 
should be confied to the child population. The question of whether it should he 
carried out in all areas or in a sample of areas needs to be considered. 





CHAPTER 10 

COMMUNITY SERVICES 

10.1 The planning guidelines which we have suggested for numbers of 
residential places required for the mentally handicapped are heavily dependent on 
adequate support services being available to enable the maximum number to live 
in the community. In theory, the planning process should start at this point. The 
communitv services should be ulanned and vrovided uu to the maximum. 
~ c d d e n t i i  places should thcn he planned and mbde availabic lor those who, evcn 
with maximum community services ilvailablc, are unable to lead a satisfactorv life 
in the community. In practice, the priorities present themselves rather differently, 
the major priority being the provision of residential care for those with the 
severest degrees of handicap. In this chapter we have identified the principal 
services which should be available to provide necessary support for handicapped 
persons living in the community. 

10.2 One point which needs to be noted is that, while our concern is with the 
provision of services for mentally handicapped persons, many of these services 
are such that they can and should be used by persons with other types of 
handicap. This makes good economic sense and may help to justify the 
establishment of services where they might not otherwise be viable but it 
complicates the problem of quantifying the expected use of the servses. 

Diagnostic sewices 
10.3 These services are relevant to the entire infant and child population. 

They include the assessment services provided for new-born infants, pre-school 
developmental examination and a referral service for children at risk or suspected 
of being handicapped. These services are not related specifically to mental 
handicap but they have an important role in its early diagnosis. 

10.4 The community based services for the mentally handicapped may be 
conveniently divided into four categories-- 

Services for pre-school children and their families, 
Services for children of school-going age, 

Services for adolescents and adults, 
General community services. 

Services for me-school children and their families 
10.5 A Amber of services arise in relation to children in the 0-4 age group 

who have been diagnosed as suflcring from mental handicap. These include the 
services listed in paragraphs 10.6 to-10.9. 

10.6 Assessment service to measure the extent of the mental and other 
handicaps. Short-stay residential accommodation is necessary for the proper 
evaluation of young children with multiple handicaps. 

10.7 Counselling service for parents of mentally handicapped children. 
Advice and guidance will be needed by parents particularly during this period. 
There are counselling services available in certain parts of the country and the 
Department of Health has recently requested all health boards to develop 
counselling services on a pilot basis in their areas. The service could be provided 
by a small team chosen from a variety of disciplines. Alternatively, the service 



might be provided by certain members of the community care teams who might 
specialise in this field and it might relate to a community care area or areas 
depending on the expected numbers requiring the service. While we consider that 
the concept of a team consisting of workers from different disciplines is necessary, 
we visualise that normally home visits will be carried out by one individual. In 
particular, parents should be helped with the techniques involved in the 
stimulation and development of the child. While the service might normally be 
directed at the giving of advice in the home, it should be possible,, where 
convenient, to arrange facilities for parents to attend at the centre for adv~ce and 
guidance. 

10.8 Day care units for children UI this age group. These relate mainly to 
children who are moderately and severely mentally handicapped. 

10.9 Visiting teacher service. This would be for hearing impaired and visually 
impaired children some of whom may be mentally handicapped. 

Services for children of school-going age 
10.10 The services which are described in paragraphs 10.10 to 10.17 and the 

comments on them reflect prevailing philosophy and current practices. These tend 
to favour special classes and special schools for the mentally handicapped. There 
has, however, been some movement in other countries towards a closer 
integration of the mentally handicapped into normal classes. If such a tendency 
were to become an accepted part of our policy, it would require some, perhaps 
radical. changes in our approach to the Govision of educational services for the 
mentally han&apped. ~ e t i e r  liaison bctwkn tcachers and homcs is very dcsirabk 
with perhaus teachers taking the initiati~c in visiting the homes of the childrcn and 
otherwise establishing contact with them. 

- 
1 

10.11 Assessment service. There is a special and urgent problem in relation to , 
children attending primary schools and who are suspected of being mentally 
handicapped. At present it can take a considerable length of time, sometimes 
years, before some of these children are assessed. We feel that a screening system 
should be devised which would reduce the numbers requiring to be assessed by the 
assessment team. This should have the beneficial effect of reducing the waiting 
period for children in need of a full assessment. 

10.12 Special classes in normal day school. These classes are mainly relevant 
to mildly handicapped children. The success which is being achieved by the 
special classes in primary schools is restricted by the absence of special facilities 
for mentally handicapped children in post-primary schools. We feel that there is a 
compeuing case for the provision of such facilities. I t  would enable many children 
from special schools to continue with their schooling in normal second-level 
schools and would make a major contribution to the integration of the 
handicapped with the rest of the community. 

10.13 Special day schools for the mentally handicapped. These are 
appropriate for moderately handicapped children. It is likely that some special 
schools for mildly handicapped children will continue to be needed. 

10.14 Day schools, units or classes for emotionally disturbed children or for 
children with multiple handicaps. 

10.15 School transport. 



10.16 Supplementary services. These educational services need to be 
supplemented by a number of other educational and health services, for example, 
a psychological service, a social worker service, a speech therapy service, a 
nursing aid service and aid from a visiting teacher service for children with 
hearing or sight defects. Some of these services are already in existence to a 
greater or lesser degree. The demands placed on these additional services can be 
expected to vary widely with size of population being served, number of children 
with additional complicating handicaps and the availability of places in schools 
for the visually impaired and for children with impaired hearing. 

10.17 Day care centres for children. These centres are mainly for the severely 
and profoundly handicapped and since the number of profoundly handicapped 
children being supported in the community is likely to be quite small (our estimate 
puts it at about 30) the centres, in effect, are mainly for the severely handicapped. 
The children attending these centres would normally fall within the age range of 2- 
12 years. These centres can exist as separate entities but increasingly they have 
been provided as an adiunct to the suecial schools for the moderatelv 
handi&pped. We feel that &is trend should be actively encouraged. It enables thk 
sharing of certain staff, facilities and transuort services and the centres can also 
scwe as pre school csntres for the moderately handicapped up to the ngc wlicn 
they are ready to attend formal classes in the special school. The accommodation 
to be urovide-d would consist in the main of a number of seuarate rooms or areas 
so thit  the children can be separated for group activities ac'cording to age andlor 
degree of handicau. A kitchenette and dinine area. which might also be used for 
common activities, is very important becaus; of thk special ekphasis which these 
centres should place on social training. The centre should have a room where 
visiting staff s k h  as physiotherapisk, speech therapists, psychologists and 
occupational therapists could provide scrvices for the children. These cenlres will 
lay emphasis on the development of social skills and on self-help. A structured 
programme will ensure that this is done in an orderly and meaningful manner. The 1 
extent to which teachers should be involved in the teaching of severely and 
profoundly mentally handicapped persons is a matter for consideration by the 
Departments of Education and Health. 

Services for adolescents and adults 
10.18 Vocational training centres. The mildly and moderately mentally 

handicapped will ideally attend formal schooling up to age of 16 to 18 years 
whether in a special school or special class. At this age, it is felt that the m~ldly 
mentally handicapped should, as far as possible, avail of general training courses 
provided under the aegis of AnCO, CERT, etc. The moderately mentally 
handicapped and some mildly mentally handicapped would benefit from 
attendance at a vocational training centre. These centres, a number of which have 
already been established by voluntary agencies throughout the country, would 
provide a short-term course of less than 3 years' duration which would serve as a 
ioeical extension of the broad educational services orovided in the suecial schools 
a A  classes. The course is designed- 

(a) to provide work training in a simulated work situation for moderately 
handicapped school-leavers and for those mildly handicapped who 
would be unable to obtain open employment or to attend other training 
courses; 

(b) to enable trainees to continue their education and obtain additional 
training in all areas leading to the development of social competence. 



The centres aim to enable 3s many students as possible tu hecure and retain open 
employment and to prepare others for productive work in a sl~eltcrcd 
environment: [lie ulaccment services of the National Rehabilitation Board. in 
particular the ~ o i t h  Employment Advisory Service, are made available to the 
centres for this purpose. 

10.19 The Department of Education, in co-operation with the Department of 
Health, has been closely involved in the development of the courses run by the 
voluntary agencies in the centres established to date. The former Department 
provides guidelines in curriculum development. Ideally the numbers attending 
these centres should not be lower than 40 so as to enable the emulovment of as 
W I J ~  n range 3s possible of teachers and instructors. It must be acfepied howew 
that in special circumstances it may be necessarv to reduce this number and. in 
fact, a small centre, capably run, can provide a good service. For this reason, 
some flexibility in the size of the centre is necessary. Attendance at the centre 
could be on a day basis or on a residential basis depending on the distance of the 
centre from the handicapped person's home. 

10.20 Whilst entry into open employment and integration into the working 
community will he the main objective of the vocational training centres, it must be 
accepted that the majority of those who wiU complete the course will not be 
successful in securing and retaining employment in an open setting. The course at 
the vocational centres will however equip the handicapped person to participate 
either in a community workshop or in a sheltered workshop for the mentally 
handicapped. 

10.21 Community workshops. Community workshops are centres which 
c a b  for all types of handicap including mental and physical. They normally serve 
a particular community. The dual objectives of the centres are- 

(a) to provide activation training to fit the handicapped person for, if 
possible, open employment; and 

(b) to provide sheltered employment for those handicapped persons unable 
to take up or retain employment in the open labour market. 

Generally speaking persons who are capable ultimately of achieving a level of 
productivity not l e s  than one third ofthat of an able bodied worker under similar 
conditions are suitable for community workshops. This criterion is likely to he met 
by almost all mildly mentally handicapped persons but would probably be beyond 
the capabilities of the great majority of the modrrately mentally handicapped. 

10.22 Sheltered workshops. For those not suited to open employment or to 
placement in a commuity workshop, the possibility then exists of placement in a 
sheltered workshop. This workshop, which will provide sheltered employment, 
will cater in the main for the moderately mentally handicapped. In high density 
population areas sheltered workshops specifically for the mentally handicapped 
could be developed but otherwise these workshops can cater for different types of 
handicap. It is important that there should be a reasonable range of activities in 
these workshops. This is of benefit to the handicapped persons in that it gives 
them greater opportunity of getting satisfaction from what they do and it develops 
their skills. It also improves their chances of getting employment. Other factors in 
relation to sheltered employment are mentioned in the report of the Standards 
Committee of the National Rehabilitation Board. 

10.23 Occupational centres. The various types of training and work 
opportunities for the mentally handicapped already described will not be suitable 



for a certain proportion of those in the low moderate category and will almost 
certainly be out of range of severely mentally handicapped adults. These persons 
must be allowed an opportunity of a working environment best suited to !heir 
capacities. This can best be met by occupational centres which can be prov~ded 
either as an integral part of a residential centre to serve the residents and those /n 
the surrounding communities who can attend daily or can be provided as the mam 
component of separate day care centres for adults. It could also be closely 
associated with the sheltered workshops. 

10.24 It is imnortant that severelv and orofoundlv handicapped adults being 
supported in the community should hive access to ceitres whi&they can attend 
on a long-term basis. The general lavout and staffing of the centre might follow 
along &e same general li'es as alr&dy set out for d i y  care centres f& severely 
mentally handicapped children. Separate areas might be set aside for training, 
work activities, dining and recreational facilities. 

10.25 All of the different types of training and work facilities mentioned, can 
exist as separate entities serving a specific community. Where possible, however, 
the aim should be to site a short-term training centre, sheltered workshop and 
occupational centre all at the one location. This will undoubtedly lessen staffing 
and transport difficulties which may arise. The benefits to the handicapped of 
being ableto transfer easily from onesection to another cannot be overlooked and 
the variety of work available to staff should ease recruitment problems. 

General community services 
10.26 Social and recreational facilities. The orovision of ail of the facilities 

mentioned u1I1 go a long way rouards meeting thi daytime needs of the mentally 
handicapped brinr ma~ntained in the communitv. There is also the necessity to 
conside; heir s o c h  and recreational needs after &orking hours and at week-ends. I 
This is an area which may not have recived the attention which it deserves and the 
utilisation of day centres during these periods as social clubs, discos, etc., should ) 

be encouraged. The centres might also be used at this time for broad educational 
purposes such as hobby classes, current affairs, lectures, etc., and indeed for any 
purpose which will enhance the general quality of the handicapped person's l~fe. It 
is not intended, however, that a mentally handicapped person's only social outlet 
would be exclusively with other mentally handicapped persons but rather is it 
hoped that through education both formal and informal, the mentally 
handicapped person will be encouraged to integrate into the community in general 
and to use normal facilities. 

10.27 Home visiting service for all ages. Reference has already been made to 
the need for a suooortive counselline service for the narents of voune mentallv 
handicapped child;en, particularly d&ng the period before they ire aGe to avail 
of a fomalised service awav from the home. Whatever service is develoned for the 
parents of young children ihould, we feel, be extended eventually to thiparents of 
older children and to adults who continue t o  look after mentally handicapped 
persons at home. There are a number of problems encountered by families coping 
with mentally handicapped persons at home. There are the emotional and 
psychological tensions which could be alleviated by regular counselling by a 
suitably qualified person. There are the practical management problems in the 
area of feeding, washing clothing and sleep disturbances which could be tackled 
with more confidence by parents guided by the regular expert guidance of a nurse. 
There may be the need for having the services of "home helps" made available to 
assist with normal household duties. 



10.28 We feel it imperative that parents or families who care for mentally 
handicapped persons at home should themselves lead normal lives. This involves 
the facility to use leisure time free from the care of the handicapped person. In 
some cases parents may be able through friends and relations to organise this 
privately but where this is not possible we feel a special relief service should be 
made available. This service could best be organised at a community level. 

10.29 The services and facilities which have been outlined in the foregoing 
paragraphs are necessary to enable many mentally handicapped persons to 
maintain a satisfactory existence in the community. Not less important, and in 
many cases even more important than these snecialist services is an acceotance bv 

~~~ ~~ 

the community of thc mintally handicapped'living amongst them. l'hi; requires 
rather more than a mers auknou~ledgement of the existence of the hand i ca~~cd .  I t  
requires making a positive effort to encourage and assist handicapped pe;&ns to 
use the amenities and facilities which are part of everyday living for most people. 
The use of public transport, religious services, shopping, having a drink in a public 
house or a meal in a restaurant, going to a football match, using a swimming pool; 
these and many other activities enhance the quality of our lives. Integration of the 
mentally handicapped into the community means that they have some share in 
these activities. This will not happen spontaneously. It can only happen if 
guidance and help are freely and generously given. For this it is necessary to rely 
heavily on voluntary effort. We would like to acknowledge the debt which the 
community owes to voluntary workers in this field and to emphasise the 
importance of continuing this work. To encourage further public involvement in 
helping the handicapped we feel that the Health Education Bureau might consider 
a public education programme aimed specifically at dispelling the mistaken fears 
which inhibit many from reaching out and helping those least able to help 
themselves. 



CHAPTER 11 

GUIDELINES FOR HOSTELS 

11.1 We put forward the following guidelines to assist health boards and 
others in planning the establishment of hostels. 

Function of hostels 
11.2 To provide domestic living accommodation for selected mentally 

handicapped persons who will attend work or school or specialised services 
outside the hostel. 

Size of hostel 
11.3 We recommend that the number of mentally handicapped persons in a 

hostel should not exceed ten. The ideal number might be between six and eight. 

Cateaorv of mentally handicaooed oersons - .  .. . 
11.4 Generally speaking, those handicapped persons who are ambulant, who 

do not have serious behaviour problems and who have a reasonable level of social 
cornDetence are suitable for hostels. Hostels would be suitable for children as well 
as ahults and should accommodate both sexes. 

Statling of hostels 
11.5 The house parents or parent in charge of a hostel might be a married 

couple or a single person. Satisfactory experience has been recorded of both 
married couples and single persons acting in this capacity. It is usual to recruit 
females with male staff in a supplementary role. 

11.6 There is no formal qualification in this country for house parents. It is 
recognised, however, that certain personal qualities are of great importance. These 
include satisfactory motivation, sensitivity to the needs of the mentally 
handicapped, ability to deal with tensions and anxieties, flexibility and ability to 
work with other people, including clinical and other professional staff. While the 
selection of house parents will probably continue to be made on the basis of these 
personal qualities, we feel that some training of those who have been selected 
would have considerable advantages. 

Supervision 
11.7 The level of supervision required in a hostel is determined mainly by the 

degree of handicap, the level of social competence and specific management 
problems that may be present in individual handicapped persons from time to 
time. There is evidence to suggest that, having regard to the extept to which these 
variables are present, the level of supervision needed in a hostel varies and in some 
cases it is little more than what would be required in normal lodgings. 

11.8 It is important to stress, however, the necessity of the house parent or 
parents Living in the hostel or, at least, in a flat attached to the hostel. 

Links with other services 
11.9 A hostel is part of a total network of services for mentally handicapped, 

providing domestic accommodation for persons who are availing of services 
outside the hostel. Adequate back-up services are essential to ensure the proper 
functioning of these units. The house parents require the support and help of 
clinical staff and, generally, feel most secure when they know this service is 
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available to them. It would be particularly important that house parents be 
assured that help would be forthcoming should a major crisis arise requiring that 
immediate action be taken. It would appear that hostels function best when there 
is a support service available in the form of residential accommodation or 
support-centre hostel. 

Facilities in the hostel 
11.10 The furnishings, fittings and finishes in the hostels should be of good 

domestic quality. Maximum flexibility in relation to sleeping accommodation 
should be maintained to ensure reasonable privacy for each individual, together 
with satisfactory accommodation for males and females. Adequate launderette 
and drying facilities are essential. 

Co-operation of local communities 
1 1 . 1  1 The satislidctory operation of a hostel depends to a large extent, on the 

level of accemance bv the local communitv in which [he hostel is situated. There is 
still prejudice, fear -and a certain a m o h  of stigma associated with mental 
handicap, and, while most of it is unfounded, it is necessary to be realistic about 
this when developing hostels. 

11.12 Local communities need to be prepared for the commencement of a 
hostel in their area. This is particularly true of immediate neighbours. A residents' 
association, local councillors and clergy should also be informed of the 
developments and their support obtained. 

Location of hostels -~~ .~ ~~ . .~ -~ .  

11.1 3 Thc main principle is that hostels should be located in residential areas. 
Hostels are already functioning satisfactorilv in local authoritv and other housing 
estates and we fekl that, proGded the co-bperation of the iocal community ii 
forthcoming, the social category of the area is not important. 

11.14 Outside the major cities and towns, hostels should, in general, be 
located in towns or villages where they can form links with local amenities. 
Hostels in rural areas need far greater support from central facilities than hostels 
in urban areas. This is particularly true of work and leisure activities. 

11.15 We consider that the question of making provision for hostels might be 
taken up with the housing authorities. 

Existing hostels 
11.16 There are a number of voluntary organisations operating hostels at 

present. The practical experience gained by these organisations in the 
establishment and the day-to-day running of the hostels would provide a valuable 
starting point for any organisation interested in setting up a hostel. We list in 
Appendix D the main organisations which have built up expertise in this area. 
Before establishing a hostel it would be very desirable to get in contact with one or 
more of these organisations, to inspect the existing hostels and to discuss the 
various needs and problems associated with the setting up of hostels. 



CHAPTER 12 

CONCLUSIONS AND RECOMMENDATIONS 

Characteristics of the mentally handicapped 
12.1 The characteristics which we consider particularly relevant in 

determining the services required are: 

(a) degree of mental handicap 

(b) age 
(c) presence and severity of additional handicaps. 

These are described in detail in Chapter 3. 

Number of mildly handicapped persons 
12.2 From a small feasibility study which we carried out we made tentative 

estimates of the numbers of mildly handicapped persons in the community. The 
details are given in Chapter 4. We recognise the frailty of these estimates and we 
recommend that a more representative study, based on the methodology used in 
our feasibility study, be carried out. 

Criteria for estimating the number for whom residential care is required 
12.3 These criteria are described in detail in Chapter 5. They are based on the 

3 major characteristics of degree of mental handicap, age and presence and 
severity of additional handicaps. They are critically evaluated in the final 
paragraphs of Chapter 7. 

Number of places needed 
12.4 Estimates are put forward in Chapter 6 of the numbers of places needed 

both in the community and in the residential centres. The estimates are made by 
reference to degree of mental handicap and to age. They are expressed as ratlos 
per 1,000 persons in the corresponding age group of the population. 

Comparison with existing provision 
12.5 Comparison between the required number of places and ,the existing 

provision is made in Chapter 7. A major element of misplacement 1s ~dent~fied. 
This consists of 

(a) mentally handicapped persons in unsuitable accommodation. 

(b) mentally handicapped persons in residential care who could be catered 
for in the community. 

(c) mentally handicapped persons living in the community, who need 
residential care. 

Planning to meet requirements 
12.6 The outline of a plan is put forward in Chapter 8. It is based on a broad 

and integrated approach to the requirements of the mentally handicapped. Six 
different components of this approach are identified. 



Changes in the prevalence of mental handicap 
12.7 The causes of mental handicap are discussed in Chapter 9 and some 

tentative estimates are made of future changes in its prevalence. It is 
recommended that research might be carried out into 

(a) the causes of mental handicap in Ireland; and 
(b) the life expectancy of the mentally handicapped. 

It is also recommended that a further census of the mentally handicapped be 
carried out in 1981. 

Community services 
12.8 Our approach to estimating the residential needs of the mentally 

handicapped is heavily dependent on the development and strengthening of 
community based services. In Chapter 10 we detail the main services which we 
feel are important in this regard. Some of these services will be organised at a 
national or regional level while others such as recreational facilities will need 
organisation at a local level. 

Hostels 
12.9 We consider that hostels are an important facility for mentally 

handicapped persons, in that they will enable many more persons to remain m the 
community. 

12.10 We recommend that health boards should survey the scope in their 
areas for establishing hostels. 

12.11 Guidelines which may be useful in the establishment of hostels are set 
out in Chapter 11. 

General 
12.12 The primary purpose of this report is to provide some guidance in 

planning residential places for the mentally handicapped. I t  is based on the 
ohilosophy that, in so far as it is reasonable to do so. the mentally handicapped 
Ehould beretained in the community and community services should be developed 
and strengthened to facilitate this. We are aware that much of what we have said 
in relation to the mentally handicapped could be said fos. other vulnerable 
categories in our society such as the physically handicapped, the elderly and the 
mentally ill. We feel that the time is approaching when the community needs of all 
of these categories should be considered as a whole. There may be scope for 
combining services to meet the needs of different categories or there may be 
lessons which were learned in relation to one group which could profitably be 
transferred to another. 

12.13 A ~articularlv imoortant reauirement mav be iudeim the effect on the . - -  
community df having <o sipport larger numbers df persons with handicaps of 
varvina kind and degree. There will inevitablv be an uneven sharing of this burden 
and some research may be needed to identify the population groups which will 
cam, the maior part of it. While we give full suooort to the concept of giving a 
living in thecommunity, to the maxhum exten; possible, to our-handkapped 
fellow-citizens, we feel that the changes which may be needed in the community to 
make this tolerable should be fullyexplored. 

- 







APPENDIX A 

TABLE A2: Number of severely mentally handicapped persons enumerated in cemsus, I974 

Additional handicap 

1. No defect or speech only 

2. Sensory defect, only 

3. Behaviour dilficulty, only 

4. Incontinence, "on-ambulance, convulsions, needs 
assistance to feed, wash, dress, only 

5. Sensory defect with 3 andlor 4 

6. combination of 3 and 4 

Total 

Axe xrouo and degree of addilional handicop 

5- - 
Seven - 

2 

52 

113 

I78 

5 12 - 

15-19years 20-29 years 
I I I 

Severe Par(ial Severe Parrial 

I I I 

Severe 
- 

10 

58 

59 

122 

236 

Partial - 

33 

31 

102 

37 

34 

-- 

i5 yews and over 



20-29 years 

12 

1 2 

4 2 

68 10 

68 4 

55 years and over 



APPENDIX B 

TABLE BI:  Sdectim cdtcria of residential need for modcntely mentally handicapped persons -percentage of each sub-group in need of rrsidential earc 

Age group and degree of additional handicap 

I I I I 

Additional handicap 5-14pcors IJ-IgyeQrs 20-29 years 
I 

30-54 J'ears I 55 years ondover 

I I I I I I I I I 
Severe Parllai Severe Partial Severe Partial Severe Pnrhnl Severe Porttal 

.. 

2 % % % % % % % % I. No defect or speech only 0 0 0 0 0 0 0 % 0 
% 
0 

2. Sensory defect, only 95 20 95 30 45 20 100 , 60 

80 20 90 30 
1 

3. Behaviour difficulty, only 90 20 90 20 100 50 

4. Incontinence, non-ambulance, convulsions, needs 50 0 80 30 90 20 90 
aasistanoe to feed, wash, dress, only 

20 100 50 

5. Sensoty defect with 3 and/or 4 80 30 90 30 95 20 95 20 1 / 100 90 
6. Combination of 3 and 4 80 50 80 30 90 20 90 20 100 90 



Ape zmuo and d e ~ r e e  of odditionoi handiem 

Severe / Partial / Severe I Pnrrini 1 Severe 

cars 30-54yeors H y e a r s  andover 

Partial Severe Porfral Severe Partid 

% % % % % 
60 80 80 90 90 

60 90 80 100 100 

70 100 90 100 I00 

70 90 80 100 100 

60 90 80 I00 1 100 

80 100 90 100 100 







APPENDIX C 

Approved schemes in planning or building which involve additional residential and 
c a m m ~ i t y  places for modcralely, severely and profoundly mentally handicapped 

persons, April 1979 

Residentid Communi1.v 

Area and P~gieel Children AduNs Children Adulls 

Western Health Board 
Western Health Board, Swinford, Mayo 
Brothers of Charitv. Kilcoman House. . 

Clarenbridge, daiway 
Western Care Association, Group Home 

Beimullet 
Brothers of Charity Renmore, Early Childhood ,,":* -.,,. 
Irish Sisters of Charity, Ballybane, Galway 

I 1 I I 
Total 342 1,174 180 66 1 

Note: Community includes hostels. Children's places refer to children under 16 years of age. 



APPENDIX D 

Organisations operating hostels for the mentally handicapped, 1978 

1. Brothers of Charity, Triest House, Terenure Road East, Dublin 6. 

2. Daughters of Charity of St. Vincent de Paul, Navan Road, Dublin. 

3. St. John of God Brothers, Administration Centre, Granada, Stillorgan, 
Dublin. 

4. St. Michael's House, Administrative Headquarters, Willowfield Park, 
Goatstown, Dublin 14. 

5. Stewart's Hospital, Palmerstown, Dublin 20. 

6. Little Brothers of the Good Shepherd, 10-12 Sycamore Drive, Ardnoe Es- 
tate, Kilkenny. 

7. Sisters.of the Holy Family, CaUan Road, Kilkenny. 

8. S.O.S. Kilkenny Ltd., Callan Road, Kilkenny. 

9. Cork Polio and General After Care Association, Bonnington, Montenotte, 
Cork. 

10. Western Care Association, "St. Clare's", Station Road, Castlebar, Co. 
Mayo. 

11. Sligo Parents and Friends Ajssociation, c/o Sisters of La Sagesse, Cregg 
House, Sligo. 

12. Rosminian Fathers, Upton, Innishannon, Co. Cork. 

13. County Roscommon Association for the Mentally Handicapped. 

14. Galway County Association for Mentally Handicapped Children. 

15. Kerry Parents and Friends Association for the Mentally Handicapped. 




